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ABSTRACT 

 
BPJS Health was established to provide affordable and equitable access to health services for Indonesian. By 

participating in BPJS, people gain protection against expensive health costs, because BPJS covers most of the costs 

of health services, including basic examinations, hospitalization, and complex medical procedures. The National 

Social Security System (SJSN) through BPJS Health implements non-discriminative payment rate mechanism. The 

payment rate is based on Indonesia Case Base Groups (INA-CBG); a health service payment system based on 

groups of similar diagnoses and treatment costs. However, hospital management policies are proven to be 

ineffective and inefficient. This research uses a quantitative descriptive method to compare unit costs between real 

cost calculation methods and INA-CBG rates in inpatient services for Sectio Caesarea cases in 2021 at Dr. Hj. 

Karmini EH Hospital in Tasikmalaya City West Java. This research aims to analyze the unit cost of the Sectio 

Caesarea action based on the real cost method calculation, analyze the INA-CBG package tariff for the Sectio 

Caesarea action, analyze the comparison of the unit cost of the Sectio Caesarea action based on the real cost 

method calculation with the INA-CBG package tariff, and analyze the unit cost comparison The Sectio Caesarea 

procedure is based on the real cost method calculation using hospital rates. The research results show that the real 

cost method calculation provides a more accurate picture of costs because it includes direct costs, direct overhead 

costs, and indirect overhead costs involved in Sectio Caesarea services. Although the INA-CBG rates provide cost 

certainty to patients, the results of the analysis show that these rates are insufficient to cover the real costs of patient 

care, especially in the case of Sectio Caesarea. There is a significant difference between the INA-CBG tariff and the 

real cost of treatment, with the INA-CBG tariff tending to be lower than the real cost required. This shows that 

determining rates must carefully take into account the need for treatment costs so as not to result in losses for the 

hospital. 
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1. INTRODUCTION 

The Poverty Line represents the minimum expenditure required for food and non-food needs to avoid being 

categorized as poor. Individuals with an average monthly per capita expenditure below this threshold are considered 

poor. Unfortunately, in Indonesia, the economic situation exacerbates this issue, as the costs of medicines, medical 

equipment, and healthcare services are high and continue to rise. This increase places an additional burden on the 

poor. 

While services at Puskesmas (community health centers) are relatively affordable, many people still struggle to 

access them. Hospital services, in particular, are more expensive and increasingly out of reach for the poor. 
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Indonesian hospitals are mandated to allocate 30% of their beds for BPJS (Indonesia's national health insurance) 

patients, which aim to improve access to healthcare services for the poor. Despite this, challenges such as 

transportation costs and long waiting times remain significant barriers for many individuals seeking medical care. 

To address the issue of high healthcare costs, the Indonesian government has implemented BPJS (Badan 

Penyelenggara Jaminan Sosial) insurance services. BPJS operates on the principles of mutual cooperation and non-

profit, and its success relies on the support of the entire community. By participating in BPJS, individuals are 

alleviated from the worry of expensive health costs, as the program covers a significant portion of healthcare 

expenses. BPJS insurance includes a wide range of services, from basic examinations and inpatient care to complex 

medical procedures. Additionally, the JKN (Jaminan Kesehatan Nasional) system managed by BPJS Health is 

designed to ensure that all services provided meet appropriate medical standards and address patients' needs. This 

system aims to reduce the financial burden on individuals requiring medical care and ensure they receive necessary 

treatments without facing excessive economic hardship. 

The implementation of BPJS Health aims to enhance the quality of healthcare services through stringent supervision 

and adherence to service standards by collaborating health facilities. This oversight ensures that the community 

receives adequate healthcare services, providing certainty and a sense of security. Overall, participation in BPJS 

Health is a crucial step in addressing the challenge of rising healthcare costs. It also plays a vital role in ensuring 

wider and more equitable access to health services for all Indonesian citizens. 

BPJS Health in Indonesia has a history rooted in various earlier social security programs. In 1968, the Indonesian 

government introduced its first health insurance program by establishing the Health Care Fund Organizing Agency 

(BPDPK) for civil servants. Over the years, different health insurance schemes were developed to cater to various 

groups within society. One notable program was the Community Health Insurance (Jamkesmas), launched in 2008 

to help poor individuals access health services. 

To realize the National Health Insurance (JKN) program, the Indonesian government enacted Law No. 40 of 2004 

concerning the National Social Security System (SJSN). This legislation was established with the aim of providing 

social security and developing Universal Health Coverage (UHC) for all Indonesian citizens. The law also 

established the Social Security Administering Body (BPJS) as the organization responsible for managing the Health 

Insurance program. Health service providers under BPJS include all health facilities that collaborate with BPJS, 

categorized into First Level Health Facilities (FKTP) and Advanced Level Referral Health Facilities (FKTRL), as 

outlined in PMK No. 52 of 2016. 

The payment system implemented by BPJS Health to Advanced Level Referral Health Facilities (FKTRL) is in the 

form of the Indonesia Case Based Groups' Tariff (INA-CBG). The INA-CBG Tariff is the amount of claim 

payments made by BPJS Health to FKTRL for service packages based on groupings of disease diagnoses and 

procedures. Health financing is a crucial aspect of implementing the National Health Insurance (JKN) program. 

There are two hospital payment systems (tariffs) used: the retrospective payment system and the prospective 

payment system. The retrospective payment system is a payment method based on the health services provided to 

patients for each service activity performed. The more health services provided, the higher the costs incurred. This 

system determines the amount of health service costs after the patient has received the services. The fee-for-service 

tariff is included in this system. On the other hand, the prospective payment system is a payment method for health 

service providers, including hospitals and doctors, where the payment amount is determined before the medical 

service is provided, irrespective of the medical action taken or the length of hospital stay. Payment methods under 

this system include capitation, global budget, per diem, and case-based payment (INA-CBG), commonly referred to 

as casemix. 

INA-CBG rates cover all hospital equipment used for medical and non-medical activities. In contrast, non-INA-

CBG rates pertain to specific services, including health support equipment, medicines for chronic diseases, 

chemotherapy drugs, CAPD, and PET scans. The INA-CBG tariff is a package rate, meaning that for the same 

medical case, the tariff remains consistent. However, under the fee-for-service model, even if the medical case is 

identical, the charges can vary. Several factors influence hospital rates, including the number of procedures 

performed, comorbid diagnoses, and the length of stay. Consequently, the longer a patient is treated, especially with 

serious accompanying diagnoses and in higher treatment classes, the higher the costs due to accommodation 

expenses. Conversely, INA-CBG rates are influenced by the treatment class and severity level. 

In the era of National Health Insurance, which employs the DRG-Casemix system, disease codes are based on ICD-

10, ICD-9-CM, and procedures and costs. Casemix is a classification system that groups patients with similar 

diagnoses and procedures into homogeneous groups for rate-setting purposes. This system allows hospitals to 

receive payments based on specific groups of cases rather than individual services provided. In this way, casemix 

incentivizes hospitals to offer efficient and effective care, as payments are predetermined based on the group of 

cases. Clinical pathways can serve as a tool for conducting medical audits aimed at improving service quality. Due 



Vol-10 Issue-4 2024                IJARIIE-ISSN(O)-2395-4396 
     

24667 www.ijariie.com 1641 

to their evidence-based and standardized preparation, implementing clinical pathways is expected to reduce 

treatment and facility costs, shorten the duration of treatment (length of stay and early discharge), improve the 

quality of life index, enhance clinical outcomes, and reduce unnecessary interventions. 

Although the use of the DRG-Casemix system is recognized for its many advantages, it also has potential 

weaknesses, such as the risk of supplier-induced demand reduction. Supplier-induced demand reduction occurs 

when providers (doctors or hospitals) set demand below what it should be. Research by Tristina Wardani et al. 

(2017) concluded that the INA-CBG package rates for PICU (Pediatric Intensive Care Unit) are lower than hospital 

rates. This situation poses a significant challenge for hospital management. If the intensive INA-CBG package rate 

remains consistently lower than the actual costs, hospitals may resort to two problematic actions: first, refusing 

intensive care patients; and second, charging additional fees to BPJS participants, which is against regulations. 

According to data from Dr. Hospital Hj. Karmini EH in 2019, there were 741 inpatient cases, with BPJS patients 

constituting 57% of these inpatients. This hospital, located at Jalan Hospital No. 56, Tasikmalaya, West Java, 

specializes in maternal and child health and collaborates with BPJS Health. From 2019 to 2021, the number of BPJS 

Health patients hospitalized at RSIA Dr. Hj. Karmini EH Tasikmalaya significantly increased, rising from 718 

patients to 2,385 by the end of 2021, based on both clinical and non-clinical indicators. 

Analysis of individual patient claims at RSIA Dr. Hj. Karmini EH reveals that childbirth with medical complications 

is a significant concern. Research indicates that the cost of treating birth complications varies widely depending on 

the specific medical conditions encountered by the pregnant woman. These high costs underscore the importance of 

hospital preparedness for obstetric emergencies. Moreover, variations in procedure rates and length of stay highlight 

the need for effective and efficient cost management to ensure fair and equitable access to quality health services. To 

address the challenges of complicated births and ensure optimal safety and health for mothers and babies, RSIA Dr. 

Hj. Karmini EH must continuously update its medical facilities and enhance its staff's skills. Additionally, in 2021, 

caesarean section cases at RSIA Dr. Hj. Karmini EH Tasikmalaya City constituted the highest proportion compared 

to other cases, reaching 70.75%. 

 

2. METHOD 

This research utilizes a quantitative descriptive approach, employing a comparative quantitative descriptive analysis 

method. The goal is to compare unit costs based on actual cost calculations with INA-CBG rates, aided by clinical 

pathways, and hospital rates for inpatient caesarean section cases in 2021 at RSIA Dr. Hj. Karmini EH Tasikmalaya. 

The research uses secondary data sourced from hospital financial records and clinical pathways related to patient 

samples. Data collection is conducted through purposive sampling, focusing on medical records of inpatients with 

caesarean sections in 2021 at RSIA Dr. Hj. Karmini EH Tasikmalaya. The data collected includes medical record 

numbers, patient age, relevant clinical pathways, actual hospital rates, and INA-CBG rates. Collected data is 

documented on data collection sheets and subsequently analyzed using cost analysis techniques. The analysis aims 

to compare real costs with INA-CBG tariffs and other relevant factors, providing insights into the costs of treating 

caesarean section patients and evaluating the effectiveness of the existing health financing system. 

 

3. LITERATURE REVIEW 

In 2017, BPJS Health encountered significant financial challenges, recording a substantial deficit. Claims 

disbursements amounted to 84 trillion rupiah, while contributions received totaled only 74.25 trillion rupiah, 

resulting in a deficit of 9.75 trillion rupiah. This shortfall raised concerns about the financial sustainability of the 

health insurance program. Several factors contributed to this deficit, including the high cost of health claims relative 

to participant contributions and issues with compliance in contribution payments. In response, efforts to address the 

deficit have included increasing contribution rates and securing additional funds from the state budget (APBN), 

which have progressively increased each year. The government is also working to enhance the payment system and 

improve cost and claims management to increase efficiency. To address these challenges, the government has 

implemented the casemix system as part of its strategy. 

The casemix system was first developed in Indonesia in 2006 under the name INA-DRG (Indonesia-Diagnosis 

Related Group). The implementation of payments using INA-DRG began on September 1, 2008, at 15 vertical 

hospitals and was expanded to all hospitals participating in the Jamkesmas program on January 1, 2009. On 

September 30, 2010, the nomenclature was updated from INA-DRG (Indonesia Diagnosis Related Group) to INA-

CBG (Indonesia Case Based Group), in conjunction with the transition from the 3M Grouper to the UNU (United 

Nations University) Grouper. Therefore, from October 2010 to December 2013, payments to Advanced Health 

Service Providers (PPK) under Public Health Insurance (Jamkesmas) were based on the INA-CBG system [1]. RSIA 

Dr. Hj. Karmini EH Tasikmalaya has experienced financial losses as a result of the INA-CBG payment system. The 
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INA-CBG rates set are frequently insufficient to cover the actual costs of patient care, leading to operational losses 

for the hospital. 

 

 
Figure 1. Casemix Components 

 

1. Costing  

Casemix focuses on calculating treatment costs based on diagnoses and medical procedures performed. The 

primary goal is to determine the cost incurred by a hospital to provide specific treatments, allowing for the 

establishment of appropriate and equitable rates for health services. 

2. Clinical Pathway  

Clinical pathways are guidelines that direct doctors and other medical personnel in treating patients based 

on specific diagnoses. They outline the care steps that must be followed to ensure patients receive optimal 

and consistent care. Additionally, clinical pathways assist in cost control by reducing variations in clinical 

practice. 

3. Information Technology  

Information technology plays a critical role in Casemix by providing the necessary infrastructure to collect, 

store, and analyze patient data. This includes electronic medical record systems, patient databases, and 

analytical software that support patient grouping and cost management. 

4. Coding  

Medical coding is the process of converting medical diagnoses and procedures into standardized codes. 

Accurate coding is crucial in Casemix as it affects patient grouping and cost determination. These codes are 

typically based on international classification systems, such as the International Classification of Diseases 

(ICD). 

All these components are interrelated and work together to create an effective Casemix system. By integrating 

costing, clinical pathways, information technology, and coding, hospitals can enhance operational efficiency, control 

costs, and deliver high-quality patient care [2]. 

One of the health services covered by BPJS insurance is the cost of caesarean sections. Caesarean sections are a 

crucial procedure within the national health services, with INA-CBG claim costs for classes 1, 2, and 3 serving as 

references in the National Health Insurance (JKN) system. For caesarean sections, the INA-CBG claim amounts are 

as follows: Class 1 is IDR 6,965,200; Class 2 is IDR 5,970,200; and Class 3 is IDR 4,970,200. However, at Karmini 

Hospital, the actual costs for caesarean sections exceed the ranges set for classes 1, 2, and 3. This discrepancy raises 

questions about the reasons behind these elevated costs, particularly when compared to other hospitals such as Anisa 

Hospital Tangerang, Tulungagung Hospital, Dustira Hospital, and Gatot Subroto Hospital, which have demonstrated 

effective cost control and received awards for their efficient financial management. Although specific details 

regarding the real costs for caesarean sections at these hospitals are not available, they are known for their effective 

management of operational costs. This suggests that the cost of a caesarean section at these institutions may be at a 

competitive level or lower than expected. The author suspects that potential errors in management, governance, or 

cost calculations at Karmini Hospital may be contributing to the higher costs. Identifying these issues forms the 

basis for this research.  

To address the discrepancy between actual hospital rates and INA-CBG rates, hospitals must focus on controlling 

their costs. One effective strategy to mitigate inflation and manage costs is the implementation of clinical pathways. 

A well-executed clinical pathway serves as a tool for quality control, cost management, and reducing fraud by 

ensuring consistency and reliance on accurate data. One of the health services covered by BPJS insurance is the cost 

of caesarean sections. Caesarean sections are a critical procedure within the national health services. In the National 

Health Insurance (JKN) system, the INA-CBG claim costs for caesarean sections are as follows: Class 1 ranges from 

IDR 6,000,000 to IDR 8,000,000; Class 2 ranges from IDR 5,000,000 to IDR 7,000,000; and Class 3 ranges from 
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IDR 4,000,000 to IDR 6,000,000. The costs incurred by service providers can be calculated based on clinical 

pathways (CP) and compared with the INA-CBG rates that have been established. If the cost of services provided to 

patients exceeds the INA-CBG rates, the hospital will experience operational losses [1], [3].  

A clinical pathway is a guideline designed to implement evidence-based clinical practices within health service 

facilities. It is also referred to by various other terms, such as critical care pathway, integrated care pathway, 

coordinated care pathway, or anticipated recovery pathway. Clinical pathways are developed by integrating general 

clinical guidelines into localized protocols that can be applied in specific health service settings. The Indonesian 

government mandates the use of clinical pathways as outlined in Law No. 29 of 2004, Article 44, Paragraph 1, 

which states: 

1. Doctors or dentists are required to adhere to medical or dental service standards when conducting their 

practices. 

2. The service standards mentioned in paragraph (1) are differentiated according to the type and level of 

health service facilities. 

3. The service standards for doctors or dentists as outlined in paragraphs (1) and (2) are regulated by 

Ministerial Regulations. 

Law No. 29 of 2004, Article 49, states that "Every doctor or dentist, in carrying out medical or dental practice, is 

obligated to conduct quality control and cost control." The article also specifies that medical audits may be carried 

out by professional organizations to achieve these controls. The implementation of clinical pathways aims to create 

“best practices” that can be applied in local health service facilities. This involves establishing standards for the 

length of care, examinations, and clinical procedures, as well as formulating strategies to enhance service 

effectiveness. Clinical pathways also help clarify the general service objectives and roles to all involved staff, 

provide material for documentation, analysis, and evaluation, and educate patients about the procedures they will 

undergo. At the national level, service standards are developed through the National Guidelines for Medical Services 

(PNPK) and then adapted into Clinical Practical Guidelines (PPK) to suit local conditions. Clinical pathways, as 

step-by-step implementation guides, can be included in the PPK [4]. 

Hospitals are required to have clinical pathways to comply with the Hospital Accreditation Standards set forth in the 

Decree of the Minister of Health of the Republic of Indonesia No. HK.01.07/Menkes/1128/2022. The existence of 

clinical pathway documents alone is not sufficient; their effective implementation in quality control and cost 

management is crucial. Creating a clinical pathway necessitates effective collaboration among various departments, 

including the medical team (doctors), nursing, and pharmacy [5]. This collaboration should be integrated with 

algorithms or evidence-based guidelines from professional organizations and literature, as well as Medical Service 

Standards, Standard Operating Procedures, and Standard Formulary Lists for procedures and treatments [6]. 

In relation to financing through the Health Social Security Administering Agency (BPJS), hospitals use and 

implement clinical pathways to ensure that costs for necessary actions are specified for each type of disease within 

the pathway. Doctors treating patients covered by BPJS Health must adhere to these clinical pathways. The costs for 

these actions are "budgeted" to ensure they remain within the limits covered by BPJS Health, thereby preventing 

financial losses for the hospital [7], [8], [9]. 

A caesarean section, or sectio caesarea, is a surgical procedure in which the fetus is delivered through an incision in 

the abdominal and uterine walls, provided that the uterus is intact and the fetus weighs more than 500 grams [4]. 

This procedure involves laparotomy (opening of the abdominal wall) and hysterectomy (opening of the uterine wall) 

to deliver one or more babies. Sectio caesarea is performed to prevent potential complications during vaginal 

delivery that could endanger the fetus or mother [10]. Performing a caesarean section (SC) without clear medical 

indications is considered unethical, unless it has been preceded by thorough counseling. Patients have the right to 

autonomy in requesting a caesarean section, provided they are fully informed and make the decision without 

pressure. However, medical indications for SC should be clearly established, and normal delivery should be 

prioritized when possible. Despite this, there remains a lack of consensus on the use of SC, leading to both vaginal 

delivery and SC being considered childbirth options. SC is typically reserved for emergencies that arise during labor 

[11]. 

The main complications associated with caesarean section delivery include damage to organs such as the urinary 

bladder and uterus during the procedure, complications from anesthesia, bleeding, infection, and thromboembolism. 

Maternal mortality rates are higher with caesarean sections compared to vaginal deliveries [11], [12], [13]. 

Newborns may experience momentary tachypnea, which is more common in caesarean sections, and there is a risk 

of birth trauma. Long-term risks associated with caesarean sections include placenta previa, placental abruption, 

placenta accreta, and uterine rupture. Postoperative complications can significantly increase maternal morbidity 

compared to vaginal delivery, with major causes being endomyometritis, bleeding, urinary tract infections, and 
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thromboembolism [10]. Although rare, pelvic infections and surgical site infections can occur, and may, in severe 

cases, lead to necrotizing fasciitis. 

 

4. RESULTS 

RSIA Dr. Hj. Karmini EH Tasikmalaya calculates costs for caesarean section procedures by utilizing the real cost 

method, which encompasses all direct and indirect costs (full cost). This includes expenses for consumables, 

medical services, overhead, and equipment depreciation. In contrast, the INA-CBG (Indonesia Case Based Groups) 

package tariff is a standardized payment system that consolidates various cost components into a single package 

based on the diagnosis and severity of the condition. The INA-CBG tariff represents the fixed payment rate for 

health services covered by BPJS Health. For the hospital, income from services provided to BPJS Health patients is 

a significant revenue source, given the large and growing patient population. Tariffs play a crucial role as they 

significantly impact revenue generation. Income from health services is essential for covering financial needs, 

including cost recovery and future service development, which requires maintaining reserve funds. Additionally, for 

hospitals operating with a profit motive, tariffs must also ensure that the owners receive financial benefits, such as 

dividends. 

The INA-CBG (Indonesia Case Based Groups) package rates for caesarean section procedures at RSIA Dr. Hj. 

Karmini EH Tasikmalaya are crucial for various stakeholders. Prospective patients use these rates to estimate 

delivery costs and prepare their finances. Insurance companies refer to them to determine the claims that will be 

submitted, while the government monitors and evaluates the INA-CBG system's effectiveness. The INA-CBG 

package rates consolidate several cost components into a single payment, providing cost certainty for patients 

undergoing caesarean section surgery at the hospital. The following table (Table 4.7) presents the package rates 

according to class classification. 

The INA-CBG package rate represents the amount BPJS Health reimburses hospitals for caesarean section (SC) 

procedures provided to its participants. This rate is crucial for evaluating whether it can sufficiently cover the unit 

costs incurred by hospitals, as well as contribute to their reserve funds and profit margins. To determine the 

effectiveness of the INA-CBG package rate in covering costs and generating a profit margin, this study compares 

the INA-CBG package tariff with the unit costs incurred by hospitals. The following table illustrates this 

comparison, highlighting how well the INA-CBG package rate aligns with or exceeds the real costs associated with 

SC procedures, and whether it supports the hospital's financial sustainability and profitability. 

 

Table -1: SC INA-CBG Package Rates According To 2021 Class 

KLASIFIKASI TARIF LAMA TARIF BARU 

SC INA-CBG First Class IDR 6,965,200.00 IDR 6,967,500.00 

SC INA-CBG Second Class IDR 5,970,200.00 IDR 6,103,200.00 

SC INA-CBG Third Class IDR 4,975,200.00 IDR 5,238,800.00 

 

Table 1 provides a detailed comparison of the unit costs for Class 1 Caesarean section (SC) services at RSIA Dr. Hj. 

Karmini EH Tasikmalaya against the INA-CBG (Indonesian Case-Based Groups) rates for the same service in 2021. 

The unit costs are categorized into three primary components: Direct Costs, Direct Overhead Costs, and Indirect 

Overhead Costs. The INA-CBG tariff for Class 1 SC services is set at IDR 6,965,200. The analysis reveals that the 

INA-CBG package tariff exceeds the unit cost for Class 1 SC services. For Class 2 SC services, the INA-CBG 

package tariff is evaluated against the unit cost calculated using the real cost method, as detailed in Table 2. 

 

Table -2: Comparison of INA-CBG Tariffs with Unit Costs for Class 1 SC Services in 2021 

No. Type of Costs 
Cost 

Amount 

Cumulative 

Cost 

INA-CBG 

Tariff 
Recovery 

1 Direct Cost 4.255.046 4.255.046 6.965.200 163,69 

2 Overhead Direct Cost 540.000 4.795.046 6.965.200 145,26 

3 Indirect Overhead Cost  1.500.000 6.295.046 6.965.200 110,65 

 

The recovery rate measures how well the INA-CBG tariffs cover each cost component. A recovery rate above 100% 

indicates that the INA-CBG rate exceeds the costs incurred, leading to a profit margin for the hospital. For Class 1 

Caesarean section (SC) services, a recovery rate of 146.06% shows that the INA-CBG tariff significantly covers 

direct costs, resulting in a surplus that can be allocated to other expenses or contribute to direct profit. A recovery 

rate of 129.02% demonstrates that the INA-CBG tariff also covers direct overhead costs effectively, reflecting 
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efficient management and adequate rate coverage for these expenses. The recovery rate of 102.45% indicates that 

the INA-CBG tariff covers indirect overhead costs, though with a smaller margin compared to direct costs and direct 

overhead. Despite the smaller margin, there remains a surplus, indicating that the tariff sufficiently covers all 

indirect costs. The unit cost results for Class 3 SC cases, calculated using the real cost method, are compared with 

the applicable INA-CBG package rates for BPJS Health reimbursement, as detailed in Table 3. 

 

Table -3: Comparison of INA-CBG Tariffs with Unit Costs for Class 2 SC Services in 2021 

No. Type of Costs 
Cost 

Amount 

Cumulative 

Cost 

INA-CBG 

Tariff 
Recovery 

1 Direct Cost 4,087,506  4,087,506  5,970,200  146.06 

2 Overhead Direct Cost 540,000  4,627,506  5,970,200  129.02 

3 Indirect Overhead Cost  1,200,000  5,827,506  5,970,200  102.45 

 

The recovery rate measures how well the INA-CBG tariffs cover each cost component. A recovery rate above 100% 

indicates that the INA-CBG rate exceeds the costs incurred, leading to a profit margin for the hospital. For Class 1 

Caesarean section (SC) services, a recovery rate of 146.06% shows that the INA-CBG tariff significantly covers 

direct costs, resulting in a surplus that can be allocated to other expenses or contribute to direct profit. A recovery 

rate of 129.02% demonstrates that the INA-CBG tariff also covers direct overhead costs effectively, reflecting 

efficient management and adequate rate coverage for these expenses. The recovery rate of 102.45% indicates that 

the INA-CBG tariff covers indirect overhead costs, though with a smaller margin compared to direct costs and direct 

overhead. Despite the smaller margin, there remains a surplus, indicating that the tariff sufficiently covers all 

indirect costs. The unit cost results for Class 3 SC cases, calculated using the real cost method, are compared with 

the applicable INA-CBG package rates for BPJS Health reimbursement, as detailed in Table 4. 

 

Table -4: Comparison of INA-CBG Tariffs with Unit Costs for SC Class 3 Services in 2021 

No. Type of Costs 
Cost 

Amount 

Cumulative 

Cost 

INA-CBG 

Tariff 
Recovery 

1 Direct Cost 3,834,316 3,834,316 4,975,200 129.75 

2 Overhead Direct Cost 540,000 4,374,316 4,975,200 113.74 

3 Indirect Overhead Cost  1,050,000 5,424,316 4,975,200 91.72 

 

The recovery rate measures how well the INA-CBG tariffs cover each cost component. When the recovery rate is 

above 100%, it indicates that the INA-CBG rate exceeds the incurred costs, providing a profit margin for the 

hospital. Conversely, a rate below 100% signifies that the hospital faces losses or must subsidize costs. For instance, 

a recovery rate of 129.75% demonstrates that the INA-CBG tariff covers direct costs with a significant margin, 

resulting in a surplus that can be allocated to other expenses or contributes directly to profit. A recovery rate of 

113.74% indicates that the INA-CBG tariff also effectively covers direct overhead costs, reflecting efficient 

management and adequate coverage of these expenses. However, a recovery rate of 91.72% shows that the INA-

CBG tariff does not fully cover all indirect overhead costs, meaning that hospitals must absorb losses or provide 

subsidies for these costs. 

 

4. DISCUSSION 

The recovery rate measures how effectively INA-CBG tariffs cover each cost component. When recovery rates 

exceed 100%, it indicates that the INA-CBG tariff surpasses the costs incurred, resulting in a profit margin for the 

hospital. For instance, a recovery rate of 163.69% signifies that the INA-CBG tariff covers direct costs with a 

substantial surplus, allowing this excess to be allocated to other expenses or contribute directly to profit. Similarly, a 

recovery rate of 145.26% shows that the tariff effectively covers direct overhead costs, reflecting both efficient cost 

management and adequate coverage. A recovery rate of 110.65% demonstrates that while the INA-CBG tariff 

covers indirect overhead costs, the margin is narrower compared to direct costs and overhead. Nonetheless, the 

surplus indicates that all indirect costs are still covered. 

The INA-CBG tariff for Class 1 SC services is greater than the total unit cost (IDR 6,965,200 vs. IDR 6,295,046), 

indicating that this tariff sufficiently covers all cost components, including direct costs, direct overhead, and indirect 

overhead. With the INA-CBG tariff exceeding the unit cost, there is a profit margin of approximately 10.65%. This 

margin not only allows the hospital to cover its operational costs but also to generate a profit from this service. The 

high recovery rates for direct costs and direct overhead reflect the hospital's efficiency in utilizing resources for SC 
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services. Profits from this margin can be reinvested into improving service quality, including acquiring new medical 

equipment, enhancing staff training, and upgrading hospital facilities. A high recovery rate contributes to the 

hospital's financial sustainability, enabling continued provision of high-quality medical services without financial 

deficits. Surplus funds can also be directed towards long-term investment projects such as technology upgrades, new 

service development, or facility expansion. While the INA-CBG rates are currently adequate, hospitals must 

continuously monitor cost changes and adjust rates as necessary to ensure they reflect actual costs and provide 

reasonable margins. This comparison of INA-CBG rates with unit costs demonstrates that RSIA Dr. Hj. Karmini EH 

Tasikmalaya has an effective costing strategy and successfully leverages INA-CBG tariffs to support its operations 

and sustainable service development. 

The INA-CBG tariff for Class 2 SC services exceeds the total unit cost (IDR 5,970,200 vs. IDR 5,827,506), 

indicating that this tariff adequately covers all cost components, including direct costs, direct overhead, and indirect 

overhead. With the INA-CBG tariff surpassing the unit cost, there is a profit margin of approximately 2.45%. This 

margin demonstrates that the hospital not only covers its operational costs but also earns a profit from this service. 

The high recovery rates for direct costs and direct overhead reflect the hospital's efficiency in utilizing resources for 

SC services. Profits from this margin can be reinvested into improving service quality, such as acquiring new 

medical equipment, enhancing staff training, and upgrading hospital facilities. A high recovery rate supports the 

hospital’s financial sustainability, allowing it to continue offering quality medical services without financial deficits. 

Surplus funds can be directed towards long-term investments, such as technology updates, new service development, 

or facility expansion. Although the INA-CBG rates are currently adequate, it remains crucial for hospitals to 

continuously monitor cost fluctuations and adjust rates as necessary to ensure that they remain reflective of actual 

costs and provide reasonable margins. This comparison of INA-CBG rates with unit costs illustrates that RSIA Dr. 

Hj. Karmini EH Tasikmalaya has an effective costing strategy and successfully leverages INA-CBG tariffs to 

support its operations and sustainable service development. 

The INA-CBG tariff for Class 3 SC services is insufficient to cover all cost components. While it manages to cover 

direct costs and direct overhead, it falls short in addressing indirect overhead costs, leading to a deficit. The hospital 

incurs a loss of IDR 449,116 per case, which is 8.28% of the total unit cost. This shortfall indicates that the INA-

CBG tariff does not adequately cover all operational costs, particularly indirect overhead costs. Hospitals cannot 

adjust INA-CBG rates independently as these rates are set by the guarantor, in this case, the government. 

Consequently, hospitals must seek alternative solutions to address this deficit. If the current situation persists 

without changes to INA-CBG rates or improvements in cost efficiencies, the hospital could face severe financial 

difficulties. A loss of IDR 449,116 per case significantly impacts the hospital's financial sustainability. With an 

assumed constant number of 100 Class 3 SC cases per year, the annual loss amounts to IDR 44,911,600. Over three 

years, this loss totals IDR 134,734,800; over five years, IDR 224,558,000; and over ten years, IDR 449,116,000, if 

no adjustments are made.  

To mitigate these losses, hospitals need to explore strategies for covering the deficit, such as enhancing operational 

efficiencies, improving cost management, or identifying additional revenue sources. Collaborating with the 

government to review and potentially revise the INA-CBG tariff could also offer a long-term solution. Additionally, 

investing in technology and process improvements to increase operational efficiency can help reduce indirect 

overhead costs and enhance financial margins. The comparison between INA-CBG rates and unit costs for Class 3 

SC services at RSIA Dr. Hj. Karmini EH Tasikmalaya reveals that the hospital incurs losses. Although the INA-

CBG tariff sufficiently covers direct costs and direct overhead, it does not fully address indirect overhead costs, 

resulting in a deficit. To ensure financial sustainability, hospitals must seek efficiency improvements and work with 

the government to potentially revise INA-CBG rates. 

Based on the INA-CBG unit cost and tariff data, projections for RSIA Dr. Hj. Karmini EH Tasikmalaya indicate 

potential significant losses if no corrective measures are taken. Assuming the number of Class 3 caesarean section 

(SC) cases remains constant at 100 per year, and there are no changes in operational costs or INA-CBG rates, the 

hospital could face cumulative losses exceeding IDR 134 million over three years and approaching IDR 450 million 

over ten years. These financial challenges could undermine the hospital's stability and its capacity to invest in 

facility and service improvements. 

To address these potential losses, RSIA Dr. Hj. Karmini EH Tasikmalaya should consider implementing several 

strategies, including: 

1. Direct Cost Efficiency: Streamlining operations to reduce the costs directly associated with caesarean 

sections. 

2. Overhead Optimization: Identifying and managing indirect costs to enhance overall efficiency. 

3. Material and Tool Use Control: Monitoring and managing the use of consumables and equipment to 

prevent waste. 
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4. Human Resource Optimization: Ensuring effective use of staff to improve productivity and reduce 

unnecessary labor costs. 

Technological Integration: Leveraging technology to enhance operational efficiency and cost management. 

These measures, based on scientific approaches and expert recommendations, are essential to mitigate financial 

losses and maintain the hospital's sustainability and growth. Given the projected substantial long-term losses, it is 

imperative for RSIA Dr. Hj. Karmini EH Tasikmalaya to undertake immediate and comprehensive corrective 

measures. Implementing strategies informed by expert opinions in health management is essential for mitigating 

financial losses, enhancing operational efficiency, and ensuring the sustained delivery of high-quality healthcare 

services. 

Research on unit cost calculation using the real cost method provides a more accurate reflection of actual expenses. 

This approach not only analyzes the costs associated with primary activities in the clinical pathway, including direct 

and direct overhead costs, but also incorporates indirect overhead costs from non-service units that indirectly 

support cesarean section (SC) services. The analysis of unit cost components for SC cases at RSIA Dr. Hj. Karmini 

EH Tasikmalaya reveals that, as the BPJS Health patient care class decreases, the proportion of direct costs and 

direct overhead costs increases, while the proportion of indirect overhead costs decreases. Specifically, for Class 1, 

direct and direct overhead costs account for 23.83% of the total, for Class 2, 20.59%, and for Class 3, 19.30%.  

The INA-CBG SC package rates at RSIA Dr. Hj. Karmini EH Tasikmalaya offer financial predictability for patients, 

facilitating their financial planning prior to undergoing cesarean section (SC) surgery. Patients have the flexibility to 

select treatment classes that align with their needs and budget. The package rates are as follows: IDR 6,965,200 for 

SC INA-CBG Class 1, IDR 5,970,200 for SC INA-CBG Class 2, and IDR 4,975,200 for SC INA-CBG Class 3.  

The unit cost analysis for caesarean section procedures, based on the real cost method, reveals that for BPJS Health 

patients, the unit costs (acquisition price) for Class 1 and Class 2 services exceed the INA-CBG tariffs (selling 

price). This indicates that the hospital will realize a profit for SC cases treated under Classes 1 and 2. Conversely, 

for Class 3 services, the unit cost surpasses the INA-CBG tariff, leading to a deficit (subsidy) for the hospital. 

RSIA Dr. Hj. Karmini EH Tasikmalaya primarily generates income through general patient services using hospital 

rates (fee-for-service system) and BPJS Health patients using INA-CBG rates (package system). With the trend 

shifting from general patients to BPJS Health patients, this change presents both opportunities and challenges from a 

financial perspective. The research indicates that income from BPJS Health claims, calculated using INA-CBG 

rates, is lower compared to income calculated using hospital rates. On average, the potential income loss is 28.31%. 

This loss is more pronounced in lower treatment classes: Class 1 experiences a 22.95% potential income loss, Class 

2 shows a 28% potential income loss, and Class 3 faces a 34.99% potential income loss. 

 

5. CONCLUSIONS  

This research demonstrates that the real cost method provides a more accurate assessment of costs for Sectio 

Caesarea procedures. RSIA Dr. Hj. Karmini EH Tasikmalaya should maintain and consistently apply this method 

across all medical procedures. By doing so, the hospital will enhance cost transparency and improve budget 

planning and cost management. Additionally, further analysis of how overhead costs are distributed across different 

care classes can uncover opportunities for further efficiencies. 

The INA-CBG SC package rates offer patients cost certainty and aid in financial planning prior to surgery. 

However, given that the research indicates that the unit costs for Class 1 and Class 2 treatments exceed the INA-

CBG rates, it is advisable for hospitals to review these established rates. Coordination with BPJS Health to consider 

tariff adjustments that more accurately reflect the actual service costs is crucial, particularly for Class 3, where a 

deficit has been identified. 

Given that the unit costs for Class 1 and Class 2 treatments exceed the INA-CBG rates, hospitals should focus on 

efficient resource management and explore additional income sources. Strategic actions include developing new 

services to attract general patients and enhancing service quality to retain BPJS Health patients. Additionally, 

hospitals should evaluate and optimize resource allocation in non-service units that support SC procedures to reduce 

overhead costs. 

This research reveals that hospital income from BPJS Health claims, calculated using INA-CBG rates, is lower than 

that from hospital rates, resulting in an average potential revenue loss of 28.31%. To mitigate this issue, hospitals 

should adopt strategies to minimize these potential losses. These strategies include improving operational 

efficiencies, negotiating more favorable rates with BPJS Health, and enhancing service offerings to provide 

additional value to patients. Additionally, strengthening collaboration with hospital associations and other 

stakeholders is essential to advocate for rate adjustments that more accurately reflect the actual costs of medical 

services. 
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