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Abstract. The use of a contact tracing application is one of the efforts made to overcome the global COVID-19 

pandemic with an increasing number of cases. The contact tracing application used in Indonesia is PeduliLindungi 

which is one of the requirements for accessing public areas, which was initially applied to the Java-Bali region. 

However, in its use, there are still challenges that affect the quality of electronic services. This study aims to 

analyze user perceptions of the service quality of the PeduliLindungi application based on the E-Servqual 

dimension. The method used is observational with a quantitative approach using a cross-sectional design. The 

results showed that overall, the user's perception of the quality of the PeduliLindungi application was good with 

positive ratings on the service quality dimensions of the PeduliLindungi application. The dimensions that have a 

significant relationship to the user's perception of the quality of the PeduliLindungi (ESQ) application are the 

dimension of user experience (EXP) and user trust (TRU). The dimension of reliability (REL), responsiveness 

(RES), ease of use (EOU), privacy (PRI), system availability (SA), application design (WD), and information 

quality (IQ) do not have a significant relationship to user perceptions of the quality of the PeduliLindungi (ESQ) 

application. Suggestions that can be given are to improve and improve the system and technical functions and 

improve security for user data. 
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Abstrak. Penggunaan aplikasi pelacakan kontak merupakan salah satu upaya yang dilakukan untuk mengatasi 

pandemi global COVID-19 dengan jumlah kasus yang terus meningkat. Aplikasi contact tracing yang digunakan 

di Indonesia adalah PeduliLindungi yang merupakan salah satu syarat untuk mengakses area publik yang 

awalnya diterapkan untuk wilayah Jawa-Bali. Namun dalam penggunaannya masih terdapat tantangan yang 

mempengaruhi kualitas layanan elektronik. Penelitian ini bertujuan untuk menganalisis persepsi pengguna 

terhadap kualitas layanan aplikasi PeduliLindungi berdasarkan dimensi E-Servqual. Metode yang digunakan 

adalah observasional dengan pendekatan kuantitatif dengan menggunakan desain cross sectional. Hasil 

penelitian menunjukkan bahwa secara keseluruhan persepsi pengguna terhadap kualitas aplikasi PeduliLindungi 

baik dengan penilaian positif pada dimensi kualitas layanan aplikasi PeduliLindungi. Dimensi yang memiliki 

hubungan signifikan dengan persepsi pengguna terhadap kualitas aplikasi PeduliLindungi (ESQ) adalah dimensi 

pengalaman pengguna (EXP) dan kepercayaan pengguna (TRU). Dimensi reliabilitas (REL), daya tanggap 

(RES), kemudahan penggunaan (EOU), privasi (PRI), ketersediaan sistem (SA), desain aplikasi (WD), dan 

kualitas informasi (IQ) tidak memiliki hubungan yang signifikan. terhadap persepsi pengguna terhadap kualitas 

aplikasi PeduliLindungi (ESQ). Saran yang dapat diberikan adalah memperbaiki dan meningkatkan sistem dan 

fungsi teknis serta meningkatkan keamanan data pengguna. 

Kata Kunci:  PeduliLindungi, Kualitas, Kualitas e-service, aplikasi kesehatan 

 

INTRODUCTION 

At the end of 2019, an acute respiratory disease 

emerged, namely Severe Acute Respiratory 

Syndrome-Coronavirus 2 (SARS-CoV-2) or known 

as Corona Virus Disease 2019 (COVID-19).(1) The 

rapid spread to all corners of the world has caused 

COVID-19 to turn into a public health emergency of 

international concern or Public Health Emergency of 

International Concern (PHEIC). On March 11, 2020, 
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 the World Health Organization (WHO) declared 

COVID-19 a global pandemic.(2) 

The number of cases and deaths due to COVID-19 

continues to increase every day and has an impact on 

various aspects that are felt by the community, such 

as economic, social, tourism, and especially in the 

health sector.(3) Seeing the number of cases that 

continues to increase, one of the efforts taken to 

control the rate of COVID-19 is to strengthen the 

surveillance system. One of the surveillance 

strategies that was intensively carried out during the 

pandemic was 3T (Testing, Tracing, and Treatment). 

This is stated in the Decree of the Minister of Health 

of the Republic of Indonesia Number HK.01.07 of 

2021 concerning Guidelines for Examination, 

Tracing, Quarantine and Isolation in the Context of 

Accelerating the Prevention and Control of COVID-

19.(4) 

Contact tracing is one of the 3T mitigation strategies 

carried out to replace the lockdown strategy which 

is not effective in the long term because the 

economic damage caused cannot be repaired by the 

government. This strategy is the main prevention 

effort that has been recommended by WHO to break 

the chain of transmission of COVID-19.(5) In the 

era of technological development, digital contact 

tracing can provide convenience because it is 

considered to be faster, more precise, 

comprehensive, and efficient.(6) The tool used to do 

digital contact tracing is in the form of a contact 

tracing application or digital contact tracing 

application. Several countries that have used contact 

tracing applications are China, Hong Kong, 

Singapore, South Korea, Austria, Germany, 

Switzerland, Taiwan, and Poland.(7)(8) 

The contact tracing application created and launched 

as a breakthrough by the Indonesian government is 

PeduliLindungi. On April 6, 2020, the Minister of 

Communication and Informatics issued Decree 

Number 171 of 2020 concerning the Establishment 

of the PeduliLindungi Application in the Context of 

Implementing Health Surveillance for Handling 

Corona Virus Disease 2019 (COVID-19) which 

stipulates the use of the application in conducting 

searches, tracing and giving warnings in deal with 

the spread of COVID-19.(9) Until the end of 

September 2021, the PeduliLindungi application has 

been downloaded 48 million times. As many as 9 

million people are accessing the PeduliLindungi 

application with around 55 million monthly 

users.(10) 

In addition to its role as a solution in controlling the 

spread of COVID-19, the use of contact tracing 

applications still has several challenges such as data 

privacy, poor adaptation of society to application 

use, user behavior, technical constraints, ethical 

issues, and lack of trust from users.(11)(12)(13) 

These things affect the quality of services provided. 

The use of the PeduliLindungi application which is 

increasingly being used by people during a 

pandemic and supported by existing government 

policies means that the quality of electronic services 

provided must always be maintained so that it 

remains good and improved to be even better. 

This study aims to get an overview of user 

perceptions of the quality of the electronic service of 

the PeduliLindungi application based on the 

dimensions of E-Service Quality during the COVID-

19 pandemic. 

 

METHODS 

This research is an observational study with a 

quantitative approach using a cross-sectional design. 

Data collection was carried out by distributing 

online questionnaires using the Google form which 

were distributed from late January to early February 

2022 to users of the PeduliLindungi application who 

are domiciled in the Java-Bali region and have used 

the application in the last 3 months. Based on the 

results of data collection, 198 respondents met the 

criteria. Data analysis in this study was carried out 

using the Partial Least Squares Structural Equation 

Model (PLS-SEM) method using SmartPLS3 

software. 

Measurement Models 

The measurement model or outer model shows how 

the observed variable represents the latent variable 

to be measured. The assessment of the outer model 

in data analysis is carried out by testing the validity 

and reliability tests on each variable and the existing 

variable indicators.(14) 

The validity test was carried out to find out how 

good the value of an instrument is for measuring in 

a study and to ensure that there is a correlation 

between each indicator and the constructed variable 

and that there are differences between one construct 

variable and another. The validity test consists of a 

convergent validity test and a discriminant validity 

test.(14) 

In the convergent validity test, outer loading on each 

indicator already has a value of > 0.70 and the 

Average Variance Extracted (AVE) for each 

variable already has a value of > 0.50 so that it can 

be stated that it meets the requirements. After that, a 

discriminant validity test was performed using the 

Fornell Larcker Criterion test. Based on the results 

of the Fornell Larcker Criterion test, all variables 

have a correlation value with itself that is higher than 

the correlation value of these variables with other 
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variables. Therefore, it can be concluded that the 

instrument meets the requirements and is valid. 

After carrying out the validity test, a reliability test 

is carried out to ensure that each variable indicator 

can be trusted and represents the constructed 

variable. Based on the results of the composite 

reliability test, it is known that the composite 

reliability value for each variable meets the 

requirements, namely > 0.70. So it can be concluded 

that all variables have met the requirements and are 

reliable. 

 

RESULTS 

Characteristics of Respondents 

Most of the respondents in this study were aged 17-

24 years (46.0%), were female (67.2%), had a 

bachelor's degree (46.5%), worked as students 

(37.4%), and came from West Java province 

(52.0%). In addition, there is an illustration of the 

use of the PeduliLindungi application by 

respondents during the COVID-19 pandemic, where 

most respondents never forgot to check in (65.2%) 

at the required place during the past month. 

However, there are still respondents who have 

forgotten to check in, where the most reasons are 

because there are no officers to guard or check and 

because the application is experiencing interference 

or errors. Then, when viewed from the commonly 

used features, almost all respondents used the scan 

QR code feature (93.9%), and most used the vaccine 

certificate feature (69.7%). 

An overview of the dimensions of E-Service 

Quality 

Based on the results of the analysis carried out, user 

satisfaction based on the dimensions of user quality 

perception (ESQ) is good with a final mean value of 

3.82. 

Table 1. Overview of the Dimensions of E-Service 

Quality 

No Dimensions Means 

1 Reliability (REL) 4,19 

2 Ease of Use (EOU) 4.01 

3 Application Design (WD) 3.97 

4 Quality of Information (IQ) 3.91 

5 User Experience (EXP) 3.85 

6 User Trust (TRU) 3.81 

7 Privacy (PRI) 3.66 

8 System Availability (SA) 3.58 

9 Responsiveness (RES) 3.54 

 

If seen in Table 1, it can be seen the order of user 

satisfaction on the E-Service Quality dimension 

based on the mean value in each dimension. The 

dimension with the highest satisfaction score is the 

reliability dimension (REL) with a mean value of 

4.19. While the dimension with the lowest 

satisfaction score is the responsiveness dimension 

(RES) with a mean value of 3.54 and the system 

availability dimension (SA) with a mean value of 

3.58. 

Structural Model Evaluation 

The structural model or commonly referred to as the 

inner model in PLS-SEM explains the relationship 

between latent variables, which consists of 

Coefficient Determination (R2), Cross-validated 

Redundancy (Q2), and path coefficient. Two things 

to consider when a structural model is being 

developed are the sequence of constructs and the 

relationships between constructs.(14) 

The Coefficient of Determination (R2) value is a 

value that explains how much the latent variable can 

explain the constructed variable. In this study, the 

R2 value obtained was 0.789, indicating that 78.9% 

of the user's perception of the quality of the 

PeduliLindungi application is explained by the e-

service quality dimensions. However, other 

variables can explain this but were not examined in 

this study. 

Next is the Cross-Validated Redundancy (Q2) value, 

which is a measurement performed to determine the 

predictive power or relevance of predictions outside 

the sample model or based on the inner model. The 

Q2 value of this study is 0.698 or ≥0 so it can be 

concluded that the relevance of the model prediction 

is acceptable. Then, the Path Coefficients test was 

carried out, the results of which can be seen in Table 

2. 

 

Table 2. Path Coefficient Test Results 

 Original 

Sample 

(O) 

Sample 

Means 

(M) 

Standard 

Deviations 

(STDEV) 

T-Statistics P-values Results 

EOU→ESQ -0.053 -0.046 0.078 0.671 0.502 Not Supported 
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  Original 

Sample 

(O) 

Sample 

Means 

(M) 

Standard 

Deviations 

(STDEV) 

T-Statistics P-values Results 

EXP→ESQ 0.334 0.322 0.096 3,486 0.001 Supported 

IQ→ESQ 0.112 0.115 0.074 1.513 0.131 Not Supported 

PRI→ESQ 0.077 0.076 0.056 1,368 0.172 Not Supported 

RAIL→ESQ 0.076 0.075 0.052 1,470 0.142 Not Supported 

RES→ESQ 0.101 0.096 0.066 1,531 0.126 Not Supported 

SA→ESQ 0.049 0.051 0.055 0.891 0.374 Not Supported 

TRUE→ESQ 0.279 0.287 0.094 2,955 0.003 Supported 

WD→ESQ 0.040 0.040 0.081 0.500 0.617 Not Supported 

Based on Table 2, variables that have a significant 

relationship with user perceptions of the quality of 

the PeduliLindungi application are user experience 

(EXP) and user trust (TRU) with p-values below 

0.05 and t-statistics >1.96. The user experience 

variable (EXP) has a p-value of 0.001 and t-statistics 

3.486, while the user's trust variable (TRU) has a p-

value of 0.003 and t-statistics 2.955. 

 

DISCUSSION 

Reliability Dimension (REL) 

The reliability dimension has four indicators, where 

the highest indicator value is found in reliability 

indicator 4 (REL4) regarding the accuracy of check-

in history with a mean value of 4.35. While the 

lowest indicator value is found in reliability 

indicator 1 (REL1) regarding the accuracy of GPS 

location points with a mean value of 3.99. These 

results are supported by respondents' criticism, in 

which several respondents stated that the GPS 

location points in the PeduliLindungi application 

were inaccurate, the location points did not match 

the check-in location and the difficulty in accessing 

location points in places with poor internet 

networks. 

The results of the analysis of the relationship 

between the reliability dimension and the perceived 

quality of users of the PeduliLindungi application 

during the COVID-19 pandemic were not 

statistically significant. These results are in line with 

research conducted by Liem et al. (2020) in another 

field, namely the analysis of customer satisfaction 

with PT. XYZ Bank where the reliability dimension 

has no significant effect on mobile banking user 

satisfaction.(15) 

Responsiveness Dimension (RES) 

The responsiveness dimension has two indicators, 

where the indicator with the lowest value is found in 

responsiveness indicator 2 (RES2) regarding 

interruptions/crashes in the application during the 

loading process with a mean value of 3.32. These 

results are supported by respondent's criticism, 

where there are still complaints about crashes when 

the application is used such as an application that 

closes or exits by itself when it is being used. 

Statistically, the relationship between the 

responsiveness dimension and the perceived quality 

of PeduliLindungi application users during the 

COVID-19 pandemic was also insignificant. These 

results are in line with research conducted by Tsang, 

Lai, and Law (2010), where responsiveness does not 

have a significant effect on user satisfaction and is 

not an important dimension in influencing overall 

satisfaction. This could happen because users have 

high expectations for the responsiveness of the 

application, but the PeduliLindungi application still 

cannot meet these expectations which can be seen 

from the fact that there are still quite several 

respondents who feel neutral and disagree with the 

indicator statement.(16) 

Ease of Use Dimension (EOU) 

The ease-of-use dimension has three indicators, 

where the indicator with the lowest score is found in 

the ease of use indicator 1 (EOU1) regarding the 

ease of finding information with a mean value of 

3.79. These results are supported by the criticism of 

respondents who are still complaining about these 

difficulties in finding information about customer 

service or customer service as well as information 

regarding explanations regarding the features of the 

PeduliLindungi application. 

The results of the analysis of the relationship 

between the dimensions of ease of use and the 

perceived quality of PeduliLindungi application 

users during the COVID-19 pandemic was not 

statistically significant. These results are inversely 

proportional to research conducted by Hoque et al. 

(2021) regarding evaluating patient satisfaction with 

the quality of telemedicine services. Nevertheless, it 

is necessary to increase and improve this area 

considering that this dimension has a strong 

influence on customer satisfaction related to the ease 

of use of the application and obtaining information 

on the application.(17) 
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Privacy Dimension (PRI) 

The privacy dimension has three indicators, where 

the indicator with the lowest score is privacy 

indicator 3 (PRI3) regarding an adequate security 

system with a mean value of 3.61. This is supported 

by the existence of criticism from respondents who 

complained security and protection of personal data. 

The bad precedent that occurred regarding the 

leakage of user data from the PeduliLindungi 

application also affected the user's view of the 

security of personal data. 

The results of the further analysis found an 

insignificant relationship between the privacy 

dimension and the perceived quality of 

PeduliLindungi application users during the 

COVID-19 pandemic. The relationship between the 

privacy dimension and perceived quality is in line 

with research conducted by Li, Liu, and Suomi 

(2009) regarding the quality of e-services in online 

travel services, where the privacy dimension has no 

significant effect on user perceptions of e-service 

quality.(18) 

System Availability Dimension (SA) 

The system availability dimension has two 

indicators, where the indicator with the lowest score 

is found in system availability indicator 2 (SA2) 

regarding technical issues with a mean value of 3.13. 

This is supported by the criticism of respondents 

who complained about technical problems that still 

often occur, such as the process of loading scan QR 

code being long and often fails. 

If seen from the results of the analysis of the 

relationship between the dimension of system 

availability and the perceived quality of users of the 

PeduliLindungi application, the dimension of 

system availability has no significant relationship to 

the perceived quality of users. However, these 

results are not in line with the research conducted by 

Cobelli et al. (2018) where system availability has a 

significant effect on ESQ.(19) This can happen in 

this study because quite a several respondents have 

problems resulting from external factors, such as a 

bad internet signal or network. 

Application Design Dimension (WD) 

The application design dimension has three 

indicators, where the indicator with the lowest value 

is found in the application design indicator 2 (WD2) 

regarding the speed of opening applications with a 

mean value of 3.66. This is supported by the 

complaints of respondents who feel that the duration 

to open the application or the loading process when 

the application is opened is long. 

The results of the test of the relationship between the 

dimensions of the application design on the 

perceived quality of the PeduliLindungi application 

users show that there is no significant relationship to 

the perceived quality of the users. These results are 

not in line with research conducted by Arilaha, 

Fahri, and Buamonabot (2021), which states that 

application design dimensions have a significant 

influence on user perceptions.(20) The dimensions 

of application design that are not significantly 

related to ESQ in this study may occur because, in 

Indonesia, which is a country with a pragmatic 

culture, application design only has a minimal 

influence on the overall quality of electronic 

services.(21) 

Information Quality Dimension (IQ) 

The dimension of information quality has three 

indicators, where the indicator with the lowest score 

is found in the information quality indicator 1 (IQ1) 

regarding the current information presented with a 

mean value of 3.85. This is supported by the 

complaints of respondents regarding not up-to-date 

information on COVID-19 statistics as well as 

information on inappropriate vaccination 

certificates. 

The results of the further analysis show that there is 

no significant relationship between the dimensions 

of information quality and the perceived quality of 

PeduliLindungi application users. These results are 

not in line with research conducted by Hoque et al. 

(2021) which states that the quality of information 

has a significant influence on user satisfaction.(22) 

This could have happened because the majority of 

respondents who had problems on this dimension 

were not the accuracy of the information, but rather 

the addition of several types or content of 

information related to COVID-19. 

User Experience Dimension (EXP) 

The user experience dimension has two indicators, 

where the indicator with the lowest score is the user 

experience indicator 1 (EXP1) regarding the overall 

suitability of the PeduliLindungi application 

features with the respondents' expectations, with a 

mean value of 3.81. This is supported by 

respondents' criticism and complaints about the 

PeduliLindungi application. 

The results of this user experience dimension test on 

the perceived quality of PeduliLindungi application 

users obtain a significant relationship with a t-

statistics value of 3.486 and a p-value of 0.001. 

These results are in line with research conducted by 

Vatolkina et al. (2020) which states that user 

experience has a significant influence on user 

satisfaction.(17) The user experience dimension 
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 influences the user's perception of the quality of 

service received. The dimension of user experience 

is a dimension that has an important role in digital 

services because it is a cognitive state, where there 

are user emotions, that are experienced while using 

or receiving services.(23) 

User Trust Dimension (TRU) 

The user trust dimension has two indicators, where 

both indicators have the same mean value, which is 

equal to 3.81. The results of this last dimensional test 

show a significant relationship between the 

dimensions of user trust and the perceived quality of 

users of the PeduliLindungi application with a t-

statistics value of 2.955 and a p-value of 0.003. 

These results are in line with research conducted by 

Arilaha, Fahri, and Buamonabot (2021) which states 

that the dimensions of user trust have a significant 

influence on user perceptions.(20) Every digital 

application or service provider must pay attention to 

this dimension because it has a dominant influence 

on the user's desire to use the service. Trust is the 

basis for initiating, establishing, and maintaining 

relationships between service providers and users. 

When users feel confident in service or information 

provided, user trust will increase. The higher the 

trust, the higher the level of user 

satisfaction.(24)(25) 

 

CONCLUSION 

Based on the results of the analysis and discussion 

in this study, it was concluded that the user's 

perception of the quality of the PeduliLindungi 

(ESQ) application is good with a total mean value 

of 3.82. The dimensions of the service quality of 

the PeduliLindungi application received positive 

ratings from respondents with a mean range of 3.54 

- 4.19. The REL4 indicator regarding check-in 

accuracy on the Reliability dimension has the 

highest mean value of 4.35. While the lowest mean 

value lies in the SA2 indicator regarding technical 

problems in applications on the System 

Availability dimension with a mean value of 3.13. 

The dimensions that have been proven to make a 

significant contribution to the quality of the 

PeduliLindungi application during the COVID-19 

pandemic are the User Experience dimension and 

the User Trust dimension. 

 

RECOMMENDATIONS 

Recommendations that can be given by researchers 

based on the results of this study are that service 

providers can improve and improve the technical 

functions, features, and security of the 

PeduliLindungi application so that application 

utilization can be maximized and can increase 

application reputation, positive experience, and user 

trust. service providers can also develop the use of 

the PeduliLindungi application not only limited to 

contact tracing or COVID-19. This is done to 

expand the usefulness of the PeduliLindungi 

application to become a health-based application 

that can be a source of information related to health 

services and can be used for the long term, even after 

the pandemic ends. 
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Abstract. The Indonesian Government established referral hospitals for COVID-19 as an effort in combating the 

pandemic. Referral hospitals for COVID-19 submit their services’ claims to the Ministry of Health. Hospital X in 

Bantul experienced challenges in submitting COVID-19 claims and underwent claim disputes which caused 

delays in payment process. This research aimed to explore the factors that led to the disputes over the COVID-19 

claims. This descriptive research was conducted with a qualitative approach, using in-depth interviews and 

observations. The additional descriptive analysis used secondary data COVID-19 claim dispute file reports from 

2020. The results showed that the highest criteria of disputed claims at Hospital X were the criteria for non-

compliant guaranteed participants, incomplete claim files, non-compliant comorbid diagnoses, and identities that 

did not comply with the provisions. The causes of the disputes over claims for patients with COVID-19 included 

inaccurate history taking, differences in regulation perceptions between the provider and payer, PCR results were 

not provided, and doctors had a lack of understanding regarding the technical guidelines for COVID-19 claims. 

In addition, there were technical problems faced by the hospital during the process of submitting claims, including 

regulations were changed frequently, errors in applications, incomplete medical resumes, and unreadable doctors’ 

writings. Disputed claims did not affect the hospital cash flow, yet delayed the payment process to health workers, 

which might harm the quality of services. 

Keywords: dispute claim, COVID-19, cash flow, hospital, Indonesia 

 

Abstrak. Upaya Pemerintah Indonesia dalam penanggulangan COVID-19 adalah dengan menetapkan rumah sakit 

rujukan pandemic ini. Rumah sakit rujukan COVID-19 dapat mengajukan  klaim ke Kementerian Kesehatan. 

Rumah Sakit X di Bantul dalam mengajukan klaim COVID-19 mengalami kendala dan adanya kasus dispute 

klaim yang menyebabkan proses pembayaran klaim tertunda. Penelitian ini bertujuan untuk menganalisis faktor-

faktor yang menyebabkan dispute klaim COVID-19. Jenis penelitian ini merupakan penelitian deskriptif  dengan 

pendekatan kualitatif, dengan wawancara mendalam dan observasi, ditambah analisis deskriptif menggunakan 

data sekunder yaitu laporan berkas dispute klaim COVID-19 tahun 2020. Hasil penelitian menunjukkan bahwa 

kriteria tertinggi dispute klaim di Rumah Sakit X adalah kriteria  peserta jaminan tidak sesuai, berkas klaim tidak 

lengkap, diagnosa komorbid tidak sesuai ketentuan, dan identitas tidak sesuai ketentuan. Penyebab dispute klaim  

pasien COVID-19 disebabkan karena ketidaktepatan   anamnesis, perbedaan persepsi, hasil PCR tidak terlampir, 

kurangnya pemahaman DPJP mengenai juknis klaim COVID-19. Kendala dalam proses pengajuan klaim adalah 

regulasi yang mengalami perubahan, aplikasi eror, kelengkapan rekam medis lebih dari 2 x 24 jam, 

ketidaklengkapan resume medis, dan tulisan dokter yang tidak dapat dibaca. Dispute klaim tidak berdampak pada 

permasalahan cash flow rumahsakit, tapi menunda pembayaran jasa medis dan perawat, dan dapat menurunkan 

kualitas layanan. 

Kata Kunci:  klaim dispute, COVID-19, arus kas,rumah sakit, Indonesia 

 

INTRODUCTION 

The World Health Organization (WHO) announced 

the Corona Virus Disease 2019 (COVID-19) as a 

global pandemic on March 11, 2020. All countries 

have been affected by this novel coronavirus 

disease. As the number of COVID-19 cases 

continued to increase, the Government of Indonesia 

mailto:hafidz.firdaus@ugm.ac.id
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issued a Decree from the Minister of Health of the 

Republic of Indonesia Number 

HK.01.07/Menkes/104/2020 that COVID-19 is a 

certain emerging infectious disease that causes 

outbreaks and public emergencies, and it is 

mandatory to enact countermeasures that require 

financing.(1) 

In response to the COVID-19 pandemic, the 

Indonesian government issued the Decree from the 

Minister of Health, numbered 

HK.01.07/Menkes/275 of 2020. This decree 

designated 132 hospitals located in every province 

of the country as referral hospitals for the 

management of certain infectious diseases. The 

purpose of this measure was to ensure that there 

were sufficient medical facilities with the necessary 

resources to manage COVID-19 cases and other 

infectious diseases.(2) 

People infected with COVID-19 can get health 

services, such as laboratory tests, radiology, and 

hospitalization if the patient has co-morbidities or 

with special assistance. The state bears healthcare 

costs for patients infected with COVID-19 through 

social insurance.(3) One of the Indonesian 

government's strategies in dealing with this 

pandemic is the waiver of COVID-19 patient fees, 

based on Minister of Health Regulation 59 of 2016, 

that patients with certain emerging infectious 

diseases are exempt from financing.(4) 

Hospitals that treat patients with COVID-19 can 

apply for reimbursement of costs following statutory 

provisions. Claim costs for patients with COVID-19 

are regulated in the Decree of the Minister of Health 

of the Republic of Indonesia Number 

Hk.01.07/Menkes/446/2020 concerning Technical 

Instructions for Claiming Reimbursement for 

COVID-19 Patient Services. Those hospitals 

providing services for patients infected with 

COVID-19 can submit claims to the Ministry of 

Health through the Director General of Health 

Services. The patient care costs that can be claimed 

are outpatients and inpatients with the criteria of 

suspected patients, probable patients, and confirmed 

COVID-19.(5) 

Hospitals have faced challenges in submitting 

claims for COVID-19-related expenses, leading to a 

significant number of disputes. A report from the 

Social Health Insurance Administration Body (BPJS 

Kesehatan) revealed that, as of October 2021, the 

agency had received a total of 1,345,970 COVID-19 

claims, amounting to IDR 72.3 trillion. After 

verification, 933,708 claims were deemed 

appropriate, with a total cost of IDR 50.5 trillion, 

representing 79.07% of all claims. However, 

170,335 claims, or 14.42% of the total, were 

disputed, with a cost of IDR 9.9 trillion. 

Additionally, there were 72,248 pending claims, 

representing 6.12% of all claims, with a total cost of 

IDR 3.4 trillion. These challenges in processing 

claims have added to the burden faced by hospitals 

as they work to manage the impacts of the COVID-

19 pandemic.(6) 

Hospital X is one of the hospitals that obtained an 

Operational Permit and has been designated as a 

type B hospital in Bantul Regency. It has been 

designated as a referral hospital for managing 

certain emerging infectious diseases based on the 

Decree of the Governor of the Special Region of 

Yogyakarta Number 61/Kep/2020.(7) While dispute 

claims also occurred at Hospital X, the increasing 

number of patients with COVID-19 being treated at 

Hospital X also increased the filing of COVID-19 

claims. However, delays followed this in the 

payment of claims due to the disputed claims. The 

delay in paying COVID-19 claims may significantly 

impact contributing income to hospitals during this 

pandemic. 

From April to July 2020, Hospital X submitted 138 

claims and 83 were disputed. The disputed claim 

costs were IDR 7,557,420,000. The value was large 

enough to cause potential losses for COVID-19 

claims submitted by the hospital and may have 

affected the financial flows at Hospital X. To 

understand and mitigate the disputed claims, this 

research aimed to explore the main factors that led 

to the disputed claims. 

 

METHODS 

This descriptive research was conducted with a 

qualitative approach. Qualitative research was used 

to obtain data regarding the causes of disputed 

claims by patients with COVID-19. The research 

design was a case study to dig deeper into the causes 

of disputed claims. Data were collected through in-

depth interviews, and claim file data in 2020. 

This research was conducted at Hospital X Class B 

(a COVID-19 referral hospital) located in Bantul 

Regency, Special Province of Yogyakarta. The 

determination of research subjects was selected 

based on specific criteria. The research subjects who 

were the primary data sources in this research were 

Isolation Room Administrative Officers (1 person), 

Medical Recorder (1 person), COVID-19 Claim 

Coder (1 person), Claim Person in Charge (1 

person), general practitioners (2 people), Doctors in 

Charge of Patients (2 people), Chief Treasurer (1 

person), BPJS Kesehatan Verifier (1 person), and 

Head of the Health Service Division (1 person). The 

process of data analysis used content analysis 

techniques to discuss the management of claims that 

caused disputes over claims by patients with 
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 COVID-19. Questions were asked openly, then 

analysis and classification of the answers given were 

done based on the data.  

This research was conducted based on research 

ethics considerations, and its implementation was 

conducted after obtaining research approval. The 

permission in the form of Ethical Clearance issued 

by the Medical and Health Research Ethics 

Committee of the Faculty of Medicine, Public 

Health and Nursing, Universitas Gadjah Mada, 

Yogyakarta, Indonesia, with a letter-number 

KE/FK/0172/EC/2022. 

RESULTS AND DISCUSSION 

Causes of Disputed Claims of Patients with 

COVID-19 at Hospital X Class B in Bantul 

Regency 

Based on secondary data from the 2020 report of 

verification result, the COVID-19 claim at Hospital 

X has two verification results: an appropriate claim 

and a disputed claim. The following is the claim file 

data submitted by Hospital X. 

Table 1. Report of verification result data of COVID-19 claims at Hospital X Class B, Bantul Regency, 2020 

Month Claim Submitted Approved % Disputed % 

April 37 14 39% 23 62% 

May 49 13 27% 36 73% 

June 21 10 48% 11 52% 

July 31 18 49% 13 42% 

August 42 22 52% 20 48% 

September 91 14 15% 77 85% 

October 28 12 43% 16 57% 

November 61 44 72% 17 28% 

December 83 44 53% 39 47% 

Total 443 191 43% 252 57% 

Source: Report of Verification Result 2020.

There were 443 filed claims by Hospital X. Of the 

443 claim files, there were 191 claims approved 

(43%) and 252 files were disputed claims as much 

as 57%. 

Based on the 2020 Report of Verification Result 

data, there are four criteria for the highest COVID-

19 disputed claims at Hospital X. The following 

describes the criteria for a COVID-19 disputed 

claim at Hospital X:  

Table 2. Criteria for the highest disputed claims at 

Hospital X, Bantul Regency in 2020 

No. 
Dispute Criteria 

Number 

of Files 
% 

1. The criteria for 

participants in the 

COVID-19 

guarantee do not 

comply with the 

provisions 

187 74.2 

2 Incomplete file 27 11.0 

3 Comorbid diagnoses 

are not in 

accordance with the 

provisions 

17 7.0 

4 Identity does not 

comply with the 

provisions 

11 4,.4 

 Total  242 96.6 

Based on secondary data and the results of 

interviews, the highest cause of disputed claims 

involved the inaccuracy in enforcing suspected 

diagnoses that were not in accordance with the 

provisions of the Decree of the Minister of Health 

technical guidelines for COVID-19 claims. 

The large number of patients admitted to isolation 

facilities at Hospital X has led to inaccuracies in 

history-taking and physical examinations. With 

only a few general practitioners on duty, doctors at 

the hospital have had to work quickly and with 

limited information provided by patients and their 

families. In some cases, patients or their families 

were unaware that they had been in contact with 

individuals who had tested positive for COVID-19, 

which further complicated the situation. These 

challenges are reflected in the results of hospital 

staff interviews: 

“We are the doctors on duty for the COVID-

19 emergency room and the ward. In one 

team, sometimes consists of 2 or 3 people. 
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So, this is a difficulty for the assessment. 

Sometimes, the patient also does not realize 

that his activities can have positive 

results….” (DU1) 

 

Another cause of disputed claims was differences in 

the perceptions of the Doctor in Charge of Services 

and the verifier, where the Doctor in Charge of 

Services only made a diagnosis based on clinical 

circumstances. Meanwhile, the Decree of the 

Minister of Health verifier and provisions require 

evidence of fever, other symptoms, contact, and 

travel history to make a diagnosis. If the Doctor in 

Charge of Services does not reflect compliance with 

this information, then the verification process will 

become a disputed claim, followed by a re-

confirmation procedure. This situation is shown in 

the results of the following interviews: 

"...so just write down according to what is 

available such as the results of a physical 

examination, more just the clinical situation. 

There are patients with typical symptoms of 

COVID-19 but the PCR is negative, so we 

give COVID-19 therapy, and the patient 

recovers." (Doctor in Charge of Services 1) 

The second criterion for the COVID-19 claim 

dispute was an incomplete claim file. Supporting 

claim files was very influential in the process of 

verifying claims and the success of COVID-19 

claims. The terms of completing the claim files were 

the duty of the isolation room administration officer, 

but in the results of the verification, there were still 

incomplete files causing a disputed claim at Hospital 

X. The incomplete forms were the results of the first 

polymerase chain reaction (PCR) test and the results 

of supporting tests that support the diagnosis, such 

as D-dimer. 

Disputed claims for COVID-19 also happened 

because the files were incomplete due to referral 

patients, where sometimes the referring hospital 

forgot to attach the PCR results and laboratory 

supporting examinations. Even though at Hospital 

X, a PCR test was repeated, the Verifier still asked 

for the first PCR result. This is seen in the results of 

the following interviews: 

" Sometimes lab results from outside are 

referral patients, now patients come for 

referrals, but they don’t bring their lab 

results, it has to be uploaded." 

(Administrator) 

The third criterion for disputed claims for patients 

with COVID-19 at X Hospital was comorbid 

diagnoses that do not comply with the provisions. It 

was due to an understanding of the related policy for 

claims that the doctor in charge must understand. It 

is not only the claims officers who know it since all 

those related to claims must follow the Decree of the 

Minister of Health technical guidelines for claims. 

Based on secondary data and interview results, there 

were doctors in charge of the patient who wrote 

incomplete medical resumes and differences in 

doctors' perceptions regarding comorbid diagnoses 

of COVID-19. This issue is reflected in the results 

of the following interviews: 

“like a lack of therapy writing, sometimes 

there are some Doctors in Charge of the 

Patient who don’t write.…” (RM) 

“…The comorbid that is often written about 

is pneumonia, even though pneumonia is not 

included in the Decree of the Minister of 

Health…” (VRS) 

"Then for others, maybe this is a comorbid 

diagnosis, but in the treatment process, there 

is no term for special treatment…” (VBPJS) 

“What kind of comorbidities but there are no 

supporting examinations.” (PJK) 

The fourth cause for the disputed claims for COVID-

19 patients at X Hospital was because the identity 

did not comply with the guidelines. The highest 

cause was because the National Identity Number did 

not match the data in the Indonesian Civil Registry. 

This is seen in the results of the following 

interviews: 

“There was a National Identity Number that 

was the same as the identity, but yesterday 

there was also a mistyped identity” (KK) 

“National Identity Number problem, it's 

only a few, madam” (VRS) 

“Administratively, it's National Identity 

Number’s fault.” (PJK) 

The process of verifying the COVID-19 claims for 

identity data uses an Indonesian identity card or 

national identity number. However, there were some 

inaccurate national identity numbers, due to typing 

errors. In entering claim data, accuracy becomes 

very important. 

Obstacles Faced by Hospital X in Submitting 

Claims for Patients with COVID-19  

Human Resources 

Although there was only one coder, it was still 

considered sufficient. The coder does coding and 



 

12 

JOURNAL OF INDONESIAN HEALTH POLICY AND ADMINISTRATION January 2023, Vol. 8, No. 1, Page.8-18 

 

 data entry, as well as matching the number of files 

submitted with the inputted files, assisted by a scan 

officer. While the isolation room administrator is 

responsible for completing the claim file for patients 

with COVID-19, in this case, an administrator was 

deemed sufficient even though there were many 

claim file requirements that must be completed. This 

situation is seen in the following interview results: 

“In my opinion, the claim officer is enough.” 

(PJK) 

“The claim officer is quite adequate, even if 

it's by reducing other parts of the service and 

assisted by volunteers.” (KBY) 

.Policies and Standard Operating Procedures 

(SOP) 

Hospitals have relied on the Decree of the Minister 

of Health's technical guidelines for COVID-19 

claims as a reference when submitting claims for 

patients with the disease. However, these technical 

guidelines have been amended multiple times, 

causing confusion among hospital staff. Interviews 

with staff members have revealed that they 

struggled to keep up with the guidelines' changes, 

making it challenging to submit accurate claims for 

COVID-19-related expenses. This highlights the 

need for clear and consistent guidelines to ensure 

that hospitals can effectively manage the costs 

associated with treating patients with COVID-19. 

“It changes back and forth, so sometimes 

that's what makes us experience problems 

because the regulations are out now but 

apply in the past.” (KK) 

“There are rules that are not applied in the 

same way as before.” (VRS) 

Facilities and infrastructure 

Facilities and infrastructure function to simplify 

and speed up the claim submission process. The 

facilities and infrastructure that support the claims 

submission are computers, printers, and scanners. 

All of these work facilities are available in the 

isolation administration room and in the case-mix 

unit. There were 14 computers, 14 printers, five 

scanners, and one photocopy machine for the case-

mix unit. It is discussed in the following interview 

results: 

“Basically, the facilities and infra 

structure are adequate, such as computers 

and printers that already exist” (ADM) 

Technology 

Hospital X faced some technical problems in 

submitting claims. For example, there were 

unstable network problems and application errors 

because many referral hospitals upload claim files 

during working hours, so uploading claim files 

becomes disrupted. As a result, the coder has to 

work on them outside of working hours. This is 

seen in the results of the following interviews: 

“Sometimes the file is unreadable, it's credit, 

so we failed to send it. That's why I used to 

work overtime and stay here, that's it.” (KK) 

Medical Record Completeness 

Another obstacle found in the completeness of the 

medical record was that the Doctor in Charge of 

Services did not directly fill in the medical resume. 

When a patient was allowed to leave the hospital, 

the Doctor in Charge of Services should 

immediately complete a medical resume, but the 

facts in the field are that the Doctor in Charge of 

Services completes a medical resume two days or 

more after the patient is allowed to go home. This 

is because medical specialists have many patients 

and are only willing to fill out resumes at the 

polyclinic, which has a practice schedule that is 

only three times a week. This is discussed in the 

results of the following interviews: 

“If there are not many patients, we have to 

take them to the poly, and it usually takes a 

long time.” (ADM) 

“The room administrator returns the status 

here, mostly around 2x24 hours, because 

they are waiting for the doctor's resume and 

they only photocopy the file, when it's 

finished, it's returned here.” (RM) 

Collection of Claim Files 

Claim files were expected to be completed one day 

after the patient was discharged. This approach 

helped BPJS Kesehatan to collect the files on time. 

However, there were obstacles related to the 

process of collecting the COVID-19 claim files at 

Hospital X, including incomplete medical resumes 

written by doctors and Integrated Patient 

Development Records that were not in accordance 

with the patient's condition. This is seen in the 

results of the following interview: 

“Yes, if there are still missing files, for 

example like a resume, the doctor's writing 

is lacking…., the Integrated Patient 

Development Records are out of sync from 

start to finish …..” (ADM) 

Coding and Data Entry Provision 
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Hospital X continues to rely on paper-based 

medical records, which means that coders must 

manually enter data into the E-claim application for 

coding purposes. The code assigned by the coder 

must match the primary diagnoses and actions 

documented by the doctor in the medical records. 

Fortunately, the coders at Hospital X have not 

experienced any major issues with coding and data 

entry because they have a strong understanding of 

the Decree of the Minister of Health's technical 

guidelines for COVID-19 claims. This was 

confirmed in recent interviews with staff members 

at the hospital. However, the continued use of 

paper-based records highlights the need for 

hospitals to transition to more efficient and reliable 

electronic systems: 

“If the coding is correct, it's because the 

coding is all the same.” (VBPJS) 

Verification of Claims of Patients with COVID-

19  

Another obstacle of the BPJS Kesehatan Verifier 

during the process of verifying the claim file of 

Hospital X was the doctor's writing which was 

unclear and illegible. This is because Hospital X 

still uses manual medical records, although it is 

known that the doctor's writing greatly influences 

claims. In responding to this, the Social Health 

Insurance Administration Body verifier will 

confirm information in advance with the hospital, 

as seen in the results of the following interview: 

“There is an unclear doctor's writing ….” 

(VBPJS) 

 

The Impact of the Dispute Claims of COVID-19 

on the Hospital Cash Flow  

During the COVID-19 situation, service utilization 

decreased at Hospital X. This was because people 

were worried about being infected with COVID-19 

when they came to the hospital. Hospital X also 

limited the number of patients and opening time. 

From this situation, the income of Hospital X 

decreased. However, from the revenue side, 

Hospital X revenue increased. It is because 

payments for services in 2019 were paid in 2020, 

and Hospital X received grants to provide services 

to COVID-19 patients. This is seen in the results of 

interviews and secondary data as follows: 

“From the reception side, there was a 

decline, on the revenue side in 2020 it was 

rather high because there was payment for 

services in 2019. It was paid in 2020. As for 

expenses, it is clear that in 2020 there has 

been an increase…..”(BP) 

Based on the data from the Verification Results 

Reports, from a total of 443 claim files submitted 

from April to December 2022, there were 252 

dispute claims with a total claim of as much as Rp. 

17,823,434,000, which is a very large amount that 

might affect the financial flows of Hospital X. 

Based on the results of the interviews, the impact of 

dispute claims at Hospital X caused a delay in 

payment of incentives or services for doctors or 

other health staff related to patients with COVID-19, 

as seen in the results of the following interviews: 

“The incentive is delayed; the impact is 

more incentive…” (PJK) 

“…For us personally it doesn't really affect 

us, because we get aid funds and goods 

grants…. So actually, the impact of the 

dispute is more on the incentives to retreat 

…”  (BP) 

“Does not really affect cash flow, because 

the percentage of disputes is relatively low.” 

(KBY) 

The impact of the disputed claims of patients with 

COVID-19 did not really affect hospital cash flow, 

even though the value of the disputed claims was 

quite large. This happened because Hospital X 

received grants and in-kind contributions. However, 

the impact of disputed claims has caused a delay in 

paying for the services of doctors, nurses, and other 

health staff from the promised date. 

 

The Criteria for Participants in the COVID-19 

Insurance Do Not Comply with the Provisions  

One of the causes of the disputed claim at X Hospital 

was that written indications and diagnoses did not 

match the technical guidelines for COVID-19 

claims, and it was as many as 187 files (74.2%). It 

included an incomplete initial medical assessment. 

Meanwhile, the Decree of the Minister of Health 

verifier and provisions require evidence of fever, 

other symptoms, contact history, and travel history 

to make a diagnosis. If the Doctor in Charge of 

Services does not reflect this, then the verification 

process will become a disputed claim, followed by a 

re-confirmation procedure. Previous research 

showed that the highest number of disputed claims 

for COVID-19 in hospitals in Indonesia was because 

claims did not comply with the guidelines 

(37.03%).(8)  
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 The initial patient assessment aims to understand the 

patient's condition and the treatment to be given and 

establish a diagnosis. The patient's initial assessment 

consists of the patient's identity and anamnesis 

results, including a history of current or past illness, 

physical examination, and medical support.(11) 

Indications for diagnosing patients suspected of 

COVID-19 were based on the Decree of the Minister 

of Health 238 and 446 of 2020. Suspected cases are 

if the patient has symptoms of fever, cough, runny 

nose, weakness, headache, muscle aches, 

nausea/vomiting, diarrhea, a history of fever above 

38 degrees, anosmia, travel history, and contact 

history.(5) 

Filling out the initial assessment is the responsibility 

of the general practitioner. In order to minimize the 

inaccuracy of the history and speed up the history-

taking process, Hospital X has created a COVID-19 

screening form that only needs to be filled in with a 

tick. Despite the existence of the form, the 

inaccuracy of diagnosis still occurs. The hope is that, 

before the claim file is uploaded, the internal verifier 

checks again whether it is following the Decree of 

the Minister of Health technical guidelines for 

COVID-19, and if it is not following the claim file, 

it is returned to the doctor to be completed first. 

Incomplete claim file 

Supporting claim files is needed in processing 

claims verification. The terms of completing the 

claim file are the duty of the administrator of the 

isolation room. But in the results of the verification, 

there were still incomplete files causing a disputed 

claim at Hospital X. Some incomplete result forms 

involve the first PCR result and the results of 

supporting examinations that support the diagnosis, 

such as D-dimer. Previous research at UI Hospital 

showed that the disputed claim was dominated by 

incomplete swab and rapid test results, different 

return times from swab results, and incomplete 

comorbid support.(9) 

Based on the technical guidelines for claims of 

patients with COVID-19, the criteria for guaranteed 

patients with COVID-19 are confirmed, suspected, 

and probable patients. Criteria for COVID-19 

inpatients must undergo a reverse transcription-

polymerase chain reaction (RT-PCR) examination 

on the first and second day of treatment, then take 

another swab on the seventh day.(5) Sometimes, the 

PCR results and laboratory support were not 

attached because the patient comes from another 

hospital or referral patient, where the results are not 

given to the referral-receiving hospital. To avoid 

this, cooperation is needed, such as the doctor in 

charge of the Emergency Room and isolation room 

administrator reminding each other if there are 

referral patients and efforts from Hospital X’s case-

mix team to make a checklist of claim file 

requirements. Therefore, when the files are 

collected, it is complete and following the technical 

guidelines for the COVID-19 claim. 

Comorbid diagnoses are not following the 

provisions 

Healthcare providers are required to document all 

services provided.  These records are written in the 

medical record. Based on our study, another cause 

of the dispute claims for patients with COVID-19 

at Hospital X was comorbid diagnoses that did not 

comply with the provisions accounting for as much 

as 7%. This was due to the Doctor in Charge of 

Services wrote the incomplete medical resumes, 

especially in the diagnostic examination section, as 

well as differences in doctors' perceptions 

regarding comorbid diagnoses of COVID-19. 

The reason for the rejection of the claim is the 

supporting evidence of an incomplete diagnostic 

examination (9). The description of the highest 

dispute criteria in Indonesia based on BPJS 

Kesehatan data in Ambarwati's research in 2020 

was a comorbid diagnosis that does not comply 

with the provisions as much as 5.4%.(8) 

Doctors are healthcare providers who are required 

to diagnose and provide medical care to patients, 

and all of these actions are fully documented.(10) 

Incomplete and non-specific documentation will 

result in coding inaccuracies and disputed claims. 

Based on the technical guidelines for the COVID-19 

claim, a comorbid diagnosis is a patient who has a 

previous chronic illness that will aggravate the 

COVID-19 disease. Comorbid diagnoses include 

immunocompromised disease, heart disease, 

diabetes mellitus, asthma, hypertension, kidney 

disease, tuberculosis, HIV, and others.(5) 

The orderly administration of claims is not enough 

to attach claim support files, but must be in 

accordance with the patient's condition and claim 

regulations. The medical resume must include all 

healthcare providers and be in accordance with the 

patient's condition. The completeness of the medical 

resume is the responsibility of the Doctor in Charge 

of Services but the doctor on duty can also assist in 

completing the medical resume. In addition, the 

medical record department must also ensure whether 

the forms in the medical record are complete or 

incomplete. In order for the completeness of the 

medical record and the success of the claim, the 

Doctor in Charge of Services must adhere to patient 

handling guidelines or SOPs.(9,11) In overcoming 

problems at Hospital X, it is necessary to monitor 

and always confirm with the doctor in charge of the 

patient before the claim file is submitted. 
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Identity does not comply with the provisions 

The identity used in the COVID-19 claim is an 

Indonesian Identity Card, Family Card, or a letter 

from the village administration for Indonesian 

citizens, and a passport for foreign citizens. The 

fourth highest disputed claim criteria at Hospital X 

was because the identity did not comply with the 

provisions. The national identity number showed it 

did not match the civil registry data, leading to 

disputes claims for patients with COVID-19 at 

Hospital X, even though the number was small. This 

happened due to an error in inputting the 

membership number, the coder made several 

mistakes in typing the National Identity Number, 

causing the identity to be incorrect or unverified in 

Civil Registry, or the wrong and unverified. 

National Identity Number which caused a dispute 

claim. 

One of the causes of pending claims at the hospital 

is the inaccuracy of coders. These errors can occur 

because the number of files is very large, so the 

coder is working on coding and inputting data in a 

hurry.(12) One alternative to prevent this from 

happening at Hospital X is that the internal verifier 

needs to re-check the data entered by the coder. 

Responding to the events and causes of dispute 

claims of patients with COVID-19 that occurred at 

Hospital X, the head of the case-mix team records 

the causes of the dispute and takes direct action. For 

example, if the patient care days are too long, the 

officer claims that COVID -19 has immediately cut 

the treatment day. Then, they should provide 

direction to officers related to COVID-19 claims, 

such as the Head of the Isolation Room, the isolation 

room administrator, the head of the general 

practitioner, and also the laboratory staff. These 

briefings are not routinely done. Briefings are only 

conducted if there is a high dispute incident. But in 

that briefing, the Doctor in Charge of Services was 

not included. The Doctor in Charge of Services 

should have been included. 

The Process of Submitting a COVID-19 Claim at 

Hospital X 

The process of submitting a COVID-19 claim for 

reimbursement costs starts with the hospital 

submitting a claim by completing claims supporting 

documents, filling in patient data, and uploading 

files through the e-claim application until the 

COVID-19 claim is verified by Social Health 

Insurance Administration Body.(5) In the case of 

submitting a COVID-19 claim, Hospital X 

experienced  five obstacles, namely the claim 

regulations or technical instructions which had 

changed several times, causing the case-mix team to 

be confused and overwhelmed in following these 

changes. 

The technical guidelines for Covid-19 have been 

updated several times, including the Decree of the 

Minister of Health 238 for 2020, the Decree of the 

Minister of Health 46 for 2020, the Decree of the 

Minister of Health 4434 for 2021, the Decree of the 

Minister of Health 4718 for 2021, and the latest 

Decree of the Minister of Health 5673 for 2021. The 

changes of technical guidelines for Covid-19 claims 

aim to facilitate the process of claims, but in fact, 

there are still disputed claims and hospitals are 

confused between the issuance of new regulation 

and the applicable regulation. 

The integrated claim files for patients who are still 

comorbid, they need treatment. This situation is 

confusing. Such as, Patients from the isolation room 

are then transferred to the regular ward, the claim 

files must be separate. 

The problem of criteria for Covid-19 patients not 

complying with the provisions still occurs, although 

it's not as much as in 2020. Whereas, the latest 

regulation states that confirmed patients can be 

proven with the positive PCR and positive antigen 

results. However, in the verification process, the 

Verifier asks for a history of fever above 38 degrees, 

travel  and contact.  Then, not all symptoms are 

found in this suspected patient. When the patient 

comes to the hospital, symptoms such as fever do not 

appear. 

The technical guidelines for Covid-19 claims state 

that the Ministry of Health will make payments 

within 3 working days after receiving BAHV from 

Social Health Insurance Administration Body with a 

down payment of 50%. But in fact, the The hospital 

accepts payments for up to 4 months and the down 

payment given is below 50%. 

There is a regulation regarding technical documents 

for COVID -19 claims, which aims to regulate the 

claim process in a trusted, transparent and smooth 

manner. The regulations regarding technical 

guidelines for COVID claims have changed five 

times so it made Hospital X overwhelmed to adjust 

them. Ideally, the existence of a new policy should 

be accompanied by the efforts of policymakers 

(Ministry of Health and the public health Officer) to 

socialize it. In this case, the Ministry of Health had 

done some socialization, although it was not been 

able to realize a common perception and technical 

understanding of claims between hospitals and the 

Social Health Insurance Administration Body.(8) 

The second obstacle in the process of submitting a 

COVID-19 claim at Hospital X is the e-claim 

application, namely, an application error occurs 
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 during working hours, which causes the coder's 

performance to be disrupted. 

One of the claims management challenges lies in the 

technical challenges, namely software that takes a 

long time to read instructions in the claims 

process.(13) Another obstacle in the implementation 

of claims is the unpreparedness of the application 

and the system for resubmitting revisions to disputed 

claims, where claims that have been submitted are 

not readable in the e-claim system, so the hospital 

has to re-upload the file.(8) 

For claims for patients with COVID-19 at Hospital 

X to still be submitted in a timely manner, the claims 

officer decided to work on filing claims outside of 

working hours or in the afternoon until late at night, 

because at night the e-claim application runs 

smoothly. 

Another obstacle to the process of submitting a 

COVID-19 claim at Hospital X was that the process 

of completing medical records takes a long time, 

which is more than 2 x 24 hours. So, it does not 

match the quality indicators of medical records at 

Hospital X. This is because doctors have many 

patients. and the practice schedule is only three 

times a week. 

Factors that affect the completeness of medical 

records for more than 24 hours are medical 

specialists who tend to have a pile up of the medical 

resumes. This is because they have many patients in 

the polyclinics and surgeries so doctors are 

exhausted and do not have time to fill out the 

resumes in a timely way.(14) 

Medical records involve documents that contain a 

patient's medical history. The contents of the 

inpatient medical records at least contain the 

patient's identity, results of anamnesis, physical 

examination, supporting examinations, treatment or 

action, discharge summary. One of the benefits of 

medical records is it can be used as a basis for paying 

health care costs.(15) 

Based on the medical record quality indicators that 

are guided by Minister of Finance Regulation 129 of 

2008, medical record completeness should be 

ensured within 24 hours after completion of service 

and for returning inpatient medical record files 

within 2 x 24 hours.(16) 

The SOPs regarding the completeness and return of 

medical records at Hospital X already exist. But 

medical specialists do not apply them properly. In 

this case it is hoped that monitoring and evaluation 

should be done once a month and medical specialists 

who complete inpatient medical records according 

to the quality indicator that is 1 x 24 hours will be 

rewarded. 

The fourth obstacle in the process of submitting a 

COVID-19 claim at Hospital X is the collection of 

claim files for patients with COVID-19, the 

completeness of the claim files at Hospital X done 

by the administrator of the isolation room, and the 

collection of claim files both hardcopy and softcopy. 

Obstacles in file collection are mostly incomplete 

medical resumes written by doctors. An incomplete 

medical resume written by a doctor will result in the 

return of the claim file. 

Completeness of the supporting requirements for 

submitting a COVID-19 claim include the medical 

resume, treatment room description, laboratory 

results, radiology results, other supporting results, 

prescriptions for drugs or medical devices, billing, 

and etc.(5) 

The quality of medical records is influenced by the 

knowledge of doctors, but good knowledge does not 

always ensure optimal medical record filling. This 

happens because doctors have a high workload, and 

lack of support from hospitals and lack of 

communication.(17) The existence of incomplete 

medical resumes at X Hospital requires supervision 

from the Head of Health Services Division and the 

medical committee. 

The claim file submitted by the hospital is then 

subjected to a verification process by the Social 

Health Insurance Administration Body to determine 

whether the claim file is eligible to be paid or not. 

Claim verification is a procedure for testing the 

correctness of health care fee claims submitted by 

the hospital and if there is a resume that is not 

accompanied by an examination, then the claim will 

be returned to the hospital for confirmation.(12) 

In verifying the claim files from Hospital X, the 

verifier experienced a problem, namely a medical 

resume that was difficult to read because Hospital X 

still used conventional medical records. The 

handwritten medical resumes make it difficult to 

read, resulting in errors in the claim report.(18) To 

reduce medical resumes where doctors' handwriting 

are unclear and unreadable, it is hoped that Hospital 

X will implement electronic medical records. 

Impact of Hospital X’s Cash Flow 

At the beginning of the COVID-19 pandemic, the 

hospital limited patient visits and did not have 

operations except during emergencies which 

caused the hospital's income to decrease. Financial 

problems were also compounded by the disputed 

claims of patients with COVID-19 which caused 

payment delays. These problems disrupted 
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hospital’s cash flow and had other impacts, namely 

providing COVID-19 service infrastructure, such 

as negative pressure isolation rooms and medicines 

that require large funds. Then, the cost of health 

care increased, due to the rearrangement of 

services in hospitals, namely the separation of 

infectious and non-infectious patient care services, 

patient screening, clean, healthy, safe medical 

services and increased digitization of hospital 

services. These can delay the payments to 

providers of drugs and medical devices, and 

salaries of health workers which will result in 

decreased performance.(8,18,19) 

Even though Hospital X experienced a decrease in 

the number of patient visits and had many disputed 

claims for patients with COVID-19, it did not really 

affect the cash flow at Hospital X, because Hospital 

X received assistance funds for healthcare for 

patients with COVID-19 and received substantial 

goods grants. Not all hospitals experienced financial 

problems during the COVID-19 pandemic. In some 

areas, there are hospitals experiencing greater 

revenue for treating patients with COVID-19 and 

getting resource assistance.(19) 

 

CONCLUSIONS 

Hospital X faced several challenges in submitting 

claims for patients with COVID-19, including 

inaccurate patient history, differing perceptions 

between providers and payers, missing PCR and 

laboratory results for referral patients, a lack of 

understanding of technical guidelines for COVID-

19 claims by the doctor in charge of services, and 

typos in national identity numbers. 

The frequent changes to claim regulations also 

posed a significant challenge for Hospital X, which 

struggled to keep up with the updates. In addition, 

there were technical issues, such as e-claim 

application errors that resulted in delayed 

completion of claim data, incomplete medical 

resumes, inaccurate patient records, and 

unreadable resumes. 

Despite these challenges, Hospital X has managed 

to maintain its cash flow without significant 

disruption from disputed claims related to COVID-

19. Nonetheless, the hospital needs to address these 

issues and ensure that patients receive the care they 

need while managing costs effectively. Improving 

the accuracy of patient history, and ensuring 

adherence to technical guidelines are all critical 

steps that Hospital X can take to streamline the 

claims submission process and deliver high-quality 

care to patients with COVID-19. 

 

 

RECOMMENDATIONS 

To minimize dispute claims and expedite payment 

of claims at X Hospital, it is crucial to establish 

regular monitoring and evaluation processes in 

collaboration with the case-mix team, medical 

specialists, general practitioners, heads of rooms, 

and the finance department. One effective step 

towards this goal is to implement an electronic 

medical record system to eliminate errors resulting 

from illegible handwriting. Additionally, incentives 

and penalties for doctors who submit their medical 

resumes on time or late can encourage timely 

submission. 

Furthermore, X Hospital and the Social Health 

Insurance Administration Body must work together 

to coordinate COVID-19 claims and facilitate quick 

payments. It is also recommended that the Ministry 

of Health closely monitors disputed claims that arise 

in hospitals to ensure prompt and accurate 

resolution. By implementing these measures, X 

Hospital can minimize the occurrence of claim 

disputes and expedite payment, resulting in 

improved patient care and financial stability. 
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Abstract. Policies regarding utilizing and rationalizing Personal Protective Equipment (PPE) during the COVID-

19 pandemic challenge every healthcare service provider. Within the maternal health sector, it is suspected that 

the negative perception of patients and the lack of implementation and compliance with infection prevention and 

control policies disrupt the quality of care provided. This research is a narrative review highlighting all proper 

considerations for using and rationalizing PPE within the maternal health sector. Articles are gathered and filtered 

from well-known scientific publishing sites, and ten articles became the main discussion of this research. The 

utilization of PPE impacts all levels of maternal health service, from prenatal care to postnatal and neonatal care. 

Standardized PPE utilization and rationalization are needed to maintain the quality of care and reduce any negative 

impacts that PPE use might bring. Policies regarding the use of PPE must be well thought out to ensure that it will 

benefit its user without the risks of its side effects. 

Keywords: Personal Protective Equipment; Utilization and Rationalization; Infection Prevention and 

Control; COVID-19; Policy Considerations. 

 

Abstrak. Kebijakan tentang penggunaan dan rasionalisasi Alat Pelindung Diri (APD) selama pandemi COVID-

19 menjadi tantangan bagi setiap penyedia layanan kesehatan. Dalam bidang kesehatan ibu, persepsi negatif 

pasien, kurangnya implementasi, dan kepatuhan terhadap kebijakan pencegahan dan pengendalian infeksi diduga 

mengganggu kualitas pelayanan yang diberikan. Penelitian ini merupakan tinjauan naratif yang menyoroti semua 

pertimbangan untuk menggunakan dan merasionalisasi APD dalam sektor kesehatan ibu. Artikel dikumpulkan 

dan disaring dari situs-situs penerbitan ilmiah ternama, dan sepuluh artikel menjadi bahasan utama penelitian 

ini. Penggunaan APD berdampak pada semua tingkat layanan kesehatan ibu, mulai dari perawatan prenatal 

hingga perawatan postnatal dan neonatal. Penggunaan dan rasionalisasi APD standar diperlukan untuk menjaga 

kualitas perawatan dan mengurangi dampak negatif yang mungkin ditimbulkan oleh penggunaan APD. Kebijakan 

mengenai penggunaan APD harus dipikirkan dengan matang agar dapat memberikan manfaat bagi penggunanya 

tanpa risiko efek samping. 

Kata Kunci:  Alat pelindung diri; Pemanfaatan dan Rasionalisasi; Pencegahan dan Pengendalian 

Infeksi; COVID 19; Pertimbangan Kebijakan 

 

INTRODUCTION 

Personal Protective Equipment (PPE) is an integral 

part of maintaining the safety and performance of 

healthcare workers during the COVID-19 pandemic. 

However, as it is known, the increased demand and 

fluctuation of the price of PPE changes every time a 

surge of COVID-19 cases hits. It is estimated that 

during a surge of cases, the Cost per Unit (CPU) 

price of PPE in the United States can reach 2.5x and 

up to 13.7x its pre-pandemic price.(1) This price 

fluctuation impacts the supply of PPE to healthcare 

facilities, thus reducing its protective efforts toward 

healthcare workers. A study in Italy,(2) finds that 

among 516 doctors, 13% of them have not had 

proper PPE since the pandemic.  
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Even though there is an increased risk of around 2.6x 

for healthcare workers to contract COVID-19 

compared to the general population, the protective 

measures in place are not without its side effects.(3) 

The PPE can produce such side effects Include rash, 

headaches, fatigue and respiratory problems.(4) 

Psychological side effects may also present 

themselves with the use of PPE, such as depression, 

anxiety, and sleep disturbances.(5) All of the 

symptoms above can directly impact the quality of 

the healthcare services provided and ultimately 

increase the risk of patient safety incidents.  

The COVID-19 pandemic impacts various sections 

within the healthcare community, one of them is the 

maternal health sector. The COVID-19 pandemic 

impacts various sections of the healthcare 

community, including the maternal health sector. A 

study in India stated a significant decrease in 

medically-assisted births of around 2.26% in 

healthcare facilities, 22.91% in antenatal care, and 

immunization for pregnancy of around 20% across 

the country.(6) Suspectedly, the causes of low 

maternal health coverage are the perception of 

COVID-19 and the rising fear of contraction among 

the population. Generally, a pandemic can cause 

increased risks of maternal morbidity and mortality, 

such as preeclampsia, preterm births, and maternal 

mortality are among them. Because of those risks, 

maternal healthcare facilities need to strengthen 

their efforts for Infection Prevention and Control 

(IPC) efforts to lower these risks and change the 

public perception altogether. 

The COVID-19 pandemic also impacts postnatal 

care, where a study that involves 61 countries stated 

that there is a significant decrease in early initiation 

of breastfeeding of around 26% due to maternal 

COVID-19 cases. There are also efforts to shorten 

the length of stay for postpartum patients of around 

60% of the cases in order to lower the risk of 

transmission and a 27% decrease in postpartum 

outpatient visits due to the existing fear of 

contraction among the population. These factors 

contribute to lower the quality of postpartum care 

that could have clinical implications for maternal 

patients.(8)   

Policies regarding the rationalization of PPE are 

needed to maintain the quality of healthcare delivery 

and ensure the safety of both patients and healthcare 

professionals. But often the rationalization process 

does not go according to the existing standards, such 

as inappropriate reuse of PPE. The existing 

guideline for PPE rationalization was published by 

the World Health Organization in 2020.  

Unfortunately, the implementation of said guideline 

has been suboptimal. Rationalization efforts such as 

security guards equipped with PPE level 3, 

laboratory technicians equipped only with PPE level 

2 are evident, mainly on low- and middle-income 

settings.(9) 

This paper aims to find all possible considerations 

regarding the utilization and rationalization of PPE, 

mainly as policy considerations. Proper risk-based 

assessments and considerations regarding the side 

effects of PPE use must be well thought in order to 

maintain the quality of healthcare delivery and to 

ensure both patient and medical professional’s 

safety. 

 

METHODS 

The paper's steps are first to identify the research 

question, find the proper method to acquire relevant 

sources, select, chart, and conclude and report all 

findings. 

This research aims to find all relevant sources to 

identify all risks of COVID-19 transmissions to 

utilize and rationalize PPE properly. Relevant 

studies are explored in scientific sites such as 

PubMed, Nature, Sage Journals, and Science Direct. 

Keywords used to explore sites are Personal 

Protective Equipment; Infection Prevention and 

Control (IPC); COVID-19; Maternal Care. 

The relevant studies searched are practice 

guidelines, guidelines, meta-analyses, systematic 

reviews, and original research. 

Standards used as a comparison and source material 

are the utilization of PPE by the Indonesian 

Association of Obstetrics and Gynecology (POGI) 

and the COVID-19 pandemic-era maternal health 

delivery and services by WHO. 

 

Table 1. Inclusion and Exclusion Criteria 

Inclusion Criteria Exclusion Criteria 

Articles published in 

English and Bahasa  

Articles in other 

languages 

Articles published in the 

year of 2020-2022 

Articles published < 

2020 

Articles published by an 

accredited journal  

Articles with no 

author listed / 

correspondence  

Full text articles Partial articles 
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RESULTS AND DISCUSSION 

 

Figure 1. PRISMA Flow-char
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Table 2. Articles Filtered by PRISMA

No Author Title Country Research Conclusion 

1. Kotlar B, Gerson 

E, Petrillo S, 

Langer A, 

Tiemeier H 

The Impact of the 

COVID-19 

Pandemic on 

Maternal and 

Perinatal Health: A 

Scoping Review 

 Scoping 

Review 

Eventhough women and 

prengnant women are not at 

a higher risk of COVID-19 

transmission, those who 

contract COVID-19 are at a 

higher risk of maternal 

morbidity and mortality. 

2. Aranda Z, Binde 

T, Tashman K, et 

al 

Disruptions in 

maternal health 

service use during 

the COVID-19 

pandemic in 2020: 

Experiences from 

37 health facilities 

in low-income and 

middle-income 

countries 

Haiti, 

Lesotho,  

Liberia, 

Malawi, 

Mexico and 

Sierra Leone 

Original 

Research 

There are evidence that 

suggests a decrease in 

antenatal care and medically 

asissted births in healthcare 

facility.  

3. Goyal M, Singh 

P, Singh K, 

Shekhar S, 

Agrawal N, 

Misra S 

The effect of the 

COVID-19 

pandemic on 

maternal health due 

to delay in seeking 

health care: 

Experience from a 

tertiary center 

India Original 

Research 

There is a decrease of 

45.1% in medically 

assissted births in healthcare 

facilities and an increased 

risk of maternal morbidity 

and mortality.  

4. Hazfiarini A, 

Akter S, Homer 

CSE, Zahroh RI, 

Bohren MA 

‘We are going into 

battle without 

appropriate 

armour’: A 

qualitative study of 

Indonesian 

midwives’ 

experiences in 

providing maternity 

care during the 

COVID-19 

pandemic 

Indonesia Original 

Research 

Evidence suggets that 

proper PPE protection is 

suboptimal and there is an 

increase load of work 

during the COVID-19 

pandemic.  

5. Altman MR, 

Gavin AR, 

Eagen-Torkko 

MK, Kantrowitz-

Gordon I, Khosa 

RM, Mohammed 

SA 

Where the System 

Failed: The 

COVID-19 

Pandemic’s Impact 

on Pregnancy and 

Birth Care 

USA Qualitative 

Study 

Policies regarding COVID-

19 in maternal care often 

shifts and changes 

repeatedly and is 

inconsistent.  

6. Lazzerini M, 

Covi B, Mariani 

I, et al 

Quality of facility-

based maternal and 

newborn care 

around the time of 

childbirth during 

the COVID-19 

pandemic: online 

survey investigating 

12 Countries 

in Western 

Europe 

Orginial 

Research 

There is an abundace of 

new barriers regarding the 

delivery of maternal health 

service that rendered 

maternal patients unwilling 

to go to healthcare facilities.  
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maternal 

perspectives in 12 

countries of the 

WHO European 

Region 

7. Musiimenta A, 

Tumuhimbise W, 

Atukunda EC, et 

al. 

Challenges in 

accessing maternal 

and child health 

services during 

COVID-19 and the 

potential role of 

social networking 

technologies 

Uganda Original 

Research 

Transportation barriers, fear 

of COVID-19 infection 

contributes to the 

suboptimal delivery of 

maternal health during 

COVID-19 pandemic.  

8. Haidari E, Main 

EK, Cui X, et al 

Maternal and 

neonatal health 

care worker well-

being and patient 

safety climate amid 

the COVID-19 

pandemic 

USA Qualitative 

Study 

The wellfare of medical 

professionals are not 

optimal during the COVID-

19, thus increasing the risk 

of patient safety incidents.  

9. Mimouni F, 

Lakshminrusimha 

S, Pearlman SA, 

Raju T, Gallagher 

PG, Mendlovic J 

Perinatal aspects 

on the covid-19 

pandemic: a 

practical 

resource for 

perinatal–neonatal 

specialists 

- Literature 

Review 

There are a lot more that 

hasn’t been researched 

regarding the risk of 

transmission of COVID-19 

from mothers to newborns.  

10. Lin C, Chu SM, 

Hsu JF, et al 

Delivery 

management of 

suspected or 

confirmed COVID-

19 positive mothers. 

China Review 

Article 

Proper coordination 

bertweel medical 

professionals are needed to 

ensure the quality of care of 

newborns during the 

COVID-19 pandemic.  

The Impact of COVID-19 Pandemic on Maternal 

Health Services 

During the COVID-19 pandemic, there has been a 

significant decline in the number of prenatal visits 

worldwide.(10) Apart from that, other problems 

arose, such as mental health issues among pregnant 

women, a surge of domestic abuse cases, and the 

rising risk of unemployment among women as the 

pandemic continues. In his studies, Kotlar et al. also 

found variabilities within the maternal health sector 

regarding its COVID-19 policies. Studies found a 

significant decline in antenatal services in healthcare 

facilities during the pandemic. Moreover, economic 

barriers add to the decreasing coverage of maternal 

health services.(11) 

A study in India found that during the COVID-19 

pandemic, the declining number of antenatal cares in 

about 1/3 of maternal patients resulted in 

complicated pregnancies. The number estimates that 

about 44.7% of these complicated pregnancy cases 

were found in patients that did not go through the 

first steps of antenatal care.(12) 

UNFPA, WHO dan UNICEF(13), stated that the 

global economic crisis due to the COVID-19 

pandemic provided new challenges for healthcare 

service providers, urging them to allocate more 

resources for the care of COVID-19 patients. This 

restructuring and reorganization rendered the 

maternal care services with fewer resources than 

before the pandemic. These two processes created a 

new barrier that aids in lowering the accessibility of 

maternal health care. 

 

The Scope of Maternal Health 

In Indonesia, the regulation that governs maternal 

care is the Minister of Health’s Regulation no 97, 
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2014 (14)  regarding health services before 

pregnancy, during pregnancy, birthing services, 

after pregnancy, contraception and sexual health. At 

the same time, maternal health can be defined as 

prenatal, antenatal, birthing services, and postnatal 

care. The guideline regarding  Continuing essential 

Sexual, Reproductive, Maternal, Neonatal, Child, 

and Adolescent Health services during COVID-19 

pandemic (13) by WHO defined the segments of 

maternal care during COVID-19 pandemic: 

 

a. Antenatal care 

b. Birth services 

c. Postnatal care 

d. Neonatal and lactation care  

e. Pediatric and nutrition care 

f. Adolescent care  

g. Reproductive care Include: gender 

considerations, planned parenthood, 

comprehensive abortion care, gender-based 

domestic abuse and HIV care.  

 

Policy Considerations for the Utilization of PPE 

in Maternal Care During The COVID-19 

Pandemic.  

Antenatal Care 

The Indonesian Association of Obstetrics and 

Gynecology (POGI) (15) recommends that for 

ambulatory maternal care, healthcare workers 

should at least wear a head cap, face shield, surgical 

mask, gown, gloves, and shoe covers for general 

precautions. 

Though the guidelines provided standards for 

everyday practice, their implementation yielded 

different results. A study in East Java (16) showed 

midwives in different healthcare facility settings 

faced difficulties regarding the health system's 

preparedness and logistical support throughout their 

practice. One of them is the continuous and 

necessary supply of PPE. Policies that restrict the 

use of PPE and improper training on the use of PPE 

render medical staff unsafe in their practices.(17) 

This event also happened in the more developed 

countries such as Luxembourg and Sweden, where 

patients reported that healthcare workers seemed to 

not use PPE properly.(18) It is suspected that these 

problems become contributing factors that hindered 

the accessibility of maternal health services. Fear of 

contracting COVID-19 due to the factors above is 

suspected to help contribute to the overall decline of 

maternal health services worldwide.(19)  

Burnouts also occur to healthcare workers due to the 

burden of service created during the COVID-19 

pandemic that leads to reduced performance and 

professionalism in healthcare facilities.(20) The lack 

of access to proper PPE and improper use is one of 

the contributing factors to those burnouts. These 

burnouts impact the overall service quality and 

patient safety in healthcare facilities. 

Birth Services 

POGI (15) recommends that in assisting births, all 

healthcare workers should at least wear a headcap, 

N95 mask, face shield, goggles, gown / apron, 

gloves and boots. Healthcare facilities should also 

make sure that COVID-19 screening should always 

be done to maternal patients in order to adjust risk-

based use of PPE. Risk and the occurrence of 

contamination should also be a consideration.(15) 

Postnatal Care 

A few treatments, such as neonatal care, can often 

be separated from comprehensive postnatal care. 

Some of them pose an aerosol-generating risk, such 

as Continuous Positive Airway Pressure (C-PAP) 

and airway intubation. Thus, in postnatal care, PPE 

is recommended to properly use to ensure the safety 

of both patients and healthcare workers.(21) An 

interdisciplinary approach with effective 

communication is also needed to ensure the risk of 

transmission during birth. Action plans, such as how 

many team members will be in the room and the 

potential use of aerosol-generating treatments are to 

be appropriately discussed before the whole process 

starts.(21) An interdisciplinary approach with 

effective communication is also needed to ensure the 

risk of transmission during birth. Action plans such 

as how many team members are going to be present 

in the room and potential use of aerosol generating 

treatments are to be discussed properly before the 

whole process starts.(22) 

 

Policy Considerations for the Rationalization of 

PPE in Maternal Care During The COVID-19 

Pandemic.  

The recommendation for PPE rationalization can be 

found in WHO’s Rational Use Of Personal 

Protective Equipment For Coronavirus Disease 

2019 (COVID-19) And Considerations During 

Severe Shortages (23) Guideline. Rationalization 

efforts are used in conditions such as PPE supply 

difficulties or shortages. POGI (15) also 

recommends rationalization as a critical case 

scenario for PPE shortages. Other strategies used to 
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reduce PPE during shortages include physical 

partitions such as a glass wall and/or acrylic wall in 

consultation rooms, triage areas, screening areas and 

pharmacy/drug dispensing areas. Partitions such as 

the above can help reduce contact and droplets 

during services. Healthcare facilities can also 

temporarily postpone elective and other non-

emergency medical procedures to reduce the use of 

PPE. The limitation of medical staff members in 

COVID-19 service area and/or the forming of 

COVID-19 taskforce in the facility can also help 

reduce the utilization of PPE. Family members must 

also be limited if not prohibited in the inpatient 

ward, to reduce the risk of transmission. Healthcare 

service providers can also utilize telemedicine to 

lessen the risk of contact and to ensure healthcare 

services are given as best as it can. 

Healthcare facilities must use COVID-19 risk-based 

assessments as a base for policies regarding PPE, to 

ensure PPE use are targeted for units with high risks 

of transmission. These assessments must be 

supported administratively in order for its 

implementation to take place. 

During the pandemic, make sure the logistics cycle 

for PPE is at an optimal level. Apply forecasting 

methods, centralize the PPE dispensing and 

distribution, and monitor the stock level to ensure 

optimal end-to-end distribution. Logistical 

monitoring and evaluation are critical, especially 

during severe shortages. 

In scenarios where rationalization efforts are still 

unable to be adequately implemented and PPE 

supply is still in shortage, some alternative efforts 

can be carried out. However, as a reminder, these 

efforts are only implemented in such severe cases of 

shortage. Efforts include prolonging PPE use, 

reusing PPE after disinfection, and substituting PPE 

with other objects with the same function (e.g., 

goggles with swim goggles). WHO emphasized that 

these efforts are temporary and can only be 

implemented if other rationalization efforts have 

failed. 

The role PPE in healthcare facilities is highly central 

during the COVID-19 pandemic. It serves as a 

means to protect healthcare workers against 

COVID-19 and ensure cross-transmissions between 

patients at minimal risk. However, as it is known, 

the supply of PPE during the COVID-19 pandemic 

has become a challenge for healthcare facilities, be 

it because of price fluctuations or logistical issues 

within the facility.(1,10)  Not only that, improper 

use of PPE also pose a side effect for its user. Side 

effects both physical and psychological might 

endanger patient's safety measures.(4,20)  

 

The COVID-19 pandemic disrupts maternal 

healthcare efforts globally.(10) From antenatal care, 

birth services, and postnatal care were all disrupted. 

These disruptions created a decline in the number of 

maternal services given, which leads to the risk of 

complications in the later stage of maternal 

care.(11,12) These declines are probably contributed 

by factors such as a wrong public perception 

regarding the quality and safety of healthcare 

provided in healthcare facilities.(19) 

Therefore, the considerations for policymakers 

regarding the utilization and rationalization must be 

well thought in order help gain the public trust 

regarding the safety of the delivery of maternal 

healthcare services. PPE must be utilized 

appropriately (3,13) both according to standards and 

through proper risk based assessments. Improper use 

of PPE might increase the public fear regarding the 

safety of healthcare services, especially for pregnant 

patients.(18) As with overutilization of PPE might 

risk the development of side effects in healthcare 

workers that would endanger patient safety 

measures.(4,20) Rationalization efforts must also be 

done through proper standards. Through proper 

indicator for crisis and/or severe shortages, 

healthcare facilities must be able to prioritize and 

ensure the distribution of PPE are implemented 

according to risk-based assessments. Proper PPE 

rationalization would ensure the safety of both 

patients and healthcare workers during the COVID-

19 pandemic. 

 

CONCLUSION 

Policies regarding the utilization and 

rationalization of PPE in maternal health services 

must be considered thoroughly. Not only because 

improper use of PPE would endanger both patients 

and healthcare workers, but also create a perception 

that the healthcare service provided in the facility 

is unsafe. The public’s fear of contracting COVID-

19 in healthcare services is one of the factors that 

are suspected in the decline of maternal health 

services globally. Proper utilization of PPE both 

according to standards and risk-based practices can 

increase the quality of services given and ensure 

the safety of all parties involved. 

 

RECOMMENDATIONS 

Healthcare facilities must be able to identify the role 

of PPE in their everyday service. Not only because 

is serves as means to protect both patients and 

healthcare workers against the COVID-19 

transmission, but also because it plays a part in the 

public’s perception regarding the safety of the 

services provided. Proper utilization and 
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rationalization of PPE would hopefully gain back 

the public’s trust, especially maternal patients, at the 

safety of the delivery of care in healthcare facilities. 

Both of these efforts would hopefully increase the 

quality of service given and ensure the safety of all 

within the healthcare facility. 
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Abstract. Public Private Partnership (PPP) is a strategy of the Indonesian Government to deal with budget 

constraints and overcome gaps in infrastructure, access, and quality of health services. PPP on the operational 

cooperation (KSO) model is the oldest and most widely applied practice by regional hospitals in Indonesia. The 

implementation of KSO must refer to government policies in the form of laws and regulations. Since its initial 

implementation until today, the Ministry of Home Affairs, as the body that oversees the local government, has not 

carried out a comprehensive evaluation of the KSO policy. This study was carried out by conducting document 

analysis related to the operational cooperation policies of regional hospitals and reviewing the substance of 

operational cooperation policies at the national and regional levels. Study found that there are no articles governing 

service level agreements; no performance indicators of cooperation in monitoring and evaluation, limited 

autonomy; several regional head regulations are not accompanied by technical guidelines; and there are variations 

in the substance of the regional head regulations. This study concludes that the KSO policy framework for regional 

hospitals is inadequate, incomplete, and limits the autonomy of regional hospitals. 

Keywords: Policy, Operational Cooperation, KSO, Regional Hospital, Regional Public Service Agency, 

BLUD 

 

Abstrak. Public Private Partnerships (PPP) merupakan strategi efektif pemerintah dalam menghadapi 

keterbatasan anggaran, mengatasi permasalahan kesenjangan infrastruktur, akses dan kualitas pelayanan. PPP 

model kerja sama operasional (KSO) adalah praktik yang telah lama dan banyak dilakukan oleh Rumah Sakit 

Daerah (RSD) di Indonesia. Pelaksanaan KSO harus mengacu pada kebijakan pemerintah berupa peraturan 

perundang-undangan. Sejak awal penerapannya hingga saat ini, Kementerian Dalam Negeri sebagai lembaga 

yang membawahi pemerintah daerah belum melakukan evaluasi menyeluruh terhadap kebijakan KSO. Kajian ini 

dilakukan dengan melakukan analisis dokumen terkait kebijakan kerjasama operasional RS daerah dan mengkaji 

substansi kebijakan kerjasama operasional di tingkat nasional dan daerah. Studi menemukan bahwa tidak ada 

pasal yang mengatur perjanjian tingkat layanan; tidak ada indikator kinerja kerjasama monitoring dan evaluasi, 

otonomi terbatas; beberapa peraturan kepala daerah tidak disertai juknis; dan terdapat variasi substansi 

peraturan kepala daerah. Studi ini menyimpulkan bahwa kerangka kebijakan KSO untuk rumah sakit daerah tidak 

memadai, tidak lengkap, dan membatasi otonomi rumah sakit daerah. 

Kata Kunci:  Kebijakan, Kerjasama Operasional, KSO, RSUD, Badan Layanan Umum Daerah, BLUD 

 

INTRODUCTION 

As the only health facility with significant capital, 

abundant human resources, and broad knowledge, 

hospitals have an important position in the 

healthcare system in many countries.(1,2) From the 

80s to date, the health care financing at hospitals has 

spent the largest proportion of the allocation of 

health expenditures.(3,4) In OECD member 

countries, this expenditure ranges from 26% to 53% 

of health expenditures or between 1.5% and 5.7% of 

national gross domestic product.(5) High health 

costs arise as a result of the increasing trend of life 

expectancy as well as chronic degenerative diseases 

and cancer.(6) Meanwhile, the limited government 

budget demands efficiency in health services.(7)  

Public Private Partnership (PPP) is known as the 

government’s effective strategy in dealing with 

budget constraints and overcoming gaps in 

infrastructure, access, and service quality.(8) In the 

last few decades, the popularity of PPP has increased 

in line with government actions that have opened up 

opportunities for the private sector to be able to 

contribute to the provision of public goods.(9,10) A 

number of researchers agree that PPP is a form of 

collaboration, which is defined as a collaborative 

effort with clear accountability, mutually agreed 

mailto:masyitoh10@ui.ac.id
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obligations, and a readiness to share risks within a 

well-structured management to produce or provide 

public commodities, with defined performance 

results, within a certain timeframe by the interests of 

public sector and private one.(11) 

As is the case in many countries, budget constraints 

have prompted the Indonesian Government to 

choose PPP to overcome the problems of 

infrastructure, access, and service quality gaps.(12)  

PPP as a funding strategy in the health sector will 

continue to be developed by Indonesian Government 

as written in the National Medium-Term 

Development Plan (RPJMN).(13) PPP in the health 

sector has four models, namely infrastructure, 

service delivery, financial protection, and other 

model.(11,14) Service delivery is a commonly used 

PPP model which aims to expand access to service 

as well as to upgrade the quality and efficiency of 

services.(15,16) Service delivery in the Indonesian 

context is known as Operational Cooperation 

(KSO), KSO itself is a PPP practice that has been 

around for a long time and is mostly done in 

government hospitals (12), especially Regional 

General Hospital (RSUD) which is the largest 

proportion of Government-owned hospitals, with a 

percentage of 76%.(17)  

The practice of KSO in Regional Hospitals (RSD) is 

normally found in hemodialysis and diagnostic 

services such as laboratories and radiology with 

their sophisticated technological equipment which is 

developing so rapidly. In laboratories, KSO practice 

is common, not only to develop services but also to 

meet service standards, such as the KSO in the 

provision of laboratory equipment for examination 

of hematology, blood chemistry, electrolytes, and 

Hba1c. In radiology services, the rapid development 

of MRI (Magnetic Resonance Imaging) and CT 

(Computed Tomography) scan technology is also 

known to be one of the driving factors for KSO. 

KSO has also developed advanced eye diagnostic 

tools and cardiac catheters and angiography (cath 

lab) and has even expanded to non-medical services 

such as nutrition, laundry, sanitation, and parking. 

Policy is known to be one of the challenges of the 

mechanism of PPP in health services, especially 

hospitals.(18,19) Policies in the form of laws and 

regulations have a relationship with the management 

of public resources and services.(20) They have a 

direct impact on the effectiveness of a collaboration, 

especially those related to public issues, such as 

health.(21) In the health sector, policies and laws 

have an important effect(22–25) , where changes in 

policy, whether in the form of regulations or 

guidelines, influence service management.(26) 

Policy is known to be a key factor in successful 

collaboration between organizations.(27–29) 

As an institution belonging to the Regional 

Government, RSD is obliged to refer to laws and 

regulations in implementing KSO. The KSO model 

is one of the flexibility of the status of the Regional 

Public Service Agency (BLUD) which began to be 

implemented in 2007. Practically since the issuance 

of the regulation, the government has not conducted 

a review of the substance of the KSO policy on RSD. 

Given the great influence of policy on the success of 

PPP, this study aims to review the substance of the 

KSO RSD policy. 

 

DESIGN AND METHODS 

This study was carried out by conducting document 

analysis related to the KSO policy of Regional 

Hospitals in Indonesia. Policy documents search 

was done online using Google search engine with 

the keyword “Kerja sama operasional Rumah Sakit 

Daerah” (Operational Cooperation in Regional 

Hospital) published between 2007-2021 which are 

available for access and download in full text. The 

criteria used in this study are documents sourced 

from the official websites of the Central 

Government (peraturan.bpk.go.id; jdihn.go.id) and 

Regional Governments (jdih.go.id) and published 

after 2007. This year was used as a criterion because 

it was in that year that the first Minister of Home 

Affairs Regulation was issued regarding the 

Regional Public Service Agency (BLUD). All 

documents that meet the criteria are then analyzed 

using the Nvivo software. Review was done by 

mapping the substance of KSO found in Regional 

Head Regulations (Governor, Regent, and Mayor). 

Research ethics approval was obtained from the 

National Health Research and Development Ethics 

Commission (KEPPKN) of the Ministry of Health 

with number No.: LB.02.01/2/KE. 717/2021 

 

RESULTS AND DISCUSSION 

Since 2001, through Law No. 22/1999, Indonesia 

has decentralized several affairs to local 

governments, including health matters. This 

regional autonomy aims to improve services to the 

community. Each of these governments has a 

hospital, hereinafter referred to as Regional Hospital 

(RSD) re required to implement the institutional 

form of Regional Public Service Agency 

(BLUD).(30,31) BLUD introduces the concept of 

enterprising the government through principal – 

agency which is based on output. This institutional 

form, which has been implemented since 2007, 

provides more flexibility and autonomy to RSD with 

the aim of achieving efficiency and effectiveness in 

providing services to the community. This BLUD 

institution then gives authority to RSD in 

implementing KSO.(32) 
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 KSO as a form of public private partnership (PPP) is 

regulated in Indonesian laws and regulations as asset 

management. At the national and regional levels, 

laws and regulations provide opportunities for 

Government Hospitals to implement PPP. At the 

national level, the government opens opportunities 

for PPP which can be seen in the policies of the 

financial sector (33), and health sector (12) domestic 

sector.(32,34)  For hospitals owned by local 

governments, it refers to the regulations issued by 

the Ministry of Home Affairs. KSO is regulated in 

several articles in the Regulation of the Minister of 

Home Affairs regarding Regional Public Service 

Agency which then instructs the issuance of 

Regional Head Regulations as a derivative 

regulation that further regulates the implementation 

of KSO. This regulation explicitly states that those 

being able to carry out KSO are RSDs in the form of 

BLUD (32,34) and the RSDs with BLUD aiming to 

implement KSO must refer to the Regional Head 

Regulation. 

The availability of regional head regulation is 

crucial since it becomes the legal protection for the 

implementation of KSO. This study succeeds in 

reviewing three national-level and twenty-nine 

regional-level regulations in the form of regional 

head regulations, be it governor, mayor, or regent 

regulations. From the results of this study, it is found 

that several RSDs have not been covered by regional 

head regulations and numerous regional head 

regulations have not been updated with the latest 

Regulation of the Minister of Home Affairs of the 

Republic of Indonesia issued in 2018. In addition, 

some regional head regulations are not accompanied 

by more technical guidelines and there are variations 

in the substance of regional head regulations. The 

substances regulated in regional head regulations 

generally consist of objectives, mechanisms, 

authorities, cooperation agreements, and evaluation 

of KSO.

 

Table 1.  Substance Map of Regional Head Regulations 

No Province / City 

/ Regency 

Year Regulatory Substance 

objectives initiation Feasibility 

Study 

team authorities mechanisms cooperation 

agreements 

evaluation 

1 Provinsi 

Banten(35) 

2017 √ √ √ √ √ √   √ 

2 Provinsi 

Kalimantan 

Tengah(36) 

2017 √   √ √   √ √ √ 

3 Provinsi 

Bali(37) 

2020 √ √     √   √   

4 Provinsi 

Aceh(38) 

2018 √   √ √   √ √ √ 

5 Provinsi Jawa 

Barat(39) 

2015   √   √   √ √   

6 Provinsi 

Kalimantan 

Selatan(40) 

2015 √   √ √   √ √ √ 

7 Provinsi Nusa 

Tenggara 

Barat(41) 

2015 √     √     √ √ 

8 Provinsi 

Sumatera 

Selatan(42) 

2014 √               
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No Province / City 

/ Regency 

Year Regulatory Substance 

objectives initiation Feasibility 

Study 

team authorities mechanisms cooperation 

agreements 

evaluation 

9 Kota Madya 

Samarinda 

2018 √   √ √ √ √ √ √ 

10 Kota Madya 

Surabaya 

2015       √ √       

11 Kota Madya 

Surakarta 

2013         √       

12 Kota Madya 

Bogor 

2014       √ √       

13 Kabupaten 

Bandung 

Barat(43) 

2017 √   √ √     √ √ 

14 Kabupaten Hulu 

Sungai 

Utara(44) 

2016 √   √ √ √ √ √ √ 

15 Kabupaten 

Lombok 

Utara(45) 

2019 √             √ 

16 Kabupaten 

Tabalong(46) 

2018 √   √ √     √ √ 

17 Kabupaten 

Bangka(47) 

2019     √ √     √   

18 Kabupaten 

Rembang(48) 

2020       √   √     

19 Kabupaten 

Karanganyar(49) 

2017   √ √ √ √   √ √ 

20 Kabupaten 

Katingan(50) 

2018 √   √       √ √ 

21 Kabupaten 

Semarang(51) 

2013 √ √         √   

22 Kabupaten 

Lampung 

Utara(52) 

2020 √ √ √ √   √ √ √ 

23 Kabupaten Gayo 

Lues(53) 

2020         √       

24 Kabupaten 

Tuban(54) 

2012 √   √ √     √ √ 

25 Kabupaten 

Barito 

Selatan(55) 

2018   √ √ √       √ 
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 No Province / City 

/ Regency 

Year Regulatory Substance 

objectives initiation Feasibility 

Study 

team authorities mechanisms cooperation 

agreements 

evaluation 

26 Kabupaten 

Gunung 

Kidul(56) 

2012   √   √     √   

26 Kabupaten 

Ketapang(57) 

2013 √   √ √     √ √ 

27 Kabupaten 

Klaten(58) 

2015         √       

28 Kabupaten 

Pasuruan(59) 

2012   √             

29 Kabupaten 

Serang(60) 

2012     √ √     √ √ 

The objective is the first substance regulated in all 

regional head regulations. The results of the review 

of 29 regional head regulations discover that KSO in 

RSD aims to improve the quality and quantity of 

services(43,50,52–55,58,60); improve public 

services(38,44); increase the revenue of RSD; 

acquire assets and utilize the assets of RSD. KSO 

can be implemented if there is a need for RSD for 

tools, services, and/or facilities to improve its 

services to the community but it does not have 

sufficient funds, human resources, and/or other 

resources to provide this need. In line with the 

above-mentioned policy, the results of another study 

find that the implementation of KSO in a number of 

RSDs is based on limited human resources.(61–64) 

The breadth and variety of resources and conditions 

of health services are the reasons for collaboration in 

order to produce improvements.(65) The need to fix 

up or improve services, coupled with limited 

resources, encourages organizations to do 

collaborations such as KSO.(66) 

Although KSO can be implemented for other 

reasons, limited resources are the main reason for 

RSD to implement KSO. KSO practices can be 

initiated by RSD or other institutions, and 

regulations in Indonesia make this possible.(49,56) 

However, a study on the feasibility of cooperation is 

still required.(43,47,49,50,54) The feasibility study 

is essential in justifying two things: to answer the 

feasibility of developing services and to use the KSO 

mechanism. The feasibility study will provide data 

and analysis that leads to a conclusion about whether 

it is feasible for RSD to develop these services and 

whether procurement with KSO is the most 

appropriate. The results of the feasibility study then 

justify the existence of problems that establish 

cooperation as a solution. A feasibility study is the 

first step in the collaborative process being 

implemented. The importance of the cooperation 

feasibility study is not in line with the results of this 

study which does not find any technical guidelines 

issued by the regional head regarding the conduct of 

the feasibility study. This condition is most likely 

due to the absence of guidance from regulations at 

the top level, namely the Regulation of the Minister 

of Home Affairs(32,34) this is in contrast to the 

regulation issued by the Ministry of Finance, which 

regulates in detail the components that must be 

included in a cooperation feasibility study.(33) 

Ideally a policy issued is followed by implementing 

regulations that serve as a guide. 

The results of the feasibility study that state the 

feasibility of cooperation are followed by the 

mechanism for selecting KSO partners. This stage 

focuses on the process of identifying which partners 

will be involved. Meanwhile, the findings of this 

study show that the mechanism for selecting 

partners vary from one regional head regulation to 

another. The selection of partners begins with the 

formation of a selection committee of prospective 

partners, where some regional head regulations 

strictly regulate the composition of this committee 

and the status of its workforce(47,49,52), while 

other regulations leave it entirely to the director of 

RSD. Likewise, in the selection process, some 

regulations emphasize the existence of a 

tender/bidding process in the selection of potential 

partners (36,38,40,44,48,52), while other 

regulations do not regulate it. Those regulations vary 

because the regulations at the top level do leave the 
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regional heads to regulate the procedures for 

cooperation without giving any guidelines.(32) 

The preparation of a cooperation agreement (PKS) 

is the next step in formulating an agreement on the 

division of roles and responsibilities, goals, 

objectives and evaluation criteria. One of the causes 

of the conflict is the dispute over PKS. Until today, 

there is no specific statutory provision (Lex 

Specialist) that regulates the Operational 

Cooperation (KSO) Agreement between 

government agencies and private companies, 

regarding the requirements, procedures, and 

minimum content that must be contained in the 

Operational Cooperation Agreement so that there is 

no uniformity in the format of the Operational 

Cooperation Agreement among RSDs. In addition, 

the boundaries of the cooperation agreement are still 

unclear, so the applicable legal norms are mainly 

based on mutual agreement between the parties.(67) 

It is also found that the service level agreement is not 

included in the clause. One of the problems found in 

the implementation of PPP is the agreement that 

does not state detailed measurable results, which are 

incredibly important to obtain good governance and 

accountability.(24,68) 

A number of factors contribute to the success or 

failure of PPP in meeting the expected performance, 

including ineffective evaluation.(8) The regulations 

require RSD to carry out periodic monitoring and 

evaluation of the implementation of KSO to be 

reported to the Regional 

Head(43,50,54,55)(44,49,60)(45,46,57), However, 

these regulations do not regulate the monitoring and 

evaluation strategies, mechanisms, and parameters. 

Another study finds that there are obstacles in the 

implementation of KSO in the reporting, 

monitoring, and evaluation processes.(64,69) Weak 

monitoring and evaluation systems are indicated by 

the absence of KSO implementation schedule and 

program.(69) Monitoring and evaluation need to 

include components of collaborative performance 

displayed in the indicators based on time, cost, and 

quality as well as in the key performance 

indicators.(8) 

Another substance that is also regulated in the 

regional head regulations is the limitation on the 

authority of the director of RSD in implementing 

KSO. The regional head regulations give several 

authorities to the director of RSD in implementing 

KSO, including: (1) to establish a selection 

committee of KSO partner; (2) to establish Standard 

Operating Procedures (SOP) for partner 

determination; (3) to select partners with an 

investment value of 1 billion rupiah; (4) to set the 

rate; and (5) to sign the agreement. A number of 

regional heads limit the authority of the director of 

RSD through the limited value of the assets being 

collaborated and/or the presence of capital 

participation. This policy shows that regional heads 

maintain their power by limiting autonomy in terms 

of financial management. Limited flexibility in 

financial management does not support smooth 

procurement of goods and services since it still 

follows an extremely bureaucratic pattern of local 

government financial management.(70,71) 

Decentralization of decisions at the hospital level is 

difficult to succeed as the stakeholders at higher 

levels try to maintain their power through human 

resources and finance.(72) Autonomy in the actions 

of RSD must indeed be balanced with public 

accountability. For this reason, adequate regulation 

is needed.(73) 

 

CONCLUSION 

PPP as a funding mechanism is a strategy for 

Indonesian Government in meeting the needs for 

high-quality health services. PPP in the form of 

Operational Cooperation Practice is one of the 

flexibilities of regional hospitals (RSD) with BLUD 

status. This study concludes that the KSO policy 

framework for regional hospitals is inadequate, 

incomplete, and limits the autonomy of regional 

hospitals. Indonesian government, both central and 

regional, has issued policies that provided 

opportunities for the implementation of KSO. 

However, these opportunities cannot be utilized 

optimally as the policy framework is incomplete, 

inadequate, and limits the autonomy of RSD. 

 

RECOMMENDATIONS 

Known to be a key factor in successful collaboration 

between organizations, policy related to KSO in 

RSD needs to be evaluated nationally by the 

Minister of Home Affairs. It has been almost fifteen 

years since this practice was implemented without 

any evidence-based and comprehensive evaluation. 

The results of this evaluation are then used to review 

and update current regulations considering that this 

practice has been implemented. In order to 

strengthen the regional head regulations, it must 

include complementing with derivative regulations 

as technical guidelines, updating the articles related 

to service level agreements and cooperation 

performance (in monitoring and evaluation), and 

providing sufficient authority to the director of RSD 

to implement the KSO. On the other hand, local 

governments (according to their functions) need to 

strengthen their oversight and evaluation functions 

in the implementation of KSOs. 
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Abstract. Business competition in the health industry is getting tighter, especially since the COVID-19 pandemic 

has significantly decreased patient visits. This study aims to determine the determinants of executive patient 

loyalty at the Siloam Hospitals TB Simatupang outpatient installation during the COVID-19 pandemic era. This 

research is quantitative research with an observational research design. The study population consisted of 520 

patients with a sample of 84 patients with research instruments using a questionnaire. The results of the study 

stated that most respondents were loyal to services at the executive clinic, with an NPS of 50%. Customer 

satisfaction, service quality, perceived value, trust, hospital brand image, and commitment significantly and 

positively affect executive patient loyalty. Specifically, the commitment variable has a direct influence on loyalty. 

Customer satisfaction, service quality, trust, hospital brand image, and OCB indirectly affect loyalty. Commitment 

(0.865) is the most influential variable on patient loyalty. Furthermore, the variables customer satisfaction (0.541), 

trust (0.484), service quality (0.425), OCB (0.249), hospital brand image (0.107) respectively also have a degree 

of influence on patient loyalty. 

Keywords: patient loyalty, executive patient, loyalty, COVID-19 

 

Abstrak. Persaingan bisnis di industri kesehatan semakin ketat, apalagi pandemi COVID-19 telah menurunkan 

kunjungan pasien secara signifikan. Penelitian ini bertujuan untuk mengetahui determinan loyalitas pasien 

eksekutif di instalasi rawat jalan Siloam Hospitals TB Simatupang di era pandemi COVID-19. Penelitian ini 

merupakan penelitian kuantitatif dengan desain penelitian observasional. Populasi penelitian terdiri dari 520 

pasien dengan sampel 84 pasien dengan instrumen penelitian menggunakan kuesioner. Hasil penelitian 

menyatakan bahwa sebagian besar responden loyal terhadap pelayanan di klinik eksekutif, dengan NPS sebesar 

50%. Kepuasan pelanggan, kualitas layanan, nilai yang dirasakan, kepercayaan, citra merek rumah sakit, dan 

komitmen secara signifikan dan positif mempengaruhi loyalitas pasien eksekutif. Secara khusus, variabel 

komitmen memiliki pengaruh langsung terhadap loyalitas. Kepuasan pelanggan, kualitas layanan, kepercayaan, 

citra merek rumah sakit, dan OCB secara tidak langsung mempengaruhi loyalitas. Komitmen (0,865) merupakan 

variabel yang paling berpengaruh terhadap loyalitas pasien. Selanjutnya variabel kepuasan pelanggan (0,541), 

kepercayaan (0,484), kualitas pelayanan (0,425), OCB (0,249), citra nama rumah sakit (0,107) masing-masing 

juga memiliki pengaruh terhadap loyalitas pasien. 

Kata Kunci: loyalitas pasien, pasien eksekutif, loyalitas, COVID-19. 

 

INTRODUCTION 

Business competition in the health industry is 

getting more challenging, especially between 

hospitals. This can be seen from the growth in the 

number of hospitals in Indonesia which has been 

increasing from year to year, where DKI Jakarta 

Province is ranked fourth in terms of private hospital 

growth in Regional 1 after East Java, West Java and 

Central Java.(1) People are reluctant to go to the 

hospital for treatment during the COVID-19 

pandemic and of course this affects the income costs 

to meet the operational needs of the hospital, 
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especially with the increasingly tight competition in 

the hospital world today. 

Siloam Hospitals TB Simatupang is one of the 

Siloam Hospitals Group hospitals in the elite area of 

South Jakarta that does not cooperate with BPJS 

Kesehatan. At the beginning of 2020, this hospital 

decided to have the newest superior service in the 

outpatient unit, namely the executive clinic. 

Patient loyalty is the key to healthcare providers' 

business success and provides the best health impact 

for patients.(2) Many dimensions affect patient 

loyalty in the hospital. The results of an integrated 

review conducted by Zhou et al. (2017) from various 

sources (PubMed, CINAHL, OVID, ProQuest and 

Elsevier Science Direct) regarding the determinants 

of patient loyalty in healthcare providers, found that 

there were eight determinants of patient loyalty, 

namely: satisfaction, quality, value, brand image, 

trust, commitment, OCB (Organizational 

Citizenship Behavior), and customer complaints. 

Loyal patients are more likely to return to the same 

health service, spread positive word-of-mouth and 

recommend it to others.(2) On the other hand, 

patients who are disloyal will very easily switch to 

other health services and spread negative news to 

others.(3) 

However, since the COVID-19 (Coronavirus 

Disease 2019) pandemic, there has been a significant 

decrease in the number of outpatient visits at Siloam 

Hospitals TB Simatupang. In addition, the 

researchers also conducted a brief telephone survey 

of outpatients at Siloam Hospitals TB Simatupang in 

June 2020. Based on information from the patients, 

they did not feel the need to go to the hospital 

because they were not in a sick condition, and others 

said they still felt afraid and worried about visiting 

the hospital because of the COVID-19 pandemic. 

Therefore, this research is expected to provide an 

overview of the determinants of executive patient 

loyalty to face increasingly fierce business 

competition in the era of the COVID-19 pandemic. 

 

METHODS 

This type of study is quantitative with a survey 

method and is descriptive-analytic with a cross-

sectional approach. The study population was all 

Siloam Hospitals TB Simatupang executive clinic 

patients (520 patients), and the study sample was 

carried out by accidental purposive sampling. These 

patients came for treatment at the Siloam Hospitals 

TB Simatupang executive clinic (82 patients) with 

exclusion criteria, namely patients who were not 

willing to be research respondents. 

Before data collection, the researcher administered 

an ethical review to the Research Ethics and 

Community Service Commission FKM UI with the 

certificate number for approval for this research 

ethics: Ket- 721/UN2.F10.D11/PPM.00.02/2020. 

This study began with collecting and processing data 

obtained from questionnaires using a Likert scale, 

then tested for validity, reliability, and normality. 

The data processing results will be analyzed further 

to answer the research objectives by conducting a 

path analysis to see the relationship between the 

independent and dependent variables.    

 

Figure 1. Research Path Diagram
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 RESULTS 

Distribution of Respondent Characteristics 

This study examines the characteristics of 

respondents based on age, gender, education, 

occupation, and sources of medical expenses. 

Moreover, statistical analysis shows that the adult 

age group (20-60 years), female gender, residence 

distance of ≤5km from Siloam, personal payment 

method, obtaining information from relatives and 

family regarding the executive clinic are the most 

respondents in this study. 

 

Table 1. Distribution of Respondent Characteristics Respondent in Siloam Hospitals TB Simatupang 2022 

Variable freq. % 

Age 

 Youth (11-19 years) 

 Adult (20-60 years)Elderly (>60 years)  

  

 

3801 

 

 

 

3.57 

95,24 

1.19 

Gender 

 Man 

 Woman 

 

1371 

 

 

15,48 

84.52 

Residential Distance 

 ≤5km>5km 

  

 

6321 

 

 

75 

25 

Education 

 College 

 SMASMP or below 

  

 

7932 

 

 

 

94.05 

3,571,19 

 

Big Income 

 <10m 

 10-25 million 

 >25 million 

 

1944 

 

21 

 

22,62 

52,38 

25 

Profession 

 Private sector employee 

 Self-employed 

 Taking care of household 

 Student 

 PNS/BUMN/TNI/Polri 

 

3926 

 

6 

4 

9 

 

46,43 

30.95 

7,14 

4.76 

10.71 

Payment method 

 Personal 

 Insurance 

 Company Guarantee 

 

76 

5 

3 

 

90.48 

5.95 

3.57 

Executive Clinic information 

 Internal Hospital (hospital staff, Banner) 

 RMO & Specialist Recommendations 

 Relatives and Family 

 Corporate and Insurance 

 Digital Media 

 Other 

 

24 

9 

45 

2 

2 

2 

 

28.57 

10.71 

53,57 

2.38 

2.38 

2.38 

Variable Description Analysis 

Based on descriptive statistics analysis on all 

variables: customer satisfaction, service quality, 

perceived value, trust, hospital brand image, 

commitment, OCB, and loyalty; it found that the 

overall mean value for each variable is> 4, which 

means that the respondent's response to the 

statement regarding each variable is the majority 

agree. Based on statistical results, the average 

respondent is loyal to executive clinic services 

(Mean = 4.307). 

This research is reinforced by the results of the NPS 

which show 52.4% of respondents are promoters 

(customers who are enthusiastic about the 

products/services offered and will buy continuously 

and customers voluntarily recommend 

products/services to people around them.(4) 

Besides, this study found that some passive 

respondents (45.2%) were almost in balance with the 
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number of promoters. This finding is a signal that 

needs to be responded to because customers in the 

passives category have the potential to switch to 

becoming customers of other hospitals.(4) 

 

Causal Relationship Hypothesis Analysis  

Variable Trust to Loyalty 

This study reveals a significant and positive 

influence between trust and loyalty. Trust is a desire 

to depend on a trusted partner, so trust is the main 

predictor of loyalty in relationships in the service 

industry.(5,6) This is also in line with various studies 

which state that the higher the level of patient trust, 

the more loyal the patient is to a hospital. Even 

patients who trust a particular hospital tend not to 

consider moving or changing their destination 

hospital.(6–11) 

Variable Commitment to Loyalty 

This study reveals a significant and positive 

influence between commitment and loyalty. 

Commitment is essential in building mutually 

beneficial long-term relationships that will 

eventually form loyalty to a brand, store, or supplier 

based on a positive attitude and is reflected in 

consistent repeat purchases.(12) It is in accordance 

with research on outpatients at RSI Gondanglegi 

which shows that most patients have high loyalty 

and are committed to staying in treatment when they 

switch membership to become BPJS 

participants.(13) Other studies have also found that 

patient commitment significantly affects patient 

loyalty.(10,14) 

Variable Customer Satisfaction to Loyalty 

This study reveals a significant and positive 

influence between customer satisfaction and loyalty. 

Customer satisfaction is the most important factor in 

linking customer loyalty. If the customer is satisfied, 

then the customer will buy the product or service 

again and again.(14,15) This is in accordance with 

various studies on patients in hospitals that customer 

satisfaction is positively related to customer 

loyalty.(16–18) 

Variable Service Quality to Loyalty 

This study reveals that there is a significant and 

positive influence between service quality on 

loyalty. The perceived quality of service at the 

hospital is a subjective evaluation of service from 

the patient's perspective.(19) The measuring 

model/instrument developed to assess service 

quality based on consumer perceptions is the 

SERVQUAL (Service Quality) scale with five 

dimensions, namely: tangibles, reliability, 

responsiveness, assurance, individual attention 

(empathy).(20) Based on research Fatima, Malik and 

Shabbir (2018), aspects of healthcare quality 

(physical/environmental, staff friendliness, 

responsiveness, communication, privacy and 

security) have a significant relationship with patient 

loyalty which is intervened by patient 

satisfaction.(17) 

Hospital Brand Image Variable on Loyalty 

This study reveals that there is a significant and 

positive influence between hospital brand image and 

loyalty. Through a good brand image, customers are 

expected to get satisfactory service quality so as to 

increase the degree of customer satisfaction which 

in the end the customer becomes loyal.(21) This is 

consistent with research which states that brand 

image increases patient satisfaction through 

improving perceived service quality, which in turn 

increases intention to return.(22) The results of other 

studies state that the brand image of hospital is 

capable of being a significant intervening variable 

on marketing mix variables and patient loyalty.(16) 

Other studies also state that high hospital image is 

significantly related to patient loyalty.(23–26) 

Variable Perceived Value to Loyalty 

This study reveals that there is a significant and 

positive influence between perceived value on 

loyalty. Perceived value is the comparison between 

the benefits received by the customer and the 

sacrifices that must be made when using the 

service.(8,27) This result is also in line with another 

study stating that patients' perceived value is related 

to patient loyalty, both directly and indirectly, 

through customer satisfaction.(28) Another study 

was conducted on 165 patients in educational 

hospitals in Indonesia and concluded that perceived 

value is related to patient loyalty.(29) 

 

Executive Patient Loyalty Determinant Path 

Analysis 

Based on statistical results, found several exogenous 

variables that are not related to endogenous 

variables, it is necessary to repeat the regression 

analysis for models that are not significant. 
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Figure 2. Initial Regression Result Diagram 

 

From the results of statistical testing, the path 

diagram changed and then bivariate correlation 

analysis was performed. The results of the analysis 

are: 

 

 

Figure 3. Fit Path Diagram Model

With reference to the results of the path analysis 

above, the implications found to answer the problem 

formulation of this study are as follows: 

Only the commitment variable can explain 

patient loyalty. 

Only the commitment variable has a direct influence 

on loyalty. Of the various statements contained in 

the commitment variable, the patient's emotional 

relationship with nurses and staff at the executive 

clinic is the main reason patients continue to use 

their services, which is the item with the lowest 

mean value. Based on this, management can help 

improve the patient's emotional relationship with 

nurses and staff at the executive clinic, especially 

during the COVID-19 pandemic which requires 

care, interpersonal communication skills, and 

proactivity from officers. 
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Customer satisfaction, service quality, trust, 

hospital brand image,and OCB has an indirect 

effect on patient loyalty. 

Based on the results of statistical tests, patient 

satisfaction with the speed of service at the executive 

clinic is the lowest satisfaction in customer 

satisfaction. Jdoctor's appointment on timeis an item 

that is considered to have the lowest service quality 

in service quality. The average respondent said that 

their visit was not the first visit to the trust variable. 

Siloam TB Simatupang has a good image and 

reputationis the item with the lowest mean value in 

the hospital brand image. And patients also feel that 

all officers at the executive clinic are not on time in 

the OCB variable. 

Based on the results above, it can be seen that the 

average patient who visits the executive clinic is an 

old patient and complains about the speed of service, 

the doctor's schedule, and the punctuality at the 

executive clinic. In addition, Siloam TB Simatupang 

also needs to improve its image and reputation, 

especially for executive clinic services. Moreover, 

the hope is that the executive clinic can become a 

one-stop service for patients who want excellent and 

comfortable treatment services, especially during 

the COVID-19 pandemic. Due to this pandemic, 

many people are reluctant to go to the hospital and 

prefer to use telematic-based health applications. 

Therefore, Siloam Hospitals TB Simatupang needs 

to implement a new normal policy in treating 

patients, namely through the image of a clean and 

safe hospital. 

The results also show that commitment (0.865) is 

the variable with the largest total effect of all 

variables. 

This means that commitment is the most influential 

variable on patient loyalty. Furthermore, the 

variables customer satisfaction (0.541), trust 

(0.484), service quality (0.425), OCB (0.249), 

hospital brand image (0.107) respectively also have 

a degree of influence on patient loyalty. 

 

CONCLUSION 

Based on the research results, there are several 

conclusions, namely: Customer satisfaction, 

service quality, perceived value, trust, hospital 

brand image, and commitment have a significant 

and positive influence on patient loyalty executives 

at Siloam Hospitals TB Simatupang. Besides that, 

variable commitment has a direct influence on 

loyalty. Customer satisfaction, service quality, 

trust, hospital brand image, and OCB indirectly 

affect loyalty. And commitment (0.865) is the most 

influential variable on patient loyalty. Furthermore, 

the variables customer satisfaction (0.541), trust 

(0.484), service quality (0.425), OCB (0.249), 

hospital brand image (0.107) respectively also has 

a degree of influence on patient loyalty. 

 

RECOMMENDATIONS 

Hospital management in the future must always 

prioritize increasing patient commitment, as well as 

customer satisfaction, trust, service quality, OCB, 

hospital brand image to achieve patient loyalty. 

Several things that can be done are to improve the 

patient's emotional relationship with nurses and staff 

at the executive clinic, especially during the 

COVID-19 pandemic which requires caring, 

interpersonal communication skills, and proactivity 

from officers. It is hoped that the executive clinic 

can also become a one-stop service for patients who 

want excellent and comfortable treatment services, 

especially during the COVID-19 pandemic. In 

addition, it is necessary to routinely evaluate the 

customer feedback forms in outpatient installations, 

especially executive clinics so that the services 

received by patients meet their expectations.  

Besides that, dealing with this pandemic, many 

people are reluctant to go to the hospital and prefer 

to use telematic-based health applications. 

Therefore, a new normal policy is needed in 

handling patients, namely through a clean and safe 

hospital image, as well as policies related to 

guidelines for using telematic-based health 

applications. 
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