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ABSTRACT  
Background: Indonesia started establishing national health insurance in 
2014. Implementation of Indonesian national health insurance has 
frequent gaps between health expenditures based on hospital tariffs 
and the INA-CBG tariff 
Objectives: This review was aimed to compare the hospital tariff of 
healthcare to the INA-CBGs tariff and to identify the factors contributing 
to the actual cost. 
Methods: Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) methodology followed in this research. The 
keywords "Real Cost and INA CBG'S" were used in Google Scholar, and 
the keywords "INA CBG'S AND REAL COST" on PubMed, ScienceDirect, 
and Scopus between 2014 and 2022.  
Results: A total of 634 records were found through database searching 
of Google Scholar (594), PubMed (1), ScienceDirect (36), and Scopus (3). 
After the screening process, 24 articles were included in the review. It 
was found that 13 articles (54.16%) showed a lower hospital tariff than 
INA CBG's tariff, while 11 articles (45.84%) showed a higher hospital 
tariff than INA CBG's tariff. The main factors affecting the gaps of 
hospital tariff versus INA CBGs tariff mentioned in the articles were LOS, 
severity, and hospitality class. 
Conclusion: The literature of this review found hospital rates are higher 
with rates of INA-CBGs in many hospitals, so it requires a review of rates 
and an efficient strategy of hospitals. 
Keywords: Cost Containment; Discrepancies; Hospital Tariff; INA-
CBG’S 

 

INTRODUCTION 
The case-mix system is a grouping of assessments and procedures based on similar or same clinical 

characteristics and use of resources or cost of treatment. In developed countries, the case-mix system is widely 
used in health payment systems and is currently being implemented in developing nations.1 The Diagnosis-
related Groups (DRGs) was the inaugural grouping system established under the case-mix system, allowing 
hospitals to correlate the types of patients they treat with the associated costs they incur. In health system 
management, DRGs serve as a potent instrument for hospital administrators. Hospital administrators use DRGS 
to assess both hospital expenses and hospital performance.2 DRGS are widely used in the healthcare industry to 
address cost, effectiveness, and quality of care.3 DRGS may encourage hospitals to implement quality control, 
cost control, and efficient patient care.4 

The case mix system was developed for the first time in 2006 in Indonesia under the name INA-DRGS; 
Indonesian Diagnosis-related Group was renamed Indonesia Clinical Behavioral Group (on September 31, 2010).1 
National Health Insurance (NHI) team established the Indonesia Case Based Group (INA-CBGs) tariff rates for the 
healthcare payment system, which is a prospective payment mechanism at the hospital level. The INA-CBGs were 
designed with the assistance of health professional groups and the Association of Hospitals and a detailed 
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assessment of treatment standards and compensation in various situations.5 INA-CBGs application is utilized by 
Health Service Providers, including Hospitals, Health Centers, and Medical Centers, to submit service claims. The 
INA-CBG tariff is the benchmark for Indonesia’s Social and Health Insurance Agency, known as Badan 
Penyelenggara Jaminan Kesehatan (BPJS). Health financing is based on the disease diagnosis. Disease 
classification is critical since payment varies depending on the kind of exposure.1 There is no ideal financial 
system; each financing method has advantages and disadvantages.1 One of the issues involves tariff, where there 
are frequent disparities between health expenditures based on real costs and the rates of INA-CBGs.6,7The 
hospital was dissatisfied with INA CBG's fees8 because the INA-CBG tariff were insufficient to cover the actual 
service cost (actual cost).9 Income from inpatients participating in BPJS Kesehatan has not been fully able to cover 
the operational costs of inpatients participating in BPJS Kesehatan.9In an exemplary implementation, hospital 
tariff conditions are less than INA CBG.'s, and if a positive difference is obtained for the hospital, it represents a 
profit for the hospital in managing and providing therapy to patients effectively and efficiently.10 Meng11 has 
conducted a systematic review and meta-analysis evaluating the effects of Diagnosis-Related Group (DRGS)-
based and cost-based reimbursements on inpatient health usage in six countries, specifically on length of stay 
(LOS).12 In Indonesia, many researchers have conducted research comparing hospital tariffs and INA CBG's tariffs, 
but there are no  reviews about these topics.  

The research aimed to compare the cost of healthcare to the INA-CBGs tariff and to evaluate the factors 
that influence the hospital tariff in Indonesia. This study may provide insights that lead to the need to cost 
containment strategy in Indonesia. 

 
METHODS  
Study design 

This study is a literature review that evaluates hospital tariff versus the Indonesia Case Base Groups 
(INA-CBGs) tariff Discrepancies.  

 
Search strategy 

The data collection process consisted of three primary phases: first, we identified and selected relevant 
studies on our topic.  Second, we evaluate the retrieved research that satisfied all eligibility criteria.  Then, we 
conducted a review and data extraction for each study. The literature review was conducted by entering the 
keywords "Real Cost and INA CBG'S" on Google Scholar and "INA CBG'S AND REAL COST" on PubMed, 
ScienceDirect, and Scopus between 2014 and 2022.  

 
Eligibility criteria 

Inclusion criteria for this review include a publication detailing the differences between hospital tariff and 
INA-CBG's from hospitals serving BPJS both in English and Indonesian. The exclusion criterion is articles before 
the specific date, thesis, articles in the conference, and articles before the implementation of the NHI.  

 
Data Extraction 

Diagrams from PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) guided the 
selection of studies. It was shown in Figure 1. The first author extracted data from articles which the others 
reviewed articles. The data extraction form included detailed type of study, hospital type, hospital Class, disease, 
region of NHI and Difference.  

 
RESULTS AND DISCUSSION 

The literature evaluation, concentrating on discrepancies in hospital charges with INA-CBG's, was derived 
from research articles published between 2014 and 2022. It was discovered at 634. After eliminating duplicates, 
the total number of articles decreases to 631. A total of 36 articles satisfy the inclusion criteria. We screened 24 
full-text papers for eligibility, of which 13 (54.16%) exhibited lower hospital costs than INA-CBG's tariff, whereas 
11 (45.84%) showed higher hospital tariffs than INA-CBG's tariff. The clear difference between hospital costs and 
INA CBG's tariff can be seen in Table I. This table presents studies, hospital type based on ownership, hospital 
class, type of disease, BPJS regional, and differences. The hospital tariff gap with INA-CBG's tariff is based on a 
surplus or deficit difference. The surplus gap meant that the hospital tariff was lower than the INA-CBG's tariff; 
on the other hand, the deficit gap meant that the hospital tariff was higher than the INA-CBG’S tariff. 
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Figure I. Prisma Flow Diagram  
 
Table I. Literature Review Comparison of hospital tariff and INA CBG'S 
 

Study Hospital Type Hospital Class Regional* Difference** 

Agustina et.al. (2020)13 Private C Regional 3 Surplus 
Astuti et al. (2021)14 Private C Regional 1 Deficit 
Aisyah et al. (2019) 15 Public A Regional 3 Surplus 
Cahyani et.al. (2018)16 Public B Regional 3 Surplus Code I64 Deficit Code 163.9 
Chetrine  et al. (2022) 17 Public B Regional 1 Surplus 
Damara (2022)18 Public C Regional 2 Deficit 
Dewi and Andayani. (2021)19 Public A Regional 1 Deficit 
Dwidayati et.al. (2016)10 Public B Regional 1 Surplus 
Hayul et al. (2020)20 Public B Regional 1 Deficit 
Lakoan et al. (2019)21 Public B Regional 1 Surplus 
Oktadiana (2019)22 Public B Regional 1 Surplus  
Manawan et.al. (2019)23 Public A Regional 3 Deficit 
Negara et al. (2021)24 Public B Regional 1 Surplus 
Nisa and Raharjo (2021)25 Public B Regional 1 Deficit 
Rahmani (2022)26 Public A Regional 1 Surplus 
Santoso et.al. (2020)27 Private B Regional 1 Deficit 
Satibi et al. (2019)28 Public A Regional 2 Surplus 
Siwi et al. (2016)29 Public B Regional 1 Surplus 
Sofan and Syamsudin. (2021)30 Public B Regional 1 Surplus 
Sulistyaningrum et.al. (2021)31 Private B Regional 1 Deficit 
Tusshaleha (2018)32 Public A Regional 2 Surplus 
Kusuma and Ariawati. (2018)33 Public A Regional 2 Surplus 
Wirastuti et.al. (2019)34 Private B Regional 1 Deficit 
Wirantari et.al. (2020)35 Public A Regional 2 Deficit 

 

Note: * Regional grouping is based on area grouping of the NHI; **The total difference of all hospitalization costs 
for all classes and severity level 
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Table II. Hospital Tariff Gap with INA-CBG's tariff Based on The Disease and Severity 

 

Study 

Hospital  tariff gap with INA-CBG's tariff 

Positive 
(IDR)* 

Negative 
(IDR)* 

% Disease Severity/Class/Code/Treatm
ent 

Agustina et al., 
(2020)12 

 210,000 112 Typhoid Mild Severity 
150,387 - 82 Severe Severity 

Astuti et al., 
(2021)13 

- 6,642,79 106,42 Hearth Failure Severity I 
- 17,467,36 118,21 Severity II 
- 16,048,27 136,86 Severity III 
- 29,508,207 135,28 Class 1 
- 6,609,172 109,51 Class 2 
- 4,041,051 104,50 Class 3 

25,895,316 - 70,19 Treatment ≥ 1 
- 66,053,746 142,32 Treatment < 1 
- 4,284,743 105,56 Code diag. I 
- 35,873,687 121,63 Except kode I 

29,574,300 - 80,14 LOS≤ 5 days 
- 69,732,730 174,16 LOS > 5 days 

Aisyah et al., 
(2019)14 

1,353,827 - 70,84 Breast Cancer Class 1 Severity I 
1,070,276 - 67,72 Class 1 Severity 3 
5,095,179 - 41,68 Class 2 Severity I 
3,900,808 - 47,91 Class 2 Severity 2 
3,376,292 - 45,90 Class 2 Severity 3 
7,860,147 - 33,54 Class 3 Severity1 
5,953,000 - 33,54 Class 3 Severity 3 

Cahyani et al., 
(2019)15 

17,173,346  92 Stroke Code I64 
- 53,086,479 100,7  Code 163,9 

Chetrine. et al., 
(2022)16  

23,288,466 - 57 Stroke Class 1 Severity I 
126,321,966 - 59 Class 1 Severity II 

459,868 - 98 Class 2 Severity I 
29,841,707 - 71 Class 2 Severity II 
13,534,612 - 85 Class 3 Severity I 

143,777,706 - 34 Class 2 Severity II 
- 2,403,235 105 Class 1Severity III 

Damara, 
(2022)17 

- 1,584,160,835 119 Top 10 diseases The difference in total costs 

Dewi & 
Andayani, 
(2021)18 

- 62,187,362 - Breast Cancer Severity 1 
6,159,896 - - Severity 2 

64,042,570 - - Severity 3 
Dwidayati et al., 
(2016)10 

23,455,157 - 79,33 Stroke Severity 1 Class 1 
4,601,088 - 82,66 Severity 1 Class 2 

43,762,584 - 74,73 Severity 1 Class 3 
- 5,818,145 115,59 Severity 2 Class 1 

4,753,172 - 80,19 Severity 2 Class 2 
22,047,172 - 63,24 Severity 3 Class 3 
8,476,948 - 27,33 Severity 3 Class 1 

- 1,119,484 111,20 Severity 3 Class 2 
4,835,948 - 70,98 Severity 3 Class 3 
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Table II. Hospital Tariff Gap with INA-CBG's tariff Based on The Disease and Severity (Continue) 
 

Study 

Hospital  tariff gap with INA-CBG's tariff 

Positive 
(IDR)* 

Negative 
(IDR)* 

% Disease Severity/Class/Code/ 
Treatment 

Hayul et al., 
(2020)19 

1,435,183 - 82,59 Diabetes N-4-15-I Severity 1 
971,749 - 86,86 N-4-15-I Severity 2 

6,776,313  74,31 N-4-15-I Severity 3 
330,419  98,43 N-4-15-II Severity 1 
549,967  95,92 N-4-15-II Severity 2 

2,031,930  92,26 N-4-15-II Severity 3 
 476,422 100,50 N-4-15-III Severity 1 
 220,910 100,86 N-4-15-III Severity 2 
 23,286,250 154,44 N-4-15-III Severity 3 

Lakoan et al., 
(2019)20 

2,069,515 - 61,57 Congestive heart 
failure 

Severity 1 Class1 
1,503,250 - 67,43 Severity 1 Class2 
2,465,322 - 45,06 Severity 1 Class3 
5,035,596 - 45,42 Severity 2 Class1 
4,228,526 - 45 Severity 2 Class 3 
6,252,992 - 43,73 Severity 3 Class1 
5,584,14 - 41,37 Severity 3 Class2 

5,619,582 - 39,32 Severity 3 Class3 
Oktadiana, 
(2019)21 

320,531 - 81,77 Hypertension Severity 1 Class1 
611,617 - 71,02 Severity 1 Class2 
461,315 - 81,26 Severity 1 Class3 
507,166 - 75,23 Severity 2 Class1 

1,047,210 - 63,46 Severity 2 Class 3 
870,183 - 78,37 Severity 3 Class1 
385,312 - 88,8 Severity 3 Class3 

Manawan et al., 
(2019)22 

- 168,479,055 205,10 Breast Cancer C-4-13-1 
- 82,388,376 159,61 C-4-13-11 
- 143,642,276 139,38 C-4-13-III 
- 309,052,477 118,79 L- 1-50-1 
- 242,343,118 138,16 L- 1-50-II 
- 5,488,229 109,99 L-1-50-Il 
- 79,638,211 128,79 L-4-11-1 
- 500,721,446 157,10 L-4-11-11 

214,887,977  80,40 L-4-11-Ill 
Negara et al., 
(2021)23 

29,785,499 - 64,38 Diabetes E-4-10-I Class 1 
76,359,738 - 66,44 E-4-10-II Class 1 

75,474,249 - 60,47 E-4-10-III Class 1 
46,850,430 - 63,41 E-4-10-II 
34,637,570 - 67,38 E-4-10-I Class 1 
54,640,600 - 62,64 E-4-10-I Class 1I 
60,761,040  59,63 E-4-10-I Class 1II 

Nisa and 
Raharjo, 
(2021)24 

- 33,336,673 105,21 Coronary heart 
disease 

The difference in total costs 

Rahmani et al., 
(2022)25 

71,830  28,17 Kidney The difference in total costs 
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Table II. Hospital Tariff Gap with INA-CBG's tariff Based on The Disease and Severity (Continue) 
 

Study 

Hospital  tariff gap with INA-CBG's tariff 

Positive 
(IDR)* 

Negative 
(IDR)* 

% Disease Severity/Class/Code/ 
Treatment 

Santoso et al., 
(2020)26 

- 9,861,600 103,85 Breast Cancer L-1-50-I Class 1 
- 30,643,000 109,76 L-1-50-I Class 2 
- 146,724,100 100,00 L-1-50-I Class 3 

Siwi et al., 
(2016)28 

7,115,785,21 - 56,99 Fracture radius 
ulna 

Severity 1 

Sofan and 
Syamsudin, 
(2021)29 

589,918 - 83,99 Ischemic Stroke Class 3 Severity 1 
3,322,631 - 50,14 Class 3 Severity 2 
4,964,746 - 44,22 Class 3 Severity 3 
554,848 - 87,45 Class 2 Severity 1 

2,977,941 - 62,76 Class 2 Severity 2 
4,930,264 - 50,69 Class 2 Severity 3 
791,892 - 84,65 Class 1 Severity 1 

4,177,674 - 55,22 Class 1 Severity 2 
11,665,300 - 41,44 Class 1 Severity 3 

Santoso et.al., 
(2020)26 

- 1,289,449 129,37 Chronic kidney 
disease 

Class 1 Severity 1 
- 2,202,157 131,70 Class 2  Severity 1 
- 3,436,358 146,71 Class 3 Severity 1 
- 3,227,659 119,19 Class 1 Severity 2 
- 1,825,339 11,99 Class 2 Severity 2 
- 1,141,970 145,47 Class 3 Severity 2 
- 1,595,390 204,61 Class 2 Severity 3 

 Satibi(2019)27 4,099,765  78,7 Breast cancer Class 1 
 3,667,672  70,89 Cervical cancer Class 1 
 3,628,786  69,66 Nasopharyngeal 

cancer 
 

 3,711,557 
3,720,427 
3,721,347 

 
3,190,815 
3,185,545 
2,822,905 

 
8,270,338 
7,366,833 
7,476,608 
7,364,655 
6,408,885 
6,306,591 
6,048,605 

 
10,592,704 
10,451,749 
11,478,010 

 
11,038,109 
9,795,986 

 

 83,12 
84,61 
83,34 

 
85,75 
84,74 
75,87 

 
84,36 
80,92 
88,97 
89,5 

91,52 
90,06 
86,37 

 
78,25 
90,08 
84,79 

 
95,13 
92,1 

 

Breast cancer 
Cervical cancer 

Nasopharyngeal 
cancer 

Breast cancer 
Cervical cancer 

Nasopharyngeal 
cancer 

Breast cancer 
Cervical cancer 
Breast cancer 

Cervical cancer 
Breast cancer 

Cervical cancer 
Nasopharyngeal 

cancer 
Breast cancer 

Cervical cancer 
Nasopharyngeal 

cancer 
Breast cancer 

Cervical cancer 
 

Class 2 
Class 2 
Class 2 

 
Class 3 
Class 3 
Class 3 

 
Class 1 
Class 1 
Class 2 
Class 2 
Class 3 
Class 3 
Class 3 

 
Class 1 
Class 1 
Class 1 

 
Class 2 
Class 2 
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Table II. Hospital Tariff Gap with INA-CBG's tariff Based on The Disease and Severity (Continue) 
 

Study 

Hospital  tariff gap with INA-CBG's tariff 

Positive 
(IDR)* 

 Positive 
(IDR)* 

 Positive (IDR)* 

 6,781,437 
 

7,673,560 
9,058,463 
6,470,961 

 58,45 
 

79,36 
93,69 
66,93 

Nasopharyngeal 
cancer 

Breast cancer 
Cervical cancer 

Nasopharyngeal 
cancer 

Class 2 
 

Class 3 
Class 3 
Class 3 

Tusshaleha  
(2018)31 

3,716,554 - 71,45 Rectum Cancer Severity 1 Class1 

 2,930,222 - 65,32  Severity 1 Class 2 
 3,009,750 - 81,26  Severity 1 Class3 
 7,680,392 - 78,26  Severity 2 Class1 
 6,351,268 - 90,97  Severity 2 Class 3 
 10,179,575 - 75,08  Severity 3 Class1 
 10,031,690 - 83,99  Severity 3 Class3 
Kusuma and 
Ariawati, 
(2018)32 

534,784,590 - 97,82 Thalassemia The difference in total costs 
 

Wirastuti et al., 
(2019)33 
 

2,106,600 - 89,99 Stroke Class I Kode G-4-14-I 

 - 8,752,500 120,78  Class II Kode G-4-14-I 
 - 5,538,600 111,52  Class III Kode G-4-14-I 
 - 1,949,300 121,26  Outpatient Class III Code Q-5-

44-O 
Wirantari et al.,( 
2020)34 

- 6,580,263 207 Congenital heart 
disease 

Severity 1 Class 3 

 - 7,577,037 202  Severity 1 Class 2 
 - 5,133,184 148  Severity 1 Class 1 
 - 5,133,184 166  Severity 2 Class 3 

Note: *Indonesia Currency 
 
Table III. Number of Studies with differences in hospital tariffs and INA-CBGs based on the type of hospital  
 

Hospital 
Types 

Hospital Classes  Total 

A B C  

 Surplus Deficit Surplus Deficit Surplus Deficit  
Public 4 3 8 4  1 20 
Private   

 3 1 1 5 

Note * in a hospital two different result (surplus Code I64 dan deficit Code 163.9). 
 

In Table II, the most prominent negative difference between the hospital tariff and the INA-CBGs tariff is 
Congenital heart disease in Severity 1 class 3 in Wirantari et al. ;35 the percentage of difference is 2017%. In 
second place with 205,1% is the journal  Manawan et al. 23, the disease is breast cancer in code c-4-13-1. In the 
journal, Sulistyaningrum et al.31 chronic kidney disease follows with 204,61% in Class 2 Severity 3. On the other 
hand, the most significant positive difference is a journal 10 in Severity 3 Class 1, followed by 26 in The difference 
in total costs and 15 in Severity 3 Class 3. We can see in Table 2, in conditions of worsening severity and classes 
moving up to a higher class, the difference between the hospital tariff and the INA-CBGs rate 
increase,14,19,20,22,27,29,31,33-34 even in two journals, the difference in severity 3 becomes negative .17,20 Interestingly 
the difference becomes positive in code L-4-11-III.23 
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In this literature review, it was determined that there is a difference between the INA-CBGs tariff. Details 
on the results of the literature review for tariff difference data with the INA-CBGs based on the type of hospital 
can be seen in Table III.  

The difference in actual expenses with INA-CBGs occurs because each hospital sets its rates based on its 
mission. Hospital charges are often based on a retrospective cost calculation, meaning payments are charged 
after the service has been rendered. Consequently, it does not motivate the team of health service professionals 
to be efficient. 36 INA-CBGs rates are determined using the prospective method. In the future, hospital rates will 
no longer be calculated using retrospective cost data. Another explanation is that the disparity is attributable to 
the hospital not implementing Clinical Pathways (CP) in inpatient services, affecting patient care procedures. 
Clinical Governance and CP implementation are interdependent to maintain and increase service quality at a cost 
that can be predicted and afforded.9  

Clinical Pathways, considered a factor in cost analysis, are not always equivalent to medical service 
standards. The Clinical Pathway is not utilized for rate estimation but rather for maintenance cost weight (directly 
related to standardization of LOS). The application of clinical pathways in the provision of inpatient services will 
be of great assistance in establishing a diagnosis because the objectives of the Clinical Pathway include reducing 
the variety of services so that costs are more predictable, standardizing services, improving service quality 
(Quality of Care), improving costing procedures, and improving the quality of information 9. The clinical pathway 
aims to enhance outcomes by enhancing care coordination mechanisms, which will save costs and benefit the 
quality of health services. 

Because it is a standard protocol for disease treatment, implementing clinical pathways in health services 
is an essential requirement 37. In this literature review, negative differences in private hospitals are higher (80%) 
than in government hospitals; this is similar to the research Tynkkynen and Vrangbæk 38 on 5500 hospitals around 
Europe, which indicated that public hospitals are more often reported to have the best economic performance 
when compared to private not-for-profit (PNFP) and private for-profit (PFP) hospitals. Private ownership is not 
necessarily correlated with greater efficiency than public ownership 39. There were considerable differences 
between private and public hospitals in capacity, the volume of activity, and case mix; however, after adjusting 
for case mix, there were no variations in the usage of expensive pharmaceuticals between private and public 
hospitals 40. The results of this literature review regarding disease and the negative difference between the INA-
CBGs tariff and the actual cost are presented in Table IV.    
 
Table IV. Difference Of Hospital Tariffs Versus INA-CBG’S Based On The Disease  
 

Disease 
Number of Studies 

Surplus Deficit 

Cancer 3 4 
Hearth Disease 2 3 
Hypertension 1  
Typhus 1 

 

Stroke 2 1 
Multiple diseases 

 
1 

Diabetes 1 1 
Kidney 1 1 
Fracture 1 

 

 
 Catastrophic diseases like cancer and heart disease have a greater negative difference because their 
treatment requires specialized skills, sophisticated medical devices, and lifelong health care  40-41. In another 
study, it was revealed that the cost of inpatient claims for INA-CBGs for Class A catastrophic diseases was higher 
compared to all hospitals 43. 
 The results of this review of the literature regarding the factor that can cause the difference between the 
INA-CBGs tariff and the actual cost are presented in Table V.   

LOS (Length of Stay) is the main factor of differences between hospital tariff and INA-CBGs tariff. In Table 
5, this factor is found in 16 journals. Length of stay is one aspect of assessing efficient or inefficient hospitals 42. 
LOS is related to the cost of care incurred by the patient. LOS is an important indicator for determining the success 
of therapy for diabetes mellitus patients. Hospital services are more effective and efficient the shorter the 
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patient's hospitalization44. The major impact of Length of stay on total healthcare expenses. Reducing the Length 
of stay by one day could cut the entire cost of therapy by around 3% 45. The correlation between Length of stay 
and hospitalization rates is statistically significant and demonstrates a strong positive correlation 46. According 
to research 15, prolonged treatment contributes significantly to the rise in hospitalization rates. Length of stay 
has consequences for rising hospital costs because more health services are rendered, some of which may be 
wasted. LOS also creates inefficient resource allocation and utilization 47. 
 
Table V. The Driving Factor Of The Difference In  Hospital Tariffs With INA-CBG’S 
 

Factor Number of Studies References 

LOS 16 10,13,14,19–25,27,28,30–32,34 
Severity 14 10,14–17,19–25,30,33 
Class of hospitality 12 10,14,15,20,21,23,27,28,30–32,34 
Secondary diagnostic 5 13,14,21,22,33 
Number of procedure 4 14,28 
Procedure 2 21,25,28,32 
Standard differences in tariff determination  2 18,33 
Diagnostic Coding Accuracy  1 33 
Age 2 31,34 

 
 

Severity is the second rank factor affecting the differences between hospital and INA-CBGs tariffs. It was 
found in 16 journals. The severity and complications of disease affect the provision of health services, where the 
impact will be felt in providing more service measures 23. Complications and comorbidities influence the severity. 
Level I (mild) is a diagnosis without comorbidities and complications, level II (medium) is a diagnosis with minor 
complications and comorbidities, and level III (severe) is a diagnosis with considerable complications and 
comorbidities 48. Age and the disease's severity determine the days required for treatment and Length of stay 
impacts rising hospital expenses 47.  

Class of hospitality determined in 12 journals. Class of hospitality and severity level is also associated with 
financing health care, with catastrophic diseases accounting for 32% of the overall cost of health services 6. 
According to activity-based costing, treatment class rates are more expensive the higher the Class 49. The more 
the Class of treatment, the greater the patient's expenses will be. Because the facilities each patient receives in 
each treatment class are different, the varying rates for each treatment class will result in varied expenses 50. 
Generally, the first kind of hospitalized room was higher than the hospital tariffs for all severity levels for the 
second and third types of hospitalized rooms. This is due to the increased cost of the first type of inpatient room 
51. 

A secondary diagnosis can prolong hospitalized patients' LOS and cause rates to vary in each case-mix 
main group (CMG) 48. The number of therapy procedures also extends the stay and raises the costs; this factor 
has been found in 4 journals. Clinical pathways appeared to be associated with shorter lengths of stay 52. The 
clinical path must be followed as a guideline in therapy to optimize treatment procedures and increase the 
effectiveness of healthcare services. A clinical pathway is a detailed and structured treatment plan that includes 
essential steps in a patient’s care for a specific clinical problem 53. The number of secondary diagnoses has a 
significant relationship with mortality risk 54. This illness requires excellent treatment; hence, treatment 
expenditures, including non-chemotherapy expenses, will increase by 51. In addition to being determined by the 
coder and the verifier, the diagnosis and procedures listed on the patient’s resume also influence the coding 
accuracy. The cost of medicines and consumable medical devices accounts for the most significant proportion of 
total hospital expenses 33. Age influences the actual costs because the older the patient is, the greater the 
likelihood of problems and comorbidities. Age will impact the administration of medications and physiotherapy 
to accommodate cost overruns. 50   

In this research, they didn’t include data during the pandemic because of a lack of data from articles that 
were included in this review; meanwhile, before the COVID-19 epidemic, major cost escalations for these 
medications were nearly ubiquitous, with a median increase of 76% from January 2012 to December 2017, with 
almost all pharmaceuticals (48 [98%]) displaying. 55In March 2020, a substantial increase in drug purchases was 
observed following the WHO’s declaration of COVID-19 as a pandemic. A considerable disparity was noted among 
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countries, with developed nations exhibiting a greater increase in drug purchases compared to developing 
nations. 56  During the COVID-19 pandemic, the escalation of drug prices presents a potential health catastrophe 
much exceeding that of the virus itself since it hampers the ability to maintain treatment for chronic illnesses 
and other medical disorders. The effects are evident in pharmacy drug prices for consumers while also influencing 
the expenses of the health system (SUS), which is already strained by the epidemic and further compromised by 
recent austerity measures.57 After the pandemic in the United States,  Between January 2022 and January 2023, 
almost 4,200 pharmaceutical goods experienced price hikes, with 46 percent exceeding the inflation rate. The 
mean increase in drug prices was 15.2 percent, equivalent to $590 per drug product. 58 

 
CONCLUSION 

We concluded that the hospital tariff is still higher than INA-CBGs tariffs  The primary factor in this study 
is LOS., Severity, and hospitality class. This study indicates the importance of assessing the rates of the INA-CBGs 
in order to address healthcare expenses from a hospital standpoint. It is essential for hospitals to conduct an 
assessment of quality control in order to maximize the treatment of patients within the financial limitations set 
by the payer (BPJS).. The possibilities for future research could encompass studies conducted within hospital 
settings, specifically focusing on the implementation of cost-containment strategies within the framework of 
quality control and cost control measures. 
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