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" PREFACE

“In “tesponse to a réqueet-:oﬁ the Government of the Republic of
’Iﬁdoﬁesia, the'Goverhﬁeht of'Jepan has decided to conduct'a Basic Design
.Study on the Proyect for Constructxon of ?roductlon Facilities of Live
Attenuated Measles and Poliomyelltxs Vacc1nes and entrusted the - etudy to
the Japan Internatlonal Cooperatlon Agency (JICA).

TJICA sent . to Indonesia a eurvey team headed by br. Konosuke Fukai,
Chalrman, Board of Dlrectors, the Research Foundation for Mlcroblal
.Diseases of Osake Universaty from December 1 to December 20, 1988.

‘The - ‘team “exchanged v1ews _with the OffICLalS concerned of the
_ Government of Indonesia ‘and conducted field surveys in Bandung area.
After the team returned to. Japan, -further etudles were made. - Then, a
m1351on was sent to Indone81a in order to discuss a draft report and the
present report has been prepared.

T hope that this report wlll serve for the development of the Project
.and GOntrlbute to the promotion of frlendly relations hetween our two
countrxes.r_

I wlsh to express my 51ncere apprec1ation ‘to the officials concerned
of the Government of 'the Républic of 1Indonesia for their close

cooperation extended to the team.

May 1989

Kensuke Yanagiya
 President

Japan International Cooperation Agency
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- SUMMARY

The Republic of indonesia (hereafter, simply called Indonesia) has a
very -large pééulation (l70 million), a high rate of population increase
{Z;l%lf,and.an"Uneven population pyramig. - Alfhough the Qovernment is
placing great _emphasis' on the promotion of public health, the infant
mortality rate, foften ‘regarded to be an indicator of the -state of
healthcaré-in‘a country, is #till very high (71 per one thousand births)
in“Indonesia; Of the causes of death, the largest group (28%) is due to
infectious diseases such as tetanus, measles, diphtheria, pertussis and
. tuberculosis. ‘These causes of death and sicknesses also apply to infants
but - in this instance it-ié possible to prevent the majority of these
infectious diseases through * ‘immunization. Because of this, the
Govefnment of Indonesia ‘' is enphasizing the importance of immunization

Prograns.

Medical services are mainly provided by hospitals, clinics and health
centers '(ﬁC)' and these HC also carry out immunization programs.
~Currently, POSYANDU: {(integrated health service post) are managed and run
at the village level  and medicai staff are dispatched from the HC to

carry out immunization programs..

Within the Ministry of Health are the Directorate General of
Communicable Disease Cbn£rol ), the Directorate'General of Food and
‘Drugs -Contrbl"(FDC} and the National Institute of Health Research and
Development (NIHRD). The CDC carries out the implementation of vaccine
immuﬁization'programé, and the FDC is resgsponsible for the coﬁtrol of the
import' and  manufacture of vaccines. Bio Farma is a state-owned
enterprise which is solely: respoﬁsible ‘for the préduction of vaccines
under -the control of the Miniétry'of Health. NIHRD is the organization

that is responsible for virological research.

Improviﬁg -the-*quality and promoting of domestic production are
important ‘objectives for the pharmaceutical administration of Indonesia.
Mofeoverr”the'GMP_(Good*Manufacturing Practices: i.e. Standards relating
_ftd the fquélity “control and production of pharmaceuticals) that are

promoﬁed around-the‘wbtld, have been introduced pogitively “in  Indonesia.



The majority of the essential drugs and vaccines are produced by the
state-owned enterprise which aims to provide good guality and inexpensive

products to meet the requirement.

Since the middle of the 1970s, the health and medical development
budget of the Ministry of Health has tended to ingrease préportionately.
Countermeasures against infectious diseases .constitute a. major - item
accounting for the Ministry of Health's budget and this itenm also shows &

tendency to increase annually.

The Government has been implementing five-year . developmeht _plans
{REPELITA) since 1970 and it is_ now commencing the £ifth five-year '
development plan, REPELITA V for 1989 to. 1993, Amongst_:the ~main
objectives outlined in the health plan, the prevention and elimination Of
infectious diseases is high in priority, along with the improvement - of

community health services and the improvement of referral health services.

Over the period from 1970 to 1990, the World Health -Ordganization
(WH0) ~ is implementing the Expanded Program on Immanization {EPI). in
Indonesia, immunization is béing implemented with respect. to the s8ix
maijor infectious diseases of pértussis, diphtheria, .tetanué,
tuberculosis, polio and measles. The REPELITA IV program has met with
great success as far as increases in the immunization coverage 'were.
concerped and the objective was reached for 65% of the—pophlation with
respect to the abovementlioned diseases. The next objective of _the
government is to raise the immunization coverage from 653 to- 95%.
However, the immunization coverége for measles and polio, which use live
attenuated virus vaccines, is low (45% to 60%) in comparisoh-with-ﬁhe
other vaccines. The reasons for this are as followsi— '

(1) It is necessary to carry out immunization of the infant. within one.
year after its birth. (2) It is necessary to provide the means {called
the "cold chain"} for the storage and transportation of live vaccines.
{3) There is a dependency upon imports for those live attehugted virus
vaccines which cannot be produced domestically, and deli&ery and customs.
inconsistencies have tended to hinder the implementation of immunization
programs. For these reasons, domestic production'is necesgary to ensure

a consistent supply of vaccines and delivery without delays.
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In order ' to participate fully in ‘BEPI and to ensure & consistent

- supply of:vaccines, the Government of Indonesia submitted a request to
‘the quernment' of .Japan for technical rcooperatidn relating to the
integrated and mass production at low- cost of measles and polio vaccines

in Indonesia,

in response:. to this request, Japan International Cooperation Agency
(JICA) . dispatched a feasibility study survey team for the technical

cooperation to Indonesia in April, 1986.

Subsequentlf_in august, 1987, the Government of Indonesia requested
for Grant Aid for the construction of measles and polic vaccines

manufacturing and quality control facilities and animal housges.

In' response  to this request, JICA dispatched -a preliminary survey
team for the technical cooperation and Grant Aid in February, 1988, The
team confirmed the need for the technical cooperation for transfering the
fundamental technology of measles and polio live vaccine productidn, as

well as the need for Grant Aid for constructing the facilities.

In December 1988, JICA dispatched a -basic design survey team to
Indohesia.‘ The team members discussed with the government officials of
indonéSia and with Bio Farma (the executer of this project) on the
backérouhd, ‘purposes - and setup of this project and the scope of
cooperation - ete. The +team also investigated the existing 'relatéd
facilities, the construction site, the infrastructure, construction and
collected other relevant data; After returning to Japan,: the team
analyzed and studied the survey findings, designed the facilities,
selected the eguipment and materials and made a staffing plan. The team
then prepared a draft report of the basic design survey and presented the '

report in Indonesia in April 1989,

The purpose of this project is to construct the facilities which are
necessary-_for transfering the  fundamental technolegy for measles and
polio wvaccines prbductiOn.. Tﬁe Government of Indonesia requested "to
aomestically produce 7;506,000'doses of measles vaccine and 20,000,000

doses of polio vaccine (3 vaccinations/year) yearly for about 5,000,000
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babies and to raise the immunization coverage by -means - of ftheir
consistent supply and -timely vaccination.' This request  is therefore
considered to be appropriate in view of the. current - situation of

immunization programs in Indonesia.

although the prlmary aim of this project is to construct facilities
for the fundamental technology transfer, this fa0111ty will also be able
to produce the abovementioned gquantities of vaccines through its

operating method.

The following facilities are planned in this project:-

Building structure: Reinforced concrete

Number of storys: - 2 storys fplus a secondary third story)
Total floor area: 7,129 m2

Configuration:

1. production Section {Location: = 2nd story) 2,859 mz

Principal Rooms: Cell oc¢ulture . room, virus culﬁUre'”room,
pooling room, filling.rocm, blending Toom,
media preparation room, cold ioom* for
media, washing room, pure water préparation
room, packaging room, etc.

Principal Equipment: Laminar flow - cabinet, autoclave,
freeze-dryer, incubator,-- deep freezer,
filtration device, vial washlng machine,
washing machine, D.W.I. - -Production

equipment, labeling eguipment, ete. .

2. Quality Control Section (Location: = 1lst story) 1,553 mz_

Principal Rooms: Obhservation room, wvirus titration-“rqom,
cell culture test room, = neutralization
room, marker test room, 'sterility7'tést
room, pathological © testing £ oom,
immunological testing room, washing room,

etg.

- iy -



. Principal EBquipment: Laminar flow cabinet, bio-clean bench;
laboratory . bench, . fume hood,
~ bionmicroscope, incubator, autoclave,
freezer, etc.
-3 - Animal Houses.{Location: 1st story) 1,759 n?
- Principal Rooms: ) SpP chicken breeding room, seed chicken
' " 'breeding room, incubator room, cynomolgus
mobkey room, green monkey room, nephrectomy
room, washing room, house for test animal,
feed preparation room, etc,
Principél Equipment: SPF chicken cage, incubator monkey cage and
rack, autoclave, dissecting equipment set,

washing machihe, etc.

‘4. Machine Room and Auxiliary Pacilities

(Location:. 1st = 3rd story) 958 m2

_ This £acility will produce 1live attenuated vaccines by the cell
“culture method. It must therefore have an extremely clean environment
ahd.highly-advanced technologya' Furthermore, it must comply with GMP
'standards in order to obtain the Sabin stocks of polio vaccine from WHO.

All these stringent conditions must be satisfied.

in éddition, the cost of domestic production should be within a
reasonable range -compared - with “the currént import price (Government's
purchase price) of the ‘final products. The following basic policies were

made in.considseration of these conditions:-

a) Measles vaccine and polio vaccine should be produced in one
‘building in order to reduce the total floor area without

affecting the operation and functioning of the facility.

b} The working spaces with reépect to level of cleanliness should be

-oréanized rationally and economically.



¢) The generators and boilers should be saynchronized with those
which are currently in use in the existing facilities so as to

reduce the capacity of new machinery.

d) Indonesian building materials and machinery ‘should be used as
much as possible. However, Japanese materials. and  machinery
should be used for spaces with a high level of cleanliness (class

10,000 and abové). Experts on clean roon conastruction should

direct the building work.

e) The air-conditioning system should not only comply with GMp
standards, but should also be reliable and easy to operate and

maintain. Its running cost must be low.
£f) Some of the production machinery should be shared.

The facility is to be constructed in the grounds af Bio Farma, which
is located in Bandung. It will be situated in the north east corner of
the site, next to the existing infusion solution production facility.
There are presently 5 wells on the site and they supply all the waterx
required at Bio Farma. This facility will also utiiise ther.wells.
Discharged water is treated within Bio Farma. Commercial .power is used
only for 1lighting, while power generated by the private' serviée
generators is used for production purposes. Tne power réquired for this
facility is to be obtained from the existing generators, which will be
upgraded. The existing telephone switchboard is very 0ld and does. not .

have sufficient extension capacity., Therefore, it should be replaced.

In Indonesia, this project will be assigned to the_.following
persons:— The General Manager, whe will asgsume overall-responéibilities,
is ‘the Secretary General of the Minisiry of Health and the Operation
Manager, who will bhe responsible fox management'an&yadministration, ig
the Director General of Food and Drug Control of the same miniStry. The
President Director of Bio Farma is responsible for the implementation. of

this project and for the operation, maintenance -and management of the

facility after its completion.
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Bio Farma is a state-owned enterprise under the jurisdiction of the
Ministry of He&lth. It was established in Jakarta in 1890 for the
productioh of-smallpox virus vaccines, It was moved to Bandung in 1920
-and since=then_has been engaged in the production of serums and vaccines
and in clinical examipations. It's existing facilities has a total floor
area of 26,506 mz'on a site of 93,000 m2; Bio Farma currently has a
total staff of 435,

All of the vaccines that are produced in Indonesia are manufactured
by Bio Parma. ‘fhose which relate to EPI are for pertussis, tuberculosis,
tetanus and diphtheria.” In the casg of measles and polio, all of the

reqﬁirements are met by importing the vaccines. .

As the result of the fundamental technolégy transfer, this. project
has adopted the objéétive of establishing a complete saystem for the
production of measles and polio vaccines from raw materials.  However, in
order to proceed with the productign of the vaccines, it is necessary to
acguire a very.high level of biological technology and to also acquire
the technigues to operate the facility equipment. For this reason it has

been decided that the project should proceed in the following stages:-

1) 'Training -of Indonesian staff in Japan for the transfer of the
vacg¢ine production technologies should be in progress while the

facility ié being constructed.

2) After the trainees return to Indonesia upon the completion of the
facility, they will receive on-the-job training under the
.guidanCe. 6f the experts £from Japan and at the same time,
technoloéy transfer will be proﬁided by the experts to other
newly posted personnel. At this stage, it is necessary to also
acquire  the basic technologies concerning the breeding of BSPF
chickens, the collection of fertilized eggs, the breeding of
monkefé, the collection of kidney cells and their cultivation,

etc.,.

3) Perfdfmihg'the complete trial production of both vaccines from

raw materials.
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4) performing full-scale production of both vaccines from raw

materials,

5) Establishing complete production cycles for the production of

both vaccines from raw materials.

6) Comparative outdoor clinjcal tests will be carried out in’ two

stages, before and after the mass production of the vacecines.

the construction period for this fability is about 23.5 months. The
construction work is to be divided into 2 phases.. The measles vaccine
préduction section and the guality control section will be constructed in
Phase One while the polio vaccine production section and the animal

houses will be constructed in Phase TwG.

Of the total expenses reguired for this project, the pfoportion to be
borne by the Indonesian Goverament is estimated to'be 343 million Rupiah
{about 26 mwillion Yen). mMis will cover ground preparation;
infrastructure preparation, construction permits application expenses and

other expaenses.

When this facility is completed and the full-scale production of
vaccines is started, a total of 87 employees will be required €or the
facility operation. Technical cooperation is to be carried out in
parallel to train the currently-employed skilled workers for the

important positions in the operation of the facilities.

The production costs, after the establishment of the integrated mass
production system, are heavily influenced by the acquisition market
prices of raw materials. However, the estimated production costs are
considered reasonable in comparison with the 1988 prices .of imported

products, including labeling cost etc., as shown below.

1488
CIF and Calculated _
miscellaneous prices __production price

Measles 230 Rp/dose 261 Rp/dose

polio 125 Rp/dose 39 Rp/dose
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The : success of the technologyftfansfér and the establishment of a
complete system-foi'the productién'of measles and polio vaccines, will
'enspre a consistent and timely supply of vaccines, This will make an
extgemely'impor&ant.coﬁttibution towards the heaith and medical policy
'bbjéctives of Indonesia. Furthermore, there is currently a 'worldwide

trend for the increase of vaccine production,

The design and provision of a building for measles and polio vaccine
production'and the provision of related equipment for this facility is
considered to be an appropriate project under the Grant Aid program of

the Japanese Government.

Finally, in:'order to Ffurther increase the effectiveness of this
project, we would like to make the following recommendations to the

related organizations representing both Governments: -

l). The facilities are to be constructed and operated along the lines
of an economic entity, -even though it is technically a
state-owned enterprise. Therefore, its business operation must
be sound. - This requires 1) production management technology for
plant oéeration, 2) faciltity maintenance and management
technology, 3) GMP technolegy and 4) training etc. Therefore, it
is necessa:y to make studies and consideration not only for the
guidaﬁce énﬁ. transfer of production technology, but alse for

staff training, planning and budgetary aspects.

2) The £inal goal .of this project is the establishment of the
integrated mass production system for the two vaccines. But the
project should be paralleied by the improvement of the cold chain
sy$tem, improved training and staff planning for the Ministry of

Health.

3) when the full-scale production of the two vaccines is started,
the operation of the facility should be financially viable since
the income generated by the vaccine production can cover the
production cdsts. waevér, unt%l then, the project should have

sufficient funds allocated to cover its total operation costs

- iX -



{including. personnel expenses, -cost - of consumable supplies,
maintenance and management expenses, cost of energy consumption, .

materials cost and other related costs}.
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CHAPTER ) INTRODUCTION -

- The Repﬁbliciof Indonesia has many demographic. problems, such as the
large population,  the high rate of population increase, the uneven
distribution of population and the unbalanced structure of the
-population. There are many problems concerning public health, such as
the hi§h1infant mor tality rate.

Infectious diseasas account for a significant proportion .of the
causes of death'in Iﬁdonesia as well as in other developing countries,
Manyfof_thése infectious diseases can be prevented by immunization. The
IndoﬂeSiénJ Government has  provided immunization against six diseases
{diphtheria;-pertussis, tetanus, tuberculosis, measles, polio) since 1976
in compliance with WIO's @Expanded program on Immunization (EPI}.
Vaccines o£3measles and polio are not vet domestically producéd-pa:tly
because  ‘of  the .technological problems involved  in  producing live
attenuated vaccines of low tokicity. The immunization coverage of these
two vaccines is very low in comparison with the other vaccines because of
the diffidulty in the handling of live attenuated vaccines (freezing for
.storage, time limit of immunization etec.).  Both véccines are currently
pufcﬁaSed from foreign enterprises selected by ~international bidding
thrbugh UNléEF:(The_funds are provided by UNICEF and other foreign aid
programs).  However, immunization plans are sometimes hindered by
problems of delivery period and customs clearance. Indonesia is faced
with a need for domestic produétion because WHO's EPI has increased the

global demands for both vaccines and their current supply is limited.

Because of this, the Indonesian Government has made a request to the
Japanese Government for “the technical cooperation for integrated mass
'PrOdQction of a large amount of measles and'polio vaccines at low cost in
Indonesia. - They are necessary for executing a systematic immunization

program for the population of 170 million."

In 'resppnse, the Japanese Goverpment decided to dispatch a
Prelimiﬁéry:survey team for : the above project. The Japan- International
'Coopération'hgency'(JICA)_dispatched the "Contact mission of Republic of
Indonesia Vaccine Project® from April 8 to April 15, 1986. The leader of
the team was FExecutive  Director Dr. Isao Yoshioka of the Japan

Poliomyelitis Research Institute (JPRI). ‘The mission investigated the



possibility and the range of technical cooperatibn for the;production of

the measles and polio vaccines and had a discugsion with the Indqnesian'

Government's personnel concerned in order to confirm their intentions and

requirements.,

Subsequently, the Indonesian Government again requeésted for téchhical
cooperation regarding the measles and polio vaccines in 1987, Tﬁisﬂtime,
in addition to the abovementioned technical cooperation, they “also
requested for the construction of 4 independent bhildings; These include
a building for the production and quality control of the measles vaccine
(2,000 n%), an animal house for the measles vaccine {250 3m2), a
building for the production ‘and quality control of the polio vaccine

. - 2,
{2,000 mz) and an animal house for the polio vaccine {450 m™).

In response to this request, JICA dispatched a. preliminary sﬁ:véy
team of "Fundamental Technology Transfer for Live Attenuated Measles and
Polio Vaccines" from February 29 to March 9, " 1988, “headed ' by ‘the
Chéirman, Board of Directors, Dr. Konosuke Fukai of  the Research
Foundation for Microbial Diseases of Osaka University (BIKEN). As a
result, it was confirmed that in addition to techhical_cdoperatidn,'Gxaﬁt

Ald for facilities would also be necessary.

In order to make a more complete study, JICA dispatched a basic
design sur#ey team concerned with the "Construction of Measles and Polio
vaccines Production Facilities”, headed by Dr, Fukai from December 1 to

December 20, 1988.

The basic design survey team confirmed the background, content . and
implicétions of the reguest throuwgh meetings with - the Indonesian
organizations concerned. It also conducted a study and a field survey-of
the  current facilities, production activities, personnel  resourges,
financial conditions and the future prospect of Bio Farma, which is to be

the user of the proposed facilities (vaccine manufacturer).

Upon their return to Japan, the basic design survey team ptepatédsé
final draft report after analyzing and studying the discussions and

confirmations made in_Indonesia as well as the materials aﬁd.information
collected there.

-2 -



The team then submitted and explained the final draft report to the
:Indonesién deetnmént's_personnel concerned from 16 to-22 April, 1989.

Both partiés héd'a sériés of diécussions and agieed to the contents of
the report in principle. The Minutes of Discussions were exchanged on

April 20, 1989,

The member 1list of the survey team, the 'schedule of the field
investigaéion, the minutes and other materials are appended at the end of

this report.
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CHAPTER 2 BACKGROUND OF THE PROJECT
2-1 Current Status of Health Care in Indonesia
2=1-1 Heaith-and Population Indices, Main Health Problems

:Indonesia.has the fifth largest population in the world after China,
India, .the U.5.5.R. and the U.S.A. The size of the country measures
about.S,OOO_km'eastawesE, and about 1,750 km north-south. The country -is
made up of gsome 13,700 islands but only about 6,000 of these ate
iﬁhabited!'with most of the population living on the five major islands

and 30 lesser islands.

This huge population (approximately 164 million in- 1985) and the high
rate of population increase (2,1%) have resulted in problems such as the

uneven distribution of population and the non-uniform age pyramid.
(1) Population Increase and Configuration

The rate of populaticn increase was 2.3% in the 1970s and 2.1%.in
the middle of the 1980s. 1In 1985, the population was 164 million and
iﬁéreasing at the rate ¢of 3.5 million per year. According to a
census conducted in 1985,-there were approximately 4.9 million births
{one every 6 seconds), and 1.5 million deaths (one every 21
seconds). Of the number of deaths, that of children (age under 4)
comprise more than 40% of the total. It is estimated that in the
yeér 2000, the population will have grown by more than 52 million

since 1985 to reach a total of approximately 216 million people.

 The proportion of the population which is under four years old
was 13.1% in 1985 but in the year 2000, this will have decreased to
less than 11% eveh-théugh it is expected to have risen in absolute

figures,



in the population pyramid, the numbers between'the_ages”of'SVQnd _
9 is greater than the numbers aged under four. The pfoportion “of
children is decreasing while the proportion of women of chfldbeariné_
age (15 to 49) is increasing. In 1980, women of childbearing _ag-zz=
constituted 24.5% of the tdtal.pbpulation but this figure'ié'exPected
toe reach 27% by the year 2000, These statistics indicate the

importance of family'planning;



Table 2-1 Population 1980 and 1985, Average Annnal Growth
Rates 1970-85, Population Density and Projected
Growth from 1985 to 1990 by Region and Province

Projected

. : Population total
Poputation density growth
. 1980 1985 197180 ' 1980-85 1980 1385 1985-1990
province/Region (mil.) {mil.) {3} (%) {per km” ) {3)
DI Aceh 2.61 2,97 2.93 2,62 47 54 13.2
North Sumatra 8.35 9.42 2.60 2.42 118 133 12,1
West Sﬁmatra 3.41 3.70 2,21 1,65 68 74 8.0
Riay 2.16 2.5% 3.1 3.28 23 27 15.9
Jambi 1.45 1,74 4.07 3.83 32 39 20.0
gouth Sumatra 463 5.7 1.32 3.01 ™ 52 15.4
Bengkulu 0.77 0.94 4.39 4.19 16 45 22.2
Lampung 4.62 5.91 5.77 5.01 139 - 177 27.0
SUMATRA 28.00 32,60 3,32 3.08 59 69 _
pKI Jakarta 6.48 7.89 3.93 3.93 11,023 13,365 20.6
West Jawa 27.45 30.83 2.66 2.35 593 666 11.7
Central Jawa 25.37 26,94 1.64 1.21 742 788 5.6
DI Yogyakarta 2.75 2.93 1.10 1.27 868 925 6.0
East Jawa 29.17 21,26 1.49 1.38 509 652 6.5
JAVA 91.22 99.85 2,02 1.81 630 755 -
Bali - 2.47° 2.65 1.59 1.42 144 416 5.7
West Nusa Tenggara . 2.712 2.99 '2.36 1,91 135 148 9.3
East Nusa Tenggara 2,74 3.06 1.95 2.26 57 64 11.3
Bast Timor - 0.63 - 2.58 37 42 13.0
NUSA TENGGARA 7.93 9.34 2,01 1.92 9% 106 -
Weet Kalimantan 2.43 2.82 2.31 2.55 17 19 12.8
Central Kalimantan - 0,95 .12 3.43 3.21 6 7 16.5
South Kalimantan 2.06 2.27. 2.16 1.94 55 60 9.5
Fast Kalimantan 1.21 1.51 5.73 4,41 6 7 23.5
KALIMANTAN £.71 7.72 2.96 2.81 12 14 -
Horth Sulawasi 2.12 2.3 2.31 1.80 m 122 8.8
Central Sulawesi 1.28 1.51 3.86 3.22 18 22 16.6
South Sulawesi 6.06 6.51 1.74 1.74 83 91 8.5
Southeast Sulawesi 0,94 1,12 3.09 3.51 34 40 18,2
SULAWEST 10,40 11.55 2.22 2,11 55 61 <
Haluku 1.41 1.61 2.88 2.56 19 22 11,4
Irian Jaya 1.17 1,37 2,67 3.15 3 3 15,2
MALUKY & IRIAN 2.58 2,98 2.79 3.17 5 6 -
IHBONESIA 147.49 164,05 2.32 2.15 77 85 10.9

Source: €BS, Ulasan Singkat Hasil Survel Penduduk Antar Sensusg 1985, Seri SURAS No. 4,

- January 1987,

Projected population from 5.G. Masle Mamas, Proyeksi Penduduk Indonesia
1985--2005, CBS, n.d.




mable 2-2 Indonesian population Estimates
(19831988} o

(units: mnillion population)

Year population
1983 158.1
1984 161.1
1985 | 165.2
1986 168.7
1987 - 172.2
1988 _ 175.6

mable 2-3 Population Structure by Age .
{1983-1988) :

{units; wmillion popdlation)

Ratio of Increase

population structure 1983 1988
{age) population{%) population{%) {over 5 years)
0 -4 53.1 {14.5) 24.3  (13.8) 5.2
5.9 20.8  (13.1) 22.4  (12.7) 2.7
10 - 14 18.7  (11.8) 20.5 (1L.7) 9.6
15 - 19 16.6  {10.5) 18.4  (10.5) 10.8
20 - 24 24,7 (9.3) 163 (9.3) 10.9
25 - 29 12.7  (8.0) 14.4  (8.2) 13.4
30 ~ 51.5  (32.7) 59.3  (33.8) 15,1
TOTAL 158.1 {(100) 175.6 (100) 11.1

{2) Infant Mortality

According to the 1985 Inter—~Census Population Suivey, the'infaﬁt'
mortality rate of Indonesia was 71 per 1000 live births. Thisg figﬁke
was 65% five years ago, and has dropped by 50% since 1971.'-fhis.big
reduction in the infant mortality rate is the result of the proviSion

of the social base (through immunization, improved water supply and



ﬂ;ainage,5-énd:‘?rogresg. with the eradication of mosquitos) and
_although the differences between the urban and rural areas are still
__laréée they are g¢radually being reduced to the extent that some

effect can Finally beé seen.

Sudhgghénbmena are not limited to Indonesia alene, but can be
~said to be common for many parts of Asia. Nevertheless, they have
‘heen particularly.prbnounqed in the case of iIndonesia although the
fiqures are still poor compared to the other ASEAN countries. While
the infant wortality rate for Indonesia since 1965 has been
approximately twice those for the philippines and Malaysia, the rate
of reduction in the infant mortality from 1980 to 1985 has been
‘higher than those for both of these countries, and so the mortality
is expected to drop below that of the Philippines and Malaysia in the

future.

In _the‘ first half of the 1980s, there were approximately 5
million births per year, with approximately 370,000 infant deaths
before one vear of age. The fact thab the ratio of infant mortality
:ep:esents_approximately 27% 6f_the tbtal nurmber of deaths greatly
affects the figuré fbr the Indonesian average life expectancy. In
1985, the average life expectancy for men was 57.9 years, and that
women was 61.5 years. These figures represented increases of more

_than 13 years for men and 7 years for women since 1960.

Table 2~4 Infant Mortality Rates in Indonesia. 1971-1985
“(per 1000 live births}$

_ . Reference

Data Source date Urban Rural Total
1971 Census 1968/69 104 137 132
1980 Census _ 1977/68 88 112 112
1985 Inter~Censal Survey  1982/83 57 74 7

#'éés;' Proyeksi penduduk Indonesia 1985-2005, p. 26.



Table 2-5 Infant Mortality Rates and Reduction Rates
in Selected Asian Countries, 1965fl985

ARRY ARR

1965 1986 ~ 1985. . 1965-80 1980-85
indonesia 138 112 7L Y -8,7
philippines 72 55 48 1.8 L .2.7
Malaysia 55 31 28 ~3.8 - =2.0
Thailand 88 55 43 ~3.1 ~4,8
Singapore 26 12 9 -5.90 ~-5.6
Bangladesh 153 136 123 - ~0.8 ~2.0
Bur ma 122 10). 66 ~1.3 -8.2
China 99 7 35 - =1.6 ~13.2
India 151 123 . 29 ' -1.4 " =6.3
Nepal 184 150 133 -l.4 ~2.4
pakistan 149 126 115 ~1.1 ~1.8
Ssri Lanka 63 44 36 -2.4 . =3.9

* ARR = Average Annual Reduction rate, in pé: cent,

Source: World Bank, World Development report, 1982, 1983, "1987. The
1980 and 1985 rates for Indonesia are taken from Table 3.1 above.,

(2} Causes of Infant Death

Despite the fact that infants under the age of one account fbr
approximately 2.5% of the entire pbpulation,'their mortality rate is
approximately 27% of the total mortality Ffor all age groups, as shown
in Fig 2-2. The causes of infant death are shown in Tables 2-6, 2-7
and these four major causes account for about 67% of infant deaths.
Approximately 28% are due to immunizable diseases such;as, tetanus.
measles, diphtheria and pertussis.  AnOther 20% is due to the
handling at time of delivery, and a further 4% is due to congenital
abnormalities. Many of the deaths at the time of delivérY and
congenital abnormalities are the result of_malnuﬁritioﬁ-of the mother
during pregnancy and the lack of proper facilities fér.childbirth-
Tetanus accounts for 1%% of all infant deaths and thesé deaths;are
concentrated in the first month after birth,.éhich is also the period
after c¢hildbirth accounting for 39% of all infant._.de#EhS-
Fractically all of these infant deaths due to tetanus are the result

of the handling receiVed_during and after delivery.

- 10 -



fhe wortality rate in the first month of birth 'is 28%. Diarrhoea
accounts for approximately 24% of all inﬁént deéths petween the ages
of one.and 1l months and. respiratory infection for approximately
22%;'-.Afﬁét='this, come the _imm@nizable diseases such as tetanus,
neasles, diphthegig ahd'pertussis'whi¢h account for 20% of all deaths
‘of this age group. Of these, tetanus accounts for 6.7% and measles
acoﬁhts-fqr 12%;  When considering that measles brings on secondary
diseaééé sdch:és pnéumoﬁia and acute féspiratory infection, it can be
éaid-that 6G$ to ‘710% of the deaths of children in this age group can

be prevented by vaccination.

- 11 ~



pable 2-6 Selected Causes of Neonatal and Post-Neonatal Hortality,
1980 and 1986

) neonatal Deaths . Pos t-neonatal Deaths
Ccauses of Mortality 1980 1986 _ 1880 .. a9
{direct cause) {under 1ying cause) {dicect cause) {underlying causa)
% Rate* 3 Rate % Rate L . Rate
o 8.8 349.1 2.3 -.62.9 32.3 1,939.7 . 24,3 -1,086.5
ié:::lrezpiratory infections 10.8 426.7 2.3 62.9 30.3  1,823.3 2.7 ._943.3
Tetanus 43.1 1,706.9 39.5 1,094:.2 4.5 - 271.8 ‘ 6.6 289.3
Perinatal causes 2.5 892.3 42.3 1,169.7 _ i - 2-9_ 125.8
Measles, diphtheria, pertussis -- - 1.4 37.7 ~ 1.9 116.4 S13.3 578,5
Congenital abnormalilies 2.9 7.6 6.4 176.1 1.3 7.6 2.9 125.8
Hervous system disorders 2.0 77.6 - - 11,0 659,5 . 9.2 402.5
anaemia, malnutrition, e - - — 0.6 A%.9 1.7 T5.5
avitaminosis : :
all others/undetermined 12.8% 504.4 5.9 163.6 29,0 1,743.6 26,96 1,157.0
causes . )

Aall causes 100.0 3,957.0 100.0 2,767.1 100.0 6,003.0 00,0  4,351.7

* per 100,000 live births.

Spurce: Ratna L. Budiarso, "Pola Kematian Bayi Pada Sruvai Kesehatan rumah Tangga 1985/1986,% p.9.

Pable 2-7 Distribution of Infant Death (under age 1)
by Underlying Cause, 1980

Rate per Est. No. of
causes of Mortality g of infant 10,000 infant deaths
live births 1985+
Tetanus 19.3 1,383.5 71,400
Perinatal causes 18.4 1,320.6 " 68,100
Diarrhoea 15.6 1,119.4 57,700
ART {including bronchitis 14.4 1,031.3 53,300
and asthma) . : :
Measles 7.5 540.8 . 27,800
Nervous system disorders 5.6 402.5 20,700
Congenital disorders 4.2 301.8 15,500
Diphtheria, pertussis 1.0 75.5 3,700
Anaemia, malnutrition 1.0 75.5 "~ 3,700
Other and undetermined causes 13.0 : 9340.7 48,100
All causes 100.0 7,181.6 370,000

* gSee footnote to Table 3.3 above.

Source: Prosiding Seminar Survai Kesehatan Rumah Tangga 1986, p. 16l, and
Retna L. Budiarso, "Pola Penyakit Penyebab Kematian Bayi; Survai
Kesehatan Rumah Tangga 1985/86," paper presented at the Seminar
on Child Survival and Development, Jakarta, 29-30 June 1987..
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(4) Child Mortality

Last year, the child mortality (one to four years old) was 16% of
there were 181,000 deaths.
The breakdown of the candes . showed the same pattern as that for

that for the total populatlon.

infant -deaths.,  In addltlon

- In 1985,

to dlarrhoea,

measles, ~ diphtheria,

pertussis and tetanus, there were also diseases such as pneumonla and

acute resplratory diseases brought on by measles.

This means that

approximately 64% of these deaths can be prevented by vaccines. 1In
-addition to these causes, malaria is alsco prominent for this age

group.

Table 2-8 Major Underlylng Causes of Death Amgng Chlldren Aged 1-4, 1986

. _ . : Cumula=-
Rate per ?er_cent_ tive Est. no.
Causes of Death 100,000 child  per of deaths

children deaths cent 1985
Diarrhoea 278.4  26.4 26.4 47,800
Measles, diphtheria, pertussis 291.5' 27.6 54.0 50,000
ARI {acute respiratory infections) 88.4 8.4 _62.4 15,200
Malaria 55.7 5.3 67.7 9,600
Accidents, injuries. 52.4 5.0 72.7 3,000
Nervous_system:disotdérs 49,1 4.7 774 8,500
Anaemia, malnutrition, avitaminosis 26.2 2.5 79.9 4,500
Bronchitis, asthma 26.2 2.5 82.4 4,500
Tetanus - 16.4 1.6 84.0 2,900
All others - ©170.5  16.0  100.0 29,000
All causes/undetermined 1,054.8 100.0 - 181,000

- 15 -



(5) Morbidity

When these figures are compared to those for'the'tqtai population

lapproximately 13%), there is a high ratio of infant and child

morbidity (more than 26% of the total for mo;bidiﬁy);'__

For infants, acute respiratory infection, -diarchoea and skin.
diseases account for approximately 70%, and if the figures for
children {1 - 4 years of ége) are added, then the_number'of.maiaria

and nervous system disorder increases. A high proportion of these

are immunizable diseases, and the implementatiocn of immunization can

be expected to lower the morbidity.

60%

50% _
Population

40% | M Morbidity
30% |
20%

10% 4

0% |

5-14 yr.
Age group

Source: concluded from Prosiding pp.72 & 150,

Fig. 2-3 Percentage Distribution of Population and
Morbidity by Age Group, 1986 '
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_ Table 2-9 Age-Specific Morbidity Rates, 1980 and 1986

oo T et
1 15.8 16.3
1~ 4 19.4 18.1
514 7.2 5.7
15-54 9.9 6.1
55+ - 25.2 15.1

'Ail-ages 11.5 8.3

*_Pér 100 personé in the age group.
(Household Health Survey)

Table 2-10 Major Causes of Infant and Toddler Morbidity, 1986

Under 1 1-4
Cause

Rate* L Cum % Rate*_ % Cum %
ART 70.2 42 .4 2.4 . 73.8 40.6 40.6
Diarrhoea 25.0° 15.1 57.5 20.6 131.4 52.0
8kin infections 20,1 12.2 69.7 26.3 14.5 66.5
Bronchitis, asthma, other - 13.3 8.0 77.7 12.9 7.1 73.6

respiratory infectionS' o : _

NerVQus system disorders . 7.5 4.5 82.2 1:.5 6.3 79.9
Tuberculosis, diphtheria. 6.8 - 4.2 88.0 5.4 3.0 87.3
: pé:tussis, measles
Malaria 2.6 1.6  83.8 7.9 4.4 84.3
Other infections 15.5 9.4 97.4 18.4 10.2 97.5
AlL causes - 18l.5 100.0 ——

165.7 i00.0

* Per thousand persons in the age ‘group.
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{6) Nutrition

The majority of children under the age of five suffer from
malnutrition and the proportion of children whose standard weight is

less than 70% 1s 12.8%.

pable 2-11 Nutritional Status of Under-fives
{weight for age), * 1986 =

Adequately Undernour ished
nou;é:hEd Mild Moder ate © Severe
70~79% 60-69% 60%
INDONESIA 47.1 40.0 11.1 1.7
Rural 44.3 41.5 12.2 2.0
Urban 56.7 35.1 7.4 0.9
Male 50.4 38,0 10.0
Female 43.8 42,0 12.3 1.8
* Harvard Standard
100
90 . o
80 - 8 wWell-nourished
70 B wmila mainutrg
{% 60 Mod. 'malnutr'..
% 50 ' . B Severe malnutr.
0
3 40 A - =
2 =
30
20
10 e
\ N
0 N
0-2 3-5 6-8 9-11 12~ 24— 36— 48-
23 35 47 59

Age in months

¥

Fig. 2-4 Nutritional Status by Level and Age Group, 1987
Urban + Rural
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\2#1n2”Current Status of Health Care Services

~The .major medical -treatment services .are provided by hospitals,
-elinics, health centers {HC) ("PUSKESMAS") and sub-centers (two to five
per heaith center). The hospitals and clinics are under the jurisdiction
of tﬁe.ﬁirectorate:General'of Medical Care, Ministry of Health, and the
health ~ centers are the‘-resp0nsibility of the Directorate General of

Community Care, Ministry of Health.
(1) Hospitals -

The proviéion of hospital and other medical treatment facilitiés
suffer badly from thé disadvantageous geographical .conditions
produced by the many islands dispersed over:a wide area, -as well as
the socio-~economic environmént as reflected -in the insufficiency of
the budget for health, and insufficiency of medical staff and

equipment.,

The hospitals can be broadly classified into public and private
hospitals. The public hospitals can be further subdivided into 1)
national ' hospitals (those run by the Ministry of Health and
"autonomous hospitals under. the jurisdiction of the Ministry for the
Interior), 2) wmilitary hospitals and 3) public hospitals that are not
run by the Ministry of Health. The private hospitals consist of 1)
corporate hospitals ‘run by social insurance corporations, and 2)

hospitals established by religious groups.

Of the national héspitals, 15 are under the jurisdiction of the
Ministry of Health, while 1the' others are state, provinciél or
-:Municipal hospitals under - the :jurisdiction of the Ministry of the
“Intérnal Affairs. :Public hospitals established by bodies other than
the Ministry of Health "include hospitals established by the Ministry
of Transportaﬁion, the Ministry of Posts and Telecommunications and

the Ministry of Agriculture.

By decree of the Minister for Health, the National hospitals are
.'divided~-iﬁto gseveral classes according to the content of their
services,_the-number and level of staff, and the system of referral,
etc. These factbis are combined to produce the four classes of A, B,

C and D.

,'19 -



(2)

The definition of an A-class hospital is that the number of beds
should be 1,000 or more, that all expert medical departments are
represented, and that each of these specialist medlcal departments
have expert medical staff in attendance. Moreover, Ehe A~ - and
B-class hospxtals are also used as educational hospitals by ‘the
Faculty of Medicine at the Naonnal University. Hospitals of C—class
or higher are those which have departments of (1) Surgery, - (2)

Internal Medicine, (3) Obstetrics and gynecology, and (4) Pediatrics.

The hospitals that are currently designated as BA-class hospitals
are the two hospitals of Dr. Cipto Mangunkusumo Hospital {in. Jakarta)
and the Dr., Soestomo Hospital.(in surabaya) . Moreover, there are 15
B-class hospitals, 78 C-class hospitals and 222 D-class hospitals.
in addlt1on to these, there are also E-class hospitals that only have
one department. Under these hospitals are the health centers (HC)

and the sub-centers that take on the role of primary health care,

Health Centers ({"PUSKESMAS") and Integrated Health Service Posts
("POSYANDU"}

The health centers (HC)} are known as "PUSKESMAS"  and provide
health services to the low-income segment of -the population residing
mainly in agricultural villagez and cities. For this reason, the

government is making efforts to increase their number.

The sub-centers are medical treatment facilities smaller thén'thé
health centers and in 1980, there were 4,753 health centers and 8,
342 sub-centers. However in 1988, the numbers had risen fo 5,500 and
12,000 respectively so that in each sub-region ("kecamatan“) there
was at least one health center and several sub-Genters. This meant
that there was a network with one health center for each 31,000
population, and 1 sub-center for each 14,500 population. |

Nevertheless, the areas that the health centefé can cover are
small because of the relatively undevéloped fransportation sysﬁem
particularly for the agricultural areas. In order .to proﬁide
adequate coverage for remote areas, mobile HC on trucks. and boats

have been in use since 1976/1977.
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The work Of the health centers include:- 1) medical treatment, 2)
child and maternal héalﬁh care, and fémily'planniﬁg, 3) prevention of

' cbmhunicable diseaszes, 4) improvement of environmental hygiene, 5)
health education, 6) public health rnursing, 7) making records and
report$,'8) imgrbvement of nutrition, 9) health education in school,
10) improv_emen't;_ of dental hygiene, 11) promoting mental health and

- 12) examination.

'At 'the end__ user level, there are the Integrated Service Posts
("PGSYA:NDU"j‘_tha't_ are operated and managed by the residents of the
villages, _Each viliage has"- one such post responsible for (1)
preventive iﬁpéula'tion,- (2) miother and child health, 93) improving
autrition, (4) :family planning, {5) taking measures with respect to

diarrhoea, and so on.

) Howe'velf, to-date it is still not possible for all of the POSYANDU
to complet{eiy"perform all Qf- those tasks mentioned above. For the
time being, th'éKaim is to perform a minimum of two of the tasks
designated..' From the progress that has been made to-date, the
improvement of nutrition and the spread of family planning practises

are the two most common tasks that have been achieved.

" In 1988, there were more than 200,000 POSYANDU in more than
60,000 vil.la'ges"whic‘h. means that there is one per 170 infants {of
under age 4) but -as shown in Fig. 2-5 and Table 2-12, there are very
large. regiénal variations  (with the distance to the nearest POSYANDU
being from 2 to 'is'kilometers) and the immediate cobjective is to have

one POS_YANDU for each 100 infants.

'Ihe'ox:'gani'zat'ion:-:an'd daily activities of the POSYANDU are the
responsibility of the community and their success or failure is
dependent  upon the physical support and staff skills that the
regional HC can provide. The doctors at the HC and the POSYANDU
under their cha;rge ﬁerform_ the tfaining of the administrators, the
scheduling of the inoculators, midwives and other persons, the
O_rder-ing and distribution of medical equipment and vitamihs, etc. as
Qéll- as . other duties. In 1984, there were 17 POSYANDU for each
health center but after this, they became more widespread thereby

resulting in an average of 25 in 1987. However, this rapid spread of
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" Table 2-12 -Average Aréa Served per Integratéd Health Post

and. Child Population Density, 1987

Service area Under~£ives Present no.
_(kmzi'pef post per kﬁz of POSYANDU
DI Aceh 47 8 1,186
North Sumatra 12 21, 5,748
‘West Sumatra . 12 11 4,000
Riau 71 - 4 1,330
Jambni 51 6 874
South Sumatra 34 | 8 3,082
Be_ngkulu_ 25 7 - 834
Lampung 7 30 4,513
DKI Jakarta 1 1,794 5,100
West Java - 2. 97 22,200
Central: Java 1 98 26,550
pT Yogyakarta 1 89 4,826
past Java 2 75 28,443
Bali 1 51 3,851
West Nusa 'Tér_xggara 8 25 2,607
 'East Nusa Ténggara 26 10 1,870
Rast Timor f' 25 7 592
West Kalimantan 139 3 1,058
Central Kalimantan 167 1 914
South kalimantan 30 8 1,246
East Kalimantan 187 1 1,082
North Sulawesi 8 15 2,430
Central: Sulawesi FAR 3 986 -
South Sulawesi 13 12 5,678
Southeast Sulawesi 25 7 1,110
Maluku 79 948
Irian Jaya 580 1 728
INDONESIA 14 12 133,786
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{(3)

the POSYANDU only served to highlight the insufficiencies of t;he
current staffing and the inadequacy of transportation facilities for
the fic. PFurthermore it also increases the personnel, administrative

and operational responsibilities of the current medical staff.

Medical Staff

The number of staff (includiﬁg the medical staff, administrative
staff and others) associated with the Ministry'of Health was-91,250
in 1980 and of this number, 36% wére engaged with the central
administration, 63% were engaged with regional government and the

remaining 1% involved with other sections.

Nevertheless, there is still a serious shortage of_medical staff
and the government is proceeding further_with_its éfforts to train
more medical staff. There are 14 national universities and .13
private universities for training doctors and each year, they produce
1,500 doctors. These newly gradhated -doctors are required to
practise for three to five years at the HC as general practitioners
after they have finished their 6-year medical coursa. ‘The training
of gpecialist doctors is through post graduate courses' and so
although the HC are staffed to 80% sufficiency with dodtors, there

continues to be a shortage of specialist doctors.

There are 225 nursing sghools and these are_divided.into_SPK that
provide 3-year training courses for those with up to Jjunior high
school education, and academies that provide 3~year training courses
for those who have finished high school. Each year, a total of 6,000

nurses graduate from these courses.
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- Table 2-13 . Plan for Increasing Medical Personnel

{Units: persons)

- Category of Medical Personnel REPELITA Til REPELITA IV
1. “'Specialist doctors - 2,733 3,424
2. General practitioners : 7,529 ' 13,614
3. Dentists : 1,292 ' 1,773
4. Other medical technicians .~ 1,219 5,283
5. Sowial-medical center workers . 44,651 76,238
§. Treatment personnel 12,011 38,461
7T, ‘Treatment assistants o 29,433 50, 461
8. Office workers : o 63,221 94,643

Total D 162,129 283, 897

- In 1987, there were 4,486 pharmacists and of this number, 2,197
worked in pharmacies, 512 worked in pharmaceutical plants, 97 were in
_pharmacéutical wholesaling and 206 were engaged at hospitals. The
work of pharmacists_is supported by assistants at the pharmacies and
éome hospitals but many hospitals employ assistants only, and not

gualified pharmacists.
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2-1-3 System and Organization for Communicable Diseases Céntrol

(1) central Government Level

{2)

The central government organization is = represented . by the
Ministry'of Health, as shown in fig., 2-6. ‘the sections concerning
communicable diseases are the Dirdctorate General of Communicable
Disease Control (CIC), the Directorate General of Food and 'D:ugs
(FAD) and the National Institute of Health Reséarch and - Department

{NIHRD) .

The organization for the immunization program is as.foilowsz the
cpC is responsible for a) formation of a Vaccine immunization
program, b) ordering production 6f vaccines and <¢c). domestic
transportation of vaccines, ‘he FAD is responsible for the ihport
and production of vaccines at the phblic pharmaceutical manufacturiﬁg
company Bio Farma, which is under the jurisdiction of FAD, while the

NIHRD is concerned with research on viruses.

Regional Level

At the regional level, the administrative -organizations for
countermeasures with respect to communicable diseases, are generally
under the regional health administration bodies. Health
administration in the regional areas is carried out, as shown in Fig.
2~7, by a dual system comprising the general regional administration
organizations under the Ministry of the Internal Affairs and the
regicnal administration orgahizations under the Ministry of Health.
In addition to countermeasures against ommmunicable digeases, the
establishment and monitoring of family planning programs is directly
administered from the Ministry of Health and the implementation of
these plans is undertaken bj the general administrative'orgénizations

under the Ministry of the Internal Affairs.

At the level of the 27 provinces, there are the Heaith Offices of
the Ministry of the Internal Affairs and the representative offices
(known as "kanwil") of the Ministry of Health. However, the

pergonnel in charge of these offices are dispatched from the Ministry
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of Health and they serve these two gdsitigns concukrently. The
offices in,charge'of;héélth {known as "kanded_bupati") come next, at
the level of the Ministry of Health in the 304 iegendies. Below that
are the heaith centets'(known as "PUSKESMAS") at the level of the
5,353 dishriﬁts. - These HC have a central role in undertaking
COuntexmeasurés aéainét communicable diéeases at the end-user level
of the’ system. Théy are ghort-staffed but nevertheless have dgeneral
practitionérs, -nu_r_ses, -midwives; a_ssi.stants and other téchnical
staff. Immonization plans are formulated at these HC. ‘The procedure
for implementation of immunization consists of gathering the
residents at the POSYA&DU after which inoculation is then performed
by the staff of the HC.who have gone there just for that purpose.
This means that the residents to be inoculated have to be notified
and theii nunber s indicated to the HC beforehand, so that there is_nb

" wastage of the vaccines.

- 37 -



DAITAIRE L7070 304w
3o anrzoleiTq

AL ST EE T
FALITIZRL qyiseH

* FITIGIDASTT

WATTHH Loy i

F4TI0HBITC

aFIOTOATY

{Buiusway; 9 1Preusny

TR Trauag

- #eacsaelvy

sTratdecy -

TUIsULs mTIEASHITE
iy FO INTIFRIDNG

T pdeey
{1rEa0ds 7 aawaad)

Tedsund 01RI0NSVITY

3 JO. AN 2Ea2305 [T

. ————

[——— e

9IRICRIBITG vOTT
“WATURS Dur AUSTOAK

0ADYAF G SUTTULINAD
pug LBoToatumprdi
30 MIRICIDRELY

YOI ABTMTEEIL DS ITE
YIFA KOOROUTE
IO mRINSRATY

PIOCIDRIYE ARYEEHTY
HIOQIAD A

Rimy TR 30
TeIsUGh #INICAORATE

nonucal-!.un!nnlv.—d:l
o JO TPI0Uen $3TI0TDASTY

]

Pooa v BhaG 3o
Loy ezeqrr TeIIW0D
A3rTENd Teusyien

SUTUTRAL o7 Aedualy

‘amquey usmdoysasy T upyaIvInpg XOF u.;uc-anL
AW

TEIOURD 4 HIGADRATY
#Y3 JO JOTIMINISNG

! #8433 pUr poog 30
. TRIBUNY DARTCUINITG

4fn3g ancavbueg

#6123 Teusylipeal

TIHTIIAML POT DOOX

*3020)08210

U XDTIOOIEN

LD RS R TS

vuﬁuﬂ.ugk T
EHYIIG)

3210338210

l“ 23030732114 wbnag

I¥IBUED 30r0y21a

SRR e R

WTEE A3TUnEmed 3o
THIGEE) agei0Y5eITa

RELECSEL ER L
utriataann

ROLTAIIS ’
TERR A TunesoD
JO 9I¥IDIARITC

8471073331¢
P30 TS PAN

DIYIODNIT] ¢
UOTITBAPE YT

ETITTR) _ avIwel
- »1w1og e Atoteipey 150D uagdaTasng

, I W ~aadeuy binzon Ta0 JusmioTanng | | pur tessued ajund yoavagey a3uan pue
! r 38300 3% W reaey .
t _ neazRg h 223D Sutureal ranafoad -nadutl R pun 180U JO yRIneRRy conrrey o

i FUaTIeT neeIng aening nesang Pt pur || | sussdorsasg wFINTEOT | e yoaveaw | b auswdogsasa e T EL L

i 2rang eopastber || eoveury TRULOE DS Lt vorywepa || | pue eareszv pur #U AT [ pue T
o owe mep 1 i : " ramies o reaTay ;

1]

i J L |

| _ _

W

|

|
——

_ TRIUSS v
_ IVTICTLIDIG |

e e

P

L

[

Tersuss Cdaul eyl |

A0 IVTATI0IDeR

TeIRUED
awyoasedauy

030 TIFUT a3
20 3eTivieineg

INPWEOY AT PUR
yaIvaney yiteey Jo
ENITANTT TRUOTILR

|

priszucpul 30 oI1Tgndey ‘y3TeeH Jo KI3STUTW 2ul JO

YITT 3O ImFTUIM

ucTaRZIURBIO UL 9-7¢ 5ty

28 -



National Ministry of gealth Ministry of Interior
' bDept. of Communicable Disease - '

Contxol
Only'thelchief
~ personnel are {Governor}
_//////// the same '
Province Representative Office : Health
(27) ' {(Kanwil) Office
Regency. - : . \ . (Bupati)
(304) : \
\ Health
\ Qffice
. \
P \\
District ‘ | Health Center {Camat)
(5500) ' ' {PUSKESMAS)
b
village: : S POSYANDU {Lurah)
{(60000) :

{200,000}

. Fig. 2-7  Health administration at the Regional Level
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2-1-4 Current Status of the pharmaceutical Industry

(1)

{(2)

pharmaceut ical Manufacturers and Production

n 1987, there were 40 foreign-owned pharn1aceuti¢al producers in
indonesia (of which 6 were Japanese companies), as well as 247
domestic producers (of varying scales), all of which were

concentrated on the island of Java.

The distribution of pharmaceuticals is undertaken by 892
wholesalers through 2,051 pharmacies, 1,025 licensed drugstores and

other imstitutions for the whole country.

The number of registered drugs in 1987 was 12,606 and of these,
some 8,818 were trade names, with the remainder being generic n.amés.f
Some ).0,447 items (82.87%) were produced by domestic marlufactdrers
and 2,000 (15.87%) were produced by the foreign man'ufacturers, with
the remaining 15% types (1.20%) being importsé. The import of
finished products is limited only to those products that for economic

or technological reasons cannot be produced in Indonesia.
prug Consumption

From 1973 to 1985, the consumption of drugs has been steadily
growing at the rate of between 10.42% and 56.25% each year, even
though there was a temporary drop in 1988, Table 2-14- shows the
changes for the consumption between the 'years of 1973 and 1986. .."Ihe
value of consumption per capita is US§3-4 but in the rural areas it
is practically nil, and there are still places where folk medicines

{("jamu") or faith healers {("dokun") are relied upon.
Approximately 478 of the total value of drug consumption is

through the pharmacies, with 32% through the drugstores, and 21%
through hospitals and HC. '
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Table 2-14

Total value of

Yoar " marketed drugs Percentage of

~ (million US $) increase/decrease
1973 92 22,67 %
1974 o120 30.43 %
1975 160, 33.33 3
1976 250 56.25 %
1977 _ 304 21.60 %
1978 350 | 14.47 %
;979 ' 420 20 %
1980 480 14,28 3
1981 . s30 10.42 8
1982 591.7 11.64 %
1983 486 _ - 17.86 %
1984 | 420 - 13.58 %
1985 470 ' 11.90 %
1986 456 *) - 2.98 3

*) Bstimated, based on the first guarter data of 19886,
i.e, U8 $ 136 million.

Source: IPA
Indonesia Pharm Audit

1 Dré; E. Lembong, G.P. Farmsi Pusat, Pengaruh Kelesuan Ekonomi Dunia
Terhadap Kehidupan Kefarmasian di Indonesia.
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{3) Prug Administration

The development of pharmaceuticals (viz. the pharmaceutical
1ndust1y) is one of the five major objectlves of the CGovernment of
Indonesia's long-term plan for the promotion of public healthg This
plan recognizes the importance of the role of phaxmaceutlcals and has
led to the establishment of the'NDP {National brug Policy) in 1983.

The aims of the NDP are as follows:-

a. To ensure the availability of dfﬁgs in accordance with the actual
demand of the people ' _

b, To ensufe that the drugé required by the people are fairly
distributed,

<. To'énsure the effectiveness, stability, quality and efficacy of
marketed pharmaceuticals, and to recommend Iméthods' for their

rational and effective use.
d. To prevent the misuse and abuse of pharmaceuticals.
e. To contribute to promoting the domestic production of

pharmaceuticals and the growth of the economy.

in addition to these aims, there are also the following policies

that are to be implemented in stages:i-

. Planning a system of inspection and registration of phatmaéeuticals
so as to ensure the efficacy, stability and high guality. of
marketed pharmaceuticals.

. Recommending rational methods of pharmaceutical use in the
implementation of the selection of the essential drugs .

. Improving the systems for the preduction, supply and disﬁribution

of pharmaceuticals.

In addition to these functions, the provision of an information

system and the fostering of human resources should also be wmentioned.
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o (4)

{5)

- Essential Drugs Sup@ly and Management

There are. very large reglonal differences in the conditions for
the supply of pharmaceuticals and this is one of the present
problems.  This is partly due to the complex budget processing and

acheduling procedures in the industry.

- Besides promoting the further diffusion of POSYANDU with resident

‘participation so as to increase the autonomy in the regional areas,

it is also necessary to plan. for the improvement to the supply of the

essential drug kits as an emergency measure,
prugs Production and Supply

'The*production of the essential drugs for the HC and the regional

&~class and D-class hospitals is under taken by the government

enterprises, Indo Farma, Kimia Farma and Phapros (The vaccines are

all produced by Bio Farma}. Approximately 80% of the essential drugs

are produced by the government enterprises and these expenses are

 pro¢idea by the President's : Special Budget (“INPREST). However ,

current produétioa is said to be no more than 70-80% of what is
neceésary and: practically all of the essential drugs for primary
health care are supplied by the government enterprises. The
production'of'these essential ‘drugs in the future will enable the

timely supply of high guality and inexpensive pharmaceuticals.

. Indo Farma is presently having a new factory, which will conform

-to GMP standards, constructed on the outskirts of Jakarta, with the

completion scheduled for the end of 1989 (Ihis factory was designed
by an Italian consultancy firm). The factory will have a scale which
wouidjbe capable of producing the full amount of essential drugs for

'-.up to the year 2000,

These essential drugs will have to be supplied to the regional
hOSPitals and HC and to ensure this, from 1981/1982, the Regency
Pharmaceutical Warehouses (RPW) have been established as facilities
to provide the planned supply, management and quality control
fmaintenance) for pharmaceuticals. In regional areas, these RPW play

an important role in the supply of pharméceuticals through wvarious

types of financial sdurcea, and in the scheduling adjustments.
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(8)

(7}

These RPW ‘will be responsible for the periodic supply of the
essential drugs according to necessity at each of these regional
facilities, and of the total of 283 RPW which are scheduled to be

established, some 1840 afe alfeady operational.
Drug Inspection and Quality Control

The ingpection of drugs jin Tndonegia has been undertaken by the
National Ouality Control Laboratory for Drug and Food (NQCLDF)
(completed in 1984 through Grant Aid of the Government Of Japan} and

its 27 branches nationwide,

The NQCLDF was established (1) to provide quality control
standards for drugs, foodstuffs, cosmetics and toxic subgtances, and
(2) to carry out the approval, testing, examination and management of

information for new drugs.

However, there are no facilities or equipment for the examination
of the polio and measles vaccines that are to be produced through the
implementation of this project and. because of"thié,. it will be
necessary to include tﬁe facilities and  equipment.  for

self-examination of the products, as part of this present project.
GMP in Indonesia

Following the establishment of the GMP (Good Manufacturing
practicess i.e. Standards relating to the guality Ccntﬁol and
production of pharmaceuticals) by the American FDA in 1963, the WHO
General Assembly produced a repoct on the use_a@d implementétibn Of.
the GMP in 1969. This was revised at the 28th Assembly in 1975 and
since the final :acommendatigns for the implementation.of the'GMP and
its dearee of verification (verification system onithg basis of the
GMP, for use in interpational trade), the GMP has come to be usged in
various countries. (In Japan, it has been implemented since April.
19764} '
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(8)

.In recent years, technical cooperation amongst ASEAN - countries

- has beaen tﬁe' basisg for the issmte of the "ASEAN GMP Guidelines," which

was carried .out.initially focusing on Indonesia. fThe first edition
of these guldelines was published in 1984 and the second edition in
1988. (The members representing Indonesia are Dr. Slamet Scesilo of

the PDC; and Drs. Darodjatun, President Director of Bio Farmaj).

The implementa£ion of the GMP would be carried out over a period
of five vyears beginnin_g in 1989. As already mentioned, there are

nearly 300 manufacturers both large and small and in view of these

'_citcumstances, ‘the implementation of the GMP requires the setting up

of detailed implementation regulations. fThe forced compliance of

_these regulations is by no means an easy task. However, a few of the

foreign-ocwned manufacturers are coastructing new facilities so as to
pass thé' GMP standards when they are implémented in the future.
:«!oreover,' the new factory of Indo Farma that is currently being
constructed, as well as the implementation of this present project

will spur on the implementation of GMP in Indonesia.
promotion of Domestic Production

‘The pfomotign of domestic production of drugs is the one of the
major objectiv_es of the pharmaceutical administration. In line with
the policy, the ratio of domestic démand for the essential drugs and
vaccines ié 'ir-xcreasi'ng ea.ch year. The promotion of the dJdomestic

production of pharmaceutical raw materials is therefore required.

The doméstic_produ_ction of pharmaceuticals is also being promoted
through various types of restrictions on foreigned-owned ventures.
Some of these restrictions with respect to the system for the

approval and registration of new pharmaceuticals, are as follows:-
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. The production of new pharmaceuticals by the foreign-owned
pharmaceutical companies is to be limited to the production of

revolutionary hew pharmaceuticals and that which uses extremely

high-level technologies.
The licensing of production of  pharmaceuticals will ' only be

approved when the developer of the license (the foreign-owned

manufacturers) are willing to pass these licenses to domestic

manufacturers, or when the  licensed manufacturer is a government

enterprise.
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2=1-5 Changes in Health and Medical BExpenditure
L) thidnal'Expenditurg

In recent years, the National Development Expenditure has
cccupied about 55% of the Gross National Expenditure. From the 1970s
to the initial part of the 1980s, tﬁe Indonesian economy has shown
golid devélopment and grawﬁh buﬁ was delivered a severe blow with
the drop - in .o0il prices in . 1986, As a result, the National
Development Expenditure had’ temporary but large-scale cuts across
practically all fields but is  nevertheless now showing signs of
recovery. Flg., 2-8 shows the changes that have occurred for the

Wational Development Expenditure from 1974 to 1983.

12,000

10, 0006¢
Potal Central Government

bevelopment Expenditure
8, 000 ' §§§\

5

6,000 g \\\\\\\

Billions of Rupiah

DN

74 IS "o ‘77 ‘T8 79 '80 8% 182 '83 'S4 '85 86 '87 ‘88

Source: Annexes to the President's Address to MPR. 1973 & 1975, &
to DPR. 1954 & 1987, 1987 & 1988 figure are budgeted amounts,
”not‘actual expenditure, from Nota KXawangan dan RAPBN 1987/

1988 & 1988/89,

. Fig. 2-8 Health Sector Development Expenditure vs.
' Total Development: Expenditure 1974~1988
(Ihcluding Project Aid)

Howeve:,:_the National Expenditure for health and medicine has

continued to increase, even through the ratic of such increases has

been small, and has beeén maintained at approximately level. Table
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2-15 shows the Ffavorable growth that has: been achieved “for the

development expenditure relating to health and medicine as part ©Of

the Total Central Government Development Bxpenditure {"Repelita I,

11I") prior to the drop in oil prices.

pable 2-15 Government Development Expenditure by Sector* -

(pillions of Rupiah *¥)

1974-1979 1979-1984

Sector REPELITA-II ) REPELITA YIIY
Amt, 3 ~ Amt. %
Agriculture and irrigation 1,745.2 19 3,048.9 14
industry, mining and energy | 1,653.4 18 4,117.9 19
Transportation and 1,631.8 18 ©3,384.3 - 16
compunications
Regional and local 1,024.5 1 o 2,142.9 10
development *# %
Public enterprises*¥* 790.0 9 370.3 2
Education 758.2 8 - T 2,276.8 10
Health and family planning 262.0 3 829.1 4
Others ' 1,261.4 14 5,679.2 26
Total 9,125.5 100 21,849.4 100
Source: Indonesian National Development Information Office, Indoneéié:
Economic Update 1982/83; and Central Bureau of Statistics.

* Includes only develophent expendjture of the Cﬁntral_Govérnment,
which in recent years has accounted for around 55 per cent of
total central government expenditures.

** Before 1978 the exchange was USS1=Rp4l5; by 1982 the exchange
rate was Rp66l per US$l; in March 1983 the Rupiah was devalued
from US$1=Rp703 to Rp9%30; on September 12, 1986 the Rupiah was
devalued from US$=Rpl,134 to Rpl,644.

*%*% qhe portion of provincial and local government. development
expenditure financed by the central government. '
k%% The portion of development -expenditure by Government-owned

enterprises which is financed by the ¢entral government.

EOR ¥ et



(2) Health and Medical Expenditure

In Indonesia, there is a . relatively small proportion of
ekpenditura with respect to health and medicine Ihé combined health
and medical expenses per capita for the public and private sector
" for 1986/1987 was_approkimately 14,561RP (or'épproximafely Us$s. 90,
of which'goverhment spending accounted for approximately US$3.20).

From . the middle of the 19790s, the health and medical development
expenditure of the Miﬁistry of Heélth stood at approximately 1.5% of
the Groés- National Expenditure. . (In the case of other South-east
Asian countries such as Burma, Sri Lanka, Thailand, the Philippines
and Singapore, etc., the proportion is approximately 3.5 to 7.0%.}
However, recently, the proportion of the GNP occupied by the National

' Gross -Héalth and - Medical Expenditure has dropped to 2.7% in
198271983, 2.3% in 198471985, and 2.2% in 1986/1987. Of this, public

expenditure accounted for no more than 30%.

The sources for the publig medical budget are shown in Fig. 2-9
but the President's Special Fund ("INPRES“) and national budgets such
as that for the Miniétxy of Healéh account for mwost of this, There
'is the trend for increases in the amount of assistance from overseas
and in the profit from government enterprises that are the major

pharmaceutical manufacturers.

Until the drop in the oil prices in 1986, there had been.
faﬁorabie growth for the pational health and medical expenditure, but
s shown in Table 2-16, substantial cuts had to be made. 1In

. particular, there wéte large cuts in'the development budget relating
to preventive mediéine and primary health care, which are activities
covered by the HC and POSYANDU. EhéSe orgénizations can bhe said to
form the backbone of the health and medical administration of

Indonesia.
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Table ?ulG Trends in céntral Government Health Expenditure

[bllliOHS of Rupiah, in fixed 1983 prlces)

: n : ' % change
le82/ 1983/ 1984/ 1985/ 1986/ 1987/ 1982/83~
83 84 85_ 86 87 _ 88 1987/88
Development 111.5 108.4 101.7 94.8 65,2 22.9 - 79.5 %
Routine 78.5° 82.4 93,5 116.8 138.8 140.2 + 78.6 %
INPRES (5peciéi ' . .
presidential’ fund} 98.4 98.4 8.4 1ll4.6 11l4.6 76.2 - 22.6 %
SBBO (subsidy for = 6.5 8.1 8.2 9,5 9.8 8.0 + 23 %
hosp. operation o
and maxntenance}
TOTAL 295.0 297.5 301.% 335.6 328.4 247.3 - l6.2 %
* 1987/88 figures are budget allocations; for other years they represent

actual expenditure.

Bource:

Planning Bureau, Department of Health, 1987,

{3) Budget for the Prevention of Immunizable Diseases

With the exception of the general office'expenses of the Ministry

of Health, the distribution of the budget over the various activities

is as shown in Table 2-17,

agéinst

increasing yearly.

immunizable

diseases is

Moreover,

million RP allocated to it in 1936.
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Table 2-17 Detailed allocation Budgeb per Hea

(Million Rupiah)

lth Programme

1983/1984 1984/1985 1985/1986
No Program ) S }
Budget % - Budget. % Budget %
1. Young generation 334.9 0.3 350.0 0.3 350.0 . 6.3
2. Training and 9,107.3 7.9 12,993,5 11,2 15,041.8 13.4
Education
3. Health Education | 1,130.6 1.0  1,653.1 1.4  1,964.6 1.8
4. Health Services 69,001.4 60.0 60,584,8 52.4  51,442,2 46.1
5. Communicable 21,958.4 19.1 24,196.1 20.9  25,867.7 23.2
Diseases Control
6. Nutrition 3,403.1 3.0  3,935.3 3.4  5,199.9 4.7
7. Food and Drug 2,521.7 2.2 4,429.1 3.8 3;244.5 2.9
Control ' '
8. Role of Women 388.9 0.3 300.0 0.3 300.0 0.3
9. Water Supply 1,854.8 1.6 1,374.1 1.2 1,892.0 1.5
10. Environmental 595.0 0.5 574.0 0.5 600.0° 0.5
Health
11. Health Research 768.8 0.7 1,257.7 1.1 1,374.6 1.2
and Development :
12. Efficiency 822.8 0.7 916.5 0.8 874.9 0.8
13. Infrastructure 3,140.9 2.7 3,076.2 2.7  3,647.0 3.3
TOTAL 115,028.6 100  115,640.4 100  111,599.5 100
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2?1w6.0utline of the National Health Plan

.Evérglfivegyears-since 1970, Indonesia has been implementing S~year
development plang known as "Rencana Pembangunan Lima Tahun" abbreviated
as "REPELITA." '

1he fourth Swyear'dévelépmeﬁt plan Repelita IV was implemented from
1984/1985 to 1988/1989% and the Repelita V to follow it will be announced

this year.
{li Qutline of the Health Plan in Repelita IV

- The main objectives of Repelita III were used to formulate

Repelita IV, with emphasis placed on the following points:-

1. To organise programs and such enlightenment activities which will
motivate the dgeneral populace to lead healthier lives, In
particular, éhi;dcare will be emphasized.

2. -fb estéblish the sanitary facilities fundamental to environmental

_ hygiene, and to improve the living environment.

3. To improve.the atatus of nutrition, in particular with respect to
the'nutritibn of infants.

4. To reduce sicknesses due to communicable diseases, to control

' elephantiasis, and to supply pharmaceuticals to the general

 population at affordable prices.

5. To use family planning to control the number of births.

6.  T0 increase the number of medical staff through education and

training.
in order to achieve the main objectives of Repelita IV, the

following five items (known as ‘"pance Kkarya husada”} were

implementeﬂ:—
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1. provision of medical treatment facilities
2. Tncreases in the medical treatment personnel

3. Regulating, procuring and wonitoring phafmaCedtieala hazardous to

health
4. Improving the level of nutrition and environmental sanitation

5. Managewent and the improvement of regulations

specific examples of the means to achieve this are ‘indicated

below.

1) Typical examples of the effort that is being made  are (L)
reducing the death ratioc, and (2) disease countermeasures. These

and other countermeasures are described in more detail in Table

2-18 and Fig. 2-10.

Table 2-18 Death Rate for Each Repelita

End of ~ End of - End of
Repelita II Repelita II Repelita IV.
{1978) (1983) {1988)
1. Converted mortality 13.5 | 11.7 10.1
2. Infant mortality 103.0 90.3 . 70.0
3. Child mortality 20.9 17.8 14.0
4. Average tife expectancy 52 : 56 59

Notes: 1. Converted mortality: Number of deaths per thousand- people
2. Infant mortality: 0-12 months; Per 1000 live births
3., ¢hild mortality: 1-4 years; per 1000 children under age 5
4. Average life expectance (years): Average life expectancy of
the population
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expectancy

Flg. 2=10 Death Rate and Average Life Expectancxes
at end of Repellta i1, I11I and 1V

Table 2-19 Comparison of Disease Countermeasures

Units: millions

Countefmeaéures Répelita IIX Repelita IV

Malaria countermeasures

a. Hbﬁse disinfection 16.5 23.0
{numbexr of houseg)

b. Patient treatment : ) 40. 0 56.0
{number of persons)

Countermeasures £or new tuber-
culosis patients :

Long-term, short-term treatment 120,0 120.0
{nurber of persons)

Cholsra countermeasures
- Patient treatment 1.1 27.7
_(number of persona)

BLCG countermeasures _ _ 16.5 23.8

Countermeasures for malnutr;txon 36,000 64,448
patients {number of persons)

2) The objective values for the increases in the number of personnel

are indicated in Fig. 2-11,
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Fig. 2~11 Medical Personnel for Repelita III and Repelita IV

3) In Repelita IV, the development expenditure_for health plan is as
described below. The crisis in government finances brought on by
the drop in oil prices in 1986, has led to modifications for some
items, but not to the imbleméntation' of thé.:plan' élthdugh

relatively more emphasis was placed on primary'health'¢ate.
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~Table 2-20 Déveiopment Budget Relating to Medical Treatment

(1984/1985 to 1988/1989)

{(Unitg: million RP)

1984/85 1984/85 - 1988/89

Medical treatment, social.welfare, 407,998.0 3,516,515.7
role of midwives, educaion, family

planning ' C

MedicaL'treatment sector 253,300.0 2,05L,652.5
Medical enlightenment plan 1,860.0 : 13,320.5
"Medical implementation plan 191,234.6 1,439,137.2
Communicable diseases and local 37,917.6 455,004.8
digease eradication plan

rood and drug_monitoring pian ' 16,447.3 100,529.0

{2) Outline of Health Plan in Repelita V

"Currently, the final announcement for FRepelita V is being

prepared for March, 198%, but an English draft was presented prior to

this in November, 1988.

The main objectives of Repelita V are as follows, in terms of

priority:-

1y

2)

3

1)
5)
6)

7y

8)

9}).

10

11)
12)

13)

14)

To'improve the community health services

To improve the referral health services

Prevention and control of diseases

Health education

Education, training and development of health

Control, procurement and monitoring of drugs, food and substances
causing health hazards

Nutrition improvement.

Potable water supply

Envigonmental;health for human settlement

Health research and development _

Improvement and monitoring the efficiency of health infrastructure
Improvement of physiéal.heélth facilities '
Younger generation and the health development

Strengthening the role of women in health devélcpment
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in the abovementioned objectives,'the tnrevention and control of
diseases" has been prioratiéed as the third item. This shows the
importance the Government of Indoneéia is placing on preventive
medicine and primary health care. The improvement of COmmUnity
health services is Ffor everyone regardless of age or region (i.e.
including the people living in remote islands, small inland tribes
and wurban slums), so that they ”cén live in optimum sénitéry

conditions. Vvarious cbjectives have been set to achieve this:—

a) Overall objectives to be achieved

1. Objective involving reductions _
i) Reduction in infant mortality 62 + 50 (per'l,OOOIbirths}
ii) Reduction in maternal mortality 4.5 + 3.4 (pex 1,000
births)
iii) Morbidity
iv) Malnutrition and underncurishment _

2. Every health center to be capable of organizing community
participation.

3. 60% of Health center will cover the low income working
population. '

4. 1Increase the numbers of HC, sub-centers, HC with beds, and
mobile HC such that the ratio against the population could be
maintained, '

5. Increase the manpower, facilities, operational cost “and

maintenance cost.

b} Objectives involving the improvement of the regional wmedical

treatment system

1. Increase HC 5,424 > 6,127
in Facilities Sub-centers 2.2/HC <+ - 3/HC

HC with beds 1,067 ~ 1,200

Mobile HC 3,521 > 5;000

2. Physical rehabilitation for the existing HC building
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3. Increasihg'the'number of POSYANDU so  that there is one per
100 children under the age of 5 yeacs old.

-4. Piacement of 18,000 midwives including the necessary
equipment at the village level,

5. Répleniéhﬁent of all the egquipment over 5 years old, 1l0% of
which must be phased out every year by stages,

6. Improving all HC as well as providing them with information
system

7. Increase in the number of staff at the HC.
.Example: = deéntists, -assistant pharmacists, assistant
nutritionists, survey'techniéians'and-othezs at each HC.

8."Having-all HC perform all of the 13 basic health services

The basic health services are also to be improved, particularly
the following items: (a) mother and child health, (b) Family
.planning, (e) .improveﬁent of nutrition, (d) prevention and
elimination - of conmunicable diseases, {e} environmental

- improvement, and (f) health education.

“mhe health and medical dctivities are to be considered as part of

© .the community activities so that the autonomous and positive

participation of the residents is encouraged to increase the

level of health of the populace.
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