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Abstrak

Lean adalah suaru upaya rerus-menerus unruk menghilangkan pemborosan (waste) dan meningkarkarn
nilai rambah (value added) produt, baik barang maupun jasa. kepada pelanggan. Lean vang direrapkan
dalam indusiri kesehatan disebu juga lean healthcare. Salah sam Rumak Sakir swasa yang ada di daerah
Malang yakni Rumah Sakit Islam Unisma. Penelitian ini aban difokusdan pada wase yang ditemban oi Unir
Rawar Jalan dan Rawar Inap, yang mana kondisi saa ini masih rerdapar akrivitas yang rergolong wasre.
Pada penelisian ini Big Piciure Mapping digunaan untuk mengidenifikasi proses yang ada di dolom
imsralasi rawar jalan dan rowar inap. fdencifibas akrivitas sepanjang big picrure mapping bertujuan ek
mengeratuei  dan  menghitung  presentase  alyivitas-akrivitas  yang  termasuk  karegori  alzivitas  yang
memberikan nilal rambaly, akrivitas yang perring namun ridak memberiban nilal tambaly dan akrivias vang
tidak memberikan nilai tambah. Fishbone DMagram digunakan unruk menganalisis sebab dan akiba swam
permasalahan sehingga ditemukan akar permasalahan dari waste kritis yang terjadi. FMEA digunakan
sk mengidensifikas dan memberikan prioritas kegagalan. Hasil dari FMEA menunjukikan penyebab krivs
dari waste morion adalah kondisi sata lerak dokwmen dalom rak pada ruang penyimpanan status el
medis belum ergonomis. penyebab kritis dari wasre rransportanion adalah perunjuk ruang kurang jelas,
penyebab kritis dari waste waiting adalah penulisan kererangan obar di rak kurang jelas dan sudah jeld,
penaraan kertas resep obar ridak rapi. hanya ada sar loker resep obar, sedangkan penyvebab krins dari wase
defea adalah miisan perunjuk ruang berwarna sama dengan wama pintu dan pernjuk ruang rerlalu kecil,
Alrernarif solusi vang diwsulban vakni pelesakan dokumen pada rak rugng penvimpanan satus rekam medis
pada rempar vang fauh lebih ergonomis | pembuman alar bomerod visual penghondisian meja pegawai,
denah rumakh sakit vang dilenghapi dengan detail fore, diggram alir pelayanan, perbaikan papan nama,
pembedaan loker resep racikan dan non racikan, pemberian nomer antrian, dan pelabelan pada rak obar.

Kata Kunci : Big Picrure Mapping, Fishbone, FMEA dan Lean Healtheare.

1. Pendahuluan

Rumah  sakit saat ini  mengalami
persaingan yang semakin ketat dengan semakin
bertambahnya rumah sakit yang ada. sehingga
rumah’sakit dituntut untuk semakin
berkompetensi dengan meningkatkan pelayanan
vang ada, seperti halnya memberikan pelavanan
kesehatan  yang  sebaik-baiknya  kepada
masyarakat dan berorientasi pada kesehatan
individu.

Salah Satu Rumah sakit swasta yang ada di
daerah Malang vyakni Rumah Sakit Islam
Unisma. Berdasarkan hasil wawancara terhadap
pegawai  rumah  sakit dan  pasien  juga
berdasarkan pengamatan yakni masih terdapat
permasalahan adanya antrian yang meliputi
waktu menunggu aktivitas administrasi, waktu
menunggu proses pemeriksaan oleh  dokter,
untuk kebih jelasnya dapat dilihat pada tabel |

yang merupakan waktu tunggu pada prakiek
dokter spesialis THT, prakiek dokter spesialis
Kulit dan Kelamin, praktek dokter spesialis
Pasien Penyakit Dalam, lama proses menunggu
termasuk dalam hal yang mempengaruhi tingkat
kepuasan pelanggan. Selain itu masih terdapat
aktivitas yang tidak efektif seperti penulisan
kembali data pasien lama dikarenakan data
tidak ada atau hilangnya data pasien lama dan
juga transportasi dari pegawai informasi untuk
mengirim berkas mkam medis, untuk lebih
jelasnya dapat dilihat pada tabel 2. Semua
permasalahan tersebut merupakan pemborosan
{wasee) yang tidak memberikan nilai tambah
{non value added).
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Absrrak

Kezterlambatan pengemoslian berkas rekam medis rawat inap dspst menghambat proses pelsyanan rekam
medis seperti kegistan assembling, filling, koding, sema kemungkinan menyebabkan hilang atau russknya
berkas rekam medis. Pengembalian berkas rekam medis rawat insp REUF Dr. Karisdi Semarang masih
mengalami ksterlabatan. Berdasarkan hasil observasi dan wawancara yang dilakukan cleh peneiii terjadi
keierlambatan dibagian PJRM atau Assembling. Tujuan dari penelitian i adalah melaksanakan menganalisis
faktor apasaja yang menyebabkan terjadinya keterlambatan pengembslian berkas rekam medis rawat inap.
Jenis peneliian yang digunakan yaitu kualtatif. Penchitian ini menggunakan teori Lawreens Green dengan
varniabel Predisposing Factors, Enabling Factors, Reinforcing Faclors dan keterlambatan pengembakan
berkas rekam medis yang dilskukan melslui wawancara, observazi. Teknik pengumpulsn dats terdin dar
wiawsancara dan observasi. Hasil penelitian menunjuklkan keterlambatan pengembalian berkas rekam medis
rawat inap disebabkan okh kompetensi individu yaitu pengetahuan sera sikap petugas terhadap
pengemosian berkas rskam medis, yang kedua disebabkan oleh =arans dan prasarana yang =angat
mendukung namun masih =aj@ terjadi keterlambatan pengembalian serts kurangnys motivasi yang diberikan
kepada petugas. Menyikapi hal tersebut perlu diadskan rapat rutin yang khusus membahas tentang
k=ierlambatan pengemosian berkas rekam medis agar tidak teradi maszalsh ketsrlambatan berkas rekam
medis.

Kata Kunci: Berkas Rekam Medis, Keterlambatan, Pengemoslian.

Abstract
That delay file medical record in-patient could impede the senvice event assemblng, medical record filing,
koding, cause to be lost or damaged and probably file. medical recordThat file medical record in-patient rsup.
drire slill experiencing keterdsbatan. kariadi semarangBased on the obsernvatons and the intenviews
conducted by researchers implementation has been delayed at pjrm. assembling orThe purpose of this
research is conducting apasaja analyzing the factors that cause the repsyment record. in-patient medical
fileThe kind of research used the qualitative. This study using theocry lswreens green vanable, predisposing
factors enabling, factors reinforcing factors and the repayment of file medical record by, through
imterviews. The research results show delays in the repayment of file medical record in-patient caused by
individual competence the attitude the repayment of knowledge and the officer to file medical record |, the
second caused by of facilities and infrastructure who are supporting yet there still implementstion has besn
delayed retun and the lack of @ motivation that granted to officers In reaction to this, should be created a
routine mesting that special committee to discuss about delays in the repayment of medical record file so that
they do not file medical record delays there was a problem .

Keywords: Delsy, Hzsfth cenfer, Medics! Record Fis

1.  Pendahuluan

Menurut Kemenkes No. 128 Tahun 2008 Standar Pelayanan Minimal Rumah Sakit, rekam
medis yang lengkap adalah rekam medis yang telah diisi lengkap oleh dokter dalam wakiu
maksimal 1x24 jam setelzh sslesal pelayanan rawst jalan atsu sstelah pasien rawast inap
diputuskan untuk pelang. yang meliputi identitas pasien, anamnesis, rencana asuhan, pelaksanaan
asuhan, tidnadk lanjut dan resume. Menurut Depkes RI Dijen Yamed 2008 menjelaskan bahwa
Standart pengembalian rekam medis pasien pulang rawat adalah maksimal 224 jam. Waktu 2 hari
adalah wakiu mzksimum dalam pengembalian berkas rekam medis dar unitpelayanan ke unit
rekam medis. Rekam medis sebagai catatan peralanan penyakit pasien merupakan berkas rekam
medis penting yang pengisiannya harus terfjamin ferisi secara lengkap sebelum dikembalikan ke
umit rekam medis. Katerlambatan bercas rekam medis pada pelayanan akan mangakibatkan wakiu
pengcodingan dan grouping jadi tejeda dikarenakan harus menunggu berkas dari wnit PJRM.
Langkah yang dapat dilakukan untuk menghindarn beberapa dampak yang ada adalah rumah sakit
hanss menerapkan sasaran mutu 100% untuk pengembalian berkas reiam medis, tidak terkecua
RSUP Dr. Kariadi Semarang.
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ABSTRAK

Latar Belakang: Keterlambatan pembayaran klaim BPIS berdampak pada pemmngkatan
beban biaya yang tinggi bagi rumah sakit yang akan mempengaruhi mutn pelayanan kesehatan yang
Tujuan: Penelitian ini bertujuan vntul: mengetahni secara mendalam keterlambatan pembavaran
klaim BPJS Kesehatan dan bagaimana dampalnya terhadap mutun pelayanan RSIT Sukapura.
Metode: Penelitian ini merupakan stdi kmalitatif dengan menggali informasi dann Kaor
Admunistrast

Pasien, Ketua Casemix Kaur Penagihan, Kaur Perbendaharaan. Kavr Farmasi, Kaur Laboratorium,
Kaur Radiologi, Kepala Evangan Rawat Jalan dan Fawat Inap. dan Delder dengan menggunakan
pedoman wawancara yang dikembangkan.

Hasil: Pengajnan kaim BPJS Eesehatan di BSIJ Sukapura dipengaruhi berbagai faktor, vaitu
pertama adalah pengumpulan berkas kelengkapan administrasi klaim di administrasi pasien. vang
kedva adalah keterlambatan pada pengkodingan berkas klaim di unit casemix dan ketiga
pengumpulan serta pengiriman berkas klaim cleh unit penagihan. Keterlambatam pembavaran klaim
BPIS kesehatan, berkisar antara 7 - 45 hari setelah jatuh tempo. Keterlambatan klaim mempengaruhi
ams kas kevangan rumah sakit. akibatnya mimah sakit memprioritaskan pembayaran tagihan yvang
bersifat kiusial duly. Tampak bahwa kebijalan ini akan sangat mempengaruhi kpalitas mute layanan
di RSIT Sukapura.

Kesimpulan: Eeterlambatan pembayaran klaim berdampak pada kompetensi, efektifitas. efisiensi,
keamanan dan kenyamanan pelayanan.

Saran: Perlu menpgubah alur pengiriman berkas kKlaim BPJS Kesehatan, meningkatkan keordinasi
dan kommunikasi antar unit yang berhubungan dengan klaim BPJS Kesehatan, serta mengoptimalkan
manajemen mutn pelayanan dan manajemen piutang rumah sakit.

Kata knnci: Asuransi Sosial, Keterlambatan Elaim Mutn Pelayanan, BPJS Eesehatan
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Absracr— Hospital cutpatient waiting times in Indosesia do oot meet the standards. Lean manazement reduces waste while
dipitalization plavs a role in manazing service complexdty. Implementing lean in parallel with digitalization increases the opportumities
for improvements, but empirical rezesrch on this i s6ll limited. Thiz study aimed to generate an analytical stady of the impact of Lean
application in redudeg the waste of waiting time for cutpatient services at a government hozpital. The research desizn was pre- and
post-intervention. The study wa: conduocted in a resions] sovernment hozpital with 50 people az a zample who wa: recruited by
systematic random =ampling. Data collection was carried out through obzervation and mapping the flow of patient service time from
booking to completion of & doctor's consnltation w=ing the time stamp. Efforts to redwce waiting time are carried out throngh a
simulation of the Lean-bazed dizitalization model. The variables are the namber of Service Steps, Lead Time Waiting Time, Value-
Added Activities, Non-Value-Added Activities and Value-Added Ratio (VAR). The rezults showed that lean-bazed service digitalization
was able to reduce service steps from 10 to 4 steps, waste waiting from £ to 2 steps, and Lead Time from 3346 to 3% minntes (-55.4%4),
increasing the VAR from 5.1% to 20.5%. Thiz research is limited to the implementation of lean digitally. It is important to statistically

compare the impact of dizital and nos-dizital lean implementation in some hospitals.

Heywords— Lean-bazed digitalization; waiting time; cutpatient.
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I. INTRODUCTION

To achieve the 3D(Fs targsts, Univerzal Health Coverage
iz & gvztem that brings safe, affordable, and effective health
services for the commumity to be achisved by every country
by 2030. The mstainability of health services iz the main
prerequisite to achieving the 5DhGs if the quality of health
services can be guarantesd [1]. Since 2014, the Indonesian
government has izmied a Mationsl Health Insurance Systam
(IWHIS) that makes the Burssu of Socal Innuwance Provider
(BETE) the world's largest health msurance payer. With the
number of participants continume to inoeazs m 2017, BETS
paid 2234 million consultstions for health services [2].
Increazed wilization of health services canzes an imbalance in
health service supply and demand, impacting service quality
[3]. Thiz iz reflected in the moresze in hospital cwtpatisnt's
waiting tme. Curpatient walting time i3 from registerin g until
getting a doctor's consultation with a standard of equal to or
lesz than &0 minutes, bazed on the Indonesian Mimistry of

2148

At TOIT. Date af publizasia
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Health. World health crganizaton (WHO) zet the maximm
time limit for patisnts to be zerved by doctors 1= 30 minotes
from the promizsd consultation scheduls [4]. Az 3 refemral
hospital for the suroundmg area, regional public hospitals
have more gpecialist and equipment than private hospitals. It
makes rezional general hospitals to have a large mumber of
patients, therefore it haz an impact on warting times that are
not up to standard.

Hozpital sustamability iz reflacted by the guality and the
level of productivity. Irsandy and Svaf [3] found that the
productivity level of hospitals has contnued to decline since
the mplementation of BPIS health mowrance in Indonesia.
Eezides that, several studiss showsed that since the enov mte
force of BPJTS, health service quality and waitng time (W)
in zome hoszpital: did not meet the standard [6]-[8]. West
Sumatera is a province with a low HDI compared to other
provinces im Indonesia. Waiting time at a2 Fegional Gensral
Haapital in Padang, the capital city of West Sumatara was 239
minutes m 2018, It can be improved by 122 mimites in 2019,
bt it did not mest the standard [9].
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ABSTRAK

Masalah yang didapat bahwa pelaksanaan klaim BPJS dalam penyerahan berkas
klaim pasien rawat inap kepada kantor BPJS Keschatan masih mengalami keterlambatan
vang jauh dan tanggal yang sudah ditetapkan oleh BPJS Keschatan. Penelitian ini
bertujuan menganalisis faktor-faktor penyebab terjadinya keterlambatan pengajuan klaim
BPJ5 Keschatan pasien rawat inap dLEnUD Dr. K. Sosodoro Djntikncsu:mn%q]nn:gm
lenis penelitian ini menggunakan penelitisn kualitatif deskriptif dengan menggunakan
mancangan cross sectional. Subyek penelitian adalah Kepala Instalasi Pelayanan
Administrasi Terpadu, Kepala Sub Bagian Verifikasi dan Abuntansi, Petugas klaim
pasien rawat inap. Hasil penclitan wakiu penyelesatan 1 berkas klaim s verifikas:
adminisirasi sampai berkas dieniry mcmﬁutuhkan wakin selama [8: rﬂ? er berkas.
Kelengha Lan persyaratan berkas klaim terdapat 35 % persyaratan berkas I:lmm tidak
lenghap harus dikembalikan lagi keruang perawatan, kembalinya berkas klaim ke
ruang perawatan yang berpotensi menyebabkan keterlambatan dalam pengajuan klaim.
Dilihat dari jumlah dan kompetensi sumber daya manusia petugas pengelolaan klaim
berpotenst menyebabkan keterlambatan dalam p-:ngaju.an klaim dan masih ada beberapa
petugas pengelolaan klaim yang masih belum mengikuti pelatihan yang sesuai dengan
Jabatanmya.

Kata kunci : BPJS, Keterlambatan Pengajuan Klaim, Pasien Rawat Inap

ABSTRACT

The problem culminates on the implementation of health insurance claims, which ix
in handing aver the in-patient claim ﬁiﬂa to the bureau stilf experiencing delavs far from
the date set by the Social Security Adminisirator (BFUSS) for Health. This research aims to
analvze the r:muafue_facfar: of the delay in submitting clmims of BPJS health insurance
Sar the in-patients ar Dr. R5U0 8. Sosodora Djatikoesoemo B‘ﬂjmw?'am This research
uzes descriptive qualitative research hy ving crass sectional design. Research
subjects are including the Head of Integrated Administration Services Installation, the
Head of the Verification and Accounting Subdivision, and the claim officers of the in-
patients. The results of the research show that the completion time for I claim file, started
Sfram the administrative verification officer to the file entry, takes time r:l'l_||'..ll =303 per
Sile. Die ro the completion standard on the claim files, there are 35% incomplere files
thar must be returned to the treamment room. The return of these claim ,r‘fe; o the
treatment room potentially causes the delay in filling the claims. Considering the number
af human resowrces and the competency af management officers, those mwe issnes are
alze porential to cause the delay in filing the claims. Furthermore, there are some af
management officers sull nor participaring in an appropriare training needed for their
JOSitions.

Keywords: BPJS Health Insurance, the Submission Delay in Claims, the In-patiems
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Why Is Lean Thinking Important for Health Care?

Mot because & is 2 better way to make motor cars. [ts because it is 2 pood way w0 manape, coordinate,
and schedule work practices in any industry, incheding Health Care. Lean Thinking needs some maoddi-
fication before it & " for purpose” in Health Care. But the basics of Lean Thinking are relevans and
hnpurt:.uL‘[hﬂti:mbctmpla.c:munﬂﬂﬁtmﬂdlmthanﬂtwﬁﬁupufTaih’JﬁDﬁnﬂ hirnself.

Toyota and Taiichi Ohno

Tl'beTu}rnd.a :iji.]}r firm started life as 2 mamufacturer ul:-i.rlgznin:uunrhmuuic looms. As the T-u:.uh
Motor C.umpan}r,itmmd h.l.ilﬂi.n.g]ig}lt trucks before the Second Waorld War. T-u-"l.l:'t: entered the
passenger vehicle market after the Second World War. When it started .rrul:i.rlg passenger cars, it
did noe have the resources o compete against ]:.rgz American manufacturers, but it had a ]:lcrin-rl
of protection from imports, and a workforce on lifetime contraces that oeeded o be seen as assets,
rather than as costs to be minimized. And, its production manager was an extraordinary man.

Taiichi Ohne (1998, 13} was a great admiser of Henry Ford in his Highland Park period and
a great critic of mass production as it had evalved. He describes the outcomes of American style
rmass Fruﬂuctiurl using ]'li.ghd]:lcrﬁ:rm.a.rl\:e. high-:pnﬂl machines in these terms ®... an eadier
process forwards ]:lruﬂl:u:t: to the later process c,urlti.rlmu.'ﬂ.}' rcg.irdlm of the Frndm:l.iuu reg|uine-
ments of that process Mountains -u:l'-]:la.rt_r, therefare, mi.glu. ]:!il-: up at the later process. At that
Pni.rlt. wuri:r::pend their time lnnlii.rlgfnrmmg: space and |1.|.|.r|ti.r|g:ﬁ:|r parts instead -ud"miking
progres in the most i.|11.|:|-n|'tan.|. part of their iu'ba, Frudun:l.inn...."

Waste and Flow

Ower and again, Ohno stated char his poal was w eliminate waste. By “waste,” he did not mean
cutting a sheet of metal in such a way thar, when a car body part was pressed out, the minimum
amoun: of metal was wasted as scrap. Ohno emphasized that in conventional mass production,
the cost of making a car includes the cost of wasted time and effor: locking for things, the cost of
m:king and st.nring parts hefone tbe:,r could be wwed, and the curt-ud"maki.rlg guuﬂ amy f:.l.l.]l:].' parts.
Those and all the other accumulated muufduiug 1rl}"l]'li.rlg-l:|t|:lﬂl.’ than duigning and Fmdl.l.n:ing
COMPOEnts and :s.!mb]iug them into a finished vehicle were the wastes that were part and ]:un:d
of conventional mass production. Ohnoe’s insight was that if be could minimize the costs associ-
ated with such wastes, he could pmndune cars at a competitive price.

For Chno, waste and flow were two sides of the same coin. Hecnuld]u:tumll}rh:nsmd
that his poal was to maximize flow rather than eliminate waste, (hno (1998, 4) wrote:

[T]he basis of the Toyota Producrion System is the absolute elimination of waste. The
rwo Fi.u.ars needed o support the system are just-in-tirme and sutonomation. What
is jlﬂt—i.l'l'til:rll? Juest that in a flow prOCEss the ri.glu. parts are needed in m:ml:ll].' to
reach the m:mb]].' line at the time |.'|'|c3,r are needed and un]].' in the amount needed.
Ac-n.mpan}' c:tal:lli:]'li.rlg this ﬂ.nwthmug]l]:ru't can aFFn:mﬂ1 ZETO invEnEOTY.

Inventary is the term used in industry to include all the parts, beld in stock by a company, that
are needed to make the finished produce. [t dees not matter whether the parts are in boxes wait-
ing to be unpacked after delivery by a supplier, or already assembled into components, and stoned
sarmewhere in the factory waiting to be used (the larter is commonly known as work-in-progress).



Taiichi Ohno and the Birth of lean = 13

Inventory absorks time, money, and effort, none of which can be recouped until the final product
is delivered to the customer and payment received.

Ohno's poal was w achieve a flow process with minimum inventory. It did not happen over-
night. He experimented for many years to develop the innovative production echnigues that foeem
the basis of Lean Thinking.

Work and Waste

The heart of this experimentation was working ot what was work and what was waste. Chino
defined waste in human terms. For him, waste was needless, repetitious movenent that must be
eliminated immediately—for example, waiting for or stacking subassemblies, and unnecessary
transportation. Work was not one thing. Ohno separated work into nomvalue-adding (but neces-
sary] wark and valuwe-adding work. Nomalue-adding (but mecessary) work is work that must be
done “under present work conditions,” such as removing wrappers from paris purchased from
subcontractors, removing parts in small quantities from a pallet full of parts, or walking over to
another location wo receive parts. For (Mo (1908, 57, value-adding work involves “some kind
of processing—changing the shape or character of a product or assembly. The higher this ratio
[of value added to necessary but non-value-added work] the greater the working efficiency.”

Kanhan

How did (hino sex abous reaching the seemingly unachievable poal of 100% vahee-added work
with no inventory! Ohno (1998, 33) wrote thar “Toyota Production System is the method
[of reaching such goals]. Kanban is the way it is managed.”

Conventional mass production relies on layer on layer of managers to schedule and supervise

praduction. In the making your-numbers-based =5y 15 Sloan pé red at General Motors,
factory managers were judged on their capacity o meet cwo targees: yield and quality. Yield is
the percentage of cars actually produced in relation to the scheduled volumes see by the head
office. Chuality is the quality of the finished poods ar the point they leave the factory. "Moving
metal” was all-importam because the head office only assessed quality ae the final check before
the car left the factory. [f defects ocourred, they were made good at a rework area at the end of
the production line.

In conventional mass production, the whale production system revolves around complex sched-
uling processes devised by bumans and computers. Schedules instruct each proup on the shop Ao
what to make and when. Becawse things never quite go to plan, the schedules have to be consantly
rewritten. To make sure that the line never stops, large stocks of components are kept on hand to
COVED 2y Eve 3

In .i:LruJ}r inspired change of logic, (thno realized that all this scheduling by managers was a
source of waste in others. Ohno (1998, 28) approached the problem of production coordination
in an entirely different way: "Genenally, in a business, wbat, wher, and bow mamy are genesated
by the work planning section in the form of a work szar plan, cransfer plan; production erder or
delivery order passed through the plam ... “when' is set arbitrarily and people think iz will ke all
right whether parts arrive on time or eardy ... the word *jus” in *just-in-time" means exactly that. ...
If parts arrive any time prics to their need ... waste cannot be eliminated.”

How to pet things just-in-time, at the moment they are needed and in the quantity required?
A car {or other kinds of complex goods or services made step-by-step) is produced in a series of
defined steps. Let us say a company penerally sells around 20 cars per day of a particular model.
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The ]:!:rl:i:u.L:.r actions, or means, uquiuﬂ to :.nmplet: the intermediate fumcrion will vary
between differing end-to-end processes (a cardiac patient arriving with a possible heart attack
will require a very different sequence of procedures from a 4-year-old child with an asthma
attack), but the process ends are the same—moving the transformation of the abnormal or
at-risk physical or mental state, along its transformative path.

Process Fl.zl:]uigrl can work @t any level, from the improvement ofa :.]:-e:i.ﬁ-: process, I:hrm.l.g}l
to improving a li.rgv: or small dmnk of Processes, up to end-to-end SEQUENCES, and Eroups of
SECUENCES, The improvement m-:thndn]-nm." iz the same and is discussed in some detail. However,
the focus of Process Redesign for Health Care as a text is mainly at the level of chunks of processes,
and end-to-end processes,

Lean Thinking is a process-improvement methodology, and Ohno (1998) and Holweg (2007}
provided the basic concepes tha: Womack and Jones (2003) articulated as Lean Thinking prin-
ciples which were developed in the context of elaborately transformed poods such as mozor cars.
It would be easy to reformulate those principles in a lanpuage more familiar to Health Care. Bt
language helps shape the way we see the wodd. A different languape helps us see things in a dif-
ferent way, and Health Care Process Redesign is all about seeing Health Care in a different way.
%o, the Lean Thi.rlking Frinn:ipl:: are put forward here in the kinds of terms that are in uze in

manufacturing and service industries.

The Lean Principles
The Lean principles can be stated as follows:

1. Specify value from the viewpoine of the end-customer
2. Identify the value strearmn for each product family

3. Eliminate waste and make the produce fow

4. 5o that the customer can pall

5. Ax Fou manage tovward Ferul:tiun

Principle 1: Specify Value from the Viewpoint of the End-Customer

Ag it is, it is hard erru-ug]'l for Health Care practitioners to think in werms of custormers, ler alone
end-customers. The late John Long was a Lean Thinking Health Care pioneer who was also a
friend and mentor to our group in its eardy years. John taught us that the customer is the person
who uses what you make {Long 2003} John separated out the patient, the Health Care end-
customer; from intermediate customers whoe ok possession of the Pr-u-d.'l.l.l:t of one Fli.l'tivl.'l.llir
process, did a piece of transformative work, and moved the ]:!rudu::r. on to the nexe process in its
step-by-step transformation.

The end-product of Health Care is good-guality patient care. Many people working in Health
Care do not interact directly with patients, yet still play an impartant role in the delivery of care.
Ina l.]mb:mu'h:u valuoe iz delivered |:|'_|.I a uri.:sufpnxmm each imtermediate process has a direct,
or immediate, custormer who uses what rlicpm"i.-m.ls process has made i.rll:]]:u.wu on the Fl'lDdLl.Ct
to a custoamer whe uses what has just been made. A pathology hboratory is the customer of a
phlebotomise (blood-taking technician). The laboratory subjects the blood sample to a series of
procedures and produces an output in the form of 2 set of readings, printed on paper or delivered



7. BPJS Kesehatan (2017) ‘Peraturan Badan Penyelenggara Jaminan Sosial
Kesehatan Nomor 3 Tahun 2017 Tentang Pengelolaan Administrasi Klaim

Fasilitas Kesehatan Dalam Penyelenggaraan Jaminan Kesehatan Nasional’.

BPJS Kesehatan.

PERATURAN BADAN PENYELENGGARA JAMINAN SOSIAL KESEHATAN
NOMOR 3 TAHUN 2017
TENTANG
PENGELOLAAN ADMINISTRASI KLAIM FASILITAS KESEHATAN
DALAM PENYELENGGARAAN JAMINAN KESEHATAN NASIONAL

DENGAN RAHMAT TUHAN YANG MAHA ESA

DIREKTUR UTAMA
BADAN PENYELENGGARA JAMINAN SOSIAL KESEHATAN,

Menimbang : a. bahwa untulk menjalankan tugas BPJS Kesehatan
dalam membayarkan manfaat dan fatau membiayai
pelayanan kesehatan serta menerapkan kendali
mutu dan kendali biaya, diperlukan pengaturan
mengenai pengelolaan pengajuan dokumen klaim
dan pembayaran pelayanan keschatan ke fasilitas
kesehatan tingkat pertama dan fasilitas kesehatan
rujukan tingkat lanjutan;

b. bahwa berdasarkan pertimbangan secbagaimana
dimaksud dalam huruf a, perlu menetapkan
Peraturan Badan Penyelenggara Jaminan Sosial
Kesehatan tentang Pengelolaan Administrasi Klaim
Fasilitas Kesehatan dalam  Penyelenggaraan

Jaminan Kesehatan Nasional;



(1)

(2]

Bagian Kedua

Pengajuan Administrasi Klaim Manfaat di Fasilitas

Kesehatan BEujukan Tingkat Lanjutan

Pazal 15

Klaum manfaat Pelayanan Eesehatan Rujukan Tingkat
Lanjutan terdiri atas:

a. Fawat Jalan Tingkat Lanjutan (RJTL);

b. Rawat Inap Tingkat Lanjutan (RITL);

c. obat untuk penyakit kronis dan obat kemoterapi;
d. alat bantu kesshatan vang meliputs:

L

kacamata,

alat bantu dengar;
protesa alat gerak
protesa gigl;

korset tulang belakang;
collar neckdan

kruk;

e, pelavanan ambulan;
Continuous Ambulatory Peritonial Dialysis (CAPD);
dan

g. pelavanan gawat darurat.

Persyaratan pengajuan  klaim manfzat  pelayanan
kesehatan di FKRTL adalah sebagai berikut:
a. kelengkapan administrasi umum yang terdin atas:

formulir pengajuan klaim {FPK) rangkap 3 (tiga)
vang ditandatangani oleh Pimpinan FKRTL atau
pejabat lain yang berwenang, paling rendah
adalah vang menjabat sebagal Kepala [Instansi;
softcopy luaran aplikasi BRIS Kesehatan,
kuitansi asli bermaterai cukup; dan

Surat Tanggung Jawab Mutlak bermaterai cukup
yang ditandatangani oleh Pimpinan atau Direktur

..-da",



8. BPIJS Kesehatan (2018) ‘Peraturan Badan Penyelenggara Jaminan Sosial
Kesehatan Nomor 7 Tahun 2018 Tentang Pengelolaan Administrasi Klaim
Fasilitas Kesehatan Dalam Penyelenggaraan Jaminan Kesehatan’. BPJS

Kesehatan.

FERATURAN BADAN PENYELENGGARA JAMINAN SOSIAL KESEHATAN
NOMOR 7 TAHUN 2018
TENTANG
PENGELOLAAN ADMINISTRASI KLAIM FASILITAS KESEHATAN
DALAM FPENYELENGGARAAN JAMINAN KESEHATAN

DENGAN RAHMAT TUHAN YANG MAHA ESA

DIREKTUR UTAMA
BADAN PENYELENGGARA JAMINAN S05IAL KESEHATAN,

Menimbang : a. hbahwa dalam rangka kepastian, kecepatan dan
ketepatan  proses  administrasi  klaim, telah
ditetapkan Peraturan Badan Penyelenggara Jaminan
Soszial Kesehatan Nomor 3 Tahun 2017 iteniang
Pengelolaan Adminisirasi Klaim Fasilitas Keschatan
Dalam  Penyelenggaraan  Jaminan  Keschatan
MNasional;

b. bahwa Peraturan Badan Penyelenggara Jaminan
Spszial Kesehatan Nomor 3 Tahun 2017 tentang
Pengelolaan Administrasi Klaim Fasilitas Kesehatan
Dalam  Penyvelenggaraan  Jaminan  Kesehatan
Masional perlu  disempurnakan sesuai dengan
ketentuan dalam Peraturan Presiden Nomor 82

Tahun 2018 tentang Jaminan Kesehatan;



Bagian Kedua
Sistem Pembayaran di FKRTL

Pasal 4
(1] BPJS Kesehatan melakukan pembayaran kepada
FKRTL secara Indonesian Case Based Groups (INA
CBG).
(2) Tarif INA-CBG sebagaimana dimaksud pada ayat (1)
diberlakukan pada FKRTL yang memberikan
pelayanan:

a. RJTL; atau
=

b. RITL.

(3) Selain tarif INA-CBG, BPJS Keschatan dapat
melakukan pembayaran kepada FKRTL yang
memberikan pelayanan:

a. obat wuntuk penyakit kronis dan obat
kemoterapi;
b. alat bantu keschatan yang meliputi:
kacamata;
alat bantu dengar;

protesa alat gerak;

nadi o B S o

protesa gigi;

n

korset tulang belakang,;

6. collar neck; atau

7. kruk;

c¢. pelayanan Ambulans vang diberikan antar
FKRTL; dan

d. Continuous Ambulatory Peritonial Dialysis
(CAPD).

(4) Ketentuan pembayaran sebagaimana dimaksud pada

ayat (1) dan avat (3) mengacu kepada Peraturan



9. Ditjen Bina Upaya kesehatan Centre For Casemix (2013) ‘Pengenalan INA-

CBGs (Indonesian Case Based Groups)’. Kementrian Kesehatan Republik

Indonesia.

PENGENALAN INA-CBGs

(Indonesian Case Base Groups)

Kementerian Kesehatan RI - Ditjen Bina Upaya Kesehatan
Centre for Casemix

Penggunaan INA CBGs

* Dalam pembayaran menggunakan sistem INA CBGs,
baik Rumah Sakit maupun pihak pembayar tidak lagi
merinci tagihan berdasarkan rincian pelayanan yang
diberikan, melainkan hanya dengan menyampaikan
diagnosis keluar pasien dan kode DRG (Disease Related
Group).

* Besarnya penggantian biaya untuk diagnosis tersebut
telah disepakati bersama antara provider/asuransi
atau ditetapkan oleh pemerintah sebelumnya.
Perkiraan waktu lama perawatan (length of stay) yang
akan dijalani oleh pasien juga sudah diperkirakan
sebelumnya disesuaikan dengan jenis diagnosis
maupun kasus penyakitnya.

Kementerian Kesehatan RI - Ditjen Bina Upaya Kesehatan

Centre for Casemix
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ABSTRAK

Azpek kerepmtan wakty pergembalioy berkas rekom medis rowar nap Rarus tesua dewgom SPO vang
ditetapkan oleh ruvaah sk Esomihi yainu 24 jom setelah pasien pulaig dan sudak delow beadinen
lewgkan Meh kavena i perlu admga evaluas faitor pespebal kererlambaran waktu pengembaiion
berkar rekam medis rowar gy weuk meninghoban muy pelayanan rumah sakin Pewmelitian @i
berfygiuagn wrtuk mengeraiw pexvebal keridakreparan wakru pengembalion berkbas rekam medis roneat
ingm, jewnis penelition mi yaiu deskript tehnik pengumpulan dota menggwwskan obrervas] hudsioner
dari wrwancara. Darl hasil penelitian yawg dilskubon diferafy bainea fumiah ketidafteparas waku
pengembalian berkar rekam medis sebesar 83 arou 71.41% berkas rekom medis rowat inge doa jumich
berkas wang tepat wiakty sebesar 24 arou 27, 5934 Fakror pervebab keterlambatan wakru pergembaiio
berkas pekam medis Foda inaw yairy disebabkan oleh dokrer vang terlombat mengisi belongkapan berkas
rekam mediz, belum adopa perugas Busws pengembalion berka: rekom medis rowat ingm, serna javek
Trsralazi rai inap ke Tnstalas rekom medis varig cufup jauh sefineea mengakibarkan beteriambaan
pengembalian berkas rekam medis rawar fap ke Dralas? rebom mediz. Savan sebaiivpa pital rumah
sakit melakuban sosialisasi dav mengingatban kembali dofrer do profesi medis yamg lain saar ramar
tevearg Kerepatan pengembalion bevkas relom medis agar lebih disiplin dalam melenghayl berkas rekam
medis sesudi demean kebjjakan SPO sehingpa pengembaiion berkas rekowm medi fdak mengalami
Faterlombata

Kata Kunei: Pengembalian Berkas, Rekam Mediz Ravar faage.

ABSTRACT

The fimeliness aspect of refuraing the inpatient medical record file must be In accordance with the SPO
determined by rthe Entomihi hozpital, whick is Jx24 howrs qfter the pariens has returned and 15 i comiplere

condinion. Thergfore I 15 wecessary o evalwee the fhcrors cawsing the delay i retwrning the Daparient
medical record file to improve the quality qf hospital semvices. This study aims fo determing the cause gf
ingcecurare return af ieparient medical record fHes, this fupe of rezearch 5 descrimive, data collection

technigues using oboervarion guestionnaires and mterviews. From the reswis of the research conducted

it is known that the number of maccuracies m refwmiing the medical recard file s 63 or 7241% the

inpatient medical record file md the number of rimely files iz 24 or J7.50%. Factors cousing delaus

reTLrTIME the Dopanent medical recovd file are couwsed by doctors who are lage flling  the complefeness

of medical record files, the absence of special gfficers retumang inpaient medical record files, oz well as

the distmece of inpertent installmions o medical record tnstallmons that ave far enough o couse delay

rerurring record files medical hospinalizavion to medical record instailation Sugpestiowns should the

hozpital do socinlizarion and reming docrors and ether medical profersions during the meeting abour the

accuracy gf returning madical record files to be more dizciplined in completing the medical record file

accordaace with the SPO policy so thar the refurn gf the medical record file is not delgred.

Keywords: File Returns, Inpatient Medical Recovrds.
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ABSTRAK

Kurang optimalnya kinerja dari tim casemix yang mengakibatkan banyak klaim yang dipending
oleh BPJS sehingga bila tidak disegera diperbaiki dapat mengganggu kinerja dar1 Rumah Sakit
Karya Medika II Tambun Bekasi. Hal in1 dapat dilihat dar1 pengajuan klaim BPJS dari bulan
November 2018 sampai dengan bulan Februari 2019 yang angka pendmng klaim BPJS nya cukup
tmge1 Hal 11 yang mgin ditelit1 lebih lanjut oleh penelits Tujuan penelitian yartu, mengetahui
pembuatan uraian tugas anggota tim casemix, mengetahui kompetensi jabatan anggota tim
casemix dan menetapkan indikator kinerja anggota tim casemix berdasarkan uraian tugas dan
kompetensi Metode penelitian ini adalah penelitian deskriptif dengan pendekatan kualitatif
melalui wawancara, observasi dan melihat catatan karyawan atau Analisa data sekunder.
Anggota tim casemix ini sudah paham mengenai apa yang menjadi tugas mereka walaupun
secara kompetens: mereka kurang sesuai sehingga perlu ditetapkan mdikator kmerja yang lebih
sesual dengan keadaan di Rumah Sakit Karya Medika IT Tambun Bekas1.

Kata kunci : tum casenux, uraian tugas, kompetensi dan mdikator kmerja.
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caspux  ind masth  belum  sesuai
dengan kenyataan di lapangan.

SARAN

Dari hasil pengamatan peneliti dapat
memberikan beberapa saran, vaitu:
1. SDM:

a.

Untuk menambah petugas munnernyva
dengan petugas vang masih berusia
muda sehingga mampu  bertindak
cepat unfuk proses kelengkapan
berkas klaim

Membuat uraian tugas, wewenang
dan tanggungjawab vang lebih
spesifik lagi unfuk masing-masing
pefugas tim unit casemix Rumah
Sakit EKarva Medika I Tambun
Bekasi.

2. Kompetensi:

a

Diharapkan  unfuk  kedepannya
dilakukan pengreloutan yang sesuat
dengan jabatannya sehingga dapat
memalksimalkan kinerja agar
memperoleh hasil yang maksimal
Untuk vang ada sekarang harus secara
kontinyu dilalukan pelatihan baik
secara infernal maupun eksternal
vang sesuai  dengan tugas dan
tanggungjawabnya masing-masing.
Agar unit casenix ini membuat
rancangan strategik dalam menyusun
program kerjanya.

3. Sarana dan Prasarana :

a.

Agar dibuatkan mangan  klwsus
kepala vnit casemix serta mang tamm
agar lebih nyaman dalam melakukan
pekerjaan.

Menata vlang ruang casenux vang
ada sekarang seperti posisi meja dan
kursi wvang sespal  afuran  yang
berlaku, sehingga tidak ada lagi

dispenser vang letalmva persis
dibelalkang krsi petugas,
membuatkan  jendela sebagai
ventilasi udara.

Menambah kecepatan dari jaringan
wmfernetnya agar kinerja umt fim

E-ISSN: 2865-6583
P-155M: 2868-6298

casemix ini bisa terlaksana dengan
baik.

d. Komputernya dipasang filter buat
radiasi, karena mereka bekerja
dengan menggunakan computer
dalam jangka waktu vyang lama
sehingga berakibat tidak baik bagi
kesehatan mata mereka, dimana

sermma - petugas tim casenux
menggunakan  kacamata — vang
minusnya bertambah terus.

Sebaiknya pihak FRumah Sakit
mengadakan pemeriksaan kesehatan
mata bagi petugas vang barmu masuk
ke tim casemix atau vang sudah
bekerja di tim casemix sehingga bila
bertambah mumisnya, maka mereka
bisa  mendapatkan  kompensasi
kacamata baru dar Fumah Sakit.

4. Indikator Kinerja: FRumah Sakit EKarva

Medika II Tambun Bekasi perlu membuat
mdikator kerja unit berdasarkan uraian
fugas dan kompetensi vyang sesual
kebutuhan bobot pekerjaan. seperti :

a. Berapa jumlah berkas klaim yang
dikirimkan Rumah Sakit Karya
Medika IT Tambun Bekasi oleh BPJS
dalam 1 (satu) bulan?...100%

b. Berapa umlah berkas pending yvang
dikembalikan oleh BPJS dalam 1
(satu) bulan?..... 0% dan sebagainya.
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Continuous Improvement

While many associate Lean with projeccts or mcklong events, the greatest p-cntcntial comes when
cvery person in the organization is cngaged in improving processes every day. The Japanese word
kaizen is often used to describe continuous improvement, sometimes translated as small changes
or change for the good.* These improvement cfforts regularly focus on reducing waste that exists
in the patient’s carc or in people’s work. Masaaki Imai defines kaizen simply as “cveryday every-
one, c'.'cr}-'whcrc irnprm'cmcnt.” Contrast that to organizations where improvement is cm|}r the
responsibility of cxperts, consultants, or managers, or where improvement only happens through
sporadic projects or committecs.

The term waste (also described using the _]apan:sc word muda) has its own uniquc definition
when used in association with Lean. In healthcare settings, waste can be defined as any activity
that docs not help patients or docs not move them toward being diagnosed, treated, or discharged.
One example of waste is time spent waiting—waiting for an appointment or waiting for the next
step in the patient’s treatment. Another example of waste would be activitics or errors that harm a
patient. We take a decper look at waste in Chapter 3.

Dr. Donald Berwick, former prcsidcnt and CEQ of the Institute for Healthcare Improvement
and former administrator of the Centers for Medicare and Medicaid Services, argued thart hospitals
are full of waste, but the actual extent is unknown. Berwick claimed that 20% to 30% of the total
cxpenditure of healthcare in the United States—about half a trillion dollars—is waste.’ David
Sharbaugh, director of quality improvement at Shadyside Hospital (Pittsburgh, Pennsylvania),
said, “It’s not unrealistic at all to consider 40% and 50% waste in the healthcare systcm."z"’ Waste,
to somc cXtent, is present in every hospital process and organization. That is not an indictment of
our people; it is just recognizing the system in which we work.

Continuous improvement methodologics have often been used in systems that are already sta-
ble and relatively free of waste. Leading hospitals are using Lean principles to completely redesign
or raclica"j.r overhaul their processes and space, working to create this stabilit}r. Bd:}-'oncl this rede-
sign, or before it, Lean healthcare organizations create an environment for continuous improve-
ment through their management mindscts and their mechanisms for engaging staff members, as

covered in more derail in Chaprer 11.

Respect for People

A display in the visitor center of a Toyota plant in Japan highlights “respect for people” and says,
“There is no limit to how far human wisdom can be dcvc].opcd. Within the company, we continu-
ally aim to achicve mural understanding, fulfill murual responsibilities, and combine the power
of our individual employees. Respect for people is the attitude that regard’s people’s ability to
think most.”

When leaders at Toyota talk about having respect for people (or, originally, “respect for human-
ir}rﬁ?], this might have a different meaning than what traditional organizations might mean b)r
respect—after all, what leader would say they do not respect their people? Respect does not mean
that managers give employees latitude to do their jobs however they please, out of a sense of trust,
as long as the results are good.™ In a hospital that uses Lean principles, managers and leaders
frequently verify the details of how work has been done. This is done out of respect for the patient
(to cnsure proper outcomes and quality) and can be done in a way that still shows respect for the
employees.



Chapter 3

Value and Waste

Waste: A Global Problem with Local Solutions

A 2012 report from the Institute of Medicine (IOM) estimated that about one-third of healtheare
spending in the United States—a total of about $765 billion a year—is “waste.” Somc of that
waste is driven by broader socictal issues, such as fraud or a lack of health insurance, but many
of the categorics of waste identified b)f the IOM can be addressed through Lean, inc]uding
“incthciently delivered services” (§130 billion) and “unnccessary services™ (3210 billion).

While the United States and other countries try to address systemic waste through payment
reform and other national initiatives, health systems can take action locally to reduce large amounts
of waste. In 2011, when Dr. Don Berwick was the administrator of the Centers for Medicare and
Medicaid Services (CMS), he said healthcare transformation “won't yicld to a massive top-down
national project.” Instead, he proposed, “Successful redesign of health care is a community by
community task.”' Let’s start by identifying and reducing or climinating waste that we can affect
locally.

Reducing Waste Is a Better Goal Than Reducing Cost

Healthcare organizations have focused on trying to reduce costs for a long time, but costs keep
rising. Lean provides a different way to look at cost by not directly focusing on it. As author John
Kay writes, “Strange as it may scem ... winning decisive battles or meeting global business targets
are the type of goals often best achicved when pursued indirectly,” an idea he calls “obliquiry.™ As
an cxamp]c of this, Patrick Hagan, former chief operating officer of Seattle Children’s HospitaL
said, “We rarcly talk about cost. We talk about waste, quality, and safety and we find our costs go
down."3

Lean hospitals focus on reducing waste, not cutting costs. Reducing waste leads to lower costs
and better performance across the board, but without causing side effects or dysfunction. Lean
organizations also focus on the customers (the patients) and the valuc that is being delivered to
them. In this way, Lean is focused not on doing less but rather on delivering the right amount
of value. If we are reducing waste, we can often provide more value while expending less effort
and less cost. As the Lean Enterprise Institute teaches, “The core idea is to maximize customer

45



46 m [ean Hospitals

value while minimizing waste. Simph.r, Lean means creating more value for customers with fewer
resources, ™

Cost is important, of course, to Hagan and all hospital leaders; however, Lean thinkers sec
cost as the end result of all of our systems and processes. Improving quality and patient safety
lcads to lower costs. Increasing patient flow and paticnt satisfaction can positively affect the
botrom line.

Viewed as an end result, cost is not something that can be dircctly impacted, at least not
without causing other things to ger worse. Health systems have typically focused on direct “cost-
cutting,” which means |aj.roﬁ"_s and the sca|ing back of services providcd to Our Communitics.
Focusing only on cutting costs can also hurt safety and quality, patient satisfaction, and employee
morale. As Dr. Berwick commented, “Costs should not be reduced by eliminating any helpful care
or by harming a hair on any patient’s head.”? Lean helps us accomplish that goal.

Traditional healthcare cost-cutting also often doesn't reduce costs in a sustainable way. For
cx,amplc, Gary ]. Passama, chief executive officer (CEQ) of NorthEaj.r Healthcare (Fairfield,
California), recognized that their system had three cycles of layoffs over a decade that were driven
by financial pressurcs. However, Passama realized, “Afier a year or so, the employee count [was|
back up and the savings cvaporated.™ Passama concluded, “There has to be a better, longer lasting
and less traumatic way to deal with such fiscal situations.” In 2012, Passama and NorthBay started
a Lean program as a “better, longcr lasting. and less traumatic” way of rcducing costs.

What Is Waste?

What arc the problems and annoyances that constantly appear, interfering with our work and the
best patient care? In Lean, we call this waste. Dr. Berwick describes waste as “needless hassle”™ and
“what docs not make sense in our health care syseem.”?

Hmpita| workda}rs are Full of_intcrruptions, miscommunications, wasted motion, and work-
arounds. Employces and leaders often think their job, or the value they bring to an organiza-
tion, is their ability to put up with problems or to fight fircs. When supplics are missing, we run
to find them. When our workspaces arc badly designed and workloads are high, we walk faster
and try harder. When orders do not arrive from a physician’s office, we make multiple phone
calls to track them down. It's good, in a way, that people make this effort. But, they shouldn't
have to. These extra effores do not prevent the same problem from reoccurring. Instead of point-
ing at workarounds and heroic measures as “our job,” we might do better by viewing waste as
something to reduce or climinate, so we can spend more time doing our real work—caring for
paticnts.

Lcarning to scparatc motion (the things we do) from value (the things we do that hclp the
paticnt) is a critical step in the Lean journey. Instead of defining our jobs in terms of “this is what
we do” or “this is how we've always done it,” Lean gives us a framework for determining what we
should be doing and how we should be doing it. Hospitals can lcarn how to frec up time in ways
that do not cut corners on quality or care that is needed by the patient.

Hospital employees typically spend a high percentage of their time on wasteful activities. For
cx,amplc, mcdical.l"surgica| NUrses in hmpitals around the world t}rpica"}r spcnd only about 30% of

their time on direct patient care, inc|u1:|ing

® Nursing proccdurcs
B Hygicne and tail:ting
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How Does Lean Define “Value?”

Within the context of these big picture questions, the Lean methodology gives us some specific
rules to usc in determining what activities arc valuc-added (VA) or non-valuc-added (NVA). The

l'I'II.'C'C gcncral I.'IJ.].CS- that must bc mect FCIF an H.Cti"-'itj." o bc CGI'.I.SidCl'CCl valuc—addcd arc?®

1. The customer must be willing to pay for the activity.
2. The activity must transform the pro-duct OF service in some way.
3. The activity must be done correctly the first time.

All three of these rules must be mer or the activiry is non-value-added, or waste.

Rule 1: The Customer Must Be Willing to Pay for the Activity

Thinkers with diverse backgrounds such as Porter and Womack agree that value must be defined
M2 This idea is less complicatcd in ma nufacturing. Think of
buying a car. If you don’t want a sunroof, you can choosc to not get a sunroof, thereby not paying
for a sunroof. If you don't value a car at all, you can often avoid buying a car. You might instead

FFOITI thc CLIStDlTlCl"S PCTSPCCti‘-’C.

choose to pay to usc a bus, taxi, or ride-sharing service, since what you really value, in terms of an
outcome, is getting from point A to point B, safcly and conveniently.

In healthcare, this question of willingncss o pay quickl}r gets complicatcd, as patients often
have no choice but to receive care. Additionally, the person receiving the care is most often not
the person who is paying. Given the potential for different definitions of value from different
customers, how can we agree on valuc? Often, the providers of a scrvice assume what is valued or
not valued by customers. One methed for clctcrmining whart customers value is to ask them. Some
hospitals arc beginning to formally involve paticnts and their families in improvement cfforts,
inc|uc|ing asking paticnts to h:lp define value for their care and the overall services pravidcd b}r
the hospital.

With the first rule, we can start with the patient as customer. A medical prachsianal mig"lt
think, “Our customers do not always know cnough to answer that question! They do not appreci-
ate everything we have to do for them.” That might be true; sometimes, customers or patients have
to be educated. Hospital employees, caregivers, or leaders cannot assume that any activity that we
do is automatically valuc-added because of our job title or because a certain activity has always
been done or done a particular way.

A patient who comes in with a suspected hip fracture would value the steps directly required
for comfort, diagnosis, and treatment. Time spent directly with caregivers, such as nurses and sur-
geons, would be valued. The patient ha\'ing to give the same triage information to three different
pmplc would be waste the second and third times. Having X-rays reviewed would be valued, but
time spent waiting because the radiologist is too bus}r would be considered waste. Educarion abourt

I'IDW to [CdUCC FL'I.tLll'C IFHJJ.S at homc I'I'Iight I'_'H: \"EJ.I.J.OCI, as 'N\C".

Rule 2: The Activity Must Transform the Product or Service in Some Way

The original manufacturing definition for the sccond rule described changing the “form, fir, or
function of the product,”* meaning there was a physical change that brought the product closer
to its final state. For cxamplc, inst:ﬂling a car door chang:s the product in a value-added way as
customers are willing to pay for doors, and the product changes from a doorless chassis to one with
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ABSTRAK

Berbagai komentar baik dukungan ataupun penclakan dilontarkan pihak rumah sakit (R5) sejak diberlakukan tarif INA-
CBGs pada tahun 2014 dalam Jaminan Kesehatan Nasicnal (JKN). Sebagian RS mengeluhkan ketidak adilan besaran
tarif yang dianggap tidak sesuai dengan biaya riill pelayanan kesehatan. Tarif INA-CBGs sesuai peraturan. ditinjau minimal
setiap dua tahun. Pemerintah melakukan evaluasi dan revisi terhadap Tarif yang ditetapkan berdasar atas perhitungan
Unit cost (UC) serta memperhitungkan berbagai aspek terkait. Hasil penelitian menunjukkan bahwa secara umum hasil
perhitungan UC dengan metode sfep down untuk pelayanan rawat inap, dan rawat jalan di 84 RS Umum BLU/BLUD lebih
rendah dari Tarif INA-CBGs. Dapat disimpulkan bahwa pemberlakuan tarif INA-CBG masih memenuhi rasa keadilan
dan dapat diterapkan. Direkomendasikan agar peninjauan tarif disamping memperhitungkan perubahan UC juga kondisi
ekonomi globaliregionalinasional sehingga dapat dilakukan sesuai kebutuhan dan tidak harus dilakukan setiap dua tahun.
Di pihak lain. RS perlu mengelola pembiayaan INA-CBGs untuk pelayanan kesehatan secara efisien agar dapat menjaga
mutu pelayanan sesuai harapan masyarakat.

Kata kunci: Unit cost, Tarif, Rumah sakit, Jaminan Kesehatan Nasicnal

ABSTRACT

Various comments either support or rejection made by the hospital since the intreduction of INA-CBGs tanff of the
National Health Insurance (JKN) in January of 2014. Some hospitals complained about the unfairness of tariffs that are
considered inconsistent with the real cost of health services. INA-CBGs tariffs are subject fo regulations. reviewed af
least every two years. The Government evaluates and revises the tariffs determined based on Unif cost (UC) calculations
and takes info account various aspects. The results showed that in general UC calculation result with step down method
for inpatient and outpatient service at 84 Public Hospital BLU / BLUD is lower than INA-CBGs Tariff. If can be concluded
that the implementation of INA-CBG tariffs still mest the sense of justice and can be applied. It is recommendead that the
tariff review also takes info account the UC change and global / regional / national economic conditions so if should not
be done every two years. On the other hand, hospitals need to manage INA-CBGs health services financing efficiently
in order fo maintain the guality of service and to meet the patients demand.

Keywords: Unit cost, Tarilf, Hospital, National Health Insurance

PENDAHULUAN rakyat Indonesia terjamin kesehatannya secara
keseluruhan. Pelayanan kesehatan diperoleh dan
Fasilitas Kesehatan Tingkat Pertama (FKTP) maupun
Fasilitas Kesehatan Rujukan Tingkat Lanjut (FKRTL)

Indonesia menargetkan pencapaian Cakupan
Kesehatan Semesta (Universal Health Coverage)
pada tahun 2019, artinya pada tahun tersebut
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Tabel 6.1. Jumlah sampel minimal pada penelitian
populasi tunggal dengan data proporsi

= e | Derajat Kepercayaaan

.‘ "}Z‘:::" [ 99%, a:1% 95%, a:5%

| | d:5% d:10% d:5% d:10%
0% | 240 60 138 35

| 15% | 339 85 196 49
[ 20% | 426 107 246 61

| 25% | 499 125 288 72
[ 30% | 559 140 323 81

| 3% | 606 151 349 87
| 40% | 639 160 369 92
| 45% | 659 165 380 95
L 50% | 666 166 384 9%

Bila penelitian dilakukan pada populasi terbatas
(finite), maka rumus sampelnya dimodifikasi dengan
memasukkan jumlah populasi (N). Misalnya penelitian
pada sekolah dasar atau penelitian pada peserta Posyandu
Lansia di suatu kelurahan.

Z?I-'n:'zp(l = P)'\
n= >
dy(.’\-l) "‘Z'l—c"?P“-P)

(Rumus 6.2)

————
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Referensi Praktis Mahasiswa S1, S2, S3, PPDS dan
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EXECUTIVE SUMMARY

Indonesia’s health system s
transitioning to universal health
coverage (UHC) with the aim of
providing access to health for the
entire population. The MNational
Health Insurance (Jaminan
Kesehatan

the national

Masional-JKN), is

health program
dedicated to achieving UHC as
rmandated under Law No.40/2004.
UHC has generally only been
explored in terms of participation
levels of JKN. However, UHC has
broader dimensions, namely
service coverage, service guality,
and financial protection for health.
Therefare, a more comprehensive
analysis is required to access UHC
progress in Indonesia.

The World Health Crganization
(WHQ) in 2017 published a global
progress report of UHC titled
Health  Coverage
Tracking: 2017 Global Monitoring

‘Universal

Report’ The framework adopted
in that report to mMmeasure UHC
progress is based on Sustainable

Development Goal (SDG) 3, target
38 and indicators 381 (service
coverage) and 382 (financial
protection). Applying this
framework, PRAKARSA conducted
a study on UHC progress in
Indonesia based on 2018 data. This
study aims to measure progress
made toward service coverage
and measure the financial
difficulties experienced by the
community due to out-of-pocket
spending on health expenditure,

There are four dimensions and
14 indicators used to track UHC
service coverage in Indonesia.
The index is obtained from the
average value of the index of
the four dimensions where the
index wvalue of each dimension
is obtained from the average
index value of a set of indicators.
Service coverage index presents
a numerical value based on a
scale of one to one hundred, with
the higher the index the better

the service coverage. Meanwhile,

Perkumpulan PRAKARSA X



1INTRODUCTION

¢ Indonesia’s health system is transitioning into
universal health coverage (UHC), with the current
system aiming to provide universal health care by the

end of 2019” - TNP2K, 2015

s we enter 2020, analysis
i= required to review the
extent to which Maticnal
Health Insurance (Jarminan
Kesshatan Mational - JKM) is on the
path to achieving UHC. This report
will seek to illustrate Indonesia's
current position in achieving UHC
using frameworks established by the

World Health Organization (WHOC).

Adopting the WHO's definition of
JHC “that all people have access to
the health services they need, whan
and where they need them, without
hardship®™ (The ‘World
Health Crganization, 2019). Indonesia

financial

requires a system that adequately
caters for nearly 270 million people
(The World Bank, 2019). The current
system, JKMW, which was launched
on 1 January 2014 (Maharani et
al, 2019), is the consolidation of

multiple previous health schemes

that will become the most extensive
single-payer social health insurance
program in the world (Erlangga et
al., 2019).

Progress toward achieving UHC in
Indonesia, is hindered by, amongst
others, the triple burden of diseases
as discussed by Moeloek (2017);
noncommunicable diseases (NCDs),
and

communicable diseases,

the neglected tropical diseases.

Diseasas,  such tuberculosis
(TB).

due to high rates of urbanisation

as
have seen greater spread
and population growth (Moelosk,
2017).

stroke, heart disease, and diabetes

Common MCDs, such as

mellitus, have been the leading
cause of morbidity and mortality in
Indonesia since 2010 and has led to
NCDs affecting all socioeconomic
classes, affecting younger and older

people (Moelogk, 2017). High rates of

Perkumpulan PRAKARSA 1
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Penentu Prioritas dan Perbaikan Masalah Keterlambatan Pengembalian
Berkas Rekam Medis Rawat Inap di Rumah Sakit Daerah Kalisat

Faigatul Hikmah*, Rossalina Adi W?, Yonica Putra Rahmadtullah?
Prodi Bekam Medik Juruzan Kesehatan, Politeknik Negeri Jember
email : faigatul@polije.ac.id

ABSTRACT

The return of medical records file of inpatient patient has standard of payback time 2x24 hours after patient
returns in accordance with SOF applicable in hospital However, the delay in returning medical record files

in RSD Ealisat is still common. The purpose of this reseavch is to defermine the priority and improvement
of the problem of delay in return of medical records file of inpatient in RSD Kalizat. This tpe of research is

descripfive qualitative research with interview data collection method, documentation, and brainstorming.

The result of identification of factors causing the delay of medical record file stated that the delay of return of
medical record file iz cansed by several things one of them is the incompleteness of the filing of medical record
file. Flanning done in this research is improvement of Standard Oprasional Evaluation Procedure of Filling
File Record Medical File which aims to support the quality of file in completeness of filling of medical record
[file and to facilitate adminisiration of renwn of file. From the results of this study the researchers suggested
that there is training on the return of file files to inpatients. It is also necessary fo apply standard operational
procedures fo speed up the fiming of completing the medical record file and can be carried ouf confinuous

review af this purpose as a reminder that the medical record file can be completed immediately and can be
refurned within the specified time limit.

Keywords: Hospital, Inpatients, Medical Record

ABSTRAK

Eematan pengembalian berkas rekam medis pasien rawat map menmliki standar wakiu pengembalian 2x74 jam
setelah pasien pulang sesual dengan S0P yang berlaku di rumah sakit. Nanwm keterlambatan pengembalian
berkas rekam medis di ESD Kalisat masih sering terjadi. Tujuan dan penelitian i adalah melakukan
penentuan pricritas dan perbaikan masalah keterlambatan pengembalian berkas rekam medis rawat map di
E5D Kalisat. Jenis penelitian ini adalah penelitian kualitatif desknptif dengan metode pengumpulan data
wawancara, dokumentasi, dan brainstorming. Hasil identifikasi faktor-faktor penyebab keterlambatan berkas
rekam medis menyatakan bahwa keterlambatan pengembalian berkas rekam medis disebabkan oleh beberapa
hal salah satumya vaitu ketidaklengkapan pengisian berkas rekam medis. Perencanaan yang dilakukan pada
penelitian ini adalah perbaikan Standart Oprasional Prosedur Evaluasi Kelengkapan Pengisian Berkas Fekam
Medis yang berertujuan untuk menunjang kualitas berkas dalam kelengkapan pengisian berkas rekam medis
dan untuk mempermmdah administrasi pengembalian berkas. Dan hasil peneliian im penelitl menyarankan
agar adanya pelatihan tentang pengembalian berkas berkas terhadap petugas rawat inap. Perlu juga adamya
penerapan standart oprasional prosedur untuk mempecepat waktu melengkapi pengisian berkas rekam medis
dan dapat dilakukan peninjauan terus menerus hal im bertujuan sebagai pengingat agar berkas rekam medis
bisa segera dilengkapi dan bisa kembali sesuai dengan batas waki yang telah ditentukan.

EKata Kunci: Eawat Inap, Fekam Medis, Fumah Sakit

PENDAHULUAN kesehatan kepada pasien. EKetepatan dan kelengkapan
berkas rekam medis memupakan salah satu mutu yang

Fekam medis adalah kumpulan fakta tentang dimiliki oleh rekam medik dalam meningkatkan

kehidupan sesecrang dan riwayat penyakitnya, mutu pelayanan rumah sakit (Hatta, 2008).

termasuk keadaan sakit, pengobatan saat imi dan . .
) - . Memurut B.SD Kalisat (2017). ketidaktepatan waku
zaz;tlampau{mgdltu];sulehp:’ap&akhstkfsejlmtan mbalian berkas ek 5 at inap di RSD
AL UpAYA METEka Membenkal pelayalal  Kalisat ke Unit Rekam Medis lebih dari 2x24 jam.
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KAJIAN LITERATURE: EVALUASI PELAKSANAAN PROGRAM JAMINAN
KESEHATAN NASIONAL DI INDONESIA

ALITERATURE REVIEW: EVALUATION OF THE NATIONAL HEALTH INSURANCE IN INDONESIA

Irwandy
Bagian Manajemen Rumah Sakit, Fakultas Kesehatan Masyarakat, Universitas Hasanuddin

ABSTRACT

Background: The National Health Insurance (JEMN) in
Indonesia, which started on January 1, 2014 has contributed
greathy to reform health care systerns and financing in Indonesia.
As mandated by law, 5 expectad to gradually JEKN can become
the backbone for achiewing Universal Health Coverage in 2018,
Until now, there are wvarious studies aimed to evaluate the JKMN
program that has been espected to provide recommendations
for this program.

Purpeses: The purpose of this research was to conduct the
Iiterature review about the implementation of the Mational Health
Insurance program in Indonesia and formulate the
recommendations to improve it

Methods: The research was conducted in March 2015 by
reviewing the lierature on various journals research those
hawe been published during the pericd January 2014 to March
2015 on the UNHAS website repository. Thers were 8 Journals
found and reviewed in this research.

Results: The results showed that at the beginning of JKN
program, there are several problems found in the implementation
such as the lack of regulations and guidelines related to the
implementation of JKM, low coverage of socialization programs
to health centers and hospials, hospital was unprepared to
meet the specific reguirements for BPJS credentals, the hospital
was unsatisfied with the tariffs of INA CBG, and hospial claims
is often too late. Howewver, ancther joumal showed that as for
the level of patient satisfaction at hospital, 87.7% of
respondents are satisfied.

Conclusions: During the implementation of JKMN Program in
Indonesia, there are seweral problems and challenges.
Therefore we need to bsarm and improve the program based
on this expenence and research findings. To achieve Universal
Health Coverage in 2018 we need to improve the quantity and
quality of research in evaluating the implementation of JKM in
Indonesia

Keywords: Mational Health Insurance, Evaluation, Literature
Review

ABSTRAK

Latar belakang: Jaminan Kesshatan Masional (JEN) di
Indonesia yang dimulai sejak 1 Januar Tahun 2014 telah
memberikan andil yang besar terhadap reformasi sistem
pelayanan dan pembiayaan kesshatan di Indonesia.
Sebagaimana diamanatkan Undang-Undang, JKM diharapkan
secara bertahap dapat menjadi tulang punggung untuk
mencapai Universal Health Coverage di Tahun 2012, Hingga
saat ini telah banyak dilakukan berbagai penelitian yang
bertujuan mengevaluasi program JEM yang diharapkan dapat
memberi masukan dalam wpaya perbaikan kedepan.

Tujuan: Penelitian ini berbujuan untuk melakukan melakukan
kajian literature untuk mempenoleh masukan dalam perbakan
implementasi program Jaminan Kesehatan Masional di Indonesia.
Metode: Penelitian ini dlaksanakan pada Maret 2015 dengan
melakukan kajian ferafure terhadap berbagai hasil penelitan
yang telah dipublish selama pericde Januari 2014 hingga Maret
2015 pada website repository Universitas Hasanuddin,
Makassar yakni sebanyak 8 jumal penelitian.

Hasil: Hasil kajian terhadap beberapa peneliian yang dilakukan
menunjukkan bahwa selama penerapan JKMN ditemui beberapa
kendala yang dihadapi yakni pada awal pelaksanaan masih
terkendala dengan belum tersedinya beberapa regulasi dan
jukn=s terkait implamentasi JEN, sosidisasi teknis program ke
fasilitas pelayanan kesehatan bak Puskesmas dan RS masih
rendah, disamping itu masih kurang siapnya beberapa RS dalam
memenuhi persyaratan kredensial yang ditetapkan BPJS,
besaran tarif INA CBG yang dirasa kurang tepat bagi RS serta
klaim RS yang terdambat. Hasil penealitian lain juga memperlihatkan
untuk tingkat kepuasan pasien BPJS di salah satu RS telah
berada pada kategori bak yakni B7,7%.

Kesimpulan: Selama penerapan Program JKN di Indonesia
tefah ditemukan beberapa faktor pendukung dan penghambat
pelaksanaan program JKM. Oieh karena itu dipesfulcan perbaikan
secara terus menerus terhadap pelaksanaan program JEKMN
demi pencapaian Univeral Health Coverage pada Tahun 2018
dengan meningkatkan kuantitas dan kualitas pelaksanaan
penslitian dalam mengevaluasi pelaksanaan JKN di Indonesia.

Kata Kunci: Jaminan Kesehatan Masional. Evaluasi, Kaian
Literature

PENGANTAR

Cialarm beberapa Tahun terakhir ini, negara ber-
usaha untuk mewujudkan jaminan kesehatan bagi
seluruh penduduk Indonesia atau hiasa disebut de-
ngan jaminan kesehatan semesta (Universal Health
Coverage). Upaya tersebut dimaksudkan untuk
meningkatkan akses masyarakat pada pelayanan
kesehatan yang komprehensif, bermutu, dan merata
bagi seluruh rakyat Indonesia melalui pembentukan
sistemn jaminan sosial nasional bagi seluruh rakyat
Indonesia. Jaminan Sosial adalah bentuk perlin-
dungan sosial untuk menjamin seluruh rakyat agar
dapat memenuhi kebutuhan dasar hidupnya yvang
layak temmasuk kebutuhan akan kesehatan. Undang-
Lindang No. 4002004 mengamanatkan bahwa jamin-
an sosial wajibh bagi seluruh penduduk termasuk

110 » Jumal Kehijakan Kesehatan indonesis, Voi. 05, No. 3 September 2016
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Chapter

Lean and Kaizen: The Past and the
Future of the Methodologies

Vasileios Ismyrlis

Absiract

Lean and Kaizen improvement methodologies have been in the entrepreneurship
spotlight for a long time. They can be adopted by any kind of enterprise, and they
succeed in producing better long-term results, improving their performance, but
most important, influencing the philosophy of the organizations implemented. In
this research, many case studies and success stories of companies implementing
Kaizen or/and Lean methodologies, or even the new Lean Kaizen methodology,
will be introduced. We attempt to evaluate the performance of Lean and Kaizen
implemented companies and distinguish the elements that made the difference.
Maybe, it is some specific tool, or an aspect in the culture that was enhanced, since
the implementation of these business process improvement methodologies. Finally,
thoughts and estimations will be presented, reparding the future of these method-
ologies, in the unstable and rapidly changing economic environment.

Keywords: Lean, Kaizen, Lean Kaizen, performance, process improvement

1. Introduction

This chapter presents the methodologies of Lean and Kaizen, their contribu-
tion in the enterprises’ field and their future potential contribution to the field of

management.

1.1 Lean (production, manufacturing or management)

First of all, lean manufacturing, will be referred, as it seems to be a methodology,
that was keenly embraced and wields a great acceptance in the management (theo-
retical and practical) world. It started with the efforts of Toyota automobile company,
while some believe that Ford motor company, was also a great influence in creating its
concept.

Its main scope and its achievement is the elimination of waste and this can lead
in an increase in productivity.

There are many proven cases of continuous improvement with the implementa-
tion of lean thinking methods and tools. However, it isnot a concept that impose
specific rules or tools to be implemented, but rather it is a philosophy that encourages
efforts in order to achieve its main goal, which is to eliminate waste.

1.2 Kaizen

Kaizen is more of a philosophy than specific technique or methodology, yet
it has also affected and changed seriously the minds of the managers. It utilizes

1 IntechOpen
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Chapter 12

Lean Implementation in
the Medical Record Unit

Medical Record Unit Issues

As well as the radiology department, the medical record unit
is an endangered unit due to the development of information
technology, which allows each core unit to have access to
electronic medical records and no longer requires the medical
record unit. It is a traditional unit that stores the patient data
from the entire history of the hospital in offline form. This
traditional method is actually not good for the financial health
of the hospital. Medical records that build up too fast can
overpower the human resources available so that hospitals
can lose income because most medical records could not be
converted into a bill for the patients. In other words, manual
labor is too big; electronic work may also be too big if the
electronic design is still too rough and the speed of data entry
is slower than the speed of manual writing.

Of all hospital parts, the medical record unit is the most
antique unit in the sense of having medical records of patients
that span from the time the hospital was first established. This
information can be valuable, and many other units also consider

95
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it important for particular patients’ medical record information.
Problems related to the seizing of medical record documents
often occur between the medical record unit and other units,
fighting over particular patients’ medical record documents
because of the high value, especially in terms of finance. The
unit may favor the patient, so it does not want to hand over the
documents to the medical record unit and therefore reduce the
function of such a unit for those who do not understand the
existence of this internal conflict. In addition, at very old hospi-
tals, a number of medical record documents become extremely
valuable because of their age and association with famous fig-
ures who have got treatment at the hospital. The documents are
often guarded and are not included in the computer system. !

The most common waste for the medical record unit is the
waiting time associated with processing time at the unit. In the
very traditional system, an officer must examine piles of data
for obtaining the patient data. When the data is not accurate,
for example, because a patient has the same name as another
patient, there will be difficulties in access that lengthen the
waiting time. Usually, when patients order a place in the hospi-
tal, the medical records officer will check the patient’s medical
records and hand it to the physician to review and, based on
their advice, the patients are given the right place at the hospi-
tal. This process can take from five minutes up to 36 days.?

Lean implementation in this unit can be illustrated with
the following examples from National Health Service (NHS)
hospitals in the United Kingdom.? An NHS hospital has a
problem of delay and cancellation due to the inefficient flow
of patients” medical records. A Lean implementation technique
is run involving three units at once: the medical record unit,
the inpatient unit, and medical secretaries. The Lean team
formed consists of a group of managers, secretaries, employ-
ees, and nurses. The team is trained in the Lean principles.

The first step taken by the Lean team is to build an infor-
mation flow map. This map illustrates from when the patients
pose a health problem to when they are released. The
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mapping results are quite surprising. A patient, on average,

has to pass more than 150 procedures and 50 replacement
handling responsibilities. There being so many steps is one
reason for the inefficiency of the medical record services. In
addition to excessive steps, a problem found is poor communi-
cation between the units. The Lean team focuses on efforts to
remove procedures that do not add value and which, in fact,
add to the cost and the time to respond to the patient.

Steps taken by the Lean team in the context of medical
records are to create standard letters and forms, redesign the
layout, mark files in the library so that they can be easier and
faster to find, and shorten the distance between employee
desks and the printer. Empty space is created in which to
store predicted patients’ medical records the day before their
arrival. This step generates savings of 57 hours per week.
Standard letters and forms are submitted to the secretaries
and they hire one additional officer for help. The additional
officer enables the unit to handle the previously piling work.
Standard letters and forms prevent new work from accumu-
lating because it can be resolved quickly. This effect brings a
saving of 8 working hours a week. The Lean step in the medi-
cal record unit also has an effect on the inpatient unit. The
redesign of the layout, better marking of files, and reduction
of personnel distance with the printer, as well as the provision
of space for patients, allow the nurses to move efficiently in
the medical record room. This acceleration generates a reduc-
tion in patient walking distance of up to 30% and a reduction
of 4% in treatment cancellation.

This step can be more efficient if the standard form is
planned carefully so that it covers the entire value required
by the patients. This matter can be achieved by mapping the
patient value. With the value map, it can be seen where the
patients move, beginning from admission to the hospital.
These units have the information needed from the patient and
provided by the medical record unit. If the unit cannot pro-
vide the required information, then the patient has to provide
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Chapter 1

Identifying Waste in Healthcare

Taiichi Ohno, the man credited with the development of the Tovota Production
System (TPS) in the early 1950s, identified the seven mudas (sources of waste) in
manufacturing, which include the following:

B Conveyance

m Motion

m Waiting

B Overprocessing
B Inventory

m Defects

B Overproduction

While there are likely many more sources of muda that are unique to every
industry, in this chapter I have adapted Ohno's list, with only minor modifica-
tion to the first muda, to make it more pertinent to healthcare. The term seven
mudas is well recognized by advocates of TPS, but in a slightly converted list
for this industry, I have combined “conveyance” and “motion” (my apologies to
Toyota puristsD and included “confusion.” This was not an arbitrary decision, but
one based on thousands of hours of direct observation in which highly skilled
and educated caregivers spent many hours of their day asking questions like
“Where does this go?”, “What do 1 do with this (thing/person/information)?”, "1
can't read this writing, what does this say?”, “What happens next*”, and so on.
Since 2000 1 have received many suggestions for adding to the list of sources of
waste—all good ones! But I had to stop somewhere. So [ encourage you not to
be stuck on these seven wastes as an exact prescription, but to recognize that
there are basic systemic failures that occur regulary in every industry, and identi-
fving the ones specific to our own work is incredibly valuable. 1t is amazing how
easy it is to see elements of waste in daily work once yvou review and understand
them. Here is my rendition of the seven mudas for healthcare:

et
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® Confusion

B Motion/conveyance
m Waiting

B Overprocessing

B [nventory

m Defects

B Owverproduction

Waste 1: Confusion

Patient safety is now and always has been at the forefront of every caregiver’s
mind. The medical errors that have been reported in recent academic and media
exposés have alarmed and infuriated the general population and devastated the
morale of healthcare workers. Failure of processes to support healthcare workers
in doing their pood work is very often rooted in confusion.

A casual observer in a hospital anywhere in the world would likely be
alarmed if they focused only on the questions of clarification that are asked every
day. In one study conducted by Anita Tucker and Steven Spear (2006), nurses on
a busy medical unit experienced 8.4 work system failures per shift. Working with
scores of hospitals of all sizes and levels of sophistication in the past 9 years,
my colleagues and I have recorded very similar results, with nurses spending
as much as 65% of their time looking for things they could not find, clarifying
information and instructions that were unclear, and doing redundant paperwork
{ limmerson et al. 2005). Confusion included questions like the following:

“What do I do with this requisition?”

“What does this order mean?”

“Does anyone know what I'm supposed to do with this?”
“Where do we store the...?"

“Where are the reports for.. #”

Similar questions are asked thousands of times in the daily course of caring
for patients.

Although resolution of the confusion was necessary for caregivers to get their
jobs done or meet regulatory requirements, most of their activities did not add
value to the patient. And to no one’s surprise, these confusion-laden activities
were recognized by the hardworking and motivated staff as being a waste of
their time and a source of great frustration.

Imagine if the work process were so intuitive that answers were built into the
process and the current time spent and frustration experienced could be elimi-
nated. In reducing the confusion muda alone lies the potential to capture a great
deal of worker capacity, decrease worker frustration, and reduce the opportunity
for errors in patient care.
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Abstract: FPenelitian menjadi fegiatan vang penting
dilokukan. Penelition  dapar  dilafulan  dengan
metodologl kumwinmtll Tualitaif don compuran (miced
method ). Twjuan pada peruwlizan makalah i adalah
urtuk membahas penelitian campuran (mixed method )
dart aspelk definizi, kavakteristik, pertembangarn jenic
darn prosedur penelitian. Definisi penelitian campuran
(mied method lodalah procedur wtuk menguwnpulion,
menganalisiz, dan menghombinasi metode  kuatitatil
dar fualitarif dalom satu penelition.  EKarakterintik
Penelitian campuran (mbed method ) terletak poda
arpek  rasionalitas, priovitas, sekwers'walkiy, dan
penggabungan  dmta  Rasiomalifas penggumam
penelitian campuran (miced method ) didararkan pada
aspek  kredibilitas, kowieks, iusirasi  wiilitas,
menghonfirmasi temuan, dan Feragaoman pandangan.
Penelitian campuran (mived method | berkembang lebih
dari  abad  ke-20  sebagai  bemiuk  solusi  dori
permasalahan pava peneliti yang merasa memeriukon
dulungan  dari metode  Fusrwitaty arew  Rualitail
terhadap penelitionnya Perkembangan terus berlanjut
hingga  menghasilkan beberapa  jenis  penelitian
campuran  (mixed method ) vaine 1) eksplanasi
berurutan  (Tequential  explamatory  cirategy), 2D
eksplorasi berurutan (Sequential exploratory strategy),
3) tronsformasi berwrutan (Seguential fransformaiive
strategy), 4 triangwlasi berramaan  (concurent
trigngulation  sirategy), 3} terpadu  bercama-soma
{concurent emmbeded strategy), dan 6) fransformatif
bersammaan  (comcurent  frangformative  sirategyl.
Prosedur penelitian campuran (mived method ) secara
wmum sama dengan penelitian pada wmmwya yang
meliputi 1) menentukan masalah dan tujuan penelition,
2} mengidentifitasi  rasionaliias  penelitian, 3}
meneniukan  desainjeniz penelition campuran dan
mengungkapkan  alasan  yang  mendmarinva, )
mengumpultan data 3) mengamalisa dota dan &)
menulis laporan

[SSN :2810-0581 (online)
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Chapter 2

Background of Kaizen in
Toyota

2.1 History of Kaizen
Methods in Toyota

In this chapter, we briefly review the different influences on
the concept of Kaizen inside Toyota and clarify some of its
origins. As you will see, there 1s no siumple or single
beginning for Kaizen inside Toyota Motor Corporation.
Kaizen 1s not a new word in Japanese, and the notion of
improvement was always central to Toyota from the time of
the founder Sakichi Toyoda and his son Kiichiro in their
initial endeavors related to creating better looms in the early
1900s. In this background section, we briefly highlight some
of the influences in Toyota’s Kaizen methodology. For those
interested just in the actual process and methodology, you can
skip ahead directly to the chapters covering the six steps of
Kaizen.

The word Kaizen in Japanese is written 77 with two kanji
characters meaning “to change” and “for the better.”
Unfortunately, the origins of the term are not exactly clear in
terms of etymology. The word Kaizen 1s Chinese in origin
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1. Introduction

Healthcare systems and units, worldwide,
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LEAN THINEKING IN HEALTHCARE:
EEVIEW OF IMPLEMENTATION RESULTS

Abstract: For over decade, automotfive industry eriginated
leam concept has been successfully implemented in healthcare
systems as a management method and philosophy with main
focus on elimination of all fypes of wastes and looses in all
tasks and processes so that fime, materials, resources and
medical procedures could be realized as effectively as it is
possible. As main result lean concept implementation ensured
to healthcare ovganizations fo focus on their main core
function and dedicate more fime and efforts to patients without
additional costs for them or healthcare system. However, lean
implementation in healthcare could be much move difficuls
than in standard indusivial emviromment and there are
significant number of examples of lean in healthcare projecis
that failed to gain any measurable results and sustainable
benefits from it. This paper presents review of some of the most
successful implementations of lean fools and principles in
healthcare organizations.

Eeywords: lean, healthcare, kaizen

for all healthcare service providers,
especially hospitals and climes, 1s
recognized in indnstrial management

focusing continuous pressure o reduce all
types of costs for its services from cne
side, but alzo, on the other side, to increase
guality, reduce response, waiting and lead
time, improve patient safety, constantly
infroduce advance and costly methods and
equipment in everyday practice. Those
demands represents joint framework for
healthcare management i developed and
developing countries in their search for
solutions, methods and techmigques which
will ensure satisfaction of all requirements
and achieving of defined targets.

One of most promising resource for further
improvement of healthcare management

! Comesponding swthor: Marko Djapan
email: djapanaks ac.rs

strategies accepted and implemented by
largest multinational corporations and
huge number of other large to small and
midsized companies around the globe.
Although there is number of different
names for those sirategies (Lean
productionphilosophy, Toyota Production
System, Lean/Six Sigma, World Class
Manufacturing, Kaizen, etc) in scientific
literature, books and papers term "lean” as
concept for management of production and
business systems is generally accepted and
used.

2. Lean Concept and Philosophyv

Onginally developed in 30's and 60s of
20th century, m Toyeta automotive
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Abstract

The retum of owtpaticnt medical records af Baladhika Hussds Hospital Level I Jember is still kad delays. In
the firsf quarfer of 2013, the fofal number of lafe owfpatient medical records was 25 327 Delsy in retuming
the medical record file can affect fhe medics! record ssndce and hamper further achivilies, such a5
sssembling. coding. snalysis, and indexing achvities. This study aimed fo analyze the cawses of lats retum of
oufpatient medical record fies at Bslsdhika Husads Hospifal Level I Jember This gualizfive research
obfained dsfa by intenvdewing, cbserving, docuwmenfing and breinstorming. Research resulfs showesd fhere
were 3 lack of knowlsdge and affifudss, inadeguats infrastructure or faciliies. The hesd of the medizal record
gave na motivation, and fhere had never been S0P socializafion abouf the relum of owtpatient medies! record
fies. Efforts were made a5 follows, informs abowt expedition books snd their ussfulness and officers must slso
sfitend trauning or seminsres fo incresse the nowlsdge and skils ahoutf mansgament of medicsl reconds, fhe
head of the medies! record gives & waming fo officers who are lafe in refuming medics! record files, conducks
sxpedition book design, provide motivation work snd condwct S0P socializafion refated fo mfuming owfpatienf
medical recorgs.

Keywords: Delsy, Retum, ledical Record Filss.

Absrrak

Fengembalian berkas rekam medis rawst jalan d Remah Sskof Tingea! I Balaghiva Husads Jember masih
mengalsmi keterambstan. Fada tmwulan perfama fahwn 2075 fofsl berias rekam medis rawst jalan pang
ferlambal sebanysk 25327 berzs Helferambsian pengembalian berias rsbam meds dzpsf mempanganfi
pelzyanan rekam medis dan skan menghambst kegisfan sslanuings, sepert kegialan assemblng koding
analisis, indeks. Pensliian ini berujuan unfuk menganzlisis penysbsh keterambaizn pengembalzn beras
rekiam medis rawst jalan of Rumah Sakif Tingkat I Eslsdhika Husads Jember Jenis pensllian i
menggunskan kualfst’ odan pengumpulan dafs dengan wawsncara, obssnas,  dokumsnfast dan
brainstomming. Hasl penslifian yang didapatkan oieh penelii pengefshusn dan sikap yang masit kuang baik
prasarans stau fasiitas yang kursng memasdsl Tidsk sda molivasi yang dibenkan oleh kepals rekam medis,
serta belum pemah diskuksnnya sosialissst SOF fenfang pengembslsn berkas mkam medis rawat jalan.
Upaya yang diakukan adsizh Uenginformaskan fentang buku ekspedisi dan kegunaanny= dsn pefugss jugs
harws mengiuli pelatthan atsy seminar agar pengefahuan dan keferempian pefvgss mengenal pengeiolaan
rekiam medis meningkst  kepsls rekam medis memben feguran kepsds perugss yang ferdambaf
mengembaiksn bercas rekam medis, elskukan perancangsn buku skspedisl membenksn motivasi kens
dzn melakukan sosshsas SOF ferkal pengembsalzn berkas rekam meais rawst jalsn

Kaza kunci - Keterdsmbaisn, FPengembalian, Berkss Rekam Medis

1. Pendahuluan

Rumah Sazkit adalah institusi pelayanan kesshatan yang menyelenggarakan pelayanan
kesehatan perorangan secara paripurna yang menyediakan pelayanan rawat inap, rawat jalan, dan
gawat darurat (Menkes RI, 2018). Rumah sakit merupakan pelayanan kesehatan, sehingga peru
rmenjaga kepuasan pasien dengan meningkatkan mutu pelayanan dan menjaga kepuasan pemakai
jasa. Rumah sakit harus meningkatkan mutu pelayanan sesuai dengan peraturan yang swdah
diteniukan dan harapan pemakai jasa yang dapat dilskukan melalui kualitas kerja, salah satunya
adalah kinerjz petugas rekam medis. Perekam medis adslah ssorang yang telah melaksanakan
pendidikan rekam medis dan informas! kesehatan yang sesual dengan ketenfuan peraturan
perundang-undangan (Kemenkes, 20132).

Penyelenggaraan rekam medis merupakan proses kegistan yang dimulal pada sast pasian
datang di rumnah sakit uniuk melzkukan gemerikassan, diteruskan kegiatan pencataian identitas
pasien, data medis pasien selama pasien #u mendapatkan pelayanan medis di rumah sakit sampai
pasien sembuh dan keluarpelayanan yang harus berkualitas dan sesuai dengan standar pelayanan
yang ada. Pelayanan dapat dikatakan baik jika memiliki muile yang baik yaitu dapat ditandai
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Undang Republik Indonesia Nomor 44 Tahun 2009 Tentang Rumah Sakit’.
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UNDANG-UNDANG REEPUBLIK INDONESIA
NOMOR 44 TAHUN 2009
TENTANG

RUMAH SAKIT

DENGAN RAHMAT TUHAN YANG MAHA ESA
FRESIDEN REPUBLIK INDONESIA,

Menimbang : a. bahwa pelayanan kesehatan merupakan hak setiap
orang vang dijamin dalam Undang-Undang Dasar
Negara Republik Indonesia Tahun 1945 yang harus
diwujudkan dengan upaya peningkatan derajat
kesehatan masyarakat yang setinggi-tingginya;

b. bahwa Rumah Sakit adalah institusi pelayanan
kesehatan bagi masyarakat dengan karateristik
tersendiri yang dipengaruhi oleh perkembangan
ilmu pengetahuan kesehatan, kemajuan teknologi,
dan kehidupan sosial ekonomi masyarakat yang
harus tetap mampu meningkatkan pelayanan yang
lebih bermutu dan terjangkau oleh masyarakat agar
terwujud derajat kesehatan yang setinggi-tingginya;

C. bahwa  dalam rangka peningkatan mutu dan
jangkauan  pelayanan Rumah  Sakit  serta
pengaturan hak dan kewajiban masyarakat dalam
memperoleh pelayanan kesehatan, perlu mengatur
Rumah Sakit dengan Undang-Undang;

d. bahwa pengaturan mengenai rumah sakit belum
cukup memadai untuk dijadikan landasan hukum
dalam penyelenggaraan rumah sakit sebagai
institusi pelayanan kesehatan bagi masyarakat;

e. bahwa _ . .
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- .

MENTERI KESEHATAN
REPUBLIX INDONESIA

PERATURAN MENTERI KESEHATAN REPUBLIK INDONESIA
NOMOR 269/MENKES/PER/I2008

TENTANG
REKAM MEDIS
MENTERI KESEHATAN REPUBLIK INDONESIA,

Menimbang : bahwa sebagal pelaksanaan Pasal 47 ayat (3) Undang-Undang Nomor
2% Tahun 2004 tentang Praktik Kedokteran, perlu mengatur kembali
penyelenggaraan Rekam Medis dengan Peraturan Menteri Kesehatan,

Mengingat : 1. Undang-Undang Nomor 23 Tahun 19892 tentang Kesehatan
(Lembaran Negara Republik Indonesia Tahun 1962 Nomor 100,
Tambahan Lembaran Negara Republik Indonesia Nomor 3485);
2. Undang-Undang Nomor 29 Tahun 2004 tentang Praktik Kedokteran
(Lembaran Negara Republik Indonesia Tahun 2004 Nomor 116,
Tambahan Lembaran Negara Republik Indonesia Nomor 4431);

3. Undang-Undang Nomor 32 Tahun 2004 tentang Pemerintahan
Daerah (Lembaran Negara Republik Indonesia Tahun 2004 Nomor
125, Tambahan Lembaran Negara Republik Indonesia Nomor 4437)
sebagaimana telah diubah dengan Undang-Undang Nomor 8 Tahun
2005 tentang Penetapan Peraturan Pemerintah Penganti Undang-
Undang Nomor 3 Tahun 2005 tentang Perubahan atas Undang-
Undang Nomor 32 Tahun 2004 tentang Pemerintahan Daerah
(Lembaran Negara Republik Indonesia Tahun 2005 Nomor 108,
Tambahan Lembaran Negara Republik Indonesia Nomor 4548),

4. Peraturan Pemerintah Nomor 10 Tahun 1966 tentang Wajib Simpan
Rahasia Kedokteran (Lembaran Negara Republik Indonesia Tahun
1866 Nomor 21, Tambahan Lembaran Negara Republik Indonesia
Nomor 2803);

5. Peraturan Pemerintah Nomor 32 Tahun 1996 tentang Tenaga
Kesehatan (Lembaran Negara Republik Indonesia Tahun 1996
Nomor 38, Tambahan Lembaran Negara Republik Indonesia Nomor
3637);

6. Peraturan Pemerintah Nomor 38 Tahun 2007 tentang Pembagian
Urusan Pemerintahan Antara Pemerintah, Pemerintah Daerah
Provinsi dan Pemerintah Daerah Kabupaten/Kota (Lembaran Negara
Republik Indonesia Tahun 2007 Nomor 82, Tambahan Lembaran
Negara Republik Indonesia Nomor 4737),

7. Peraturan Menteri Kesehatan Nomor 920/Menkes/Per/XIl/1986
tentang Upaya Pelayanan Kesehatan Swasta Di Bidang Medik;

8. Peraturan Menteri Kesehatan Nomor 159b/Menkes/Per/ll/1988
tentang Rumah Sakit;

9. Peraturan Menteri Kesehatan Nomor 1575/Menkes/Per/XI1/2005
tentang Organisasi dan Tata Kerja Departemen Kesehatan;



28. Menteri Kesehatan Republik Indonesia (2014) ‘Peraturan Menteri Kesehatan
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MEMNTER| KESEHATAN
REFUBLIE INDOMESIA

PERATURAN MENTERI KESEHATAN REPUBLIK INDONESIA
NOMOR 59 TAHUN 2014

TENTANG

STANDAR TARIF PELAYANAN KESEHATAN DALAM PENYELENGGARAAN
PROGEAM JAMINAN KESEHATAN

DENGAN RAHMAT TUHAN YANG MAHA ESA

MENTERI KESEHATAN REPFUBLIK INDONESIA,

Menimbang @ a. bahwa untuk melaksanakan ketentuan Pasal 37 ayat (1)
Peraturan Presiden Nomor 12 Tahun 2013 tentang
Jaminan Keaehatan sebagaimana telah diubah dengan
Peraturan Presiden Nomor 111 tahun 2013, telah
ditetapkan Peraturan Menteri Kesehatan Nomor 69
tabun 2013 tentang Standar Tarf Pelayanan Kesehatan
bagi Fasilitas Keschatan Tingkat Pertama dan Fasilitas
Keachatan Tingkat Lanjutan Dalam Penyelenggaraan
Program Jaminan Keaehatan;

b. bahwa Peraturan Menteri Kesehatan Nomor 69 tahun
2013 tentang Standar Tarif Pelayanan Kesehatan Pada
Fagilitazs HKesehatan  Tingkat Pertama Dan Fasilitas
Keachatan Tingkat Lanjutan Dalam Penyelenggaraan
Program Jaminan Keaechatan perlu disesuaikan dengan
perkembangan dan kebutuhan pelayanan kesehatan di
fasilitas Kesehatan, sehingga perlu disempurnakan.

c. berdasarkan pertimbangan sebagaimana dimaksud
huruf a dan huruf b perlu menetapkan Peraturan
Menteri tentang tentang Standar Tarf Pelayanan
Keaehatan Dalam Penyelenggaraan Program Jaminan
Keachatan;

Mengingat : 1. Undang-UndangNomor 40 Tahun 2004 tentang Sistem
Jaminan Sosial Nasional (Lembaran Negara Repuhblik
Indonesia Tahun 2004 Nomor 150, Tambahan Lembaran
Negara Republik Indonesia Momor 4456);

2. Undang-Undang Nomor 36 Tahun 2009 tentang
Keaehatan [Lembaran Megara Republik Indonesia Tahun
2009 Nomor 144, Tambahan Lembaran Negara Republik
Indonesia Nomor 5063);

3. Undang-Undang ...
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MENTER| KEEEHATAM
REFUBLIK INDOMESIA

PERATURAN MENTERI KESEHATAN REPUBLIK INDONESIA
NOMOR 76 TAHUN 2016
TENTANG
FEDOMAN INDONESIAN CASE BASE GROUFPS [INA-CBG)
DALAM PELAKSANAAN JAMINAN KESEHATAN NASIONAL

DENGAN RAHMAT TUHAN YANG MAHA ESA

MENTERI KESEHATAN REPUELIK INDONESIA,

Menimbang : a&a. bahwa dalam rangka pelaksanaan Jaminan Keachatan
dalam Siastem Jaminan Sosial Nasional telah ditetapkan
tarif pelayanan keachatan pada fasilitas keaschatan
tingkat pertama dan fasilitas keachatan tingkat lanjutan;

b. bahwa Peraturan Menteri Keachatan Nomor 27 Tahun
2014 tentang Petunjuk Tekniz Sistem Indonesian Case
Base Groups (INA-BG's) perlu  disesuaikan  dengan
perkembangan dan kebutuhan pelayanan keschatan di
Faasilitas Keschatan Tingkat Lanjutan, sechingga perlu
disempurnakan;

c. bahwa berdasarkan pertimbangan sebagaimana
dimaksud dalam huruf a dan huruf b, perlu menetapkan
Peraturan  Menteri  Kesehatan  tentang  Pedoman
Indoresion Caose Base Groups [INA-CBG) dalam
Pelaksanaan Jaminan Kesehatan Nasional:
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MENTER KESEHATAN
REFUEBLIK INDONESIA

PERATURAN MENTERI KESEHATAN REPUBLIK INDONESIA
NOMOR 3 TAHUN 2020
TENTANG
KLASIFIKASI DAN PERIZINAN RUMAH SAKIT

DENGAN RAHMAT TUHAN YANG MAHA ESA

MENTERI KESEHATAN REPUBLIK INDNESIA,

Menimbang : a. bahwa penyelenggaraan pelayanan di rumah sakit yang
profesional dan bertanggpung jawab dibutuhkan dalam
mendubkung  upayva  keschatan dalam  rangkaian
pembangunan  kesehatan secara  menyeluruh  dan
terpadu;

b. bahwa Peraturan Menteri Keschatan Nomor 30 Tahun
2019 tentang Klasifikasi dan Perizinan Rumah Sakit
periu disesuaikan dengan perkembangan dan kebutuhan
hukum;

¢. bahwa berdasarkan pertimbangan sebagaimana
dimaksud dalam huruf a8 dan huruf b, serta untuk
melaksanakan ketentuan Pazal 24 ayat (4) dan Pasal 28
Undang-Undang Nomor 44 Tahun 2009 tentang Rumah
Sakit, perlu menetapkan Peraturan Menteri Keachatan
tentang Klasifilkasi dan Perizinan Rumah Sakit;

Mengingat : 1. Pasal 17 ayat (3) Undang-Undang Dasar Negara Republik
Indonesia Tahun 1945;

2. Undang-Undang Nomor 29 Tahun 2004 tentang Praktik

Kedokteran (Lembaran Negara Republik Indonesia Tahun
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ABSTRACT
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factors;

Kata kunei:
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pengambalian;
faktar-fakior:

The purpase of this sfudy was lo determine the rool problem of any lale
refurn of inpatient medical records documemnts in X Hospital. This research
was conducted with a qualitative descriplive approach with the method of
obsarvalion, in-depth inferviews and fime motion study. Delermining root
ol the problem iz done by brainstorming with the hospitals staff with USG
method [urgency, seriousness, growth). Rool problem that contribule o
delay return of inpatient medical records are indiscipline doctor In fliing
out medical records especially medical resumes; some doctor are ol
making patient wisil ewvery day, so the order was given by phone; amnd
sometime nurses forget o remind the doclor o Bl out a medical resume
and signature. Other factors affecling the delay are method, money,
matenal dan machine faclors.

Tujuan dar penelitian ini adalah unluk mengetahui akar masalah
ketarlambatan pengambalian dokumen rekam medis rawat inap di RS X.
Penalitian ini dilakukan dengan pendekatan deskriptif kualitatif dengan
melode obsarvasl, wawancara mendalam, sera time molion sledy.
Pencarian akar masalah dilakukan dengan cara brainstorming dengan
pihak rumah sakit dengan metode USG (urgency, seriousness, growth).
Faklor utama penyebab kelerambatan pengembalian DRM rawat inap
adalah faklor SDM (sumber daya manusia) yaitu ketidakdisiplinan DPJP
(dokler penanggungjawab pelayvanan) dalam pengisian rekam medis
terutama rasume medis, baberapa DPJP tidak visite sefiap hari sehingga
advis pulang per telepon dan perawat lupa mengingatkan dokler untuk
mengisi resume medis dan tanda tangan. Fakior lain yang mempeangaruhi
keterlambatan antara lain faktor method, monay, material dan machineg

L2017 MMA. AN rights resened
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PENDAHULUAN

untuk merakit dokumen rekam medis,
meneliti  isi rekam medis termasuk

Rekam medk yang lengkap adalah
rekam medik yang telah diisi lengkap oleh
dokier dalam waktu kurang dar 24 jam
setelah selesai pelayanan rawat jalan atau
setelah pasien rawat inap diputuskan untuk
pulan. Pengembalian dokumen rekam
medis  dinyatakan terambat apabila
melebihi batas waktu pengembalian yaitu
maksimal 2x24 jam setelah pasien keluar
dari rumah sakit. Keterlambatan ini akan
menghambat pelaksanaan tugas bagian
assembling rekam medis yang dapat
berdampak pada terhambatnya pelayanan
pasien. Bagian assembling memiliki tugas

kelengkapan penulisannya, mengendalikan
dokumen rekam medis yang tidak lengkap
serta mengendalikan penggunaan formulir
rekam medis. '

Penelitan  yang  dilakukan  oleh
Rachmani menunjukkan bahwa
keterlambatan pengembalian dokumen
rekam medis ke bagian assembling di RS
Tentara dan POLRl Semarang sebesar
95,10%. Data yang didapat yaitu rata-rata
kembalinya dokumen rekam medis (DRM)
adalah 5 hari, paling cepat 3 hari dan
paling lama 159 hari. Penyebab
keterlambatan terbesar yaitu anggapan
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Chapter 2

Identifying the Value Stream

Before everything else, getting ready is the secret of success.

Henrv Ford

Introduction

Omne of the greatest challenges for anyone involved with continuous improve-
ment (regardless of the discipline or methodology used) is knowing what to focus
on when starting on an improvement project. To provide some guidance to this
dilemma, subject-matter experts began creating process maps of the current state
as a way to demonstrate what the project team was facing and perhaps even as a
way to create a starting point. Showing what the process currently looks like and
being able to identify the things that need improving is the starting point for process
improvement. But what do you map? Where does it start, and where does it end?

When using Value Stream Mapping (VSM), you can solve this problem, to some
extent, by using a product or process matrix. However, not everyvone using VSM
subscribes to the use of a product matrix. Instead, some organizations prefer to
identify the target area and quickly start mapping. Both approaches have advan-
tages and disadvantages:

B The matrix approach’s advantages are that it provides great definition to the
value stream that is going to be mapped, and it provides the mapping team
with insight into how big the map may be. However, one of its disadvan-
tages is that it can take longer to physically get out into the process for the
actual mapping exercise. Another disadvantage is that it can bias the mapping
team’s attitudes and perceptions of what is actually occurring once they begin
mapping.

m Crganizations that use the fast-hitting approach of identifying the target area
and starting the mapping exercise immediately will almost always benefit from
staving in step with Taiichi Ohno's “just do it” philosophy. This approach can
still be aligned with what James Womack and Daniel Jones explained (in Step 4

17
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of Chapter 11 of Lean Thinking), where they emphasized the utility of map-
ping the entire value stream for all of your product families.

Many companies believe that instead of spending time systematically identify-
ing your value stream, the best approach is to get a team started mapping what
they consider to be a value stream, and then rolling out multiple teams to attack
remaining value streams not covered in the first exercise. Whichever approach
vou subscribe to can work, as long as you achieve the ultimate goal: map all of
your value streams.

Option 1: The Matrix Approach

Being able to logically capture the starting and end point of the value stream
areatly simplifies VSM work. This concept may not capture every known process
task within the current state, but it will provide a valuable framework from which
to base your map. In the manufacturing world, a product matrix can give clarity
to a product family. Many companies have been surprised to see that items that
they had considered as part of the same product family can actually have very
few process steps in common. Likewise, you often find that items categorized in
different product families should have been grouped in the same family, based
on the commonality in how they are produced.

Trying to explain how this matrix concept works can be challenging enough
when focused on product alone, but to try and explain how to use the method-
ology for transactional processes at the same time can confuse even the most
seasoned process improvement specialist. To simplify the explanation of this pre-
mapping work, definitions of production and transactional process matrix, expla-
nations, and examples are presented in the two subsections that follow. Although
there is not a significant difference in the two situations, by separating them, it is
much easier to understand both the power of the matrix concept and the
common mistakes made in both situations.

Production Process Matrix

On the manufacturing floor, this matrix shows a list of all products manufactured by
the company, or a subset of these products that the mapper, project team, or Execu-
tive Council believes may be a part of the value stream. (The Executive Council is
the management team responsible for the overall coordination and success of the
continuous improvement initiative.) The simplest way to start this product listing for
many people is to list each item that is a part of the product family manufactured
on the line, or in the cell, that is targeted for improvement. This list of products is
contained in a column down the left side of the matrix. Figure 2.1 shows the start of
a product matrix, with the product listing down the left-hand column.

Across the top row of the matrix, you list each process step, or task, that is
used in making the product or in performing the service, as shown in Figure 2.2,



TUETILI YiIrE UIe vaille JLIredin

Product Matrix

mrm Task #1 Task#2 | Task#3 | Task#4 | Taskss Task #6 | Task#7 | Task#a
AR-13402
AB-15300
HF-10110
HC-99955
HC-88776
MP-20000
MP-30001

Figure 2.1 A product matrix template (ready to be populated) for products sold by a
manufacturing company.

Getting the steps or tasks documented can create confusion for many people.
This is not a list of parts, but of process steps. The work performed here can also
help you draw the map as you go through the Current State Mapping exercise.
This list of tasks will rarely be complete encugh to draw a map, and you should
never attempt to draw a Current State Map directly from this list, because critical
pieces of data will not be accessible to you while sitting in a vacuum.

The challenge comes in how vou create this list of tasks for the matrix. A
quick and effective way to capture this information is to assemble a team of
operators and management that work within the target area. Have this team look
at each product listed in the left-hand column individually and think about the
basic steps involved in the process. After a quick review of all products, have
the team participate in a mental exercise to identify process steps. For the first
product listed, give the team 30 sec. to recite the basic steps. Record these tasks
on a whiteboard, flipchart, or other medium that is visible to all team members.
When the team stops listing tasks, or the 30 sec. has expired, write these tasks in
process-step order across the top row of the matrix. Put an “X” in the cell on the
row of this first product underneath each process step listed.

Repeat this 30-sec. exercise for the second product listed on the matrix. As
new process steps are identified, add the step to the row across the top. Once
again, place an “X” in the cells on the second product’s row for all process steps
that are used in the manufacture of this second product. Repeat this exercise for
each product listed in the lefi-hand column, adding as many additional process
steps across the top row as necessary to document the process tasks involved.

Product Matrix

Product

Task | Motor | Shaft | Spacer | Cord Casa Fand | Cabla | Switch
Saal Insertion |Macement| Hang Close Seal LED Tast Package | Insertion | Insertion | Connect

AR-13402

AB-15300

HF-10110

HC-95955

HC-88776

MP-20000

MP-30001

Figure 2.2 A product matrix with tasks assigned, ready to be populated with product information.
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ABSTRAR

Lamanya waktu tunggu dalam proses pelavanan rawat jalan akan menghambat pelayanan, vang berdampak pada
antrean yang menumpuk dan mengakibatkan palr-'ananndak efisien. Penelifian mi berfujuan untuk mengzanaliais
penerapan mefode lean pada pelayanan rawat jalan pasien BPJS di mumah sakit Hermuna Depok tahun 2017
Penelitian dengan metode kuahtanfim mengobservasi waktn yang dipunakan oleh pasien rawat jalan BPJS selama
berada di rumah sakit Hermma Depok denzan menggunakan penerapan metode lean untuk mehhat dan memotret
kondi=i alur pelayanan pasien rawat jalan BPIS. Hasil penelihan menunjukkan 20 % waktn pelayanan mempakan
kematan non value added dan hanya 10 %o kematan vang value added Setelah melakukan analizis future state
dengan nsulan perbatkan dengan metode lean secara simlatf yaatu 55, Kanban Inventory, visual management
menghaslkan kegiatan non value added menjad: 78,30 % dan kegiatan value added menyadi 21,70 %,

Kata kunci: Metode lean, rawat jalan, wakiu tunggu, kegiatan value added, kegiatan nen valus added.

ABSTRACT

The length of waiting time in the hogpital cupatient sevvice is important for gficient hospital service. Long
waiting time lsads to accumulating queue and ingfficient service. This study was aimed to analyzs the application
af lean method en outpatient BPJS services at Herming Depok Hozpital in 2017, Thiz qualitative rezearch method
investigated the time spemr by BPJS outparient patient by applying lean method and observing the oumparient
service flow condition. The results showed that 90% service time was a non-value added activities and enly 10%
of valus-added activities. After conducting funure state analysiz with the proposed improvement with simulative
lean method (35, Eanban Irvemrory, visual management), it was found thar mon value added acriviy became
78.30% and value added activity became 21, 70%.

Keywords: lean method, outpatient waiting tims, value added activity, mon-value added activity.
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Abstract

Badan Penyelenggara Jaminan Sosial (BPJS) claims process for inpatient admissions starts
[from registration until the patient file is entered into the INA-CBGs application. Claim
submission under the claims verification technique instructions is limited to the 10th of the
following month. RSUD Genteng in filing a claim exceeds the 10th of the following month.
In the data of the delay in the medical record file, there is still a delay in submitting the claim
file by 55%. The purpose of this research is to analyze the factors causing the delay in
submitting BPJS claims for hospitalization to the BPJS verifier in RSUD Genteng,
determining the priority of the problem and the improvement effort to the problem. The type
of this research is qualitative using a systematic approach based on 7M factors (Man,
Method, Materials, Machine, Money, Market and Minute). Methods of data collection using
observation, interview, and documentation. Based on the result of NGT that has been done,
the priority of problem causing delay is RM refund more than 2x24 hours, internet network
is less stable, less discipline officer, no claim submission SOP, DPJD main diagnosis
placement and BPJS verification of different perception. Improvement efforts that can be
done are fo make SOP return of medical records of inpatient and SOP related to claims of
inpatient BPJS, repair internet network, conduct coordination meeting among aofficer related
to office discipline and make a special form for correction firom BP.JS verifier.

Keywords: delay, claim BPJS, hospital, inpatiens
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1. Pendahuluan

Bumah Sakit adalah institusi pelayanan
keschatan yang menyelenggarakan pelayanan
kesehatan perorangan secara paripuma yang
menyediakan pelayanan rawat map, rawat
jalan, dan gawat darurat. Fumah sakit selal
identik dengan pelayanan pasien. Pasien
adalah settap orang yang melakukan
konsoltasi masalah  kesehatarmya untuk
memperoleh  pelayanan kesehatan yang
diperlukan, baik secara langsung maupun
tidak langsung di Fumah Sakit (Kemenkes BT,
20097

Pasien dibedakan menjadi dua yatu
pasien wmum dan pasien asuransi. Salah satu
asuransi yang dipakai oleh masyarakat
indonesia adalah asuransi milik pemenntah
yaitu BPJS (Badan Penyelenggara Jaminan
Sosial) Eesehatan. Berdasarkan UU No. 24
tahun 2011, BPJS Keschatan adalah
perusahaan asuransi yang menyelenggarakan
program  jamunan  kesehatan.  Dalam
melakukan pengajuan pembayaran pelayanan
kesehatam, numah sakit perlu melakukan
proses klaim ke pihak provider yaitu BPJS
dengan melengkapi persyaratan admimistrasi.

Dokumen vyang diperlukan berupa
(Kartu Tanda Penduduk) EKTP atan Karto
ldentitas Pasien, Kartm Keluarga (KK), surat
myjukan, Surat Eligibilitas Pasien (SEP),
resume medis dan rncian biaya. Jika pasien
memerlukan pemenksaan pemunjang maka
disertakan  pula formulr  pemenksaan
pemmjang. Dalam proses klaim nmmah sakit
hams memperhatikan kelengkapan dan
kebenaran pengisian formulir betkas rekam
medis vang berhubungan dengan admimstrasi
klam Hal mi betkaitan dengan cepat
lambamya mumah sakit mendapatkan hasil
klaim, besamya milai tarif klaim yang akan
diteima nantinya, serta unfuk pelaporan
rumah sakit (Indrawaraswanty, 2017).

Pada studi pendalmhian d&i RSUD
Genteng  Banyuwangi, analisis  faktor
penyebab  keterlambatan pengajuan klaim
behmm dilakukan  penehitian
sebelummya. Dalam buku petunjuk  teknis
verifikasi klaim disebutkan bahwa tanggal
maksinmm pengajuan berkas klaim ke pihak
venfikator yarn tanggal 10 pada bulan
berikutnya. Berdasarkan hasil wawancara
dengan kepala rekam medik tanggal 25 Maret
2017 yang dilaksanakan penelii di Fumah

Sakit Unnmm Diaerah (ESUDY) Genteng, yang
berkaitan dengan pengajuan klaim pihak
Fumah Sakit Unmum Diaerah (R.SUD) Genteng
ke pihak wenfikator BPJS  terjadi
keterlanbatan berkas, untuk
pengajuan klaim melebihi tanggal 10 pada
bulan berkutnya. Data tanggal pengajuan
klaim dapat dilihat pada tabel 1.

Tabel 1 Tangeal Penpzjnan Berkas Elaim Rawat
Inap Bulan Jaman- Maret 2017

Buolan Berkas Tamg- Jum- FPersem-  Kete-

Yamg gal lah tase ramgan
Ihaju Penza- Berloas Berkas

kan  juan Elaim Klaim
Fang  yamg
Terlam Terlamb
bat at
Jamian - -
Februari Jammanm =~ 27 1308 5% Tedambat17
17 Febnuan hari
N7
Maret Febnman 12 Maret 1123 55%  Terdambar 12
N7 w7 hari
Apml  Maret 17Apnl 1126 53%  Terlambat 7
N7 7 hari

Sumber: Buku Eendali Penpajuan Berkas Elamm
BPJS Rawat Inap RSUD Genteng 2017

Tabel tanggal pengajuan berkas klaim
diatas memumnjukkan pengauan klaim bulan
jamuari diajukan tanggal 27 Februanm 2017
yang artinya pengajuan terlambat 17 han dan
tanggal difetapkannya pengajuan maksimal
klaim BPJS ke pihak venifikator. Untuk klaim
bulan Februan diajukan pada tanggal 22
Maret 2017, inl memmjukkan pengajuan
klaim melebibi dan batas ketentuan yaitu
tanggal 10 pada bulan benkutnya Unfuk
klaim bulan Maret diajukan pada tanggal 17
Apnl 2017, Pada tabel tersebut juga
memnjukkan  babwa masth  ditemukan
keterlambatan penyerahan betkas klam
sebesar 33% sedangkan ketentuan BPJIS
Kesehatan, berkas dikatakan terlambat apabila
pihak mumah sakit  belum
menyerahkan 73% berkas klam ke BPJS
Kesehatan (BPJS Kesehatan, 2018)

Dampak dan keterlambatan pengajuan
berkas klaim rawat map yaitu pelaporan klaim
akan tertunda yang nantinya proses pencairan
dana yang digjukan rumah sakit ke BPJS
mengalami pemmdaan. Jika dibiatkan secara
terus-menerns, hal mi akan menyebabkan
kemugian pada pthak momah sakit dan
menghambat proses pelayanan  pasien.
Berkaitan dengan permasalahan tersebut,
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Abstrak

Tidak ada sistem pembayaran pelayanan kesshatan yang sempurna dalam penerapannya termasuk sistem pembayaran DRG
(Diognosis-Related Groups) yang lebih dikenal dengan nama INA-CBGs (Indonesio Case-Based Groups) di Indonesia. Beberapa
negara yang mengadopsi DRG telah menerapkan kebijakan pembayaran mixed method DRG-Globa! Budget dengan wariasi
implementasinya demi menjaga kesinambungan sistem jaminan kesehatan nasional di negaranya. BPIS Kesehatan menginisiasi
studi operasional penerapan sistem pembayaran rumah sakit mixed-method INA-CBGs dan Global Budget mulai tahun 2018,
Terdapat tiga tahapan dalam uji coba sistem pembayaran rumah sakit mixed-method INA-CBGs dan Global! Budget ini. Tahap
pertama adalah Globagl Budget Tanpa FResiko yang bertujuan untuk menguji metode penghitungan global budget dan
mengidentifikasi tantangan yang dihadapi bila kebijakan mixed method INA-CBGs dan Global Budget ini diberlakukan. Studi
dilakukan di 5 {lima) kabupaten/kota di 20 rumzh sakit (R3). Hasil studi menunjukkan bahwa metodologi penghitungan global
budget yang diterapkan cukup akurat untuk memprediksi realisasi klaim di RS. Penghitungan global budget di tingkat
kabupaten/kota lebih akurat hasilnya dibandingkan dengan menghitung global budget di tingkat RS karena mengakoemedir
shifting pasien dari RS yang satu ke RS yang lainnya akibat perubahan kapasitas R3. Perubahan kapasitas RS di tahun berjalan
dan adanya pandemi COVID-19 menyebabkan adanya selisih antara penghitungan glebal budget dan realisasi klaim.

Kata kunci: Sistem Pembayaran, INA-CBGs, Giobal Budget

Abstract

When it comes to provider payment system, no one shoe fits ail including DRG payment system which in Indonesia are known as
INA-CBGs. in some countries that wsed DR G have mixed it with Global Budget in various mechanisms ta maintain the sustainability
of the natiomal heglith insurance system in their countries. BPIS Kesehaton initigted o three-stoge pilot study on the
implementation of the mixed-method hospital payment system INA-CBGs and Giobal Budget starting in 2018. The first stage is
the Non-Risk stoge which aims to test the oocuracy of the global budget colculation and prediction and to identify the challenges
faced when the mixed-method payment is implemented. The pilot was conducted in 5 districts in 30 hospitals. Initial results show
that the calculation and prediction method is gccurate to predict the actual hospital claims in the following year. The calcwlation
of the giobal budget at the district level is more ococurgte than the hospital lewel becouse it occommodates patient
transfer from one hospital to another due to changes in hespital capacity. Changes in hospital capacity in the current year and
the COVID-19 pandemic requires some odjustments to the budget calculation.

Keywords: Provider Payment System, INA-CBGs, Global Budget
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Abstrak

Pembayaran ke rumah sakit yang sebelumnya fee for senice, pada era JEN diselenggarakan melalui pola DRG atau

INA-CBGs. Rumah sskit swasta harus memonitor kinerjanya menggunakan indikator yang lazim digunakan dalam

sistem pembayaran DRG yaitu cosemix, casemix index dan Hospitol base rote. Kajian ini bertujuan untuk

menganalisis kinerja rumah sakit swasta meliputi casemix, cosemix index dan hospital baose rate. Studi cross

sectional ini dilakukan dengan sampel 7 RS yang dipilih secara purposif mewakili BS swasta kelaz B, C, dan D yang

tersebar di & provinzi. Casemix dan CMI R3 sangat dipengaruhi oleh kapasitas RS sehingga RS kelas B memiliki

casemix dan CMI lebih tinggl dari RS kelas C dan D. Terdapat fenomena CMI di RS kelas C lebih kecil dari kelas D

yang kemungkinan disebabkan oleh akwrasi koding. Kelengkapan dan ketzpatan pengkodean disgnosis dan

prosedur sangat berdampak pada besaran cosemix dan CMI R5. Hampir zemua RS memiliki HBR di atas HER
Masional kecuali RSC3. Dapat dipastikan R5C3 mendapatkan profit dari implementasi INA-CBGs. Rumah sakit

sebaiknya memonitor cosemix, CMI| dan HBR secara berkala. Kementeriam FKesehatan diharapkan

mempublikasikan cost weight dan HBR Nasional INA-CBGs serta besaran rata-rata casemix dan CMI menurut kelas

RS agar dapat digunakan sebagai benchmark olzh RE.
Eata kumnci: INA-CBGs, casemik, casemix index, hospital base rate

Abstract

Private hospitals must monitor their performance using indicators commonly used in DRG payment systems:

casemix, casemix index and hospital base rate. This study aims to analyze the performance of private hospitals

including casemix, casemix index and hospital base rate. This cross sectional study was conducted with 3 sample

of 7 hospitals selected purposively representing private hospital type B, C, and D in & provinces. Casemix and ChI

RS are strongly influenced by the hospital capacity, which the hospitals dass B have higher casemix and CMI than
class C and D' hospitals. There is a phenomencn, CMI in class C hospitals smaller than dass D which iz probably

caused by coding accuracy. The completeness and accuracy of diagnesis and procedures coding predominating
affect the casemix and CMI. Almaost all hospitals have HBR which are higher than National HBR except RSC3. It
definitely will trigger profit from the implementation of INA-CBGs. Hospitals should monitor casemix, CAI and
HBR regularly. The Ministry of Health is expected to publish the Cost Weight and National HBR as well as the

awverage of casemix and CMI according to class of hespital, for a benchmark by hospitals.
Eeywords: INA-CBGs, cosemix, casemix index, Hospital base rate

pada pembavyaran fasilitas kesehatan terutama
Pendahuluan mumah sakit. Pola pembayaran ke nunah salit
Diselenggarakannya program JEN membawa  yang sebelumnya berbasis fee for service,

perubahan yang culup signifikan khususnya  pada era JEN diselenggarakan melalui pola

Kinerja Fumah Sakit Swasta dengan pembayaran INA- 1 Nureahyuni, Setiawan
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SALINAN

FRESIDEN
REPUBLIK INODOMESA

PERATURAN PEMERINTAH
PENGGANTI UNDANG-UNDANG REPUBLIK INDONESIA
NOMOR 2 TAHUN 2022
TENTANG
CIPTA KERJA

DENGAN RAHMAT TUHAN YANG MAHA ESA

FRESIDEN REPUBLIK INDONESIA,

Menimbang - a. bahwa untuk  mewujudkan  tujuan pembentulkan
Pemerintah Negara Indonesia dan mewujudkan masvarakat
Indonesia yang sejahtera, adil, dan makmur berdasarkan
Pancasila dan Undang-Undang Dasar MNegara Republik
Indonesia Tahun 1945, Negara perlu melakukan berbagai
upaya untuk memenuhi hak warga negara atas pekerjaan
dan penghidupan yang layak bagi kemanusisan melaluj
cipta kerja;

b. bahwa dengan cipta kerja diharapkan mampu menyerap
tenaga kerja Indonesia yang seluas-luasnya di tengah
persaingan  yang  semakin kompetitif  dan  tuntutan
globalisasi ekonomi serta adanya tantangan dan krisis
ekonomi global yang dapal menyebabkan terganggunya
perekonomian nasional;

c. babwa untuk mendukung cipta  kerja  diperlukan
penyesuaian berbagai aspek pengaturan yang berlaitan
dengan  kemudahan, pelindungan, dan pemberdayaan
koperasi dan  usaha mikro, kecil, dan  menengah,
peningkatan ckosistem investasi, dan percepatan provek
strategis nasional, termasuk peningkatan pelindungan dan
kesejahteraan pekerja;

d. bahwa pengaturan vang berkaitan dengan kemudahan,
pelindungan, dan pemberdayaan koperasi dan usaha
mikro, kecil, dan menengah, peningkatan ekosistem
investasi, dan percepatan proyek strategis  nasional,
termasuk peningkatan pelindungan dan  kescjahteraan
pekerja yang tersebar di berbagai Undang-Undang aektor
saat ini belum dapat memenuhi kebutuhan hukum untuk
percepatan  cipta  kerja  sshinpga  perlu  dilakukan
perubahar;

e. bahwa _ |

SK Mo | 58406 A
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PENERAPAN LEAN PADA REDESAIN PROSES PELAYANAN
FAWAT JALAN RUMAH SAKIT MATA

Rastri Paramita
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ABSTRAK
Tujuan Penelitian: Tujuan penehtian im yaitu unfuk mengetalbin lama wakin hmggu
pasien &1 rawat jalan, mengmdentfikasi Value Added Actafies dan Non-Value Added
Activiies, menenmkan pemyebab serta membuat redesamn umtuk perbaikan lanutan
dengan menggunakan metode Lean Kaizen.
Data atan Objek Penelitian: Peneliian awal merupakan peneliian kuantitatif benupa
pengambilan waktu lama pelayanan yvang dijalam 362 pasien rawat jalan bukan peserta
asuransi pemerintah yang datang ke rumah sakit Peneltian dilajutkan stodi kualitatif
bemupa Foeus Group Discussion (FGD) yang ditkuti kepala beserta 1 orang staf dan
mstalasi pendaftaran rawat jalan dan farmasi
Metode: Analisa Value Added Activity (VA) dan Non-Value Added Activity (NWVA)
dengan menggunakan Visual Stream Mappmg. Hasil yang didapatkan ditindaklanjuoti
dengan Focos Group Discussion dengan mencan akar masalah menggunakan metode 3
Why, Fish-bone Analisys untuk pemetaan masalah diakhin dengan tahapan Amnaliza
spaghetti diagram untuk analisa redesain
Hasil: Hazil peneliisn memmjukkan bahwa perbandingan VA dengan NVA tiap umit
yaitu di pendaftaran VA (57.63%)=NVA (42,37%), BJ VA (3597%)=NVA (64,03%).
Farmasi VA (9.92%)=NVA (90,08%:). Kassa VA 27.57%)=NVA (72.43%). Komponen
utama penyebab lama waktu hmggu pelayanan rawat jalan di mumah sakit tersebut adalah
linglnmgan, tenaga kerja dan sistem.
Simpulan: Penggimaan rekam medik elekromk dan input data pasien melahm mobile-tab
sebagal redesain terbukti berhasil mengurangi waste berupa metion, merampingkan
proses pelayanan dan menjadi sclusi bagi mumah sakit vntuk meningkatkan mwhn
pelayanan tanpa mengubah bangunan cagar budaya

Kata Kunci: Lean; Waktu Tunggu; Rawat Jalan; Redesain; Bangunan Cagar Budaya

ABSTRACT
Puipose: The study aimed fo examine the waifing fime in outpatient, identify Falue Added
Activity and Non-Value Added Activity, finding the causes and creafe redesign for
improvements using Lean Eaizen method.
Data and Research Objects: The imitial study was a quantitative study consisiing of
taking long time service data from 362 outpatients not government insurance participants
who came to the hospital. The study was continued with a qualitative study with a Focus
Group Discussion (FGLY which was followed by a leader with 1 staff member from each
registration, outpatient and pharmacy unit
Metheds: Value Added Activity (VA) and Non-Value Added Activity (NVA4) analysis that
using Visual Stream Mapping. The results obtained are actionable with Focus Group
Discussion, 5 Why method analysis, Fish-Bone analysis s used fo simplify problems
mapping and last stage is analysis of spaghetii diagram result.
Results: The resulis of the study shows that the comparisen befween VA and NV4 in each
depariments that is aif registrafion V4 (37,63%)=NV4 (42,37%), Ouipatients V4
(35,97%a)=NVA4 (64,03%), Pharmacy VA4 (992%)=NV4 (90,08%), Cashier VA

http:/fejoumnal upt edu/ndex php/manajenal’
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Abstract

The medical record file in a hospital is one that affect the guality of reports in the medical record
unit. The return of medical record files that are not timely calculated from the timet the patient
returns home results in delays in data processing, reporting, insurance claims and delays in service
to patients. The purpose of this study was to determine the return of medical record files in
supporting the quality of reports and the level of delay in medical record files. The method used is
descriptive method. Method of data collection is done by observasion, interviews and
documentation studies. The result of the study show that there are still frequent delays in refurning
inpatient medical record files. The delay is caused by the doctor™s indiscipline in filling out the
form which causes data proccessing and report quality to be ineffective.

Keywords: Return Evectivity, Medical Record & Hospital.

PENDAHULUAN

Rumah sakit sebagai sarana pelayanan
kesehatan merupakan tempat yang digunakan
untuk menvelenggarakan upaya kesehatan dan
memelihara, serta  meningkatkan  derajat
kesehatan. Oleh karena i, rumah sakit
diharapkan mampu  memberikan  pelayanan
vang efekif dan efesien kepada masyarakat
pengguna jasa layanan kesehatan. Rumah sakit
adalah lembaga pelayanan kesehatan yang
menyediakan pelayanan rawat inap, rawat
jalan, dan gawat darurat.

Seperti  vang  tercanium  dalam
PERMENKES No
269/ MENKES/PER/IIL 2008, disebutkan
bahwa rekam medis adalah berkas yang

berisikan  catatan  dan  dokumen tentang
identitas  pasien, pemeriksaan, pengobatan,
tindakan dan pelayanan lain yang telah
diberikan kepada pasien. Hal ini sebagai
landasan hukum bagi semua pengelela rumah
sakit untuk menyelenggarakan rekam medis
rumah sakit. Hal tersebut dijelaskan lebih lanjut
dalam surat keputusan Dirjen Yanmed No T8

ISSN 2722-9475 (Cetak)
ISSN 2722-9467 (Online)

tahun 1991 tentang petunjuk penvelenggaraan
rekam medis di rumah sakit.

Unit Rawat inap (URI) merupakan salah
satu bagian pelayanan klinis vang melayani
pasien karena keadaannya haros dirawat selama
satu hari atau lebih. Tugas pokok URI adalah
mencatat hasil semua pelayanan yang diberikan
kepada pasien kedalam formulir rekam medis
vang sesuai, kemudian diserahkan kepada Unit
Rekam  Medis Mengingat pentingnya
kegunaan berkas rekam medis dan dampak
keterlambatan  wakiu  pengembalian  berkas
rekam medis maka akan mempersulit
pelaksanan petugas assembling. Oleh karena it
berkas rekam medis pasien harus  segera
dikembalikan ke instalasi rekam medis paling
lambat 2x24 jam setelah pasien pulangsecara
lengkap dan benar ( Depkes R12006).

Dalam pengembalian rekam  medis,
rekam medis harus  dikembalikan  sesudah
pasien pulang ataw setelah pasien selesal
mendapatkan pengobatan. Pengembalian yang
tepat wakiu akan memudahkan pelayanan
terhadap pasien yang datang ke poliklinik untuk
kontrol kembali setelah rawat inap. Wakm

Jurnal Inovasi Penelitian
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INTRODUCTION

Health Insurance (BPJS-Kesehatan) late payment
for hospital inpatient claims - a case study in West
Sumatra

Movia Putri®, Rima Semiarty’, Mur Afrainin Syah™

Abstract

Purpose: Claim pending is a major problem faced by Hospitals in the
universal coverage (JKN) era in Indonesia. The delay is believed due to
incomplete claim requirements submitted by the hospital. This study aims to
explore contributing factors of late payment of inpatient BPIS claims at the
Government hospitals in terms of input and process. Method: This was
gualitative research. Data was collected through semi-structured interviews,
observation, and document review. Content analysis was applied in data
analysis. Results: Component input contributing to claim pending were
case-mix team, human resources, and standard operational procedures.
Component processes were medical resume filling, the accuracy of coding,
and internal verification process. Conclusion: Many factors contributed to the
hospital claim pending at the level of input and process. All the factors
together influenced the accuracy of the inpatient service claim. Any effort to

improve the factors could prevent the claim delay.

Keywords: BPIS Health; claim; late payments; claims hospital; claims pending

Technical Guidelines (Juknis) of BPJS Kesehatan
states that hospitals have to submit service claims to

The Law Wo. 40 of 2004 states that the National
Health Insurance System (JKM) is part of the National
Social Security System, which is a compulsory social
health insurance for meeting primary health needs of
its member, managing by the Health Social Security
Administering Body (BP]5 Kesehatan). BP]S Kesehatan
is a legal entity responsible for providing national
health insurance for all Indonesians in all levels of
health care services, from primary to tertiary care [1].
Hospitals are health care facilities that provide
secondary and tertiary services to BP]S Kesehatan
members, via a tiered referral system from primary
care facilities. Services provided by the hospitals are
paid using the INA-CBGs payment method [2,3].

EF]5 Kesehatan for the payment of services that they
provided. The submitted claim muost meet the
requirements for being processed and paid. If there is
an incomplete or unsuitable file, it will return to the
hospital or health facilities [4]. Studies identified some
factors that contributed to claim pending were
incomplete medical resumes, inaccuracies in coding,
misplaced diagnoses, and input errors [5-7].

Delay in claim payment affects hospital cash flow
and impacts the guality of service, especially on the
dimensions of safety and comfort of services for BP]S
Kesehatan participants. BP]S patients' dissatisfaction
with health services, which in turn affect the number
of visits [8]. Five indicators have the lowest Average
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Chapter 6

Seeing Value through the Eyes
of the Customer

In This Chapter

Understanding the concept of value
Identifying what customers value

Differentiating customers and consumers

You may think the concept of value 1s pretty straightforward,
but the reality 1is that everyone has their own perception of
what constitutes value. What people value and how they value
it changes with circumstance and time. But, as mutable as the
criteria for defining value may be, Lean provides a framework
for understanding what customers and consumers value, and
then helping us understand how to provide that value in the
most effective way. As you define what your customers value,
you also define the very nature of your activities and actions:
what you should be doing, how you should be doing it, and
even if you should be doing it.

Consider this: When the coffee-shop barista writes your name
on the cup for your double latte, 1s he “adding value™ to your



What Is Value?

Simply stated. value is the worth placed upon something. That
something can be goods. services. or both. The worth can be
expressed in terms of money. an exchange. a utility. a merit. or
even a principle or standard.

Who determines the value? Cusromers determine value. And
there are billions of them — individuals. businesses. social
groups. and other organizations.

Although Lean provides us a standard definition of value. what
is more difficult to understand is what these customers deem
worthy and then how to create. apply. measure. and translate

their definition of value. What are the actions and activities
that actually create value? How does a person or organization
come to value a particular product or service? What determines
how much a person is willing to *“pay” for it — with their time.
money. or other resources? In addition. how do they exchange
value?

Value isn’t absolute — it doesn’t occur in isolation. Value is
relative to such factors as location. place. time. timing. form.
fit. function. integration. interactions. resources. markets,
demand. and economics. But in all cases. value is defined by
the customer-.

The process of value creation — the act of developing and
delivering a product or service that the customer desires and is
willing to invest in having it — is usually lengthy and
complicated.



Defining value-added

In Lean. always define value from the customer’s viewpoint.
The customer is the one — and only one — who defines the
value of the output of a process. For an activity to be value
added, you must meet ol three precise criteria:

¥ The customer must be willing to pay for the activity.

¥ The activity must transform the product or service in
some way.

¥ The activity must be done correctly the first time.

This strict definition applies to everything. To add value in a
process. all actions. activities. processes. persons.
organizations. systems. pieces of equipment. and any other
resources committed to the process must meet all three criteria.

You can easily spot value-added activity:

¥ At the carwash, it’s when someone actually washes the
car.

¥ At the hospital. it is when the patient receives
treatment.

¥ On the assembly floor. it’s when someone is actually
putting parts together.

In each of these cases. it’s clearly what the customer is paying
for: it’s transforming the product or providing the primary
service: and as long as it’s being done correctly the first time.
it 1s by-definition contributing directly to customer value (that
18, it’s value-added).
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Walaupun ada kalanya penelitian terapan juga untuk mengembangkan
produk. Penelitian dan pengembangan bertujuan untuk menemukan,
mengembangkan dan memvalidasi suatu produk.

Penelitian
; Dasar

Berdasarkan

: " 3| Penelitian
tujuan penelitian

::}| Pengembangan
(R& D)

| Penelitian
Terapan

Macam Metode
Penelitian

Penelitian
‘| eksperimen

Berdasarkan
tingkat kealamiahan
tempat penelitian

' Penelitian
::| Survey

| Penelitian
(| Naturalistik

Gambar 1.1. Macam-macam metode penelitian berdasarkan tujuan
dan tingkat kealamiahan tempat penelitian

Selanjutnya Borg and Gall (1989) menyatakan: One way to bridge the
gap between research and practice in education is to Research &
Developmet. Pada umumnya penelitian R&D bersifat longitudinal (beberapa
tahap). Untuk penelitian analisis kebutuhan sehingga mampu dihasilkan
produk yang bersifat hipotetik sering digunakan metode penelitian dasar.
Selanjutnya untuk menguji produk yang masih bersifat hipotetik tersebut,
digunakan eksperimen. Sectelah produk teruji, maka dapat diaplikasikan.
Proses pengujian produk dengan ekspermen tersebut, dinamakan penelitian
terapan (applied research). Hubungan antara penelitian dasar, penelitian
pengembangan (R&D) dan penelitian terapan ditunjukkan pada gambar 1.2.



berdasarkan fakta-fakta yang ditemukan di lapangan dan kemudian
dikonstruksikan menjadi hipotesis atau teori. Metode kualitatif digunakan
untuk mendapatkan data yang mendalam, suatu data yang mengandung
makna. Makna adalah data yang sebenarnya, data yang pasti yang
merupakan suatu nilai di balik data yang tampak. Oleh karena itu dalam
penelitian kualitatif tidak menekankan pada generalisasi, tetapi lebih
menekankan pada makna. Generalisasi dalam penelitian kualitatif
dinamakan transferability,

Metode penelitian  kualitatif adalah metode penelitian yang
berlandaskan pada filsafat postpositivisme, digunakan untuk meneliti pada
kondisi obyek yang alamiah, (sebagai lawannya adalah eksperimen) dimana
peneliti adalah sebagai instrumen kunci, teknik pengumpulan data dilakukan
secara triangulasi (gabungan), analisis data bersifat induktif/kualitatif, dan
hasil penelitian kualitatif lebih menekankan makna dari pada generalisasi.

D. Perbedaan penelitian kualitatif dan kuantitatif

Untuk memahami metode penelitian kuantitatif dan kualitatif secara lebih
mendalam. maka harus diketahui perbedaannya. Perbedaan antara metode
kualitatif dengan kuantitatif meliputi tiga hal, yaitu perbedaan tentang
aksioma, proses penelitian, dan karakteristik penelitian itu sendiri. Hal ini
ditunjukkan pada gambar 1.4 berikut.

Perbedaan

[ ~ Aksioma dasar
tentang sifat
realitas

Perbedaan
metode kualitatif ~{ Perbedaan dalam
dan kuantitatif Proses penelitian

Perbedaan dalam
karakteristik
penelitian

Gambar 1.4 Perbedaan penelitian kualitatif dan kuantitatif

1. Perbedaan Aksioma

Aksioma adalah pandangan dasar. Aksioma penclitian kuantitatif dan
Kualitatif meliputi aksioma tentang realitas, hubungan peneliti dengan yang
diteliti, hubungan variabel, kemungkinan generalisasi, dan peranan nilai.



b. Proses Penelitian Kualitatif

Rancangan penelitian kualitatif diibaratkan oleh Bogdan, seperti orang mau
piknik, sehingga ia baru tahu tempat yang akan dituju, tetapi tentu belum
tahu pasti apa yang di tempat itu. la akan tahu setelah memasuki obyek,
dengan cara membaca berbagai informasi tertulis, gambar-gambar, berfikir
dan melihat obyek dan aktivitas orang yang ada di sekelilingnya, melakukan
wawancara dan sebagainya. Proses penelitian kualitatif juga dapat
diibaratkan seperti orang asing yang mau melihat pertunjukkan wayang kulit
atau kesenian, atau peristiwa lain. la belum tahu apa, mengapa, bagaimana
wayang kulit itu. la akan tahu setelah ia melihat, mengamati dan
menganalisis dengan serius.

Berdasarkan ilustrasi tersebut di atas, dapat dikemukakan bahwa
walaupun peneliti kualitatif belum memiliki masalah, atau keinginan yang
jelas, tetapi dapat langsung memasuki obyek/lapangan. Pada waktu
memasuki obyek, peneliti tentu masih merasa asing terhadap obyek tersebut,
seperti halnya orang asing yang masih asing terhadap pertunjukkan wayang
kulit. Setelah memasuki obyek, peneliti kualitatif akan melihat segala
sesuatu yang ada di tempat itu, yang masih bersifat umum. Misalnya dalam
pertunjukan wayang pada tahap awal, ia akan melihat penontonnya,
panggungnya, gamelannya, penabuhnya (pemain gamelannya), wayangnya,
dalangnya, pesindennya (penyanyi) aktivitas penyelenggaranya. Pada tahap
ini discbut tahap orientasi atau deskripsi, dengan grand tour question. Pada
tahap ini peneliti mendeskripsikan apa yang dilihat, didengar, dirasakan dan
ditanyakan. Mereka baru mengenal serba sepintas terhadap informasi yang
diperolehnya. Dalam gambar 1.7 (tahap deskripsi) data yang diperoleh cukup
banyak, bervariasi dan belum tersusun secara jelas. Di sana ada huruf besar,
kecil, angka, dan simbul-simbul yang berserakan.

Proses penclitian kualitatif’ pada tahap ke 2 discbul tahap reduksi/
Jokus. Pada tahap ini peneliti mereduksi segala informasi yang telah
diperoleh pada tahap pertama. Pada proses reduksi ini, peneliti mereduksi
data yang ditemukan pada tabap | untuk memfokuskan pada masalah
tertentu. Pada tahap reduksi ini peneliti menyortir data dengan cara memilih

mana data yang menarik, penting, berguna, dan baru. Data yang dirasa tidak
dipakai disingkirkan. Berdasarkan pertimbangan tersebut, maka data-data
tersebut selanjutnya dikelompok menjadi berbagai kategori yang ditetapkan
sebagai fokus penelitian. Dalam gambar 1.7 (tahap reduksi/fokus) ketegori
itu ditunjukkan dalam bentuk huruf besar, huruf kecil, dan angka.

Bila dikaitkan dengan melihat contoh pertunjukkan wayang, maka
peneliti telah memfokuskan pada masalah tertentu, misalnya masalah
wayang dan dalangnya saja.

Proses penelitian kualitatif, pada tahap ke 3, adalah tahap selection.
Pada tahap ini peneliti menguraikan fokus yang telah ditetapkan menjadi

19
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Abstract

This study aims to find out the hospital problem for the body organizing the health
service (BPJS) with INA-GBGs system. The research method vsed in this research is
normative law research wsing a written approach (legal approach), and concepmal
approach (conceptual approach). then after that analysis using site analysis. The database
analysis base nses primary data and secondary data that allows the author of the data
needed directly through the literature and the literature. The results showed that the
compilation of the Ministerial Regulation no. 27 of 2014 concerning the basics of the
Indonesian case base system and Permenkes No. 28 of 2014 concerning Guidelines for
the Implementation of the National Health Imswance Program. This is due to the
availability of equipment for the payment of Hospital to BPIS which berorintasi on the
frequency of health professions in the Hospital, through the sorting and classification of
the hospatal.

Kevwords: hospital claims, BPJS, inpatient With INA-GBGs system
Abstrak

Pepelitian ini berfujuan untuk mengetahni pengaturan klaim memah saldt kepada badan
penyelenggaran jaminan soisal (BPJS) kesehatan berlzaitan dengan rawat inap dengan
sistem INA-GBGs. Metode penelitian vyang digonakan dalam penelitian ini adalah
penelitian hulmm normatif, vang menggunakan  pendekatan pervndang-undangan
(statutory approach). dan pendekatan konseptual (conceptual approach). kemmdian
setelah itw dianalisis menggunakan analisis sitesis. Basis analisa data menggunalkan data
primer dan data selunder yang artinya penulis mencari data-data yang diperlukan secara
langsung melalni data kepustakaan dan literatur-literatur. Hasil penelitian menunjulan
bahwa pengaturan Permenkes No. 27 Tahun 2014 tentang petunjuk telmis sistem
Indonesian Case Base Groups dan Permenkes No. 28 Talmn 2014 tentang Pedoman
Pelaksanaan Program Jaminan Kesehatan Nasional telah berjalan berjalan sebagaimana
mestinya. Hal tersebut diakibatican cleh telah tersediannya instrumen telniz petunjuk
pelaksanaan pembayaran klaim Fumah Sakit Kepada BPJS vang berorintasi pada
perlindungan profesi kesehatan di Fomah sakit, melalu penjenisan dan penggolongan
rumah sakit.

Kata Kunci: Klaim rumah sakit, BPJS Kesehatan, Rawat Inap Dengan Sistem INA-GBGs
A. Pendahuluan

Pembiayaan kesehatan mempakan bagianyang penting dalam
implementasi Jaminan Kesehatan Nasional (JEN). Menumt Miller (2007) tujean
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Abstact

One of the subsystems comtained in the health system is the health financing subsysrem.
Therefore, in order to understand clearly and completely the health system, it is necessary to understand
the subsystem of health financing. However, in reality this s stll mot fully understood and understood
where there are sull problems between the health services received and the demands for submiring claims
from the hospital, mamely the submission of claims is not in accordance with the procedures and rates in
the Cooperanon Agreement (PES), causing problems for hospitals, without exception, REUD Saptosari
Gununghkidul, Yogyakarta.

So that researchers are interested in conducting an analysis related to the submission of BPJS Health
claims ar the Saptosart Gununglidul Hospital, Yogyakarta, especially in the Sadewa inpanient ward in
January 2022, This study uses @ qualitative descriptive research methodology by obtaining daca through
observanons, tnterviews and hbraries. In tas sindy ot was found that there were several ebstacles relared
te BPJS Henlth claims

Keyword : BPJS, BPJS Health claims, health system.

Abstrak

Salah satu submistem vang terdapat dalam sistem kesehatan 1alah subsistern pembiayaan kesehatan
Untuk 1, dalam rangka memazhami dengan jelas dan lengkapsistem kesehatan maka periulah dipahams pula
tentanz subsistem pembiayvazn kesshatan MNamun dalam kenyataan hal 1 ma=sh koreng dimengerts dan
dipaham sepermbnya dimana masth terdapat permasalahan antara pelayvanan kesehatan vang difering dengan
tuntutan penpauan klaom dan rumab szkit vaite pengajuan klam tidak sesuan denpan prosedur dan tanf
dalam Pejanjian Eejasama (FES) sehingra memmbulkan masalah bagi mumazh sakit, tanpa terkecuah
dengan RSUD Saptosan Gumingkidul, Yogyakarta.

Sehingza penelifi tertark untuk melzkukan analisis terkait pengaman klaim BPIS Kesehatan & BSUD
Saptosan Gumangkidul, Yegyakarta khususnva pada bangsal rawat mnap Sadews pada bulan jamuan 2022,
Penelitian i1 mengpunak an metodolom peneliian desknpofkualitatif dengan cara mendapatkan data melabm
observsl, wawancara dan Pustaka. Dlalam penelitian mi ditemukan balwa ada beberapa kendala terkait Elaim
BPIS Eesshatan.

Eztz Exne - BPTS, Elaim BPTS, Sistem Eesehatan

1. PENDAHULUAN

Jamuman Sosial wapb bag selumb penduduk Indonesia yang disebut Jaminan Eesehatan MNasional
(JEXY), diselenggarzkan melalni suatm Badan Penyelenggara Jamuman Sosial (BPJS). Pemenntah
bertanzgumgiawab atas pelaksanaan jamuman kesshatan masvarakat melaln Janminan Kesshatan  Masional
(TEM).

Salah satu subsistern vang terdapat dalam sistem kesehatan 1alah subsistern pembiavazn kesehatan
Untuk itu, dalam rangka memzhami dengan jelas dan lengkapsistem kesehatan maka perlulah dipahamm
pula tentang subsistem pembiayaan kesshatan Mamun dalam kenyataan hal 1w maah koeny dimengert
dan dipzhami sepenuhnya dimana masih terdapat permasalahan antara pelayanan kesshatan vang diterima
dengan tuntatan pengajuan klamm dan momah sakit yaitn pengajuan klam dak sesuan dengan prosedur dan
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Abstrak

Raramved: 10-403-2021 Latar Belaksnp Esisrlambatan penzsmbalian barkas

Revizad ¢ 12400-2021 Ralem Mlzdiz Pasien Rawai Jalan dapat mepshambai

Arcepred 24-09-2021 prozs: pemgslolaan Rekam hladiz dap Pelavanan Pawat
Jalan Di RSUP Do Hasan Sadikin Bandumz. Standar
Panzambalian barkz: relam medis rawat jalan di Pumah
Zakit D Hazam 3adikin Bandung adalah segera z=ielzh
zazera setzlah pelavaren 2iae | 724 jz2m
Tujuan: Tujuan penslidaan mi adalak ingin manzstahol
lebih dalam temtans penssmbalian rekam medis rawat jalan
zpakah sudah sesoai standar opresiomal prossdor vams
berlakm di RSUF Dr. Hazan Sadiktn
Metode: DNlstpdz pemeliian menzgmakap  meteds
kuaniitabf denzan pendskatan deskripfl Tekmik sampsl
vang di gunakan adzlah tekmik soeple rondom Sowpling
dengan jumlah sample 100 berkas rekam medis rawat jalan
dari fofal lanjumzan pasien rawat jzlam sebamyak 12461
pada bulas jurei 2021.
Haszil: Drari hasil penelitian pemeliz terjadi ketidakzezuatan
standar opraziomz] prozsdor yamg barlzlm di BEUPR Dr
Hasar Sadikin, dimana terjadi keterlambatan penzsmbalizn
rekam medis vapg sehamspye dikswbalivar  1xl4jam
temmyaia penelitian menunjokan  baimz  keterlambatan
pengembalian rekam medis terendah pada 121 2 8°d 14 Foed
2021 sebemyzk 30 berkes rebam mediz (680%) dan
keterlambatan pengembalian berkas relam medis fertingsi
pada t=l 13 =/d 30 Joni 2021 zebamyak 36 berkaz relam
madiz {T2%).
Kesimpulan: Es=tidaksesuaimm prossdéor vang ada dengan
pelaksarzen 4 lapamsan masih terjadi keterlarebatan
perszmbalian total dari kesphumabkon sempe] vans i ambil
terjadi keterlambetan ssbesar TI1% dam vyanz feremdzh
zgbezar §0% vang dikersnakan tidak ada penzscekan
terhadap rekam mediz yanz di pimjam denzam vaez
dikembialikan alsh perawart dan pefuza: poliklindk
Eata kunci: keterlambatan penzambalizn berka: rakam

mediz, kualitas pelzyaren, ranwat jalan
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Abstrak

Covid-19 mempakah wabah penyakit vang menyerang sistem pemafasan manusia. Saat im
hampir seluruh rumah sakit di Indonesia melayam pasien Covid-19. BPJS Kesehatan menjadi
salah satu penjamin pelayanan kesehatan pasien Covid-19. Pengajuan klaim dart rumah sakit
kepada BPJS Kesehatan melalui beberapa tahap verifikasi, berkas klaim yang tidak lengkap
menyebabkan pengembalian berkas oleh BPJS Kesehatan dan memicu tejadinya penundaan
biaya klaim Tuuan darn penelitian i dilakukan untuk menganalisis ketidaksesuaian berkas
klaim, mengetahui penyebab dikembalikannya berkas klaim, mengetahui jumlah keterlambatan
pembayaran biaya klaim dan cara mengurang: terjadinya dispute klaim. Metode penelitian
menggunakan metode penelitian Kualitatif dengan pendekatan Deskriptif. Hasil dani penelitian
vang dilakukan pada periode triwulan 1 tahun 2021 terdapat 120 berkas klaim Cowvid-19 yang
diajukan kepada BPJS Kesehatan, sebanyak 21 berkas (17 5%) masuk kedalam kategori dispute
klaim dan 99 berkas (82.5%) tervenifikasi dalam pengklamman BPJS Kesehatan. Dan 21 berkas
sebanyak 17 berkas (80.95%) diantaranya termasuk pada kriteria berkas vang tidak lengkap dan
4 berkas (19.5%) lainnya termasuk pada knteria berkas yvang tidak sesuai dengan ketentuan
penjamin pasien Covid-19. Pengembalian berkas berpengaruh pada penundaan pembayaran
biaya klaim. pada Towulan 1 tahun 2021 terdapat Rp.1.278.524.000 biaya penundaan klamm
Covid-19. Untuk mengurangi tejadinya pengembalian berkas dapat dilakukan 8 upava untuk
mengurangi terjadinya dispute klaim

Kata Kunci: Covid-19, BPJS Kesehatan, Pengembalian Berkas, Klaim Covid-19

PENDAHULUAN

Pada akhir tahun 2019 sebuah kota di
China yaitu Wuhan di gemparkan dengan
adanya penyakit kasus pernapasan vang
menyebabkan pemingkatan pada angka
kesakitan di wilayah tersebut. Kasus tersebut
ternyata merupakan kasus coronavimus jenis
baru. Pada awalnya penyakit i1 dinamakan
2019  novel coronavirus  (2019-nCov)
kemudian pada awal 2020 WHO
mengumumkan nama penyakit tersebut yaitu
Coronavirus  Disease 2019 (COVID-19)

penvakit tersebut disebabkan oleh virus Severe
Acute Respiratory Syndrome Coronavirus-
2 (Yuliana, 2020)™1

Covid-19 pertama kali muncul di
Indonesia pada awal bulan maret tahun 2020
dan pada pertengahan bulan maret Cowid-19
ditetapkan sebagai pendemu oleh organisasi
kesehatan dumia (WHQ). Penyakit tersebut
menular dart manusia ke manusia melalu
droplet saat batuk atau bersin dan melalm
kontak erat dengan panderita penvakit Covid-
19. Tenaga medis sangat beresiko terinfeksi
virus Covid-19 karena wvirus tersebut dapat
menempel pada benda mat1 vang ada di sekatar
mmah sakit termasuk dokumen rekam
medis.(Susilo et al., 2020)F!
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Abstract

Since the bemnning of 2014 BP]S Fesehatan has been operating as a "single payer” by mtrodneing a
hezlth service referral system is the provision of health sermices that regmlate the deleparion of dnnes and
responsibidities of health sesvices reciprocally both verncally and horizoamlly, With the adopuon of new
systems and guality improvement demands, hospitals are one of the prowiders of health care facilines, so
all hospitals in Indonesia seem to be required to improve and make improvements in their sermece
systems. To implement improvements, methods are needed so that improvements can be ealized. One
method that 15 encrently developmg in system improvement and process efficiency 15 the Lean S Sigma
method. By looking at the mecessfnl implementation of Lean Six Sigma in the health serrice sector (Lean
Hospital) in several health sermice orpamizations m varon: conatnes, one of the hospital: in Indonesia
that is enzrently improving health service governance is Rnmah Sakit Tbn dan Anak Harapan hMola also
bas the same potential in implementing Lean Hozpital Bazed on the resnles of Lean Six Sipmia research. it
was able to be applied with LCM tocls on improving the BP]S tered referral patent service process at
RSIA Harapan Mulia by reducing the total time of service completion both from service users 351
minmees to 122 minnres or 65.2% and from the sermice provider 481 to 133 minmte: or 66.2%. Actimiries
with Added valne also increased from 23.6%: to 43.4%: from the service nser side and from 16.2% to
39.9%: from the sermice provnider ude. While non-added value was redneced both from the sermice nser ude
from 74.4% to 56.6% and service prowider side from 83.8% to 60.1%.

Introduction

The Indonesian government continnes to make varons efforts to implement the national social
security system in the health sector with the aim of covenng the entire population, gnarantesing
the majority of diseases, by reducing the portion of health costs bone by the population. In
accordance with the mandate of the 1945 Constitation, every citizen withont exception the poor
and vulnerable has the rght to recerve adequate and quality health services. To realize health
msurance for the entire population or nniversal health insurance in accordance with the mandate
of the 1945 Constitution and Law no. 40 of 2004 concerning the MNational Social Security System
(5]J5IM)), the government lanached the National Health Insarance (JEIN) program in eary 2014
with the target that nniversal participation wonld be achieved within five years. That is, each
individual must be a participant and be protected in the national social health insurance program.
This wniversal health insurance ams to increase public access to comprehensmre, quality and
equitable health services for the entire population.

Since the beginning of 2014 BP[S Kesehatan has operated as a "single payer” by integrating
membership from the former PT. Askes, ex Jamsostek ex-TINL ex-MNational Police and ex-
Jamkesmas in cne organizing body to achieve JEIN. In addition to introdocing the INA-CBG's
(Indonesia Case Base Groups) payment system, the BP]S, which 15 a prospective health service
system that only pays the cost of care and treatment according to standard rates by the
government, also regulates the concept of health service providers throngh tiered referral systems.

The health service referral system is the implementation of health services that regnlate
the delegation of duties and responsibilities for reciprocal health care both vertically and
horizontally that mmst be carred out by health insnrance participants or social health insnrance,

UI-ICAEBE 20 I'?| I
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Abstract

Objective. Medicanon  documentation s a cntical aspecs of quality patiens care. The currens study examined whether
electmnic medical records Fu'm':dr: medication documentation that s more nmpl:lc and faster to retrieve than taditional
paper records.

Methad. Thas study mvabes a comparnson of achived paper medical records o reeent elecironic medical records through
chart review: A comeenient s!.rnph: of three largr: Community meental health centers m Indiana was used. Medical charts for
180 patents with schizophrena were mted on 2 checklist composed of 16 ilems that was adaped from a naoonal projecr.
Documentabon that exested before implementation of the electronic medical record system was compared wath that after
implementanon at each of the three centers. The main oarcome measunes were completensess and retmieval tme of medication
documentarion.

Resules. Electronic medical reconds ]'.rrm'hdcd medication documentation that was more cnmp]nm and faster o remeve than
paper records acmoss all centers and wathan each censer. On average, electronic medical records were 4074 more complete and
20 faster m remeve.

Canchaion. Electronic reconds have potential o improve medicasion management for patents in mental health centers over
tradinonal records. However, medication documentasion for patents disgnossd with schizophrenm was found o be deficient

in many areas, regandkess of dooomentation farmat

Kﬁ\\lﬂl‘d!: COHTUTEI Y mental health centers, cle:-nl.mr_nnnnn, electromic medical n:n.‘m'&, medication MANAFEment,

schizophrenia

Medical mecords  contamn treamment hisory and  rekevant
experiences penmining eo the care of the indnidusl As medical
records are contimually updated, they prowvide wotten proat of
the medical bfe of o patient over tme whach can aid furone
courses  of treatments  and ride  dedsion SO
Traditkomall, chrical documentation has been handwnteen on
frorms and filed o paper medical records. However, the short-
commgs of paper reoords are well known (1] Handwosten
medical records can ke dlleghle, incomplete and poody orga-
nuzed, making it defficult o ensure quahiey of care 2.

The advent of CrHTIpLater MrJ'u'be:Jng!: has miroduced enoe-
mous posshilites for electmnic documentasion and usage of
electrmnic madical records. Electronic medical records are
defined as medical records kocated on 2 shared computer
netwnrk thar are both read and wntten electromcally on 2
relational database through 2 graphic user mterface. Duadman
[3] describes s kevels of sophisticanion in diectronac medical
record  systems, which were used o chamcterze electronic
meshical records in thas sudy. (1) Level 1 is the mos basic
level supportng sdmmastmtve functions of an organoston

through patient adminismasion with indepensdent departmen-
tal systems. (w) Level 2 is Level | plus integrasion v masser
patterst msdex. (i) Ar Level 3, true clinical support = available
with many practcal uses, such 25 electronic clinical onders,
resulis TEpOrtng, ]'mzmhi.ng and n'ru!h-pﬂmfnmml e
grased care pathways. (v) Level 4 has Level 3 plus elecronc
access w0 knowledge bases, embedded puidelines, elecmonc
alerts amd expert system suppore. () Level 5 has Level 4
phus speaic chinical models and document mmaging. (a1 The
maost advanced level is Level 6. It has relemedicne and other
multi-medn apphcatons such as picture archiving and com-
munication sysbems.

The pevential benefies of electronic records ;- healtheare,
such as increased commumcanion beraeen users, reduced
paperwork, fewer medical ermrs and cost savings have been
wldd:.' discussed l-l—"]’]. Electrmmic records alloww for “just
tme’ access and have led o faster data searches and increased
phyacan ethoency 1. Surpnsingly, the direct evidence of
the advanmpes of cecmonic medical reeords over  paper
reconds 5 meager. Althooph there &= an extensve leoture on

Auddress reprint requests toc Jack T, Departrnent of Paychology Indiana University-Purdwe University Indianagalis (PUI),
Teb +317 374-6760; Fase +317 9BB-I71%: E-mal: jateaf@iupu edu
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Abstrak

RS ¥ merupakan salah satu rumah sakit swasta di Tangerang yang berhasil mengimplementasikan JKN (Jaminan ¥esehatan
Masional] dengan efisiensi biaya tanpa mengabaikan mutu layanan. Penelitian ini bertujuan untuk mangetahuistrategi RS ¥ dalam
pelaksanaan Program JKN dengan metode Balonced Scorecard. Penelitian dilakukan pada Mei 2018 dengan pendekatan kualitatif.
Data dikumpulkan melalui wawancara mendalam kepada 7 informan pihak RS dan 2 informan dari BPJIS Kesehatan. subjek dipilin
berdasarkan purposive sampling dan dianalisis dengan analisis tematik. Hasil penelitian menunjukkan ada beberapa strategi vang
telah dikembangkan dan diterapkan yaitu dari (1) Perspektif keuangan (menambah jenis layanan, meningkatkan kapasitas pada
rawat inap dan poliklinik, menerapkan prinsip low cost dan meningkatkan modal kerja, menambah slot dokter, melengkapi
perawatan medis menerapkan prinsip low cost, dan meningkatkan modal karfa); (2] Perspektif pelanggan (menentukan target
market, mengembangkan 5 nilai tambah, dan manajemen komplain); (3) Perspektif proses bisnis internal (pembuatan standar
operasionzl prasedur, menyusun formularium dan clinical pathway, melakukan pengendalian dan audit operasional, menetapkan
bisnis model, pembentukan tim cosemix, serta manajemen klaim}; (4) Perspektif pembelajaran dan pertumbuhan (reward dan
gaji bagi karyawan, lingkungan kerja kompetitif sarta memperhatikan jenjang karir karyawan). Melalui strategi tersebut, RS X
mampu mengimplementasikan Program JKM dengan baik dan tetap membukukan surplus tanpa mengorbankan kualitas
pelayanan.

Kata kunci: Balanced scorecard, strategi rumah sakit, implementasi jaminan kesehatan nasional

Abstract

one of the private hospital successful implementation the National Health insurance with cost efficiency without neglecting the
guality of service is X Hospital. This study aimed to finding out the strategy of X Hospital in the implementation of the National
Heaith Insurance with Bolanced Scorecard. The research was conducted in May 2018 wsing gualitative approach. Data was
coltected through in-depth interview to 7 informants from hospital and 2 informants from BRIS Kesehaten. The subjects were
selected purposively and the dota wos analyzed using thematic onolysis. The results show that there are severol strotegies that
have been developed and implemented, including: (1) firancial perspective (adding types of services, increasing the copecity of
inpatients and polyclinics, increasing doctor practice slots, completing medical eguipment, applying the principle of low cost and
incrensing working capital]; {2) customer perspective (choosing taorget market, develop 5 vaolues propofition, comploint
management); (3) internal business processes perspective (develop standard operating procedures, develop drug formulory and
clinical pathways, carry out operational and awdit controls, build business models, form cose mix teams and claim management);
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52. Unit Rekam Medis RSIA Mutiara Bunda (2021) ‘Data Pelayanan RSIA
Mutiara Bunda Padang Tahun 2021°. RSIA Mutiara Bunda Padang.
53. Unit Rekam Medis RSIA Mutiara Bunda (2022) ‘Data Pelayanan RSIA

Mutiara Bunda Padang Tahun 2022°. RSIA Mutiara Bunda Padang.

° .
) RSIA
MUTIARA BUNDA
RUMAN SAKIT I8 DAN ANAK

LAPORAN KINERJA 2022

Pelayanan Medis dan Penunjang

“Kebahagiaan Berawal dari Sini”

Tahun 2021

o )RSI1A
MUTIARA BUNL
Referensi BUMAH BAKIT 18U DAN AN
Jumlah Tempat Tidur 28 25 (Desember 2022)

Bed Ocupation Rate (BOR) 74% 76,3% 60-85%

** data yang digunakan dalam laporan ini adalah Januari -November 2022

Angka Kematian Ibu dan Bayi:
Terdapat 3 angka kematian pasien Tbu selama tahun 2022, dengan rincian:
1 kematian ibu di IGD dengan diagnose syok perdarahan ec rupture uteri (pasien rujukan dari bidan
1 kematian ibu 2 hari setelah dirujuk ke RSUP Dr.Djamil dengan diagnosa Eklampsia
1 kematian ibu 2 hari pasca pulang rawatan dengan diagnosa P1AO post SC hari ke 5 dengan susp Pulmonary
edema

Terdapat 6 angka kematian Bayi selama tahun 2022 dengan rincian:
+ 1 kasus kelainan kongenital (usia hidup 20 menit]
+ 2 kasus APGAR rendah dengan perburukan kondisi

+ 2 kasus bayi cpap perburukan = tidak dapat RS rujukan
+ 1kasus BBLSR

RSIA Mutiara Bunda
“Kebahgaiagn Berawel dari sin” I EEEEEEE——
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ABSTRAK

Latar Belakang: Rekam medis adalah dokumen penting dalam sebuah layanan kesehatan. Indikator
kunci penyelengparaan rekam medis yang bermutu adalah pengembalian rekam medis secara tepat
waktu Kenyataannya masih terdapat pengembalian rekam medis yang terlambat di rumah sakit.
Tujuan: Mengetahui faktor yang berpengaruh terhadap keterlambatan pengembalian rekam medis
pasien di rumah sakit.
Metode: Studi literatur ini vang disajikan secara deskriptf menggunakan kata lumci “faktor
keterlambatan pengembalian rekam medis” yang ditelusuri pada geogle scholar. Database jurnal yang
i adalah semua jurnal vang terindeks oleh google scholar.
Hasil: Terdapat 11 variabel yang dikelompokkan dalam 5 faktor, yang berpengaruh terhadap
keterlambatan pengembalian rekam medis pasien, beberapa di antaranya belum terisi dengan lengkap
berkas rekam medis oleh dokter, tidak adanya petugas yang khusus menangani kelengkapan rekam
medis, serta tingginya beban kerja dokter dan perawat.
Kesimpulan: Terdapat 11 variabel yang memengaruhi keterlambatan rekam medis pasien, yang
dikelompokkan dalam 5 faktor, yakni faktor SDM, keuangan, material, dan metode. Fumah sakit
diharapkan dapat memperhatikan hal tersebut untuk menjaga kualitas layanan rumah sakit.

Kata Kund: Keterlambatan; Rekam Medis; Rawat Inap; Fumah Sakit

ABSTRACT

Backgrownd: Medical records are tmporfant documents o a health service. The key tudicator of the
Drplementation of quality medical resords is the timely refurn of medical records. In fast, there are still delays
tmedical record returns at the hospital

Objective: To determine the factors that mifluence the delay t reborning the patient’s medical records at the
hospital.

Method: This literature study presenfed descriptively wsed the keyword “factor of delay e returning medical
records” searched om google scholar. The journal database used all josrmals tudexed by google scholar

Results: There were eleven variables, that grouped tn 5 factors, that affected the delny in reburming the patient’s
nedical records that moluded, among others, the teomplete medical record file by the doctor, the absence of @t
officer who specifically handled the completeness of the medical record, and the high workload of doctors and
HuTrses.

Conclusion: There are eleven warinble that affect the delay in patient medical revords classified 3 factors,
Le. Juoman resources, finance, materials, and methods. Hosputals are expected to pay atterction to this te mamtan
the quality of hospital serices

Keywords: Delay; Medical Records; Hospitalization; Hospital
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INTRODUCTION

Lean Thinking versus Muda

Muda. Tt's the one word of Japanese you really must know. It sounds awful
as it rolls off your tongue and it should, because muds means “waste,”
specifically any human activity which absorbs resources but creates no vadue:
mistakes which require rectification, production of items no one wants so
that inventories and remaindered goods pile up, processing steps which
aren’t actually needed, movement of employees and transport of goods from
one place to another without any purpose, groups of people in a downstream
activity standing dround waiting because an upstream activity has not deliv-
ered on time, and goods and services which don't meet the needs of the
CUStoImer.

Taiichi Ohno (1912-1990), the Toyota executve who was the most fero-
cious foe of waste human history has produced, identified the first seven
types of mudae described above and we've added the final one.! Perhaps there
are even more, But however many varieties of mudz there may be, it’s hard
to dispute—from even the most casnal observation of what gets done in an
average day in the average organization—that muda is everywhere. What's
more, as you learn to see muda in the pages ahead, you will discover that
there is even more around than vou ever dreamed.

Fortunately, there is a powerful antidote to mruda: lean thinking. It provides
& way to specify value, line up value-crearing actions in the best sequence,
conduct these activities without interrupton whenever someone requests
them, and perform them more and more effectively. In short, lean thinking
is fean because it provides a way to do more and more with less and less—

_ less human effort, less equipment, less ime, and less space—while coming
closer and closer to providing customers with exactly what they wanr.

Lean thinking also provides a way to make work more satisfying by pro-
viding immediate feedback on efforts to convert muds into value. And, in
striking contrast with the recent craze for process reengineering, it provides
a way to create new work rather than simply destroying jobs in the name of
efficiency.
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Specify Value

The critical starting point for lean thinking is velwe, Value can only be
defined by the uldmate customer. And it’s only meaningful when expressed
in terms of a specific product (2 good or a service, and often both at once)
which meets the customer’s needs at a specific price at a specific time.

Value is created by the prodocer. From the customer’s standpoint, this is
why producers exist. Yet for a host of reasons value is very hard for producers
to accurately define. Business school—trained senior executives of American
firms routinely greet us when we visit with a slick presentation about their
organization, their technology, their core competencies, and their strategic
intentions. Then, over lunch, they tell us about their short-term competitive
problems (specifically their need to garner adequate profits in the next
quarter) and the consequent cost-cutting initiatives, These often involve
clever ways to eliminate jobs, divert revenues from their downstream cus-
tomers, and extract profits from their upstream suppliers. (Because we are
associated with the concept of lean production, they are usually eager to
label these programs “lean,” although often they are only “mean.”) By
dessert, we may be hearing about their personal career issues in the current
age of “downsizing.”

What only comes up when we push it to the foreground is the specific
products the firm expects specific customers to purchase at a specific price
to keep the company in business and how the performance and deliverad
quality of these products can be improved while their fandamental costs are
pushed steadily down. In raising this issue it’s often revealing to ask these
25 it progresses from mncn:Pt to lannch, :;.n ‘order asl,“l:nfarmaunn ﬂm:r.rs “from
initial request to delivered Pruduct, a.ud the physical product as it prugnsses
from raw material to the customer, and describe what will happen to you at
each step along the way? Usually there is an awkward silence, and then, if
we aren't persistent, these issnes quickly slip out of sight to be replaced once
more by aggregated financial considerations. In short, the immediate needs
of the shareholder and the financial mind-set of the senior managers have
taken precedence over the day-to-day realities of specifving and creating
value for the customer.

. When we've gone to (Germany, untl very recently, we've found a reverse
" distortion of value specification. For much of the post—World War IT era,
éxecutives of private or bank-controlled companies could ignore the need
for short-term financial performance and were eager to tell us all about their
products and process technologies. Even the most senior executives could
go into great detail about product features and new processing methods -
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But who specified their value? The engineers running the companies!
Designs with more complexity produced with ever more complex machinery
were asserted to be just what the customer wanted and just what the produc-
tion process needed. Bur where was the evidence?

In pressing this point, it often became apparent that the strong technical
functions and highly trained technical experts leading German firms ob-
tained their sense of worth—their conviction that they were doing a first-
rate job—by pushing ahead with refinements and complexities that were of
little interest to anyone but the experts themselves. Our doubts about pro-
posed products were often countered with claims that “the customer will
want it once we explain it,” while recent product failures were often ex-
plained away as instances where “the customers weren't sophisticated
enough to grasp the merits of the product.”

A central {eatare of the crisis of German industry in the period since the
end of the cold war has been the dawning perception that the complex,
customized designs and sophisticated processing technologies favored by
German engineers are too expensive for customers to afford and often
irrelevant to their real desires.

When we have traveled to Japan, also until very recently, we have encoun-
tered et a third distortion. Whart's been really important for Japanese firms
as they have defined value is where value is created. Most executives, even at
firms like Toyora which pioneered lean thinking, have begun their value
definition process by asking how they can design and make their produet at
home—to satisfy societal expectations about long-term employment and
stable supplier relations. Yet mast customers across the world like produces
designed with an eve to local needs, which is hard to do from a distant home
office. And they like products made to their precise order to be delivered
immediately, which ocean shipping from a Japanese production base makes
impossible. They certainly do not define the value of a product primarily in
terms of where it was designed or made.

Whar’s more, the stay-ar-home-at-all-costs thinking of Japanese senior
managers, even as the ven steadily sl:rengﬂjened depleted the financial re-
sources these firms needed to do new things in the furure. The immediate
needs of employees and suppliers took precedence over the needs of the
customer, which must sustain any firm in the long term.

Moving beyond these national distortions in the world’s three most im-
portant industrial systems (and every counuy probably has its own unique
set),” we are repeatedly struck how the definidon of value is skewed every-
where by the power of preexisting organizations, technologies, and undepre-
ciated assets, along with outdated thinking about economies of scale.
Managers around the world tend to say, “This prodict is what we know
how to produce using assets we've already bought, so if customers don't
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ABSTRACT

Lean Hozpital iz needed 5o that in the hospital can fulfill patient'’s need optimally io give healthy service az much as
pessible By reducing waste which finally will create added value for the hospital. The pupose of this research is to
identify waste and the cause qf waste that happen in Ouicare Pharmaceutical Installation Regional Public Hospiral
Pandan Ar Eayolali The method gf this research is case study research with qualitative approach. The sequence
of the m.';eg:t%: are Chart ebservarion of semvice process in the foom of value siream mapping. The dizoribution of
Falue Patient quesztionnaire and wasts, deing imerview by 5 Why Merthod to know the cause and critical waste. The
resultz showed that the critical waste in the form of overproduction waste was 63.33%, waste waiting wasz 23.07%
and waste imvertory was 39.33% The root cause gf waste everproduction is mefficient fyormarion relmed
prezcription sevvice flow, the root cawse of wasie waiting is [imiied homan resowrces, the rooi cause of wasis
irmventary is doctor's practice howrs that are not in accordance with the predetermined hows causing huildup. The
proposed improvement for waste overproduction is to add acrylic iformation_from zervice providers who are more
gffecrive at registration counters, gueue collscrion counters. The proposed waste waiting improvement is done Iy
leveling employess to create a middle system by requiring additional human resowrces. The proposed improvement in
wasts nnmmn iz o am a doctor’s practice schedule or a shift estem.
rds: critical wc:.sr;mnﬁw haspital; pharmacsutical installarion; service improvement

ABSTRAK

Pendekatan lsan adalsh untuk menmslatkan efisienst dan efekimatas orgamsasi dengen memnskatlan mla
mempercepat wakin pelivanan dan menmgkatken kuahtas dengan menghapus pemborosan dalam senms proses
pelayanan di suatn instalag. Tujuan penelitian i wntuk menmidentifikasi wasse dan akar penyebab wasts yamz tejady
di dalam Instalasi Fammasi Rawat Jalan BSUD Pandan Arang Bovelah Metode penelitian in adzlah studi
kamhdmgﬁnpeuﬁ’ekamkua]na‘uf Tzhapan peneliian yarm observam ahw proses pelavaman vang d:'hl.latdalzn
bentuk value stream mapping, pervebaran kuesioner value pasien dan wasts, melalukan wawancara dengan metode
wiy umbuk mengetalom akar bab dan waste laths. Ha=l memmykan bahwa wasts kntis berma wc::.rs
m‘grpmdumm sebesar 63 Sﬁy‘ian's waiting sebesar 23 (7% dan waste fmventory sebesar 39 35%. Akar pemvebab
dan waste overproduction adﬂahmﬁmn\mghna:geﬁammtalmpdz}mmep zkar penyebab dan
waste waiting adalzh keterbatasan sumber dava mamisia, akar penvebab dan waste frmvenfory adalah jam praktek
dokter yang tidak semm denpan jam yang elah ditentukan sehingrs memyebablan pemmmpukan. Usulan perbakan
untuk waste overpreduction adalah menambahkan almbk keteansan petugas pemben pelayanan vang lebih efeknf
pada loket pendafizran loket pengambilan nomor antrian. Usulan perbatkan waste waiting adalzh dilzkukan leveling
pegawal membuat sistem middle densan memerlukan tzmbahan sumber daya memisia, Usplan perbatkan waste
irventory adalah mensatur jadwal prakik dokter atau dibuat sisten shaft.
Kata konmei: wasts kntis; lsan hospital; instalas farmas; perbatkan pelayvanan
PENDAHULUAN
Famah sakit memupakan mstrtun pelayveman kesehatan bag masvarakat dengan karakten=tk tersendm yang
dmwﬂol&hpﬂmhngmﬂm;pmghhmbaﬁﬂkmmt&hmlu@,dmkﬂhmmﬂdm
masyvarakat. Fumah salat hams tetap mampu mmn.gka&anpdmmb&ehamwngl&buhbummtntﬂ]mgkm
bagl ma"vazakzt agar terwuud derajat kesehatan masvarakat yang setingp-tingromyva dengan menyelenggarakan
bﬁ&mwmmmmmnﬂm@ mmt]ah.n,dmg;m'atdaruat,
mdakulanm:zﬁ kesehatan vang dilaksanakan secara serasy, terpadu, menyehouh, dan berkesnambnmezn dengan
mNaanrukn:Emgudkan&m]atbaahaEnvmgnpumalbaglmaﬂamht”'

Pelayanan mstzlasm fammas vang bemmutu adabh h}mkﬂehﬂm'-’angmamdapat
kepﬂmseﬂappmakman]asap&lmmm&mgﬁncﬁ standar pelavanan vang telsh ditetapkan
Dlhampkmbahwakmh:hanpmmmpmangkazj%dﬁapat 1 pelayancn dan kenyvamenan vang batk,
sedangkan angka 73% didapat dan obat vang dizunzkan oleh pasien'' Adanya masalah martu dalam sebuzh metalam
vang dapat mervebabkan hdak terpenuhirya kepuasan pasen di romah sakit dan keluhan vang sering terdengar dan
pihak pemakar pelayvanan kesehatan vang salzh sahmya senne menjadi sasaran di pelayanan famza rawat jalan
Imﬂﬂﬁmﬂmmtplmmmkm;ﬂahﬂdﬂﬂmmﬂlﬂinmhﬂkﬂﬁngmmaipﬂhﬂmnkm
masalah muin pelayanon sehmgza menyebabkan ketidakpuzsan pasien. Mazalzh vang senng tenjad diantarama
pelayanan tugas farmasn terdambat, pu.'cr_edurwmgbab&llrdmmmlﬂm pesien, mformasi yang disampakan cleh
petugas famasi vang kwang jelas ™ Selam o waste boitis di satelit famasi awat § jalan adalsh waste mnm
(19.26%) dan waste ks di satelit foma= rawat mmap adalab wasts warmj,glflj 23%). ""'Peua]man lain meremnkan
waste knitis yang terdapat di mstalas: farmasi yaitu waste overprocessing de f ersentase sebesar 13% dan
wasie waiting dengan persentase sebesar 19% ﬁ' Hal sempa ditemukan ol rani dalam penehﬂannya
menemukan waste waiiimg dan everprocessing. ™ Waste waiting sisebabkan S]M [I]E‘II.‘TﬂlaIEIl emror, banyak
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