
ugm.ac.id

Ida Safitri Laksanawati
Departemen IKA FKKMK UGM
RSUP Dr. Sardjito

LOCALLY ROOTED,

GLOBALLY RESPECTED

Peran pemimpin Klinis 
dalam menggerakkan  
Learning Health System di 
Layanan Kes Anak 



Outline

Peran pemimpin klinis

Pemahaman tentang Learning Health System

Implementasi  dari WS Leadership for Learning Health System 2023 di University of Melbourne
Bagaimana peran pemimpin klinis dalam pelayanan kesehatan anak 
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A 2-weeks program
(21 participants)

• Panel discussions

• Group discussions

• Expert lectures

• Role plays

• Ward visit: infectious diseases ward 

and outpatient clinic, adolescent health 

outpatient clinicParticipants from:

• Indonesia

• Myanmar

• Laos

• Vietnam

• Fiji

• Vanuatu



Topics pelatihan

Leading change Problem solving
Feedback, 
coaching, 
debriefing

Help the health 
system learn

Quality 
improvement



Pemahaman tentang 
Learning Health system 1



Bertindak sebagai:

• Pimpinan kelompok: memberi konsultasi, 

menjawab rujukan, komunikator, mencari solusi 

terhadap permasalahan

• Mentor: bagi fellow, residen, dokter muda

• Pelatih/ Coach

• Memastikan berjalannya praktik terbaik

• Memastikan suara pasien didengar dalam 

pengambilan keputusan

Bagaimana peran clinical 
leader di dalam pelayanan 
klinik?





Leading the change

• Change is hard

• Leadership is often about leading change

• We often talk about change is positive

• But with every change , someone losses



Learning Health System 
(sistem kesehatan yang belajar)

pengetahuan dari data dan 
pengalaman internal digabungkan 
dengan bukti eksternal dan secara 

rutin dipraktikkan untuk 
meningkatkan perawatan/ 

pelayanan dan kesehatan pasien .
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Konsep Learning Health Systems memperkenalkan mekanisme pembelajaran berulang 
atau learning loops:

1.Single-Loop Learning:Ini adalah siklus “koreksi kesalahan” paling dasar. Prinsipnya: “Jika 
hasilnya belum baik, ubah tindakan kita.” Misalnya, jika data menunjukkan waktu tunggu pasien 
di poli terlalu lama, rumah sakit menambah jam praktik dokter. Tindakannya diubah, tetapi 
asumsi dasarnya tidak.

2.Double-Loop Learning:Ini adalah pembelajaran yang lebih dalam, di mana kita tidak hanya 
mengubah tindakan, tetapi mempertanyakan asumsi, aturan, dan cara berpikir di baliknya. 
Prinsipnya: “Jika hasilnya belum baik, ubah aturan dan cara berpikir kita.” Dalam kasus yang 
sama, RS mungkin bertanya, “Mengapa alur pendaftaran kita begitu rumit? Apakah sistem triase 
kita sudah tepat?”

3.Triple-Loop Learning: LHS modern mendorong hingga ke level ini, yang disebut “belajar cara 
belajar” (learning how to learn). Fokusnya adalah transformasi fundamental: mengubah cara 
berpikir, paradigma, dan nilai-nilai dasar organisasi. RS tidak lagi bertanya soal alur, tetapi 
“Bagaimana kita mendesain ulang seluruh pengalaman pasien (patient journey) agar fokus 
pada pasien, bukan pada kenyamanan alur internal kita?”

Kebijakankesehatanindonesia.net

LEVELS of LEARNING ( Learning loops)



What was next  setelah kembali 
dari Melbourne?



Melakukan diseminasi : Leadership in Learning Health 
System Course in Yogyakarta

The program is designed for:

• Early to mid-career professionals in the health 

sector ( staf muda di Dept, prodi, Pusat, Lab 

FKKMK UGM)

• Researchers in health sciences

• Individuals aspiring to take on leadership roles 

in healthcare

• Introduction to Learning Health Systems

• Keynote lectures from leading experts in the field

• Workshops on leadership practices and skills

• Group discussions focused on real-world health 

system

• Networking sessions and mentorship 

opportunities

Target Audience Topics

Modifikasi dari modul original sesuai kebutuhan dan kondisi setempat



LLHS Course in Yogyakarta





Implementasi Learning Health System di setting pelayanan 
kesehatan Anak (RS Sardjito)

• Mendiskusikan isu2 di lapangan baik terkait pelayanan ataupun Pendidikan 
• Identifikasi prioritas 🡪 sesuai data , kesepakatan



Identifikasi masalah 
PROBLEMS/ IDEAS

PELAYANAN

1. Quality improvement of medical services

a) Punctuality of Medical Officers Attendances

b) Shorten of Waiting Time of Patients

c) Awareness of Health Care Cost Claim Discrepancy

d) Shorten the length of stay

e) Continuity of Care 

a) Patient often discharged without adequate instruction or follow-up  (ide Solusi : 
formulir untuk assessment)

f) Doctors communication problem

g) Hospital Acquired Infection



PROBLEMS/ IDEAS

EDUCATION

1. Quality improvement of Medical Staff Group 

a) Attendance in the staff presence in the academic meeting (journals, death case, 
difficult case)

b) Less ability to train residents as general pediatrician due to a highly specialized 
team teachings

c) Less commitment to involve in department activity due to generation gap

2. Quality improvement of the students / residents

a) Less commitment to involve in social activity among students

b) Rise of individualism in students resulting in less empathy to patients and 
environment 



PROBLEMS/ IDEAS

PELAYANAN
1. Quality improvement of medical services

a) Punctuality of Medical Officers Attendances
b) Shorten of Waiting Time of Patients
c) Awareness of Health Care Cost Claim Discrepancy
d) Shorthen the length of stay
e) Continuity of Care 

a) Patient often discharged without adequate instruction or follow-up  (ide Solusi 
: formulir untuk assessment for the patient need)

f) Doctors communication problem
g) Hospital Acquired Infection



Awareness of Health Care Cost 

Claim Discrepancy



BACKGROUND

• The rising of the “force” 

    Health Care Cost

• Update of medical treatment protocols

• Change of Government policy (Vertical Hospital must 
produce “profits”)

• 90% of patients are national insurance patients



BACKGROUND

• Medical Staffs are trained to give the best

• Discrepancy between “the best” & “the 
efficient”

• Medical guidelines are present and updated 🡪 
however the most ideal

• Raising concern and anxiety over patient 
safety



BACKGROUND

• National Insurance (BPJS) policy has different 
standard of medical tariffs

• INA-CBGs (adopted from Malaysia)

• Discrepancy between diagnosis based actual cost 
with the established BPJS’ cost

• Hospital must pay any surplus related to the 
medical cost if it is not covered by the BPJS’s cost



CHOSEN PROBLEM
Awareness of Health Care Cost Claim Discrepancy

• EFFORTS TO RATIONALIZE PATIENT MANAGEMENT COST 

– Strategy

•Cycle 1. Awareness of claim cost to medical officers and Students

–Action OUTLINE 

Education LEVEL 

»Educate and refresh the medical officer, students and nurse (team) about 
iCDX, cost information, length of stay, medical guidelines etc

Management LEVEL 

»Improve the systems transparency (Information management system. 
Accesibilitty to information system) 

»EMR system simple modification 

»Qualitative Research on medical officer: how did they feel and what they 
propose for rationalization of treatment



CHOSEN PROBLEM
Awareness of Health Care Cost Claim Discrepancy

• EFFORTS TO RATIONALIZE PATIENT MANAGEMENT COST 

–Strategy

•Cycle 2. Reducing Low-value care

–Action OUTLINE

»Revisit and review the guideline 

»Compliance analysis of the guideline



STRATEGIC PLAN FOR COLLECTING DATA

start small and specific

1. Focus on Specific Disease
1. SLE with all the complications ( #5 most common inpatient diagnosis)

2. Meningoencephalitis (#3rd most common inpatient diagnosis)

3. Leukemia  (1st in inpatients number)

2. Objectives

b) short term: to understand the cost (before and after rationalization)

c) long term: to review the actual cost OR raise the cost cap (BPJS’ cost standard) 



STRATEGIC PLAN FOR COLLECTING DATA

3. What data should we collect 

a) Collect the information on the actual cost per diagnosis in the admission 
and the cost capped by national insurance within 5 year 

b) Survey for baseline knowledge about cost (pre and post  intervention) 
• Quantitative Survey to measure knowledge (cost information per 

diagnosis, information access, knowledge on
• Qualitative Survey Open ended question for feedback and opinion 

regarding the cost 
c). Feedback survey regarding the “intervention”



PLAN OF ACTION

4. ACTION
a. Workshop Intervention (training & FGD)

– Training on ICD-X & INA CBGs classification of cost 

– Training on EMR updating system & Hospital medical guidelines

– Leadership training and FGD

Participants: Medical Staffs, Residents/ Students, Nurses

b. Communication with Stake holders: quality improvement comittee, head of unit, 
Medical Staff Group, Finance, medical record, head of pharmacy, head of lab, head 
of IT

c. Innovation
– Revitalize Clinical Conference System into Cost-Effectiveness Clinical Conference Study

– “real-time” Warning/ pop-up messages in EMR system 



PLAN OF ACTION

4. ACTION TIME LINE

February March April May

1st Data Collection
Workshops 
and 
FGD

2nd Data Collection 3rd Data Collection

3nd FGD & Feedback
Cycle 2? 

Communications

2nd FGD & Feedback



CHALLENGE TO ADDRESS

5. Identify Barriers

– Slow Approval of specialized examination and treatment (impact 
clinical outcome and overall cost

– Rejection or Fix Mind set among medical staffs and middle 
management



Questionaires Survey

• 15 questions on understanding the difference in health claim costs in hospital, especially case SLE 
and Meningoencephalitis

• For validation test 🡪 10 subject



Disemination

• Suggestions from the subject to conduct periodic socialization

• Plan to conduct socialization to 40 DPJPs and conduct surveys before and after socialization on 
May 7, 2025.







Interpretation Pre and Post 
Socialization



Feedback and Suggestion 
Feedback Suggestion

Resident 
Doctor

There has been no socialization/briefing so far.
There should be a guide material such as claim rates, so 
at least we have a reference before the claim rates 
appear in the EMR.

Specialist 
Doctor

Only the negative payment differences are emphasized; 
the positive ones are never shown in the data.

Cost-sharing is allowed as long as the patient agrees.

The claim amounts are communicated, and medications 
not included in the national formulary (Fornas) cannot 
be claimed through BPJS. If the patient is financially 
capable, doctors are allowed to prescribe such 
medications for the patient to purchase independently 
or to obtain from alternative sources

Socialization to the hospital community and receiving 
input from the hospital community so that the 
limitations of the insurance claim system do not 
become a barrier in providing patient care

Therapy based on INA-CBG is not suitable to be 
implemented at RSS.

Regular socialization is needed

Lack of socialization to the staff.
Repeated training must be conducted



Penutup
Bagaimana meningkatkan 

kemampuan leadership untuk 

spesialis anak  ke depan?
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Melihat ke negara maju

• The American healthcare system is in a state of tremendous flux, with the 
role of physicians and other healthcare providers rapidly changing to 
keep up with technological advances, financial restructuring, and the 
adoption of new societal and technological standards. 

• Leadership training has been proposed as a means of managing these 
changes and ensuring that physicians are able to navigate their changing 
roles as health providers.



Untuk dokter spesialis anak Indonesia

Apakah materi kepemimpinan ( Leadership) 

• Diberikan sebagai pembekalan saat memulai PPDS Sp 1 dan  Sp2?

• Diberikan sebagai refresh training untuk para SpA di RS di Indonesia?

• Apakah bisa menjadi salah satu topik WS di acara ilmiah perhimpunan – WS pra 

KONIKA, WS pra PIT?



Terima Kasih


