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INTRODUCTION 
Health care is a complex domain, or a network of processes, many dramatic improvements are taking place, 

both as regards care choices as well as in the context of health policy, and physicians are required to manage this 
complex landscape to the best of their ability (Sujan, Huang, & Braithwaite, 2017). Therefore, health care is under 
immense strain everywhere in terms of quality, safety and economic viability, therefore, it requires enthusiasm in 
embracing strategies that can prove useful (Hollnagel, Braithwaite, & Wears, 2013). Health care is the act of 
diagnosing, treating, and preventing diseases, illness, injury, and other similar cases that causes impairment to an 
individual, may it be physical or mental (Gupta & Rokade, 2016).  Health care is delivered by practitioners in allied 
health, dentistry, midwifery, obstetrics, medicine, nursing, optometry, pharmacy, psychology and other care providers 
(Gupta & Rokade, 2016; Rhatigan, 2004). Nonetheless, in low-income countries, such as Indonesia and the 
Philippines, the lack of resources constrains health care delivery (McShane & Kirkham, 2020). Low-income countries 
cannot, however, blame lack of technological advances; hence, DeLeon and Folen (2011) cited that health care 
delivery has been relatively untouched by the revolution in information technology that has been transforming nearly 
every other aspect of society. 
 
I. Health For All 

Health is a basic human need and fundamental human rights, so everyone must get broad access to ensure 
their health and provide opportunities to combat the spread of disease in themselves. So the government has the role 
and responsibility to ensure broad health system coverage and efficiency in services for everyone (Sachs, 2015). Sachs 
believes that the significant progress of public health in terms of economic growth itself. It is also consistent with 
studies by the World Bank Health Sector Public Expenditure Review phase 3, 2018 showing that there is a relationship 
between GNI per Capita with a decrease in morbidity on health issues, where the higher the GNI per Capita, the lower 
the prevalence of disease cases. Furthermore, Jalal, Khan, & Younis, (2016) noted that there is improvement in all 
health indicators along with an increasing GNI per Capita and GDP. In low-income areas, the rate of improvement is 
slower compared to high-income countries. There is improvement, however, which leads to a rise in the aging 
population. Therefore, in improving health, the state must be able to increase its GNI income. It is related to countries 
that must be strong in economic terms because the GNI in each country is different from one another.  

In particular, this paper has the scope of Southeast Asia, so the review of the GNI above below is based on 
countries that are members of Southeast Asia. The GNI, as one of the prevalence levels of health issues in several 
areas, it can be reviewed below. 

Figure 1.1 GNI per Capita, Atlas Method (Current US$) in Southeast Asia, 2000-2018 
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Source: World Bank Data 

Based on the figure 1.1 illustrate that GNI of countries from Southeast Asia is low. According to 
worldbank.org, GNI per capita is the income of a country divided by its population. Therefore, one can say that GNI 
is an individual's net worth as a citizen of his country. It is undeniable that most countries in Southeast Asia are among 
the so-called developing countries. A country can be said to be developing, if its economy is not sufficient to meet the 
needs of the country and its people. Although slow, data also show that the GNI of most Southeast Asian countries 
are increasing. Brunei Darussalam, however, has a peculiar case. 

Based on the rate of development of GNI among Southeast Asian countries from 2000 to 2018 it was pointed 
out that of the ten countries, Singapore was at the top level which has a very rapid rate of GNI development from year 
to year and outperformed the GNI rate of Southeast Asian countries the other. In contrast to Myanmar, which is at the 
bottom of the GNI figure, Myanmar must have a strategic position to be able to increase the GNI rate and be able to 
compete with other Southeast Asian countries. The highlight in the review of GNI figures in Southeast Asian countries 
is Brunei Darussalam. This country occupies the second-highest position of the GNI figure in Southeast Asia. 
However, out of 10 countries, Brunei Darussalam has an intense economic growth in terms of fluctuating GNI figures, 
as in 2013, it became the highest GNI figure of the Brunei Darussalam State. However, in the following year, it 
experienced a massive decline over the past five years.  

Moreover, despite being small in terms of territory and population compared to its neighboring countries, 
Singapore has been exhibiting spectacular GNI value.  Hence, Singapore ranked 9th among the countries with high-
income.  On the said list, the least GNI per capita under high income group is 14,000. 

In the case of Brunei Darussalam, its GNI has been increasing rapidly compared to its neighbouring countries 
from 2000 to 2013. After having a pick in 2013, it had a significant fall from 2014 until 2017. Although the country's 
GNI was unable to rise, the GNI did not decline in 2018.  Other than it being a resource-dependent country, which is 
believed to be the main cause if its dropped GNI per capita, Basir (2017) identified five reasons related to the 
significant change in the GNI per capita of Brunei Darussalam.  First is its overreliance on oil and gas resources.  
Second is its poor private sector.  Third is the lavish benefits being given to government employees. Fourth is severe 
domestic constraints on the supply. Fifth, the increasing unemployment and underemployment.  Nonetheless, 
considering is current GNI capita value, Brunei Darussalam is still among the countries under high-income group.  
Moreover, both Philippines and Indonesia were listed under lower-middle-income group. 

On the other hand, in assessing health issues in a country, life expectancy is significant and in the spotlight. 
A good life expectancy in a country as an indicator of the degree of health and quality of life of a healthy community. 
Because basically, life expectancy is a picture of a country's condition, the higher life expectancy indicates an 
improvement in health status, increased access and also the quality of health services themselves so, to see the health 
status of a country can be viewed from life expectancy. The life expectancy in the Southeast Asian country is from 
2000-2018 as shown below. 
 

Figure 1.2 Life Expectances at Birth, Total (Year) in Southeast Asia, 2000-2018 
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Source: World Bank Data 
The figure 1.2 shows the difference in life expectancy rates in Southeast Asia from 2000 to 2018. The highest 

position in life expectancy is Singapore. Singapore has established itself as the country with the highest life expectancy 
compared to other countries. Then those who have the lowest position are Lao PDR and Myanmar. Both of these 
countries have a prolonged rate of life expectancy. Specifically, Lao PDR country is the highlight in this diagram, 
which is 2010; it experienced a decrease in life expectancy. Then Cambodia, although this country had entered into 
the country with the lowest life expectancy in 2000, Cambodia has the intensity of the rate of life expectancy every 
year which has increased significantly compared to all countries in Southeast Asia, so that Cambodia can be in the 
third position high rather than Myanmar and Lao PDR Data show that Singapore had the highest life expectancy at 
birth of all the Southeast Asian countries between 2000 to 2018, with its citizens expected to live to an average of 
83.146 years in 2018. Falling behind by almost 16.279 years was Myanmar, with a life expectancy of 66.867 years 
old at birth in 2015 to 2020.  

According to Moore (2020) the life expectancy throughout the Southeast Asian region has been rising 
throughout recent years, likely due to improved healthcare systems. Improvements brought about by increasing 
healthcare expenditures. The East Asian region also joined Southeast Asia in displaying higher life expectancies at 
birth, with Hong Kong, Japan, and Macao all exhibiting life expectancies at birth of over 85 years old.  

In other words, Based on life expectancy in Southeast Asian countries, Brunei Darussalam state occupies the 
highest position of life expectancy, this means that of 10 countries in Southeast Asia, life expectancy in Brunei 
Darussalam is very high from 2000 to 2018, this means the health status of its people, increasing access to and quality 
of health services is very high. It is inversely proportional to the country with the lowest life expectancy, namely 
Indonesia, the country of Indonesia, wherein 2018, the country of Indonesia has a life expectancy of 71,509 and the 
country of Brunei in the world of 75,722. It means the difference between the life expectancy of the two very much. 
However, the Indonesian state must have the power to guarantee life expectancy for its people by issuing strategic 
policies. 

Moore (2020) added that Thailand, the Philippines, and Singapore are just some of the Southeast Asian 
governments which have released successful universal healthcare plans. As the region faces an aging population, there 
has been more demand for effective healthcare. Healthcare has been improving not just in the Southeast Asian region 
but throughout the whole Asia Pacific region, with many countries exhibiting near perfect child immunization rates, 
offering its citizens better healthcare from birth. With these improvements made, it does not seem surprising that life 
expectancy at birth has increased. 

In addition to assessing life expectancy, attention to health problems is also viewing from the mortality rate. 
Its health problem is one indicator of the quality of health in a country. So the government should reduce the mortality 
rate because one of the factors of the high mortality rate is the number of cases of contracting both infectious and non-
communicable diseases experienced by the community so that strategic policies needed with a promotive and 
preventive approach. The review of mortality rates in Southeast Asia countries, which examine from 2000 to 2018, is 
as follows. 

 
Figure 1.3 Morality Rate, Infant (per 1,000 Live Births) in Southeast Asia, 2000-2018 
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Source: World Bank Data 

Related to figure 1.3, the infant mortality rate above shows that Lao PDR has become the country in Southeast 
Asia, which has the highest infant mortality rate compared to other countries in Southeast Asia since 2001-2018. 
However, each year experiences a progressive decline, which in 2018 shows the number 37.6. then the country of 
Myanmar has the second-highest infant mortality rate in Southeast Asia, from 2004 to 2018, which in 2008 had a 
relatively high increase occupying 56.3, which became the first highest in that year. However, in the following year, 
it experienced a reasonably stable decline. The highlight in the figure above is the existence of a country that has a 
reasonably massive infant mortality rate decline, namely Cambodia. This country considers to be very high, the 
mortality rate in 2000 was 79.5. However, the following year until 2018, the country of Cambodia showed a very high 
rate of reduction in infant mortality. Besides, the country with the lowest infant mortality rate in Singapore. This 
country was number 3 in 2000, which in 2018 addressed the number 2.3. It means Singapore has a relatively small 
infant mortality intensity compared to other Southeast Asian countries. 
 In 2010, Cambodia topped the highest infant mortality rate throughout Southeast Asia, with an estimated 
79.5 infant deaths for every one thousand live births. Cambodia was able to decrease its infant deaths having only 24 
infant deaths in 2018; a decrease 69.8114% from its 2000 infant deaths.  Between 2000 to 2020, Laos had the highest 
infant mortality rate throughout Southeast Asia, with an most recent value of 37.8 infant death. Despite being able to 
lessen its infants deaths from 76.2 in 2000, a decrease of 49,638% from its 2000 infant deaths.  Hence, Cambodia was 
able to address infant deaths compared to Lao. 

The Philippines and Indonesia share similar experience of reducing its infant mortality rates. The Philippines 
had its lowest infant death in 2018 with 22.5 and its highest was in year 2000 with 28.8.  Similarly, Indonesia recorded 
its lowest infant death in 2018 with 21.1 and its highest was 41.1 in year 2000. Hence, both countries are implementing 
effective mechanisms in reducing infant mortality. 

Data gathered from 1960 to 2018 shows that Filipinos tend to live longer as years go by.  In 1960 the life 
expectancy of Filipinos was recorded to be 61.05 and it hit 71.095 in 2018.  This is attributed mainly to improvements 
in living conditions, better access to health services, and improved management and treatment of infectious diseases 
(TB) (Dayrit, Lagrada, Picazo, Pons, & Villaverde, 2018).  

Despite difference in number, Mortality Rate Under-5 per 1,000 live births is almost identical with infant 
deaths.  Lao, Cambodia, and Myanmar topped under 5 years’ old deaths.  The Philippines has most recent value 28 
while 25 for Indonesia.  Wherefore, data show that Indonesia has better way of mitigating infant deaths. 
 

Figure 1.4. Morality Rate, Under-5 (per 1,000 Live Births), 2000-2018 
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Source: World Bank Data 

 
II. Poverty, Diseases, and Disaster 

Rigg (2018) contended that there are four faces of poverty in Southeast Asia.  These are: Poverty 1.0 
comprises the difficult-to-reach, residual poor, those who have ‘missed out’, as it is often termed, on development.  
These are the ‘old’ poor, those who need to be drawn into the ‘mainstream’, as it is often termed, if their poverty is to 
be addressed.  Poverty 2.0 is made up of the unequal poor, those who increasingly feel they are missing out even when 
their incomes and material prosperity are rising.  These are the relatively poor: those whose poverty is measured by – 
and against – the wealth of their neighbors and compatriots.  Poverty 3.0 is composed of the produced poor, those 
impoverished by development- as-modernization. This process is sometimes termed adverse incorporation growth 
(Hickey & du Toit, 2012; Mosse, 2010) and requires that we ask how policies that generate wealth at the aggregate 
level through economic expansion may also leave some groups and individuals relatively, even absolutely, poorer.  
And finally, Poverty 4.0 is made up of those groups and individuals who are absent in the data, and remain 
unacknowledged and uncounted. Legal and illegal international labour migrants, for example, might be counted 
among these poor. 

Serious research program concerning poverty in the Southeast Asia is needed since studies from non-
government agencies, or individuals, and government controlled agencies are contradicting each other (Srinivasan, 
2010).  

The most serious criticism on global poverty studies is the often ignored problems in the household survey 
data on which they depend (Booth, 2019).  In several countries in Southeast Asia, there is an urgent need for a serious 
research program for reconciliation between survey and national accounts data (Srinivasan, 2010). On current 
evidence, it appears that the need is greatest in Indonesia and the Philippines, although the Cambodian data also raises 
problems (Booth, 2019). 

In the Philippines, several researches conducted by private individuals and institution were conducted to 
understand the poverty in the Philippines.  In addition, the Philippine government through the National Economic and 
Development Authority (NEDA) published a series of studies on national income accounts and food balance sheets, 
as well as a series on demographic data.  These data produced conflicting evidence and led to debates over what 
exactly was happening to living standards in the Philippines, and to what extent the growth in per capita GDP that had 
taken place between 1950 and 1975 was benefiting the lower-income groups (Booth, 2019). 
 

Figure 2.1 GDP in Thailand, the Philippines and Indonesia from 2000-2018. 
 

 

 

 
 
 
 
 
 
 
 

Source: World Bank 
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Figure 2.2 GNP in Thailand, the Philippines and Indonesia from 2000-2018. 

 
 
 
 

 

 

 

 

 
Source: World Bank 

 
In a report by the World Bank, robust economic growth helped the Philippines to decline its poverty from 

26.6 per cent in 2006 to 21.6 per cent in 2015.  expansion of jobs outside agriculture and government transfers, 
particularly Pantawid Pamilyang Pilipino Program (4Ps) help in alleviating the lives of Filipino while remittances 
from Filipino abroad continues to help the economy afloat. 

Moreover, data from World Bank also indicated that more than one-fifth of the total Philippine population 
are still living below poverty line, according to the report, include the less pro-poor pattern of growth; high inequality 
of income and opportunities; and the adverse impacts of natural disasters and conflict. 

Most poor Filipinos have low levels of education and live in large households headed by individuals who are 
self-employed or work in agriculture as laborers or smallholder producers. The poorest households are those dependent 
on agriculture as their main source of income and most of them live in the countryside, in areas prone to disasters or 
in the conflict-affected areas of Mindanao (Luo, 2018). 

On the other hand, the distribution of health services must be equitable so that this equality must be felt by 
all people, especially in this regard, namely poverty, which is an essential highlight of the services that must be 
received. The inability to control illnesses caused by economic factors is not uncommon in several health cases in 
Indonesia. With the exposure of that health, the pattern of disease distribution is very fast-infected, so the government 
must be able to intervene in health policies to cover in full. The review of the total population and the amount of 
poverty in Indonesia from 2000 to 2019. 
 

Figure 2.3 Population and Number of Poverty in Indonesia from 2000-2019 
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Source: Central Bureau of Statistics (BPS) Republic of Indonesia 
 
Based on figure 2.3 related to the amount of poverty in Indonesia from 2000 to 2019 aimed at decreasing 

every year, in other words, even though the population shows a massive increase but the poverty rate in Indonesia has 
decreased, this means that the Indonesian government can control the amount of poverty which exists. 
 
 
 

 
 
 
 

Figure 2.5 Population and Number of Poverty in Philippines from 2000-2019 
 
 

 
Figure 2.4 Population and Number of Poverty in Thailand 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: National Statistical Office, Office of the National Economic and Social Development Council and Ministry 
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Diseases Outbreaks 

Other than the identified notifiable diseases, Philippines also experienced diseases outbreaks.  The 
Philippines gives paramount importance to the health of its people and endeavour to efficiently and immediately 
address all potential and actual public health emergencies for the promotion of the general welfare of the people 
(Villar, 2008). Consequently, in the explanatory note of Pandemic Preparedness Act of the Philippines, it was 
rationalised that there is a need to have a preparedness plan to help reduce transmission of a pandemic virus, reduce 
cases of hospitalisation and deaths, and maintain essential services to reduce is an adverse economic and social impact.  
Hence, disease outbreaks can cause disasters even when they originate in some other place (Hornmoenet al., 2018).  
The case of 2019 Novel Coronavirus is an evident situation that proves how disease outbreaks disrupts not only the 
province where it originated but also other countries and international trade.  

In the Philippines, the World Health Organization reported that Severe Acute Respiratory Syndrome reached 
the Philippines in 2003.  The Philippines has reported a cumulative total of 10 probable SARS cases, with two deaths.  
In May 2003, WHO declared the Philippines SARS free. There are 7 SARS suspected cases and 2 probable cases were 
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registered in Indonesia on the period of 1 March to 9 July 2003 (Aditama, 2005).  This disease killed 10% of around 
8,000 individuals affected, which further caused fear and panic, and inflicting enormous economic damage.   

Meningococcal disease in 2005, a disease that is most prominent in low-income countries with an average of 
100 cases is reported every year without seasonal variation (Borrow et al., 2016).  Ebola Reston in pigs and humans 
in 2009.  The Philippine Department of Health has said that the people who tested positive appear to be in good health 
and have not suffered from any significant illnesses in the past 12 months. In 2015, Middle East respiratory syndrome 
coronavirus, which killed 35% of reported victims. In January 2020, the first case of death due to 2019 Novel 
Coronavirus was recorded to be in the Philippines. All aforementioned deceases originated in other countries; 
however, its danger in the Philippine Islands was observed upon reports that some individuals were transmitted.  Other 
than Meningococcal disease, most of the mentioned diseases can be treated with supportive care management.   
 

 
 
 
 
 
 
 
 
 
 

Figure 2.6 the Notifiable Diseases in the Philippines 
 

 

 

 

 

 

 

 

 

 

 

 
Source: Department of Health, Philippines 
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In the Philippines, the Department of Health has identified five notifiable diseases that have been active since 

1993.   Diarrhea used to top the list of notifiable diseases in the Philippines in terms of number of persons affected by 
the said disease followed by pneumonia.  However, in terms of death connected to diseases, pneumonia topped the 
list.  Hence, the number of cases and death caused by pneumonia has been increasing in the recent years.  It can also 
be observed in the list of Philippine notifiable diseases that dengue has a significant increase in year 2001 and 2003.  
The movement of the number of dengue cases in unpredictable yet the number deaths due to dengue seemed 
increasing; hence, cannot be correlated to the number of cases.  In terms of malaria, the number of cases and deaths 
are being neutralized.  The case of tetanus, conversely, is very unique.  Tetanus cases is being neutralized; hence, in 
2010, only 21 cases were recorded.  Data shows that the number of deaths is also being neutralized, but, if compared 
to the number of cases, an implausible deaths can be observed. 

In Indonesia case, the narrative that built is; Indonesia's population with a relatively high number causes 
vulnerability to be attacked by various diseases quickly and massively caused by overcrowding, which affects the 
community's activities and behavior towards their environment. Thus, these community activities provide a higher 
rate of growth and disease transmission due to interactions conducted. It is related to the existence of fellow 
interactions in which there is social contact. As a result, both communicable and non-communicable can attack 
residents at the risk of producing their citizens. Based on a review of Indonesia's health reports from 2000 to 2018, 
there are at least three health issues with the highest cases and deaths in Indonesia, namely diarrheal disease, measles, 
and dengue fever. 

Moreover, this disease is often an extraordinary event in several regions, and nationally this situation occurs 
repeatedly and faces changes in the pattern of different diseases each year, which makes the government spotlight 
health problems at the national level. The number of cases and deaths from diseases is increasing in Indonesia. The 
following Table 2.7 illustrates the trend in the increasing percentage of deaths from the disease in Indonesia. 

 
Figure 2.7. The most disease in Indonesia 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sources: Indonesia health profile document 
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2000 4771340 47788 21134 
2001 2873414 21595 33443 
2002 1788492 19534 40377 
2003 1950745 59000 51516 
2004 596050 29171 79462 
2005 14045 15824 95279 
2006 4261493 55348 114656 
2007 3456123 18488 158115 
2008 4844230 14123 137469 
2009 4422427 18055 158912 
2010 5090212 17139 150000 
2011 4182416 21893 65725 
2012 2843801 18798 90245 
    
2013 4128256 11521 112511 
2014 8490976 12943 100347 
2015 4017861 8185 129179 
2016 3176079 12681 204171 
2017 4274790 15104 68407 
2018 4504524 8429 53075 

 
Diarrhea is a pandemic disease that often occurs in Indonesia with the highest case intensity compared to 

other diseases. Since 2000-2005, diarrheal diseases have shown a downward trend in fluctuations. However, 2006 to 
2018 shows the number of compelling cases that continue to change, especially in 2014, experiencing a very 
significant increase in terms of the history of diarrhea cases in Indonesia from 2000 to 2018. Besides, various other 
diseases that emerged in Indonesia with high intensity, namely dengue and measles, these two diseases rank second 
and third with the highest accumulation for the last two decades. Between the two diseases, dengue fever is aim at a 
massive increase from 2000 to 2007. Which is 2004 has doubled and then up to 2018 experienced ups and downs in 
the number of cases recorded by the Indonesian Ministry of Health. Specifically, 2016 refers to the number, which is 
high, with a total of 204,171 cases. On the other hand, from 2000 to 2018, measles as a pandemic in Indonesia also 
showed that the intensity of fluctuating data was decreasing, with the highest data in 2003 reaching 59,000 cases. 
Therefore, a brief review of the three primary health cases in Indonesia, apparently measles, points to a better decrease 
in dengue and diarrhea cases. It is a brief review of the Indonesian government's policy by issuing a breakthrough in 
health management, namely a massive immunization program for infants and children, pregnant women. Periodic 
health checks can detect diseases early, reducing the cases that occur in several regions in Indonesia. 
 
  
 
 
 

Figure 2.8. The most disease in Thailand 
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Disaster   

Natural disasters can drastically affect the lives of the victim, as it may result in the loss of lives and properties 
(Jamali et al., 2019).  One of the most common occurrences that could result in a disaster is a tropical cyclone (Eadie 
& Su, 2018).  A tropical cyclone is a generic term for a non-frontal synoptic scale low-pressure system over tropical 
or sub-tropical waters with organised convection and definite cyclonic surface wind circulation (Holland & 
Dietachmayer, 1993).  Regions surrounding the Pacific Ocean are vulnerable to tropical cyclones.  One of which is 
the Philippines, the most exposed country in the world to tropical storms; thus, vulnerable to storm surges (Brown, 
2013).  A tropical cyclone can lead to extreme flooding in coastal areas, causing property damage, loss of human life, 
coastal erosion, and change in the ecosystem, among others (Rajan, 2018).   

The Philippines, being the most exposed to tropical cyclones (Alcayna et al., 2016), experiences more or less 
twenty tropical cyclones every year.  In fact, from the year 2008 to 2019, the Philippines Atmospheric, Geophysical 
and Astronomical Service Administration (hereafter referred to as PAGASA) has recorded an average of 19 typhoons, 
11 being the lowest and 25 being the highest number of tropical cyclones per year.  The Philippines has three categories 
of tropical cyclones, to wit: tropical depression, tropical storm, and typhoon. However, in 2014, PAGASA added 
another two tropical categories: sever tropical and super typhoon (Malawani, Nurmandi, Purnomo, & Rahman, 2020). 
 

Figure 2.9. The most noticeable Disaster in the Philippines. 
 

 

 

 

 

 

 

 
Typhoons and Earthquakes in the Philippines 

 
 

 

 

 

 

 

 

 
 
Furthermore, Indonesia is in one of the world’s most natural disaster-prone areas and is at risk to multiple 

hazards, including flooding, earthquakes, landslides, tsunami, volcano, and cyclone (GFDRR, 2020).  Because of its 
geographic location along the Pacific Ring of Fire, Indonesia has suffered from hundreds of natural disasters including 
earthquakes, tsunamis, volcanic eruptions and floods. Earthquakes with a magnitude of 5.0 or lower occur almost 
daily in Indonesia, while more major earthquakes have occurred about once a year throughout the nation's history. 
These earthquakes often trigger tsunamis or floods that devastate communities. 

The island nation has 136 volcanoes — 61 of which have erupted since 1900 — that are continuously 
monitored by the country's Centre of Volcanology and Geological Hazard Mitigation.  Indonesia must remain in a 
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constant state of natural disaster preparedness, as the country sometimes experiences multiple disasters in a single 
year.  The infrastructure and economy of Indonesia also suffer ongoing impacts from its long history of major natural 
disasters. 

Figure 2.10 the most noticeable Disaster in Indonesia 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

 

 

 

 

 

 

Furthermore, Thailand lies between latitude 6-12 north and longitude 98-108 east. Its area is 513,115 sq.km. 
And its population is over 60 million.  Thailand’s topography is naturally divided into four regions.  The North is a 
mountainous region comprising natural forests, ridges and deep, narrow alluvial valleys.  The northern region is 
subject to floods, landslides, earthquakes and forest fires.  The Central Thailand, the basin of the Chao Praya river, is 
a lush and fertile valley. The central region is subject to floods and earthquakes.  The Northeast or the Korat Plateau 
is an arid region, characterized by a rolling surface and undulating hills.  The north-eastern region is subject to floods 
and droughts.  The South which is peninsular Thailand is hilly to mountainous, with thick virgin forests.  Besides, 
there are several offshore islands in the region.  The southern region is subject to floods, tropical storms, landslides 
and forest fires. 

 
Figure 2.11. The most noticeable Disaster in Thailand 
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III. Designing and Financing the Health System in ASEAN 
 

The case of the Philippines 
Article II, Section 15 of the Philippine 1987 Constitution provides that the State shall protect and promote 

the right to health of the people and instil health consciousness among others.  The Philippine government, through 
the Department of Health, supervises the government corporate hospitals, specialty and regional hospitals, while the 
Department of National Defence runs the military hospitals.  At the local level, the provincial governments manage 
and operate district and provincial hospitals, while municipal governments provide primary care, including preventive 
and promotive health services and other public health programmes through the rural health units, health centres and 
barangay health stations.   

Moreover, despite the increasing GDP and GNP of the Philippines, as well as increasing life expectancy and 
decreasing mortality rate, the budget allocated by the government of the Philippines to the Department of Health 
(DOH) has significantly increased from 2007 to 2016; however, in year 2017 the budget decreased from 
2,240,143,912.48 USD to 1,894,942,281.82 USD.  2017 data from the Department of Health shows that there are 808 
licensed government and private hospitals all over the country (Department of Health, 2017) with an average of 83 
beds per hospital (Dayrit et al., 2018).  The DOH funds regional and apex hospitals, while local government units 
(LGUs) fund primary- and secondary-level care. 
 

Figure 3.1 Department of Health Annual Budget from Philippines 
 
 
Based on the gathered data from the Department of Budget and Management, despite the significant increase 

of annual State appropriation, budget allocated for the Department of Health has no significant change, in fact, the 
2017 budget had a severe cut compared to the 2016 budget. PhilHealth, an insurance company under GOCC, 
reimburses government as well as private health facilities. The 2018 Philhealth report indicates that it has already 
provided coverage for 98% of the population or roughly around 104 million out of the 106 million total projected 
population for 2018.  The biggest segment of its members is made up of the formal economy or those employed from 
the private and government sectors, which represents 30% of its total coverage. This is followed by beneficiaries from 
the indigent sector at 29%, the informal economy at 22% percent, and senior citizens and lifetime and sponsored 
members representing the balance of 19%. 
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provided coverage for 98% of the population or roughly around 104 million out of the 106 million total projected 
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Figure 3.2 Number of additional medical professionals from 2004 to 2020 

 
 

 

 

 

 

 

Figure 3.3 Number of Government Doctors, Nurses, Dentists, and Midwives 

 

 

 

 

 

 

 

 

 

Figure 3.4 Covered Members and Dependents by Sector 
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Source: 2019 PhilHealth Report 

Financial protection is limited, resulting in a high level of household out-of-pocket (OOP) payment. Despite 
efforts to reform the provider payment system to increase financial protection, the share of facilities’ bill covered by 
PhilHealth is on average 30% and has not gone beyond 52%. 

 
The Indonesian Case 

Related to the health services requires more intensive special attention from the Indonesian government by 
allocating resources in managing the number of cases of the disease, responding to it, human resources, and the budget 
becomes a critical spotlight to allocated as an essential factor in each activity. The need for human resources is very 
vital. It is related to medical and health personnel who can know the disease's diagnosis and can cure it.  However, 
health is very carefully related to human resources who can study the processes to prevent disease, extend life span 
and improve health through organized efforts to address factors that affect people's health status—in other words, 
organizing medical services and offerings so that early diagnosis and treatment of disease prevention can carry out. 
Besides, human resources can work to build social mechanisms, so that every human being can enjoy a good enough 
standard of living to maintain his health. 

 
 
 

 
Figure 3.5 Number of Medical Doctor and Nurses in Indonesia from 2000-2019 
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Sources: Indonesia health profile document 
 
Besides the need for medical and health personnel. Efforts to improve health and prevent disease also require 

funding budgets. The budget has a vital role to be allocated in various health services for all levels of society. The 
health budget allocation from the Ministry of Health reviewed from 2000 to 2018. 
 

Figure 3.6 Annual Budget Allocation for Indonesian Ministry of Health and Indonesian Population 
 

 

 

 

 

 

 
Sources: Indonesia health profile document 

 
From the figure 3.6 above, it is pointed out that from 2000 to 2018, the total health budget from the Indonesian 

Ministry of Health aimed at increasing gradually over time. In 2016, the allocation of the health budget was above the 
population of Indonesia. It means, with an increase in population, of course, presents the dynamics of the rate of 
population growth and the allocation of health budgets whose composition must be dynamically balanced, because it 
is crucial to serving the community to the fullest so that the policy on the amount of the health budget is related to the 
population. Thus, this is the immediate cause and effect of health dynamics, the higher the rate of population growth, 
the more burdens the government bears to allocate development budgets and health services. 

Concerning health services, this is still a job for the government to facilitate their needs in health services, 
because health is an essential factor in the development, so the government must be able to control the epidemics of 
existing communities, especially those who are on the poverty line. The government must provide health facilities for 
disease prevention measures to control the rate of disease incidence in the community. It relates to the number of 
available hospitals and drug stores in all regions of Indonesia. So the details of the number of hospitals and drug stores 
in Indonesia from 2000 to 2018 are as follows.  

 
Figure 3.7. Number of Public Hospital and Drug Stores in Indonesia, 2001-2018 
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Sources: Indonesia health profile document 
 
Health and Insurance Services in Indonesia. Health is clearly stated as one of the crucial goals in the 

Indonesian constitution and is also well defined in the 1945 Constitution article 28H (1) that "Everyone has the right 
to live in physical and spiritual well-being, own a home and enjoy a tasty and healthy environment. , and has the right 
to receive medical treatment". One of the essential things that the government needs to pay attention to is health / 
medical care. Thus, the government has the challenge of increasing the availability of access for all communities to 
reach health services. As a result, the government's contribution is through the National Health Insurance / JKN. 
Furthermore, Mahendradhata et al., (2017) describe the National Health Insurance program / JKN as a health service 
that began in January 2014, in which the Social Security Administration Agency (BPJS) is the only single institution 
that has a role in providing health insurance for the community.  

The presence of JKN-BPJS is a real projection of the Indonesian government to improve access to health 
services by providing quality services to the community without financial difficulties, which projections are aims at 
realizing Universal Health Coverage (UHC) or known as Universal Health Insurance which changes health conditions 
and higher quality health services in Indonesia (Nurrahamah et al., 2017). As intended by the Universal Health 
Coverage (UHC) by the World Health Organization is to ensure that everyone has access to adequate health with 
quality services. It means that everyone receives health services without difficulty paying, thereby protecting people 
from financial implications that lead to poverty (WHO, 2019). 

Regarding Indonesian health and insurance services, health services, and insurance provided by BPJS have 
an essential role in ensuring and controlling public health care and fulfilling health facilities in Indonesia (JKL2N, 
2015). Strengthened in Darma, Juanita, & Rochadi, (2018) with BPJS insurance, each participant is entitled to receive 
health insurance benefits. It is because of the capacity and authority of BPJS to monitor the quality of health services, 
primarily related to health facilities. 

With the change in the health care system towards UHC, thus, the government must provide health insurance 
for citizens. Therefore, JKN-BPJS management is vital because it is vital in achieving Universal Health Coverage. In 
addition to covering quality services, financial protection for health is also very necessary. 

 
Allocation and realization of recipients’ assistance of health guarantee 2014-2018 

Source: Center for Health Financing and Insurance, Ministry of Health Republic of Indonesia, 2019 
 

Allocation and realization of health guarantee assistance recipients 2014-2018  
2014 2015 2016 2017 2018 

Allocation (Trillions of Rupiah) 19,90 20,40 25,00 25,50 25,50 
Realization (Trillions of Rupiah) 19,93 19,88 24,81 25,41 25,49 
% 100,00 97,69 99,28 99,65 99,96 

Source: Center for Health Financing and Insurance, Ministry of Health Republic of Indonesia, 2019 
 
Realization of payment of contributions for receipt of Health Insurance contribution assistance in 2014 

amounted to 19.93 trillion or 100% of the budgeted allocation. In 2015, the realization became 97.69% decreased, but 
increased again in 2016, 2017 and 2018. In 2018, the realization of Health Insurance contribution payments reached 
99.96% of the budgeted allocation. 
 
The case of Thailand 

To support financing the UCS, the government has followed the Beveridge Model or Taxation Method as 
proposed by the research team led by Nitayarumphong (2006) United Kingdom and Canada also chose this approach 
to their health care finance instead of the German-based Bismarck Model of compulsory or social insurance founded 
on the ability to pay and accessibility to services at time of needs, without government support (Mutiarin, Tamronglak, 

 
2014 2015 2016 2017 2018 

Target Participant 86,4 88,23 92,4 92,4 92,4 
Achievements of Participants 86,4 87,88 91,13 94,32 92,1 
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Suranto, Darumuri, & Jovita, 2018). The Beveridge model was wisely applied to Thai people from the beginning for 
many good reasons.  One is clearly seen by the good doctor, Nitayarumphong and academic research team that Thai 
people at large are not capable of paying health care services whiles the public and private services are located in main 
city and can be accessed and reached by the haves only.  The disparity between the rich and poor, the rural and urban 
were widespread throughout Thailand.  The political reason is another factor to be reckoned at the time of Thai Rak 
Thai Party Administration, led by the business guru, turned to be politician of Thaksin Shinawatra. The 30 Baht for 
all campaign, among others, had helped him gain political support from grassroots to overwhelmingly win the general 
election in 2001. The tax-pay method is also legally conformed by the Constitution of Thailand 1974, Article 92 
clearly affirms the obligation of the state government to provide medical care to the poor without charge (Constitution 
of Thailand 1974). 

The management of the UCS system was based on five ideas originally proposed by Nitayarumphong. Firstly, 
in his book on “Health Care Reform in Thailand” the UCS would have to centralize health care expenses with efficient 
and equal distribution of budget to everyone in need.  Secondly, primary care units in the village and community in 
all areas in Thailand need to be strengthened. Thirdly, a holistic view of sustainable health care services has to change 
from remedy or treatment to prevention. Fourthly, health care workforce and rewards are essential in the reform. 
Lastly, legalization of universal health care to all is a must.  His reform idea was finally adopted and put into law later 
in 2002.   

Section 38 of the 2002 Act has set up a “National Health Security Fund” (NHSF) under the National Health 
Security Office (NHSO) with main authorities in providing and supporting health care costs and public health services 
to service units.  The financial support to the UCS scheme has increased every year due to the increase in number of 
people joining the program and the expansion of coverage.  In FY2020, the government has allocated 190,601,7092 
THB (approximately 5,776 million USD, 1 USD equal 33 THB) of annual budget to all Thai people who register to 
the UCS Scheme (48.2640 million people) (NHSO, 2019a, p. 11). To ensure that all citizens can get access to cheap 
and quality health care services at reasonable and affordable price, government has acquired at least 8 different sources 
of funding as follows such as, government annual budget allocation, local government administration, fees from 
services as specified by the Act, fine collected by the Act, donations to the National Health Service Fund, interests 
from the savings and asset of the Fund,  financial support from local government, charges from public health and 
medical services, administrative fine, other sources by law, etc.(Mutiarian, Tamronglak, and others, 2015; Wattanakul, 
et al, 2020).  Of all sources, government tax money remains the main source and the idea of co-payment proposed 
from the beginning was discarded in 2006. 
 

List 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 
GDP (Million Baht) 10,000,900 10,650,960 11,572,300 12,295,000 13,242,000 9,521,400 9,847,900 10,248,400 10,673,700 10,925,100 
Annual allocated budget of 
Thailand (Million Baht) 1,700,000 2,070,000 2,380,000 2,400,000 2,525,000 2,575,000 2,776,000 2,923,000 3,050,000 3,000,000 

UC budget (include 
personnel salary) (Million 
Baht) 

117,969 129,281 140,609 141,540 154,258 153,152 163,152 169,752 175,560 181,584 

- UC as % in GDP 1.20% 1.20% 1.20% 1.20% 1.20% 1.61% 1.66% 1.66% 1.64% 1.66% 
- UC as % overall budget 6.90% 6.20% 5.90% 5.90% 6.10% 5.95% 5.88% 5.81% 5.76% 6.05% 
UC budget details           

1. UC targeted population 
(Million persons) 47.2397 47.997 48.333 48.445 48.852 48.336 48.33 48.109 47.802 47.522 

2. Capitation 
(Baht/head/year) 2,401.33 2,546.48 2,755.60 2,755.60 2,895.09 2,895.09 3,028.94 3,188.92 3,283.11 3,426.56 

Source: NHSO, Funds Information 2010 – 2019; Mutiarin, Tamronglak, and others (2015). 
 

 
Figure 3.8 Universal Coverage Annual Budget from Thailand 
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The total budget allocated to the UCS is approximately 6.0 percent of GDP annually despite the almost double 

increase in spending on medical cost per person from the early year in 2002 (about 76 USD) to 2020 today (3,600 
THB or 110 USD per head).   

Using other main benefits packages of CSMBS, SSS, the Medical Welfare Scheme, and Voluntary Health 
Card Scheme that offer to pay for various essential health services as a basis for comparison, the UC benefits package 
was also offered the medical services and coverage comparable to that of SSS and CSMBS, comprising essential 
medicines from the national list and other high-cost care, diagnostics, special investigations, and medical supplies.    

The amount of annual budget spent on the UC is a simplified calculation from a fix-expense per person 
multiplied by the total number of registered populations each year.  The capitation rate depends on the coverage 
allowed by the Act.  The UC cost has risen every year mainly due to the expansion of the benefit packages from 
general health curative services to special care and long-term diseases. Basically, the benefits coverage’s in FY2020 
cover at least 8 services items in a total of 3,600 THB per person (equal to 110USD, 1USD=33 THB), such as pay for 
outpatient, inpatient, prevention and promotion, other medical services.  See Table 6. More and extra benefits of other 
kinds are also provided by the NHSF, e.g. chronic disease of automated peritoneal dialysis (APD), HIV/AIDS virus, 
dental care, emergency and accident cost, primary care cluster services, health services in the insurgency provinces in 
the South of Thailand, etc. (NHSO, 2019b, pp. 8–15). 
 

Figure 3.9 Number of Medical Doctor and Nurses in Thailand 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 3.9 Reveals the increase in number of all medical personnel categories in Thailand from 2011-2019, 
as of May 7, 2020 data from the Ministry of Public Health, particularly this year 36,938 from 22,449 of last year 2019.  
The Ministry of Public Health has been able to produce medical personnel over the health care reform policy so that 
Thai people can get equal access to standard health care services from every part of the country, though most medical 
personnel choose to work in Bangkok hospital.  In year 2010, one doctor had to take care of about 3,324 patients, 
while 1: 624 ratio for a nurse.  The situation has much improved in year 2018 for both doctors and nurses, a doctor 
was responsible for 1,771 patients, while 1:395 ratio for a nurse (Nuttachit, 2020). 
 
 

Figure 3.10 Number of Pharmacy and Drug Stores in Thailand, 1996-2019 
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Source: Thai-FDA 
 

In Thailand, there are two major types of modern pharmacies in Thailand allowed and certified by the Thai 
Food and Drug Administration (Thai-FDA): Type I and Type II. In particular, Type I modern pharmacy is required 
by law to have registered pharmacist on duty during the store hours because all kinds of medicines can be sold, 
especially dangerous medicines, controlled substances, and psychological medicines. As for Type II modern 
pharmacy, no registered pharmacist is needed because only non-dangerous drugs and over-the-counter drugs (OTC) 
are allowed to be sold.  There is no necessary for a prescription from a healthcare professional to get medicines for 
common treatments such as cough and cold medicines (dextromethorphan), pain relievers (acetaminophen and 
ibuprofen), nasal decongestants (pseudoephedrine), motion sickness pills (dimenhydrinate and diphenhydramine), etc. 

Over the last nine year, there have been dramatically increasing in the number of Type I modern pharmacies 
from year 1996 (4,723 stores) to 18,900 in 2018, especially in the last ten years.  The high number of approximately 
90 percent are stand-alone owned by pharmacists and the rest of 10 percent from chain store big business from abroad 
(KRC, 2005). Research by KRC in 2005 found the increasing trend in franchise pharmacy business in Thailand on the 
average of new 70 stores opening per year and would be reaching high number of 20,000 stores in a few years because 
going to see doctors in hospitals would take a whole day.  Patients find it more convenient to get medicines for minor 
treatments such as headache, stomach ache, minor cuts, etc. from the pharmacist at the drug store even though they 
have to pay for it. 

 
Figure 3.11. Benefits Coverage’s from UCS packages 

Benefits Amount of money (Billion Baht) 
1. Medical services for the individual payment 173.75 
2.  Medical services for HIV and AIDS patient 3.60 
3. Medical services for kidney disease’s patient 9.41 
4. Medical services for chronic disease control, protection and treatment 1.04 
5. Additional cost for special zone such as remote area, hazardous area or 
Thailand – Malaysia border provinces  

1.49 

6. Public health care for the bedridden patient in the community support  1.03 
7. Public health care for primary medical services of the resident doctor 0.27 
8. Vaccine compensation for measles, German measles and mumps protection  0.03 
Total budget   190.62 

Source: National Health Security Office, 2020 
 
Thailand’s UCS system has long been implemented for over two decades and globally recognized as a 

showcase to other countries to learn from due to its strengths and resilience in many different ways: 
First, the most distinguish strength of Thai UCS system is the medical services network around the country.  

UCS system has many medical service units around the whole country at many levels of medical service units: UCS 
system has 12,041 medical service units that spread every province in Thailand (MOPH, 2020). It means UCS system 
can provide services to people in every areas and districts. Moreover, UCS system has 3 medical service categories 
that are main contractor units, primary care units and referral units. Every unity has a different authorities and functions 
that can support health care services at its optimum.  The network operation among all health care units are well 
integrated for individual treatments and needs in all areas of Thailand.  
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Second, the wide coverage of the UCS system.  It covers many disease cares and various treatment types 
from minor to long-term cares such as AIDS, kidney disease, measles, German measles, mumps, cancers and etc.  It 
does not only support the main stream medical treat but they also alternative medicine such as physical therapy, 
psychotherapy, behavior therapy, Thai massage, Thai herbal compress, and etc.  Therefore, Thai people would benefit 
greatly from variety of care and treatments of their choices and needs from prevention to curative services.  

Third, the UCS system covers a number of medicine uses at low-risk cost to all Thais.  The main cost of 
medical treatment is a medicine cost, but UCS successfully manages to offer other kinds of medicines outside those 
of the USC pharmaceutical list.  In this case, Thais can use some medicine for the disease healing such as antivenin 
group, orphan drugs, cancer medicine and etc. Thus, Thai people can access to some other expensive medicines as 
well. 

Fourth, the UCS system covers many groups of people in Thailand, equality of healthcare services to ALL.  
The UCS system has entitled not only Thai people living in the motherland as stipulated in the 2017 Constitution but 
also non-Thais such as Nothern Ethinic Thais, stateless people, disability person, unknown citizens, Thais living 
abroad and foreigners. Therefore, the UCS has successfully achieved its main purpose of equally creating the equal 
medical service system to everyone in Thailand and others regardless of races, ethnicity, religion and beliefs.  
 Fifth, the UCS system is also famous for its services to all Thai people from birth to death.  Thais can benefit 
from the UCS services in every step of their lives, such as maternal care, child care, workforce care and elderly care. 
Thus, UCS service looks like socialism ideal and welfare.  

Last but not least, the UCS system has been developed and improved its management with advanced medical 
services continuously. It is clearly seen from the beginning that doctors and researcher in health care service system 
has generated innovative medicines and treatment from the past to present in order to achieve sustainable health care 
services to all.  Apparently, the evident in fighting COVID-19 recently has also prove that Thailand has one of the 
best medical research, facilities, and medical personnel resources that can fight against foreseen and unforeseen illness 
today and in the future with the increasing government’s full financial support of UCS budget over the past 20 years.  
The capitation from tax-money for each Thai has progressively increased every year.  
 
 
IV. The Challenging the Heath Coverage 
 
In the Philippines 

The total health expenditure increased from Php 87 Billion in 1995 to almost Php 225 Billion in 2007 
(National Statistical Coordination Board, 2007). Although there is an increase in the total health expenditure in 
nominal terms, its share on the GDP is still at 3.5 to 3.6 percent (National Statistical Coordination Board, 2007). Out 
of pocket (OOP) has the largest share of the total health expenditure. Despite the safety nets like NHIP, the percentage 
of out of pocket expenditure increased from 47% in 1997 to 57% in 2007 (National Statistical Coordination Board, 
2007). 

As measured by national health accounts, more health resources are spent on personal care than public health. 
Drug expenditures consume 70% of out-of-pocket health expenditures and are primarily spent on heavily marketed 
non-essential and mostly ineffective medications. Health facilities and human resources for health are concentrated in 
relatively affluent urban areas. Devolution of health service responsibility to local governments has widened the gap 
in health resource allocation between poor, mostly rural provinces and those with high incomes that are more 
urbanized (DOH, 2010). 

The private sector continues to be the dominant source of health care financing, with households’ out-of-
pocket payments accounting for 40-50% of all health spending in the same period. In recent years, the trend for OOP 
payments has been upward despite the expansion of social insurance. The government, as a whole, spent more on 
personal health care than public health care each year from 1995 to 2005. More detailed expenditure accounts indicate 
that spending on hospitals dominated the government's private health care expenditures (Dayrit et al., 2018). 

The government also allows a much larger share of its resources to salaries of employees compared to 
maintenance and operations and capital outlay. The percentage of capital outlay both by national and local 
governments to total health expenditures is negligible. In terms of payment mechanisms for outpatients, in general, 
services provided by RHUs are free of charge. The primary constraint in these public facilities is the availability of 
both goods and services. RHUs belonging to LGUs that are enrolled in PhilHealth's outpatient benefit package (OPB), 
in principle, are partly funded by capitation fees collected from PhilHealth. As mentioned earlier, LGUs are 
reimbursed Php 300 for every deprived household enrolled under the SP, with the understanding that this capitation 
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is used to fund the provision of free outpatient care at the RHUs. In practice, however, capitation fees from the OPB 
are not always spent on the intended purpose. Under the program, LGUs are not prohibited from pooling these 
capitation fees into their general funds, which means such costs can be spent on items other than outpatient care (Kraft, 
2008). Observers cite the failure of PhilHealth to communicate to the LGUs the intent of the fund properly as well as 
to closely monitor the utilization of the capitation fund as the main reason for the underperformance of the OPB 
(Dayrit et al., 2018). 

Both public and private hospitals charge user fees for inpatient services. User fees are not subject to any form 
of regulation, as such facilities with fiscal autonomy are free to charge rates which they deem appropriate. In public 
facilities, while charges may vary according to a patient’s willingness-to-pay, charges may still fall below cost. A 
2003 survey of 30 district hospitals in the Visayas shows that zero fees were charged in three out of ten provinces. 
While there has not been any recent study on pricing in local hospitals, observers believe that under the devolved set-
up, some public hospitals may either not have strong incentives to charge prices that reflect the actual cost of resources 
or may lack the technical skills to charge the appropriate rates (Dayrit et al., 2018). 

Health care providers in the Philippines are paid in a combination of ways. Doctors in private practice charge 
fees-for-service, with the exception of those under retrospective payment arrangements with health maintenance 
organizations. On the other hand, doctors and other health care professionals working in the public sector are paid 
salaries. In addition to wages, the staff in public health facilities may receive PhilHealth reimbursements provided that 
they are employed in PhilHealth-accredited facilities. The basis for payments also varies across sectors. Private health 
care professionals typically charge market-determined rates. In the public sector, salaries follow the standards 
stipulated in the Salary Standardization Law (DOH, 2010).  

In the context of accountability, transparency, and regulation, as measured by the national health accounts, 
more health resources are spent on personal care than public health, although it is difficult to determine their optimal 
mix. Health workforce production is geared toward a perceived lucrative international market rather than national 
health needs. National government facilities providing expensive tertiary level care have budgets that are 
disproportionately high concerning local primary care programs and facilities. The national health insurance program 
also follows this trend by favoring hospital-based care even for relatively simple health problems. Fragmentation is 
evident in the lack of coordination/integration between primary levels of care and specialty intervention within the 
government, within the private sector, and between the private and public sectors. Both public and private hospitals 
charge user fees for services. User fees are not subject to any form of regulation, as such facilities with fiscal autonomy 
are free to charge rates which they deem appropriate.  
Fairness and Equity 

Financial and social barriers limit access to services. There are wide disparities in coverage rates for many 
public health programs. In a significant and essential program like child immunization, as many as 70% of local 
government units (LGUs) have coverage rates lower than the national average. This indicates that only 30% of LGUs, 
usually metropolitan areas, prop up the national performance levels. The lowest coverage rates for major programs on 
child health, maternal care, and infectious disease are typically in difficult-to-reach island provinces, followed by 
mountainous areas, and areas of armed conflict. The Region of ARMM, with several island provinces and with many 
conflict areas, consistently registers the lowest coverage rates in the country. Low coverage rates are also found in the 
most deprived quintiles of the population, among rural areas and among families with uneducated mothers. These 
disparities are consistently found in population surveys, individual studies, and routine data collection on the health 
system (Dayrit et al., 2018). 

Inequities in the coverage of health services are paralleled by similar disparities in the distribution of human 
and physical resources. While national average supply levels of health staff are adequate or nearly 118 adequate, 
delivery across provinces is not consistent with need or poverty levels. Only large public regional hospitals operated 
by the DOH in 16 regions of the country are distributed in a way that reflects the needs of weaker groups (Caballes, 
2009). Local government public hospitals provide physical access to services but fail to address financial barriers; 
their distribution based on population size rather than poverty incidence. Infectious diseases, child care, and maternal 
care have basic care packages at all levels of care. In contrast, non-communicable disease services lack systematic 
programs, standards, and service packages at first levels of care (Dayrit et al., 2018). 

Utilization patterns are affected by financial barriers, negative perceptions about the quality of care, and lack 
of awareness of services. The poor utilize primary health facilities like RHUs and BHCs more than hospitals because 
of co-payments and balance billing in government and private hospitals. In terms of hospital utilization, government 
hospitals or lower-level hospitals, despite their geographical accessibility, are bypassed in favor of private facilities 
and higher-level facilities, respectively, because of perceived poor quality. Government hospitals intended to serve 
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the poor have a large non-poor clientele, who patronize government facilities because of the high cost of private 
facilities, and the low support value of social health. In general, a lack of information combined with concerns about 
cost deters the poor from using health services. Even the utilization of PhilHealth benefits is low among the poor due 
to a lack of awareness about benefits and the complex administrative requirements for receiving such benefits (Dayrit 
et al., 2018).  

Access to services is limited by financial and social barriers. Utilization patterns are affected by financial 
barriers, negative perceptions about the quality of care, and lack of awareness of services. In general, a lack of 
information combined with concerns about cost deters the poor from using health services. Even the utilization of 
PhilHealth benefits is low among the poor due to a lack of awareness about benefits and the complex administrative 
requirements for receiving such benefits. More affluent populations capture a more significant share of the benefits 
offered by public facilities. 
Efficiency 

The affordability of medicine shows that the public sector generally provides more affordable medications 
compared to the private sector. The treatment of depression is unaffordable in both industries, costing more than the 
entire monthly salary of the lowest-paid government worker. Treatment with generic medicines is more affordable 
than with innovator brands and may tip the scale between purchasing medicines or going without. For example, in the 
private sector, generic Atenolol 50mg is generally affordable at 0.9days' wages, however, using 2.9 days' wages to 
purchase the innovator brand may not be unaffordable (Batangan et al., 2005). 

According to the Philippine Report on Price Components Pricing (2005), where private for-profit sector 
survey included 77 facilities and 25 outlets of the public sector were surveyed, it was found out that in the for-profit 
sector, when drug prices were compared with international index prices for generics, the 15 innovators brand name 
versions of these generics were found to be priced almost 16 times the international index. Fifty percent of these 
innovator brand drugs surveyed were in the range of 7.1 times to 36.2 times this index. For three innovator brand 
products, prices were 58% higher than Australian PBS prices. The cheapest and most expensive items were found to 
be 3.3 times and 72.4 times the international index price, respectively. For the generic products, there is a marked 
difference in the median ratios of most sold and cheapest drugs. Here the most sold and the cheapest were 17.8 times 
and 8.4 times the international index price, respectively, with 50% of the drugs being sold in the range of 5.5 to 31 
times the international index prices. The lowest price generic was 4.3 times the global index, while the most expensive 
was 54.4 times the same index (Batangan et al., 2005). 

In the Public Sector, when drug prices were compared with the international index prices for generics, the 
five innovator brand name versions of these generics were found to be priced 18.2 times the global index. Fifty percent 
of these innovator brand drugs surveyed were in the range of about ten times to 19.5 times this index. The cheapest 
and most expensive items were found to be 7.1 times and 21.4 times the international price, respectively (Batangan et 
al., 2005). 

Most hospitals and professional practitioners in the Philippines meet the quality standards set by licensing 
requirements. The affordability of medicine shows that the public sector generally provides more affordable 
medications compared to the private sector. Data on quality outcomes are few, but surveys show private providers are 
favored over public providers because they are perceived to offer better quality care. 

  
In Indonesia 

The design of the national system in Indonesia requires careful consideration of the different health and social 
conditions. It will also raise the task of developing services and reducing mortality along with infant mortality for 
children under the age of 5, and rising life expectancy (Agustina et al., 2019). Since the opening up of access to health 
facilities for all strata, the people of Indonesia are now free from fears over the high cost of health care. To ensure that 
all Indonesians provide quality healthcare without prejudice, BPJS Health is committed to partnering with leading 
health facilities capable of providing health care healthcare in compliance with existing standards (BPJS Health, 2018). 

2018 is the fifth year of operation of the National Health Insurance Program (NHP) or the last year to reach 
universal coverage as set out in Presidential Regulation No. 12 of 2013. There have been some positive 
accomplishments related to membership, health care as well as administrative organization after four years of 
introduction of Health Insurance Network (JKN) (BPJS Health, 2018). Moreover, there are so many obstacles in trying 
to meet the goals of the national health insurance program, therefore it requires considering achieving Universal Health 
Coverage (Retnaningsih, 2018). Such as: weak socialization of National Health Insurance program; insufficient health 
services; lack of legal enforcement by the entrepreneur; teamwork that is still not optimal; consistency of the 
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problematic participant data; laws that are not yet supportive; and lack of efficiency of human capital (Retnaningsih, 
2018).  

However, the Prakarsa (2020) states that there are challenges in implementing Universal Health Coverage in 
Indonesia that remain an important note for the improvement of several elements in UHC management. There are five 
points, based on the Prakarsa analysis; first, there is still a lack of public awareness about the health facilities provided 
by the government. This can be seen from the index value on the cervical cancer screening indicator which reaches 
only a national score of 9. Secondly, the high prevalence of smoking and unhealthy lifestyles significantly contributed 
to the low index in the non-communicable disease dimensions. Third, out-of-pocket health care spending in Indonesia 
is still high, so efforts to protect the financial community are still not optimal. Third, there is a disparity with other 
regions between Java Provinces and the western part of Indonesia. This disparity is the result of the uneven distribution 
of health workers and the limited infrastructure in poor areas. And fifth, low-service coverage jurisdictions tend to 
have higher catastrophic health spending, and vice-versa. 

 
In Thailand 

As Thailand has operated the UCS for almost twenty years to-date, it was not all rosy.  There were certain 
successes and obstacles along the way.  Looking back into the past years and moving forward into the twenty-first 
century with a lot of uncertainties and challenges.  Here are some concerns over burden on not only budget or funding, 
but also facilities, human resources, standard quality of services, and other things despite how well the government 
has prepare for today and tomorrow:-  
Challenges from Facilities 

Though Thailand has set up the network of health care service units in all regions, the country is still facing 
challenges from new high technology development and the health coverage management in Thailand has the facility 
and equipment challenges.  

There is certain disparity between hospitals in the city and rural areas.  Generally speaking, big city hospitals 
can draw a lot of budget from government and private donations, making them more and well equipped with high 
technology equipment.  The hospitals with medical schools and the specialized medical center are also got sufficient 
financial support in time of need.  The call for donations to these hospitals are overwhelmed at any time. Due to lack 
of enough medical doctors and equipment in most hospitals in rural areas, Thai people would prefer to get treatments 
at big hospital, leading to the over burden of budget on big hospitals at the end since the capitation UCS tax-money is 
allocated to the hospitals of the areas based on the number of register people living in that particular nearby hospitals.  
However, the people choose to travel to get health services in the big city far away from home, sometimes in other 
different provinces, costing the health care budget burden on the big city hospitals instead.  
Challenges from personnel management 

With high number of patients going to big and well equipped hospitals, most medical staff such as medical 
doctor, nurse, dentist, pharmacist, medical scientist and medical technician often choose to work and stay in the big 
city and big hospital after graduation and paying all their government scholarship due to high salary, convenience, 
high living standard, job advancement and etc. As a result, the small city and the small hospitals do not attract enough 
medical staff who are willing to spend their hardship in rural areas and insufficient medical personnel and staff.  
Though government has enforced policy demanding all medical students to spend their services time in rural hospitals 
of their lucky draws, some would prefer to leave the government services in public hospital and decide to pay back 
the scholarship money twice the amount received from the government to work in more comfortable private hospitals 
in Bangkok or other big cities to earn higher salary and extra money from clinic.   

Another challenging issue arises from demographic change into full aging society in the near future.  The 
existing of insufficient doctors, nurses, staff and equipment will be loaded with building body of knowledge, 
personnel, and facilities for the elderly in the next five years.  This is an urgent matter that government has been aware 
of and place it in the very first priority of long-term strategic plan.  Special attention is needed for special training and 
constructing facilities for elder’s community and other life-long learning support for this particular group that will be 
covered in the future UCS benefits.   
Challenge of “family doctor” 

The idea of having the family doctors or community doctors in Thailand is also affected from the above 
challenge.  In Thailand, Thai people trust and have confident in the big hospital services, with enough number of 
qualified general and specialized doctors, nurses, medical equipment and facilities, they most likely go for treatment 
there instead of going to sell local doctor or “medical volunteers.” The concept of western “family doctor” who would 
know everyone’s health conditions from birth to death in local community in Thailand would be far reaching.  The 
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first hurdle to overcome is to change people’s mindset and gain trust from them, so that they would come for services 
in their areas and near their home. The medical volunteer are not well paid for their work, especially for new kind of 
services that are not listed in the government budget, e.g. recent COVID-19 epidemic.  

 
Conclusion  

The Philippines is of the countries surrounding the Pacific Ocean, with a population of 100,981,437 based 
on the 2015 Census of Population conducted by the Philippine Statistics Authority (PSA), the World Bank 
Organisation, however, projected that the population of the Philippines in 2015 hit 102,113,212.  The PSA projected 
that the population of the Philippines will hit 109,947,900 in 2020.  However, on December 27, 2019, the Commission 
of Population reported that the initial estimated 109,947,900 2020 population is now pegged to be 108.7 million. 

Moreover, Filipinos tend to live longer now than in previous decades, with life expectancy at birth increasing 
from 62.2 years in 1980 to 72.56 years in 2017.  This is attributed mainly to improvements in living conditions, better 
access to health services, and improved management and treatment of infectious diseases.  However, Filipinos now 
bear a triple burden of disease.  First, there is the increasing health impact of globalization and escalating climate 
change, with the Philippines ranking third in the world in terms of exposure to disaster risks due to strong typhoons 
occurring with high regularity.  Second, changes in lifestyle and the increasing prevalence of risk factors related to 
diet, tobacco smoke and high systolic blood pressure contribute to a rising incidence of diseases of the cardiovascular 
system, malignant neoplasms, diabetes and road traffic accidents, which are cases of noncommunicable diseases 
(NCDs) in the country.  Third, despite advances in the management and treatment of infectious diseases, many 
Filipinos continue to suffer from diseases for which effective interventions are available.  These include human 
immunodeficiency virus (HIV) infection, TB and vaccine-preventable diseases (VPDs) such as measles and 
diphtheria. 

Indonesia's population growth has increased significantly based on a population census by the World Bank, 
placing the population of Indonesia ranked fourth in the country with the world's highest population. In 2014, 
Indonesia's population was 251.1 million, and in 2018 it was 267.7 million. It shows a significant increase in 
population in the last five years, which amounted to 16.6 million inhabitants. Based on the rapid population growth 
rate, indeed, it must be balanced with various initial readiness to prevent various problems, one of which is related to 
health insurance issues. Health is one of the essential highlights of priorities in life. Therefore, the state must be able 
to guarantee it. In this case, the government is an actor who plays a vital role in the health of its citizens, namely in 
tackling and guaranteeing health. 

Thailand has been praised by various countries around the globe for successfully implementing universal 
health care coverage to all citizens with wide-range, comprehensive health services coverage at low cost or financial 
risk protection (NHSO, 2020b, p. 8). The never-ending stories of the universal health care coverage can be traced back 
to late 1900s to the beginning of 2000s. The 1974 Constitution of the Kingdom of Thailand urged the need to establish 
health insurance for all Thais without any payments, including those specific groups, e.g. children, the elderly, etc., 
as stipulated in Article 92.  Ever since, the health care coverage’s had been expanded to entitles Thai populations from 
civil servants under the Royal Decree on Health Care Welfare of 1980, public officers in public enterprises, and private 
sector employees under the Social Security Act of 1990, to many other schemes such as the Workmen’s Compensation 
Act of 1994 to cover exposed to hazards, accidental injury, disability, or death in the course of performing their 
occupation, the Road Accident Victims Protection Act of 1992, and the Universal Health Coverage (UCS or UC) in 
2002 after the economic crisis in Asia in 1997. Prior to the National Health Service Reform, Thailand had six health 
benefit packages for different groups of Thai citizens, including 1) the low income and public welfare schemes for 
free of charge at designated public facilities, 2) Civil Servant or Public Enterprise Medical Benefit Scheme (CSMBS), 
3) the Social Security Scheme (SSS) for those working in the private sector with no co-payment, 4) the compulsory 
Workmen’s Compensation Scheme (WCS), 5) the voluntary Health Card (HC) scheme, provided by the Ministry of 
Public Health (MPOH) for the access to only MOPH facilities with referral networks and no co-payment, and 6) 
private package (Mutiarin et al., 2018).  

Only three major schemes were approved till today: - Civil Servant Medical Benefit Scheme (CSMBS or 
OFC), Social Security Scheme (SSS), and the National Health Security Scheme (NHSS).  The total number of eligible 
Thais to health care services have been increasing slowly over the past 30 years. At present, the number of Thai 
citizens, who are not eligible to any other particular health care schemes, register to the UCS system about 70.75 
percent of overall 67,132,654 population (or 47,497,296 people) (NHSO, 2019b), and about 47.52 million (99.88 
percent) were signed up at healthcare providers (NHSO, 2019b).  The rest of Thai populations are accessible to SSS 
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(18.79 percent), OFC (public officers and public enterprises) (7.73 percent), Local Government Officers (LGO) (0.95 
percent), and disabled people (0.02 percent), respectively (NHSO, UCINFO as of April 30, 2020a). 
 
 
References 
Aditama, T. Y. (2005). SARS - Infectious disease of 21st century. Medical Journal of Indonesia, 14(1), 59–63. 

https://doi.org/10.13181/mji.v14i1.173 
Agustina, R., Dartanto, T., Sitompul, R., Susiloretni, K. A., Suparmi, Achadi, E. L., … Khusun, H. (2019). 

Universal health coverage in Indonesia: concept, progress, and challenges. The Lancet, 393(10166), 75–102. 
https://doi.org/10.1016/S0140-6736(18)31647-7 

Alcayna, T., Bollettino, V., Dy, P., & Vinck, P. (2016). Resilience and disaster trends in the Philippines: 
Opportunities for national and local capacity building. PLoS Currents, 8(Disasters). 
https://doi.org/10.1371/currents.dis.4a0bc960866e53bd6357ac135d740846 

Basir, K. (2017). Economic Issues in Brunei Prior to 2014 Oil Crisis. Jurnal Sultan Alauddin Sulaiman Shah, 4, 27–
33. 

Booth, A. (2019). Measuring poverty and income distribution in Southeast Asia. Asian-Pacific Economic Literature, 
33(1), 3–20. https://doi.org/10.1111/apel.12250 

Borrow, R., Lee, J. S., Vázquez, J. A., Enwere, G., Taha, M. K., Kamiya, H., … Jo, D. S. (2016). Meningococcal 
disease in the Asia-Pacific region: Findings and recommendations from the Global Meningococcal Initiative. 
Vaccine, 34(48), 5855–5862. https://doi.org/10.1016/j.vaccine.2016.10.022 

BPJS Health. (2018). Program Management and Financial Report of the JKN programme. Retrieved from 
https://bpjs-kesehatan.go.id/bpjs/dmdocuments/5b8c446214547b3f6727a710cd62dae7.pdf 

Brown, S. (2013, November). The Philippines Is the Most Storm-Exposed Country on Earth. Time. 
Darma, S., Juanita, J., & Rochadi, R. K. (2018). BPJS Barrier to Strategic Purchasing of Primary Care Service at 

Public and Private Health Facilities in Subulussalam, Aceh. Journal of Health Policy and Management, 3(2), 
81–91. https://doi.org/10.26911/thejhpm.2018.03.02.04 

Dayrit, M., Lagrada, L., Picazo, O., Pons, M., & Villaverde, M. (2018). Philippines Health System Review 2018. In 
Health Systems in Transition (Vol. 8). https://doi.org/10.1007/3-540-44864-0_15 

Department of Health. (2017). List of Licensed Government and Private Hospitals as of December 31 2017. 
Eadie, P., & Su, Y. (2018). Post-disaster social capital: trust, equity, bayanihan and Typhoon Yolanda. Disaster 

Prevention and Management: An International Journal, 27(3), 334–345. https://doi.org/10.1108/DPM-02-
2018-0060 

GFDRR. (2020). GFDRR Indonesia. Washington, DC. 
Gupta, K. S., & Rokade, V. (2016). Importance of Quality in Health Care Sector: A Review. Journal of Health 

Management, 18(1), 84–94. https://doi.org/10.1177/0972063415625527 
Hickey, S., & du Toit, A. (2012). Adverse Incorporation, Social Exclusion and Chronic Poverty. SSRN Electronic 

Journal. https://doi.org/10.2139/ssrn.1752967 
Holland, G. J., & Dietachmayer, G. S. (1993). On the interaction of tropical‐cyclone‐scale vortices. III: Continuous 

barotropic vortices. Quarterly Journal of the Royal Meteorological Society, 119(514), 1381–1398. 
https://doi.org/10.1002/qj.49711951408 

Hollnagel, E., Braithwaite, J., & Wears, R. L. (2013). Resilient Health Care. New York: CRC Press. 
Hornmoen, H., Backholm, K., Goldgruber, E., & Steensen, S. (2018). Social Media Use in Crisis and Risk 

Communication: Emergencies, Concerns and Awareness. In H. Hornmoen & K. Backholm (Eds.), Social 
Media Use in Crisis and Risk Communication (Klas Backh, pp. 255–275). 
https://doi.org/10.1108/9781787562691 

Jalal, S., Khan, N. U., & Younis, M. Z. (2016). Effect of GNI on Infant Mortality Rate In Low Income, Lower 
Middle Income, Upper Middle Income And High Income Countries. Jurnal of Health and Human Services 
Administration, 39(2), 159–185. 

Jamali, M., Nejat, A., Ghosh, S., Jin, F., & Cao, G. (2019). Social media data and post-disaster recovery. 
International Journal of Information Management, 44, 25–37. https://doi.org/10.1016/j.ijinfomgt.2018.09.005 

KRC. (2005). Pharmacy or Drug Store Business. Bangkok. 
Luo, X. (2018). Philippines’ Poverty Rate Declines; More Well-Paying Jobs and Opportunities Needed. Manila. 
Mahendradhata, Y., Trisnantoro, L., Listyadewi, S., Soewondo, P., MArthias, T., Harimurti, P., & Prawira, J. 

(2017). The Republic of Indonesia Health System Review (Vol. 7). 



  Senior Lecturer Jusuf Kalla School of Government-JKSG, Universitas Muhammadiyah Yogyakarta-UMY, Indonesia. This report is 
a collaboration research in ASEAN and the member of teams are  Prof Amporn Tamronglak from Thammasat University, 
Thailand, Dr Hazel Jovita and Dr Ajree from Mindano State University Iligan, the Philippines, Eko Priyo Purnomo and Al Fauzi 
Rahmat from JKSG UMY, Indonesia. Supported by Cambridge University Technical Services, the UK. I would like to thank to Prof 
Dr Shailaja Fennell for her support and guidance.  Correspondence author: eko@umy.ac.id 

Malawani, A. D., Nurmandi, A., Purnomo, E. P., & Rahman, T. (2020). Social media in aid of post disaster 
management. Transforming Government: People, Process and PolicyPeople, Process and Policy, 14(1). 
https://doi.org/10.1108/TG-09-2019-0088 

McShane, M., & Kirkham, K. (2020). Making it personal – population health management and the NHS. Journal of 
Integrated Care. https://doi.org/10.1108/JICA-01-2020-0002 

Moore, M. (2020). Life expectancy at birth Southeast Asia 2015-2020 by country. 
Mosse, D. (2010). A relational approach to durable poverty, inequality and power. Journal of Development Studies, 

46(7), 1156–1178. https://doi.org/10.1080/00220388.2010.487095 
Mutiarin, D., Tamronglak, A., Suranto, Darumuri, A., & Jovita, H. D. (2018). Public Policy in Theory and Practice. 

Yogyakarta. 
NHSO. (2019a). Manual of National Health Security Fund (NHSF) Administration FY2020. Nonthaburi: Sahamitr 

Printing. 
NHSO. (2019b). Universal Coverage Annual Report in 2018. Nonthaburi: National Health Security Office. 
Nitayarumphong, S. (2006). Struggling Along the Path to Universal Health Care for All. Nonthaburi. 
Nurrahamah, B., Mawesti, D., Afrina, E., Muntafa, F., Suriyanto, F., & Lauranti, M. (2017). Bantuan Iuran Jaminan 

Kesehatan Nasional: Ekuitas Kesehatan bagi Masyarakat Miskin dan Hampir Miskin di Indonesia. Jakarta. 
Nuttachit. (2020). The Increasing Number of Thais’ Access to Medical Health Service Every Year. Retrieved July 

10, 2020, from Maketeer Online website: https://marketeeronline.co/archives/154549  
Prakarsa. (2020). UNIVERSAL HEALTH COVERAGE : CAPAIAN SAAT INI DAN LANGKAH- LANGKAH 

PERBAIKAN. Jakarta Selatan. 
Rajan, C. M. (2018). Storm Surge and its Effect- A Review on Disaster Management in Coastal Areas. Civil 

Engineering Research Journal, 4(5). https://doi.org/10.19080/cerj.2018.04.555649 
Retnaningsih, H. (2018). Kendala Pencapaian Target Kepesertaan Program JKN-KIS. Pusat Penelitian Badan 

Keahlian DPR RI, 4(1). Retrieved from http://berkas.dpr.go.id/puslit/files/info_singkat/Info Singkat-X-1-I-
P3DI-Januari-2018-175.pdf 

Rhatigan, J. J. (2004). Health Systems and Health Care Delivery. Hunter’s Tropical Medicine and Emerging 
Infectious Disease, (1), 214–218. https://doi.org/10.1016/B978-0-323-55512-8.00028-4 

Rigg, J. (2018). Rethinking Asian poverty in a time of Asian prosperity. Asia Pacific Viewpoint, 59(2), 159–172. 
https://doi.org/10.1111/apv.12189 

Sachs, J. D. (2015). The Age of Sustainable Development. New York: Colombia University Press. 
Srinivasan, T. N. (2010). Irrelevance of the $1-a-Day Poverty Line. Debates on the Measurement of Global Poverty. 

https://doi.org/10.1093/acprof:oso/9780199558032.003.0007 
Sujan, M. A., Huang, H., & Braithwaite, J. (2017). Learning from incidents in health care: Critique from a Safety-II 

perspective. Safety Science, 99, 115–121. https://doi.org/10.1016/j.ssci.2016.08.005 
Villar, M. AN ACT ESTABLISHING A PANDEMIC PREPAREDNESS PLAN AND FOR OTHER PURPOSES 

THEREFOR. , (2008). 
WHO. (2019). Universal health coverage (UHC). Retrieved June 26, 2020, from Word Health Organization website: 

https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc) 
 
 


