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Abstract:  
This study examines the coherence and policy rationale of Indonesia’s utilization of foreign medical and health 
personnel (FMHP) under Government Regulation No. 28 of 2024 within the framework of the National Health 
System (NHS). The analysis focuses on the role of this policy as a transitional instrument to address priority 
referral service gaps while strengthening national health workforce capacity. Key concepts include health 
system governance, credentialing and clinical privileging, patient safety, informed consent, and the WHO 
health system building blocks. Employing a normative juridical (doctrinal legal research) method, this study 
applies statutory, conceptual, and systemic approaches. The scope of analysis covers health legislation, cross-
sectoral labor and immigration regulations, and strategic NHS policy documents. Legal norms are examined 
through grammatical, systematic, and teleological reasoning and mapped against NHS output and outcome 
indicators. The findings demonstrate that, at the normative level, the FMHP policy is coherently designed in 
line with global health governance principles and oriented toward patient protection and capacity building. 
Nonetheless, implementation challenges persist, particularly regarding regional disparities in institutional 
capacity, inconsistent credentialing practices, cross-cultural communication barriers, and the absence of 
measurable indicators for technology transfer. The study recommends strengthening operational governance 
through the Deficit–Impact–Duration framework and a Technology Transfer Scorecard to ensure evidence-
based evaluation. This research advances health law scholarship by integrating normative legal analysis with 
health system performance frameworks and proposing practical evaluative tools for assessing foreign health 
workforce policies as instruments of sustainable national capacity building. 
 
Keywords: credentialing; foreign medical personnel; health governance; national health system; patient safety; 
technology transfer; WHO building blocks. 

 
 

INTRODUCTION 
The gap between the need for and availability of medical and health personnel—especially at the 

specialist and subspecialist levels—has long been a structural barrier hindering equitable quality of care within 
the National Health System (SKN). The expansion of National Health Insurance (JKN) coverage, increasing life 
expectancy, and a shift in the burden of disease toward chronic and degenerative conditions have increased 
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the demand for high-tech referral services requiring advanced clinical competencies. However, the distribution 
of these qualified health personnel remains highly unequal geographically, with concentrations in urban areas 
and centers of medical education, while underdeveloped, border, and island regions experience systemic gaps 
in priority services (Bappenas, 2023b). This imbalance impacts not only access but also quality, patient safety, 
and public trust in the national health system as a whole. In this context, the shortage of specialist personnel 
cannot be understood solely as a matter of human resource quantity. It is a systemic governance issue 
intersecting with regional financing capacity, the readiness of health care facilities, referral mechanisms, and 
the effectiveness of regulations in managing high-risk clinical practices. Recent health policy literature shows 
that health system failures in many developing countries often stem from a misalignment between health 
workforce provision policies and the health system's governance architecture (Ham, 2020). In other words, ad 
hoc and partial solutions—for example, simply increasing the number of personnel without strengthening 
governance—have the potential to pose ethical, legal, and patient safety risks. 

Responding to this complexity, the Indonesian government, through Law Number 17 of 2023 concerning 
Health and Government Regulation Number 28 of 2024, formulated a policy for the limited, selective, and 
needs-based utilization of foreign medical and health workers (TM/TK-WNA). This policy is normatively 
designed as a transitional instrument to fill gaps in certain priority services, while ensuring the transfer of 
knowledge and technology to domestic health workers within a measurable time horizon (RI, 2024). The 
affirmation of the prohibition on independent practice, mandatory credentialing, limitation of the validity period 
of Registration Certificates and Practice Permits to a two-plus-two-year scheme, and the establishment of 
clinical authority based on health care facilities demonstrate the state's efforts to build relatively strict ethical 
and legal safeguards. However, the existence of this normative framework does not automatically guarantee 
effective implementation in the field. Several recent policy studies emphasize that the main challenge for 
health policy in Indonesia lies in the translation of norms into practice, particularly in a decentralized system 
(Irawan et al., 2025). Variations in local government capacity, differences in the quality of hospital governance, 
and disparities in fiscal capacity have the potential to result in uneven and even counterproductive 
implementation. In the context of the utilization of TM/TK-WNA, these risks become even more significant 
given that specialized clinical practice involves high-stakes medical decisions and a relationship of trust 
between doctors and patients. 

This is where the main research gap that this paper aims to fill lies. Existing studies tend to focus on 
normative analyses of regulatory changes or ethical discussions regarding the presence of foreign healthcare 
workers in general (Budiman, 2024). Conversely, there are still limited studies that systematically evaluate the 
coherence of Government Regulation No. 28 of 2024 with the National Health Insurance (SKN) architecture as 
a complete system, particularly within the framework of the six interdependent building blocks of the health 
system (Hoiruddin, 2024). Furthermore, national literature remains limited in mapping concrete implementation 
challenges—such as language and clinical culture barriers, variations in international credentialing standards, 
and the absence of auditable technology transfer indicators—that could potentially determine the success or 
failure of this policy in strengthening national capacity (Nababan & Sewu, 2024). 

The WHO's health system framework, developed through six building blocks—health services, health 
workers, health information systems, access to essential medicines and technology, health financing, and 
leadership and governance—emphasizes that interventions in one block will impact the performance of the 
others (Organization, 2021). In Indonesia's National Health System (SKN), this framework is translated into 
output targets for access, quality, and safety of services, and outcome targets for health equity, system 
responsiveness, financial protection, and efficiency (Bappenas, 2023b). Therefore, the utilization of TM/TK-
WNA should not be positioned solely as a solution to staffing shortages, but rather as a systemic intervention 
that must be aligned with clinical governance, health human resource information systems, and medium-term 
financing planning. From a legal governance perspective, this policy must also be interpreted within the 
framework of decentralization stipulated in Law Number 23 of 2014 concerning Regional Government, 
Government Regulation Number 2 of 2018 concerning Minimum Service Standards, and Law Number 1 of 
2022 concerning Financial Relations between the Central and Regional Governments. This design positions 
regional governments as key actors in the provision of health services, but with national standards as the 
minimum that must be met. This tension between regional autonomy and national standards often creates 
gaps in the implementation of health policies, including regarding the utilization of foreign health workers 
(Irawan et al., 2025). Without measurable and auditable operational mechanisms, regulations risk becoming 
mere legal texts that lack systemic impact. 
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From an ethical and patient rights perspective, the presence of TM/TK-WNA also raises crucial issues 
related to patient autonomy, informed consent, and language and cultural sensitivity in clinical practice. Recent 
literature confirms that meaningful consent for medical procedures depends not only on the technical 
competence of medical personnel, but also on effective communication skills and an understanding of the 
patient's socio-cultural context (Al Sabah & Al Haddad, 2026). In referral systems involving vulnerable patients, 
failure to manage these aspects has the potential to violate the principles of patient safety and human dignity. 
The global principles outlined in the WHO Global Code of Practice emphasize that cross-border recruitment 
must be conducted ethically, without harming the source country, and while ensuring the protection of patient 
rights in the receiving country (Kovács et al., 2017).  

Based on this background, the purpose of this study is to critically evaluate the coherence of the norms 
on the utilization of TM/TK-WNA in Government Regulation Number 28 of 2024 with the architecture of the 
Indonesian National Health System. Specifically, this study aims to, first, analyze the extent to which the 
regulatory design aligns with the principles of health system building blocks and decentralized governance; 
second, map the main implementation challenges in the field that have the potential to hinder the achievement 
of knowledge and technology transfer goals; and third, formulate measurable and auditable operational tools to 
bridge the gap between the regulatory text and systemic achievements. With this approach, the utilization of 
foreign medical and health workers is positioned not as a permanent substitute for limited national human 
resources, but rather as a well-managed transitional bridge. The success of this policy will ultimately be 
measured not by the number of foreign workers brought in, but by the extent to which it accelerates the 
provision of priority services, strengthens the capacity of domestic health workers, and sustainably improves 
the performance of the National Health Service (SKN) within a framework of justice, patient safety, and public 
accountability. 

 
METHOD 

This study uses a juridical-normative design (doctrinal legal research) to assess the coherence, 
rationality, and applicability of regulations regarding the utilization of medical personnel and foreign national 
health workers (TM/TK-WNA) within the National Health System (SKN). The juridical-normative approach was 
chosen because the research focuses on analyzing legal norms as prescriptions that govern the behavior, 
authority, and responsibilities of actors in the health system, while also assessing their alignment with broader 
systemic goals (Soekanto & Mamudji, 2021). The analysis is conducted through three complementary lenses 
that form a comprehensive evaluative framework. First, a statutory approach is used to interpret and test the 
vertical and horizontal alignment of norms, ranging from the 1945 Constitution of the Republic of Indonesia, 
Law Number 17 of 2023 concerning Health, Government Regulation Number 28 of 2024, Regulation of the 
Minister of Health Number 6 of 2023, to cross-sectoral instruments in the fields of employment and 
immigration. Through this approach, the study assesses hierarchical consistency, the absence of normative 
conflicts, and the clarity of delegation of authority within the framework of the rule of law and decentralized 
governance (Asshiddiqie, 2020). This approach also allows for an assessment of whether the regulation of 
TM/TK-WNA has been designed as a limited, needs-based, and transitional-oriented instrument as intended by 
the legislators. 

Second, a conceptual approach is used to link legal norms to clinical practice and the realities of 
healthcare. At this stage, key concepts such as credentialing and clinical privileging, patient safety, cross-
cultural communication, and informed consent are analyzed as a bridge between regulatory texts and everyday 
medical practice (Beauchamp & Childress, 2019; Brody, 2013). This conceptual approach is crucial for 
assessing whether the norms governing TM/TK-WNA are not only legally valid but also ethically and 
functionally adequate in ensuring patient protection and professional accountability of healthcare workers, 
particularly in the context of high-risk specialty practice. Third, the analysis of these norms and concepts is 
systematically mapped into the National Health System framework and the six WHO building blocks: health 
services, health workers, health information systems, access to essential medicines and technology, health 
financing, and leadership and governance. This mapping aims to trace the contribution of each legal provision 
to the SKN output and outcome targets, including access, quality and safety of services, equity of health 
status, system responsiveness, financial protection, and efficiency (Bappenas, 2023a). Thus, the regulation of 
the utilization of TM/TK-WNA is evaluated not as an isolated sectoral policy, but as an integral part of the 
national health system design. 
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The legal materials analyzed included primary legal materials, such as the constitution, laws, 
implementing regulations, and official SKN policy documents, as well as secondary legal materials, including 
scientific literature, policy reports, and publications from relevant international organizations. All materials were 
compiled, purposively selected, and then coded into analytical themes that reflect the policy's objectives and 
scope, licensing mechanisms and time horizons, qualifications and adaptation of foreign health workers, 
credentials and determination of clinical authority, patient protection and ethical aspects, and their alignment 
with the SKN architecture (Nababan & Sewu, 2024). Conclusions are drawn through grammatical, systematic, 
and teleological legal reasoning to understand the textual meaning of norms, their interrelationships within the 
overall legal system, and the policy objectives pursued by the regulators (Asshiddiqie, 2020). This analysis is 
complemented by an assessment of normative conformity to the principles of patient safety and public 
accountability, as well as the development of a framework of knowledge and technology transfer indicators as 
an evaluative tool to assess the success of TM/TK-WNA policies in sustainably strengthening national 
capacity. 

The validity of the research results was supported by triangulation of sources between laws and 
regulations, academic literature, and policy documents, as well as the systematic compilation of a documented 
reasoning trail to ensure transparency and replication of the analysis. Throughout the research process, ethical 
considerations—including the patient's right to adequate information, the precautionary principle in clinical 
practice, and state accountability to the public—were integrated as inherent evaluative parameters, in line with 
the principles of biomedical ethics and global standards of health governance (Beauchamp & Childress, 2019). 
 
RESULTS AND DISCUSSION 

Needs mapping indicates a gap between the demands for priority referral services, which require 
specialist and subspecialist competencies, and the available and evenly distributed domestic workforce. The 
doctor ratio, which remains below the WHO reference, reinforces the signal of a service gap, especially outside 
growth centers; this condition explains why some hospitals are taking steps to fill critical positions while 
gradually preparing to strengthen local capacity (Ferretti et al., 2023). In this situation, Government Regulation 
Number 28 of 2024 is designed as a precise normative bridge. The assignment of foreign personnel can only 
be carried out upon request by health care facilities, is limited by a measurable practice permit period, 
preceded by evaluation, equivalency, competency testing, and adaptation, is prohibited in the form of 
independent practice, and is required to go through a credentialing mechanism as a gateway to clinical 
authority. This architecture is compatible with the WHO building blocks and the SKN target hierarchy because 
it allows for expansion of access at deficit points, while maintaining quality and safety through credential 
gateways, and at the same time contributes to efficiency and financial protection when synergized with SPM 
and regional SDMK planning (Coulson et al., 2014). 

Policy implementation is inseparable from decentralized governance. The placement of foreign workers in 
response to competency gaps must comply with the division of health affairs as mandatory basic service 
matters, adhere to minimum service standards, and align with regional performance-based funding governance 
(Barbazza et al., 2015). At the technical implementation level, government administrative processes including 
the Foreign Worker Utilization Plan, Foreign Worker Employment Permit, employment licensing system, visas, 
and residence permits must be aligned with clinical pathways and health service quality control mechanisms. 
These clinical pathways include qualification equivalency stages, professional competency tests, issuance of 
Registration Certificates and Practice Permits with limited validity, and implementation of adaptation programs 
that include Indonesian language training and an introduction to the national legal system and medical ethics. 

Following this process, foreign medical personnel are required to undergo credentialing conducted by a 
medical committee at a healthcare facility, culminating in the determination of clinical authority based on the 
evaluation results. The integration of the state administrative system and the clinical system creates a dual 
compliance mechanism that serves as a legal and ethical safety barrier. Through this mechanism, every 
foreign medical personnel practicing in Indonesia is expected to not only meet administrative requirements but 
also possess competency, communication skills, and understanding aligned with service needs at the facility 
level. This approach ensures patient safety, provides legal certainty for hospitals and healthcare institutions, 
and ensures uniform service standards across the region. Thus, cross-sector synchronization is a crucial 
foundation for the safe, transparent, and accountable governance of foreign medical personnel within the 
national legal framework (Kim et al., 2022). 
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The ethical dimension and respect for patient rights are fundamental aspects of international medical 
practice. The principles of autonomy and informed consent, as formulated by Beauchamp and Childress, 
emphasize that every medical intervention must be based on informed consent, informed consent that is clear, 
honest, and understandable to the patient (Szalados, 2021). This principle requires effective two-way 
communication between medical personnel and patients, with transparency being a key element in building 
public trust. Consistent with Brody's view, honesty and accountability in clinical processes not only strengthen 
the legitimacy of the profession but also form the moral foundation for the sustainability of the healthcare 
system (Doernberg & Truog, 2023).  

In the Indonesian context, implementing these ethical principles faces unique challenges. Language 
barriers, differences in cultural values, and varying social norms can lead to misunderstandings in medical 
communication and diminish the quality of the therapeutic relationship between doctors and patients (Taylan & 
Weber, 2023). This situation is most evident in healthcare facilities operating in multinational areas such as 
Special Economic Zones, where patients and medical personnel often come from diverse linguistic and cultural 
backgrounds. Therefore, the obligation to use Indonesian, as stipulated in Minister of Health Regulation 
Number 6 of 2023, cannot be viewed merely as an administrative requirement, but rather as an ethical and 
legal protection instrument that serves to prevent the risk of clinical communication errors (Nogaroli, 2025). 

The implementation of these regulations should ideally be strengthened through medical language 
training for foreign healthcare workers, cultural orientation regarding local values and service ethics, and the 
provision of clinical interpreters during the adaptation period. These steps are crucial to ensure that the 
informed consent process is meaningful and that patients understand the consequences of each medical 
procedure (Villiger, 2024). More broadly, the ethical principles of international recruitment, as stipulated in the 
WHO Global Code of Practice on the International Recruitment of Health Personnel, emphasize that cross-
border collaboration must uphold the dignity of patients and healthcare workers while encouraging sustainable 
capacity transfer to national health systems (Palaniappan et al., 2024). Thus, ethical aspects and patient rights 
are not merely complementary aspects to regulations regarding the utilization of foreign healthcare workers, 
but rather key pillars determining the acceptability and sustainability of policies within the context of equitable 
health governance (Sedeeq & Arman, 2025). 

The issues of protecting local workers, licensing legitimacy, and credentialing require equal attention. 
From a health administrative law perspective, licensing is not simply a legalization of practice, but a quality and 
safety control tool to ensure that only competent and verified personnel can provide services. The limited 
STR/SIP scheme provides a clear time horizon and accountability, while clinical privileging ties administrative 
permits to clinical authority based on evidence of competency (Cory, 2021). Without robust credentialing, there 
is a risk of disproportionate role substitution of local workers, disparities in remuneration, and a decline in 
safety standards. The scientific literature emphasizes the importance of strong regulatory safeguards, including 
strengthening oversight mechanisms and involving professional organizations in the technical details of 
assignments, to ensure that foreign workers effectively fill the gap and transfer expertise to local teams (Craiut 
et al., 2022). 

A strong and consistent operational framework is essential to ensure that policies on the utilization of 
foreign medical and health workers do not remain normative but instead produce measurable outcomes that 
can be objectively evaluated. Without clear measurement tools, policies risk becoming symbolic and difficult to 
publicly account for. In this context, the 3D Framework concept—which encompasses three main parameters: 
Deficit, Impact, and Duration—can be used as an analytical tool to assess the feasibility and effectiveness of 
deploying foreign workers in health facilities (Kovács et al., 2017). 

The first parameter, Deficit, requires objective evidence of a shortage of competency or number of 
medical personnel in a specific field, verified by the relevant authorities. Assignments should not be made 
solely on administrative request, but should be based on an analysis of the actual gap between local workforce 
needs and capacity (Nove et al., 2021). The second parameter, Impact, focuses on projecting the assignment's 
outcomes against regional health system performance indicators, such as improving access, quality, and 
safety of services (Willmington et al., 2022). The third parameter, Duration, emphasizes the importance of a 
clear time limit so that each foreign staff assignment has a measurable exit plan, including a strategy for 
transferring roles to domestic medical personnel after a specified period (Bhawani et al., 2025). With this 
principle, the 3D mechanism helps ensure that policies on the utilization of foreign staff are temporary and 
oriented towards capacity building, not dependency. Furthermore, the Technology Transfer Scorecard serves 
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as a quantitative instrument to assess the extent to which knowledge transfer objectives are actually achieved 
(Fernández-Esquinas et al., 2021).  

The indicators measured include the number of hours of clinical mentoring, the number of priority cases 
successfully transferred, the number of local medical personnel acquiring new clinical privileges, the time to 
independence, and patient safety markers such as adverse events or thirty-day readmission rates. The 
implementation of this instrument allows for objective monitoring and auditing of the technology transfer 
process based on measurable data (Davidson et al., 2023). Over the two-plus-two-year timeframe stipulated in 
the licensing of foreign medical personnel, this scorecard allows for ongoing evaluation of the local team's 
capacity building while strengthening public accountability. Thus, the combination of the 3D Framework and 
the Technology Transfer Scorecard forms an evidence-based governance system that not only assesses 
administrative compliance but also measures the substantive impact of policies on improving the capacity of 
national health human resources (Lloret et al., 2025). This approach aligns with the principles of good health 
governance emphasized by Bappenas and the World Health Organization, namely that the success of a health 
system is measured not only by the number of policies made, but by the system's ability to transform resources 
into meaningful outcomes for the community (Debie et al., 2022). 

Standardizing the credentialing process at the national level is a strategic step to reduce disparities in the 
quality of medical services between facilities and regions. In practice, the implementation of credentialing in 
various hospitals often shows significant variation, both in competency assessments, oversight mechanisms, 
and documentation standards used. This disparity not only has the potential to reduce the consistency of 
service quality but also weakens legal protections for patients and medical personnel (A. Joshi et al., 2022). 
Therefore, a uniform and measurable national credentialing system is needed, ensuring that all medical 
personnel, including foreign workers, undergo an evaluation process based on transparent and evidence-
based criteria. The One-Stop Credentialing Model can be an integrative solution that bridges two main 
pathways in foreign healthcare worker governance: the state administrative pathway and the clinical pathway. 
The administrative pathway encompasses employment permits, immigration, and other legal documents such 
as the Foreign Worker Utilization Plan and the Foreign Worker Employment Permit (Liang, 2025).  

Meanwhile, the clinical pathway includes qualification equivalency, competency testing, issuance of 
limited practice permits, language and cultural adaptation, credentialing by a medical committee, and 
determination of clinical authority by facility management (Gershuni et al., 2023). Integrating these two 
pathways creates a clearer audit trail and facilitates cross-institutional alignment, from the Ministry of 
Manpower and the Ministry of Health to the Ministry of Law and Human Rights. With this integrated system, 
the status of each foreign medical worker can be tracked administratively and clinically, thereby increasing 
public accountability and preventing overlapping authority between agencies (Ziegler & Bozorgmehr, 2024). 
More than just an administrative instrument, single-door credentialing also holds important ethical significance. 
Transparency regarding the identity, qualifications, and licensing status of foreign medical personnel should be 
part of the patient's right to obtain complete information before receiving services (Mazhar et al., 2024). This 
principle of openness is not only regulated normatively in health regulations but also embodies the principle of 
informed consent, universally recognized in medical ethics (Orzechowski et al., 2021). Thus, information 
transparency serves as a foundation for building public trust, while strengthening the legal and moral 
legitimacy of policies utilizing foreign medical personnel. 

Institutional experience shows that collaboration with foreign hospitals has the potential to accelerate 
technological modernization and raise service standards, but also introduces new dynamics into wage 
structures, recruitment patterns, and the distribution of service access. In recent health law proceedings, the 
presence of foreign institutions was considered positive as long as their social function, integration with local 
hospitals, and knowledge transfer were managed in a balanced manner (Manggala & others, 2024). Recent 
policy analysis adds that the ethical and measured use of foreign personnel can reduce the practice of medical 
travel abroad by improving the readiness of domestic referral services, as long as integration with SPM and 
regional performance contracts is consistently implemented. 

Ethical and human rights law perspectives affirm that patient-centered care demands practices that uphold 
patient dignity and respect the autonomy of informed clinical decisions. WHO documents on human rights and 
patient care emphasize the need for arrangements that position patients as subjects entitled to information, 
privacy, and security, while literature discussing legal accountability and patient autonomy in cross-border care 
provides a critical lens for assessing the changing role of expatriates in sensitive clinical settings (Kwame & 
Petrucka, 2022).  Studies of cross-cultural communication also indicate that differences in value systems and 
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pain expressions can influence doctor-patient interactions, so cultural orientation programs for expatriates should 
be an integral part of the adaptation phase before clinical authority is granted (Kramer, 2015). 

In comparison, the experience of health policy reform in various countries shows that successful health 
workforce management is highly dependent on strong leadership, consistent governance, and a culture of 
ongoing accountability. Countries such as the United Kingdom, through its National Health Service (NHS), and 
Australia, through its Health Workforce Strategic Framework, demonstrate that changes to the health 
workforce system can only be effective when a balance between efficiency, equity, and quality of service is 
continuously maintained (Crisp, 2010). Health policy literature emphasizes that the principle of stewardship—
namely, state leadership in directing, overseeing, and ensuring the sustainability of the system—is the 
foundation of good clinical governance, which requires the integration of transparency, data-based evaluation, 
and strengthening the ethical responsibility of all actors in the health care system (Lee & Cosgrove, 2014). In 
the Indonesian context, similar policy directions are beginning to emerge in various strategic documents, 
including the Review and Reformulation of the National Health System published by the National Development 
Planning Agency (2023), as well as in academic analyses of Government Regulation No. 28 of 2024 (Lee & 
Cosgrove, 2014). These documents emphasize that the utilization of foreign health workers should not be 
limited to meeting short-term needs, but rather should be a means of building sustainable national capacity. 
Therefore, success should be measured not only by increasing the number of services but also by the quality 
of knowledge transfer, increasing the independence of local workers, and providing data transparency that 
allows public oversight of implementation (Kochenkova et al., 2016). 

If all these policy instruments are implemented diligently, the policy direction in Government Regulation 
Number 28 of 2024 will shift from a mere administrative mechanism to a capacity-building model that can be 
openly audited and evaluated. The utilization of foreign medical personnel is therefore not a permanent 
substitution effort, but rather a transitional strategy to close gaps in priority services while strengthening the 
foundation of the national health system. The keys to success lie in three main elements: transparent and 
measurable implementation, a commitment to making foreign personnel a catalyst for increasing local 
capacity, and consistency in maintaining patient dignity and the professionalism of healthcare workers in an 
increasingly complex and differentiated service landscape (Dal Poz et al., 2006). 

Mapping of healthcare needs reveals a structural gap between the demand for priority referral services—
which require specialist and subspecialist competencies—and the available and evenly distributed capacity of 
domestic healthcare workers. Indonesia's doctor ratio, which remains below the WHO reference, reinforces the 
signal of a service gap, particularly outside centers of economic growth and health education (Rahman, 2024). 
This situation explains why some hospitals are taking steps to fill critical positions as a short-term response, 
while gradually preparing to strengthen local capacity. In this context, Government Regulation Number 28 of 
2024 is designed as a precise normative bridge: the assignment of foreign medical and health personnel can 
only be done upon request from health service facilities, is limited by a measurable practice permit period, 
begins with evaluation, equivalency, competency testing, and adaptation, is prohibited in the form of 
independent practice, and is required through a credentialing mechanism as a gateway to clinical authority 
(Chen et al., 2025). This architecture is compatible with the WHO building blocks and the SKN target hierarchy 
because it provides room for expanding access at points of deficit, maintains quality and safety through 
credentialing gateways, and has the potential to contribute to efficiency and financial protection if synergized 
with Minimum Service Standards and regional health human resource planning (Krishnan et al., 2023). 

From an international perspective, the strategy of utilizing foreign healthcare workers as a response to 
competency shortages is not unique to Indonesia. Many countries with established healthcare systems face 
similar challenges due to population aging, the complexity of medical technology, and the unequal distribution 
of healthcare workers. The United Kingdom, for example, through its National Health Service (NHS), has 
historically relied on international healthcare workers to fill gaps in specific specialties, but has placed these 
workers within a strict clinical governance framework, with limited authority, multiple layers of supervision, and 
obligations to develop local capacity (Herrick & Armstrong, 2025). Australia has implemented the Health 
Workforce Strategic Framework, which emphasizes that foreign recruitment is only justified as a temporary 
solution, accompanied by a clear exit strategy and indicators of competency transfer to domestic workers (R. 
Joshi et al., 2023). This experience demonstrates that the success of similar policies is not determined by 
openness to foreign healthcare workers alone, but rather by strong governance, national leadership, and 
consistent data-driven evaluation. 
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Policy implementation in Indonesia is inextricably linked to decentralized governance. The placement of 
foreign workers in response to competency gaps must adhere to the division of health affairs as mandatory 
basic service matters, adhere to minimum service standards, and align with regional performance-based 
funding governance as stipulated in Law Number 23 of 2014, Government Regulation Number 2 of 2018, and 
Law Number 1 of 2022. At the technical level, government administrative processes—including the Foreign 
Worker Utilization Plan, Foreign Worker Employment Permits, employment licensing systems, visas, and 
residence permits—must be aligned with clinical pathways and health service quality control mechanisms. 
These clinical pathways include qualification equivalency, professional competency tests, the issuance of 
Registration Certificates and Limited Practice Permits, and adaptation programs that include Indonesian 
language training and an introduction to the national legal system and medical ethics. 

After the initial administrative and adaptation stages, foreign medical personnel are required to undergo 
credentialing by a medical committee at a healthcare facility, culminating in the determination of clinical 
authority based on the evaluation results. This integration of the state administrative system and the clinical 
system creates a dual compliance mechanism that serves as a legal and ethical safety barrier. Through this 
mechanism, every foreign medical personnel practicing in Indonesia is expected to not only meet 
administrative requirements but also possess the competency, communication skills, and understanding that 
align with service needs at the facility level. This approach strengthens patient safety, provides legal certainty 
for hospitals, and ensures consistent service standards across regions (Nababan & Sewu, 2024). 

The ethical dimension and respect for patient rights are fundamental aspects of transnational medical 
practice. The principles of autonomy and informed consent, as formulated in biomedical ethics, emphasize that 
every medical intervention must be based on informed consent that is clearly and clearly understood by the 
patient (Bifarin & Stonehouse, 2022). This principle demands effective two-way communication, with 
transparency being a key element in building public trust. In line with Brody's view, honesty and accountability 
in the clinical process not only strengthen the legitimacy of the profession but also form the moral foundation 
for the sustainability of the healthcare system (Brody, 2013). In the Indonesian context, language barriers and 
differences in cultural values pose real challenges, particularly in multinational regions such as Special 
Economic Zones. Therefore, the mandatory use of Indonesian in Minister of Health Regulation No. 6 of 2023 
must be understood as an instrument of ethical and legal protection, not merely an administrative provision. 

This strengthening of ethical aspects should ideally be complemented by medical language training, local 
cultural orientation, and the provision of clinical interpreters during the adaptation period. These steps ensure that 
the informed consent process is meaningful and that patients understand the risks and consequences of medical 
procedures. Globally, the WHO Global Code of Practice emphasizes that cross-border recruitment of health 
workers must uphold the dignity of patients and health workers while encouraging sustainable capacity transfer to 
national health systems (Walton-Roberts, 2023). Therefore, ethics and patient rights are not complementary 
policies, but rather key pillars of the acceptability and sustainability of the use of expatriate workers. 

From an operational governance perspective, the policy of utilizing foreign medical personnel requires 
clear measurement tools to ensure it remains normative. Without measurable indicators, the policy risks 
becoming symbolic and difficult to publicly account for. In this context, the use of the 3D Framework—Deficit, 
Impact, and Duration—provides an analytical framework for assessing the feasibility and effectiveness of 
foreign personnel deployments. Deficit requires objective evidence of competency deficiencies; Impact focuses 
on contributions to service performance indicators; and Duration emphasizes the importance of clear timelines 
and exit plans to prevent structural dependency (Sultana, 2022). Complementarily, the Technology Transfer 
Scorecard allows for quantitative evaluation of the success of knowledge transfer through indicators of 
mentoring, increased clinical competence of local personnel, time to service independence, and patient safety 
parameters (Fekieta et al., 2021). 

International and national experience shows that collaboration with foreign personnel and institutions can 
accelerate technological modernization and improve service standards, but also introduce dynamics into 
remuneration structures and access distribution (Khan et al., 2023). Therefore, uniform and integrated national 
credentialing is a crucial prerequisite for maintaining consistent quality and legal protection. A One-Stop 
Credentialing Model that integrates state administrative and clinical pathways has the potential to strengthen 
audit trails, increase transparency, and facilitate cross-institutional oversight. Furthermore, transparency 
regarding the status and qualifications of foreign medical personnel is part of the patient's right to information 
and the foundation of patient-centered care, as affirmed in the WHO document on human rights and patient 
care (De Jesus et al., 2025). 
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In the Indonesian context, this policy direction aligns with the national strategic document, which 
emphasizes that the utilization of foreign health workers must be a means of long-term capacity building, not 
merely a means of meeting immediate needs (Bappenas, 2023a). Therefore, the success of this policy is 
measured not only by increasing the volume of services but also by the quality of knowledge transfer, 
increasing the independence of local workers, and providing data transparency that enables public 
accountability. If all these policy instruments are implemented consistently and with discipline, Government 
Regulation Number 28 of 2024 will move beyond an administrative function to a capacity-building governance 
model that can be openly audited and evaluated (Smolka & Böschen, 2023). Within this framework, the 
utilization of foreign medical workers is not a permanent substitute, but rather a measured, transitional strategy 
to close gaps in priority services while strengthening the foundations of the National Health System in an 
equitable and sustainable manner. 

Before drawing final conclusions, it is important to place Indonesia's policy on the utilization of foreign 
medical and healthcare personnel within the context of international practices and norms. This comparison 
serves not to mechanically replicate, but rather to examine whether the national legal architecture—particularly 
as formulated in Government Regulation No. 28 of 2024—aligns with global principles regarding healthcare 
workforce governance, patient safety, protection of local workforce, and sustainable capacity building. 
Relevant international frameworks include WHO guidelines, the experiences of countries with established 
health systems, and principles of cross-border clinical ethics and governance. The following comparative 
mapping illustrates Indonesia's policy position within this global landscape (Nacu et al., 2025). 

 
Table 1 Comparison of the International Framework and National Implementation in the Utilization of Foreign 

Medical Personnel 

Governance 
Dimensions International Framework 

Practices in 
Comparator 
Countries 

Implementation in 
PP 28/2024 and 

Derivative 
Regulations 

Relevance to SKN 

Normative Basis 

The WHO Global Code of 
Practice on the International 

Recruitment of Health 
Personnel emphasizes 
ethical recruitment and 

capacity building. 

The UK (NHS) and 
Australia position 
the state as the 
primary steward 

Assignment based 
on health facility 

requests, limited by 
permits and 
evaluations 

Maintaining a 
balance between 

access and 
sustainability 

Purpose of 
Assignment 

Temporary in nature and 
capacity building oriented 

Focus on filling 
critical deficits and 
training local teams 

Assignments are not 
for independent 

practice and require 
technology transfer. 

Supporting equal 
distribution of priority 

services 

Permits & 
Duration 

Limited practice permit and 
periodic evaluation 

Time-bound 
licensing with 

periodic review 

Limited STR/SIP with 
a measured permit 

period 

Reducing the risk of 
systemic 

dependency 

Credentialing & 
Clinical 

Privileging 

International standards link 
administrative authorization 

to clinical authority 

NHS Clinical 
Governance, 

Australian 
Credentialing 

Standards 

Medical committee 
credentialization as a 

gateway to clinical 
authority 

Ensuring quality and 
patient safety 

Ethics & Patient 
Rights 

Informed consent, 
autonomy, patient-centered 

care 

Transparency of 
identity and 

competence of 
foreign workers 

Indonesian language 
obligations and 

cultural adaptation 
Strengthening public 

trust 

Cross-Cultural 
Communication 

WHO and bioethics 
literature emphasize 
cultural competence 

Cultural induction 
program for foreign 

workers 

Language training 
and orientation of 

legal-ethical systems 

Reducing the risk of 
clinical 

miscommunication 

Local Power 
Protection 

The principle of non-
displacement and fair 

recruitment 

Protection of 
domestic workers' 

career paths 
Assignment only on 
competency deficits 

Maintaining the 
social legitimacy of 

policies 
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Oversight & 
Accountability 

Evidence-based 
governance dan auditability 

Performance 
indicators dan 

public reporting 

3D Framework and 
Scorecard 

Technology Transfer 
Linking policies to 

outcomes 

Technology 
Transfer & Exit 

Plan 
Knowledge transfer as an 

indicator of success 
Mentoring and 

time-to-
independence 

Mentoring indicators, 
new authority, exit 

plan 

Strengthening 
service 

independence 

Governance 
Model 

Stewardship dan good 
clinical governance 

Centralized 
leadership with 

local 
implementation 

Central-regional 
synchronization in 

SKN 
Ensuring national 

consistency 

 
This comparative mapping demonstrates that the policy design for the utilization of foreign medical and 

healthcare personnel in Government Regulation No. 28 of 2024 is conceptually within the mainstream of global 
health governance. The principles of time limits, clinical authority-based credentialing, patient rights protection, 
and technology transfer orientation emphasize that this policy is not intended as a permanent substitution 
mechanism for local personnel, but rather as a transitional instrument to close gaps in priority services. 
However, international experience also shows that normative alignment does not automatically lead to 
successful implementation. The determining factors lie in consistency of implementation, cross-sector 
integration, standardization of credentialing, and the availability of performance indicators that enable ongoing 
public evaluation (Wachnik et al., 2025). In the Indonesian context, this confirms that the policy's acceptability 
and sustainability depend not only on the comprehensiveness of the regulations but also on their ability to 
translate the deployment of foreign personnel into tangible capacity improvements for the national health 
system (Hosseini et al., 2024). Based on this international comparison, the next section will draw final 
conclusions regarding the extent to which Government Regulation No. 28 of 2024 serves as an effective 
normative bridge between short-term service needs and the long-term development of Indonesia's 
independent human resources in the health sector. 
 
CONCLUSION 

The fundamental problem in Indonesia's healthcare system lies not only in the limited number of medical 
personnel, but also in their unequal distribution, particularly for specialist and subspecialist dentists in the 
regions. Government Regulation No. 28 of 2024 presents a strategic step to bridge this gap by opening 
opportunities for the selective and temporary involvement of foreign medical personnel, accompanied by strict 
oversight mechanisms through credentialing, evaluation, and knowledge transfer. This research demonstrates 
the idea that foreign personnel policy should not be viewed as an administrative solution but should be 
designed as a measurable and auditable national capacity-building instrument. Approaches such as the 
Deficit–Impact–Duration rule, technology transfer scores, and the single-door credentialing model are key to 
ensuring that the presence of foreign personnel truly strengthens the local system, not replaces it. With an 
emphasis on language training, cross-cultural understanding, and the involvement of professional 
organizations, this policy not only closes service gaps but also encourages the transformation of health 
governance toward a more adaptive, independent, and equitable system. From a theoretical perspective, this 
study enriches the study of health law by demonstrating that the effectiveness of norms cannot be assessed 
solely on the basis of hierarchical consistency or procedural compliance, but rather on their ability to operate 
systemically within the WHO building blocks framework and the SKN output-outcome targets. By integrating 
legal analysis, clinical ethics, and health system governance, this study emphasizes the importance of an 
interdisciplinary approach in interpreting complex health regulations. The Deficit-Impact-Duration framework 
and technology transfer indicators developed in this study offer new conceptual contributions as a bridge 
between legal norms and health system performance. The practical implications of this research emphasize 
that the primary policy challenge lies not in normative design, but rather in the implementation phase. Without 
national credentialing standardization, integration of administrative and clinical pathways, and measurable and 
auditable technology transfer indicators, the policy of empowering TM/TK-WNA risks becoming symbolic and 
losing public legitimacy. Therefore, strengthening operational mechanisms—including a single-door 
credentialing model, language and cultural adaptation training, and data-driven evaluation—is an absolute 
prerequisite for ensuring patient safety, protecting local workers, and ensuring state accountability. This study's 
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limitations lie in its juridical-normative approach, which means it fails to empirically capture variations in policy 
implementation at the regional and healthcare facility levels. Differences in institutional capacity, hospital 
organizational dynamics, and the perceptions of field actors have not been directly mapped, so the findings 
remain evaluative-conceptual in nature. Going forward, further research should combine a normative approach 
with comparative empirical studies across regions and facilities, including analysis of the experiences of 
patients, local health workers, and professional organizations. This approach is crucial for assessing the extent 
to which this policy truly accelerates the independence of referral services and builds national capacity 
sustainably. Thus, the utilization of migrant workers (TM/TK-WNA) can be ensured to function as a valid, 
equitable, and long-term transitional strategy in national health system development. 
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