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Abstract
Background: Inadequate funding for vaginal delivery can be

one of the barriers to reducing the maternal mortality rate. It could
be therefore critical to compare the vaginal delivery cost between
total hospital cost and INA-CBGs cost in national health insur-
ance. 

Methods: This was a retrospective cross-sectional study con-
ducted from October to December 2019 in Universitas Airlangga
Academic Hospital. It collected data on primary diagnosis, length
of stay, total hospital cost, INA-CBGs cost, and counted disparity.
The data analyzed statistically using t-test independent sample (or
Mann-Whitney test). 

Results: A total of 149 vaginal delivery claims were found,
with the majority having a level II severity (79.87%) and moderate
preeclampsia as a primary diagnosis (20.1%). There was a signif-
icant disparity in higher total hospital costs compared with gov-
ernment INA-CBGs costs (Rp. 9,238,022.09±1,265,801.88 vs
1,881,521.48±12,830.15; p<0.001). There was also an increase of
LOS (p<0.001), total hospital cost (p<0.001), and cost disparity
(p<0.01) in a higher severity level of vaginal delivery. 

Conclusion: Vaginal delivery costs in INA-CBGs scheme are
underneath the actuarial value. There was also an increase in total
hospital costs and a more significant disparity in the higher sever-
ity levels of vaginal delivery.

Introduction
One of the most significant problems in the Indonesian health

sector is the implementation of the national health insurance sys-
tem (JKN). This aims to achieve universal health insurance so that
all citizens benefit from health services and protection in meeting
primary health needs. As one of the systems declared by the state
with law number 40/2004, this system has been running since
2014.1 One of the fundamental changes in the payment system to
hospitals is from a retrospective payment (service fee) model to a

prospective payment system or bundling known as Indonesia Case
Base Groups (INA-CBGs).2,3 The number of claims or bundling is
significant to be adjusted with actuarial value in order to ensure
adequate quality of health services.

In maternal health services, JKN influences the management
of maternal patient management in health facilities. Another
important consideration is the situation of the Maternal Mortality
Rate (MMR) in Indonesia, which is still high, which is around
305/100,000 live births.4 Meanwhile, the World Health
Organization (WHO) has set a global target for maternal mortality,
which is no more than 70/100,000 live births by 2030.5 JKN is
expected to support the elimination of causes of maternal death
known as “three delays”. This consists of: delays in recognizing
signs of danger, delays in achieving proper health care and delays
in receiving adequate care remain primary considerations for
improvement.6,7

The insufficient availability of funds for delivery can be one
of the administrative obstacles that are directly or indirectly relat-
ed to efforts to reduce maternal mortality. From the above back-
ground, this study aims to compare the cost of claims for INA-
CBGs in hospitals with the actual cost of vaginal delivery as the
largest proportion of delivery mode nationally (81.5%).8 At the
same time, the adequacy of this financing is predicted to be close-
ly related to the quality of delivery services in Indonesia by using
national health insurance.

Methods
The study used a cross-sectional design by utilizing data on

total hospital costs and INA-CBGs claims. It was taken from
October to December 2019 at Airlangga University Academic
Hospital (RSUA), Surabaya East Java Indonesia. 

All claims data related to vaginal delivery were selected and
included in our study. Additionally, to eliminate bias from the
study, the authors included only single pregnancies because of the
more significant costs associated with caring for more than one
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Significance for public health

The inadequate availability of funds for childbirth can be one of the administrative constraints that are directly or indirectly related to efforts to reduce mater-
nal mortality. This study will give references to government, stakeholder, and researchers to highlight the urgency of vaginal delivery cost in a country.
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baby if the mother had multiple pregnancies. We also excluded
cases of severe preterm preeclampsia that required conservative
care before delivery to prolong the period of hospitalization and
increase the total cost. In the INA-CBGs classification, delivery is
included in the Case-Mix Main Groups (CMG): O (Deliveries
group). Then in the current INA-CBG grouping, vaginal delivery
whose complexity is divided into vaginal delivery (CMG: O-6-13),
vaginal delivery with procedures other than sterilization/dilation/
and curettage (CMG: O-6-12), and vaginal delivery discharge with
sterilization/dilation/ and curettage (CMG: O-6-11). All severity
levels (level I to level III) for each type of vaginal delivery group
were included in this study and will be stratified for analysis.

Data collected from each claim case includes the primary diag-
nosis, length of stay, total hospital cost, INA-CBGs cost and count-
ed cost disparity (INA-CBGs cost - total hospital cost) and will be
grouped into severity levels in the vaginal delivery of INA-CBGs
group. The rates of INA-CBGs taken here are adjusted to the clas-
sification of Airlangga University Academic Hospital, which is
inpatient cases in Regional 1 area (East Java), government, and
class B Hospitals which has been regulated based on the minister
of health regulation number 64/2016.9 The categorical variables
are shown in terms of frequency and percentage (%), while contin-
uous variables were reported using the mean ± standard deviance
(SD). The T-Test independent sample (or Mann-Whitney test) was
used to compare the difference in the continuous variables between
groups. Paired samples t-test or Wilcoxon signed-rank test were
also used to compare cost disparity in all samples. All statistical
analyses were performed using the SPSS software package (IBM
Corp., Armonk NY, USA) version 24.0. A p-value of <0.05 was
taken to signify statistical significance.

Results

Primary diagnosis, severity levels, and total claims of
vaginal delivery

For three months, we found a total of 149 vaginal delivery
claims were included in the study. The majority of cases had level
II severity based on INA-CBGs group (119 cases, 79.87%). The
general primary diagnosis for vaginal delivery at the Airlangga
University Academic Hospital includes a diagnosis of moderate
pre-eclampsia (30 cases, 20.1%), the prolonged first stage of
labour (24 cases, 16.1%), premature rupture of membrane, and
excessive weight gain in pregnancy respectively 21 cases (14.1%).
For severity level I, in vaginal delivery, most cases that came to the
hospital were caused by the prolonged first stage of labour (23/30
cases, 76.7%). Meanwhile, at severity level II, the highest diagno-
sis was moderate pre-eclampsia (30/119 cases, 25.2%). The data
distribution of the primary diagnosis is reported in Figure 1.

INA-CBGs claim for vaginal delivery
For the INA-CBG group in all cases of vaginal delivery includ-

ed in this study, only two types of complexity were found: vaginal
delivery (CMG: O-6-13) and vaginal delivery other than steriliza-
tion/dilatation/and curettage procedures (CMG: O-6-12) group
with only two levels of severity. Table 1 illustrated the claims of
INA-CBGs for each group at Airlangga University Academic
Hospital (Regional 1 area, government, and class B Hospitals),
based on the regulation of the Indonesian Ministry of Health.7

Comparison of total hospital costs and INA-CBGs cost
in vaginal delivery

By comparing the bundling price for vaginal delivery that has
been determined by the government in the INA-CBGs, it has been
found that the total hospital cost is significantly greater than the
price determined by the government through the INA-CBGs
(p<0.001) (Table 2).

Analysis of severity level in vaginal delivery
There was also a significant increase in the length of the stay

(LOS) (p<0.001), total hospital cost (p<0.001) and cost disparity
between INA-CBGs determined by the government and total hos-
pital costs (p<0.01) in this study (Table 3).
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Table 1. INA-CBGs claim for vaginal delivery.

INA-CBGs code            INA-CBGs description                                                                                                                              Class 3 claim

O-6-13-I                                  Vaginal delivery (severity level I)                                                                                                                                                        Rp 1,626,200
O-6-13-II                                 Vaginal delivery (severity level II)                                                                                                                                                       Rp 1,924,700
O-6-12-I                                  Vaginal delivery with procedures other than sterilization and/dilatation and curettage (severity level I)                       Rp 2,436,200
O-6-12-II                                 Vaginal delivery with procedures other than sterilization and/dilatation and curettage (severity level II)                      Rp 2,925,200

Figure 1. Distribution of primary diagnosis, severity levels, and
total claims of vaginal delivery.



Discussion
The implementation of the National Health Insurance (JKN) in

Indonesia from 2014 has changed various financing systems in
health facilities. In terms of JKN’s participants or users, this pro-
gram provides an advantage because access to health facilities can
be obtained at an affordable price of about Rp. 42,000 (USD 2.83)
per month for the lowest class according to the latest presidential
regulation.10,11 It can be shown through an increased number of
participants. It started from 133,423,653 residents in 2014 to
224,149,019 residents (83.86% of the total population in
Indonesia) in 2019 who are registered as JKN’s participants. Also,
the number of the referred hospital, which collaborates with this
program rise every year (46.28% from 2014 to 2019).12

This study focused on national health insurance in vaginal
delivery services. The results of this study showed that the main
diagnosis of vaginal delivery in Airlangga University Academic
Hospital is predominantly due to preeclampsia, the primary diag-
nosis for both overall and severity level 2 vaginal delivery is mod-
erate preeclampsia. Meanwhile, dystocia disorders in the pro-
longed first stage of labour dominate vaginal delivery with severity
level 1. Several reports in Indonesia showed a high prevalence of
preeclampsia up to around 12.7 compared to reports in developed
countries such as in the US (8.34%).13 This is in line with
Wardhana’s findings study, which showed a very high prevalence
of preeclampsia, with up to 1106 cases (21%) in 2 years in a refer-
ral teaching hospital in Surabaya.14 Indeed, this affects preeclamp-
sia referrals where labour and delivery cannot be done in primary
healthcare, which is not adequate resources to handle cases.11,15

Delivery services are essential health services in human life,
although specific diseases do not always follow them and often
result in significant health financing.14 Delivery services also had
the highest cost of all episodes of maternal care.16,17 The main
issue of this study is that the government’s claim for vaginal deliv-
ery through the INA-CBGs group is significantly lower than the
total costs incurred by the hospital. The higher the severity of vagi-
nal delivery, the higher the disparity and increase in the length of
stay (LOS) so that the hospital financing package will increase.
There has never been a study comparing the costs of vaginal deliv-
ery, particularly in Indonesia. However, this study shows low
claims of funding from the Indonesian government for vaginal
delivery. Claims for vaginal delivery cost with the lowest complex-
ity based on the hospital classification where the study was con-
ducted were Rp. 1,626,200 or if converted around USD 109.49.9

In other hands, some observations from the Independent
Hospital Pricing Authority report in Australia show that a single
vaginal delivery episode with DRG O60C - ‘vaginal delivery,

minor complexity’ has a higher claim of about 34 times (AUD
4,777 or USD 3,422) than vaginal delivery cost claims in
Indonesia.18,19 A report from the US also states that Medicaid
financing using a blended payment in Minnesota in 2009 gave a
price of USD 3144 to 3528 USD.20 Another study from Bellanger
of 11 European countries, shows claims that vary widely different.
For cases of vaginal delivery with one day LOS, the lowest DRG
claim prices were found in Poland (479 Euros ~ 561 USD) up to
2047 Euros ~ 2343 USD in Sweden. The lowest price in the Polish
area has a vaginal delivery payment rate of up to 5 times the INA-
CBGs claim for vaginal delivery in Indonesia.14

In addition, Nugraheni’s report from the Ministry of the Health
Republic of Indonesia shows the impact of the national health
insurance program on a significant reduction in vaginal delivery
cost.21 As is well known, financial problems, particularly in poor
people, will give harmful conditions for health status.22 The high
expense on health service costs will surely have an impact on the
family’s finances.23 Nevertheless, on the one hand, health insur-
ance must strive for high-quality health services for everyone not
excluded. The low price of vaginal delivery claims needs to be a
concerning issue. It is crucial to define a grouping algorithm as
Diagnosis-Related Group (DRG), which we refer to as INA-CBGs,
to have a fair performance comparison and hospital reimburse-
ment.24 The optimal design of the DRG system for labour cases is
critical to ensure adequate performance comparisons and appropri-
ate reimbursement for these causes of frequent hospitalizations.14
The impact of low financing can certainly disrupt service quality
and hospital cash flow, which needs to be further investigated.

Although the study did not investigate the correlation in
Caesarean Section (CS) rate, low vaginal financing could also be
associated with an increase in CS rate. The CS rate report from one
of the referral hospitals in the territory of Indonesia also shows an
SC rate of up to 50.2% for patients using the national health insur-
ance program (JKN).25 Furthermore, several comprehensive
national reports from BPJS Kesehatan also state that the CS rate
rose around 57% in 2017.8,26,27 Research shows that CS rates
above 10% are not associated with a reduction in maternal and
infant mortality. However, the WHO has never recommended a
specific rate in a country or hospital because each region has dif-
ferent particular situations. FIGO (The International Federation of
Gynecology and Obstetrics) gives one of the recommendations to
reduce unnecessary CS, including similarity cost both CS and
vaginal delivery for medical workers.28-30 Indeed, this is difficult
to do in Indonesia, where INA-CBGs financing claims for a vagi-
nal delivery are still deficient. The limitation of this study is that
the investigation was conducted only in one hospital. We need
more hospitals to compare hospital cost rates, even though in gen-
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Table 2. Comparison of total hospital costs and INA-CBGs cost in vaginal delivery.

Variable                        Total hospital cost (Rp.)                                INA-CBGs cost (Rp.)                                                       p

Vaginal deliveries                        9,238,022±1,265,801.88                                                 1,881,521.48±12,830.15                                                                    <0.001

Table 3. Analysis of severity level in vaginal delivery.

Variables              Severity level                                                                                   p
                                                  Level I n=30 (20.13%)                   Level II n=119 (79.87%)                                             

LOS (days)                                                             2.27±0.11                                                          3.03±0.09                                                                     <0.001
Total hospital cost (Rp)                         8,553,419.23±136,700.74                                9,410,611.04±150,834.49                                                         <0.001
INA-CBGs cost (Rp)                                 1,675,983.33±34,722.56                                   1,933,337.82±8,414.54                                                           <0.001
Cost disparity                                            -6,877,435.9±134,659.07                                 -7,477,273.2±151,189.09                                                          0.009
                                                                                          



eral if we look at the claims of INA-CBGs from the government it
is much lower than in other countries. Increasing vaginal delivery
costs is a critical need to increase according to the actuarial level.
So the financing scheme in the national health insurance system
can support in providing high-quality maternal services and reduce
maternal and infant mortality rates in Indonesia.

Conclusion
The cost of vaginal delivery from the National Health

Insurance System is below the actuarial value. There is a reason-
ably high disparity, where bundling financing from the Indonesian
government in the form of INA-CBGs is lower than the total hos-
pital costs. As the severity increases, the patient’s LOS will be
longer, followed by a higher total hospital cost and a more signifi-
cant disparity in financing compared to the government’s INA-
CBGs package. So, from these findings it is assumed that the gov-
ernment can review policies and improve the system for the cost of
services for vaginal delivery to improve the quality of maternal
services, control the caesarean section rate, and reduce the mater-
nal mortality rate.

References
1. Indonesian Ministry of Health. Law of the Republic of
Indonesia number 40 of 2004 concerning the national social
security system. Timur Putra Mandiri; 2004. 

2. Indonesian Ministry of Health. Regulation No. 27/2014 on the
Technical Guidelines for the Indonesian Case Base Groups
(INA – CBGs) System. Jakarta; 2014.

3. Indonesian Ministry of Health. Regulation No. 58 of 2014 con-
cerning Standards for Pharmaceutical Services in Hospitals.
Jakarta; 2014; 

4. Central Bureau of Statistics. Statistik Indonesia 2017.
Available from: https://www.bps.go.id/ publication/2017/07/
26/b598fa587f51124325 33a656/statistik-indonesia-2017.html

5. WHO. Trends in maternal mortality 2000 to 2017: estimates by
WHO, UNICEF, UNFPA, World Bank Group and the United
Nations Population Division. 2019. Available from:
https://apps.who.int/iris/handle/10665/327596 

6. Thaddeus S, Maine D. Too far to walk: maternal mortality in
context. Soc Sci Med 1994;38:1091-110.

7. Prasetyo B, Winardi B, Pranadyan R, et al. Increasing of early
high-risk pregnancy detection with proactive intervention in
Bangkalan District, Madura Indonesia. J Global Pharma
Technol 12:26-31.

8. Indonesian Ministry of Health. Riskesdas 2018 National
Report. Jakarta Kemenkes 2018.

9. Indonesian Ministry of Health. Regulation No. 64 of 2016 con-
cerning Standard Health Service Rates in the Implementation
of Health Insurance Programs. 2016.

10. Indonesian Ministry of Health. Presidential Regulation of the
Republic of Indonesia Number 64 of 2020 concerning Second
Amendment to Presidential Regulation Number 82 of 2018
concerning Health Insurance. 2020.

11. Republic of Indonesia. Presidential Regulation No. 82 of 2018
concerning Health Insurance. Jakarta Secretary of the Republic
of Indonesia District. 2018.

12. Kuklina EV, Ayala C, Callaghan WM. Hypertensive disorders
and severe obstetric morbidity in the United States. Obstet
Gynecol 2009;113:1299-306.

13. Wardhana MP, Dachlan EG, Dekker G. Pulmonary edema in
preeclampsia: an Indonesian case - control study. J Matern
Neonatal Med 2018;31:689-95.

14. Bellanger MM, Quentin W, Tan SS. Childbirth and Diagnosis
Related Groups (DRGs): patient classification and hospital
reimbursement in 11 European countries. Eur J Obstet Gynecol
Reprod Biol 2013;168:12–9. 

15. Indonesia KK. Doctor Competency Standards. 2006. National
Library of Jakarta.

16. Relph S, Delaney L, Melaugh A, et al. Costing the impact of
interventions during pregnancy in the UK: a systematic review
of economic evaluations. BMJ Open 2020;10:e040022. 

17. Callander E, Shand A, Ellwood D, et al. Financing maternity
and early childhood healthcare in the Australian healthcare
system: costs to funders in private and public hospitals over the
first 1000 days. Int J Heal Policy Manag 2020. doi:
10.34172/ijhpm.2020.68 

18. Witter S, Govender V, Ravindran TS, Yates R. Minding the
gaps: health financing, universal health coverage and gender.
Health Policy Plan 2017;32:v4-12. 

19. de Brantes F, Love K. A Process for structuring bundled pay-
ments in maternity care. NEJM Catalyst 2016;2.

20. Kozhimannil KB, Graves AJ, Ecklund AM, et al. Cesarean
delivery rates and costs of childbirth in a state Medicaid pro-

                            Article

Correspondence: Manggala Pasca Wardhana, Department of
Obstetrics and Gynaecology, Faculty of Medicine, Universitas
Airlangga, Soetomo Teaching Hospital, Jl. Mayjen Prof. Dr. Moestopo
No.47, Surabaya East Java 60132, Indonesia.
E-mail: manggala.pasca@fk.unair.ac.id

Keywords: Vaginal delivery; total hospital cost; health insurance;
Indonesia Case Base Groups.

Contributions: MPW, KEG, MACL contributed to research concep-
tualization; PR, ERD, contributed to the application for ethics review
and approval; MPW, KEG, PR, contributed to data collection; MPW,
ERD, drafted the manuscript and submitted it for publication. All
authors contributed to analysis and discussions of situations, reviewed
and commented on drafts. All the authors have read and approved the
final version of the manuscript and agreed to be accountable for all
aspects of the work.

Conflict of interest: The authors declare that they have no competing
interests, and all authors confirm accuracy.

Ethics approval: This research was declared an ethical pass test by
the Ethics Committee of Airlangga University Academic Hospital,
Surabaya.

Availability of data and material: The data used to support the find-
ings of this study are available from the corresponding author upon
request.

Funding: None.

Acknowledgements: We acknowledge all the Airlangga University
Academic Staff who participated in the data collection.

Received for publication: 20 October 2020.
Accepted for publication: 28 November 2020.

©Copyright: the Author(s), 2020
Licensee PAGEPress, Italy
Journal of Public Health Research 2020;9:1999
doi:10.4081/jphr.2020.1999
This work is licensed under a Creative Commons Attribution
NonCommercial 4.0 License (CC BY-NC 4.0).

[page 542]                                              [Journal of Public Health Research 2020; 9:1999]                                                               



gram after implementation of a blended payment policy. Med
Care 2018;56:658-64. 

21. Nugraheni W, Mubasyiroh R, Kusuma R. The role of National
Health Insurance (JKN) in reducing the financial burden of
childbirth. 2019. Available from: http://www.healthpolicy-
plus.com/ns/pubs/17359-17651_PBRoleofJKN.pdf

22. Bonu S, Bhushan I, Rani M, Anderson I. Incidence and corre-
lates of ‘catastrophic’maternal health care expenditure in
India. Health Policy Plan 2009;24:445-56.

23. Qosaj FA, Froeschl G, Berisha M, et al. Catastrophic expendi-
tures and impoverishment due to out-of-pocket health pay-
ments in Kosovo. Cost Eff Resour Alloc 2018;16:26. 

24. Söderlund N, Gray A, Milne R, Raftery J. Case mix measure-
ment in English hospitals: an evaluation of five methods for
predicting resource use. J Health Serv Res Policy 1996;1:10-9.

25. Astoguno AP, Kaeng JJ, Mewengkang M. [The profile of
childbirth during the JKN-BPJS era in Prof. Dr. RD Kandou
Manado for the period January 1-June 30 2016].[Article in
Indonesian with English abstract]. e-CliniC 2016. doi:
10.35790/ecl.4.2.2016.14496

26. Esteves-Pereira AP, Deneux-Tharaux C, Nakamura-Pereira M.
Caesarean delivery and postpartum maternal mortality: A pop-
ulation-based case control study in Brazil. PLoS One
2016;11:e0153396.

27. Dewi ER, Laksana MAC, Rahmawati NA, et al. The role of
universal health coverage in supporting national family plan-
ning program: A comparative study. Medico Legal Update
2020;20:544-9.

28. Betrán AP, Torloni MR, Zhang J-J, et al. WHO statement on
caesarean section rates. BJOG 2016;123:667-70.

29. Visser GHA, Ayres-de-Campos D, Barnea ER, et al. FIGO
position paper: how to stop the caesarean section epidemic.
Lancet 2018;392:1286-7.

30. Holtz J, Sarker I. Integrating family planning into universal
health coverage efforts. 2018. Brief. Bethesda, MD: Sustaining
Health Outcomes through the Private Sector Plus Project, Abt
Associates. Available from: https://www.shopsplusproject.
org/sites/default/ files/resources/Integrating Family Planning
into Universal Health Coverage Efforts.pdf

                             [Journal of Public Health Research 2020; 9:1999]                                             [page 543]

                                                                                                    Article


