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B. Recommendation: 

USAID recommends this Project Paper be approved on grant 
terms for total five year funding of $4,450,000. USAID will 
execute annual Prcject Agreements with the Government of 
Indonesia's (GOI) Ministry of Health (MOH). Funds will be 
sub-obligated for specific purposes such as technir:al assis­
tance, cOITnllodities, train inc , and local cos ts through Pro­
ject Implementation Orders (PIOs) and Letters of Agreement 
(LOAs) which will contain sub-project details. 

The GOI contribution to the specific activities funded 
by this PP is very diff~~ult to jefine precisely, in that 
this is an institutional development project. The GOI will 
budget roughly US$ 33,000,000 under the "development" heading 
to several areas 8ach of which is at least indirectly affect­
ed by one or more of the activities of this project. 

Over the life of this project, five additional 
USAID/GOI supported health projects (described in separate 
PPs) are expected to be implemented. Rural Sanitation Man­
power Development projects, already underway) will (1) 
assist the building and equipping of 11 Rural Sanitation 
Schools and through them, to train 360 sanitarians per year 
to work in rural are&s. (2)The Primary Nurse Training Pro­
ject will help establish and staff 150 schools that will 
produce 4,500 nurse s per YCdr to work a t the vi llage leve 1. 
(3) The Outer Is land Ha laria Proj ec t will expand the malaria 
control program to r~latively d~~sely populated areas out­
side Java and Bali. (!+) A ~atL:!llal Inl.'1lUnization Program will 
be undertaken, begiLTlinb in lC)79. (5) A Nutrition Planning/ 
Surveillance Froject \.;i11 bt,~~jn in r,y 1978 to investigate 
ways of dealing with lndone~ia's serious malnutrition prob­
lems. 

The H-:::;'.!..l.L Traillint; f\Ls(',:n:ch and Development Grant will 
enhance the [::~L1;,{~eft1ent:, n:search, planning and educational 
skill.s needed by the Gor to success~ully implement these 
othe~ priority health projects. 

As specified in the Financial Analysis, USAID inputs 
consist primarily or technical assistance services for 
mana~e@ent, planning and research, and of a large block of 
local currency to fund specific priority research projects, 
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the selection of which will be made by the MOR working 
closely with the USAID consultants. It is hoped that these 
two inpllts will make possible the targeting of research more 
toward the needs of the poor tha'1 might otherwise occur. 

Surmnary Statement 

The Indonesian Government is showing increasing concern 
for the health and wellbeing of all of its citizens. Thin is 
demonstr,lted by the emphasis placed on various health pro,<?;rams 
in Repei:'.ta II, and the much more extensive plans t~a~ drl~ 

being de,'eloped for Repelita III (1979 - 1984). Th:,::,ough the 
use of I~PRES funds, the President has greatly expanded the 
amount of funds available for improvements in rural health 
facilitie; and the procurement of medical supplies. Sensing 
the poteTI):ial for participating in dramatic improvements in 
living stcndards for Imllti-millions of extremely poor people, 
a sizabl" number of donor nations/organizations are showing 
increased interest in contributing to Indonesia's health im­
provement ,lctivities. 

AID assistance described in this project is tailored to 
strongly support all improvement efforts. Its focus is on 
strengtheni:lg MOrl's Management, research and planning capa­
bilities wii:h elnphasis on expending its capabilities to pro­
vide meanin~ful services to the rural poor. Success with most 
of the sub-projects activities described above will make im­
mediate and .'lighly beneficial contributions to the entire 
range of pub:I,. ic hea 1 tll act ivi ties - inc luding those financed 
by other donC'rs. 

This prJj(ct evolved from, and in a sense represents a 
continuation cf AID Project No. 230 entitled Health Research 
and Developmc.lt. In ::illothcr sl'n~e, howLl1er, it is a much 
broader projcc.:, more orientc(; tcn>,1ard institutional develop­
ment,anci its approach is quile different from that followed 
in the former FToj ('C t. 

In brief, the results of efforts to implement Project 
No. 230 have produced some significant revelations to both 
USAID and officials of the Ministry of Health (MOR). Fore­
most among these is the £2ct that the capabilities of the 
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research staff of the National Institute of Health, Research 
and Development (NIHRD) are not equal to the demends of a 
changing and rapidly growing health program. Almost equally 
important is its underscoring derived from this experience 
of the urgent need for a sound research base before large 
inputs of personnel and money are authorized for new health 
programs. These findi~gs have caused the Ministry of Health 
to a~k AID to refocus and subs tantially increase O'Jr efforts 
to help strengthen the Ministry's own research and develop­
ment capabilities. 

To underscore the importance attached to the GOI request 
for continued R&D assistance, the Secretary General of MOH 
has assumed primary responsibility for the reorientation of 
this project toward meeting recognized prio:rity needs. It 
was largely his initiative thRt caused the project described 
in this pa?er to be focused on strengthening technical re­
sources in several MOt! organizations. He requested exten­
sive help in areas of inlproved management systems, manpower 
planning, personnel management and technical training. He 
recommended that a major portion of our inputs continue to 
be devoted to strengthening the research capabilities of 
NIHRD, but shifted monitoring .:md reporting responsibilities 
for this project from that organizatior to the Bureau of 
Health Planning. 

Another rt~velaLi()l! i rUlil L'xpl'rience \vith ProjL'ct No. 230 
has heen the di~covl'ry lliZit r:lh're are health related research 
talents in InJonlcsiau t·,li'.lLr:-;iLil:s that Clre not being exploit­
ed. '1h:.:' project d,',sCl'jb<.:·d in this PP has addressed this situ­
ation. ,')C'JL'Lll ,:LffuL':L l):-~j·l':; in HOB \ViII receive direct 
ussi.:-)C.~'·lC~· i:i. l.',. S'~;:l'cll ,111(: i')l~ ';L'vclopment ~1ctivities. This 
is beLlb dCIIW CLl (.';{fk~itL~ Li,:,h fJL"iorit',' programs such 3S: 

Primary Hl~a1t:h Nursl'frainjt1h, He<1lth Education, a National 
ImIt1unization Pi~ogr;\ln, impniVL,,1 r,';)('1.!rCl m~m:lbl:'l;ll)nt and better 
planning. 

Each of the subproj','ct <1ct:vitiE's described herein relate 
to urg<2Dt needs th:tt ,!n: d i l,~(~ r ly rL'lateJ to high priority 
undertakings lD Pelita III (the next national planning cycle) 
and beyond. Success \Vith planned activities will impact fa­
vorably on 3 r'..umber of large and expensive l-;ealth and nutri­
t ion proj ec ts that IvLd be loan financed by AID, IBRD and 
perhaps others. Host i.nportantly, the improvements strived 
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for will bring increased and improved health services to 
the rural poor much more quickly than might otherwise 1:-e the 
case. 

The project will be implemented in cooperation with the 
Government of Indonf!sia' s Ministry of Health and coordinated 
by the Ministry's &lreau of Health Planning. Specific acti­
vities will be carried out by implementing bodies of the 
Ministry: the Bureau of Health Planning (BHP) , the National 
Institute of H~alth Research and D£velopment (NIHRD), the 
Directorate of Heal \:h Education, the Center for Education 
and Training, and the Communicable Disease Center (CDC). 
USAID believes this project will promote more efficient use 
of the resources already allocated to the health sector and 
may also permit the }';OH to present a stronger case for addi­
tional health sector resources in the future. 

D. Summary Findings 

This project is ready for implementation. T11e project 
builds on a base of three years of experience of USAID assis­
tance to Ministry of Health programs and is an expansion and 
acceleration of past USAID health assistance activities. The 
GOI is developing the manag~rial and administrative capacity 
to integrate activities under this project into its overall 
health effort, and specifi.c sllb-proj ects under this grant 
should augment its capacity to do so. The project does not 
duplicate GOI or other donor ~ctivjties. The project meets 
all applicable AID project statutory criteria. 

Issues were raised by AID/Washinbton regarding this pro­
j ec t in the PRP approval tc legram S ta te 001421 dated January 
5, 1977. The iSSJ~S and where they are addressed in this 
PP are noted below: 

Issues 

1 •. Priority and Relevance 
2. Definition of Purpose /Sub- Purpose 
3. Criteria for Sub-Project financing 
4. Social Soundness Analysis 
5. Research emphasis 

FP Page 
where aadressed 

2, 7, 8. 
2, Annex D. 
3, ~, 5. 
33, 35, 42, 45, 48. 
33, 35, 42, 45, 48. 
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7. 
8. 
9. 

10. 

11. 
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Issues (cont'd.) 

Nutrition activities 
Relevant experience 
Evaluation 
Implementation arrangements 
(1) Broad foundation for trainees 
(2) Physician in rural areas 
Project development requirements 

PP Page 
where ~ddressed (cont'd) 

2 
2, 3, 14, 18, Annex B-2 
Annex B-2; Annex D. 
2, Annex B 
Annex B-2 
Annex B-1 
Annex B 
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PART II - PROJ ECT BACKGROUND AND DETAILED DESCRIPTION 

A. Background 

Since the preparation of the DAP in 1974, very little 
data has become available to indicate any dramatic changes 
in the health status of the Indonesian population. As far 
as i, known, the picture remains one of excessive ill health 
concentrated in rural populaticns. Causes of morbidity and 
mortality apparently continue to bt the pneumonitis-diarrhea 
complex of diseases; tuberculosis; and vector-borne diseases 
such as malaria, filariasis, dengue hemorrhagic fever, etc. 
Current estimates are that over 260,000 cases of malaria; 
5,000 of dengue hemorrhagic fever, and uncounted thousands 
of ases of cholera and typhoid occur every year. Jakarta 
haJ an epidemic of cholera in August 1977 in which there were 
a number of deaths and the health centers r3n out of vaccine. 
WHO is preparing and will publish in the near [Llture a new 
country profile which will include all available new data 
on morbidity and mortaJicy. 

~hroughout the second five year plan period (Pelita II), 
~~Ie GOI Minis try of Hee'!1 th has emphas ized strengthening of 
rural ambulatory h~31th care services and the integration of 
health care programs dt the sub-district level. Approximate­
ly 3,500 new health care centers have been built, roughly 
half of these with funds p~ovided under the Special Presi­
den t ial Ins true t ion Progelii< (INPRES). St.j£ fing is implov­
ing. A requiruncnt,)l c~)]l1puls()ry rural area service of two 
to five years for lll~'.vL'I i,J:1JllatLJe! physicians has been decreed. 
The CO [ j s corn..:nLttc:d to a pn-:c;t';Hll of training for largt.? num­
bers of priI:~,tl'Y healch nurs,'!,: (PKsj who will v,'Ork in rural 
conmlunitH~s and prov::'(L> gu idanct.; in he2.lth imp:covement to 
auxiliary h"orkers. Tl':l schools of nursing have already been 
converted t,) trail; PKs IlJr these purposes, and an additional 
17 schools ar~ plu2ncd for conversion in the current fiscal 
year. A total of 150 schools have been targeted for conver-
s ion by 1980. They 1,vi 11 gradl!c'l te ~500 PKs per year when 
fully operational. I~PRLS fUflLls also have been allocated to 
procure more adequate supplies of drugs and medication for 
health cencers and J. (lUmber oI rural water supply proj ects 
have used INPRES funds to pay part of construction costs. 

At the village level, local initiatives have led to 
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community involvement in several different kinds of primary 
health care schemes, including locally sponsored village 
health insurance plans. Ma:lY of the schemes are in rela­
tively early stages of Jevelopment and cannot yet be evalu­
ated for impact on health services or for rep1icabi1ity. 

A national health plan, which is being processed and will 
be submitted to the Bappenas, focuses on ten main progranmles 
for the MOH to be undertaken during Repe1ita III, as follows: 

1. Further improvement and expansion of health ser­
vices delivery through Puskesmas system. 

2. Further improvement of Hospital services system. 

3. Improvement of communicable di~ease control. 

4. Nutrition programme dcvE:lopment. 

5. Widespread improvements in environmental health. 

6. Health education. 

7. Improved drug, narcotics and food inspection and 
control. 

8. Health manpower development. 

9. Improved managen~nt and efficiency of all health 
programmes. 

10. Expand~d and improved research and development 

The NOH i~ sti11 identifying health and health-related 
problems Cll1dleVeloping str3tLcgi.es for solvi.ng them. t-10re 
detailed j nl

c annat ion ab()u t pr i(n-i ties should be fc,r+:hcoming 
from ~ime ~o time. 

In the current fiscal year, funds (including INPRES funds) 
expended throl1gh the }!OH Hill total approximately Rp. 54 
bi 11ion, or about US $1 pe-c c dpi ta. This represents a doub­
ling of the DAP ~sti.mate of US $0.50 per capita for Java and 
Bali dnd US $0.35 - SO.40 for the outer islands. Health ex­
penditures of provincial and local governments, and of the 
private sector, are difficult to estimate but may amount to an 



TABLE 1 

HEALTH RESOURCES IN DEVELOPING COUNTRIES 

Percentage of Population Percentage of Population % of N~tional Budget 

Population gO\·C rnnlen t per gave rnn,en t- per non- Expenditure~ 

Country per hospi tal hospital" !Jl pnYf'ician employed physician on 

bed total tll:rilber physil-ians In prima ry Health 

of hospi!.rilC' total number health 
of physicians v'orkers 

Indonesia I, 724 H3 23,361 49 IO,l30 2. 0% 

India 1, 612 4,805 II, ')00 Not available 

Thai land 847 94 8,397 61 1 • 700 4. 7'~;, 

Philippines 855 4S 9,097 7, ~OO 3.3% 

Malaysia 380 4, 347 I, 730 Not available 

Sources: Derived froll1 World Health Organi7ation. World Health Statistics Annual - Vo. III: Health Personnel 

and Hospital Estahlishments. Tabl(' I. Geneva: WHO. IQ74. World Health Organization. World Health 

StatIstics Report. (2t>(3). Table 2. Gpl1c\·a: WHO. 1<)73. 

I 
~ 
I 
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additional $1~00 per capita. 

The health budget for Repelita III will be Rp. 130 billion 
annually, or about 50% increase over Repelita II. Although 
government expenditur..;'3 for health are increasing, the amounts 
are still insufficient to meet needs. On the other hand, 
there have been a few cases where the i.mplementing units of 
the MOR have not had the administrative capability to absorb 
available funds. 

As can be seen in Table l, the relative health infra­
structure support in Indonesia is quite low even by Asian 
standards. This Five Year Project seeks to provide institu­
tional support to the Ministry of Health, through the office 
of the Secretary General, in terms of technical assistance, 
training,and funds for improved and increased effectiveness 
of its priority programs. It is believed that demonstrated 
improvements in management skills, research capabilities and 
planning know-how will lead to stronger financial support 
from both GOl and foreign donor sources. 

B. Detailed Description 

The project is composed of five sub-projects which will 
be described separately below. They are designed to improve 
the planning and managemellt information systems, manpower 
development, .1nd staff tl:ailling for various key offices in 
the HOB, and research Clnd development to support al.d assist 
all health program ulldertakings. 

J"ustifir:at::i:Ji1 fOj~ Llllc'i.:ating additional resources to 
the NOH by the COl 1'liU dep(~ll,l largely upon the adequacy of 
planning and skilled E1LlllpOHl.:·[" \:i thin the Ministry. Improve­
ments Ln th~' plannil1?C, process an: ta:dng place \vith assistar,ce 
from both AiD dnd WHO. '.chtC' hL'<ll til p] ann ing subproj ect will 
assist e£forL~ LO strcllgthen both natlonal and provincial 
planning ;,::apJ,bilities. I"]hile \.JHC' is providing three long­
cerm consultants to assist wi1::h planning for the Third Five 
Year Plan (Rcpelita III), this project proposeE to assist the 
Bureau with manpower development and the improvement of MOH's 
personnel management system. THO ';'ong-te::::m consultants, local 
training courses and long-term fellowships for training abroad 
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will be provided. The sub-project will focus on the prob-
1err,s of identifying manpower needs, timely transfers of 
doctors and other personnel from Java to the Outer Islands 
and the strengthening of provincial planning units to enable 
them to produce effective annual and five-year plans at the 
provincial level. 

The proces s itself, hO\-lever, is hampered by I) a lack 
of heal t~1 in forma tion inc Iud ing the types, characteristics 
and geographic occurrences of diseases; 2) a lack of manage­
ment information on productivity and costs of current pat­
terns of health service de li'leries as \.;ell as those of a1 ter­
native approaches which may be suitable to Indonesia. Al­
though the direction of the MOl-! l,)rogram during Pelita II, 
and in the preliminary planning for Pelita III, appears to 
be focused on meeting the needs of the rural poor, much in­
fonnation that is needed for planning rati.onal, feasible and 
affordable rural healch sC:l"vices is still lacking. 

A few examples of major areas requiring further investi­
gation are: (a) reasons for apparent under-utilization of 
available rural health faci] ities; (b) health worker produc­
tivity; (c) the appropriate role of sub-district hospitals 
in rural health programs; (d) rnethods of o.daptation of health 
services delLvcry patterns [:0 TIliLkl' them suitable for appli-' 
cation in various regions of the country; (e) ways to in­
crease out.reach .::inc! non--insti tutiondl services; (f) improved 
information on incidt:'Jlce, prl'vaience c1nd geographic distr~> 
bution of impcH'till1t diseac;e's; (g) developlT'.l'nt of simplified 
technologies iur dL!gnosis ~!lld treatmen( il! rural faci lities. 

2 . 

The Hea-LttJ Rcsi'1rch .ild Dcv(~lupment Sub-Project ad­
ministered thrC111!-,h th,_ ~l;l L j ()l'L:i 1 IllS t i tu te for Heal th Re search 
and Developniloc,L I}d-hhl))) indll\l ing ils six research cen-
ters ,wilt ;_'ldJr:s:> l1li;j or rv:-,l'i;rch areas while upgrading the 
Instil:tlte' s ~-,t,:;.c. 'll'chnica-L .cesearch expertise \"ill be 
provideJ Chl~LJUgh '0::1::; anG shun: tCIT.1 con~:;ultants, and fund­
ing concril:mt_iollS to priority policy research a~tivities 
over the next five years. 

The obvious great need foe improved healtb services in 
rural Indonesia is not reflected in current rates of use of 
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health center facilities. It is roughly estimated that only 
about 20% of the total population in service areas patronize 
health centers. 

The primary purpose of this sub project is to strengthen 
the capability of the NIHRD to undertake high quality re­
search geared toward high priority planning and policy issues 
and toward development of health sprvices delivery technology 
appropriate to the Indonesian environment. 

It is expected that by the end of this sub-project the 
following conditionr will have been met: 

Appropriate numbers of NIHRD staff will be 
adequately trained Loth in substantive fields 
and in research methodology to insure NIHRD's 
ability to carry out increased amounts of 
high-quaLity rcsc2rch. 

An appropriau: llum!jL'r uf high-priority research 
projects, boL. in the planning aud policy area and 
in the service~: delivery are2 will be completed 
or in progress at NIHRD, and the quaJity nf these 
resealch nrojects will he improved. 

Data proccs[;inp, pro'..'L,dures adequate to support 
these H,'search proj""'C(S will be operational and 
routinely i11 llse. 

Extramural rl'Slilr:~h Li.:'SOUrCes (for example, 
univl:rsiti.s) \·jU L !) .... ' L"ing utilizcJ routine'~y 
whe:ne'/er lLL·it' L1Sl' ie, ,.:ollsj.';lcnt with objec­
tives ",f ~nllFJI~ dl,d Ivit!1 ;:-e~~earch quality 
stand2.rd s . 

Three gC'f,l'!:dlc:tc,;tL'L;l.e~ \Jill L...: ,,'mployed by the sub­
project to aci1:i_l',;l' 1 t~c jJilrIJl;:;,':';: 

An extens i'/(' lJr,)/'ynrn '.> f research manpower 
develop,nenL 'ci 11 bL unJertaken to improve 
staff cdP<jbi,lfi,i,'~) "Jichin NIHRD. 

Technical JSsi:LJnC~ in development of data 
process i,lg C''-j)clb il it ies and procedures will 
be provided. 
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Specific assistance will be provided to sub­
stantive research instigated by NIHRD. 

3. Health Educatio~ (See Annex B-3) 

An effective health education program is essential 
for stimulating community and individual interest in health 
facility utilization and to prepare communities for massive 
putlic health programs, su~h as community immunization and 
spraying programs for malaria control. The impact of im­
proved knowledge, attitudes and behavior on health matters 
is direct and highly constructive. 

The Directorate of Health Education is under the Director 
General for Community Health. It is a newly staffed organiza­
tion, both at the natjonal and at the provincial levels. The 
Health Education Sub-Project de3cribed in this PP se~ks to 
improve the planning, operations and evaluation capacity of 
the National Directorate and a few selected key provinces. 
It will:l)develop, evaluate, and keep relevant, at all times, 
a National Health Educ~~ion Plan which will serve the Ministry 
of Health and the provi.lces as a blueprint for the growth and 
development of extensive village-level health educRtion acti­
vities. 

2) assure that the National Plan will have a mea­
surable impact by establishing health education outputs, in­
dicators and measures; and by using such outputs and indica­
tors to determine the level of national health educaticn 
prior to Repelita III (baseline data) during and at the end 
of Repelita III. 

3) improve the capability of the Directorate of 
Health Education to evaluate and keep relevant, at all tilnes, 
health education policies, programs, management systems, and 
manpower development progranls which will enabJe the National 
program to have a measurable impact at village levels. 

4) demonstrate in selected provinces how certain 
well-defined health education techniques can be implemented 
so as to be replicable, or at lease adaptable, in other pro­
vinces. The results of these trials will be used to influ­
ence the health p.ducation curricula of training institutions. 
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4. Prulary HealtH Nurse (See Annex B-4) 

This project paper also provides support for two 
development components of planned large~ programs. A pri­
mary health nurse traig ing program, ~ich eventlally will 
graduate app oXimatelyii3,OOO nurses (PK s) annually, ' began 
operations last year with the intro uction of combined in­
service and academic training programs in ten schools. It 
is expected e at the nurses, when graduated, will be place~ 
in rural He~l~h enters and in rural hospitals. With their 
community health services orientation they will bridge an 

' existing gap between the villages and the health centers. 
Demands on the PKs will be heavy because in many cases they 
will need to be able to fulfill diagnostic functions in 
communities where there are no me 1C 1 doctors before refer-
ring patients to other health fa ilities. The Primary Health 
Nurse Training and Evaluation Sub-Project, which will be ad­
ministered by the Center for Education and Training, is being 
undertaken to help ensure that graduates will have sufficient 
knowledge to perform the duties that will be assigneo to them 
in health centers and sub-centers of rural communities. 

5. Immunization (See Annex B-5) 

The GOI wil~ undertake an Expanded Immunization Pro­
gram (EPI) to substaltially reduce the occurrence of small­
pox, tuberculosis, tetanus, and neonatal tetanus by the end 
of Repelita III. A preparatory phase of the EPI will be under­
~aken through this sub-project to work out technical prob­
.i ems in the cold chain and to improve local vaccipe produc­
t ion capacities. The expanded community immunization pre-
parator y sub-project described in this PP will be administer­
ed through the Directorate of Epidemiology and Quarantine. 
I t will provide one long-te rm consultant who will work with 
officials of the Directorate of Epidemiology and Quarantine. 
Several short-term tecmlical 'consultants will be provided 
f rom other sources (WHO and UNICEF) to assist with detailed 
planning and testing of methods that will be used when the 
massive program begins in 1979. 

Each of these sub-projects is further described, along 
with their 'mplementation plans in attached referenced 
annexes. 
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In addition, a small amount of funds is being requested 
in this PP for activities that can not be identified at the 
present time. The amount requested is believed justified 
because of expected evolvement in activities that cannot now 
be fully identified during the Project Formulation Stage for 
Repelita III, January 1978 - March 1979. 
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PART III - PROJECT ANALYSIS 

A. Technical Analysis 

During the past year, the Secretary General gave the 
Chief of the Bureau of Planning a mandate to increase the 
capabilities of all high-level staff by the end of Repelita 
III in 1984. Consequently, the Bureau of Planning is stress­
ing manpower development at every opportunity. This grant 
is being given special attention by this Bureau because of 
its manpower focus. 

In September 1976, the Bureau of Planning of the MOH was 
designated by the Secretary General as the body responsible 
for reviewing USAID PRPs and PPs that concerned assistance 
to Health programs. The Directorate General of this Bu~au 
was given the responsibility (or checking the design and 
phasing (imph'mentation pLlll) for administrative, policy 
and technical acceptabil ity of these proj ect dOCL,ments. The 
overall project design has uecll carefully reviewed by the 
Secretary General and members of his staff. 

By providing a hroad-based jnstitution-building focus, 
this grant will coniTibute t (J t he proper development of 
health plan and policy forl1luLilioll. The research and devel­
opmen t activi ties whi ch v..' i. 11 hL· sllpported wi li affect the 
status, scope and quallt II l\f (he entire health delivery 
system. USAID believes tll'lt Sih'cific sub-project designs 
and the fOCllS by the oVl::i.alJ ]H'()ject are appropriate to meet 
SOfllC of the ~10li IS CU1TC'n! [llT~'::,ing needs [or institution 
building and mallp(;\/('r c(r."vt'] ')I,::H'Ilt·. 

Mo~t of llle ]'ilpl""I<.:'nLltj(~n plans attached to sub-project 
descriptiom; ')1.I~,':l'C;t rlF' 11L'l'll [01" phafling, i.e., initially 
nine provincc;,: ~l)!~ improved hC<lLth planning, four provinces 
for health educ2.tiuii dcrnc;ns·.T(lljolls, etc. This approach is 
necessary beCDUSl? of c, short "~,e ()[ a.dministrative manpower 
and budgetary constraillcs, l'jdjor issues involved in assess­
ing the replicability of pil~l undertakings will be addressed 
in all project activlties. 

The Bureau of Planning delegated major responsibility 
for assessing the technical soundness of each of the sub-
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Projects to the T'lT'I''''''''I~~'ate technical/administrative offices. 
TOe same offices had 
funding during the 
defined by GOI and 
members durin 

ginally proposed these sub-projects for USAID 
tage. Tpe sub-projects have been further 

funded technical consUltants and USAID staff 

The Bureau of 1tf ..I.~I,U.1.UIS is a recently established office but 
has sho~ admirable in ive in health planning and its efforts are 
being strongly by BAPPENAS. There is a keenly f~lt need 
on the part of this for both long and shClrt term technical 
assistance, which will elp ' them ' 0 meet their expanding responsibilities 
for both improvements present operations and plarming to meet future 
public health needs. 

This sub-proje 
technical staff of the 

was developed by the Bureau Chief and the 
of Planning and has been reviewed during 

a team made up of one public health physician a six weeks consultancy 
and one management speci 
USAID consultants and 
the Bureau of Health Pl 
work effectively with 
assigned there. The n 
long term training overs 
have been selected to r 
been systematicallY s 
validated by consultants 

ist. Based on the findings of these short-term 
staff members, the long-term consultant to 

ing provided for in this PP should be able to 
ee long-term WHO consultants who are presently 
provincial planners who have been selected for 

and the six provinces whose planning personnel 
ive in-country health ~lanning training, have 
ed through the use of criteria that has been 

USAID staff. 

In June 1977, 

ect 

a consultant team visit, a wide variety 
in di scussing the development of this sub­
di scontinuing AID assistance with research 

s i gnifi cantly increasing the budget over what 
submission. The proposal submitted in this 
h whi ch is based on an optimistic projection 

' l 'm1n~t~"'~m,>nt of health services, especially to the 

of options were consider 
project. Thes e ranged 
ana 1evelopment efforts t : 
had been proposed in t he 
PP fol lows the latter 
of a rapid expansion and 
rural poor. USAID and s 
AID assist ance tow~d the 
capacity within the NIHRD 
Project 230 with experienc 
designed. It is impossibl ' 
develop the interest, und 
rural poor wi thout an eff e 
230 at least represented a 
273 will build on this exp 
rec ognized that the two maj 

ral consul tants concluded that discontinuing 
tion of an effective r esearch and development 

be t hrowing away opportunities created by 
that we did not have when 230 was originally 
f or the Ministry of Health of the GOl to rapidly 
tanding or the means to reach Indonesia's 
ive research institution and process. Project 

, art in t his direction. This proposed Project 
Nevertheless, USAID 

remaining 
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constraints to research and development performance, low 
salaries and the honorarium system, may not be overcome in 
the next few years, and that they may have negative impacts 
on the eff~ctiveness of all external assistance efforts. 
Some existing constraints, however, can be reduced or re­
moved by the assistance proposed in this PP. These con­
st!'aints are: 

- Lack of skills in research design and methods 
- Lack of sufficient research manpower 
- Inadequate research support staff 
- Problems in data processing 
- Insufficient utilization of extramural research 

resources 

3. Health Education Sub-Project 

General needs of the Directorate of Health Education 
have been painstakingly identified by the Health Education 
Directordte staff. This sub-project was developed over a 
1~ month period with the assistance of a USAlD-funded health 
educator/planner c::msultant. The idea of developing a na­
tional health education plnn has been strongly supported by 
the Secretary General of the Ninistry of Health. 

This proj.'ct vms dpvelopt:'d by the staff of the Pri­
mary Nurse Training Pro.;l ~lll1 \Ii t 1l the as s is tancE of two WHO 
nurse educatoI:' con~'\llL!l1t~: \J!llj have been assisting with cur­
riculum development for tIl!' Pl, (Primary Nurse) program. The 
sub-project <Jeti :it ie::; vlhiel] "/l:re elL-scribed in the PRP are 
now scheduled to be [uncled hy the IDRe, International Develop­
ment Research r.cnt·c!" or the' r>mndian Covcrnment, hence this 
sub-proj ec t is de s i~~lk'd UJ LiCCO'llP 1 i 5h anothe r high priority 
objc:ctive with the' tc"clL!i,~.tJ . .ls::;i:;tance of USAlD. This long­
range program i.s c;;kci.aJ 1:; <iL'si~ed by the GOl because of its 
recognition of the re Ja t i Vl' (')~c~llencc of American nursing 
education. 

5. Expanded I:-rrmuniza t ion Sub-· Pro j ec t 

This proposal WiLS ,:lev·.:.' lopeu by the staff that will 
be respons ib Ie for iE1pl ('men tiEl-; an expanded irrrrnunization 
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program beginning in 1979. USAID technical staff have 
worked with MOH counterparts in developing this sub-project, 
and are convinced that its activities are important to the 
large immunization program that will be undertaken during 
Repelita III beginning in 1979. 

B. Financial Analysis and Plan 

Total AID bilateral inputs into this five-year project 
(exclusive of USAID direct-hire monitoring) are $4,450,000. 
ThG GOI contribution to these activities is very Gifficult 
to specify in that this is basically an institutional d~­
velopment project. For all of the activities this project 
assists, the GOI will budget roughly US$ 33,000,000 under 
the "development" heading. USAlD funded consultants will 
work to improve ongoing functions and processes. 

Sub-Project 
*Sub-Project Coordination 
Health Planning 
Health Research & Development 
Health Education 

$ 
USAID 

450,000 
738,000 

Primary Nurse Training Evaluation 
Community Immunization Feasi-

2,211,000 
176,000 
445,000 
430,000 

bility Study -------

TOTAl, $4,450,000 

GOl 
$ 

1,020,000 
11,670,000 
15,563,000 
2,715,000 
2,573,000 

$33,541,000 

Since this is largely an institution building project 
to support key X .+1 un i I:; at tlw na tional or provine ial levels 
and to support Et?a~; ib:i 1 lty s tlld ie' S for larger delivery pro­
grams during Rq)(.~lita I.II, liS,\[U (;xpects the GOl to provide 
the support required. 

The Ninistry 01 lkalth is fully corrnnittecl to supporting 
all of above sub··pruj eets ,::me; tl,lS agreed to provide the 
neces sary inpu L; . L; t. im.J Led cor contribut ions are proj ec­
tions based on Repeli Ll 11. figl.~rcs 'vith varying percentages 
of annual increaSes. Re~~litn IIf hurlget planning has not 
yet been completed, hut the overall health budget is expected 
to be $860 million , which would represent a large increase 
over Repelita II input~. 

Unit costs include allowances for contingencies and 

* See Pag·~ 51 
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inflation. The in-country training costs are based on 
cost experiences of NIHRD. Technical research and manage­
ment consultants have sought to design the sub-projects to 
obtain both technical efficiency and high quality outputs. 
Therefore, tbe unit costs per output, as defined in the body 
of the project appears to be satisfactory. 
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Brea.kdo~dlPUt.8 and "do-l'rojects 
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ESTIMATED *GOVERNMENT OF INDONESIA CONTRIBUTION TO PROJECT 273 
($OOO's) 

Sub-Project Year(l) Year(2) Year(31 Year(4) Year(5} All Yrs. 
Realth Planning: 237 356 427 1,020 

% increase over (70/0) (50/0) (20/0) -
previous year 

Health Research & 1,568 rL,882 2,258 2,710 3,252 11,670 
DeveloEment: 
/0 increase over (30/0) (20%) (20%) (20/0)* (20%)* -
Iprevious ~ear 
Health Education:l,534 2,301 .3,222 3,866* 4,640* 15,564 
(development & 
oEerating2: 
% increase over (20/0) (50/0) (40/0) (20/0)* (20/0)* -
.E.revious year 
Nurse Training 506 607* 728* 874* - 2,715 
Evaluation Course: 
/0 increase over (30%) (20/0)'" (20%)* (20/0) * - -
previous year 
Community lmmu- 707 848* 1,018* - - 2,573 
nization Feasibility: 
% increase over (20%)-A (20'1-,) ;';' (20/0)k - - -
iprevious year 

TOTAL PROJECT 273 

GOI Contribution 4,552 5,994 7,653 7,450 7,891 33,541 
IProposed USAID 
Contribution l,434 1,161 811 357 2j7 4,000 
(Total USAID 

5,986 17,155 18,464 7,807 8,128 37,541 ;,end COl 
;GOl percent 
io£ Total 76ic, 83'lo 917, 95/0 97% 89/0 

i:WTES: 1. Figur2s ior "GOI Contribution" include only Develop­
;:ilent Budget figur~s, not Regular. Budget. 
2. GO! Contributions are in all cases over the full five 
years, but for those subprojects which AID funds for only 
three or four years, GOI Contributions are shown for only 
the years in which AID will contribute under this project; 
ii there are follow-on AID projects, the GOI Contribution 
will not be double-counted. 

*Asterisk indicates USAID estL~te; other estimates are by GOI 
Bt::.rec.:o.1 of Hea 1 th Planning. 
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c. Social Analysis 

We have chosen to address social soundness issues sepa­
rately for each sub-project so that the analyses relate more 
closely to each project's purposes and institutional frame­
works. 

1. Health Planning Sub-Project 

a. Sociocultural Feasibility 

(1) Organization and Motivation: 

This project will strengthen manpower plan­
ning and improve personnel management within the MOH through 
the provision of assistance to the Bureau of Planning and 
Bureau of Personnel. The Chief of the Bureau of Planning 

has received instructions from the Secretary 
General to mount a health manpower planning program for the 
MOH during Repelita III. Its goal will be to assure much 
better trained health manpower will be in place by the be­
ginning of Repelita IV. The Bureau of Planning currently 
has three long-term WHO consultants who are providing support, 
especially in Repelita III planning: one economist, one 
health planner, 2nd one statistician. For manpower planning, 
however) the Bureau rc~ognj.zcs a need for both a health man­
power planner consultanc and a personnel specialist at the 
Personnel Bureau. 

Th2 central portion of this sub-project is narrowly fo­
cused on the rnanpow~r issue. ~anpower planning is receiving 
high priority. ~)r~over, BHP has developed direct links with 
the MOR Bureau of Personnel, which is also directly under the 
Office of the Secr2tary General. 

rl'":L2 he, j of :he Bu::-eau of Health Planning has been in­
volv",d WiC'"-l _iL ·.~l.::n;:'::";ig and imi.:<!..ementation of Indonesia's 
young dC'Lor L'.PKES P·:'",Jg:carr.. In this program, all "young 
doctor.;" (ne\-J ,:.,rac.:..:;.at.:cs ·yE :necic21 schools) must spend a 
per::'cd of time working in the government's health program. 
In irrlDlelTjc::l"ltiT'g.::his ?rogram, the BHP has recognized a 
n'c:,~Q L' __ estc .. blish a personnel management system in the frame­
wc-::~( c":.-.2ald·1 manpower development (planning, employing, 
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training and managing health manpower) that will encourage 
participants and otherwise invigorate efforts to provide im­
proved health services to the rural poor. At present, the 
system of health ma,npower planning and management is not 
functioning efficiently. 

In order to implement manpower planning improvements, 
the Bureau of Planning (BHP) has had to "struggle" with 
other GOI units over proposed changes in assigned positions. 
The desired changes are from those designated according to 
organizational structure to positions designed to complement 
functional structures. The MOH has succeeded in getting some 
of its positions so changed. 

(2) Provincial Planning Activities: 

Six to ten provinces* that are located in 
various parts of the country (and at various levels of de­
velopment) will be selected to receive planning assistance. 
These provinces will be linked with other locations for re­
gional development. At least two provir.ces will be chosen 
from each of the three regions. This will strengthen both 
the regional planning oystem now being set up and will sup­
port general measures to increase decentralization of plan­
ning as well as program administration to the provinces. 

*Tentatively they are East, West and Central Java, Aceh, 
SU~3wesi Tenggara, Nusa Tenggara, Timur. 
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Since November, 1976, the BHP has had a direct link with 
the MOR Central Office of each Province (Kanwi1 Kesehatan). 
The Kanwi1 has a health planner on his staff. Following is 
a description of the functions of the KANWlL KESEHATAN: 

PLAN FORMULATION 

CENTRAL MOH 
OFFICE AT PROVINCE 

KANWIL KESEHATAN 

ANALYSIS A~~ REPORT 

LICENSING 

TECHNICAL GUIDANCE 

ONITORIN 
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Responsibilities of Central MOH and Provincial Level: 

The KANWIL KESEHATAN executes MOH functions in the pro­
vinces. 

- The function of the provincial planning unit is to for­
mulate provincial plans, collect, analyze and process data, 
to coordinate the formulation of tactical guidance and to pre­
pare a number of reports. 

- The monitoring unit gives technical guidance on the 
implementation of health programs, the granting of licenses, 
the provision of health education and on health care delivery. 

Since a reorganization of the Ministry of Health in 1975, 
there has been a slot for a pl&nner at the Provincial Office 
of the Ministry of Health (KANWIL KESEHATAN). This position, 
which serves as a functional link between the Bureau of 
Planning at the Central level and the Provincial Health 
Office, was made operational in late 1976. 

Improvements in the skills of ;1rovincial planners with 
the KMTWIL KESEHATAN will in turn improve overall planning 
at the provincial level. Also, it will strengthen the ability 
of the current planning unit to coordinate plans of indivi­
dual implementing units, such as CDC, Maternal/Child health, 
family planning, etc. Currently, the implementing sections 
send their annual plans directly to the provincial planning 
unit of the KA~I"']IL KESEtll-'-TA~. .'-lany of the planni.ng units, 
however, are not yet strong enough to develop integrated pro­
vincHll ?l.:ms) ,~lthou,',h they have the responsibility to fin­
ali:::" )ro\!LncLil plcm2> and to intct;r.Jtc them into provincial 
h(:;_l-::::1-, aC"civ~ti( s ~ 2lo',lg with the pl.Jl1s 01 other departments. 
In each ;Yco'/inc,:, the :-.J\t-,lJIL pLmning officer has a planning 
:eam (usually con\~S~iDg oi eight ~embers) to assist him. 
The _ 2am is :rude i.j;) of all tiL(: program units a t the provin-
e illl love 1 ~ CDC~. E: tc. i'rom che t'A.>'ilvIL KESEH.4TAt\ and DINAS 
KESE}lj',:..i.'Ai\ offic:c:~:,. ric-k' DiNAS J;J::.SSH . .'~TAN assists only in 
accumuJ.2~io2. of i::.~·L)r;'~~'.L.ion. 'lhe Kabupaten level is seen as 
the source of this information. 

Tne N-li:1.onal cmnual hecilth plan incorporates inputs from 
L:2 ?:::':J" .... nc..: ini:o its Submission to BAPPENAS in the follow­
ing · .. .:,·v, in May-Jl4nE:<iu·l.y each year the planning units of 
each 0: '::i.':" ";'irectorates general send guidelines to the 
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Central Bureau of Planning. During the period Sept.ember­
October-November, the provinces draft annual plans and send 
them to the various units of the Directorate General. These 
nnits write the DUP submissions. The Central Bureau of Plan­
ning is trying to strengthen itself further so that it can 
coordinate proposals from the directorates general, while 
also trying to strengthen the provincial units for the KANWIL 
KESEHATAN so they can assume a similar function at the pro­
vincial level. 

(3) Participation: 

The participants in this project at the na­
tional level will be staff members of the Bureau of Planning 
and the MOH Bureau of Personnel. Since most of the MOH staff 
members will be doctors, special efforts will be made to in­
clude non-medical health personnel in project activities. 
The Health Education Planner consultant who will be working 
in the Health Education Sub-Project may be able to assist 
with this. 

(4) Obstacles: 

There do not seem to be any political or 
bureaucratic obstacles to the implementation of this acti­
vity. The sub-project calls for the training of nine pro­
vincial plannprs. The Burenu of Planning and USAID are eager 
to insure that persons wh,) ~1r~: trai"ned return to assigr.ed 
posiLions. According to bt~~f members of the Bureau of 
Planm ng, ther.: arc ;.::ompe.1!:>a~ ions for \vorking in the local 
Cire,,!:) df:.U once employees becamL: (ldJu~ted to rural cornrnuni­
~ies they become aware of inc~n~ives that help to keep them 
ther·e. 

b. Spread Eii~cts 

.Ln ale fln..:ll ~rcar (3rd year) it is possible tl:1.at 
trie p~~sonnel SySt2~ d2V~~O~Ed may be extended to cover non­
MCii ,:1.0CdL guc::...n;-:ic:~1t) hc .. -r:-:1 personnel as we~l, though de­
teLl.I::, :1: ,V2 ~10t yet bc.:c:n \voY"kt:d ou t. The pace of the spread 
effect to oth('~ provinces will, of course, depend on the 
aDil~~y of ~l? and the Cencer for Education and Training to 
1..!nd2Y't2.ke in-service training of planners on a regular basis. 
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c. Social Consequences and Benefit Incidence 

The ultimate beneficiaries of a sound manpower 
planning program for the MOH and local government public 
health infrastructures will be the entire population of 
Indonesia. It is hoped that this manpower program will re­
move one of the main constraints to improved health services; 
i.e. lack of trained manpower, and that the people (espec­
ially the rural poor) who use public health services will re­
ceive the benefits resulting from higher quality and more 
readily available health services provided by better trained 
and more highly motivated MOH employees. The implementation 
plan specifies strategies to impr.ove health care of the rural 
poor. The manpower planning strategies will cover a wide 
range of health extension workers who will provide outreach 
services. 

This sub-project is also intended to assist MOH Provincial 
Planning Units to improve the allocation of scarce manpower 
rescurces. Since the decentralization of planning capability 
should improve the annual plans of the 6 - 10 pilot provinces, 
their budgets may increase vis-a-vis those of other provinces 
t~causc of their more complete plans. 

2. Health Research Su~-Project 

a. Sociocultura~ Feasibility 

A~~is[ancc pruvided through this sub-project 
will be ~irected ~owJrJ the cr03tion and improvement of the 
research and analy~is capacity of the National Institute of 
Health Rese3.rch Q,-,J D('V(; lop:;,,_'nt (NIHRD) which is the research 
Clrm c= tf,2 Xini:-;::rv D:C HC:11Lh. ~atIRDrs'rclations with the 
~1inisc'j :~E.:! i~,-, ,i,';,:E h';1 -:1:l ""c)r.!. Because of its still 
limi "CeG i..-e:SL'.2~·'-::' Li.;-,(1 "r'di'J ,c. is capac ity, however, the l\'IHRD is 
·~11a.ble ::~ ~?rc\tiJt~ t-~l'" !\.Lt1C.:~ o~ ~ '-i[ormation needed for good 
pl&ni.1~c.(::, <!:-lcl i:npL..:'lT,,;;-(~cat.:iG'1 0.1.- rural health services. While 
there may be some: ci~sap?ointment over this situation, there 
are ~o severe incer-bureaucraric rivalries that seem likely 
to har:l?:2.x· this proj eCl:. 

:here have been rivalries between NIHRD and universities, 



-34-

however, becaus~ the NIHRD has competed ·wit universities 
for research funds. Recent meetings between the consortium 
of medical schools and NIHRD to discuss research needs and 
the relative roles of NIHRD and university departments indi­
cate that detente is possible. The NIHRD will directly bene­
fit from training, consultants and research project support, 
and probably gain some influence by the expansion of grants 
to unbrersities and by obtaining clearance for university 
fellowship applications. Gains for universities include ex­
panded research support at a time when funds for this purpose 
are very short, and the possibility of obtaining fellowships 
and in-country training grants. Losses to universities occur 
primarily in their having to have NIHRD approval for research 
and fellowship candidates. 

(2) Motivation 

Dr. Sulianti, Chief of NIHRD, considers this 
project very important to her organization. She is since1Eiy 
interested in undertaking research whicH supports national 
health policy, and this grant will provide both short term 
(research funds, consultants) and long term (development of 
manpower) assistance to that end. 

The operating rms of MOR and tp.e Bureau of Planning de­
finitely believe this subproject wjff l be of direct benefit 
to the i r planning needs and to th welfare of the people of 
Indonesia - a large number of whom will be the rural poor. 

(3) Obstacles 

This proj ect i nclude s a large fellowship 
component . Finding candidat e s with su f ficient English lan­
guage ability will be difficult . There are, however, no 
political or bureaucratic obstacles to effective project im­
plementation . 

b . Spr ead Effec t s 

The intended effec t of this project is ultimate­
l y to provi de appropri ate GOI officials with needed infor­
mation for health decis ion-making . In the snort run, the 
.' pact wil be one of permitting and promoting adequate 
quality r esearch to support health sector planning. Thus, 



-35-

the first effect will be on NlHRD itself through the pro­
ject's institution-building activities. Second-level effects 
will be on the planning and operating units of the MOH, in­
cluding the improvement of health service programs and 
policies that effect rural populations. 

The impact at NlHRD will occur through direct assistance 
in personnel training and support of research activities. 
Expected secondary effects will occur through the research 
that is achieved, There seems to be a general climate of 
support in the MOH and in local universities for t~ls acti­
vity. No opposition was encountered ir. the Gal circles con­
tacted in sub-project develop~ent. 

The severe constraints on the mobility of government per­
sonnel that seemed to exist a few years 19o have, to some ex­
tent, eased up. N1HRD personnel move around with relative 
freedom and do a reasonably good job of talking with poten­
tial ~esearch users at national, provincial and peripheral 
levels. Thus, once quality research is accomplished, little 
difficulty is foreseen in its dissemination. 

This second research and developwent project will concen­
trate on the spread or knowledge and techniques: knowledge 
of the incidence and patterns of diseases and disabilities; 
of the effects of rr.o!:'bidity, oi alternative approaches to 
the provision of health services and of techniques for dis­
ease control. ~lethods of using cormnunity resources and ways 
to simplify procedures will also be areas of investigation. 

c. Social CU;lsequences Benefit Incidence 

Inlti~lly, this ?roject should tend to increase 
advancement oppo~tunities for technicians and to improve the 
stature and ?rc:->t~_~<.: of the :UHRD as an institution. Effec­
t~ve ~esearch ?er[oI~illnce can be expected to give the 1nsti­
tuce a L::c."'C:,l::ei- voice in ~im--~ (i,--,cis~ons on an institutional 
basis :cath'::T than on dn ir:.div-:.cual basis (i.e. N1HRD as an 
influential organizatioG v. Gr. Sulianti as an influential 
person). However, in th,:., rel;J.tively short run (5 years or 
so), SG"Tle of the infonnation and cechniques acquired through 
researc~ shG~ld begin to have an effect on the accessibility 
".nd eff,_~ctiveness of hcal'.:h services to the ultimate bene­
fic iar::";;5 - the rurCil poor. 
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One area of research interest and need is a proven method 
for promoting community participation in improving health 
facilities and their environment in general. Participation 
implies some loss of centralized control, so, in the long run, 
there could be unanticipated conflicts between communities 
and health professional, or other government groups respon­
sible for community development. Even so, in the long run, 
this project should go far toward helping the MOH be respon­
sive to the basic health needs of the poor majority of its 
population who are presently receiving woefully inadequate 
health services. 

3. Health Education Sub-Project 

a. Sociocultural Feasibility 

(1) Organization 

The Directorate for Health Education, Direc­
torate General of COIIll11Unity Health, Ministry of Health and 
USAID will cooperate in implementing this sub-project. A 
USAID-provided health education consultant 
recently outlined for ehe MOH Se~retary General, the Chief 
of the Bureau of Planning, and Lhe Director of Health Educa­
tion the discrepancies between responsibilities of the Direc­
torate and its current Ministry position. Organizationally, 
the Di~ectorate 1S strictly a line organization within the 
Ministry \,'ith responsibilities dt the community level, yet 
it also has been assigned supporting staff responsibilities 
for ~11 hC21th unies. The Sccrct&ry General has stated that 
Wrii:2 ch~ Directorat:c oi HcalLh Education's current organiza­
L:_Oi.-lc, 0_ O>~OI~;:~ c. .L(;n rIJi L1.1:'I' eriC D:i r.:.' c [ora te Genera 1 for Communi ty 
Hea:tn wil~ ~~ ~2pt the same for th~ forseeable future, it 
r.., ill,~,.:- i..; ._c: tiOtl:lll} Y'l'~; PO[,3 i:.:,le for supporting health edu­
':::Citi':.-i ':::':"o<J,::ments c£ ,.:"1 progj:,affis or the MOH. The Director­
atf, i.3 ~-lO\';; :JLinnin:::, , ".'ith JSA:C~ technical planning and manage­
mem: ::.~::, iSC:::i:-,C\::) t:o ::: -oke over thi..~se res pons ibilities toward 
~he e~a of ~~pelita iI, 

C~rrently, t~e Dir2ctor2tc of Health Education is trying 
to establish it5 national identity vis-a-vis other units 
>~it~iL t~e ~entral MOB. The Directorate was recently reor­
ganized ·~-c:cler the Director General for Corrrrnunity Health and 
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most: of its staff are newly returned MPH health education 
graduates from U. S. Universities who have been working for 
the Directorate one or two years. In fact, all professional 
health educators in the country, totaling approximately 60, 
have recently received training in the U.S. and are now ass­
igned either in Jakarta or in one of 20 provinces throughout 
Indonesia. The head of the Directorate has been in charge of 
placing returned participants in either positions on the staff 
at the national office or in one of the provinces. This un­
dertaking has been difficult because of insufficient forward 
planning. The Chief of the Bureau of Planning and the Secre­
tary General share the opinion that the lack of proper for­
ward planning on the part of the Directorate, plus the selec­
tion of non-health personnel as health educator trainees, has 
been the major cause for placement difficulties. 

The Directorate's confidence in its abilLty to plan pro­
grams that are relevant to programs of other divisions within 
M0H needs to be strengthened. However, with the help of 
technical assistance provided by a USAID Consultant, the 
Directorate has expeditiously begun work on a wide range of 
plans for Repelita III. Th~ outline of these plans has been 
presented to and received enthusiastically by the Chief of the 
Bureau of Planning. The Secretary General has given the Dir­
ectorate of Health Edt'.cCition a mandate to present a draft 
master health education plan, with alternatives, for discuss­
ion at the Annual ~3tional Health Conference that will be held 
in January 19;'8. It ilppea:C3, trY'n~fore, that past difficulties 
between the Dircctor::ICC of Hedl:..h Education and the other di­
visions of thei'finisL.ry c)f H-2alth are being overcome. 

In the past, 
the Di~ectora~0 w~s a division ~ithin the Cencer for Education 
and TrClir~in~~. E:-Lncc'.:.lleir clivision into separate units, 
operati.ons :1:1V<2 su:Eft:::ed h-om vC1(;uely delineated responsibili­
ties (i.e. (~~ ~irecto~5~2 would [::Ike care of health educ::Ition 
relateG tu LC,,_c cu,-.lIimnic:,/ ~ ~:'IC~ ti-~L' C(-'nte. wou1.cl be responsible 
for in--s~·..:\':i_C2 he~llL-;:-1 edU2-:!~:':'lm sLaff training). These t\olO 
units h2V2 now ~Et and ~gr2ed to work out a plan for clear 
separ2tion oi responsibilities and for coordination of activi­
ties where ~ppropriate. 
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(2) Motivation 

The Secretary General, the Chief of the 
Bureau 0 Planning, and the National Directorate of Health 
Education have reached a consensus that this sub-proje~t will 
upgrade the capacity of the Directorate to undertake the full 
range of its respons bilities and that all health programs 
will benefit from a greatly strengthened he~lth education pro­
gram. The Bureau of Plf nning supports in principle the p licy 
that in the future all nealth education activities shall be 
under the supervision of the Directorate of Health Education. 
The Chief of this Bureau has stated that should some of the 
Directors General decide not to cooperate they will be run­
ning the risk of being penalized by having reductions made 
in their Gor development budget allocatrons. 

The directors of the other health programs, such as CDC, 
the i mmunization program, the malaria program, as well as 
the Bureau of Planning appear to be aware of the benefits 
that may be derived from health education. In fact, in the 
absence of a strong, well-coordinated health education pro­
gram, most Directors General have developed within their own 
divisions a capacity for undertaking health education activi­
ties. Also, during the past several years, a large percent­
age of the budget for health education has been allocat~d 
directly to the various Directors General, rather than ~·o the 
Directorate of Health Education. 

The health educators in various provinces will be visited 
by, heal th educator/pl anner t eams during the life of this pro­
ject, and several provinces wil l be chosen for demonstration 
ac t ivities . Al r eady identifie d as potential pilot study pro­
vinces are West J ava, East Java , South Sulawesi, and :West 

sa Tenggara . . Ea.ch of t e first three provi.nces were visit­
ed by a s t udy team dur ing t he Project Paper preparation phase 
and are qui t e receptive to part icipating i~ the planning of 
demonstrat ion act ivities within their provinces. 

The sub- proj ect calls for coordination with the National 
InstitU"t .. e f or Health Research and Development since this 
i nstitut e will be expect ed to cooperate in the development 

baseline dat a on heal t h knowledge, attitudes and practices 
~G .~h inclus i on of appropriate questions in upcoming house­
. and communi ty surveys funded by, the R&D sub-project de­

b above. 
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(3) Participation 

At the operational level, program partici­
pants will be personnel from the various units of the na­
tional and provincial health offices. Training demonstrations 
to be carried out in up to four provinces will require health 
education staff participation in trai~ing sessions for both 
local health workers and volunteer workers in the communities. 

The "West Java" health education model will be used to 
test methods for "training of trainers" which will require 
the strong motivation of health education coordinators at 
the regency level along with the health center doctors and 
their staffs. The strength of the health center systems in 
~~e provinces will be very important to success with dissemi­
nation of health education to the corruTUlnity. The "East Java" 
health education model centers around the training of primary 
health nurses (PK) to become health center coordinators for 
health education activities at the community level. The suc­
cess of that program will depend largeiy on the ability of 
the PK to relate to conmrunity health problems and the readi­
ness of the community to participate in health corrnnunity de­
velopment activities. As medical professionals who have re­
ceived corrrrnunity basco crainin6, the PKs should be ideal for 
this type of task. The cormnunities chosen for demonstration 
activi~ies in three of the four pilot provinces will be chosen 
with high enough lev,' ls or cleve lopment to recof,'11ize health as 
an i~portant aspect of Nell-being and with s~ffjcient resour­
ces to '2·::ill.~e public ,ic,tJeh Ld\::ilit~es and undertake commu­
nity ;:;.c '::~ViLi",;.) in l:c",. ,.Ii. '." A fourth p~ovince) ~"hich will be 
2 lC:jS oevelope,: ou;::' .. :.. .. ~slalll~ 20IT1TIlUnity, will be chosen to 
",xplo::('i::~-,e dif::i.cu: h.;.) 2~.'02.~ci.tL:d '..lith implementing health 
cduca tion progr':'-im:: :":', .. --';) :.,1;.''::- cleve loped 2reas. 

There jo not ~ppear to be any political, bur­
eaucratic} r(Jlibio~,: ... , ·~'COf1:·!ir:ic or cultural obstacles to the 
effective i~pleQent3tion or this project. 

---_ .. _._-
*1:t i~: oel:~?:'lec that ;).C:'cJple f:;:-,}lTI these corrnnunities should 
pu~~~c~:~~~ ~~ the h~~lth educat~on activities, and the test 

. 1 . . 
Wl_.!. CC!.1L:e:;:" &·.C"-.JUi.ld de'!2loj:;ins prccedures and methods for 
t::..:._. i::Lg various l .. >.vels of health education staff. 



The health education communication strategies, 
med a, an materials to be developed during Repe1ita I Ll will 
become components of a na"iona1 health education plan to be 
drafteq by the Directorate and other relevant agencies with­
in the MOH with assistance from the pilot communities. The 
findings from experimentation in pilot communities will be 
disseminated through a series of na~iona1 health conferences 
and special health education meetings to be funded by the GOI 
at the end of this pilot undertaking in 1981/82. 

(6) Spread Effects of the Sub-Project 

The development of a national plan for health 
education will involve the participation of other relevant 
groups, especially th se involved in health activities at 
community levels. 

The nature and scope of the intended impact of this sub­
project is primarily to bring about an improvement in health 
education plans, programs and techniques, particularly those 
focusing on manpower development at the national, provincial 
and regency levels. The organizational impact should be con­
siderable. The degree and rapidity of the spread effect from 
developments in the pilot provinces will depend to a large 
extent on the institutional capabilities and the budget of 
the Di rectorate of Health Education. Improved capabilities 
of other agencies invol ved in health education and community 
development at t he v i llage level to plan and administer their 
programs will also be important . I ncreased budget for health 
educat ion program expans i on can come from several sources: 
MOH, Int erior, loca l funds. . 

The Initial beneficiaries of t his project will be the 
administrators, pl anners, heal th educators and r esearchers 

ho will be directly i nvolved in producing the outputs of the 
project , bot h i n t he MOR and other agencies, but the benef~ts 
will quickly spread to organiza t i ons that utilize improved 
health educa t i on plans for Repelita III, and eventually to the 
mas ses of peopl e who need t he knowledge this program will 
bring to them. 

- - the West Java hea lth education model, all health center 
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personnel will receive in-service training from the Regency­
level health education coordinators: the health center 
doctor will be expected to create the necessary motivation 
and supervision to assure the success of training activities. 
The impact of the health center on the community will be 
determined by th~ general quality of community services it 
provides. The present syr,tcm of home visiting and other 
outreach efforts should also affect the impact of improved 
health education services on the community. 

In the East Java health education model, the direct spread 
effect to the community is faster since one health education 
sub-coordinator at the Health center will be assigned spe­
cific responsibility to disseminate health education in the 
community. The PK, or primary health nurse, will receive 
corrnnunity \lOrk experience during their formal training. The 
impact on communities that use this model will be more direct, 
and in the short run is likely to be more effective than the 
West Java model. 

In the South Sulawesi health education model the major 
focus of activities has been through programs of the Ministry 
of Interior. LSDs (village social groups) coordinate all 
activities for cOl1LTTIunity development with support from all 
ministries. Village heads, infonnal leaders, and private 
groups such as women's g~oups are also actively involved. 
Private groups an~ VL:;~y influ2ncial throughout Indonesia and 
appear to be especially so o~ the outer islands. 

':'.:''he ·j'Lie:~ .. archlc(ll 2y~"; LL.: ~l of gov..:rnrnent dO\m through the 
vilLa.gl' hl:acl f·.cCJ1TICk :':C8;(:'-,C~' ,md ;c,ub-d is tric t officers 
S2e;;i':;,:~; bc l:::;i:'(:..:~:,:;'J.'i st-.::-or,:. 'l'hLC ultiTnate spread of health 
ed.uc2.t~::.0L1 ~_de"s .:::~,; ,~C C:_V:~L~.L'S i\;ill I~cquire finT'. support by 
ch'2 :::0:,-~--:~.[;ii:ics" C~02i'C. :::::~. cc;ordi-:,.:ltiGn of he.:llth education 
dC'':_.·/::':::ies L:·hroJ.,,"Li. ,:~ ..... "'::i'::'':-dl ,col.-C·li'), slich as 1:ne LSD, is im-
pO:ct<.~r-l[. ~,~.~.:: i"SD i.:'. .1 ic,.c.~-:.2.:L L.ni,:) ne-"ly es tabl ished over 
i:he ::"2.:;::::::.VO :'2.iC,.' ,i .. :_C~-' is ·;':-\c:~:;f;on3ibl.:; for all activities 
,,/bic;, T-'l.···.~\·::<.c:··.::,: S.;Cl;:i.1 ,:,liCe (:or::;.-,,;.]nity Gt3velopment. As the LSD 
bCCO:I.23 :)'':: ',j"c",er, ~:,c';~' .~Cl:::<·, of: c0l11mUnity hea.lth dev.::-lopment 
:'..!1 t~c v:Lllage shc:ulc.. 2.::"so imjY;.-ove. Past proj ects of a 
s iE15. =t .. ~.-.'H:Lr::;: ':.':lHC ir-:.:;-i.c.:l ted the, t the C 0TIU11Uf' i ty is in tere s t­
ed i:- .:')':;:':"-:~:'t,,:,:.tl. (: cleY2lo;~nent l~Iforts ~ not just those rela­
;:e(~ ., :-,';;:0.::'. t·~:. ,):. :c21nn_:' ~J ::"'c:nni.ng. There fore, in order to 
m':"~:iCJ:'{1i.:~ie in·;..erest ::£ \.;rhat<2ve:::- corrnmmity participation 
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groups that may be formed to undertake health development, 
health edacation coordinators will be called upon to respond 
to other areas of need. 

The Health Education sub-project includes some audio­
visual support for health center staffs, and the national 
health education plan will include specific project designs 
for improving communications and participation in media pro­
grams during the ne~~ Pelita (five-year plan). The time 
necessary to achieve the intended comprehensive spread ef­
fects is uncertain. Certainly the ultimate impact on the 
community in terms of changed ideas and behavior patterns 
is a show process, but it is expected that changes will be 
sufficient to be measured every two years or so during 
Repelita III (prior, mid and at the end of Repelita III). 

c. Social Consequences and Benefit Incidence 

The in-tial organizations to be helped under 
this sub-project" have been defined under section b., above. 
There are no adve se effects expected from project imple- I 

mentation, since the .improvement of health education should 
improve the access of individuals and communities to public 
health services. Also, with a better understanding of per­
sonal and community hygiene, the rural communities should be 
better able to prevent illness_ With increased knowledge 
about the availability of services at the health centers and 
in the public health system in general, the utilization of 
hea.lth facilities by the rural population should increase 
perceptibly_ The health education coordinators will circu­
late within communities \vhere less educated and modernized 
gr oups l ive , and will provide them with information concern­
ing health facilities which they may not have known about 
before. Health education activities of the MOH which have 
fonnerly been rocused on the provinces of East and West Java 
should now be extended as rapi dly as possible "to cover the 
ent ire country _ This project will help the GOI to move to­
ward the attainment of that objective. 

Health education act ivities .to date in East Java, using 
the present Health Education specialists in approximately 
l~O v :" ll ~ ges, have shown excellent results over the past 18 
~"C ~xr_ '; and are indicative of potential benefits to be deri­
ve f rom this type of program. During the past 18 months 
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five areas (including 45 villages) in East Java have b~~~ 
subjected to intensive health education activities. Achieve­
ments include the following: 

Latrines built 194 (each serves 5-10 people) 
Trash areas selected 148 
Improved ventilation 114 (homes) 
Wells dug 40 
Bathrooms constructed 11 
Health Post constructed 1 
Drainage pipes installed 39 
Excreta pits constructed 11 
Hedges planted 11 

45 villages x 25 households per village x 6 people per 
household = 6,750 people as beneficiaries in this project 
area. As the health education project proposed here succeeds 
and is applied on a nationwide basi~, millions of rural Indo­
nesians will become direct beneficiaries. 

4. Primary Health Nurse Training Evaluation Sub-Project 

a. Sociocultural Feasibility 

(1) Organization 

TIds suoproj ect will be administered through 
the existing primary nurse training program of the MOH Center 
of Education and Training, ,ind training will be done in the 
Primary L\urs...: (PK) ~chco1s through()ut Indonesia. Therefore, 
no new arganiz~tions will n~c~ to be created. The nurse 
C:'-~diil.2e.:J t,v'i"il be ·.cecruitL:J :'::cor: thl' areas where the:,' now live 
.:md wnere "[hey will L.:':c:.r:JE: dssi:!,ned. They will go to PK 
school::; ifi t:I1(;ir :2CCl -L rC'i;ions, l1cnce \"ill be trained in the 
vicinity of Lne CGr;-u"""unitiE:s in ';bich they will serve. 

T:-.. e CO;l':>_~t)': (l}: "~~yr Ll!l':'LCy health nurse" is an innovative 
an2 wnich t:-IC GOI!J:.;()c: [Ji-omo LL'U chrough a na tiona 1 decree in 
1976 t"tlcl t E:~; 1:("b: isi:lc:.J ;xi.l1 ~J,UEI criteria for all future nurse 
training. Rural me(~ical care '\"ill largely be the responsi­
bility of ·che PKs, Indonesia i s version of China's "barefoot 
doc tors:' . 



(2) Motivation 

~he PK program staf~ and the Director of the 
Center for Educatio and Culture want this subproject be­
cause it will expand manpower training and improve evaluation 
techniques within the ' PK program. Eventual y, it is expect­
ed :that people taught under this training program, together 
with those trained overseas, will have the skills necessary 
to undertake more general and continuing development of the 
PK program. 

Participants to be incl ded in an evaluation course that 
will be scheduled under this project will represent the im­
portant elements of both internal and external evaluation 
teams: nurse educators (training trainers), PK teachers 
nurse education administrators at the national, provincial 
and school levels, including representatives from the Center 
for Education and Training staff who will be responsible for 
the program within the MOR, as well as members of social 
organizations concerned with the relevance of the PK to com­
munity welfare and, of course, the students themselves. 

The evaluation training course, once designed, will be 
introduced into the curriculum of all PK schools. 

There appears to be no obstacles to the effective imple­
mentation of the several element s of this sub-proJect. 

b. Spread Effects 

The i ntended impact of this activity will be on 
the National PK nurse training education sys t em. The eval­
uation t echniques t augpt i n t he course referred to above 
should improve the quali ty of t eaching and provide trainers 
and administrat or s wi th a more i nnovative and dynamic ap­
proach to both t eachi ng and curriculum development. Through 
changes in course content and t eaching methods, brought 
about by t.hi s subproject, it is expected that the PK nurse 
wi ll r eceive continuous ly improved and more relevant train­
ing and t hat h i s/her servi ces to the community will be of 
increasingly h~gher quality. 

The key leaaers wi tn whom t hlis subproject will deal are 
t he Director of the Center for Education and Training and 
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officials who have direct control over the development of 
PK curriculum and the conversion of existing nurse education 
academies and schools into PK schools. The success of nurse 
educators in applying evaluation techniques within their 
schools will be influenced oy the motivation of the adminis­
trative heads of the schools. The understanding and enthusi­
asm of the PK trainers for community-based medicine, its 
composition and a~plication, with be important to the success 
of the program. 

The support of the commu ity for th~ PK program will de­
pend not only on the quality of PK performance, but also on 
support of their work by local civil government officials, 
village leaders, and community groups such as women's groups. 
In the past, the preparation of the community for receipt of 
t~e PK concept seems to have been adequate. To date, ten 
schools have been converted into PK re-training centers, and 
the community response to the newly graduated PKs has been 
good. Continued succe~s of the larger program, however, will 
depend on the development and implementation of an effective 
continuing program evaluation process carried out in large 
part by PK nurses themselves in the communities to which they 
are assigned. 

c. Social Consequence and Benefit Incidence 

The initial beneficiaries of this project will 
be PK nurse educators and PK trainees. Community recipients 
of PK services, however, will be the ultimate direct benefi­
ciaries of a continually self-improving primary health nurse 
program based on effective self evaluations. There do not 
appear to be any potential adverse side-effects to the im­
plementation of this sub-project as proposed. Any problems 
which the overall PK program may face will be lessened as a 
re sult of planned evaluation activities which will lead to 
immediate efforts to correct weaknesses found in the program. 

5. Expanded Community Immunization (EPI) Preparatory 
Subproject 

a. 

I " 
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(1) Organization 

r: 
The Directorate General of Communicable Dis-

ease Control (CDC) will implement an Expanded Immunization 
Program. At tne provincial and lo~al levels, the program 
will use the existing MOR structures. At provincial levels, 
CDC directors and immunization Hrogram directors wi 1 be in 
charge· and at health center levels, health center doctors 
and vaccinators from prior smallpox programs will be in­
volved. (PKs, Family Planning workers, malaria workers and , 
sa itarians may also be used). Thus, the implementation in-
frastructure is essentially already in place and no new or­
ganizations will be required. 

(2) Motivation 

The Ministry of Health strongly supports 
this subproject and the plan for a nationwide EPI program. 
The EPI Program Staff sponsored a provincial workshop in 
July, 1977 in which provincial officials had oppor{unities 
to discuss details of the planned EPI program. In order to 
ensure full cooperation of .,the provincial officials, those 
provinces requesting the EPI program in t neir area will re­
ceive first consideration. r he program is later expected 
to include all provinces. 

At the village level, recent reports have indicated that 
there is a rising re~_uctance on the part of the cormnunity 
residents to receive immunization. This situation is due to 
some adverse side effects of preyious programs, such as tlie 
BeG program i n which some vac cine was tOQ potent fo .. babies, 
causing swelling of the arm lyrnRb nodes. The EPI, therefore, 
will r equire careful field prep~ration befor,e i mplementation, 
with emphasis on health education. 

Because all e thnic tribal and language groups 
nesia eve,ptual y will be ~rviced through this "program, the 
adaptation of field preparation activities to local condi­
tions is very important. It is plannep that health educa-
tion specialists in the relevant provinces wi ll 'a sist the 
EPI program technicians to develop healt education mater­
ials adapte to each region and p eliminary discussions 
h~ ve been held between ~he EPI leaders and tHe Directorate 
of Health Education to make the necessary plans. Th/ ,. 

" . 
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Directorate of Health Education will be focusing on substan­
tive aspects of this field preparation in planning workshops 
to be held in January 1978 and later. 

The EPI Director and staff has requested from USAID the 
assistance of one long-term consultant who is an expert in 
management of immunization programs and epidemiology to 
assist with the preparatory stage of this EPI program. The 
person selected should be attuned to the importance of the 
broad range of cultural differences that will be encountered 
in Indonesia. 

(3) Participation 

During its preparatory phase, the EPI program 
will test various organizational and logistics strategies 
and undertake technical resparch believed to be necessary for 
the actual beginning of a Llrge EPI program in 1979. The pri­
mary participants during this initial phase will be the cen­
tral MOH staff of the EPI and the provincial MOH/CDC staff 
members. By the end of the two year commitment of the long 
term USAID sponsored Epidemiologist and Management Consultant, 
most of the provincial organizations should have been tested 
and administrative constraints to program implementation 
should have been work0d out. If so, the GOI [PI central staff 
should be able to implement the prc)gram without further long­
term consu1tilot Llssi.-;ClT"tCC. ';'ollO'vl-up activities in terms of 
short term ems 1 L~lllL:::' :iI1C; co:,unod i ty support are planned under 
a large LSAID :~r·'lnL-1.0,1l1 to b~ used in the EPI program be­
ginning in fY l"-/9 .. 

b. 

Th0 Dl~ccLor il~O Staff O£ the EPI program will 
disscmin,::Li:<.' ".-1(';'.':"'" ,.g.i;ained during a community immunization 
prel)a:r..J.t~·,:~~· l:J[IcLA~ ;~UDP.L-Oj ee[ [0 all parts of the n; 50nal 
heal tl.-L S:.lS tC:r:"l. Pl~:j:', ~OI'· ::.-iu,:; pos S ib le invol yemen t of other 
govel.L:.wE-·,":: ()ri.;~~;11 :~(:L:.":'i':)' ,:llCil ,,3 t'[i,' military for logisti-
cal S'.l·[):J,y.ct J .:::.r-i:: E [.~J. .!.';'nC(Ji11p.!..'..: r::L. The implementation of 
8uch:.oordinclt('d scpp()rt \<7i1.l nave to be worked out at min­
ist~ri~: levels if not higher. 

Y~2 [Pi program it:~lf will be implemented at the local 
level by vaccinators trained by the MOH. In order to reach 
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the target recipient population, the vaccinators will nor­
mally request all villagers to meet in one spot, such as 
the village social hall. The village head and informal 
leaders may assist in recruitment so all of the people of 
the community will be available to receive the shots. Mas­
sive cooperation will be required if full coverage of Indo­
nesia is to be achieved by the end of the Repelita III in 
1984. 

Other AID-assisted projects which will assist ~his pro­
gram are the PK Nurse Training Project and the Health Educa­
tion subproject. The PK Nurse project will train primary 
health nurses who will undertake field preparation of com­
munities and will assist with the vaccinations. The Health 
Education subproject will coordinate with the EPI program 
as stated above. Health Education specialists will ~ssist 
with field preparations through the use of mass media and 
facilitator groups. 

c. Social Consequence and Benefit Incidence 

Primary beneficiaries will ultimately be the 
entire rural population of Indonesia. The EPI program in 
general will greatly i,1CreaSl' access of the ~)oor to irrrrnuni­
zations against smallpox, tubL'rculosis, tct~nus, nco-natal 
tetanus, whooping cou~h and dirh~hl'ria. By the end of 
Repelita II, the EPI pro,,:.raGl \·;il1 h;wl' rClchcd approximately 
20Z of the population) .:1.[< tJ:'i _h: Lnd of Rcpclita III, it is 
expected that at le~st 80Z of the popularion will have been 
vaccinated against thece uis~asLs. 
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D. Economic Analysis 

The major objective of this project is t'J improve the 
institutional capacity of the Ministry of Health to deliver 
the basic health services needed throughout Indonesia and 
thereby improve the quality of life and the economic effic­
iency of the population. The underlying purposes of the 
major activities can be identified as: institutional de­
velopment research, manpower development, evaluation, pilot 
project activities, and project design. The individual ac­
tivities have been selected on the basis of two criteria: 
the potential impact of the activity on the Ministry of 
Health and its effectiveness: and the opportunity factors, 
or set of conditions that creates a set of circumstances 
that makes this an appropriate time to initiate action. Be­
cause the main thrust of the project is institutional de­
velopment, it necessarily deals with an intermediate product, 
i.e.: the development of the Ministry of Health or the in­
stitution that is ultimately responsihle for improving the 
delivery of health care. When a project is focused on insti­
tutional development and the ulti.mate benefits of the pro­
ject are not readily identifiable, it is generally recogni.­
zed that benefit/cost and intenlal rate of return analysis 
are not generally useful. For similar reasons, cost effec­
tiveness on least cost types of analysis are not entirely 
appropriate. The project has been designed with a concern 
for cost eifectiven~ss but the considerations have been 
more implici'i:: :carher th<ln explicit. E<lch project activity 
has been d2s~gncd to ,ffcctively <lnd economically address 
the iden L:iIl'::ci pYo>\ L:::~; ho''.'cve 1.-, .t.n des igning the subproj ects , 
the co...:t~, of :lltc::c:'-Ld'CivL' !li(';,hoJs Here not explicitly calcu­
lated for comparative purposes because the approach select-
ed for each sub-project is direct and uncomplicated. 
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PART IV: IMPLEMENTATION PLANNING 

A. Administrative Arrangements 

The Secretary General of the MOH through the Ministry's 
Assembly of high level policy makers, whose acronym is 
RAKORPIM, has delegated administrative authority for the im­
plementation of this project to the Bureau of Health Planning. 
Further, the mechanisms that are being established for hand­
ling this project will be used for all future foreign donor 
assistance to the MOH. 

The Bureau of Health Planning (BHP) will review all Pro­
ject Agreements before they are referred to the Secretary 
General for signing. The progress of foreign donor assisted 
projects will be recorded through periodic technical progress 
reports that will be subr.littcd to the BHP by the administ.er­
ing unit. These reports will be expected to deal with any 
implementation problems that 2re being encountered, hence 
will provide an carly warning to BPH when projects are lag­
ging behind their schedules. Copies of reports will ~e sub­
mitted to USAID as specified in implementation and evalua­
tion plans contained in the PP Hence, should a project fall 
far behind with sch~duled acti~ities, further disbursements 
from both USAID and the GOl may be jeopardized. 

Thl:.' Secretary Cem" l',~~l of :-'OH wi 11 De kept fu liy inform­
ed about progress (ar [he lack of it) in all foreign donor 
assisted pro~ects. This will en~ble him to lake corrective 
arcio' \.;h2n such jc.; ~nC:i:'::tcd. It wdl also help him to 
bc::te:c ~"Y;-lchl'om"zC:' ;,llllc:atlons L1r.c disbL,rsemcnts of GOl de­
ve 10PI'C1Ci'i L funds to Lr,?rovc t.lL:' C1'Tcra 11 im;)ac t on heal th 
probll::'fCls. 

Cl'hi.~~ ne',,7 mc[h(J,~ iC')r handling fon:i,:',n donor as~;istance 
rE:':~,'c::,-~n:::,"':;U:i.':::L' a. s:_<)i~~'':'-\'',;l'-ci from !last procedures. Here­
to.,O[" :::h\" Sc:.:.r2t::l:c' G_~'-,<.;'rdl' ,s office did not niaintain a 
c~'n!:r~cl fil.e on t-Jrcl:"i~ ,joni):'- n;,-;sistancc. ~ow he has stated 
~~ac ~t ~ill b~ the responsiLii·,ty of his office to fit to­
geLhe~!~~ious project comp0ncnts and to review and evaluate 
p=~~~ct ~rogress. 

http:syrchroni.ze


-51-

Participant Selection and Placement: 

Ln response to USAID expression of concern about parti­
cipant selections and their placement after they complete 
their training, the Secretary General has taken affi~rnative 
action. During a recent workshop for Repelita III planning, 
he stated that the Chief of the Planning Bureau should assist 
other bureaus iTo" planning for participant selection, and that 
participants should each be interviewed by him before being 
chosen. 

The Bureau of Planning has agreed in principle with USAID 
that placement of participants who are to be sent abroad for 
training should take place before they depart for training. 
USAID is aware that the three provin~ial planner participants 
who have been selected for training in FY 78, under the Bur­
eau of Planning sub-project, have been carefully chosen. The 
same is true for the Health Research and Development Sub­
Project participants for FY 78. 

Contractor Support: 

Included in this project are funds for a Personal Ser­
vices Contractor to assist the GOI in managing the various 
components and in developing procedures for coordinating and 
implementing the diver"Sc sub-!J"coj ec ts outlined in this Pro­
ject Paper. Budgets inciude funds for long-term consultant 
housing and sJpport costs. 

Co~~r2CC_ wi]. ~~ 3ign2d directly between AID and the 
Tecrml.ca 1 CO;lS<:1.. ~dHC~, :::l.U/OL" L 0;-15 til ting firms. 

S ho,,:,.l.d ,~fjy pr,jj ece b(;: cancelled, unexpended funds will 
be returned to USA!D. 

~[_ .. ~~ .. r!.al three r.ionths of sub-project investigator 
T.;:c.hn: .. cBl. S,:.:rvice.:. .cees will be withheld until receipt of 
final reports. 
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B. Implementation Plan 

As noted above, each of the sub-project descriptions 
(Alinex B) includes an implementation plan and an evaluation 
plan developed by specialists in conjunction with the pro­
ject description. Coordination among the provinces selected 
for health research, health planning, and health education 
activities might have occurred during PP preparation, but 
this did not appear to be administratively feasible. Actu~l 

decisions were made separatel, for each sub-project by the 
various technical units implementing each part of the grant, 
even though the Bureau of Planning was in charge of coordi­
nating the whole grant. The major aspect of Bureau of P1an­
.-ling coordination was the "Manpower aspects" of each acti­
vity. No mention was made of coordinating time schedules 
between the various technical units, yet there does appear 
to be a good deal of informal communicat~on among the vari­
ous health technical offices. USAID believes that coordi­
nation at the technical level can also be achieved through 
close corrnnunicat:ion with and among USAID consultants. 

C. Evaluation Plan 

The project wlll be evaluated annually in accordanc~ 
with Agency evaluation proc.:edures which require that an 
annual PAR be submitted for the project. Month-to month 
evaluations will be mud~ through study aad analysis of MOH 
and consultants' r2?Orts. As plannin~, evaluation, and 
manE,geu-len t in:torT;,.l-:':_().1 SV[; to:-,lS ge t on track, more useful 
monitoring lool.::, ','/ill. l~',::C,):1,(' dV:lilal::le. 

In .,clJiti.<Ji: LlC ..:ht2 :'l)"C', .:·),\1D plans extensive in depth 
ficlc L:'valuac~.o~~ io~ 19/9 1981 ~nd 1932 which will review 
overall project pro~r~~s. 

1.': ..... -.:; c::,_J2.-:-ifi:('cl'.:ZlJ. .1atuJ.:t: O.i: this proj ect make8 frequtnt 
in-de?th ii~id ~valJ~~ions; at the purpose level, highly 
desir6.tle. 

3eCduse sub-projects vary in length fro!Il 2~ years ~o 
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5 years, and there must be an evaluation prior to the end 
of. each sub-project to allow for corrective action, the 
first evaluation (apart from "Begin'!ling of Project Status" -
BOPS) will be at 18 months. Scheduling it: at this time will 
provide guidance to USAID and the MOH at the very outset of 
Repelita III with respect to specific problem areas. 

Second Eva.luation: November 1981 

A second in-depth field evaluation will be held at the 
end of 3~ years. At this point: 

The Health Planning sub-project will be completed 
and final reports prepared. 

The Health Research and Development sub-project will 
be entering its final stages and outputs should be 
apparent. 

The Health Educat~on Sub-Project will be preparing 
for its third rarticipation in household and commu­
nity surveys. 

The Primary Health Nurse sub-project will have beel.1 
completed and efforts will be being made to expand 
the use of tr3ining and evaluation findings co other 
areas of hoalth 0ciu~ation. 

The Communicy li-f111Lmi:::ation Feasibility Study Sub­
Project \V~'L~_ : .... dV(; [Jl~L'n complered and the Expanded 
IffilT:ui:-L/'ti,.:;" TO~;~·-.:n ,-':-hJuld be ur,den.;rClY. Problems 
encciluc<'L"c.'i, :~L~:.1pleml:'l'lting the larger program will 
pe::::.~c ,~tl:~' ,-/~'.c..;aLic-,n to i:ssess ,:he value of the 
i2as_jLl~[y S:~~:. 

Third E,;;, ~LI'~ , :\\,\/i.';--'-~/I:r ~~ 9S2 - .---- _. 

'.C~-,E: r~h':'rL. ,ivLtlU2.L.<Jrl, ,it 5 years, will assess Project 
Purpose:ccli·Lza:.:iG _ ,1-,,(: pr')[-;l:'~SS toward goals. 

Evaluation 'l\'iJms 

Fi,,: ld eval.uat~.G~·';:; "(.;rill r'2 conducted by teams made up of 
AID/~.ju.u'1i.n:;con.1 USAJ:D and MOH representatives, plus a 
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member from a private or academic group in the United States. 
In addition, USAID will recommend that one or two Indonesians 
not directly associated with the Ministry of Health be asked 
to participate in the evaluation. These team members might 
be well-known individuals from academic, or non-government 
institutions, or perhaps from another government body such 
as BAPPENAS. 
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", CRIT!RIA FOR SlJ3-PROJECT FINANCING .... SUB-PBO,jECTG, 
TH..0UGH WElL-DEFINED~' ~E STILL CONSIDERED U .. LUS" ,T IVE 
BY USAID PER REF A. ~.p SHOULD DEFINECRIIERI~ FOR 
-.PPROVAL OF SUB-PROJECT FINANCING .. ONE SUCH CRITERIA 
9iOULD BE RELEVANCE OF SUB-PROJ£C,T :TO ,IMPROVING DELIVERY 
0' HEALTH SERVICES TO POOR MAJOR'I·T.Y" 

~. SOCIAL SOUNDNESS ANALYSIS -. PP SHOULD DISCUSS HEALTH 
ATTI TUDES AND PRACTlC~S OF TARGET POPULATlruJ., ROLE OF 
TRADITIONAL HEALTH SERVICES AND ,LOCAL PRAC'TITlOr~ERS, 
AND LIKELY EfFECT ON PROGRAM 
IMPROVEMENTS INTENDED BY SUBJECT. PROJECT. TO WHAT 
EXTENT WILL, FOR INSTAtJCE, SOCIOLOGI.STS HAVE A ROLE 
1M MOH AND ON AID-FINANCED CONSULTlNG 'TEAMS? 

6. RESEARCH EMPHASIS - IN LINE' WITH STRONG CONGRESSIONAL 
VIEWS CI TED PARA 6 REF B, PP SHOUL'D BE ~BLE. TO ' 
DEMONSrRATr. THAT AID-FINANCED RESEA'RCH UN9ER PROJECT 
WILL HA V[ PRIMARY CONCERN FOR IM'PROVED HEALTH SERVICES, 
ESPECIALL Y TO RURAL AREAS A NO 10 POOREST SEGMENTS OF 
INDONESIAN POPULA 

nON,: 

7, NUTRITION ACTIVITIES - TO WHAT. EXTENT IS ~L-
NUTR ITION A FUNDAMENTAL HEALTH CONSTRA INT IN INDONESIA? 
HOW WILL NUTRITIONAL ISSUES AND THE INTERDEPENDENCE 
OF NUTRITION AND HEALTH BE ADDRESSED IN SUB-PROJECTS? 

8. RELEVANT EXPERIENCE - PP SHOULD DESCRIBE RELATIONSHIP 
BEtWEEN SUBJECT PROJECT AND OTHER -A.ID,-F'lNANCED ACTIVITIES 
IN HEALTH SECTOR IN INDONESIA, E.G .. , RURAL SANITATION 
MANPOWER DEVELOPMENT., ALSO, NATURE OF PROJECToS INTER­
FACE WITH OTHER DONOR ACTIVITY U~ HEALTH SECTOR~ 
PARTICULARLY EXTENSIVE PROGRAM OF· WORLD HEALTH ORGANI-
U nON. 

9.. EVALUttTlON - PP SHOULD CONTAIN sur1MARY OF' RESULTS 
Or PtA NNEO CY 1917 EVALIJA II ON OF EXI SH NG HEALTH RESEARCH 
AND DEVELOPMENT PROJECT A ND SHOW HOW DES IG N OF SUBJECT 
PROJECT HAS INCORPORATED EXPERIENCE FROM EAJ\LIEf< 
PROJECT. FOR PURPOSES OF EVALUATING SUBJECT PROJECT, 
END-OF,,·PRO,JECT STATUS AND OUTPUT SECTIONS OF LOGICAL • 
rnAI%~!,WR!< HATR IX SHOUL.D BE MADE' CONSl SInn ow I TH PURPOSEI • 
OUTPUT STATEMENTS FOR INDIVIDUAL SlJ8-PROJECTS. 

!e~ 1MFLEMENTATION ARRANGEMENTS - ~P SHOULD DISCUSS 
ADMINISTRATIVE PROCEDURES TO BE USED BY AID AND MOH 
TO IMPLEMENT PRO,JECT, HICLUD:[ NG SU8~PHOJECT APPROVAL 
AND FINANCING PROCEDURES. WHAT OFFICE OR OFFICeS 
WITHIN THE MOH WILL BE RESPONSIBLE FOR ~DMIN!STERIN3 
PHOJECI.. \~/HA1' ARE lIS CAPAF31LITIES? WHAT DIS8WlSEMENT 
PROCEDURES WILL BE USED? 

11. INITIAL ENVIRONMENl'AL EXAMlNAllON C£E) or !!!:E FOR 
SUBJECT PROJECT BEl NG PHEPARED IN;' ID I~.I~ \:JLlI .. t,DVI SE. 

12 .. COMMENTS ON SPECIfIC S:::C!IOi~S OF pj~P" (.'; PAGE 4" 
LAST PARA. STRESSES THAT ALL IRA !NEES WILL 8E D"JECTEfJ 
TO ACQUIRE BACKGROUND IN STATISTICS. wE BELIEVE TH~T 
BROAD FOUNDATION SHOULD ALSO BE PROVIDED IN HEIIl.TH 
ADMIIHSmA!ION AND FOR RESEAiiC!i STAFF 1 t1td'!AGEM'E."Nt OF' 
RESEARCH; (2l QUESTI ON PRA GT reALI TY MID COST-



£FFEC1'lVENESS OF TRY!' TO PLACE PHYS1CIAt·1 S?cT~' "jL~ 
IN RURfIl. ,iRFAS ?ER LA .. - ?t.Ri-\ OF' ·P.\Gt: ::I ~ il.0 ,.':'~ . _J'_ 

QUEstION VALUE OF GIVING HONORARIUM TO TRAINEES PER 
i.,\ 

5T PARA OF PAGE 13. 

13. PROJECT DEVELOPMENT REQUIREMENTS - REQUEST USAID 
PROVICE ADDITIONAL GUIDANCE ON CONSULTING REQUIREr~ENTS 
FOR DEVELOPING PP. IN THIS REGARD, SUGGEST USAID 
ASSESS POSSIBLE NEED FOR ASSISTANCE IN (1) EXAMINING 
CONTINUED RELEVANCE OF DAP AND (2) DESIGNING SUB· 
PROJECT FOR IMPROVEMENT OF DELIVERY. SYSTEM. 

BT 
1l1i21 

------------ -----_. 

KISS INGER 
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ANNEX B-1 

Health Planning Sub-Project 

1. Background 

a. Role and Structure of the Bureau of Health Planning 

The role of the Bureau of Health Planning (BHP) has 
steadily increased since the start of Pelita I, the first 
five-year plan, in 1969. At that time, the number of quali­
fied manpower with planning skills was very limited. Since 
then, and especially since a reorganization in April 1975 
which placed the BHP within the office of the Secretariat 
General of the Ministry of Health (MOH), this growth has 
resulted in a staff of 21 professionals within the BHP. 

The main tasks of the BHP, as mandated in 1974, are as 
follows: 

(1) to formulate the long term, mediu~ term, and short 
term (annual) health plans 

(2) to coordinate the health planning process with the 
overall ncitional pldnning process at central, re­
gional and provincial 10vels. 

(3) to prepare [he annc.::ll health budget in cooperation 
with the :'1inis try of Finance 

(4) to monitor a~u cv~luat~ the implementation of 
heal t'rt ·t:roj ,-':: .:::::> 

(5) to pi<ul, ~;-: C:(j(}:;C:~Li.ti':-m with the Bureau of General 
Affcu-s, ~CYC .~ .~YCOv~u 2fficiency in ~10H operations 
by an21y:::.:.x", il-1temal :nanagement procedures within 
MOR 

(6) to c,)'-:ec,:) ,'.-,J.lv:o:c~ ,~f,ci present data needed for 
:1ea.l tb pi.:c,·;, .Lll,~ Clfld e\l;, Jua tion 

T~ dCCOlTli-,li:.:;h t;ll::S":' c(lsi·:s; .:.hL' BfIP is orgcmized into 
four divisicr'L;:': D.::li=(~. Coih:cLion and Processing, Routine 
P1ClnnL-'o, Dev2~CpmS!.c. .?:LHjill':"llh , and Evaluation and Reporting. 
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The BHP also has supervisory and guidance responsibility 
over planning units that now exist in the central MOH. At 
the provincial level, there exists a centrally funded plan­
ning group concerned with provincial planning, who also re­
ceive technical supervision and guidance from BHP. The local 
level for management in Indonesia is the Regency, where the 
Regency Health Offic~r (Dokabu) plans and supervises the im­
plementing units - the health center (Puskesmas), the hospi­
tal, and the outreach services. 

b. Curren Planning Problems 
-~ 
The BHP is now heavily engaged in early preparation 

for the five year plan for Repelita III which begins in 1979. 
As they have analyzed their workload over the next few years 
with regard to this major activity, the following problems 
and constraints for the health planning process have emergedl : 

(1) an insufficient number of trained health planners . 
exists, especially at the provincial level -

(2) the detailed comprehensive management system for 
planning, implementation, and evaluation is not 
yet completed for the central as well as the pro­
vincial levels 

(3) existing planning methods and procedures are not 
technically adequa t e to meet the d mands on the 
BHP, espec i ally with regard to provincial and 
regional planning 

(4) the exist ing i nformation data base is not suffi­
ci ent for good planning and exis ting information 
i s often not r elevant or reliable 

(5 ) there i s not adequa te coordinat i on between health 
planning and othe r sector planning nor is there 
an i ntegrated problem-solving approach for be­
gi nni ng such a coordinated effort 

As noted i n problem (4 ), t here exist major gaps in infor­
mation for planning. High priority areas include the follow­
ing: 

1 . apsar a, Health Planning in Indones ia,' paper prepared for 
ASEAN meeting , Jakarta, Mar ch 15, 1977. (Dr. Hapsara is 
t he Chief of BHP) 
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(1) information about health services through the health 
center system 

(2) information about measures of health status which 
will ~e used for long tenn evaluation of he 
of ill,ess on ~he population 

\ 

(3) information about the current manpower situat~on 
future needs 

(4) information about financing t especially unit costs 
of various activities 

Other related information needs include the following: 

(5) what is the present and expected future role of the 
private sector in tlie supply of health services? 

(6) what is the estimated level of expenditures for 
private sector services now and what are estimated 
future trends? 

(7) what is the productivity of health workers by type 
and how do changes in productivity affect future 
manpower needs? 

(8) what should be the roJ,e of the comnrunity in health 
planning? 

The BHP has also been asked by the Secretary General of 
Health to pay technical attent i on t o manpower deve).opment. 
Specifically, t he BHP is required to establish a tiata sys­
t em for the moni toring of manpower and facilities. As part 
of t he manpower monitoring, the BHP has been asked to create 
a Career Development System for its health manpower, par­
ticularl y for doctors, as recruitment and retention of young 
doctors for rural service is difficult. The Career Develop­
ment System should eventually be expanded to all health work­
ers and should include not Qnly career development but also 
closer attention to personal needs to enhance morale and 
productivity. 

c . Proposed Solutions to the Problem 



-4-

The BHP has attempted to solve its problems in a number 
of ways. There now exists a series of projects (some USAID­
assisted) to meet some of the problems, and this PP proposes 
to assist in solving others. The BHP itself is actively 
working to improve its function, and has requested a number 
of consultants to supplement this process. Some WrlO co~sult­
ants are now working in the BHP. Listed below are the major 
problems, proposed solutions, and current status: 

Problem Proposed SoLltion 

1. lack of trained in-country & U.S. 
planners training 

2. incomplete manage- consultant 
ment system for 
planning, implemen-
tation and evalua-
tion 

3. inadequate planning consultant 
methods and proce-
dures especially 
in provincial and 
regional planning 

4. insufficient and un­
reliable daea base 
for planning 

a. lnformation on 
heal,:h center 
system 

b. health status 
indicators 

a.l. Brebes project 
of NIHRD 

a.2. Scrang MIS pro­
ject of NIHRD 

b.l. Indonesian con­
sul tant 
(Dr. Pardoko) 

b.2. Serang MIS Pro­
ject of NIHRD 

Stat sNow 

request to USAID: 
See "Detailed 
Description" 

request to USAID: 
See "Detailed 
Description" 

request to USAID: 
See "Detailed 
Description" 

3rd year of 
research 

1st year of 
reseal'ch 
(USAID funded) 

project underway 
(USAID funded) 

1st year of 
research 
(USAID funded) 



c. manpower infor­
mation system 

d. financial infor­
mation system 

:'). inadequate coordina­
tion and lack of me­
thodology for cross­
sector planning 

6. lack of good per­
sonnel management 
for health workers 
(Carepr Development 
Program) 

7. research problems 

a. role of private 
sector in provi­
sion of health 
~~re services and 
expenditures 

b. healt~l Hor"i-cer 
productivity 

c. role of community 
in health planning 
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consultant request to USAID: 
See "Detailed 
Description" 

d.1 Study by begins 1977 
Office of In-
spector General 

d.2 Serang MIS Pro- 1st year of re­
ject of NIHRD search funded 

by Proj ect 230 

consultant 

research project 
proposed to NIHRD 

research project 
proposed to NIHRD 

research project 
proposed to NIHRD 
(WHO consultant) 

pOdsible research 
project to NIHRD 

request to USAID 
See "Detailed 
Description" 

request to USAID: 
See 'I'Detai1ed 
Description" 

early planning 
stage 

early planning 
stage 

not started 

As can be se~n ~bGV2, the BHP is relying on USAID assis­
tance. ::h'2 three consultancs provided by WHO \-1il1 be assis­
tin6 in ma:1Y projects but their specific assignments do not 
cm:flict h7ith proposals to USAID. One of the consultants 
(a statistician) is worki~g ~o assist the development of 
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management information and data management systems within 
the BHP. Another, (a health planner) is specifically work­
ing on the next five-year plan, and the third ( a health 
economist), is working on the financial aspects of planning. 

d. History of Health Planning Training in Indonesia 

The first in-country training in health planning 
and related health services management topics began in 1971. 
At the present time, three different courses have been given 
in these areas. They are described below. 

Health Planning Course 

The Institute for Health Services Research in Surabaya 
offered a course in health plannillg from 1971 to 1974. This 
course lasted 4 weeks. Most participants were provincial 
health officials during the first two years and regency 
level officials in the latter two years. The course content 
was general in nablre. Principles of health planning were 
taught along with general development subjects, health prob­
lems of Indonesia, and principles of public administration. 
A practical exercise in regional planning was included. 

Because the r;tate of health planning was rudimentary in 
Indonesia at that time and becaus2 provincial officials had 
not had previous training in planning, detailed planning 
methods were not t3ugh:. TherL were no subject areas such 
as forec~~s ting) manpm'Jer, or eva luation and, in fact, the 
info:cTI1ationJd.::;c to COl1ciuCL r2alistic training in these 
areas was lac~ing. 

Tho:: ..:oursl...:; were fonc1dlly discontinued in 1974. 

A succ..: ssor 1:.0 the Hecllth Planning Courses has been 
offereG :"n :-.t:.:.:c.:."c>d/,i ..)vei.: chi.:' last two years. The OR/SA 
courses (uperations T2search/systcms analysis) have been 
develo~ed and tested as a \-.T}{O-assisted project. There are 
two courses plus and introductory program. 
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Course 1: Management Science Course 

This series of 9 problems teaches classical operations 
research techniques applied to the health field. The course 
participants have been central and provincial level officials. 
The course content is very technical and many of the problems 
use linear programming methods of a highly advanced nature. 
The focus is on operational planning, scheduling, transpor­
tation problems (shortest path), and other OR subjects. 

Unfortunately, the problems are not closely tied to the 
actual jobs of the participants and it is presently diffi­
cult to apply these advanced techniques in the planning pro­
cess at either central or provincial levels. The Bureau of 
Health Planning does not feel that this course specifically 
helps it meet its present planning problem of lack of 
trained planners. 

Course 2: Field Management Course 

This course is o£ferci tc r~gency level personnel and 
most participants have been physicians. The course content 
is focused on specific kinds of issues important in operating 
a health center such as h~alth education strat~gies, nutri­
tion strategies, how to diagnose and manage an infectious 
disease epidemic, and so forth. 

There is one problem on ~vorking with the community and 
its leaders that could, if adapted, be helpful in defining 
communi ty in tere ;;cs for "Cori1TI1Ul1 i ty- ba sed" plann ing. 

The cent~r for ~uucJtion and Training (CET) of the Ministry 
of He,~::'th ofiers.i to,--CCl: \<70l::; Ll)Ur:-:,.: in principles of manage­
ment. The )~~tici?~n[s are regency level personnel and the 
~ourse contc~~ lS d0VOtcd to the human aspects of management. 
The phi).oso~hy 0; t~~ cr~iniDg is that poeple who are inclu­
.::ieci in ·'22i.sions ,He ha;)pier ar:.cl :;"lure productive \vorkers. The 
technique~ used in [he course ulclude group sensitivity train­
ing and the objective is to sensitize managers to the needs 
of eheL:' ,;·mr:zers. No specific functional skills are taught. 
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2. Detailed Description 

a. Strengthening Health Planning and Evaluation at the 
National Level 

Functions to be performed by the Bureau of Health 
Planning: 

to formulate short/medium/long term plans 

to coordinate the health planning process at the 
National/Central and Provincial level 

to prepare the annual health budget 

to monitor and evaluate the implementation of 
health projects 

to assist in planning for improved efficiency in 
MOH operations 

to collect, analyze and present data needed for 
health planning 

The BHP undertakes general comprehensive planning func­
tions as a staff organization to the Secretary General of 
the Ministry of Health. In this capacity at the Na~ional 
level, the BHP must.coordinate with groups both within and 
outside the Ministry of Health. Specifically, the BHP is 
requ ired co work in conj mlC tion \.;i th the Na t ional Planning 
Board and the Mia~~;t~·, of iinanc~ to coordinate health plans 
with r\ational (~.'2vc:Lopmcnt plan;:; and finances. Within the 
MinisL.cy, tilL' Ll~P musr Ylor1( \lith pLmning units in each of 
~he Miniscry's Dir~ctor2tes and with Provincial planning 
units located in oach of the 27 provinces. These planning 
units are not und~r [he BHP's direct control and therefore 
require 2. gr~';;I: deal of coordin,~I:ion and negotiation. 

TherOCLS of this subproject is the institutional str­
engthening of the health planning process. Section 2 reviews 
this institution building at the provincial level; the focus 
is primarily on the development of better planning method­
o::.Jgies and on the training of provincial health planners. 
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At the national level, institutionalization of the 
planning process is also the main focus of activity. Here 
international donors are providing inputs to augment the 
staff capabilities at the BHP in order to develop better 
planning method :)logies, to des ign a comprehens ive data sys­
tem and to assist in the management of the planning process 
itself (see Table 1). The major source of assistance, the 
World Health Organization (WHO), is providing assistance in: 

the development of the five-year plan 

the economic considerations in national planning 

the development of a planning data system 

AID is being asked to help the planning process by providing 
expertise in: 

manpower planning 

personnel management systems (career development 
systems) 

Dr. Hapsara, the Chief of the Bureau of Health Pl~nning, 
believes that the overriding constraint on the functioning 
of the health system in Indonesia at the present time is the 
shortage of trained manpower at all levels of organization. 
It is this need, rather chan thv lack of any other rEsources 
(e.g. money) that has l~~itcd the health system's effec­
tiveness. 

Simpl.Y p'L1r., manpower planning is the process by which 
future demand:; for ITt2I1pm-;r2r aLe matched against future sup­
ply of personnel in order that there is neither an under­
SUDpl v nor :m .: ,uno ,:;n.:.:: c' o~ hea 1 th staff. Hhile manpower 
pl~nnix.g lS :--.."t L:iffic'Lilt ie, cuncept, formulation of the 
~Jlan ofte:1 p.ccve<:.::o ::)(' a -Celll.l'dS task. Th i,S is true pri­
marily becm:se plClL,l::"ng L'IUSt: n'ly on accurate information 
w'hich, in mOLL c,',untriE:s J is :lOL forthcoming. To understand 
the compo:--cncs of ehe. ma:i;Jowcr pldnnin~ process let us look 
at a model suggested by Baker, et. al .. : 

1. ~,~Llpnly i:1naJ,vs~.s: mC'3suL"ing the current supply of all 
~ypea of health worjers in some detail. 

Z:--;:;ilker ;. --t .. D. , "i-:';:21th Mar:.~ower Planning", Chapter 10 in 
:.:~:§:lt::l Plannin&9\,<jilli2.m A. Reinke (ed.), The Johns Hopkins 
',)n:"v2rsity Sc'ncol of Hygiene and Public Health, 1972. 
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2. Projection of supp1): p~ojecting the supply of 
health workers forward to target dates 10 to 20 
years in the future, with anticipated additions of 
new graduates and estimated subtractions for death, 
migration, ,retirement and change of profession. 

3. Demand analysis: I?va ~ating the effect1ve economic 
demand for health services from both the private and 
public sector. 

4. Projection of demand: projecting the effective eco- \ 
nomic de~nd forward to the 10 to 20 year target dates. 

5. Productivity: est~ating the average number of ser­
vices per health worker per unit of time. 

6. Will future supply match demand? Recommendation to 
effect a balance: comparing t.he projected supply 
with the projected demand and recommending necessary 
adjustments to effect a balance. 

7. Constraints: describing the limiting factors in­
herent in any recommendations made. 

If accurate information about the current state of affairs 
is not known or cannot be estimated or if projections are not 
based on a firm understanding of the country's future path, 
the manpower planning process will be useless. Since this 
planning is so vita l t , the development of the health infra­
structure in Indonesia, AID intends to provide a long term 
consultant to a s s i st in i t s establishment. 

In ad ition t o manpower planni ng, manpower management 
within the Ministry has also proven to be a constraint on 
the deve I opment of an adequat e cadre of workers. 

, In new i ni t iati v s such as the "young doctors" program, 
f or example, the operational aspec ts of the program may in­
validate wha t otherwise may be a solution to critical man­
power needs. For t hi s reason, t he second part of AID's in-
put is addressea not primarily at planning, but rather on 
the development of a functioning personnel ~ystem to coordi­
nate wich and support new health manpower planning initiatives. 
Technical assistance , therefore, will be offered to the 

r 
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Bureau of Personnel, the responsible agency for all per­
sonnel management within the MOH. 

Currently, the Bureau of Planning is assisting the Bur­
eau of Personnel with data on supply and utilization of 
h~alth personnel because adequcte personnel records ar~ not 
kept. Doctors who have been assig::1ed to rural areas for a 
three-year tour are often lost in the personnel record sys· 
tem and arlo:! not transferred on time; the reSUi..:: is that many 
leave Government service in f1~stration. Personnel place­
ments are not systematically undertaken since therp. is not 
enough infonnation available to allow for reviewing of eli­
gible applicants. 

To correct this situation, AID intends to assign a long 
term consultant to the Bureau of Personnel and theBHP. In 
conjunction \vith the manpower planning task, the CL"lnsvl.tant 
will assist in the desj.gn of an operational personnel sys­
tem that \-7il1 track each employee in the Ministry ~ catalogue 
their skills and status and provide timely health manpower 
planning information. The primary focus of this system is 
on management, the operation and control of manpower worlc.:ing 
within the Ministry, although a secondary, but important 
benefit of this personnel system is information needed for 
manpower planning. 
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End of Project Status 

An improved manpower plan Rxists for Repelita III and will 
have been integrated intc the overall plan. Indicators of 
this will be: 

- Detailed job descriptions exist for each health worker. 

- Completed analysis of needs/d2mand, utilization and 
supply of health power which is comprehensive and 
quantified. 

- Alternative manpower plans are developed and evaluated 
in terms of both effectiveness and cost. 

- Repelita III has ~uantified targets for manpower re­
cruitment, placement and training. 

Capability exists at the BHP to continue the manpower planning 
activity. Indicators of this are: 

Manpower sect::'on of annual budget is developecl exclu­
sively by BHP staff with no loss in quality or ana­
lytic content. 

nHP staff undertake on-going analysis of manpower al­
ternatives. 

There is an improvec: ~·wrsoniW 1 management system functioning 
at the Bureau of Perso~ncl. Indicators of this will be: 

- An up to date fil~ on nil MOH personnel. 

Regular personn~: srz.t~scics arc produced for manage­
ment and pl~nnin~ pur?os~s. 

- Personi::l.:l .Js,:;i,o;,-, .. :.ents ar,c; trc<nsrers are carried out 
wich th;;! as s is tdLce oE thvpersonne 1 SY3 tern. 

A lltickler" fi 1..e report of upcoTI1ing personnel action 
is produced monthly or quarterly. 
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Planned OutJ?uts 

The project outputs will include: 

.A functional analysis of the operations of each health 
facility 

.Job descriptions for all health workers including: 

- functions to be p~rformed 

- training necessary 

- standard activities 

- interactions with other personnel 

.An assessment of: 

- the needs/demand for health personnel, both those 
funded centrally and those funded by the Provinces. 

- the countrywide supply/utilization of health 
personnel. 

- distribution of personnel by province and regency. 

the sources of manpower in the country, both for­
mal izcd L'Gucation/tLllning organizat::_ons and tra­
ditional ~ealers (midwives, etc.) . 

• Analysis of CiiL:2rnativ(' strJ.tegies for manpower utili­
zation inciuding: 

- more c:Eici(~rn:. cr:::;iJniziltion stnlctures. 

- redefinition of job Gcscriptions. 

- use of ~raditional healers. 

- use and development of allied he2lth personnel 
(extension workers, etc.). 
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.Financia1 analysis of manpower strategies at the central 
and provincial level • 

• Projection of education/training needs • 

• Deve1opment and analysis of strategies for recruitment 
and maintenance of personnel including incentive schemes 
for rural service . 

• Descriptive analysis of personnel system focussing on: 

- rec~~itment policies 

- transfer policies 

- payment/incentjve mechanisms 

- civil service procedures and restrictions 

.Recommendations within the constraints outlined, for 
modification of personnel procedures at the Bureau of 
Personnel . 

. Specification for a manpower management information sys­
tem (in conjunction with the manpower planning analysis) • 

. Design of a personnel management information system. At 
a minimum, the system will include personnel records on 
employees by: 

- name 

- category 

- functio~ 

- skill level 

- training 

- location 

- status, 

etc. 
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.Implementation of the system thrnugh coding and manual 
operations for all central personnel~ 

.Specifications for the computerization of the above sys­
tem focussing on time requi.rements and cost of imple­
mentation • 

• Implementation of the computerized system . 

. Development of reports for management and planning ~.n­
cluding total personnel by category and location • 

• Job openings by category, etc. Extension of the system 
to include health personnel not directly controlled by 
the Ministry. 

Planned Inputs 

Personnel 

Long Term: 

one manpower/personnel specialist ~ith experience in 
the development of manpower plans for a health system in 
a developing country. Ideally, this person should have 
experience in the implementation of a personnel system 
as well as planning experience. 

Shorl:: Term: 

Definiticn of the short term inputs needed is de­
pendent on thl: s}wci.fic backgrounds of the long term 
con3ul t~F;C.S) chc'ir stren::;d:s and deficiencies, and the 
absorpti.ve' c;lpz:,-'ic.'/ 01 'c:hL~ 1',Pll, siEce sl'lort term con­
sultants can prove to b~ 2 dr~in on understaffed Minis­
tries. The tullc'1.'!ing consultants ar.::' the most likely 
inputs needed: 

onG health manpower plaD~er who has worked on the prob­
lems of healch manpower development in developing coun­
tries. 

::-.'.2 hC:'a~th economist \.,ho has assisted in the analysis 
a.-:,.d fin.1nc ial asses s.nent of international health pro­
jects. 
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TABLE 1 

ASSISTANCE TO BUREAU OF HEALTH PLANNING 

TASKS ORGANIZATION 

1. Formulate Plans 
(Formulate Manpower 
Plans) 

WHO 

2. Coordinate at National/ 
Center/Provincial AID 

3. Prepare Annual Budget WHO 

4. Monitor and Evaluate 
Implementation 

5. Assist in Planning 
for Improved Manage­
ment Efficiency in 
MOH 

6. Collect, Analyze and 
Present Data 

7. Collect and Analyze 
Data 

8. M::.mageJlent Infor­
mation System De­
velopment 

AID 

WHO 

NIHRD 

NIHRD/AID 

PERSONNEL ASSIGNED 

Dr. Lopez-Heacth 

Health Planner/Man­
power Training of 
Provincial Planners 
and development of 
Health Information 
System Economist 

Management/ 
Personnel 
Specialist 

Mr. Sadek -
Statistician 

Dr. Pardoko/Central 
Bureau of Statistics 
Study 

Long-term consultan~ 



- one personnel speci~list who has developed personnel 
systems for developing countries and, if possible, 
has worked in a health setting. 

- one management information systems specialist/pro­
gramme who has assisted in the design o~ manual and 
computerized systems for governmental agencies. 

Local Costs 

DaCa processing ser,vices - lump sum for procurement of 
computer time for data analysis, and storage, either for 
planning measures being generated from the annual surveys 
at the Biro Pusat tatistik (Central Census Bureau) or 
through a personnel data collection system to be established 
in the project. This Bub-project grant includes $36,000 for 
data processing costs (processing and storing). 

Fellowships 

One long term (9 months) in statistics - collection and 
analysis 

b. Strengthening Health Planning & Evaluation at the Pro­
vincial Level 

This part of the project proposes to strengthen the 
health planning and evaluation systems at the provincial 
level in two ways: 

- By strengthening the health planning and evaluation 
approaches nd methodologies at the Prov incial level. 

- By the train ing of provincial planners and program dir­
ectors ( .g. CDC, community health, medical care) and 
their staffs in the improved approaches and methods. 

End of Project Status 

The p oj ec t purpose is to strengthen health planning and 
evaluat i on approaches and methods at the province level. Con­
di tions 'Ovhich will indicate that the purpose has been achieved 
a:e the f ol l owing: 
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End of Project Status Conditions 

.An improved quality of plan exists for Repelita III 
planning and for Annual planning. Indicators of im­
proved quality include the following: 

'-- relevant targets are quantified and a greater number of 
realistic impact and health status targets are set 

- targets are put in priority rankings 

- improved manpower forecasting takes place 

- improved forecasting of demand for health services 
takes place 

- improved financial analysis takes place 

.Repelita III and Annual Plans will be completed on time 

.Improved quality of evaluation through improved evaluation 
methods exists. Indicators of this include the following; 

- a complete evaluation plJll and schedule exists and is 
being followed. 

- progress-to-do.te i.nformation is current, is displayed 
in a clear and 2cmcise L,rmat, and is being used to 
make man3gerncnt decisio~. 

The project outputs include the following: 

1. .,)n ilT.provld m:::nclgClC!,,'n t s ys tern for planning and evalua­
ti.on ~'/i~chin [,'.<. pro'.'i'1cj;ll hCCllth offices. Indicators 
0.:" thi~~ i"nprc'-Jcd lLn7"Lil t:e:clcnt ;11'e the· following: 

mo'-e prt'(:isc: Jub ::,'sc;-::·,Li.ons c:-:ist tor all persons 
wi thij, the r:J1:'ovj tl, . :.:. ;-n:d 1 th of :dce who d rc involved 
in plar .. r~ing "nell:!,: evaluation 

- more prec~~e wor~ s~heJules exist for all persons 
i:c.voh-ed in provincial planning and/or evaluation 
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- precise critical completion dates'exist for all 
aspects of the provincial plan 

- precise monitoring schedules exist for all evalua­
tion workers 

2. An improved data collection system for the gathering 
of planning and evaluation information. Indica~ors 

for this will mainly include: 

more specific indicators in the provinces for 
areas such as: 

.health status 

.physica1 and biological environment 

.cu1tural factors in health 

.heclth delivery outputs and inputs 

• expenditures 

.policy needs at province and local levels 

- more specific indicators for the central level 
fcom the provinces in areas such as: 

.demographic trends 

. special 8l>;1.<11 and environmental factors 

.economic trends 

.health manjJowe.c 

. i~0.Licy nc(:;Js at cL'ntral level 

3. Improved:Tlc~'toc!:c, for forecasting of provincial health 
problems ane lll;,-~ds. InLlicators for this are: 

- improved in-torrnation on need and demand for health 
services if, the provinces 
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- an impro'led method for manpower forecasting in 
the provinces to include precise information on 
manpower demand, stocks, utilization 

- precise information on revenue and expenditures by 
health units (hospitals, health centers) in the 
provinces including cost estimates by program 
type (e.g. MCH, CDC) and financial trends 

4. Improved methods and approaches for the setting of 
objectives and targets. Indicators for this will be: 

- target setting methods start with the effects to 
be achieved and work backwards to service outputs, 
methods to achieve outputs and then inputs 

- targeting methods develop clear relationships 
between effects and outputs, and between outputs 
and inputs including time and cost factors as well 
as technology requirements 

target setting includes participation from the im­
plementing units as well as the community 

5. Improved methods and approaches for ~valuation. 
Indicators for this will be: 

- baseline data is gathered on all areas that are to 
be evaluated and is expressed in quantified and 
time-phased form 

- an improved evaluation plan that includes the data 
collection schedule fo! each indicator, how the 
information is to be collected ancl who will collect 
it, and che costs of the evaluation process. 

6. A pl.:l::i.n.ing and evaluation manual for provincial level 
workers (draft) is developed. 

7. At lease 72 provincial health officials from at least 
six different provinces are trained in the improved 
planning and evaluation methods. 
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8. At least six provincial training courses will be 
held, each in a different province (including not 
less than two provinces outside of Java) on the sub­
ject of the improved planning and evaluation methods. 
A follow-up work8hop will be held for participants 
from provinces. 

9. At least nine health planners from the provincial 
level will receive training in U. S. institutions 
in health planning. 

Planned Inputs 

The following personnel will be required to do an effective 
job. 

- One part-time Indonesian staff person of the Bureau of 
Health Planning with interests in applied management 
science with emphasis on planning and evaluation. 

- One long-term consultant with specific skills in plan­
ning and evaluation, manpower, financial planning and 
general forecasting; operational management; informa­
tion systems. This person should have health-related 
experience with an international focus. 

- One short-- term consu 1 tan t \vith spec ific skills in 
training course deveiopment to include expertise in 
all aspects of cUI.-ricdlL,m d~velopment (obj ective 
setting, teaching methods, education evaluation). 
This person '.'Jill be 11("2cll'd for three person-months in 
years one auu tw~ person-months in year three (one 
trip in year 1 ~ two tr i;)8 In year 2 .:md 3). 

One shOl:·~-tenTI cor,sulL'iilL \"ith specific skills in 
heal ti"l jJla:',n:L-";~ .Lii.ci eVC11u2 tion con tent in the deve lop­
ing country sicu~tion 11") coll.d~ol"ate in determining 
specific p12nnini; iln.:i t_''1<il1l2tion indicators at the 
provincial level. This person will be needed for one 
man-month per year of the project. 

- :wo persons from each provincial health office for two 
months during the year their provinces are the main 
focus for improved methodology. 
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(a) 24 man-months of long term consultants 
2 consultants x 1 year x $100,OOO/yr. 
1 health manpower planner 
1 health manpower management specialist 

(b) 35 man-months of short-term consu1tants* 
5 consultants x 7 mIll x $lO~OOO/mo. 
1 health economist 
2 health planners 
1 statistician 
1 health planner/statistician 

(c) 9 long term fellowships x 12 mo. 
ea. x $1,000 per month 

(d) 1 long term fellowship in statistics 
x 9 months x $10,000 per year 

(e) In-service training at rf'r:;ency/ 
provincial workshops 

(f) Translators for consultants at 
provincial level 

(g) In-service training in software 

(h) Block grant* for archiving of data 
and development of health data 
module - 300 hours x $120/hour 

(i) Corrnnodities 
Sub-total (a - i) 

TOTP- , 

*others as needed through APHA 

$200,000 

$350,000 

$108,000 

$ 10,000 

$23,000 

$ 1,000 

$ 4,000 

$ 6,00_0_-:--__ 
$674,000 $64,000 

$738,000 
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3. Implementation Plan 

a. National Planning 

In order to strengthen health planning and evalua-
, tion at the national level, this project is supporting two 
essential activities: the development of a manpower planning 
capability to be coordinated with the overall health plan; 
and the development of a personnel management support system. 
Since the Bureau of Health Planning is currently in the pro­
cess of writing Repel~ta III, the National five-year plan, it 
is important to link this project's schedule with that of 
Repelita III. The health manpower plan should be an integral 
part of the overall health plan. However, the project timing 
will make it exceedingly difficult to have as much impact dS 
desirable. The Bureau of Health Planning is expected to fin­
ish the program formulation phase of Repelita III by April 1, 
1978 and the project fOl~lation phase by April l~ 1979. The 
earliest date that AID can provide consultants is in February 
1978. Although this leaves barely enough time to have an im­
pact on the progr2m planning process, the AID Consultant will 
be able to assist the BHP with annual short-term planning. 
While coordination with the personnel management system is 
necessary, the lin~ages are not quite as vital and this effort 
may more easily proceed at its own pace. 

Operational Year One 

Assuming that this project is initiated with sufficient 
time to impact on the five-year plan, the health manpower 
planner and ~ shor~ tnl~ manpower consultant initially will 
uLderta~2 a fun~tLonal analysis of the health system and 
will develop Job dcscri~tions for each of the health per­
sonnel. Sirr~~ time will be u constraint, the analysis may 
h2.ve"::Jc;c~ dOI:L'LCl cwo ,)h.:lsl:'s, -..::he firsI:, Ci "quick and dirt:y" 
phase ~o Insuro inc:usi~n of ~0mc manpower inputs in Repelita 
III, tne s('ccr,'[c! 2. ~',101'C:~ rc:fi !1(~d and methodologica lly pure 
analys is , Ee~innic..:, iTl Apd 1 J the heal th manpower plan may 
be 80::::-e. c'Losely coo:..-j iTtiJ ted \.1i 1:h the proj ect f0nnu la t ion for 
Repelita III. Projections w~ll be developed and utilized to 
f01."111 an ::'nitidl SL't of Ganpov.,7cr alteTIlatives that subsequent­
ly ~an be analy~ed, prioritized and selected. 
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During the first operational year, analysis will be made 
of the current personnel system both within the Ministry and 
within the GOI structure as a whole. A descriptive analysis 
will be completed within six months. The remaining six 
months will be used to carry out two tasks: the specifica­
tion of policy alternatives for improved personnel function­
ing; and the development of the initial specifications for 
the personnel management system. At this stage, there will 
be a need to link the manpower planning requirements with 
the new personnel management system. 

Operational Year Two 

7he formulation of Repelita III will be finished during 
the first third of operational year two with project inputs 
focusing on the manpower aspects of the project formulation 
during this year. In the remainder of this year, more de­
tailed operational plans will be developed for those projects 
selected for implementation. Focus also will be upon the de­
velopment of recruitment/incentive schemes for rural health 
service. 

The personnel management system will enter the detailed 
deSign and implementation phase. Six months will be needed 
to develop desiSI1 specification, detailed forms, procedures 
and operational orders, leaving six IT.onths for implementation 
of the sysrems. Th~ ocrsonnel systems initially will focus 
on staff directly u.ld(~l'" the contro~_ of the MOH and then, de­
pending on the feasibility, expand [0 encompass all health 
\·Jorkers. A decision '.·jill be ,-... cHi.: early in operational year 
tl.VO as t.o \v"r.ether computcri;:,n:ion is cost effective, with 
l~he a C 1:L:.:11 COii'lPU te r prograrTl.'llin~·) (if this is the dec is ion) to 
be carried out ~uring the ldst half of the year. 

The:-e 7.'<,-1.:_ je cont'~.nue.l:12e(i 1:0 reI:~ne and revise the 
heal t~'l E'..unpmV'0i: rl.d.l') .C1 S \\d.1l a.U hea 1 th plans, durin?, the 
annual bue.get ,xercisE-. OpC,:Cilc'LOi.1al Year Three will be the 
fi1.'s1: year in \vhich all the :-nanpower planning methodology 
will be in place. AID inpuLs will focus on problems that 
occur . .ii1d en Til':,uifY':ng u!1\vo:ckable or cumbersome techniques. 
Docu~e~~acion cf the healeh ~anpower planning process will 
te cD~p12L~J curing this year. 

http:nhealth.ci
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The personnel management system will be operational, 
but will still need support as decision makers 'within the 
Minist~y become familiar wi th its use. The operational p~o­
cedures for modification and revision of the system will be 
analyzed along witn the ongoing p,rocess of file maintenance 
and reporting in order that more efficient procedures ma~ be 
instituted. Continued support will be necessary a» (if) the 
system expands to encompass all health personnel. Urn this 
case, the level of ma9agement and complexity of the system 
will increase and will, therefore, require increased support. 

b. ,Provincial Planning ' 

Six to te provinces will be chosen by the Bureau of 
Planning to rece i ve assistance under the Health Planning Sub­
Project, either through U. S. participant training or through 
provincial planninb courses. The actual scheduling by year 
will depend on each province according to the criteria to be 
worked out by the MOH/BHP. 

Operational Year One 

The first year will be spe t in development of the im­
proved planning and evalp ation methods. Two provinces will 
be selected and proj ec t; . ~ taff \\ ill make at least two trips of 
not less than t~ree weeks each to these provinces. They will 
do. an in-depth analys i.j, of plan ing and evaluation problems 
and f rom thi s analysis determine priority areas where improved 
planning and eva luat i on methods can be most he lpful. Follow­
i ng this analys i s, de s i ~n work and pr e testing of the n w ap-

r oa ches will occur , a~ l then fu ther revisions will be made 
to f:i t the methods sped f ica lly t') the problems uncovered. 

support of ·this effoit , necesscr y data for provincial 
planning will be identi~ ied and i · t ial steps in the estab­
l i shment of a ~ planning a' ld eva lua t i on data system within these 
t wo pr ov inces ' wi ll begin . 

. 
To assure t ha t a 'tl7ide" range of robIems is uncovered, the 

t wo provinces will be a t diff e'r ent ., t ages of development. One 
prov i nce wi ll be a "most developed" province and the other will 

e a "least developed" province. 

I n the las t one-th ird of the operational year, the 
eve l opment of t r aining materials wi: .l begin so tha't traini~ 
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courses can be offered in the s~cond operational year. The 
training course material wi1~ rely heavily on the work ear­
lier in the year on improved methods. Close collaboration 
between curriculum designers and planners will insure that 
the training material is specifically designed for the im­
proved methods skills needed by provincial officials in their 
planning and evaluation work. 

Operational Year Two 

Four major activities will take place during this year. 
In the early weeks of operational year two, a formal train­
ing course of ten teaching days will take place. At least 
twelve participants from each province analyzed in year one 
will be trained in the improved methods, and the training will 
assure that the skills required to use ~he new methods are 
imparted to the participants. The second activity will be 
to visit two new pro\1.nces a~1d repeat the process uS2d in year 
one: conduct an in-depth analysis of their planning and ev­
aluation problems, design improved methods to help solve these 
problems, and conduct pre-testing of these approaches on a 
small scale. As before, information needs for planning and 
evaluation will be detelillined and initial steps in imple­
mentation of a planning and evaluati.on system for these two 
provinces will begin. Since the specialist methods should be 
100re efficient durinb this second iteration, another formal 
training course can be given in this second group of provinces 
before the end of operational year two. 

~he ~hird ma:or activltv will be to revise the curriculum 
d~~ i~~~~inG a~~iviti~~ of :h~ first training course based 
Ci1 an (;'):':lL':"-l.~l;_·.. 3:L.LC,':: l)lc1;-!!.-i-ng dnd evaluation problems 1'11<1y 
l:2 C:i..i~-,~C:"-CtJ.L -1.1.-.. t'~l'-: 1~~ (~)_-L~_lTJ oi~ pr()vinces:. new material may 
also ~2~d co 0~ a~~~:0~~~ ~~:ic~ has special application in 
t-nE: -~(:CC:-i!.1 ::'~2 __ Lll..· .. "'o.~ "'-~Gur ';l"~ .. 

1:·.·~,-: ~'C)"-1:~'~;; ... "ic~~.\li-;:i! \,,-'-~_ll -L·jt~. to revisit the first group 
of lJrovinccs on & :J.2:Cl.Odic basi:; to help with the application 
c::- coe ·:.~"iJ~·ove~ mcr:hocls ':";:1<:1 3;)prcaches to the actual p1an­
nin.; so ":,lr ur,d~rl:ak2I1. ci''r;ic, revisiting process ,,,ill also 
help c~ariiy ~ny problems 2ncou~~ered in the application of 
t:-~(: ~"~'V .::;~~il.i.s t.\) ti::~: "'~~eal \\'orld." f,lrther implementation 
Gi [~2 d~~a sys~em will be assisted during these visits. 
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Operational Year Three 

The third operational year will be similar in work plan 
to the previous year. Two more T'l1:'ovinces will be analyzed 
and improved methods for planning and evaluation will be 
developed. By the end of year three, this third group of 
province~ will receive the fonnal training CJurse. The first 
and second group of provinces will continue to be revisited. 
Both groups one anJ two will be convened together in a work­
shop during this year to discuss planning and evaluation 
issues that they face in their respective four provinces. 
Central Bureau of Health Planning personnel will also attend 
this workshop. 

During this year, planning and evaluation methods spec­
ialis~s will concentrate on improving the actual management 
of the planning process within the provincial health offices 
with specif~c tasks of insuring that precise job descriptions 
exist for planning and evaluation workers, and precise work 
schedules exist for all planning and evaluation tasks in­
cluding critical completion dates for plan sections and de­
tailed monitoring schedules for evaluators. 

This year will also focus heavily on further refinement 
of this data system for planning and evaluation at the pro­
vincial level and for information needed from the provinces 
for central planning. 

FrOG the afore~cntio~ed work and from the training course 
macerials, H ?rov~ncial planning and evaluation manual for 
provlnclal l~vel staff will be produced in draft by the end 
of year chree. 

~l-.~,)l·o'/incial health planners will be sent for long 
teTITl cr"c:nnixlg (12 illonths) in health planning. Selections 
will be ;;,ade very carefully by set criteria: current posi­
tion :n heslth planning, eligibility for transfer, eligibi­
lity L")r overseas !:raining, 2tC. Three have been selected 
fer ~978, and It is estimated that three will be sent in 1979 
J.~lCl 1930. 
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c. Evaluation Plan 

The evaluations of this proj~ct will occur annually and 
will consist of establishing that the project is progressing 
according to plan. At the beginning of the three year pro­
ject, baseline data will be gathered on indicators that are 
to be re-measured at the end of the three years (see "end-of 
project status" and "output~" indicators in the logical frame­
',-.lork.) The following base line data should be collected by 
the 6th month of the project. 

An assessment of two sample provinces in the following 
areas: 

(1) An assessment of the qua15_ty of planning including: 

- present target setting process 

- present manpower personnel and forecasting process 

- present forecasting methods for future services­
planned and unplanned 

- present financial data system for planning 

(2) An assessment of the quality of evaluation provinces 
including: 

- existence of an evaluation plan and schedule 

- quality of evaluation plan and extent to which it 
is follm.'eci 

d:::o?Jay aEd use of evaluation information for 
managem~nt decisions 

(3) An assessment: ef rr.ano.gement of the planning and eval­
uati~~ precess in the provincial health offices inclu­
ding: 

- present job descriptions 

- present work schedules for planning 



-present monitoring schedules ,for evaluation 

(4) An assessment of the present data collection system 
including: 

present indicators for provincial planning and 
their collection, accuracy and estimated cost 

- present indicators for central planning sent by the 
provinces to the Bureau of Health Planning and their 
collection, accuracy and estimated cost 

- present indicators for evaluation monitoring and 
their collection, accuracy and estimated cost 

This baseline data collection will require two person­
months of work including site visits to two provinces and 
repc~t writing. The follow-up evaluation will also require 
two person-months of work near the end of the project. 

d. Analysis of the Bureau of Health Planning's and AID's 
Administrative Arrangements 

Bureau of Health Planning 

The Bureau of Health Planning will assign one staff 
person to each long term consultant in this project. They will 
be ultimately responsible for the implementation of the pro­
ject &nd will be assisted by the long-term consultant, provin­
cial officiL,ls and the short-term consultants. Close coll.ab­
ora~ion will be maintained wlth the Center for Educatio~ and 
T:cain~,<~ or the MOB ir.c>:.e areas of curriculum development 
and ed'Licat~C)":d~~ cvc"luiltiori., I~ is ::-toped that the Center for 
Educat10~ 3n~ TrJinlng can supply some consultant help in the 
~c~ual work of the projec[~ but realistically, CET has a very 
heavy COLl1fll.Ltnkot i:J) ~,c.) Ovin present training responsibilities 
and thcl t 15 ".Tii) ':l S,'lO:':' c- tenI1 consu ltant in curriculum develop­
menL: is neec:",d. 

The BEl' I'Jill als,J ~e cOQrdinating its efforts with the 
National ITlstitutes for Health Research and Development with 
regard to its datE', syst:em needs as the Serang and Brebes In­
rC,G:"lt:"O'l System proj eets \vill be developing reports and in­
Zor;n&CLXL ,~:;'GWS th:'lt. will strengthen the provincial planning 
and ~'Jalui..:.c:.on, informa ... :ion base. 

http:orari.on
http:prese.nt
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The development of the personnel system will be done in 
conjunction with the Bureau of Personnel. Close cooperation 
will be needed between the BHP and the Bureau of Personnel 
since the system developed will serve both these organiza­
tions. The Bureau of Personnel has been in full agreement 
with the initial planning for the personnel system. 

The World Health Organization has input into this project 
through its consultants now in the BHP and a training expc\t 
who visited Indonesia in the summer o[ 1977 to review tra~n­
ing needs at the central level specifically related to stra­
tegic planning for Repelita III. 

Since this project involves a relatively small number of 
personnel, no particular problems are expected in coordina­
tion of these inter-organizational relationships. 

The BHP is well qualified to carry out its role in pro­
j ect implementation. The BHP and the CET \Vere named by the 
Secretary General of Health as the two best administered 
departments in the MOH last year. The BHP has becDme the 
focal point of central MOH planning as well oS coordination 
of planning with the provinces. The BHP has also don~ most 
of the resource allocation planning and maintains a working 
relationship with the Ministry of Finance. 

A. I.D. 

The AID role in this project does not entsil major ad­
ministrative responsibilities. AID/Jakarta will monitor pro­
gress thro~gh yearly evaluations and will offer administra­
tive ~ls_,istancc: _:.~, r:i1e consulcc:m::s or c!~)nsulting groups. The 
burden oZ 2oordll~ation with t~0 ott r international donors, 
;:..:cir,li.-"l-ily wl-lO > \V~ll :fa:L~ upon A:lD. AI:: present, although there 
:-;.-:e a substcll-ltial numb~·.c of consultants in the Bureau of Health 
Planning, all donors have been cooperative. 



ANNEX B-2 

Health Research and Development Sub-Project 

1. Background 

a. The Oq.;anization of the NIHRD 

The 1974 DAP describes the genesis of the re­
search arm of the MOH. In the 1974 ministerial reor­
ganization, the research branch became the National In­
stitut::, of Health Research and Development with the"ul­
timat~ purpose ... to assi~~ decision-making regarding 
strengthening of health services." 

General plans for research activities of NIHRD 
as determined by the policies of the five year develo?­
ment plans and work actually proposed tc or by NIHRD is 
said to be judged by its relevance to national health 
policy. L:. workshop in July 1973, prior to the impleillen­
tatior of Pelita II, outlined some nine general areas 
for rEsearch. These were: a) development, adaptation 
and testing of ~ethods for planning, progra~ing, nllin­
agew~nt and evaluation ot projE~ts; b) implementation of 
action oriented epi~emiologic studies on diseases of ac­
tual or FJtential lmportance leading to the development 
of control measures; c) cil'velopment of health informa­
tion systems; d) study of h0alth care delivlcy to identify 
and test alt<2 rna tivL': Piy::-oaches , develop nled ical care 
and c=her technolcgics \~~rvicc packages), improve re­
ferral sysc2ms, idencify and test administrative pro­
cedures: s~udy Ch2 role of [he privGte sect0r. study and 
idei.-Lt _ f·· thl: !::r:,l., \)f ~r2.cl~ L :i.,onal trea tm(::nt practices and 
the~~~ rl LltJ,(j:-,o,ilil""'" to [','1-..' publi,., health sector; e) 
ic~c)i.J.cifica·,:'.,;::l O£ \,~·.~·,;s to ~"']prQvc:: cC'.nrnunicy awal e;less 
Cl;'"lcl parc,.:'. ,,)<:1cion; 11l'al th programs ane measurement of 
comrnunLt .:,,::'l12\Ti()!~ .Ll, ',,1l~is[action in;:-clation to ser­
vices P~ __ UV:i.dCC1:, ['I d.:;v, ~Lopn;.::nL of tr-ilining procedures 
~J;C:~Ll".::L-L,,~ ~~dS': .:n'ily~L; dcIinltion of educational ob­
j(::Ci::i,V2S) ClL'\_l;C';i','I·.:.>nt uf 'Leaching aides and methods of 
evalLatin::~ccsu" ,~:s o:F~'(ainj.n~:, g) study of inter and 
in.:.:.'asec [.0'::': a 1 TL' ~"tio, .hip~; h) studies 'co identify or­
ganizat~o~, administracivc and ~anagerial problems in 
order t(') i.mp:C,';':t~ th(~ :;:,",-~ctic,,-\ He; of all levels of the 
hca: \~;' sys -:::::!!: .. mel 1) s t.udy ':"c'ld develop methods for drug 
~UpP~j ~F~~gement! includin~ pricing mechanisms. 

http:delivt.ry


Similarly, general areas 
pave been tentative ~y identified in 
for Pelita III. 

research emphasis 
preliminary process 

The NIHRD, as such, is now only three years old, 
although some of its const i tuent Centers antedate its es­
tablishment. The current organizational structure was set 
up in 1974. As a whole» the inst i tute shQuld still be con­
sidered in a deve oPmental phase. Some of the Centers did 
not come into exis tence until 1975 and some have not yet 
reached authori~ed staffing levels . 

The components of NIHRD are: 

a) Office of the Director NIHRD. This office has , 
responsibility for overall direction of NIHRD, for coor­
dination with the operating sections of the MOH and for 
cooperat i on with research units in Universities. The 
director is a physician with Dire~tor General functions 
-who reports t o the Minister of Health and has direct 
working relationships with the Secretary General, the 
Inspector General and the several Directorates of the 
MOH. The director of NIHRD serves on key committees of 
the MOH that are concerned with planning for Pelita III. 

b) The Secretariat. This unit serves the admin­
istrative needs of NIHRD providing budge t , finance and 
personnel servi ces . I t also processes documentation for 
intra- and extramural r esearch, manages the administra­
t i vC'! aspects of intp. rnational as sistance, assures that 
r eport s are r eceived and issued , produces documentation 
f or meet ings and handles the Institute ' s central library. 
A smal l data proces sing unit is also included within the 
Secretar iat to serve r e search centers in Jakarta. The 
head of t he data pr oces sing unit ma'intains liaison with 
data processing firms in Jakarta . 

c ) The Center for Biomedical Research. This Cen­
ter is primar i l y invol ved in laboratory research although, 
through its r elationshi p with the Communicable Disease 
Directorate, it a lso provides laboratory backup for epi­
demiologi c surve i llance. It is responsible for biologi­
cal standardizat ion and is currently involved in standar­
di"at i on of DPT and BeG vaccines to be used in a national 
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immunization effort that is planned for Pelita III. 
The Center does work on development and standardization 
of laboratory techniques (e.g. for tuberculosis detec­
tion and for water quality control) for use in rural 
health centers. Major efforts that are either under 
way or planned inclu~e basic research and training on 
the immunology of filariasis and hookworm and on control 
of dengue hemorrhagic fever. In addition to close work­
ing relationships with CDC, the Center works in collabo­
ration with the Ecology Center of NIHRD and with NAMRU. 

d) The Center for Ecological Studies and Research 
in Health Management. This Center contains a number of 
disparate responsibilities, interests and functions, as 
follows: 

1) The Disease Ecology Division is concerned 
with investigation into field methods for control of 
cormnon health problems like hookworms and vector borne 
diseases such as malaria. Control methods may include 
variouG combinations of environmental sanitation, en­
gineering and health education approaches. The Center 
assists in describing and monitoring the occurrence of 
diseases in transmigration areas as well as with studies 
of human factors influencing disease occurrence in these 
areas. 

2) The Division OL Physical Environment. This 
division supports the CDC Directorate's Research efforts 
to help improve rLral water supply and waste disposal 
systems. It devciops ~nd tests standardized designs for 
these systems unri~r a va~iety of environmental condi­
tions. Th~ Divi~~o~ i~ 2180 responsible for developing 
sr.:rategies fOL- 1IIunit r)l"l.ng environmental pollution in 
cities and industr:a: ~r~as. 

J) The ,J-i..vj ;lUll. c:'t l-Il..'aL:.h Management Studies. 
This clivl.s:i,u,·, ~s re':'>l)()i'slt)1.e for investigating and de­
velopi;')g ideas for illan't:~(:l,i(;:1t of health services at the 
nat iOEd J. l(~vc 1 w'hich 'I:Jy have later applicability at 
the local l.evel. Thus, the Division is assessing health 
insu::."anc(:: schemes a:,d other methods and sources for fi­
nanc 1,1lg or healrh Services along with such matters as 
the ef:eect of physicians: incomes on their satisfaction 
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with assignments in rural areas. 

4) The Division of Evaluation and Systems De­
vrlopment. This division conducts surveys and studies 
(such as the national household survey on nee:l, demand 
and patterns ot usage of hC(l ltll. ;;ervices). They also 
conduct studies on causes of mortality and morbidity. 
Thi:; Division is currently working "., , '~he development 
of health plann; i\t~ and also in the uL:v(:lopment of a 
management information system. 

e) The Institute of Health Services Development. 
This institute i~ located in Surabaya, East Java. It 
is concerned \,iith investiga .. LUns into methods of health 
service deli'Jery at the r"gency and lucal levels. Re­
search is currently unJ~r way 011 the potential role of 
village health promotars in pl'imary health care, Inves­
tigation is :L 1 :JO heing conducted into fae Lors which 
appear to \mtribute to the success of and to the insti­
tutionalization of prilllLlry health care schemes. A man­
agement information system is being developed by this 
institute. A WHO \~onsultant ,.;ho is presently working 
with the Insti~utc has completed a milillial on child care 
as a part of a proposed series of health care pack~ges. 
This Illstituti..' also conducts courses in heallh 'planning 
and in operations research and systems analyses for de­
signated Health Hi.nistry personnel and university staff 
members. 

f) T!1C Cor,tor for :"lntrit-Lon Research and Develop-
rp"i---.Cl ('{Y;Jr-;_,,.- (·n".-""'lrhlf"1-":":' ,lnir-1nm;f"'I1Ao-,f"' hinrh."1nl;(",!ll !l,.,ri 
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adverse reaction monitoring program and investigates 
the possible utility and the toxicity of herbs, plants 
and other treatments used by indigenous practitioners. 
In cooperation with other Institutes, this Center is 
developing a manual for auxiliary outreach workers that 
describes symptom complexes of various health problems 
and suggests appropriate age-specific treatments to be 
used. 

h) Center for Research on Cancer and Radiology. 
This Center is newly developed within NIHRD and is in 
the process of developing a coherent work program. The 
staff has begun collecting information on the incidence 
of diagnosed cases of cancer in Jakarta hospitals and 
intends to expand this effort. It is also interested 
in the immunology of malignant lymphomas; in alternative 
forms of treatment for naso-pharyngeal carcinoma; and in 
the epidemiology of cervical carcinoma. 

b. The Research Process within NIHRD 

This section deals with th8 process of research in 
NIHRD - the generation of ideas, handling of proposals, 
implementation of projects and dissemination of research 
results. Details for each of these steps may vary slight­
ly from Center to CellLer. The intent of this section is 
to describe the procedures generally followed. These 
are: 

1) Idea generation - Specific research ideas may be 
obtained in a variety of ways. The Head of NIHRD and 
staff members of cIte various Centers, through their for­
mal and informal. contacts with the user community, iden­
tify tOflics requiring investigation. The NIHRD also 
holds conier2nc~s and workshops during which research 
ideas Ol~ rcquirL'Jlcnts maybe identified _ Annually, the 
NIHRD circula.C:c!:> a letter to MOH directorates and bureaus 
and to universities requesting identification of high 
priority health research proposals. The letter indicates 
the areas in which NiHRD itself is interested, and in­
vites reactions to its proposals. Members of the various 
centers also submit ideas and proposals o Ideas may arise 
from reports of ongoing health programs in other countries, 
or f~om experiences of individuals during training 
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assignments abroad. External organizations such as 
WHO may also propose research of various types. 

2) Handling of proposals - Proposals for research 
are submitted in a standard format which has been adap­
ted by NIHRD from forms used in research institutions 
in 0ther countries. Proposals originating within one 
of NIHRD!s centers are screened by the center director 
prior to being submitted to the director of NIHRD. Pro­
posals from other MOH bureaus, or from Universities, 
are sent to the central office of NIHRD where they are 
screened by the Director, or are assigned to the staff 
of one or more institutes for review and screening. Pro­
posals may be submitted at any time during the year but 
projects requesting funding in a given fiscal year must 
be submitted seven to nine months in advance of the start 
of the fiscal year. Project review does not appear to 
be handled uniformly by all centers. In some, reviewers 
use structured review forms and are asked to rate the 
proposal in terms of its relationship to priorities of 
the national health program, expected results, possible 
utilization of results and ~dequacy of the proposed re­
search approach. In other centers, the review is less 
structured and appears to be more concerned with rele­
vance to national health policy, but with little consi­
deration of methodology, adequacy or feasibility. Only 
limited consultation on methods is available internally 
within NIHRD. In-country consultation seems to be rarely 
requested, however there is a WHO staListician who is 
currently providing consultation on requests and USAID 
consultan:s) when available, are sometimes asked for 
advice. NIHRD, together '(·,i th WHO consu ltants, have de­
vised a proposal review format ; however, it appears to 
be not total~y sa~isfactory and NIHRD is still seeking 
ways to improve ~~s review process. 

t_ EiT,al selection of pccposals for funding is made 
after the budC;2[ ceiling for NIHRD is made known by the 
Ministry of Finance and Bappenas. Funding is nevpr suf­
ficient to cov~r all research r~oposals. In the final 
re-sc~eening process, preference is given to continua­
tion of proJPct...~ aireaJ" in process and to externally 
,'lssist:.:t: projects for which thE; GOI is corrnuited to prQ­
VLde counterpart funds. Remaining funds are then 
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allocated for new projects with preference given to pro­
posals that have the greatest relevance to national 
health priorities. 

At present, proposal review and approval is entirely 
internal to NIHRD. The annual research plan of NIHRD is 
submitted to and cleared by the Ministry of Health, but 
review at this point does not appear to be substantive. 
Review of the plan by Bappenas appears to be largely 
fiscal and procedural. 

3) Project implement~tion - After a project is fun­
ded, a detailed research protocol must be prepar~d and 
reviewed within the hie~archy of NIHRD. Protocols may 
be returned to the principal investigators for revision. 
Assistance in protocol preparation or revision may be 
available from the NIHRD staff. When the protocol and 
project budget are finally approved, a sort of contract 
is issued by NIHRD approving the protocol, budget and 
staffing, and outlining quarterly and final reporting 
requirements. For research grants made to investigators 
outside NIHRD (e.g. universities), a limited advance of 
funds is made with further funding con~ingent upon 
monthly financial reports and quarterly progress reports. 
The quarterly reports, however, tend to be more concerned 
with budgetary and administrative matters than with tech­
nical issues arising in the course of the project. 

Each approv?d project has a principal investigator, 
one or more co-investigators, and a varying number of 
support staff. The principal investigator for intra­
mural projeccs is usually at the level of at least a sub­
divisio:1 head. Under pres8nt regulations, an individual 
can be principal i~vestigator for only one project and a 
co-investigator for cwo additional projects, although 
~his pattern is un::Ol-1L~lon. r1any members of the NIHRD staff 
have ~ldministr3t:Lve du tics \·kich can be very ti:ne con­
sumi:lg, hence th-2ir full-t:ime involvement with a single 
project is rare. 

Under the Gel systen1, research workers receive an 
honorariuTIl for each research project in which they are 
involvC'd~wic·n a sliding scale of payment for principal, 
co-investigators and su?port staff. Thus, there is 
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incentive for involvement in a number of proj ects s:L­
multaneously. 

4) Dissemination of researc~ results - The contract, 
or authorization, for undertaking a research project 
uSllally specifies that a final report will be prepar.ed. 
Rest:lts may be published wi.th the consent of NIHRD which 
seems to be freely given. NIHRD itself publishes a s\~mi­

annual jo\;rnal, Health Studies in Indonesia. Project 
results thought to have wide interest may be offered t'J 
other p::-ofessi8r!al journals. The NIHRD sponsors many 
workshops or seminars, such as the June 1977 workshop on 
"Appropriate Technologies" at which descriptions of re­
search in progress or completed were discussed. Audien­
ces at these seminars vary with the topic, but may in­
clude individuals from the MOH, from other Ministries, 
and from universities. 

c. Major Constraints to Research Performance in NIHRD 

The lack of competent support staff places a heavy 
burden on investigators s~nce they, themselves, frequent­
ly have to do literature reviews, define samples, or 
arrange to have this done, arrange for conduct of field 
work (the actual work is frequently "Sub-contracted" to 
provincial health service personnel), make arrangements 
for d.ata processing and a:1alysis, interpret results, 
and prepare final reports. 

Delays in pro~,-,ct implementation are corrrrnon. Some­
times funds arc not released according to the planned 
schedules and external events, such as national electi·jns, 
alter proposed plans for field work. The project plan­
ning phase :~Clmetimes dOl~S not give sufficient attention 
to data processing and analysis requirements so that 
final project reports are delayed ~hile processing and 
analyses are arranged. 

Although .Tktn)' i;:we_,tigators are well qualified in 
their substantive fields, expert ccnsultation in research 
methodology is not routinely available. Therefore, prob­
lems with project design and with analyses prevent the 
investigators from utilizing the data obtained from a 
study to maximum advantage. 
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There are othel" pe~enni-al p'Eoblems which, rea istical.ly, 
probably will not be resolved in the next f w yea~s and 
upon which external project assistance will have e~atively 
little impact. The major one is low salaries. Following the 
April 1, 1977 increase" in salaries, the range of monthly 
take home pay now varies from $32.10 to $320.96 per month. 
Most civil servants feel th~t they must work at more than 
one job. Under thes cir 'u stances, full-time involvement 
in resea ch is impossibl and there is a resulting loss of 
productivity. 

Some existing constraints on Doth the quality and quan­
tity of health research, however, will be materially reduced 
by the assistance proposed in this PP. These are: 

a) Lack of skills in research design and methods. 
The majority of senior investigators in NIHRD have 
been trained abroad in substantive fields, but not in 
research methods. The lack of these skills within 
NIHRD affects research at every stage of the process, 
but perhaps ost crucially at the proposal and proto­
col review stages, when critiical decisions are ruade 
which will go~ern project implementation, analysis, 
interpretat i on and , ultimately, the poten tial app li c ~ ", 
bil i ty of r esearch results . 

b ) Lack of suff'cien t manpower. There is a 
dearth of tra i ned middle level manpower in NIHRD. 
Some of t he heaCl s of u'ni ts ha e had technical aca­
demic tra i ning, put others have had only on-the-job 
training w.,· th gu i dance f rom senior staff, and are in 
need of academic training i n substantive and method­
ologic ttelds . Si nce Ins titute and Di vision Chie f s 
must s pend la $e amounts of time on management and 
admini strative mat t er s , miadle l evel personnel must 



be strengthened to rovide for conf inui y 0 ~ current 
project and, in tne future, to allow middle level 
staff members to assume the roles of principal inves­
tigators. 

c) ~a~k of research supp~rt staff. There are 
approximately 60 individuals in NIHRD with baccalau­
reate or technical school educational backgrounds who 
perform variety of support functions for research 
staff. Most have received on-the-job training but 
few have had specific craining in skills needed to 
adequately support the work of professional research­
ers. Increased skills are needed in such areas as 
training, dupe ision and quality control of field 
work, as well as in data handling (including code 
book preparation), manual data tabulations and use 
of packaged soft ware. A ilities in these fields 
would relieve investigators of a great deal of rou­
tine work and increase t e productivity of NIHRD. 

d) Problems in data processing. recent report 
of an AID consultant, Mr. Duane Thoma c , outlines some 
of the problems faced by NIHRD in re;earch computing. 
In ~ynthesi ~ , the problems include "nsufficient under~ 
standin of analytic methods of data processing re­
quirements, G d lack of knowledge about available 
alternative methods of handling data, such as the 
use of st~ndardized packaged software versus spe­
cially prepar ed computer programs . 

e ) Insuf f i cient ut ilizat ion of extramural re­
search r esources. Thus fa r in the evolution of 
NIHRD, emphasis has be en on the deve lopment and uti­
i ization of int r amur al r esearch skill s . This approach 
unnecessarily narrows t he base of r esearch efforts . 
Tne potential contribut ions of Indone sian universi­
t ies ~ o t he acquisition of information needed for 
implementa tion of the national health policies has so 
f ar been insufficiently exploited. 
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2. Detailed Description/Backgr0~nd 

The Health Research and Development sub-project is a five­
year grant activity. Components of the project have been developed 
by USAID and NIHRD based on the experience gained under the current 
Health Research and Development Grant (Project 230, FY 75-76), and on 
recommendations of a NIHRD. 

The 1977 Evaluation of Project 230 concluded tha~ progress 
toward achievement of the original project purpose was slight. Project 
2~0 was not, however, a failure. The evaluation concluded that USAID, 
in effect, had invested $373,000 "in order to gain a better under­
standing of the present capacity of NIHRD for undeTtaking policy based­
reseaI'ch. This project represents funds well-spent for the identifica­
tion of future programming needs although the origifial project purpose 
has been met only in part." he GOI was slower in developing proposals 
than anticipated during the first par~ of the project A variety of 
managerial and technical reasons may have contributed to this, including 
the lack of clear guidelines for development and selection of suo­
projects. Prior to completion of the proj ect, at least general gu'de­
lines should have been estaolished for prior~tization of various studies 
and pilot testings. 

In its summary of unexpected benefits obtained under Project 
230, the 1977 evaluation concluded, nevertheless, t hat the project h d, 

"highlighted t he need within NIHRD for extensive staff upgrading 
to develop the basic research skills and capabilities that were 
assumed to already exist i n the original PROP . In reviewing the 
progress of sub-proj ect activities, i t is apparent t hat t he 
absorptive capac ity of the NI HRD to utili ze f oreign assitance to 
carry out research is limited by f our major factors: (1 ) a shortage 
of qual~fied esearch manpower, (2 ) a need f or faci l ities (sof tware, 
technical staff and hardware) , (3 ) an inadequate compensation scheme 
that would encourage r esearch personnel to devote full time to a 
manageabl e number of proj ect s , and (4) a responsive and competent 
management / administrat ive system to suppor t resear ch and development 
act ivities , Thus , the pr imary purpose of t he PRP for Fy 78- 80 for 
Health , Traini ng , Research and Development will be t o s trengt he 'che 
NIHRD's capacity t o perfor m its as s igne ~respons ibility by addres s ing 
each of the limitat ions a.bQve . An eX ~ 'lsive res earch manpower 
development progr am and U. s" and in-country t r aini ng , al ong with 
research apprenticeships , wi:~l be used to accompli sh t hi s purpose . 

SUG proj ect purpose , outputs, and ~nputs are discussed bel ow. 

a. Sub-project Purpose 

The overall goal of Pr oject 273 is t o i mprove t he health status 
of tn I ndonesian people with emphas is on assistance to lower income 
groups in rural areas. Experience in Project 230 has shown that the types 
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of research undert.aken by NIHRD are vital to effective and efficient 
deli very of health services I p;j ven thp. cOI.straints under which those 
services have to be delivered in ] llJonesiA.. 'l'he major purpose of this 
sub-project is to strengthen the CB.iJaL>ili ty of NIImD to undertake high 
quality research geared toward high priority ple.nning and policy issues 
and to' ... ard development of health services delivery technology appropriate 
for the. Indonesian evironment. 

It is expected that by the end of this sub-project ·the following 
conditions will have be~n met; 

Appropriate nwnoer of Nn[l~.:. st:lI' f' will be adequately 
trained both in substantive :'ields and ill research 
methr:dology to insure Nlt'}<,'s ac·ility to carry out 
increased amounts of high-qud.li~y researc:h. 

An appropriate munber 0:' hir';-";-cicri ty resear:h pro~ect, 
both in the planning aI1U pcl i cy ,,-rea and in t:~e services 
delivery area, will be ~o~rletej 01 i,n progress at ~IHRD, 
and the quality of tnese respw'ch projects will be acceptable. 

Data proces s' n:~ priJcedures a i", 'FlUte to support these 
researcii ~rojects will be operational and routinely in use. 
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Extramural research resources (for example, uni­
versities) will be being utilized routinely when­
ever their use is consistent" . .,ith objectives of 
NIHRD, and ~-Ji.th research qual~.ty standards. 

Three general strategies will be emp12yed by the sub­
project to achieve its purposes: 

An extensive program of research manpower de­
velopment will be Ul1dertaken to improve staff 
capabilities within NIHRD. 

Technir~l assistance in development of data 
processing capabilities and procedures will 
be provided. 

Specific assistance will be provided to sub­
stantive research instigated by NIHRD. 

b. Sub-project Inputs 

The research manpower development activity will 
include fellowships for long-term training of NIHRD staff 
in substantive and ~ethodologic fields both in-co~ntry and 
in the United States, as well as short in-country training 
course s supported il1i tia lly by short- term consultants. Pre­
liminary planning in both these areas has been com:,>leted by 
NIHRD, with assistance from CSAID. Although thes8 plans 
cannot at this time be.: consiciered final in their minute de­
tails, illustrative inputs ~re as described as follows: 

Long- term tra ining £e llo'v.'ships are expected to be of 
two types: 

research method education, usually of twenty­
two monchs duration and equivalent to the course 
work for a PH.D., Dr. P.B., or D.Sc. 

substantive training in critical fields, us­
ually of twelve months duration plus field ob­
servation possibly leading to an M.P.H. degree. 
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In the twenty-two month course, the participant's time 
is expected to be divided as follows: 

one month orientation a~d English language 
training 

nine months (academic year) of study 

three months of practical field observation and 
research protocol development 

a second nine months of academic study including 
prelirnin~ry oral examinations usually required 
for Ph.D. candidates. 

On return to Indonesia, the participant will be expe~ted 
to carry out a research project relevant to an Indonesian 
health problem which hopefully will be a~ceptable dS a doc­
toral thesis. 

The twelve month course may vary according to the par­
ticular institution chosen fo~ study, but is also expected 
to include both orientation and English training, academic 
study and field observations. 

An illustrative list of methodologic fields of study is 
as follows: 

survey methods 
behavioral s~i0ncc in health research 
systems analysis/operations research 
health fiscal analysis 
multiple variable analysis 
epidemiology 
data processing 

An illustrative list of substantive areas is: 

health services 
vector control/entomology 
rural environmental health 
drug rnznagement policy 



~14-

Most of the people selected for long tenn training wilJ 
be middle level staff. It is expected that once they receive 
training in the various research methodologies thty will &ct 
as national consultants and resource persons for other staff 
members of health institutes. It is envisioned that partici­
pants may also serve ~s consultants for projects of other 
principal investigators. In addition, each U.S, trained re­
searcher will have his own project and will develop its de­
sign·i.ith assistance from Coas;Jltants as needed. 

The tentative plan for long-term ar.d sho~t-tenn 
training, and their tentative schedule is as follow£ 

FELLOWSHIP 

Fellowship Number 1978 1979 1980 1981 

Survey method 2x22 mo 1 

-
Multi var. anal. 2x22 mo 1 1 

Systems anal. 1x12 .L. mO A 1 
1x22 mo 1 

Behavioral science Ix22 mo 1 

Health fiscal anal. Ix22 mo 1 

R,c'search epidem. 
I 
~x22 mo 1 I 

! \ 

Ih' ..... a 1 t1;- ::;c'l"vicl.' 
---

I re J • I 2x22 mo I I 
I 

"--- ! I, . , 
I 1x12 " j C-,1 tUi"i1ul.u.'J ! l~1U , l. 
I I 

',- - ---,--

I 
, ! 
;)~:c tc rio log:.' I lx12 1 

i 
::no 

~~~ .. I 
-., 1 I 

1 i0,1 tri'~l ~ I~;b r>-dln]"',o ! ~-'lO mo ..... .I.. ~ L 1':-1;: ~ \. 

.,""' - { -
!C:1 data ;>roccc,Sing;';"\-j I 
l~·-d rna1ysi' ~G.'-.L c1. _..:") ~ 

2x22 iU~jesig~atcd 1 mo 
L--__ , .. _ 

ES'I'L"rATED TU;AL COST: 362 mo 7 6 

*Exte~.;:-, io,-. of if:; llowship provided. in Proj ec t 230. 
**1'\0;0 ::>: :L.l.Jivships already provided in Proj ect 230. 

1 

1 

I 1 

1 1 

4 2 

1982 

1 

1 



It will of course be some time before the effects of 
long-term training will be felt ::"n 'the research results of 
NIHRD. In the short-term, however, a comprehensive series 
of short courses in research methodologies is planned. Some 
of these courses will require the services of short-term AID 
consultants both in course development and teaching. It is 
anticipatecl. that as participants return from long-term 
training, they will take over training and ~o'J.nseling func­
tions performed by AID short-term consult:,mts during the first 
three years of this Gub-project. 

Shorta·term courses will be given in the following meth­
odologic fields: 

design of field experiments (research process) 
survey met.hod 
behavioral science in health research 
analytic epidemiology 
health fiscal analysis 
multiple variable analysis 

The students for th0se courses will be either principal 
investigators or their research assistants, or, in some cases, 
both. 

USAID inputs to this short-term training program will in­
clude both short-term o.nd long-term consultants plus coverag€' 
of some local costs. 

The second ir:1 t1ortant componl'nt of assistance to NIHRD 
will be thc' ckveloP:~:i_',lt of ,:.1ta proces!:;ing ccipo.bilities with-
1n the ins~icute. I~ order to adequo.tcly support research 
~ctivit.ie~) NIHRD's Research Data Processing Sub-Division re­
quires increased c3c3bility in the areas of sampling, field­
work, coding, and JH~a processing. These skills are to be 
developed thrm.::;h Ilhancs on'l t.::-:perience processing data, 
using stilnO~'rcl Ilco.nncd" softwo.re. Ccrrently, all NIHRD data 
process:"ng is contracted out to external organizations, since 
NIHRD does not have computer facilities capable of handling 
sOrial science survey data analysis. 

In order to obtain first-hand data processing experience 
and training, it is ex?ected that the NIHRD will utilize time 
on computer facilities in Jakarta, which are large enough for 

http:stancz.rc


-16-

analy'sis of social science surveys. A block grant for pur­
f computer time will be provided to support NIHRD 

data . alysis activities. This grant also will help ensure 
the rap , d analysis of data and will assist in accelerating 
the com 1etion of on-going research projects. 

In addition, a short-course will be given in the metho­
do10gic fielu f data processin ' . As with most other short 
courses, outside consultant assf tance will be required both 
in design and teaching. 

Also, four apprenticeships in U. S. research institutes 
in data handling and methodological statistics are planned 
over the life of this project. 

Th'rough in-serv ce courses and technical assistance on 
specific projects a cadre of "researc " assistants will be 
tr ined. One type of research assistants will be able to 
handle data inputs into computers and obtain the outputs. 
They should also serve as resource persons on other technical 
matters, such as the format of codebooks, the method of veri­
fying a tape, key punching, etc. Another type of research 
assistants comprises employees who are in charge of finding 
the best , ~ chpiques for survey sampling. They also handle 
field trave~ logistics and perform related functions. After 
the development of this type auxiliary staff, research work­
ers will have much more time to work on model design and 
data analysis t nan under the present situation where princi­
pal investigators must do almost everything. 

The third component of ss is tance tha~ is being provided 
in this sub-projec t \o1 ill be specific assistance eo substan­
t ive NIHRD research proj ects. This assis tance will include 
grants to cover local costs and commodities as well as short 
and long-term consultants. 

Among on-goi ng projects (f inanced under Project 230) 
which will receive continued assistance from the Project are 
the following: 

,... 
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The Health Management Information System (MIS) 
project, which is developing systems to improve 
management at the local, regency, and provin­
cial levels for the puskesmas (rural htalth 
center) program. 

Epidemiologic research in aengue hemorrhagic 
fever. 

Research on the appli'2a.cion of programmed learn­
ing cechniqu~s for teaching simple health func­
tions to village-level personnel 

It is, of course, not possible to identify all the new 
resear.::h projects which NIHRD will undertake with USAID 
assistance during the five-year course of this project. Pre­
ference will be given to activities with direct applicability 
to improved rural health services which can be expected to 
achieve results in a short to medium time frame. 

Major areas will include: 

Acti_on-oriented eridemiological studies which 
aescribe patterns of diseases, suggest effec­
tive methods for control, and measure the 
effectiveness of control efforts and treatments. 

Health service delivery re~carch that is con­
cerned with L-,provcd methods and infms::ructure 
for c .. :livcry "f l.:ho;L' S(CrviCL'S; ,::md l.,rith health 
services mdna~cment anci tlnancing. 

Examples or pos~ibLe n~w ~esearch ?rojects are as 
follows: 

A sccon~ naLlo~~l sample household survey with 
refine, .. ill'..:tnodolog>. c- is suggested that such 
a study be undertaken ili 1978 or 1979 to provide 
baseline d~ta for Pelita lIT. This would be a 
national sample survey that would be useful to 
health planning, transmigration planning, ~tc. 
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Descriptions of prevalent disease patterns by 
areas, particularly for use in planning health 
services ill transmigration areas. 

Epidemiological studies to identify appropriate 
intervention measures to interrupt transmission 
of important communicable diseases such as 
ma!aria and enteric fevers. 

Measurement of effectiveness of oral rehydration 
programs for childhood diarrhea and potential re­
hydration activities of Health Centers and satel­
lite facilities. 

Development and testing of appropriate technolo­
gies for rural health and environmental services. 
Such studies might include technologies for wate~ 
supply including special problems encountered in 
water systems for coast3l and tidal areas. 

Comparative studies of existing pilot projects to 
identify key fac tors for effect i ve c0mmlmi ty 
participation in health programs. 

Appraisal of surety, relative costs and effective­
ness or drugs to develop useful formulary for non­
medica 1 heal th ;tuX i 1 iarie s . 

Study of L'xist=iIli; ?Clticnt referral systems to iden­
t ify \v'ays of i:~~JroVln\; ~11L·['1. 

Opera~~LL)r..s ~~l:~;L':lr-.:h s[udiL~ of [unctions and staff­
ing p<.ltcc:rn:-; o~ hL'.JJLI1 cL'nLcrS ;:.nd sub-centers. 

Studies or L,.:.;" costs in h(~alth centers. 

Studies 01 the rl'~sons for low utilization of 
healt:h cenCL'-;"-., in rilCL' of 0bvious needs. (to be 
linked to Household Surveys). 

Based on experience gained in Project 230, and on the 
judgement of USAID ~;hort-term con~ulLanLs, it is estimated 
that the average y~~rly COSL of these research studies 
(exc:;'uding long and sr.ort-te!.'1Tl consultants and including a 
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block grant for purchase of computer time) will be in the 
order of $170,000. 

Two long-term consultants for NIHRD, to be funded under 
this PP, are being requested. The first of these will be a 
research design and analysis specialist, whose responsibili­
ties will include assistance on specific NIHRD research pro­
jects, on the job training of res2arch personnel and coordi­
nati.on of the Ttlork of short-term consultants who will be re­
quested from time to time. The second long-term consultant 
will be a specialist in management science, whose responsibi­
lities will include assistance with a Management Information 
Systems project and with other management-related activities. 

It is also expected that short-term technical assistance 
will be required for other specific proj ects. Some of this 
assistance may be provided by short-term consultants. 

The current plan for short and long-term consultant 
assistance for. the Health Research and Development sub­
project is illustrated in the following chart: 
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CONSULTANTS 

Experimental design 5 m.m. 

Survey method S m.m. 

Data processing S m.m. 

Multiple variable Analysis S m.m. 

System Analysis 3 m.m. 

Behavioral science S mom. 

Health Fis~al Analysis S m.m. 

Epidemiology 7 m.m. 

Undesignated 4 m.m. 
TOTAL 44 m.m. 

Cost 44 x 10,000 = $440,000 

L.T.C. 

Research design & analysis 4 x 12 m.o. 

Management science 1 x 12 m.o. 
TOTAL S x 12 m.o. 

Cost 5 x 100,000 = $500,000 



TENTATIVE CONSULTANTS' SCHEDULE 

1978 1979 1980 1981 1982 

JFMAMJJASOND JFMAMJJASOND JFMAMJJASOND JFMAMJJASOND JFMAMJ .! AS 0 N D 

Design Field Exp. 5 mm H 4'---+ 

Survey Method 5 mm f--) ~ 

Data Processing 5 mm ~ ~ 

Multi. Var • Ana l. 5 um ....... ~ 

Systems Anal. 3 mm f--t 

Behavioral Science 5um f---+ .-
Health Fiscal Anal 5 DIm ~ f---4 

Epidemiology i DIm ....-. t--->' ....... 
Undesignated 4 mm ~ ~ 

TOTAL 44 um 

~ 440,000 

Research Design 
& Analysis 4 yrs. '!It ...-

Management 
Science I L yr. ...-

TOTAL 5 yrs. 

$ 500,000 
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The illustrative bud~et [or the entire Health Research 
and Development sub-project, then, is ab follows: 

1. Short term c('nsultants $440,000 

2. Long tenn consultants 500,000 

3. Fellowships 362,000 

4. I~-country rourses 51,200 

5. Research projects 847,000 

6. Local consultants 4,000 

7. Internal il'} !':lwships 6,000 

TOTAL $ 2,210,200 

c. Sllh-\2~~ct Outputs 

NLIll' NUil';';:' .C;L,.! j ~·\l'i.dh'r:- Ll-,linvd in rvsearch 
l1"1L'thl)d()L-,gi~' ',!)-L·.j~ ,d lhl' dUl:toral lL·vel 

ThirLL'L'll 1\ Llil,]: :; ld It l1ll'Iilbt:rs trained at the 
lil<lS ll'r f s t C'Vl' 1 

:;l.xt ,I ~lUl;~l' :,[.:1-( ,l:, .,hl lOS tLlinL'd ill substan­
: iVL' ,!lhi :,:l l ill !cllIL1(-',il .1l"l:L1S through the short 
l:ours(' P lOl)h Lim 

'.!..'hirty )°l'Sl',irch ;JssisL,l11ls wi~ 1 be trained in 
,lata In-()Cl''ssinl; ilnd SUt-VL'V r:1L'thods 

Improved data Pi-OCL'S5 inM proeec1ures (use Of 
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packaged computer prog.cams for analysis of data, 
reduced time lag in processing of research data, 
increased use of middle and lOvrer level staff for 
data processing) in routine use 

Completion of ten high priority research projects 
approved by USAID, with results made available to 
the operating branches of the Ministry of Health. 

Expanded use of extramural research facilities 
(local universities) by NIHRD where appropriate. 

The health services delivery system of Indonesia, es­
pecially in rural areas and the outer islands, is still very 
much in the development stage. Experience in previous pro­
jects has shown that answers to the type of research ques­
tions described in this PP are needed to guide the develop­
ment of a comprehensive, heavily utilized, services delivery 
system, and that a necessary prerequisite to answering those 
questions is the strengthening of research capabilities 
within the Ministry of Health. This sub-project represents 
a major step toward achieving the ultimate goal of providing 
badly needed health services for Indonesia's hordes of poor 
people. 

3. Health Research Sub-Project ~mplementation Plan 

a. Introduction 

In considering an implementation plan for health 
research, one must recognize that planning this type activity 
is not comparable to a health clinic building program where 
outputs, inputs and purposes can be specified in precise, 
concrete terms. Health research is largely motivated by 
uncertainty, lack of information and unanswered questions 
that have been found to be barriers to action programs to 
improve health care. For this reason, an implementation plan 
that does not provi~e for flexibility is either ill-conceived 
or a product of ignorance. 

This plan has been prepared by the Head of the National 
Institute of Health Research and Development, NIHRD, (the 
recipient implementing organization), her Research Center 
directors, members of AID's health division staff, and short 



term consultants (a Medical Director from the USHPS/Indian 
Health Service Research unit and a professor of , International 
Health from Johns H0pkins University). 

1) 

~ ) The NIHRD will be responsible for: 

Nominating trainee 
the institution and fr t e universi­
ties to undertake long term training 
in essential areas of re search methods 
and in substantive fie l ds of health re­
search ; and providing training to im­
pr ove their proficiency i~ the English 
language. 

Proposal development ':1d imp lementation 
of high priority health research pro­
jects with major focus on eal th prob­
lems in ru tal cOITU11un i ties. 

Enccuraging universiLies to slgges t 
heal h re search propo :.a l s t r ) N"LHRD , 
.:.md m, . ..n i t or i n of extraTTlura l res earch 
tJo encourage so i.1L i n :-J1L'me n[ation and 
o~pletion on S ~ · edu l . . 

Provi ding of iL O ~~a ( ' ~ l or co. sul t ants, 
handling managc~ n t a ~ pe ct s of short 
t r ain"ng cour s (' s .:1 nd encourag ing ex­
LPns've use of consu ~ tants as advisers 
b.! • _ '-.r.v 5 ta f i ;".C .1b e,r s on research pro­
i e~ ~ ~, e sign and implementation. The 
' IHRD is responsible for both intra 
&l1d t:'xtramural health research, as well 
as '-: 0:: in-country research training 
t.hat will be financed under this project. 
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b) USAIO/lndonesia's Health staff will be 
responsible for: 

Review and final approval of NIHRD­
selected participant trainees under this pro­
ject. 

Initiating PIO/T's for short term and long 
term consultants, advising AIO/W in detail 
about their required competence (to be de­
veloped in conjunction with NIHRD) and for 
providing logistic support as required. 

Review, final approval, funding, and evalua­
ting the progress of specific h~alth research 
projects. (Consultants may be used to carry 
out technical revie~J of project protocols). 

Review, approval, and funding of short train­
ing courses. 

c) AIO/W will be responsible for: 

Arranging placement of participant 
trainees in appropriate U. S. training in­
stitutions. 

Contracting with individual consultants, or 
institutions for services of consultants. 

b. Evaluation Arrangements: 

AID/Indonesia will be responsible for monitoring 
the magnitude and timing of inputs. NIHRD will be respon­
sible for annu~l progress reports on magnitude dnd timing of 
outputs. Consultants, on their second and third visits, will 
prepare reports on the extent, quality and significance of 
utilization of research results. They will also submit re­
ports on changes in institutional capability. The project 
will utilize the PES evaluation process at 12 months, at 2 
years, and at 4 years. Special evaluation teams may be 
called upon for evaluations at the third and fifth years. 



-26-

c. Monitoring: 

Consultants will report routinely to USAID/ 
Indonesia/Health staff to advise on any changes of plans and 
to discuss any project redesigns or other modifications. Pro­
ject monitoring responsibilities wil~ be vested in the USAID 
designated project officer. 

d. Negotiation and contracting status: 

Problems which remain in reaching agreement on 
details: The nature of research requirements and research 
training needs may make it essential to revise plans from 
time to time, including those for consultants and partici­
pants. Plans are available now (December 1977) for the first 
year of operatiuns (probahle start of expenditures, May 1978). 
Plans for succeeding years should be available in May, 1978, 
May 1979, etc. The coordination of household surveys and/or 
community surveys with measurement of health education out­
puts must be negotiated further. 



ANNEX B-3 

Health Education Sub-Project 

1. Background 

a. Development of the Sub-Project: 

USAIP provided consultant services to the Ministry 
of Health during July and August, 1977, to assist the Direc­
torate of Health Education to develop a sub-project, within 
the framework ~f the Health Research and Training Project, 
which would be relevant to national/provincial health educa­
tion needs. The !Jllrpose of this consultancy was to: 

(1) Assist the Directorate of Health Education to 
develop national and provincial level plans for health 
education as a supporting service to various health 
programs; assist with planning for coordination with 
other related activities (such as the management in­
formation system and a program of community health 
activities (the PKMD progTam); and to help clarify 
the role of the Directorate of Health Education vis­
a-vis other MOH sections as well as with related pro­
grams in other departments. 

(2) Assess the progress that has been made under 
previous Health Education Manpower Development Grants 
of USAID (Project #188.1 - 1972-76) and WHO, especial­
ly in the provinces of East and West Java. 

(3) Asse ss problems ;lOd constraints in deve loprnen t 
of both provincial health education programs and 
central MOB health education program guidelines. 

(4) Help identify guidelines to be followed in pro­
ject development, including an implementation plan; 
to identify types of consultant assistance that might 
be needed for development of provincial health systems; 
identify types of in-country training required for 
specific participants; and identify support commodi­
ties Iw,~ded. 

The consultation centered around the drafting and re­
finemen~ of a National Health Education Plan which -::ould be 
followed by the Directorate from the present time through the 
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end of Repelita III - 1984. The plan that was drafted em­
bodies several important features, such as: 

(1) A determination of measurable health education out­
puts, or results, at the village level, with indicators 
for measuring the quality and quantity of output produc­
tion. 

(2) The development, refinement and coordination of 
communications and participation programs, within MOH 
and cross-sectoral, for effecting health education out­
puts. The health education tlleme for Repelita III is 
"Comnrunication and Participation." 

(3) The development and refinement of basic models in 
health education which will be demonstrated in key pro­
vinces. If successfu), these models will be replicated 
in other provinces and used to improve the health educa­
tion curricula of a number of national health manpower 
training institutions. 

(4) The development of systems that are designed to 
coordinate and integrate the activities of the Directorate 
of Health Education with complimentary developmental 
efforts at all levels and geographic areas. These sys­
tems include: planning, management, health education 
information, dissemination and utilization, manpower de­
velopment, program cvnluiltion, and policy analysis. 

(5) The de:sign anl; i:llp2-l'mL'l1tation of .:1 national survey 
to detenninL' [he cLfC'l'tivL']'CSS of health education efforts 
during thl:' [:~V2 yc.:us or j'lPL,lj ta III. This would in­
clude L~~ collection of Pcc-Rcpclita III bas~line data, 
a mil1-Repelita III i:lc:asurcf.1cnt, and a final end of 
Repeliea III survey. ~o ot-llcr country has ever under­
taken such an ef£or~, hut (he GOl has an excellent oppor­
tunity to inciJde ic d~ a part of its program. 

(6) A study to dl'~c.:rm~llL' hL>dl~h education manpower needs 
will continu(:' Lhrough r~cpelita III, which will include 
alternat~ve strat~~ies for meeting those needs. 

(7) The develor;ment of lIl\ational Standards for the 
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Preparation and Practice in Health Education" to im­
prove practices and to be used as a basic policy instru­
ment for the guioance of training institutions. 

(8) The design and implementation of organizational 
problem-solving processes which will enable change im­
plications of the Plan to take place in a constructive 
manner. 

(9) The resolution of some special issues which under­
score the need for improved integration and coordination 
of health education at all levels. The Plan incorporates 
developmental activities to be carried out by a number of 
Directorate work groups and national/provincial task 
forces, including the programming of several key health 
education conferences which will be focused on programs, 
progress reporting and future sters to be taken. 

h. Previous Training and Experience of Health Educators 
in Indonesia (1972 - 1976) 

Under the Health Specialists Manpower Development 
Project, 188.1 (FY 72 - FY 76), USAID funded part of the 
training of a cadre of MPH/Health Education Specialists both 
in-country (at the University of Indonesia School of Public 
Health) and in the G. S. Thirty-six of the thirty-seven par­
ticipants trained in the U.S. have now returned to Indonesia. 
An additional eleven have completed training programs at the 
University of Indonesia. By the end of 1978, approximately 
60 health educators will have been trained. One health edu­
cation specialist was [0 have b~cn placed in each of the 27 
provinces by the end oT CY 1976. Such specialists are now 
located in all provinc0~ 0xc~pt West ~usa Tenggara, Lampung, 
South Sumatra, South ~ali@antaD, Bengkulu, South East Sula­
wesi, Irian Jaya a~ci E. Timor. 

Prior to overseas d0grc~ training, each participant under­
went tl"-lree phases o~ in-couD[ry training; (a) a basic orien­
tation course in fundamental principles and theories under­
lying ~ublic health co~cepts and health education, (b) a work 
expe~ien~e in health ~Juca[ion and (c) English language train­
ing. Tne work experi~nce was located in the province of West 
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Java. With half of the students in Bandung (population 
1.25 million) and the balance in the rural areas adjacent 
to the city, their training evolved into a four-phase pro­
gram with three major objectives: 

(1) To provide the students experience in the duties 
and functions of health education specialists: 

(2) To extend and expand the health education component 
of current health programs; and 

(3) Strengthening the development and organization of a 
Health Education unit within the office of the Provincial 
Health Department in West Java. 

Student training was focused on the community with the 
health center as the focal point. The project was coordina­
ted by Project Field Service Directors in cooperation with 
the Director of Community Health, in the Provincial Health 
Service Unit, and using effectively the Provincial Health Edu­
cation Unit to administer the activities. Students worked 
together with staffs of eight health centers. A primary ob­
jective was to build health center staffs and community vol­
unteer workers into functional teams which could analyze and 
define their own health problems. A secondary objective was 
to assist in the implementation and evaluation of various 
conununity health programs. During this training, students 
worked with a health center worker and conducted a functional 
analysis of the worker's job to explore possibilities for a 
greater healrh education component. Prior to this project 
in 1970, health Educ3cion unirs in the provinces were estab­
lished wit~ Mlnisterial Decree, and a staff was appointed to 
be responsiDle for th~ Healch Education development activi­
cies, within th~ 1~mit3tions of health activities and facili­
ties. In pa:.:-ticuL::r, each rq.;l'ncy "vas assibned one health 
education c(~o:~dinator "/00 "'N1S responsible for health educa­
tion in the ared. Usually thcs~ coordinators were male nurses 
or health controllers. Some haJ BS degrees, but none had ade­
quate training in health education. An evaluation of this 
program demonstration in the Bandung area revealed that health 
center/community relationships were improved and that the 
fourteen health centers raking part registered increased cli­
nic attendance. Several conclusions may be drawn from this 
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Health Education Specialists Manpower Development Project: 

(1) Provincial Health Services should be provided with 
sufficient funds and pereonnel for the delivery of effec­
tive health education services; 

(2) Health Education should be integrated into the plan­
ning, implementation and delivery of all health services; 
and 

(3) A viable national health education program within 
the Ministry of Health would materially improve the 
effectiveness of all delivery systems. 

The USAID Consultant's appraisal of Project 188.1, Health 
Education Specialist Manpower Development (HESMD) can be sum­
marized as follows: 

(1) High level of retention of trained personnel in 
Health Education 

Of the 64 health education specialists trained 
through the above project, and six ethers trained pre­
viously, only one person has dropped out of health edu­
cation-related work. This is a remarkable retention re­
cord. 

(2) Trained health educators are training others. 

The tra ined pc'rsonne 1 \vho have been placed in the 
three provinc~s visited by the Consultant are conducting 
many workshops to train others in health education meth­
ods. Accivities discuss~d during provincial visits in­
cluded the following: 

Ca) Trairing programs for health education coordi­
nators and suppart staff at the provincial staff 
level - up to three months of intensive training and 
supervised field experiences. 

(b) Short-tenn (:-day) workshops for the following 
health personnel: 
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-Regency health officers 

-Puskesmas health officers 

-Selected staff from several puskesmas 

-Total puskesmas staffs, trained as a group 

These activities were done to increase and develop 
the capacity, knowledge and skill of the Health 
Staff at the various administrative levels, for total 
integration of health education in each level. 

(c) Health education inputs into training programs 
for Family Planning, Nutrition, Sanitation, etc. 

(d) Involvement in the training of volunteer health 
cadres at the desa level. 

(e) Training of medical students in health educa­
tion. 

In addition, personnel placed in FKM, the MOH director­
ate of Health Education, the Center for Training and Educa­
tion, and medical schools are conducting cou~ses and seminars 
in Health Education and are using health education techniques 
in teaching a variety of other personnel. 

(3) There arc staffing problems that have not been re­
solved. 

There a~c seven provinces that have not yet been 
assig~ed a heal~h education specialist, because of unresolved 
staffing issues. 

Even in some provinces where specialists have been 
placed, the resolutions of organization and staffing issues 
are. not complete. 

(4) Lack of previous experience with the Mi~try of 
Health hds hampered on-the-job effectiveness of 
some trainees. 
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Most of the trainees came from outside the field of 
health or medicine. Even after their Bandung, MPH in-country 
post-graduate training, (called SKM) and their U.S. training 
experiences, they are having problems getting oriented to 
health work - especially in establishing good working rela­
tionships with other health staff members. As a result, 
there is an inclination within MOH not to recruit from out­
side the field of health in selecting future candidates for 
training in the U.S. 

(5) Lack of local-level health education experience. 

Most of the trainees have not had "loca.i. level" ex­
perience in health education (regency/puskesmas level). This 
lack of bas ic experience may be difficult to o'rercome as they 
attempt to train others in health education or to supervise 
health education personnel at lower levels. Ideally, a plan 
should be worked out to have such people spend part of their 
time working at puskesmas-levels to obtain needed experience, 
while functioning in a regency, provincial or national level 
assignment. 

(6) Basic cadre of young health personnel 

Most of the trainees are young - - late 20's to 
early 30's. With retirement age at 55, they c.an be expected 
to provide long service to their country. The preponderance 
of youth, however, could create some problems. Most of them 
now occupy top existing positions in health education in the 
country. S~ill, enough of them remain in secondary positions 
to fill other top spots as they are created, thus making it 
di.fficult for :l.e\.;ly recLlJited ;Jeo~)le to reach top level 
assignments for many years to come. 

(7) General ConclL3ion 

Proj~ct 188. L (HES~P) has made a significant contri­
bution to the developmen~ of health education in Indonesia 
and has provided a base on which a more substantial program 
can be built. 
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c. Priority of Health Education for Repelita II and III 

The Ministry of Health established health education 
as a high priority during Repelita I and II, and plans the 
same for Repelita III (1979 - 1984). This decision is based 
on recognized needs for improved health and environment 
efforts as a component of all developmental undertakings as 
evidenced by: 

(1) Recogr.ition of health as being interrelated with 
all other aspects of development plans 

(2) Integration of health education sErvices across 
health programs, in particular, and across in other 
developmental programs where it is practical at nat­
ional, provincial and local levels. 

(3) The organization and delivery of health services 
are decentralized to the provincial/regency/puskesmas 
levels of government, with some administration rela­
tionships and management of systems retained by the 
Central Ministry. 

(4) Promotion of the concept that prevention and pri­
mary health care will eventually become the major 
thrust in solving national health problems although, 
at present, the immensity of existing health problems 
requires that a maj or portion of health resources be 
used for the treatment of diseases in clinics and 
hospitals. 

(5) The fact that "health education of the people" 
always ~as been a high priority within the Ministry 
of Health, as has ~een evidenced by repeated state­
ments of national l0aders. 

(6) The fact. that health workers, particularly at 
the provincial/regency/puskesmas levels, are expected 
to be health educators. 

(7) The recognition of health education as a pro­
fession within the Ministry, and the emphasis that 
is placed on the development of qualified profes­
sionals. 
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(8) The fact that while health education is regard­
ed as a function of all health ~~=kers, and is urged 
as a component of all health training and educational 
activities, the maintenance of a professivnal health 
education focus wi thin MOH is assigned '1.1 i gh priority. 

d. Current Assessment of Health Education at the National, 
Provincial and Re&ency Levels. 

The recent USAID Health Education Consultant develop­
ed an assessment of health education activities baseJ on 
"problems" and "strengths". These are as follows: 

(1) Problems: 

(a) There is an absence of a '"masto:" plan for 
health c~ucation. ___ • __ ""~_.-;;:..;:.o.:. 

The MOH Directorate of Health E2ucation does 
not have an overall plan for the development and mcnagement 
of health education at the central and provincia 1 levels. 
The absence of such a plan has seriously constrained program 
progress. A Five Year Development Plan developed in 1971 em­
phasized strengthening health education services and there is 
also a National Plan [or Training in Health Education. The 
implementation of the plan has been hampered by manpouer p .... r,b­
lems such as a lack of trained personnel, widespread use of 
part-time workers, and poor quality control. Health organi­
zational changes and geographical shifts in manpower during 
Pelita II also created problems in the continuity of formt;r 
plans. 

Cb) Hea~[h education policies are not clearly 
formulated. 

Dif:erences in the ways health education is 
implemented a"c the p:cGvince/regency/puskesmas levels studied 
suggest that n2tional policies either have not been formulated 
as clearly as they should b0, or are not being implemented 
consistently throughout the provinces. Also, there are issues 
at the c2~trai level regarding which functions of health edu­
cation bc_ong to which units, and these issues require policy 
clarifica1:ion. 
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Although there are "points" that are considered as 
policies, those points are not organized and formulated in a 
way that is well understood throughout the system. The ex­
isting variety of perceptions towards health education adds 
to the difficulties of integrating health education into 
planning and operational systems. 

(c) Basic administration systems and procedures 
are under-developed. 

Many of the key elements of a health educa­
tion "system" have not yet been developed or, if developeci, 
have yet to be integrated into other existing systems within 
MOH. For example, the Bureau of Planning is developing a 
planning capability for short and long-range health program 
development, including manpower development and budgeting. 
The National Institute fur Health Research and Development is 
developing indicators and measurements of health outputs. AID 
is providing technical assistance to MOH for the development 
of a Management Information System and Self-Learning Program­
med Instr.lction modules and there are plans to assist the 
Ministry of Education in developing a massive capability for 
producing audio-visual learning materials for all sectors, in­
cluding health. None of these projects, however, address the 
needs of health education. Once these "systems" are opera­
tional, it may be difficult to modify them to fit health edu­
cation needs. For this reason, health education's inputs 
should be made while such systems are being developed. 

(d) Then> are serious trained manpowe7" shortag~~. 

Cu~rently, th(' F101 (University of Indonesia 
School of Public Health) is training one SlOl (master's degree) 
student for health education. This is contrasted against a 
requirement for all health personnel who will ~e assigned at 
the provincial and regency l~vcls to have some health educa­
tion training. In order to achieve this goal, major changes 
will have to be Qade in both the curriculum of training insti­
tutions and at the personnel "infra-structure" level (approval 
of new and upgraded positions). These changes, of course, 
have budge~ing and planning implications that must be worked 
out over the next few years. 
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(e) If a goal o~ health educatLon personnel 
is to train othe~s to be health educators 
a form of "transfer of technology" - then 
Ehere is a need to upgrade the capabili­
ti~s of provincial h~alth education speci­
alists and regency health education c00rdi­
nators. 

These personnel should be provided with in­
service courses on "training skills Oind methods", in order 
to better fulfill their primary function. In addition, 
careful study needs to be made of the curriculum being 
taught to other health personnel in general. Instead of in­
troducing a general course on health education, know12dge 
about their subject should be interwoven into the entire 
program. 

(f) There are attitudinal barriers to the further 
development of health education which should 
be resolved, including: 

(1) Terminology used to identify health edu­
cation personnel is being reviewed. Their job title should 
be reflective of their responsibilities - especially for field 
positions. 

(2) A negative feeling that was left by the 
HESMD Program of 1972 - 1974 needs to be overcome. Unresolved 
position classification and assignment standards has adversely 
affected the morale of key health education personnel. 

(3) The :act that most of the HESMD Program 
personnel (AID Project No. 188.1) were recruited from outside 
the field of health continues to be regarded as a barrier to 
their effectiveness in working with other health personnel. 

(4) There is a strong preference for having 
physicians trained as health education specialists, in order 
to relate better to the other physicians. 

(5) Resentment that \Vas generated when health 
educa ion was taken out of the National Center for Training 
and Development, in order to establish it as a separate organ­
ization has not fully dissolved. 
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(6) Health education programs are being de­
veloped in several important areas - but without the Direc­
torate's involvement. This produces confusion and lowers 
the prestibP of this relatively new Directorate. 

(g) There is not a generalist health worker on 
the puskesmas staff at this time who could 
be trained to function as a community health 
organizer. 

The basic staffing pattern of the puskesmas 
includes physicians, nurses, midwives, sanitation assistants, 
and - sometimes - a Horker whose primary functions are with 
nutrition or family planning. The absence of a community 
health worker makes it most difficult to introduce functions 
at this critical level. Alternatives are: (1) depend on the 
puskesmas hea~th officer (normally a doctor) to carry out 
this function; (2) depend upon another health education per­
son (such as the health education sub-coordinator of East 
Java) to fill this gap, or (3) training rural development 
workers (or ocher non-health sectoral workers) to perform the 
function until such time as primary health nurses (PKs) are 
trained and assignee to rural areas. 

(2) Strengths in the Indonesian Health Education 
Situation 

Despite the problems discussed above, there are 
important strengths ir Indonesia's health education program 
which support problem-solving ('[forts. These are: 

(a) There is a strong national commitment to 
resolve health education problems. 

This commitment is reflected throughout the 
Ministry of Health. The National Center for Training and De­
velop~ent, in particular) is expressing willingness to resolve 
program overlapping issues, especially as they relate to who 
does what kind of traini~g. The MOH Secretary-General and the 
Director General of Community Health are both giving the 
Directorate of Health £ducation the encouragement and support 
needed to overcome obstacles and fulfill its functions. All 
other key health department personnel intervie\ved also ex­
presse~ commitments to assist the Health Education Directorate 
=t fulfill its responsibilities. 
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(b) The philosophy of health education expressed 
in Indonesia is in keeping with current WHO 
and USA philosophies. 

The definition of health education, as 
applied in Indonesia, is the same as that of WHO and USA 
health education leaders. This is, generally: "health 
education is a process of learning and change, exhibited in 
the attitudes and behaviors of people; that all health work­
ers can be helped to become more effective health educators 
by understanding the methods and techniques of health educa­
tion; and that professionally-prepared health educators poss­
ess certain resources which can be utilized by other workers 
in facilitating health educational or change processes," 

(c) Health education usually occupies a high 
priority in Indonesian developmental con­
siderations. 

The need for people to be more health­
conscious is reflected in most Ministry of Health directives 
and planning documents of other sectors. Health Education, 
as such, has been assigned top priorities during Pelita I and 
II, and will continue its high priority during Pelita III. 

(d) Health education has general acceptance, as 
a specialized profession. 

An :l.P.H. degree in Public HC31th Education) 
or its equivalcntis a mar-i( 01 distinction. Support has been 
given by the GOl to P3St and currL'nt MOB tr3lning prograrr:s 
which have producLd Cl nUnllWr of spccially-trLlined rrofession­
als and has stren.sthlncc trainin:s institutions. 

(e) ,.1 C;, Ci rl-' of \\'cll-tr::ineci professionals 
in d! e c ()" l ,1 t. r v . 

An AID-assistLd training project in 1972 -
1974 resulted in chc production of approximately 60 M.P.H. or 
equivalent pro:essionals, :llOSt of whom now occupy key health 
education positions. 
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(f) The modp.ls of health education that were 
observed in the provinces visited by USAID 
consultants and staff provide enough insight 
to permit sound analyses of future organi­
zation and manpower needs. 

Health education at the provincial/regency/ 
puskesmas levels in Indonesia is relatively new, since most 
of the professionally trained personnel have only been 
assigned from one to two years. Still, enough developmental 
efforts have been made to suggest patterns of services and 
needs, depending on conditions which are unique to each pro­
vince or regency. 

(g) There is potential external donor assistance 
available from several sources if sound plans 
are developed. 

These include GSAID and WHO, both of which 
have assisted significantly in the past and are assisting in 
various ways currently. 

(h) There are many other foreign donor-assisted 
development projects underway in Indonesia, some of which 
are highly relevant to health education. 

2. Detailed Suh-Project Description: 

After :1 c~rcful r~vic~*, the Health Education Sub­
Project has been ~0dified to reflect the following, more 
relevant purposes: 

(1) To develop, ('val'Ll,lte, and keep rclL'vant at all 
times J :1 ~at:i,),-:ll Hc,-:LLr. ::uuC~1tiC:;l 1)1an which will serve the 
Ministry of Health an~ [~C pr0v~nccs as a blueprint for the 
growth and devclopr~.\:nt of CXtCllSiV'2 grass-root level ilealth 
education activities in rural LlS well as urban areas. 

(2) To assure :hat the :\'ational Plan will have a 
~c2~_r~j1e g=ass-roo~ i2vel impact by establishing health 
educati0~ outputs, indicators and measures; and by using 

* by lS~IJ Consultant Paul Mico 
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such outputs and indicators to determine the level of na­
tional health education prior to Repelita III (baseline 
data) during and at the end of Repelita III. 

(3) To inprove the capability of the Directorate of 
Health Education to evaluate and keep relevant, at all times, 
health education policies, programs, management systems, and 
manpower development programs which will enable the National 
program to have a measurable impact at village levels. 

(4) To demonstrate in selected provinces how cer­
tairi well-defined health education techniques can be imple­
mented so as to be replicable, or at least adaptable, in 
other provinces. The results of these trials will be used 
to influence the health education curricula of training in­
stitutions. 

3. Implementation Plan 

a. The outputs and respective inputs of this sub­
project are identified as follows: 

(1) Output (No.-1l 

The development and implementation of a national 
health education plan for Repelita III: 

A health education plan which integrates national 
and provinclal efforTS will bt: l:c'vel'.Jped for the :10H, focusing 
on the Directorate 0f Health Education, and including related 
activiti~s of other 0rganiz3tions such as MOH's C~nter for 
Educat~on .J.nci 7r~i.::'nlng; the BUrL':L of Health Plannin\;, the 
Natioi1u~ Instltuc<' lor r-{edlth K,_sL',~rch Jnd D. vL'10il.-.icnt-, and 
the School of Public Ll'alt.-, (FK'V1\, Llculty o( i-ieolth Educa­
tion of the University of IndonL'sia. 

The plan will include the following components, all re­
lated specifically to health education: 
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(a) Policy Development and Analysis 

(b) Outputs a~d indicators for the measure­
ment of health education effectiveness, 
particularly as it impacts at the village 
level. 

(c) Systems Development, with particular em­
phasis on relating the health education 
Directorate to the Bureau of Health Plan­
ning's efforts and to current management 
information systems development efforts. 

(d) Manpower Development with respect to 
personnel needs. 

(e) Macrosystem and organizational structures 
as these relate to fJcilitating the imple­
mentation of the National health educa­
tion plan. 

(f) Progr~m Development, including provincial 
demonstrations and the development of 
basic communications and participation 
activities. 

(g) Ad hoc problem sol.ving, dealing specifi­
cally with improving the integration and 
coordination of health education activi­
ties ~mong various programs 2nd sectors 
at I1,Hional anJ provineLll levels. 

(2) GOT InpLts tor OLtput ~o. I 

(a) "<lorking Groll ps 

The plan ~nd its components will be de­
veloped by task forcl'~; ar:cl '.,'oc"i:lb conunittees of the Direc­
torate for Health Educdcion, li1 conjunction with representa­
tives from other relevant dg,cnch·s. Working cormnittees have 
already init~ateJ planning efforts, to be followed up by 
national provincial task forces. ThAse task forces will 
Ineet in workshops and as part of the National Health Confer­
ence in January 1978, (\vhose theme is "Health Education"), 
and will continue to ,"11cet in \vorkshops from time to time 
throughout Repelita ~II (the life of the project). 
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(b) National Conferences on the effectiveness 
of health education in Indonesia. 

These discussions will take place in re­
gular national ministeriul level meetings, schedu1~d as follows: 

1 - National Health Conference, 
January 1978 

2 - Pre-Repelita III Meeting (to estab­
lish outputs, health educational 
baseline data fur Repelita III, and 
basic program plans for Repelita III). 

3 - Mid-Repelita III Meeting (to discuss 
results of mid-Repelita measurements 
of health education effectiveness, 
and make program modifications if 
indicated for the rest of Repelita 
III). 

4 - End-Repelita III (to discuss the re­
sults of Repelita III health educa­
tion efforts, and start planning for 
Repelita IV.) 

It is expected that the MOH will hold 
important POllCY and r:ecimlcal olscu~~ionb on Lrlt! e~£eL:'LL\/e­
ness of health education in Indonesia, based on results of 
health education evaluation surveys (describ~d below). These 
conferences will include participants from MOH national and 
provincial levels, as well as from other rel~vant groups, 
such as the women's groups (PKK) , the health conmrunity, and 
development workers from other ministries. 

(3) Inputs from USAID 

The GOI has asked for the services of one health 
educator/planner to assist the Director of Health Education 
develop, reiine, and solve problems in the implementation of 
the nationa: health education plan as it progresses. The 
consultant will: 
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(a) Assess implementation progress 

(b) Analyze functioning components related 
to: policy, systems, manpower develop­
ment, and program implementation, at all 
levels. 

(c) Help solve problems that are inhibiting 
the effectiveness of plan implementation. 

(d) Help revise plans from time to time for 
the remainder of Pelita III. 

(e) Hhere appropriate, to determine the im­
plications of program development on 
planning for Pelita IV. 

Special attention will be given to manpower 
development plans; to the creation of national health educa­
tion standards; and to job descriptions for all health edu­
cation positions. 

To facilitate systems development, the consultant will 
meet with the National Task Fo~ce, with provincial health 
educators, and with staffs of provinces representing differ­
ing levels of development, in order to provide consultations 
and in-service training in health education planning. Six 
provinces are to be visited in FY 1978, six in FY 1979, 
three in FY 1980, and three in FY 1981. USAID's input of up 
to $165, 000 will provide 440 \vorkdays of consul tant servic-es. 

( 4) Ou t pu t No.2. 

The development of Output Me.asures for Health 
Activities (knowledge and behavior): 

One of the priority tasks of the Directorate of 
Health Educat~on is to identify national output measures and 
indicators for activities undertaken at national, provincial, 
local, conununi ty and household levels. Once "these are es­
tablished' basic health education services can define 
1) the areas of responsibility of various programs and sec­
~or3 as determined by policy and 2) the health e.ducation 
functions of both specially-trained health education personnel 
and regular health personnel. 
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It is expected that outputs for health education (mea­
sures of health knowledge and behavior) will be developed 
in coordination with other activities related to health in­
dicator development being undertaken by the NlHRD and health 
planning units. 

(5) The Inputs for Output No.2. 

(a) from the GOl: 

Ongoing work of the Directorate's Health 
Education Working GrC1..1p) and staff working 
groups on "Outputs and Baseline data" 

(b) from USAlD: 

One health educator/research consultant 
will assist the Directorate of Health 
Education to: 

1 - Refine and finalize output indicators 
and m~ures for the determination of 
health education (health behavior 
status) at grass-roots level. 

2 - Refine and finalize outputs and mea­
sures of efforts of health education 
personnel. 

3 - Assess suitability of existing indi­
cators, measures and data for deter­
mining baseline status of health edu­
cation for Repelita III· 

4 - Design basic health education rese3rch 
and evaluation programs to be carried 
out respectively by the NlHRD and the 
Directorate of Health Education. 

The length of this consultancy will be 60 
workdays, November - January 1978, and will be 
funded by Project Development Support Funds. 
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(6) Output No.3: Development of Health Educa­
tion Output Measurements. 

Pre, mid, and at the end of Repelita III: 
This activity will be of major importance to the developing 
of a clear understanding of the effects of health education 
activities in the field, nationwide, by all relevant agencies 
and groups. Output measures will identify significant 
changes in health knowledge, attitudes, and most importantly, 
behavior. By the end of Repelita III, it is txpected that a 
single group of outputs willltave been specifiE!d, refined, 
and accepted by other Directorates General of the MOH and by 
other agencies as representing the desired results of health 
education. 

Although the outputs for health education will be designed 
d'lring the period March - May 1978, the surveys will not be 
designed until later. As this study will center on the com­
munity, it appears to be closely related to a household study 
which is being planned as a major 1978 research activity of 
NIHRD. It is therefore expected that the C(':IL'mmi ty and 
household studies be designed anJ implemented in a coordina­
ted manner, using national consultants from the Directorate 
for Health Education to focus on specific education concerns, 
and the USAID consultant to design health educatioG outputs. 
Th.::: USAID consultant will return t') Indonesia during the 
period June - December 1978 to assist in the su:~ey design. 
Subsequent evaluations in the n'iddle a;ld at the end of Re­
pelita III will be assisted by the general health educator/ 
planner and by the XIHRD research staff with the assistance 
of research consultants in the field of survey design and 
analysiS. 

(7) The Inputs [or Output No.3. 

(a) GOl: National Health Education consul­
tants, NIHRD research experts and field 
staff. 

(b) USAID: One short term consultant for 
one month (part time) to design the 
health education survey in cooperation 
with NIHRD's nationwide household 
survey~ June - December 1978. 
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A research grant to NIHRD to be 
earmarked for a nationwide household 
study and a community study to be under­
taken pre, mid and at the end of 
Repelita III (i.e., 1978, 1980/81, 
1982/83) 

The incorporation of health education 
measures into this more broadly focused survey will be 
assisted by the health education USAID-funded cnnsultants 
described 'above. USAID inputs will be about $10,000 (one 
month consultancy), and $300,000 for the three time surveys. 
These funds are included under the Research and Develop­
ment sub-project. 

(8) Outputs #4. 

Developraent and Implementation of Provincial 
Demonstration Exercises in Health Education 

End of Pro; ect Status: A minimum of one 
specific health education project will have been undertaken 
in each of four different provinces. These projects will be 
capable of being replicated directly or indirectly (with 
appropriate read ificat ions) in othi-'r provinces. The details 
of these three-year demonstrations will be developed with 
the assistance of USAIv concultants, and will be funded be­
ginning in FY 1978. The probable demonstrations and their 
goals/outputs are as follows: 

(a) '.Jest Jav.J. Provincial Demonstration: 
"Transfer of Health Education Tech­
nology from health education persounel 
to other he.J.lth personnel" 

Discussion: The GOl nutio~al policy is 
that a 11 health workers n.r",~ to become health educators in 
the performance of their functions, and that a major func­
tion of specially trained hC.J.lth education personnel is to 
help the other health workers improve their knowledge and 
skills in health education. The activities observed in the 
West Java Province are more in keeping with the national 
policy than those observed in the other provinces visited, 
out nowhere is the "transfer of technology" being demonstra­
teu as effectively as needs be if the national policy is to 
be realized. The 2pproach to be used will be to select one 

http:Discussi.on
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particular regency that lends itself best to a dp.monstration 
(there are not enough trained health education personnel in 
West Java to make the demonstration province wide); develop 
an agreement as to exactly which health workers at th~ pro­
vincial, regency and/or puskesmas levels are to be the focus 
of the nRtional policy; study the health education functions 
of tt.~~Q workers; design and test training programs which 
will equip those workers with the health education technology 
they need; refine training programs into specific "~uurses" 
and develop appropriate training manuals and curricula; ex­
plore the desirability of conversion of those manuals and 
curricula into Programmed Learning Modules (for guided and/ 
or self-learning purposes); oesign and conduct program eval­
uations; demonstrate the replication of the resulting efforts 
in other regencies of West Java, with particul.ar emphasis on 
the training needs of other health education personnel who are 
to carry out replication; and dete~ine the implication of the 
demonstration ~or other provinces and for other national 
training programs. 

Purpose: To contribute to the implementation of the 
national policy that "all health workers should be health 
educators", by developing and/or modifying the training me­
thods and materials which would enable appropriate technolo­
gies of health education to be transferred from health educa­
tion personnel to the other health workers. 

Output: Trained provincial health education 
personnel who are equipped to train other health work2rs 
\.,rith the techno1.ogy they need in order to perform their 
health education responsibilities. 

(b) r=as t J av.1 Provincial Demonstra tion: "PKs 
~s Duske3m~s-level health education , 

generalists 

Discussion: One observed deficiency in 
the staffing pattcll1 of puskesmas has been the absence of a 
worker to carry oUL conmrunity organization/education activi­
ties at the villag~ level. Workers in such programs as sani­
tation, nutri~ion and family planning for the most part pur­
sue their mm specific duties. Any notion that the puskes­
mas health officer (the dokabu) should be the health educa­
tioG coord~nator overlooks the fact that this position is 
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a,lready overloaded with clinical and administrative respon­
sibilities. Involvement at this level in health education 
appears to be based more on personnel interest than on 
professional responsibility. In East Java, this staffing 
deficiency has been res0~ved by the use of specially trained 
health education sub-coordinators, under the direct super­
vision of the Provincial Health EducatioE Specialist and 
Regency Health Education Coordinators. Th~se may be sani­
tation, nursing or mid-wife assistants who devote 25% of 
their tiQe to general health education activicies - primarily 
assisting village leaders (LSD) in carryl~g out the four­
phase educational approach for health improvement. (the four 
phase educational approach is a specific health education 
training project (USAID Project #188.1). Recently, there 
has been a national MOH determination that the PK (public 
health nurse) is to be made a part of the puskesmas staff, 
and should be responsible for carrying out general health 
educatio~, along with other assigned public health nursing 
activities" Plans are u~derway to establish a large number 
of PK training institutions throughout Indonesia, which will 
train sevpral thousand such workers ea~h year. The first 
sizable group of PKs will be graduated in 1980. The stra­
tegy, then, is to use the strengths of the East Java exper­
ience with sub-coordinators in order to determine what spe­
cific health education functions the PKs should carry out, 
and how they should be trained in order to carry them out. 
In all likelihood, the specific function to be taught would 
be the four-phase educational approach. If all PKs knew how 
to do this one ~ctivity well, the causp of village-level 
se If-de tenr,ina tion in heal th rna t ters (with carryover in to 
meeting non-health needs) could b~ advanced significantly 
by the end of Repelita III. 

The traLnin~ program for current sub-coordinators will be 
analyzed and refined, as a part of the East Java demonstra­
tion. These will 0L converted lnto specific manuals, pro­
gralTlITled learning mO(:ules (for ,c';uidec.i and self-learning uses), 
and curricula, One reg~ncy will be selected to demonstrate 
this app~o2ch with their puskvsmas heJlt~ workers and with 
PKs now under tra~ling in East Java. Different approaches 
to such training will be demonstrated. The implications for 
improving the curricula and ~eLhocs of the PK training in-
.:; ti~u tions \"i1l be determined, as will be the training needs 
of other provinr~al health education personnel. By the end 
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of the demonstration, the current use of sub-coordinators 
will be ended and they will be replaced by the PKs. 

Goal: To enable PKs to carry out the four-phase educa­
tional approach effectively in the villages they serve. 

Output: The methods, materials, and capacities for 
training of PKs in the four-phase educational approach will 
be improved. 

(c) Demonstrations in two Outer Island 
"Class B" Provinces 

Discussion: West and East Java are re­
garded as "Class A" provinces because of such factors as 
large populations, greater health resources, and better 
national/provincial systems of communications. There is a 
need to select two "Class B" provinces for special demon­
strations, since this represer.ts the J.argest category of pro­
vinces. While it is assumed that some of what is learned in 
Class A provinces may be replicated in Class B provinces, 
there is a greater chance of assuring that the priority needs 
of the Class B provinces will be met by performing demonstra­
tions under Class B province conditions. 

As with the Class A demonstrations, the details of the 
Class B efforts will be developed when the USAID consultant 
is available to assist the NOH Health Education Directorate. 

(d) Diffusion and Adoption of ~ew Ideas: 

Discussigll: The rt:plication of the frmr 
provinclal d~monstr~tions in oth~r provinces ard in ocher 
training institutions consLicutes the final st.:lge. This in­
volves several related activi[i~s: the possible changing of 
nation.:ll policies a[~ecting other ;\10H din'ctor.:ltE:s, other 
sectors, <lnd sl:ch training i;;scitucions <lS F101, the Center 
for Education cmd Trai,ling:, hcuical Schools, and the Hinistry 
of Education; the training of ht:'.:llth education trainer per­
sonnel, and other personnel who teach health education; and 
the "show-and-t('ll" results of demonstrations at conferences, 
seminars, and ?rovincial workshops. The details of this com­
ponent will also be assisted by the USAID Consultant and will 
be considered for possible funding beginning FY 1978. 
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(9) The Inputs for Output #4 

Commodities: 

GOI: National and provincial health educa­
tion staff will develop, design and specify 
the purpose of the demonstrations through 
an October 1978 workshop and the national 
health conference i~ January 1978. 

USAID: One snort-term consultant, a health 
educator, to help design demonstrations in 
two provinces on Java and in two outer 
island provinces. 
Length of consultancy: 60 work days in 
~ar~y 1978. 

A small amount of money is reserved for books, supplies, 
and teaching aids, the precise amount and nature of which 
will be determined as the project progresses. 

~egotiation Status: 

The sub-project description and implementation plan has 
been developed by the Office of the Se~retary General, the 
Bureau of Planning, and the respective technical office of 
the MOH with the assistance of USAID-funded consultants and 
AID/Indonesia staff. Thi.s sub-project, as presented, repre­
sents as firm an aeLion plan as is possible to dnvelop at 
this time. Details of some activities must be determined 
from experimentation and after consultations ~rith USAID 
Consultants. 



ANNEX B-4 

E. Primary Health Nurse Training and Evaluation Study 

1. Background 

The Primary Health Nurse (Perm;rat Kesehatan) educa­
tional program in Indoo~8ia was conceived and developed by 
the Government of Indonesia in response to identified commu­
nity health needs during Pe1ita I (First five-year plan 1969 -
1974). It was found that basic health care services were not 
available, accessible, nor acceptable ::::0 more than 80% of 
the population who lived in the rural area of this 3,000 plus 
island archipelago. As their training had been disease­
oriented and narrow in scope, most of che existing health 
workers were not capable of dealing effectively with health 
problems that were compounded by social, cultural, environ­
mental, and economic problems. Ability to plan, manage and 
evaluate health programs responsivE to community needs was 
also weak. In the nursing field, there were 24 different 
categories of nursing and midwifery personnel being trained 
in narrow functions which required that multiple personnel 
meet the multiple he'~lth needs of the people. Service was 
fragmenteci and add0d to the total economic and management 
burden. 

The major goals of the Primary Health Nurse Education 
Program are to reduce the 24 categories of nurses to one 
standardized basic type which has the motivation to improve 
the general health and welfare of the population of Indo­
nesia, which is skilled in carrying out multipurpose func­
tions, and which has the abllity to work cooperatively with 
people. Retraining existin~ nurses and midwives in the 
health centers to become Perawat Keseh3tan (PKs)has been 
started in one province. Future plans include the develop­
ment of more specialized nursing pe~sonnel with advanced 
clinical, administrative, teaching, and research skills. 

Imp1ementatlon of this national program began during 
l:'elita I wL.:h the <2s~abli~:;hm~nt of 4 teacher-training ::;choo1s 
to develop cedc~crs for the P~rawat Kesehatan. Conversion or 
closure of existing nurSing/midwifery schools began in 
Pe1ita II (1974 - 1979). Ten schools were converted to the 
new program by 1976 and 17 more will be by the end of 1977. 
It is expected that there will be 150 schools converted by 
1933. Technical and budgetary assistance for the program is 
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coming from the Government of Indonesia, WHO, World Bank, 
Netherlands, New Zealand, and Canada. With even more assis­
tance, however, the possibility of more rapid development is 
likely. 

There are many weaknesses in the present Primary Health 
Nursing Program that need strengthening, but one of the most 
obvious is the need for a simple, reliable evaluation system .. 
that could be carried out by Ir.donesians with their present 
resources. Valid feedback regarding the effectiveness of 
program inputs, pr'ocess, outputs, and impact is vitally 
needed to determine whether objectives are being reached and 
what needs to be changed and improved. Currently, most of 
the evaluations being done are at the level of individual 
impression - - highly subjective. Some knowledge tests, sub­
jective rating scales, and a self-evaluation skills check­
list have been devised, but a more comprehensive evaluation 
system is needed to demonstrate the effectiveness of the Pri­
mary Health Nurse Program and to provide feedback for program 
planning. 

One of the main constraints to the development of such a 
system has been the lack of expertise at the Central Govern­
ment level, the teacher training level, the teacher level, 
and the service level, to design and carry out comprehensive 
pvaluations. Other constraints have been a lack of manpower 
and time to devote to this area because of other priorities. 
It has now been detc mined by the MOH that comprehensive 
evaluation can no longer be deferred and that manpower, time, 
and financial resources must be obtained to accomplish this 
vital task. 

This sub-project is d componc:nt of a larger multi-donor 
effort to provide a unifonn cadre of primary health workers 
throughout Indonesia. USAID is currently planning assist­
ance (under a SCljClL1.tL' prl)jl"Ci:.:) in curriculum dl'velop:nent, 
management) aumin L s tr.? t. ion, tcacher tra in i~books, equip­
ment) ve~licles, and SOlT,€' construction/renovative funds. New 
Zealand plans to assist in rLtraining of existing nurse­
midwives into the PK n~ld. The Netherlands will provide 
equipment, technical assistance, and books for support for 
the construction of 8 schools and 4 teacher training centers. 
The IBRD has already funded retraining programs and a regu~ 
lar 3 year program at one of the new schools, and will fund 
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' construction and equipment ()f £()U~ more sdlools this year. 
The WHO is providing technical assistance in nurse educa ion 
and administration, as well as books, fellowships, and equip­
ment. UNICEF will pay for bicycles, jeeps, teaching aid 
and hospital and health center equipment. UNFPA is funding 
short courses, part of the program operating budget, and 
part of student nurse stipends Other assistance is under . 
consideration: teacher training fellowships, building funds, 
equipment, and technical assistance by Japan, auxiliary nurse 
retraining by CARE/MEDICa, and a model/demonstration school 
in Central Java by the IDRC (Canada). 

2. Detailed Description 

This sub-project is designed to take place over a 
period of three and one half years. It consists of four 
distinct phases. The first phase will consist of prepara­
tion for the three training phases (Basic evaluation techni­
ques, more advanced techniques, and university fellowships 
abroad). The overall goal of this project is the develop­
ment of an evaluation system by which the Center for Educa­
tion and Training (CET), Teacher training schools, PK schools, 
and services can monitor and evaluate their various activi­
ties in implementing a new training program. To accomplish 
this goal, expertise is needed a't all levels. This goal is 
in line with policies expre{sed in Repelitas I and II, as 
reliable evaluation feedback will improve the educational 
system and a more capable and effective primary health nurse 
will result. The Sub-project objectives are as follows: 

a. By the end of the first year, 30 Indonesians 
from different levels of the MOH, who have undergone a four­
week training course on basic evaluation techniques an tool 
construction, wi ll have acquired the basic skills necessary 
to devise and us s imple and valid evaluation tools to moni­
tor student progr ess from admission to graduation (internal 
evaluation) and post graduation (external evaluation). 

b. By the end of the second year 15 to 20 Indones­
ians who have undergone a second four-week training course 
on advanced evaluation teChniques will be able to provide 
advisory services to PK schools and Teacher Training schools 
regarding how to construct tools to evaluate performance 
and will also assist in planning and conducting training 
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sessions on evaluation at the schools. 

c. By the end of the third year, 3 to 5 Indonesians 
who have completed all of the above plus formal University 
courses on evaluation techniques, will be able to provide 
consultative services on all aspects of evaluation and to 
train other nationals. 

The main pur~ose is to i:1crease the ability of the Min­
istry of Health at the central, provincial and local levels 
to carry out valid and relevant evaluations of the entire 
health nurse education system and thereby increase the like­
lihood of producing nurses suited to the task of meeting 
corrnnunity basic health needs. This project could be the be­
ginning of a more comprehensive project to assist the develop­
ment of the entire Perawat Kesehatan Program. 

The expected inputs for this sub-project include the in­
tern~tional and domestic short-term consultants who are ex­
perts in the fields of evaluation, curriculum development, 
system analysis, sociology, educational psychology and clini­
cal nursing; funds for a series of workshops of approximately 
one month duration on evaluation techniques for from 15 to 30 
people; funds for travel expenses of a four member team to 
approximately 10 schools; funds for books and references, 
miscellaneous general support, stencili~g, and secretarial 
help; and funds for fellowships in advanced evaluation tech­
niques. The _lOst country plans to provide support through­
out the life of the project. After the project is completed, 
the trdined manpmJC: r \..;il1 L ()]1 t inuC' to maintain the evalua t ion 
s ys tem and dcv~'lop !l1Ure m;li1pOhL'l'. 

PHASE I - COmT'll)!" 'ilL':'; o[ thl' L,ducation system including 
inputs, procC'ss, ou~puts, ~nd impact requiring evaluation 
will b2 identified. Existing tools) resources, and obstacles 
to development o! a~ vVJluation system will be identified. 
Guidellaes and stC)S ~or ~mplemvntation will be developed. 

PH ... \St: II - T11ir:y Indonesians will be skilled in basic 
evaluation techniques and simple tool design. The original 
30 to be trained: 
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Pusdiklat - 3 nurses, 3 health educators 6 
Teacher trainers - 2 from each school 8 
PK Teacher - 1 from each of 10 schools - 10 
Province 2 
Services - 2 from hospitals, 2 community 4 ----TOTAL: 30 

Evaluation manual started and sections pre-tested. 

PHASF III - 15 to 20 Indonesians will be knowledge­
able and skilled in advanced evaluation techniques and tool 
design. Trainees will be selected on the basis of motiva­
tion and ability. 

Evaluation Manual modified, completed and distributed. 

Training sessions on use of manual will be held at TT 
and PK schools. 

PHASE IV - 3 to 5 Indonesians can provide consulLd­
tion services on all aspects of evaluation. Trainees will 
be selected from prior group on the basis of motivation and 
ability. 

The initial beneficiaries of this project will be the 
approximately 30 Indonesians in the Ministry of Health at the 
central, provincial and local levels who will be trained in 
evaluation techniques and evaluation system design. Results 
of the evaluation system will be used to improve and strength­
en th~ national on-going P~rawat Kesenatan program. The ul­
timate long term beneficiaries will be the student nurses who 
will become more cupable deliverers of basic health services. 
The final b2neficiaries will be the people of Indonesia, es­
pecially the nual poor) \.,rho will be the main consumers of 
the services of these primary health nurses. 

3. ImplementEtion Plan 

a. Administrative Arrangements: 

The Center for Education and Training (CET) of 
the Ministry of Health (MOH) will be the unit primarily res­
ponsible for: 
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(1) Planning, implementing, monitoring and 
evaluating the project. 

(2) Creation of committees, including setting up 
criteria for membership, to carry out program 
preparation and implementation activities. 

(3) Preparing and soliciting requests for inter­
nal services and, with the assistance of 
USAID, for external services. 

An evaluation Project Team within the CET is responsible 
for the planning, execution, and evaluation of the project. 
This team is composed of th£ following members: 

Pusdiklat - 2 nurses, 1 health educator 
3 administrative personnel 
2 WHO nurse educators 

Other Agencies -
1 nurse MOH Community Health Nursing 
1 nurse MOll Hospital nursing service 
1 MOH BPPPK 
1 MOH IKIP 
1 University Educational Psychologist 
1 USAID 

Coordination of relationships with other GOI and Inter­
national agencies and community organizations 

b. Overview 

This project on evaluation aims at the develop­
ment of an evaluation system by which the CET, Teacher Train­
ing Schools, PK Schools, Gnd services can ~~nitor and eval­
uate its various Qctivities in implementing and improving the 
PK Program and the other training activities. In order to 
understand the scope of the task involved, we need to examine 
the relationships of the different components in the Perawat 
Kesehata.n educational system. This system can be diagrammed 
as follcv.;s: 
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MOH PK Comrru-Output Teacher Output Output Hospitals putput 
Pusdiklat -'- Train- and ,. nity 
Service r 

Health Input ing Inpu Schools Input fuskesmas Input 

Schools Needs 

~ J, 
~ ~ ~ L ~ , ... 

~ ~ 

EVALUATION FEEDBACK 

The output of one component is the input to the next 
component. By increasing the evaluation expertise at the 

J 

MOH level, Teacher Training level, PK school level, and ser­
vice level, valid continuous in-the-system evaluation feedback 
can be obtained from all components regarding the effective­
ness of each component's output and improvements in the educa­
tional program can be made accordingly. To be comprehensive, 
evaluation in the Teacner Training and PK schools must con­
tain internal evaluation of all their inputs, process out­
put, as well as external evaluation of the impact of their 
products. 

To attain the development of such an evaluation system, 
the development of national expertise is vital. The develop­
ment of this manpower is envisioned to take place in four 
phases: 

PHASE I - Preparation by identification of problems, needs 
and development of a plan to meet needs. 

PHASE 11- Training in basic evaluation techniques, test­
ing tools and begin development and testing of 
evaluation manual. 

PHASE 111- Train-L[,g in advanced evaluation techniques, 
tesrlng tools and complete development and 
testing of the evaludtion manual. Distribu­
tion of manual and conducting of training 
sessions for its use in various schools made. 

PHASE 1V- Training in formal unlversity courses on eval­
uation techniques and research in methodology. 
Provision of consultation and training of na­
tionals begun in all aspect~ of evaluation tech­
niques. 
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c. Evaluation Plan: 

The main indicators for evaluation of the success 
of this project will be the following: 

PHASE I: 
1. 

2. 

3. 
4. 

Local resources for evaluation system development 
will be identified. 
Possible obstacles to development of a system will 
be identified. 
Components of an evaluatiorL system will be identified. 
Plans for development of Indonesian manpower and an 
evaluation system will bp. made. 

PHASE II: 
1. Outside consultar.ts will be oriented to PK program, 

MOR, CET, and Indonesia. 
2. Specific plans for training sessions, trials of 

evaluation tools, and criteria for selections of 
students for basic training will be made. 

3. Training sessions No. 1 will be held. 
4. Participants will be able to use principles of eval­

uation, knowledge regarding methodology to construct 
simple curriculum evaluation tools. 

5. Tool trials will be held at PK schools. 
6. Results of tool trials will be analyzed and tools 

improved. 
7. Accepted tools will be distributed to all PK schools. 
8. A manual containing principles of evaluation, vari­

ous methodologies of tool construction and statis­
tical measurements will be started. 

PHASE III: 
1. Selected 15 to 20 Indonesians will receive more ad­

vanced knowledge on evaluation techniques and metho­
dology, use of computers, research. 

2. Participants w~ll construct evaluation tools for 
whole educational system, test analyz2 and improve. 

3. Manual will be completed, printed and distributed. 
4. Participants will assist in planning and conducting 

evaluation sessions for SGP and SPK teachers. 
5. 3 to 5 participants will be selected for fellowships 

in advanced evaluation techniques. 
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PHASE IV: 
1. Three to five Indonesians will receive advanced train­

ing in evaluation techniques, new technology and 
research methodology. 

2. After return from fellowships, the Indonesians will 
be able to provide consultation se~lices, train other 
Indonesians in evalu~tion techniques. 
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HUDCET T'Tr~~1S 

PIL\SE I: 
FOl1llaLion of COlml~itLe('s, pLlIlnin~;, etc. 

Seminar 

PHASE 11: 

Personnel: 

Committe~ 

Nurse Edllcator, Evalu.:1t:Lon (2 mos)+(lmo) 

~urse Educator~ Curriculum Dev. (21110S) 
+ (1 m~) 

Systems Analyst 

Soc io logis t, Indon.'~, Lm 

lo01 

I 
I 

Iv 
'v 

I 
i 
I 
I 
I 
Iv 
I 

I 
L(lUCiJ tiona 1 Psycho h'i-d s t, I neone s Lm (6 wks ~ 

I 
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I 
I 
I 
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I Pre: pen";] t ion- pr in t in \~ & m.:1terials 

Pos La,\~": ,s.: l rans po rt:! ,~: ':'011 

~\iscc llanl.'ous - tr.:lns],ot-t (local) ~ etc. 

Printixls o[ manual alt. tools, reports 

Books :!J1d :'efen.'l1ccs 

EC;~d ~lment - calcuL!lor~' 

WHO LJSA1D 

v 11 
I 
I 
I 
I 
I 

v I , 
I v 
I 

I 
v 

v 

v 

v 

v 

v 

v 
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DONOR COORD1:~,\TIO~ cont'd. 

BUDGET lTD-IS USAlD 
~--r-'-I 

COl WHO 

Visits: (~ N.Ed, 2 Pt!sJikLlt, 1 \',', J) 

1. Tr.1nsportaUon to JLlk:lrld ~lnJ 

Su rabaya 

Per diem (2 \oJeeks) 

2. 1'1msportation to l'a1emb:l1lg, Bali, 

\ 
i 

3 

2 

Ujung Pandang, Irian Jay.1, Surabaya, 
i'ledan, Bandung, ~:~naJo, Pa langka Raya 3 

Per diem (1 month) 2 

'PHASE TTl: 

Pel-sonne 1 : 

Committee v 

Nurse Educator, Eval. (7 \ ... ks) +(1 mo) 

NursL' EJucator, Curro Dev. (7 \oJks) -r (1 1110) 

EJllc;'Lional Psycholn,\ji 'r: (l month) 

StaListic~an Progral1l:ilL''-- (l month) 

\-!urksiwp: 
i 

, 1 I 
Prep~IL1Liun - prinlill:; prugLJl1iS 0.: materia. ~ 

Pel- diem Cor pi1rticir;lllts - 1 mo x :?O 

rlL;cC'1.] anL'OLlS 

I 
I 

I 

1 2 

2 

1 2 

v 

v 

v 

v 

v 

v 

v 

v 

v 

vi 

v 

v 

vi 
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DO~OR COOR~I~ATIO~ cont'd. 

BUDGET ITD1S ---
Visits (2 n.Ed., 2 Pusdikl.:1 !, 1 \-!HO) 

1. Transportation Jakarta & Surabaya 

Per Diem (2 weeks) 

2. Transportatio~ - 10 schools PK 
& 4 TT 

Per diem ( 1 month) 

Trajning of new converted schools 

1. Workshop for 40 (1 mon tb) 

2. Visits in 6 month~ (2 months) 

PHA.SE IV: 

Pre fellowship x 5, tranSpoL-t, maint. 

English training (2 months) in Jakarta 

Fellowships: 

a. Stipend x 5 x 1 year 

b. TULLion x 5 

c. Transportation x 5 

GOI WHO 

3 

2 1 

3 

-.2 1 

v 

5 

USAID 

2 

2 

21 

2 

v 

v 

5, 

5 

5 
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TECHNICAL DETAILS OF THE NURSE TRAINING EVALUATION PROGR~S 
PHASE I. 

Objectives: To conduct a seminar/workshop for representa-
tives of related agencies to: 

1. Identify specific inputs (consultative & other 
se~vices) available in local related agencies. 

2. Map out coordinating/integrating relationships 
between CET and these agencies. 

3. Make decisions based on data available from the 
first group of PK schools, on existing problems 
in the area of evaluation. 

4. Identify the components of evaluation system. 

5. Make plan of development of manpower and an 
evaluation system. 

Project Activities: 

1. Selection and appointment of Evaluation Committee 
(Bidang III) Chailman and members; sub-Committees. 

2. Terms of reference, scops of responsibilities and 
tasks defined. 

3. Budget/financial plans worked out and provided for. 

4. Detailed work plans/schedule developed. 

5. Monitoring and evaluation procedures defined. 

6. Se~in~r work plan implemented. 

7. Evaluation results & seminar proceeding compiled; 
reported, printed and distributed. 
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Critical Assumptions: 

1. Related agencies accept and share in the commit­
ment to the pursuit of goals set. 

2. Adequate financial/logistic support/manpower to 
carry out all planned activities assured. 

3. Committee chairman and members have the Ruthority 
to implement these. 

Implementation b~: Pu&diklat Evaluation Committee. 

Target Date: Quarter III 1977. 
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Criteria for Selection of Evaluation Committee: 

A. Chairman: 

1. Must have knowledge and experience in planning & 
organising workshops/semina~ 

2. Must be able to establish good work relatio~lships with 
team members. 

3. Must be able to delegate authority & responsibility 
to team members. 

4. Must be able to develop a system for minitoring and 
coordinating all activities of sub-committees. 

5. Must be able to anticipate and plan for meeting 
problems. 

B. Team Members: 

1. Must be able to establish good work relationships 
with co-workers. 

2. Must be able to exercise decision in carrying out 
assigned tasks and activiti~s. 

3. Must be able to coordinate activities with other 
team members. 

4. Must be able to write and submit reports as stipulated. 

5. Must have experience and knowledge in evaluation edu­
catlon. 

Terms of ReferL'i.1ce Scope of R,-' s pons ibi li ties /Tasks for 
Evaluation COn1nnt tee. 

1. To plan, organize and implement a workshop/seminar 
of one week duration. 

2. To ensure adequate financial and logistic support to 
carry out all planned activities. 
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3. To create sub-committees and &ppoint members au 
necessary. 

4. To monitor and evaluate workshop/seminar activities. 

5. To compile, analyze and publish seminar proceeding 
and distribute. 

6. To ensure effective communication (observing protocol 
and proper official channels) with related agencies. 

7. To continue functioning until all workshop/seminar 
project activities are finished or/unlers otherwise 
dissawed by PUSDIKLAT. 
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LIST OF PARTICIPATING AGENCIES 

AGENCY REPRESENTATIVE/S 

1. Ministry of Education Center for Evaluation 

BPPPK 

IKIP 

2. University of Indonesia LP3ES 

3. Ministry of Health Community Health Nursing 
Unit 

4. WHO 

5. University 

6. Pusdiklat 

Hospital Health Nursing 
Unit 

System_analyst 

Education Psychologist 

Statistician/Programmer 
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PHASE II: Training in Evaluation Techniques and Tools 

Objectives: The training of Teams in evaluation techniques 
and construction of evaluation tools so that upon completion 
of the progrrun in 4 weeks, the trainee will have acquired 
basic know1edges and skills to enable him to: 

1. Apply principles of evaluation in devising simple 
procedures and tools to: 

monitor student progress (formative) from admission 
to the end of the program. 

measure knowledge, skills and attitudes acquired/ 
developed by students from one level to the next 
and upon completion of the program (summative). 

measure impact on community, on hospital or puskesmas 
(external). 

2. Pinpoint problem areas in respective PK schools (in­
puts, process, outputs) and select a specific prob­
lem for the application of knowledge and skills de­
veloped/acquired in the course for the improvement 
of the PK program. 

3. Participate in the development of a manual of eval­
uation techniques and tools for PK administrators, 
teachers and service. 

4. Testing of tools. 

?roject Activities: 

1. Creation of a Pusdiklat Evaluation Committee (may be 
the same as are in Phase I); sub-committees: 

Selection and appointment of a full time Project Team 
Leader and t~am members according to crite~ia set. 

Terms of references, scope of responsibilities and 
tasks defined. 

2. Participating agencies identified and representative 
appointed. 
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3. . __ ~al plans worked out. 

4. Stipulation of consultant services required (ex­
ternal and internal) 

Criteria for selection of consultants defined. 

Specific terms of reference formulated. 

Initiate recruitment procedures. 

5. Outside consultants oriented to MOH, CET, and 
PK Program. 

6. Workshop participants selected and notified. 

7. Detailed work plans/schedule developed, approved 
and implemented. 

8. Monitoring system developed anrl utilized to ensure 
attainment of goals. 

9. Plans for manual developed. 

Broad outline including content & procedures. 

Concrete plans for writing up tryout, collating trial 
results, rewriting, editing, publication and distribu­
tion. 

10. Developed tools tried in schools and services. 

11. Monitoring visits to selected schools made 6 months 
po;:;t-workshop. 

1.2. Results of tool trial analyzed and tools improved. 

13. Accepted tools will be distributed to all concerned. 
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Critical Assumptions: 

1. Pusdiklat Evaluation Committee can provide the 
necessary manpower to carry out all activities as 
planned. 

2. Adequate financial/logisic support. 

3. Outside expertise can be obtained. 

4. Data on evaluation problems and available tools 
can be obtained. 

Implemented By: Bidang III (1) 

USAID (2) (3) 

Evaluation Committee (4) 

Target Date: Quarter IV 1978. 
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List of Participating Agencies 

1. Ministry of Education 

2. USAID 

3. WHO 

4. Univeraity 

List of Team MembeI's for 
School Visits 

1. USAID 

2. PUSDIKLAT 

3. WHO 

Representatives 

BP3K 

Nurse Educator, 
Evaluation 

Nurse EducRtor, 
Curriculum Development 

SY'3tem Analyst 
Nurse Educators 

Educational Psychologist 
Sociologist 
Statistician/Programmer 

Representatives 

Nurse Educator \' 
Evalua~ion 

Nurse Educator, 
Curriculum Development 

Nurse Educator 
Health Educator 

Nurse Educator 
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Criteria for Selection of full time Project Team Leader and 
Members. 

Team Leader: 

1. Must be able to provid r-
dinate and monitor all activities towards given 
goals. 

2. Must be knowledgeable in group dynamics. 

3. Must be able to anticipate and prevent problems or 
find alternatives in resolving problems.' 

4. Must be able to provide intelligent guidance to 
mem~~rs and delegate authority and responsibility. 

Team Members: (Same as under Team Members for Evaluation 
Committee.) 

Terms of Reference, scope of responsibilities and tasks of 
Evaluation Team. 

1. To plan, organize and implement a training workshop 
for 40 participants of 4 weeks duration. 

2. To ensure adequate financial and logistic support 
to carry out all planned activities. 

3. To create sub-committees and apnoint m~mbers as needed. 

4. To monitor and evaluate workshop/seminar activities. 

5. To compile, analyze and publish workshop proceedings 
and distribute. 

6. To ensure effective communications with related agencies 
observing protocol and proper ~fficial channels. 

7. To prepare briefing program and materials for consultats. 

8. To assist consultRnts in or facilitate the performance 
of their job. 
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9; To continue all functions/tasks assigned as long as needed. 

Criteria for consultant services: 

1. Must be experts in the area/field stipulated. 

2. Must have had educational preparation beyond the 
basic level and at least 5 years professional ex­
perience in the field of expertise. 

3. Work experience in a ~eveloping country desirable 
(p+eferably in Asia) 

4. Must ha-;·':"~ demonstrated ability to develop mutually 
cooperative relationships with others. 

S. Must have experience: in planning/participating! 
implementing projects. 

6. Must be ab~e to adapt to Indonesian conditions and 
work situation. 

7. Must be innovative in aPP·coach. 

Terms of Reference for Consultants: 

1. Nurse Educator, curriculum development. 

Assist in all project ~ctivities involving curriculum 
components to be evnlu~ted. 

Assist in planning, impl~m~n[~tion and evaluation of 
workshop training sessions. 

Assist in development of evaluation system for 
I~don2s:a nursing educ~tional program. 

Assist 1n trial and evaluation of tools developed. 

Assist in development of a written manual on evaluation. 

AS3ist in ~election of part or parts for advanced training. 

May assist team in evaluating some PK schools. 
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2. Nurse Educator, evaluation: 

Assist in planning, implementation, and evaluation of 
workshop training sessions. 

Assist in giving input on evaluation principles, 
methodology and nursing evaluation tools (both in­
ternal anri pxtprnal). 

Assist in development of evaluation system for 
Indonesia nursing education program. 

Assist in trial and evaluation of tools developed 

Assist in development of a written manu~l in eval­
uation 

May assist team in evaluating some selected TT and 
PK schools. 

Assist in selection of participants for advanced 
training. 

3. Educational Psychologist - advise/assist/participate in: 

Giving input on evaluation principles, methodology, 
statistical measurements, test analysis, and inter­
pretation. 

The construction of evaluation techniques/procedures 
(formative and SUITll11a tive) for the PK program. 

The development of plans for organized student ser­
vices and records in PK schools. 

The development of a Manual of Guidelines for Education. 

The selection of participants for advanced training. 

Teaching - learning sessions for participants. 

Constructing and trying out evaluation tools in 
selected schools. 
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4. Sociologist - advise/assist/participate in: 

The development of criterion measures for the external 
component of evaluation. 

Teaching - learning sessions for the participants. 

The development of plans for organized student per­
sonnel services and records. 

The development of a Manual of Guidelines for Evaluation 

Constructing and trying out evaluation procedures/techniques 
in selected schools. 

5. Systems analyst - advise/assist/participate in: 

Analyzing the PK educational system within the framework 
of the national goals and educational system. 

The dp.velopment of plans for the implementation of an 
evaluation system for nursing education programs for 
the next 10 years. 

Teaching - learning sessions for participants. 

The development of a Manual of Guidelines for Evaluation. 

6. Statistician Programmer - advise/participate in: 

Development of ev;:l1uation toole.; utilizing computers. 

Teaching - leacning sessions for participants. 

Development of a manual of gui.delines for evaluation. 
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CRITERIA FOR SELECTION OF PARTICIPANTS (40): Agencies/ 
Unit Represented 

Agencies / Unit 

Pusdiklat Officials 6 

Teachers of Teachers Training 
Schools 8 

Teachers of PK Schools 20 

Province 2 

Community Health Nursing Service 
Unit 2 

Hospital Nursing Services unit 2 

40 
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PHASE III: Formal Training Program on Evaluation Techniques 
and Tools (Intermediate Sta~e) 

Objectives: Formal course in evaluat~on after 15 selected 
participants (from group I) who will attain more de?th of 
knowledge and skills in evaluation techniques so that afer 
several weeks they can: 

1. Develop and tryout more complex evaluation tech­
niques/tools in selected PK Schools. 

2. Continue the trial of the manual of guidelines for 
evaluation: 

3. 

4. 

5. 

Assist uses in the trial of the manual. 

Collate feedback materials from trial; analyze 
and interpret these. 

Assist in planning for the revision and improvement 
of the manual. 

P=ovide advisory services to the PK schools and 
Teacher training schools in jeveloping tools to 
evaluate student performance. 

Assist in planning and conducting evaluation sessions 
for SPK and SGP teachers. 

Assist in the selection, designing and production 
of test materials which can be used as a model by 
nursing :~chools. 

Project Activlties 

1. Pusdiklat i:valuation committee (may be the same as 
in Phases I1nd II) LO lJlan for and implement all 
activities for training program. 

2. Question of sub-committees as needed and terms of 
reference defined. 

3. Budget and financial support assured. 

4. Stipulation of consultant services (external and 
internal) 

Criteria for selection, terms of reference and 
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recru.itment procedures implemented. 

5. Monitoring system developed and utilized to 
ensure attainment of goal[3. 

6. Plans for advanced evaluation training session 
made. 

7. Training session implemented 

8. Visits made to selected schools to assist in 
testing tools. 

9. Visits made to all schools concerned to analyse 
result of tool trial and improve 

10. Evaluation manual compl~ted, printed, and distri­
buted. 

11. Plans for basic evaluation training for new 
converted schools made. 

12. Basic evaluation training session held for new 
participants. 

13. Team visits to new schools to analyze results of 
basic tools trial and improve 

14. 3 to 5 original participants selected for evalua­
tion tellow~hips. 

~ritical Assu~ption~ 

1. Participants sel~cted according to criteria will be 
provLied opportunities post training to implement 
plans. 

2. Adequate financial/logistic support are assured for 
all Clctivitios. 

3. Necessary manpower can be provided to carry out all 
activities. 

Implemented by: Evaluation Committee(l) above; 
USAID (2) above 
Evaluation Committee (3) above. 
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Terms of Reference, scop~ of responsibilities and tasks of 
Evaluation Team. 

1. To plan, organize and implement an advance training 
workshop for 20 participants o~ 4 weeks duration. 

2. To ensure adequate financi~l and logistic support to 
carry out all planned activities. 

3. To create sub-corrnnittees ar.d appoint members as needed. 

4. To monitor and evaluate workshop/seminar activities. 

5. To make all necessary c1Lrangements for team visits 
to schools. 

6. To compile and analyze and publish workshop proceedtngs 
and distribute. 

7. To ensure effective communications with related agencies 
observing protocol and proper offi~ial channels. 

8. To assist consultants in the performance of their job. 

9. To continue all functions/tasks assigned as long as 
needed. 
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PHASE IV: Advanced studies in Evaluation Techniques 
(foreign fellowships) for 3 selected persons) 

Objectives: After completing a formal University course with 
specialization in evaluation techniques, the graduate can: 

1. pvovide consultation services in evaluating nursing 
education program. 

2. Plan and direct the production of evaluation 
materials for formative, sununative and external 
evaluation of educational programs. 

3. Participate in and promote the training of 
national educational evaluation techniques. 

4. Teach evaluation courses for teachers in educa­
tional programs. 

5. Act as resource person/lecture in evaluation 
seminars/workshops/training programs. 

6. Cesign and carry out research studies on 
evaluation. 

Project Activities: 

1. Stipulate selection critc~ia for fellows. 

2. Define policies on the utili2ation of fellows after 
graciuatl.on. 

3. Select 3 - 5 participants for fellowships. 

4. 3 to 5 ?~~rticip,:mt,; receive 2 months of English 
language ir,stnh .. 'Li •. JI1. 

5. 3 to 5 particj:),llllS receive fellmvships in 
advanced e'/a IUd tio:! and 1'"(:' search techniques. 

6. 3 to 5 :l.JrticipanLs provide consul tation and 
training in all aspects of evaluation techniques. 
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Critical Assumptions: 

1. All necessary manpower to carry out activities 
can be provided. 

2. Adequate financial/logistic support can be ob­
tained. 

Implementation by: Evaluation committee, USAID, GOI. 



ANNEX B-5 

Expanded Cormnunu::y .Lrrnnull.1.",ation Preparatory Sub··Project 

Sub-Project Background 

The current status of communicable diseases in Indonesia 
has been outlined in the DAP and in the 1975 PRP for the 
community immunization program. These descriptions clearly 
demonstrate the need for an expanded immunization program. 

The Expanded Program for Immunization (EPI) for Repelita 
III will continue to irmnunize children against smallpox and, 
with BCG, against tuberculosis. DPT for diphtheria, whoop­
ing cough and tetanus will be added to the program and tet­
anus toxoid (TFT) will also be given to pregnant women to 
reduce the mortality of tetanus neonatorum. 

The logistics problems associated with a delivery sys­
tem to the remote sections and o~ter islands, where roads 
are sometimes non-existent and population densities very 
low,are enormous. During the remaining two years of Repel­
ita II, the GOI has decided to preface the expanded commu­
nity immunization project with a preparatory study on a 
limited scale to resolve technical, logistical and manager­
ial issues which could pose constraints to implementing the 
nationwide program during Repelita III. Such issups as the 
number of doses of pertussis vaccine needed to immunize 
children against whooping cough must be resolved. Pediatri­
cians have supported three doses while the MOR has support­
ed the international standard of two vaccinations to immu­
nize children up until age fifteen. In order to gain the 
support or the pediatricians for the strategy to be used in 
the EPI program, the Center for Bio-Medical Research of 
NIRRD in conjunction with the Directorate of the EPI pro­
gr.am, has request.ed that USAID support a program, ·.mder 
Grant 273, for the field testing of two ver~us threE vac­
cir.ations witl· pe-.ctussis vaccine to determine the relative 
effectiveness of ea~h schedule. The Institute has previ­
ously carried out similar field trials with vaccines and 
has demonstrated a high level of competence in this type 
of research. 

It is expected that the results of this test will iden­
tify the strategy to be used in the EPI. 
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Since DPT is to be added to the planned nationwide pro­
gram, the problem of increasing local vaccine production of 
DPT at P.N. Biofarma will also need to be addressed. This 
will likely be costly in terms of equipment and personnel 
training. 

The Cold Chain 

Perhaps the most important issues which need to be add­
ressed prior to the EPI program are the specifications, es­
tablishment, and maintenance of an effective cold chain for 
transport of vaCC1nes from Biofarma, the manufacturer in 
Bandung, to villages throughout Indonesia. 

Heat labile vaccines require proper handling (cooling 
or freezing) from the point of production to the point of 
pati, t administration. Many logistical issues will need 
to be resolved including methods for setti~g up the cold 
chain itself. 

Expansion of the Biofarma plant will require additional 
large refrigerator units, as will the central distribution 
and storage point at the ~OH. 

Additional cold boxes will be needed for ground trans­
port of vaccines from Biofarma to all provinces of Java, 
Bali and Madura. Special scheduling is required for air 
transport of vaccines, whether commercial, private (Irian 
Jaya) or military aircraft are used. 

Provi~ce hospitals will require large refrigerators for 
central s~oragc and distribution, and small gasoline gener­
ator~ to supplement the often-intermittent electrical power 
available 1n Province capitol cities. 

A smalLer l::'lcctric refrigL'rator should be placed in eae:h 
regency h,'spitJl, 'N'ith a 5Ii1-11l gasoline generator for back­
up power. ''::'he technical e ffec ti veness of kerosene refriger­
ators currcnclY being utilized in the Puskesmas does not 
appear to be very high. Existing kerosene refrigerators 
can probably be adapted by improving the insulation and by 
providin1 an alt~rnate source of heat. 



-3-

Specially designed thermos contajners and cold hoxes will 
also be needed to transport vaccines to health posts, schools, 
and villages to make the last link of the cold chain more ef­
fective. 

Further analysis of the use of refrigerators currently 
available and implementation of strategies to increase their 
efficiency will require activities such as the development 
of a training manual for vaccinators and others administer­
ing vaccines, for testing of refrigerator temperatures (ex­
ternal dial thermometers), repairing and maintaining refri­
gerators, maintaining spare parts, handling of vaccines, and 
recording and reporting the number of patients vaccinated. 

Training 

Provincial officials in charge of the CDC program and in 
charge of the immunization program specifically will need to 
be upgraded in the following areas co assist in the implement­
ation of the program and in the training of those administer­
ing the vaccines: 

1. Techniques in proper use of DPT and TFT vaccines 
2. Logistics 
3. Management and record keeping 
4. Surveillance 
5. Cold chain operation 
6. Technical jssues for vaccine production for P.N. 

Biofarma 

Consultant Services 

The Director<1cc 0':' KC':-,l'a-.l-ch and Epidemio logy has request­
ed two long-term Cd,: :lcmts in support of the Irrnnunizc:tion 
Chief's responsibilities for planning, managing, administer­
ing anc.evaluatingche EPl Project and short term consultants 
to handle specific problems. USAID recogpized the complexi­
ties of trli" proj ect and fully supports -~.lis request. ~\TBO 
is also providing technical assistance and between AID and 
WHO we expect to be able to fully meet TA requirements. 

A few planning and preparation meetings and seminars have 
already been held by the National Directorate for EPI of 
CDC with provincial CDC D~rectors and other personnel in 
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charge of the immunization programs in th Q provinces, as well 
as with interested donor agencies: ~~O, UNICEF, USAID and 
the Australian government. Although the details of the test­
ing phase of the EPI program prior to Repelita III have not 
yet been worked out, ~n general, systems needs for the pro­
gram have been identified. In May, 1977, a short term UNICEF 
consultant assessed the present logistics and "cold chain sys­
tems" and suggested strategies for improving refrigerators, 
spare parts supplies, training personnel, logistical support, 
etc. Other short term consultants from WHO and UNICEF will 
provide assistance in the following areas: 

a) logistics, including vehicle requirements 
b) cold chain requirements and operation 
c) vaccine production at Biofarma 
d) management and finance of the Immunization Project 
e) equipment maintenance 
f) foreign purchase of vaccines, disposable syringes and 

needles, vaccine guns, etc. 

Purpose of Sub-Project 

The purpose of the expanded immunization program-testing 
phase is: 

a) To establish the plans and systems required to imple­
ment a nationwide exponded immunization program. These 
systems include the following: a cold chain system 
fro~ the point of production to the patient, a system 
for ('xpanded V.:lCC inl produc t ion and genera 1 support 
systerllS fo..: l)~.:lnning, L:rl-~<1in(~, logistics, ser'Tice 
statistics ,:md discilsc illcidence. 

b) To llTI11lU,-LZC 20/ ilI Lh~c PLJiiul.:ltion of Indonesia against 
STIlJ.llpox, ~'L tc'tanLls, diphtheria, and whooping cough 
by the bc~inni~s af Repellta III. 

Outputs 

The output--; 01 the EPI program-u>st phase will be the 
results of a number of discretr Lia_s, imple;nented over a 
significant period of time, whic~ will work out technical 
~nd logistical issues involved in the expanded Repelita III 
pro~~6ffi. A~c~rding to the plans of [he project manager, the 
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targe~ of the Repelita III program will be to reach 80% of 
the pop~lation and to immunize them against tuberculosis, 
smallpox, diphtheria, tetanus, ne0-natal tetanus, and whoop­
ing cough. 

The specific problem areas which have to date been sing­
led out fur testing in this phase are: 

a) organizational, supervisory ar.d support system for 
immunization program 

b) cold chain logistics which w~ll include testing 
hardware, organizational strategy, and control mech­
anisms 

c) vaccine effectiveness: the value of 3-time as op­
pos'2d to 2-time vaccination against pertussis. 

d) system for collecting and reporting data on disease 
incidence and service stacis~ics 

e) determination of the costs of vaccination programs 

Inputs 

The inputs of the project are: 

UNICEF: 
refrigerators 

WHO: 

GOI: 

consultants 
fe 11oYh~h itlS 

vaccinatioJi equipment 

vaccinators ' salaries 
vaccjn~~ and associated equipment 
refrigerators 
ma inte ~,,J 11 ce 
~rarLS :-)C)~-t:;l t :Lon 
S'LCrvV i 'j Ld:1Ce 

record ke~ping and reportin; 
USAID: 

services of 0;',(: long term consultant who will assist 
the Director:~te OA tt',l: EPI program during the two years of 
the :rial neriod to coord~nd.Le and assist with planning and 
tralning. Al~o he/sh~ wl1i help to evaluate reports from 
short ~~rm consulL2n~s, assist in aesign of management sys­
tems an~ D'lp review overall plans for testing systems and 



equipment. Final planning of the 
be based upon resulcs of initial 
Java and the Outer Islands. 

III program wi11 
tests on bot 

Tne adminis t rative capabilities j zation Chief's 
Office staff are, in need of strengthening. The AID-provided 
long term consultant will be expected to substantially im­
prove the efficiency of overall operations. Counterpart re­
lationships with the long term consu~tant will be maintained 
by The Cfiief of Immunization under th€ Directorate of Epi­
demiology and Quarantine. The consultant' should have quali-

" fications that match he scope of wo~k out1ined in the ImRle-
mentation Plan below. 

USAID funds have also been aliocated for short term con-
" sultant service, which wj ] l be designated by the long term 
consultant. Although specific short term consultant ser­
vices ,cannot be specified wi li precision at pre~ent, they 
may inc ude refrigeration technology, logistics traini.ng, 
and systems management. 

Fifty thousand dollars is set aside Lor commodity pro­
curement. I This may be devoted entire ly toward increasing 
Biofarma's vaccine production capabilities, or may be used 
in part to purchase test equipment, such as syringes ana 
thermometers. 

Implementatiotl 

Administr~ti ~e accine Fi ld Trials will be conducted 
by NIHRD. AI VI 11 mOLLitor ch vaccine field trials 'Chrough 
progr ess reports , repor ts on peTitT,ental tests, and through 
a comprehens ·ve projec t evalua i on . Most of this monitoring 
will be done by the long t erm c nsul wmt who will be in 
f r queut conta t with the SAID Heald Division. 

Scope of Consultant Employed by USAID 

AID will provide the se rvices 0 on~ full-time consultant 
for 18-24 months to assist the Chief of Immunization in 
planning , and training staff to hanc1l e administrative and 
managerial responsibilities. 
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The corsuJ tar,t I p, scope of work will be as follows: 

a) Assist with the c-,ordination of ::he. work of six to ten 
\\THO consultants in such field..., 0': specialization as: 
epid~miolo~y, management, Sl:PP]Y Gperatians and cold 
chain operations; 

b) Assist with th2 training of c~nt:al staff personnel in 
organization) pr ogram des ign, ; ,ro ect management and 
evaluation 

c) Make aL l~asc 4 extensive field trips to help provide 
guidance and ~raining to CDC p~r~')nnel at province, 
regency, and h~al~h center levels. Consultant will 
;issist in probl~ms of communications, finance, report:­
ing, surveillance, tL:nspor c, a"ld ianpower requirements. 

d) Participate j~ s(,ir~rs, workshops and meetings as re­
quired to help coordinate the MOR plan with field offic­
ia13 and with exte:cnal donors 

e) Assist with th~ ~~velopme~t of coc:dination plans with 
the Gor nnll,tal'Y ~stabl.~ ,hl~~el"..t or with other government 
bodies 'ivhGse se: vL:es wi:' 1 lJe,elded in program imple­
menta~io1 

f) Submit quart:~rLy reports to hOH anO AID on his/her eval­
uation of prl"r .ss being ;TIade. 

The conSLiltal',t I s qualificati.ons ",ill be as follows: 

a) Broad \nowlcJbc : the ?lann~ng and implementation of 
irrnnunization p.:ogra,'!lS Linder com .. itions simllar to those 
that pr~va~l ~n ~0~s 

b) Bas:~c ~\'l"."G'.vlcdg<. or cold ch2i.-, ~·lJt·-~m: logistics and 
vacc~ne proiucLlon, 

c) ~i,.c·;...::gr .)ld"'l~ '.[1')" l,"d~~,: IJi L;JiJeT: . .LL~ ,)gy and of surveillance 
sysce~s :0= JL_~cting CG~c~~ious diseases. 

d) ~fPH in epidei~,:'ologv or an >1BA oc both is desirilble. 
e) At l~ast 3 v~~r5 expcri0ncc wor~~~g in LDCs is desirable. 
f) KnO'wlcdgc 01: t.,(: lndonc:si'.lTI lat: '.U2,e would be highly 

~seful. 
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<EJ"'J..TIV[1.T ~'E.! rrIABLE INIiICi r::..~'. II!P-JiC;"'lf7 ... _s~t\P': I ~ 
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Ud.s project contr1bute!1I A:II,.; .•. ~)l1.onJl !or achio1{1..rJ .. ~"1.1.::" t..u-,clI1 

To make health progr.lm more effective and rcs- 1) Improved health 1) Sun..",ys on mortality and morbidity 1) \'ery import,lnt Cal!~E5 of 1nad~qu.:lte hl:a.lth 
ponsive to the h~alth needs of the poor in 2) Disease incidence sen..'ict-S to the poor are indJequatc facl1!tt •• 
terms of both t.:Dvcrage and quality. 2) Special and routine reports and lack of knO\,:lcc£1:' of t:..1nll~eClent. manpOto.-er 

I.h:v..:-lop_a.:nt, logistics, and rt.'senrch technique. 

ProJec~ Purpo ... 

To strengthen the public health planning, 
research and education capabilities of the 
COl in such a way as to contribute to goal 
achievement. 

:SUb- Sub 
ProJoc:t~. 

1)10 strengthen health planning and evaluation 
at national and provincIa! levels. with special 
emphas is on personne 1 and manpower. 
2)10 strengtht:n the capability of the National 
Institute of Health Rese.:lrch and Development to 
undertake high quality re::oearch geared towards 
issues of planning and :>011cy and toward develop 
ment of hpalth services delivery tectu~ology app­
ropriate for the Indonesian Env1ronment and 
biologica!. research. 
3)10 establish an appropriate modern system to 
plan, &DB.nage, and experiment wi th heal th e_dY-t~ ti 
4)10 aug·aent substantially the ability of the HO 
to carry out evaluations of its own health train 
i~ams. ---- -

5)10 resoi~e the likely technical, l,)gistical ani 
managerial issues of implementing a nationwide 
i~tion program nnd to effect a 20'4 coven~g 
or the population of Indonesia again.!lt smallpox, 
T .B., Tetanus, diphtheria, and whooping cough by 
the end of 1979. 

I 

Cond1Uuil~ tholt. Wl.l1 1nd1cat. pw-t'.J~e has bean ac::hln .. ch 
i:;;nd. of p:,aJec::l l:lt..alU3. 

1) Application of modern management tech­
niques in all aspects of HOH operation. 

2) Rationalized allocatlon of MOH personnel 
and other resources. 

3) Increased usc of Put-lie Health services. 

~~~~;~l~~~o~ndu:ale purp0:38 hAs b.tSn .ch1.na, 

1. a.An improved \l\IlnpoW'Cr plan for Repelita·rn 
integrated 1nto the overall plan 

b.Repe11ta III and a~nual plans 
complett!d on t Lu:.e 

c.Existence of BHP capability to continue 
manpower planning 

d • Improved personnc 1 rnnndbcmt'nt 
e.Health planning and eVdh;ation capablli­

ties 
f.lmproved evaluation methods in use 

2.Number, relevance, and quality of research 
projects completed. . 

3.Hore re levant, thorough. wides preoJd and 
standard1zed heillth education system 

4. Improved ulld more numerous eva l~at ion on 
hee lth training programs 

5.A complete. workable ?lan for the expanded 
!m:runization program 

.1) MOn reports and observatlan 
12) MOH reports and observation 
13} HOI! reports (miso.) 

1) 1'10H reports and obst:rvation 
2) HOH reports 
3) HOH reports and observat10n 
4) MOH reports 
5) Review of plan, reports of successf~l 

i:T!T.lunization pro~~ram 

al !:..Jny :cvels 0: the GOI health network. 
2) There is enough flexibi.lity 1n the COl or­
g.:mizational stru :CUre that rationa.l argumrnt 
8:ld research evidence: can produce systemic 
changes. 
3) The GOI has t:ht! politiclll will to L~prove 
the health of the poor to the extent thut the 
GO! .... ould IT'.J.ke the sacrifice necessAry to alter 
and t:'xpnnd th~ distribution of health eervicca 
~~c ~esearch findings will be cQt!·I!:l:lJnir..·.L:!..ed to 

J.!l~\.!..:;):ian.1 for ach1e ... LOi pur-.. Q:l4I I 

1) The GOl MOH lac~ .1?propr1iJ.te n:searc:h skills 
nnd exp~rience 

2) The GO! :-IOH lucks management and evaluation 
skills 

3) The COl :-:OH can integrate sub-project 
components into a single ~yste~ 

4s:nu::ptla(l.3 !o.- o1c::h.1.e.,.1n.c sub-Purposes: 

1) GOI HQH \o"i11 make full, effective use 
of long-term advisor and ahort-~erm 
consultants 

2) Research results w1ll be camlIlJnicate-::i to 
dec1f'iC'n makers 

3) No change in USAlD policy respect to 
pdyment of honorar1um to investigators 
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PrujoC\ Tltle &. tN.ber: ____ ... _ .. _"_ 

Outputs: 
l)z::~ FOrmJlate health manpower plan 

b. St rate6 ie:. for recnJ i tment and ma inten­
ance of personnel 

c. Design and implemental ion of <:t com­
puteri%~d manpower management informa­
tion system. 

d. Improved data collection system for (1) 
health ~Ha[uS, (2) physical and biologi­
cal ~nvlronment. (3) social and cultuc.:tl 
factors 1n health. (4) health delivery 
outputs and inputs, (5) expen<1itures, 
(6) polley needs at central, provlncial, 
anl~ 10c.11 levels (7) demographic tre~d!i, 

(8) eC' .. momic trends (9) h-e.::.li..h manpower. 
e. Impruved plan!1i:i.(, gnd evaluation methods, 

In('l~Jing uevelopment of a planning and 
evaluation m.anual 

f. Provincia 1 h~a I th off icia Is (ra ined in 
improved ~ lanninx amJ evaluation ~thoUs. 

g. Health provincial-level health rlan:1ers 
trained in U.S. Institutes in health 
planning 

R [, 0 Outputs: 
2)a. staff trained 

b. rt=search projects completed 
c. data proct=ssing procedures 
d. extramural research res')urc(!s used 

Education OutPUtS 
3)a. National Health Education Plan 

b. Output rn.:asures for Health 
c. Health Education Provincial D~monstration 

Training OutPUts 
4)Oesign and test and evaluation system for cur­

rent course training program which will in­
clude: 
a. Personnel trained in evaluatIon techniques 
b. An evaluation manual 

OutPUts 

u ;; ~ r Q U Sur." 1 R I 

L J C Ie. L , ~l H TWO k ( 

Magnitude of Outputs: 

1)..1. r~port 

h. report 
c. report 
d. report 
e. report 
f. at least 72 from at least 6 provinces 
g. at least 9 

2)a. 2,000 
b. an average of S170~C"Q ~0("tn per "'ear 
c. adequat p 

~ to a significant deg,r~e 
3)a. report 

b. report 
c. 1 in each of th~ provinc~s 

4)a. 30 p~l'sonn~i trained in basic evalua­
tion techniqu<>; 20 pt.:rsor.nel trained in 
advanced evaluation technic;:ue; 5 Indo­
ne:::ians qualified to conslJlt on evalu­
ation 

5)a. 
b. 

Test results 
in plaeL: adequa~e 
of po:~lation 

c. 1 adequate 
d. 1 plan 
e. 207. coverage 

to cover 20": of 

HUJ~S ~ VEIlIFICAT!:Jj 

1) Consultant reports 
2) a. !'10H and Consultant reports 

b. Progra:n ~ocuments and MOB r'=!yorts 
c. Consultant reports 

3) Reports 
4) Consultant and ~iiJH reports 
5) !'1.0H and C..-nsultant reports 

5)a. Deter .. tination of appropriat.e OPT dosage schedule 
b. Cold Chain logistical system design and implementation 
c. 'Project manageme'1t. system 
d. Plan for expanded vaccine production 
e. vaccine 

w. or Project.: 
Froa F! 1.0 n ;:!:t ,.:~~~; _____ _ 

Assumptions for Achieving CAJtput.: 
1) Continued CuI emphasis on health, e:epec­

:!.~llv education and training 
2) A suf:icicnt nu.:ber qualified Indoneaiana 

meet the English languagt! reql!!:-emHlot. for 
overseas fellowship! 

3) Langl..age barrier for c.omcstic couru~a can 
be overcome through ei th(:r: use of lndone­
lSian speakir>; consultants or acreen1ng 
course participants for English ability 



AID 102~28 (1-7) '1I0JECT ·DESIOIl Ur.M1RI 

ProJon T1U •• -... _________________________________ _ 

IIl./ECTI\<1!U VERIFUBU IHDlCUOR 

Inputs: 
1) a. 12 IWlnths LTC manpower planning 

b. 12 months LTC manpower managt'mcnt 
c. 35 ma.n months STCs~ including 

~ 1 health economist; 2 health planners; 

100,000 
:00,000 
350,000 

1 statistictan; 1 health planner/statistician 
d. 10 long tenu fellowships 118,000 
e. 

f. 
g. 
h. 
i. 

2) a. 

b. 
c. 
d. 
e. 
f. 
g. 
h. 

Inservice training at regency/pr":)vincial 
level 
Inservice training in software 
Translator for consult.Jnts 
300-hour block grant of computer 
Coamodities 

LTC Research design and analysis 
48 months 

time 

TOTAL: 

LTC Management science - 12 months 
STCs: relevant research fields 44 man roths. 
Fellowships in relevant research fields 
Incountry Courses (15 courses) 
Local consul'°.ants 
Research Projects 
Internal fe llowships 

23,000 
4,000 
1,000 

36,000 
6,000 

738,000 

400,000 
100,000 
440,000 
362,000 
52,000 
4,000 

847,000 
6.000 

TOTAL: 2,21l,OC" 

3) a. 
b. 

c. 

d. 

440 days STC Health Education Planner 
60 days SIC Health Education Planner 
(PDSF-funded) 
60 days STC Health Education Planner 
(POSF-funded) 
Camtodities 

TOTAL: 

4) a. In-Country Training Courses 
b. Local Consultants 
c. 24 man months STC 
d. 5 Fell"""hips 
e. 15 pre-Fell"""hips 
f. C.-xIities 

5) a. 24 man month long term Consultant 
in immunization program management 

TOTAL: 

b. 18 man month STCs in re levant fie Ids 
c. C~ities (vaccines and vaccine pro­

duction equi_nt) 
TOTAL: 

TOTAL llSAID PRQJECT INPInS: $4,000,000 

165,000 

11,000 
176,000 

99,000 
30,000 

240,000 
60,000 

4,000 
12.000 

445,000 

200,000 
180,000 

50,000 
430,000 

LOCIcAL R1HEIIJHE 

ME.;.1l5 J' '::~ICA'!'IJ\ 

Imp!enen ation Target (ty?e and 
*Year 1 

Sub- Proj £!c t 
Sub-Project 2 
Sub-Proj ect 3 
Sub-Project 
Sub-Project 

TOTAL: 

---:f53 
728 

61 
142 
:50 

1,434 

For details, see budget tables. 

quantity) : 
Year 2 
--:f99 

558 
JO 

li4 
160 

1~22l 

Year 3 
-----rB6 

406 
30 

109 
:0 

751 

*"Yearl1 refers to Project Year, April 1 - Xarch 31. 

Y.::ar 4 

322 
15 
20 

~ 

Yea:- 5 

!97 
40 

237 

TOTAL 
'718 

2,211 
17~ 
4;_ 
4-~ 

4,000 
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Mr. 'I'haras C. Niblock 
USA I D 
Jakarta. 
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RETURN TO C & R 

The PUYIXlse of this letter is to review with you briefly our Dep;rrtnent 
of Health Institution-·building activities to date am to request continued 
USAID assistance in improving the management and research capabilities of the 
Depa.rtrrent. 

As you Krow, substantial progre!:3S has J::een rrade in totl"l areas. The Natl 
onal Institute of Health Research and Developnent, organizffi L'! 197:2, h3.s con­
solida ted and coordinated ffi:my of the Ministry's research fWlL:tions. UST\I!) ha::; 
providffi substantial assistanc:e to this institute through the Health Rp:...:.earch 
am Developrent Grant, 2roject 230. 

In April 1975 the Bureau of Hmlth Plamling was incorporatn:1 ·v,;itl-.':"---:, Lhe 
office of the Secretariate General of ilie Del-Brbnent of Health l:0 serw~ a staff 
function am to cover all Jlanning Wli to, within the Derarbnent of Heal b'. Mi­
nistry p:>licy and. pn,\~:ajlYrt decisions are now charmelffi through tha.t Burectu 
am the Bureau is playing a rrajor role is> annual planning am in preparing the 
Repelita III Health Plan. 

Healch Education is a rrajor priority of the GovenU11ent of Indonesia's current 
heal'b'1 prcgrCiJ-rrre. Iv':'th tile hel;J of US1\ID's Hea~th Education Manpower Grant, 
Project 188.1 ~'Ubst.am:lal strides h3.ve teen rrade +-owrrd enabling this Depn-t-
rrent. to fulfill LES Vlt.J.l fW1Ction, but much iBlUins to b2 done. 

Snc'111pox has beer, c..omDletely c-,lchcate::'i fran the :;:rrlonesian .'\.rchipelago 
am substan6al ~J:COCJI'~ss res been nBde againts 'I'I..lterculosis. During Repeli ta 
III, we plan to ITO, __ againts diphtheria, ~Vhooping cough, am tetanus, but 
prior to that time, impcrtant rranagerial c=md logistical problens must l::e 
resolved. 

We have 



We have reviewed USAIO's Project Paper No. 497-0273, entitled 
"Health Training Research am Developrcnt", which was preparErl jointlv 
by our staffs, wlth the assistarce of sevt,rtll consultants. 1,'1e fin:i 
this paper an appropriate response to needs listed above, hence I wish 
to rrakc a fo:m.l1 requ(?~)t to liSAID for the Grar,t assistance therein 
doser :.~'-' l. 'l~lis new ?l"cject will cover 1978 to 1982 ard provide grant 
i::lSSlS tance to five cornponent sub-projects : Health Dlanning, rieal th 
Research and DcveJ ~i,-_n 'nt, Health F..ducation, a Prirrary Nurse Trair.ing 
Evaluation Cours,!, -1-Ll an D..Turrled CClTlTlU11ity ~..mization Feasibility 
Sbldy. The i),_-Ojl2; .~; cstir.ated to cost $4,000,000 over the five year 
pericrl. 

I hct=€ USAID can respord fa\'orably to this reqUt~~;t dYrl I extern 
an inJitL.tio.1 tc yC.J. tc join one of uur review trips to project sites. 
I will be sure you are kept informed of our schedule. 
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A.I.D. Grant No. 497-0273 

Al-'IENmrENT NO. 1 TO PROJECT 

GRANT AGREEHENT BETT .. iEEN THE 

REPUBLIC OF INDONESIA 

AND THE 

UNITED STATES OF ANERICA 

FOR 

HEALTH TRAINING RESEARCH AND DEVELO~~NT 

Dated:July 25, 1979 



This .-\i"!DID:[ENT NO.1 dated ,!;~.;;'.5/1)79, is entered 

in to be t~veen the REPUBLIC OF INDONES IA ("Gran tee") and 

THE UNITED STATES OF Al.'1ERIC.-\, ac ting through the AGENCY 

FOR INT;:::\N':\TIO~IAL DEVELOP~fE:1T C'A. I. D. ") . 

HITNESSETH 

~,JHEREAS, the GrCll1C,!t3 and A.I.D. entered into a project 

grant agreement, designated 0~ A.I.D. project No. 497-0273, 

.)n Septec:'.bl'L 1, 1978, ("GCl:1t :\greement"), ~.]her2b:l .-\ .. 1.0. 

agreed to grant to the Grantee up to six hundred thousand 

United States ~ollars ($60),000) to assist the GranL~e in 

improvi ,~ the planning '-'.nd manage2ent information systems, 

manpower develop~ent. staff tr2~~ing and ~esearch deve10p-

ment within its Ministry of Health, and 

~",1{EREAS, the Gran tee and A. 1. D. des ire to amend the 

grant agreement to reflect an increase of $1,000,000 in the 

amount of the gran t from ", ,jOO, 000 to $1,600.000; 

No\.J, THEREFORE, the Grantee and A.I.D. agree that 

A.I.D. project grant agreement designated as A.I.D. project 

No. 497-0273 is hereby 3J.l1ended as fol10\07s: 

1. Section 3.1 of the grant agreement is hereby 

amended by substituting the words "one million six hundred 

thousand United States ("U.S.") dollars ($1,600,000)" in 

lieu of the ,.70rds "six hundred thousand Uni ted States ("U. S .") 

dollars ($600,000)." 

http:GranL.2e
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2. Annex: 1 which if attached to the Grant Agreement 

is hereby amended as follows: 

a. Paragraph 3 under "Project Description" is 

hereby aQended by sub s ti tu ting the \vords II the de linea tion 

of netiona~ healch educational goals established under 

Repelita III" in Jieu of the words "the delineation of 

nat:onal h~alth educational goals established under Repe­

lit3 II"; 2nd by adding a sub-paragraph to read: "special 

consideration \vill be given to developing primary health 

care and nutrition educational programs." 

b. On page four under "Implementation Planning" 

the second paragr3ph under the heading "Long Term Consul­

tants" is hereby amended to read as follo\Vs: "Three more 

long-ter~ consultants will be required by the Health 

Training Researcn and Development Sub-Project. These 

consultants shall be research, design and analysis special­

ists whose responsibilities \Vill include assistance on 

specific ~IHRD research projects, on the job training of 

research ?ersonnel, management information system develop­

men t and coordination 0 f the \wrk of the shor t - term consul­

tants \vho \vi 11 be reques ted from time to time." 

3. The "Funding by Sub-Project Table" under the 

"Financial Plan" is hereby amended in the manner set forth 

on the attached Schedule I. 
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4. Except as hereinabove expressly amended, the 

grant agreement remains in full force and eff8ct in ac-

cordance Hith all of its terms. 

IN HITNESS HHEREOF, the Grantee and the United 

States of America, each acting through its duly authorized 

representative, have caused this Amendment to be signed in 

their naues and delivered as of the day and year first 

above \'Iri t ten. 

I 

,h L 
REPUBLIC vF INDONESIA 

Soej o~o //\ 
Secretary General 
DeDart~e~t \of Health / . 

~ \ 
I 

'I 

UNITED STATES OF ANERICA 

~~7~11!!!7~ 
Acting Dir~ctor 
USAID 



Hea 1th Planning 

Health Rese.arch 
and Developr:lent 

Health Education 

Contingency 

SCHEDULE I 

FINANCIAL PLAN 

Funding by Sub-Project 
(US$ 000) 

Life of Proj ec t 
GOI AID 

1,020 740 

11,670 2,210 

15,564 175 

475 

28,254 3,600 

1st year 2nd year 
AID AID 

145 344 

420 600 

35 56 

600 1,000 
========================~============== 



Project No. 497-0273 = : 

AMENDMENT NO. 3 TO 

CRANT AGREEMENT 

BETWEEN THE 

REPUBLIC OF INDONESIA 

and the 

UNITED STATES OF' AMERICA 

for 

HEALTH TRAINInG RESEARCH AND DEVELOPMENT 

PROJECT 

Da ted: December II, 1980 

Appropriation No. 72-1111021 
Allotment No. 11.8-50-497-00 .. 69··11 



Dat~d: Decembt:r li, 1980 

This AMENDMENT NO. 3. ent~red into between the REPUBLIC OF 

f~DONESU ("Crantee") and the UNITED STATES OF AMERICA, acting through 

the AGENCY FOR INTERNATIONAL DEVELOPMENT ("A.l.D."), 

WITNESSETH THAT 

WHEREAS, the Grantee and A.I.D. entered intI a Grant Agreelllent, 

on September 1,1978 ("Grant Agreement"), whereby A 1.0. agreed to grant 

to the Crantee up to six hundred thousand United St~~es Dollars (~600,OOO) 

("Grant") to assist in finanCIng Crantee's Pro5!;Tam to imrrove the planning 

and management information systems, miinpcwer- development, staff training 

nnd research and development within the MinIstry of Healrh; and 

wHEREAS, the Grantee and A.LD. n;nended said Grant Agreement on 

July 25, 1979 to add $1,000,000 and again on July \8, 1980 to add $900,000 

thereby increasIng the Grant to $2,500,OQ(j; and 

WHEREAS, the Gralltee aort A. I. D. desire to again alflcrd the Crant 

to add an addirio~Al 32,000,000 thereby increasing the Crsnt to $4,500,000; 

NOW. THE';;;FCJRE, the Grant(:e and A.LD. hereby agree as follow9: 

1. T',;e £j r~t psrllgrll?b of S(!ction .3.1 ta reviHed to read as follow.: 

"Sectior. 1.1. The Grant. To a~s1st the Gr<inte~ to meet the 

costs of carryinlZ out the Project, A.1.D •• pursuant to the Foreign Assisi:ance 

Act of 1961 .19 amended, agrees to grant the Grantee under (he terms of this 

Agreement not to exc€l"! four mUlinn five hundred thousand United States ("U.S.") 

Dollars ($4,51)0 ,OOC) (·'Grant"}." 

2. Except as hcr~inabo~ c~r~s81y amended, the Grant Agreement 1. 

ratified, confi"''')E!d and continued in full force and effect in accordance with 

all of its terms. 
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IN WITNESS WHEREOF, the Grantee and the United States of America, 

~ach actin8 through its respective duly authorized representative, have 

~au8ed this Amendment No.1 to be signed in their names and delivered aa 

of the day and year first above written. 

REPU!LIC O~ INDONESIA 

\1 t'~ .~ 
UNITED STATES OF AMERICA 

Thomas C. Nihlcck 
Di;ector 



Health Planning 

:Iealth Research 
and Deve I opment 

Health Education 

Contingency 

S C H E 0 U lEI 

FINANCIAL PLP.N 
Fundi n9 by Sub··Project 

(US $ 000) 

r li fe of Project 
I GOl P.I D 

1st. year 2nd. year 
AID AID 

1.020 7/~·O 145 344 

11.570 3,010 4(0 600 

15.564 175 35 56 

575 

• 
28,254 4,500 600 1,000 

3rd. year 4th yea 
AID AID 

251 

900 1.090 

84 

575 

900 2.000 
I~=====~====================:=============:====:~s======._==:2_=====_ 




