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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 technical assis-
tance, commodities, training, and local costs 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 difficult to define precisely, in that
this is an institutional development project. The GOI will
budget roughly US3 33,000,000 under the 'development' heading
to several areas each 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 additicnal
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 areas. (2)The Primary Nurse Training Pro-
ject will help establish and staff 150 schools that will
produce 4,500 nurses per year to work at the village level.
(3) The Outer Island Malaria Project will expand the malaria
control program to relatcively denscly populated areas out-
side Java and Bali. (&%) A National Immunization Program will
be undertaken, beginning in 1979. (5) A Nutrition Planning/
Surveillance Froject will bewin i CY 1978 to investigate
ways of dealing with Indonesia's serious malnutrition prob-
lems,

The Hezalth Training Research and Development Grant will
enhance the muaagement, rescarch, planning and educational
skills nceded by the GOI to successiully implement these
other priority health projects.

As specified in the Financial Analysis, USAID inputs
consist primarily orf technical assistance services for
managenent, 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 MOH working
closely with the USAID consultants. It is hoped that these
two inputs will make possible the targeting of research more
toward the needs of the poor thian might otherwise occur.

Summary Statement

The Indonesian Governmment is showing increasing concern
for the health and wellbeing of ali of its citizens. This is
demonstrated by the emphasis placed on various health programs
in Repelita Il1, and the much more extensive plans that are
being developed for Repelita III (1979 - 1984)., Through the
use of INPRES funds, the Fresident has greatly expanded the
amount of funds available for improvements in rural health
facilities and the procurement of medical supplies. Sensing
the potenuial for participating in dramatic improvements in
living steéndards for multi-millions of extremely poor people,
a sizabl” number of donor nations/organizations are showing
increased interest in contributing to Indonesia's health im-
provement activities,

AID assistance described in this project is tailored to
strongly support all improvement efforts. Its focus is on
strengthening MOd's Management, research and planning capa-
bilities with emphasis on expending its capabilities to pro-
vide meaningful services to the rural poor. Success with most
of the sub-projects activities described above will make im-
mediate and highly beneficial contributions to the entire
range of public health activities - including those financed
by other doncrs.

C. Description of the Projecct

This project evolved from, and in a sense represents a
continuation c¢f AID Project No. 230 entitled Health Research
and Developmeat., In another sense, however, it is a much
broader projec:, morc oriented toward institutional develop-
ment,and its approach is quite different from that followed
in the former project.

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 Heatth (MOH). Fore-
most among these is the fect 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 demznds 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 findiags have caused the Ministry of Health
to ask AID to refocus and substantially increase our efforts
to help strengthen the Ministry's own research and develop-
ment capabtilities.

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 recorientation of
this project toward meeting recognized priority needs. It
was largely hic initiative that caused the project described
in this paper to be focuscd on strengthening technical re-
sources in several MOH organizations. He requested exten-
sive help in areas of improved 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 and reporting responsibilities
for this project from that crganizatior to the Bureau of
Health Planning.

Another revelation from experience with Project No. 230
has been the discovery that there are health related research
talents in Indonesian Unlwversities that are not beiny exploit-
ed. The project desceibed in this PP has addressed this situ-
ation. Scveral Jifferent oiffices in MOH will receive direct
assistunce in coscorch and’Zoc Jdevelopment activities, This
is being done to cxpelite liigh priority programs such as:

Primary Health Nurse Trainiang, Healch Education, a National
Imunization Pirogram, improved rescurce management and better
planning.

Eacti of the subprojoect activities described herein relate
to urgent needs that are divectly related to high priority
undertakings in Pelita IYI (the next national planning cycle)
and beyond, Success with planncd activities will impact fa-
vorably on a number of large and expensive health and nutri-
tion projects that wiil be loan financed by AID, IBRD and
perhaps others. Most importantly, 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 bte the
case,

The project will be implemented in cooperation with the
Government of Indonesia's Ministry of Health and coordinated
by the Ministry's Bureau 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 Health Research and development (NIHRD), the
Directorate of Health 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 MOH to present a stronger case for addi-
tional health sector resources in the future.

D. Summary Findings

This project is ready for implementation. Tlie 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 managerial and administrative capacity
to integrate activities under this project into its overall
health effort, and specific sub-projects under this grant
should augment its capacity to do so. The project does not
duplicate GOI or other donor activities. The project meets
all applicable AID project statutory criteria,

E. Project Issues

Issues were raised by AID/Washington regarding this pro-
ject in the PRP approval telegram State 001421 dated January
5, 1977. The issues and where they are addressed in this
PP are noted bLelow:

FP Page
Issues where aadressed
1. Priority and Relevance 2, 7, 8.
2. Definition of Purpose/Sub-Purpose 2, Annex D.
3. Criteria for Sub-Project financing 3, 4, 5.
4. Social Soundness Analysis 33, 35, 42, 45, 48,
5. Research emphasis 33, 35, 4Z, 45, 48,
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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 addressed (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 - PROJECT 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 is known, the picture remains one of excessive ill health
concentrated in rural populaticns. Causes of morbidity and
mortality apparently continue to be 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
had an epidemic of cholera in August 1977 in which there were
a number of deaths and the health centers ran out of vaccine,
WHO is preparing and will publish in the near future a new
country profile which will include all available new data
on morbidity and mortalicy.

‘hroughout the second five year plan period (Pelita II),
tiie GOI Ministry of Health has emphasized strengthening of
rural ambulatory health care services and the integration of
health care programs at the sub-district level. Approximate-
ly 3,500 new health care centers have been built, roughly
half of these with funds provided under the Special Presi-
dential Instruction Program (INPRES), Staffing is improv-
ing. A requircwent of compulsory rural area service of two
to five years for newly sraduated physicians has been decreed,
The GO is committed to a program of training for large num-
bers of primary health nurscs (PKs) who will work in rural
communities and provide: guidance in health improvement to
auxiliary workers. Tcn schools of nursing have already been
converted to train PKs for these purposes, and an additional
17 schools are plarnned for conversion in the current fiscal
year., A total of 150 schools have been targeted for conver-
sion by 1980. They will graduate 4500 PKs per year when
fully operational. INPRES funds also have been allocated to
procure more adequate supplies of drugs and medication for
health centers ard a aumber of rural water supply projects
have used INPRES funds to pay part of construction costs.

At the village level, local initiatives have led to



community involvement in several different kinds of primary
health care schemes, including locally sponsored village
health insurance plans. Mauy of the schemes are in rela-
tively early stages ol development and cannot yet be evalu-
ated for impact on health services or for replicability.

A national health plan, which is being processed and will
be submitted to the Bappenas, focuses on ten main programmes
for the MOH to be undertaken during Repelita 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 disease control.

4, Nutrition programme development.

5. Widespread improvements in environmental health.
6. Health education.

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

8. Health manpower development.

9. Improved management and efficiency of all health
programmes .

10. Expanded and improved ressarch and development

The MOH 1s still identifying health and health-related
problems aud ‘developing strategies for solving them. More
detailed insormation about priorities should be forthcoming
from time ro time.

In the current [iscal year, funds (including INPRES funds)
expended throvgh the MOH will total approximately Rp. 54
billion, or about US $1 per capita. This represents a doub-
ling of the DAP estimate of US $0.50 per capita for Java and
Bali and US $0.35 - S0.40 for the outer islands. Health ex-
peraitures 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

Percentaye of Population Percentage of Population % of National Budget
Population government per government- per non- Expenditures
Country per hospital hospitals in physician employed physician on
bed total number physicians in primary Health
of hospitals total number health
of physicians workers
Indonesia 1,724 83 23,367 49 10, 230 2. 0%
India 1,612 - 4, 805 - 11, 500 Not available
Thailand 847 94 8,397 61 1, 700 4. 7"
Philippines 855 45 9,097 - 7, 800 3. 3%
Malaysia 380 - 4,347 - 1,730 Not available

Sources: Derived from World Health Orpanization.

and Hospital Establishments, Table

Staustics Report, (26(3).

Table 2.

1. Geneva: WHO,
1973,

Geneva: WHO,

1674,

World Heaith Organization.

World Health Statistics Annual - Vo. IIl: Health Personnel

World Health



-10-
additional $1,00 per capita.

The health budget for Repelita III will be Rp. 130 billion
annually, or about 507 increase over Repelita II. Although
government expenditur.s for health are increasing, the amounts
are still insufficient to meet needs. On the other hand,
there have been a few cases where the implementing units of
the MOH have not had the administrative capability to absorb
available funds,

As can be seen in Table I, 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 belizved that demonstrated
improvements in management skills, research capabilities and
planning know-how will lead to stronger financial support
from both GOI 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 management information systems, manpower
development, and staff tvaining for various key offices in
the MOH, and research and development to support and assist
all health program undertakings.

1. Health Planning (Sec Annex B-1)

Justifization for allocating additional resources to
the MOH by the GOI will depend largely upon the adequacy of
planning and skilled manpower within the Ministry. Improve-
ments in the planning process are taking place with assistarce
from both ALD and WHO. The health planning subproject will
assist efforts vo strengthen both national and provincial
planning capabilities. While WHC is providing three long-
cerm consultants to assist with planning for the Third Five
Year Plan (Repelita I11), this project proposesc to assist the
Bureau with manpower development and the improvement of MOH's
personnel management system. Two iong-term 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-
lems 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 process itself, however, is hampered by 1) a lack
of health information including the types, characteristics
and geographic occurrences of diseases; 2) a lack of manage-
ment information on productivity and costs of current pat-
termms of health service deliveries as well as those of alter-
native approaches which may be suitable to Indonesia. Al-
though the direction of the MOH »nrogram 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-
formation that is neecded for planning rational, feasible and
affordable rural health scrvices is still lacking.

A few examples of major areas requiring further investi-
gation are: (a) reasons for apparent under-utilization of
available rural health facilities; (b) health worker produc-
tivity; (c) the appropriate role of sub-district hospitals
in rural health programs; (d) methods of adaptation of health
services delivery patterns to make them suitable for appli-
cation in various regions of the country; (e) ways to in-
crease outreach and non-institutional services; (f) improved
information on incidence, prevalence and geographic distri-
bution of impovtant diseases; (g development of simplified
technologies ror diagnosis uand treatment in rural facilities.,

2. Heaith Rescarch amd sovelopoent (See Annex B-2)

The Healrt: Rescarch qind Development Sub-Project ad-

ministered through the National Tnstitute for Health Research
and Developnert (Nitihe), ioncluding  its six research cen-
ters, will addrcss major reseorch areas while upgrading the
Institute's stalf. Technical rescarch expertise will be

provided chrough lonp and short term consultants, and fund-
ing countributions to priority policy research activities
over the next five years.

The obvious great need for improved health services in
rural Indonesia is not veflected 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 develcpment of health services delivery technology
appropriate to the Indonesian environment.

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

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

An appropriate number of high-priority research
projects, bot.. in the planning aud policy area and
in the services delivery area will be completed
or in progress at NIHRD, and the quality »f these
research projects will be improved.

Data processing procedures adequate to support
tliese rvesearch projucts will be operational and
routinely in use.

Extramura! rescarch resources (for cxample,
universitics) will e being utilized routinely
whenever fheir use Ls consistent with objec-
tives i NIHRD, wul with recearch quality
standerds.

Three gerncvcal =tcategies will Le emploved by the sub-
project to achiievve 108 pUTPGHeS:

An extensive nrogram of research manpower
development wvill bc undertaken to improve
staff capabilitiecs within NIHRD.

Technical assicuance in development of data
processing capabilities and procedures will
be provided.
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Specific assistance will be provided to sub-
stantive research instigated by NIHRD.

3. Health Education (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, such 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 national and at the provincial levels. The
Health Education Sub-Project described in this PP seeks to
improve the planning, operations and evaluation capacity of
the National Directorate and a few selected key provinces.

It will:1l)develop, evaluate, and keep relevant, at all times,
a National Health Educec%ion Plan which will serve the Ministry
of Health and the provi.ces as a blueprint for the growth and
development of extensive village-level health education 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 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) 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 trisls will be used to influ-
ence the health education curricula of training institutions,
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4, Primary Health Nurse (See Annex B-4)

This project paper also provides support for two
development components of planned larger programs, A pri-
mary health nurse training program, which eventually will
graduate approximately 13,000 nurses (PK s) annually, began
operations last year with the introduction of combined in-
service and academic training programs in ten schools. It
is expected that the nurses, when graduated, will be placed
in rural health centers and in rural hospitals., With their
community health services orientation they will bridge an
existing gap between the villages and the health centers,
Pemands on the PKs will be heavy because in many cases they
will need to be able to fulfill diagnostic functions in
commnities where there are no medical doctors before refer-
ring patients to other health facilities. The Primary Health
Nurse Training and Evaluation Sub-Project, which will be ad-
ministered by the Center for Educatipon and Training, is being
undertaken to help ensure that graduates will have sufficient
knowledge to perform the duties that will be assigned to them
in health centers and sub-centers of rural communities.

5. Immunization (See Annex B-5)

The GOI will undertake an Expanded Immunization Pro-
gram (EPI) to substantially 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=-
taken through this sub-project to work out technical prob-
lems in the cold chain and to improve local vaccine produc-
tion capacities. The expanded community immunization pre-
paratory sub-project described in this PP will be administer-
ed through the Directorate of Epidemiology and Quarantine.

It will provide one long-term consultant who will work with
nfficials of the Directorate of Epidemiology and Quarantine.
Several short-term technical consultants will be provided
from other sources (WHO and UNICEF) to assist with detailed
plarning 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 implementation 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
ITII 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 Bureau
was given the responsibility for checking the design and
phasing (implementation plan) for administrative, policy
and technical acceptability of these project documents. The
overall project design has been carefully reviewed by the
Secretary General and members of his staff.

By providing a broad-basced institution=building focus,
this grant will concribute to the proper development of
health plan and policy formulation. The research and devel-
opment activities which will be supported will affect the
status, scope and qualilty ot the entire health delivery
system., USATD believes that specific sub-project designs
and the focus by the overall project are appropriate to meet
some of the MOH's current preesing needs for institution
building and wanpowver developuaent,

Most of the 1wmplenentation plans attached to sub-project
descriptions suyrest the need for phasing, i.e., initially
nine provinces tors improved health planning, four provinces
for health education demonstraiions, etc. This approach is
necessary because of o shortige of administrative manpower
and budgetary constraiucs. Maior issues involved in assess-
ing the replicability of pilot undertakings will be addressed
in all project activities.

The Bureau of Planning delegated major responsibility
for assessing the technical soundness of each of the sub-
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Projects to the appropriate technical/administrative offices.

The same offices had originally proposed these sub-projects for USAID
funding during the PRP stage. The sub-projects have been further
defined by GOI and USAID funded technical consultants and USAID staff
members during the PP stage.

1. Health Planning Sub-Project

The Bureau of Planning is a recently established office but
has shown admirable initiative in health planning and its efforts are
being strongly encourcged by BAPPENAS. There is a keenly felt need
on the part of this bureau for both long and short term technicel
assistance, which will help them to meet their expanding responsibilities
for both improvements in present operations and planning to meet future
public health needs.

This sub-project was developed by the Bureau Chief and the
technical staff of the Bureau of Planning and has been reviewed during
a six weeks consultancy by a team made up of one public health physician
and one management specialist. Based on the findings of these short-term
USAID consultants and USAID staff members, the long-term consultant to
the Bureau of Health Planning provided for in this PP should be able to
work effectively with three long-term WHO consultants who are presently
assigned there. The nine provincial planners who have been selected for
long term training overseas and the six provinces whose planning personnel
have been selected to receive in-country health planning training, have
been systematically selected through the use of criteria that has been
validated by consultants and USAID staff.

2. Health Research and Development Sub-Project

In June 1977, during a consultant team visit, a wide variety
of options were considered in discussing the development of this sub-
project. These ranged from discontinuing AID assistance with research
and development efforts ta significantly increasing the budget over what
had been proposed in the FRP submission. The proposal submitted in this
PP follows the latter approach which is based on an optimistic projection
of a rapid expansion and improvement of health services, especially to the
rural poor. USAID and several consultants concluded that discontinuing
AID assistance toward the creation of an effective research and development
capacity within the NIHRD would be throwing away opportunities created by
Project 230 with experience that we did not have when 230 was originally
designed. It is impossible for the Ministry of Health of the GOI to rapidly
develop the interest, understanding or the means to reach Indonesia's
rural poor without an effective research institution and process. Project
230 at least represented a start in this direction. This proposed Project
273 will build on this experience and initiative. Nevertheless, USAID
recognized that the two major 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 effectiveness of all external assistance efforts,
Some existing constraints, however, can be reduced or re-
moved by the assistance proposed in this PP. These con-~
straints 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
Directordate staff. This sub-project was developed over a
1% month period with the assistance of a USAID-funded health
educator/planner consultant. The idea of developing a na-
tional health education plan has been strongly supported by
the Secretary General of the Ministry of Health,

4. The Primary Nursc Fvaluation/Training Sub-Project

This project was developed by the staff of the Pri-

mary Nurse Training Progiam wvith the assistance of two WHO
nursce educator consultants who have been assisting with cur-
riculum development for the PK (Primary Nurse) program. The
sub-project activitics which were deseribed in the PRP are

now scheduled to be funded by the IDRC, International Develop-
ment Rescarch Center of the Canadian Covernment, hence this
sub-project is desipned to accouplish another high priority
objcctive with the techaical assistance of USAID. This long-
range program 1s cipecially desired by the GOI because of its
recognition of the relative ciucellence of American nursing
education.

5. Expanded Immunization Sub-Project

This proposal was Jdeveloped by the staff that will
be responsible for implementing an expanded immunization
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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.
The GOI contribution to these activities is very difficult
to specify in that this is basically an institutional de-
velopment project. For all of the activities this project
assists, the GOI will budget roughly USS 33,000,000 under
the "development' heading. USAID funded consultants will
work to improve ongoing functions and processes.

Sub-Project USAID GOI1
*Sub-Project Coordination $ 450,000 $ -
Health Planning 738,000 1,020,000
Health Research & Development 2,211,000 11,670,000
Health Education 176,000 15,563,000
Primary Nurse Training Evaluation 445,000 2,715,000
Community Immunization Feasi- 430,000 2,573,000

bility Study

TOTAL $4,450,000  $33,541,000

Since this is largecly an institution building project
to support key M.H units at the national or provincial levels
and to support {easibility studies for larger delivery pro-
grams during Repelita III, USALD cxpects the GOI to provide
the support required.

The Ministry orf Health is fully committed to supporting
all of above sub-projects anu has agreed to provide the

necessary inputs. [Estimated COT contributions are projec-
tions based on Repelitu 1i fignres with varying percentages
of annual increases. Repelita I[17 budget planning has not

yet been completed, but the overall health budget is expected
to be $860 million , which would represent a large increase
over Repelita II inputs.

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, the unit costs per output, as defined in the body

of the project appears to be satisfactory.
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Breakdown by .uputs and ..u-lrojects

Year All years
(1) () (3) (&) (5)
Total Project 143k 1161 811 357 237 4000
Totul Tech. Asst. H500 R 460 159 00 e
Sub Project
1 Planuing 160 oL 150 - - 550
2 R+D 310 20 200 120 20 Lo
3 id 50 20 30 15 Lo 15
L Nurse 850 V) 60 & - '{.’l_‘.U
5 Immunization 200 1) 2u - - 50R)
Total Yarticipants 170 156 172 P 10 55,
Sub Frogject
1 [lanning Lo k" 30 - - 11
DO D 104 120 Tu 32 10 32
3 kd - - - - - -
L Rurse - - 60 - - O
9 Immunization - - - - - -
‘-J:.l:::_‘.__x ::xmnod 'r(‘,‘i -t:L; o 14 - - - - T3
sub I'roject
1 vlanning G - - - - L
:) ]\' -+ 1) - . - - - - -
30 dud 11 - - - - 11
b Hurse 0 - - - - N
2 lmmunization WV - - - - U
Totul local Couts Sl b 17 170 167 1112
suL lrogect
1 Mlanudng Ly O - - - ol
don+ D Doy 148 150 170 167 9G9
5ol - - - - = -
L owurse Lo 3k "y - - 19
Y Immunization - - - - - -
Pote.  Purerpn wachange 103 956 632 1457 70 Doy
YTotal Locul Currency 391 205 17 170 167 1112
“Vcar' refers to Project Year: April 1 - Mar. 31,
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ESTIMATED *GOVERNMENT OF INDONESIA CONTRIBUTION TO PROJECT 273

(5000's)

Sub-Project Year (1) Year(2) Year(3) Year(4) Year(5) All Yrs.
Health Planning: 237 356 427 1,020
% increase over (70%) { (50%) (20%) -

previous year
Health Research & 1,568 {1,882 2,258 2,710 3,252 11,670
Development:
% increase over (30%) | (20%) (20%) (20%)* | (20%)* -
previous year
Health Education:1,534 PR,301 3,222 3,866%*% 14,640% 15,564
(development &
operating):
% increase over (20%) { (50%) (40%) Q0%)* 1 (20%)* -
previous year
Nurse Training 506 607% 728% 874% - 2,715
Evaluation Course: .
% increase over (30%) | (20%)*] (20%)* (20%)* - -
previous vyear
Community Immu- 707 848* |1,018% - - 2,573
nization Feasibility:
% increase over (207%)4 (20%)*{ (20%)* - - -
previous year
TOTAL PROJECT 273
GOI Contribution 4,552 15,994 17,653 7,450 [7,891 33,541
Proposed USAID
Contribution 1,434 J1,161 811 357 27 4,000
%Total USAID
‘and GOT 5,986 17,155 18,464 7,807 8,128 37,541
.GOI percent
‘of Total 767. 837 917, 95% 97% 89%
WOTES: 1. Figures rfor ''GOI Contribution' include only Develop-

ment Budget figures, not Regular Budget.
2. GOI 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;
if there are follow-on AID projects, the GOI Contribution
will not be double-counted.
*Asterisk indicates USAID estimate; other estimates are by GOI
Burecue of Health 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. 1Its 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, and one statistician. For manpcwer planning,
however, the Bureau rccognizes a need for both a health man-
power planner consultant and a personnel specialist at the
Personnel Bureau.

The central portion of this sub-project is narrowly fo-
cused on thne manpower i1ssue. Manpower planning is receiving
high priority. Morcover, BHP nas developed direct links with
the MOH Bureau of Personnel, which is also directly under thke
Office of the Secrectary General.

Tae he:d or che Bureau of Health Planning has been in-
volved with wno slznning and implementation of Indonesia's
young dcetor INPRES program. In this program, all '"young
doctors' (new Sracduates oi medical schools) must spend a
per-zcd of time working in the government's health program.

In implementing chis program, the BHP has recognized a
ni2a2d o establish a personnel management system in the frame-
werk ¢l -~ealth 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 manpower 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 provinces will be chosen
from each of the three regions. This will strengthen both
the regional planning system 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.awesi Tenggara, Nusa Tenggara, Timur,
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Since November, 1976, the BHP has had a direct link with
the MOH Central Office of each Province (Kanwil Kesehatan),

The Kanwil has a health planner on his staff.

Following is

a description of the functions of the KANWIL KESEHATAN:

CENTRAL MOH
OFFICE AT PROVINCE

KANWIL KESEHATAN

PLANNING

H PLAN FORMULATION |

L_["ANATYSIS AND REPORTING]

[ MONIT

ORING |

LICENSING

| {TECHN

ICAL GUIDANCE]

MONITORING]
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Responsibilities of Central MOH and Provincial Level:

The KANWIL KESEBATAN 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 planner 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 provincial planners with
the KANWIL 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 KANWIL KESEHATAN., Many of the planning units,
however, are not vet strong enough to develop integrated pro-
vincial plans, althoupnn they have the respousibility to fin-
alize provinelal plans and to integrate them into provincial
he.ltch acvivitics, aloang with the plans or other departments.
In each orovince, the ANWIL planning officer has a planning
ceam (usually cons:sting of elght members) to assist him.
The .ecam is made un of all tne program units at the provin-
cial level, CDC. ete. from the KANWIL KESEHATAN and DINAS
KESERATAN offices. Tae DINAS KESTHATAN assists only in
accumu.iation of iniormecion. The Kabupaten level is seen as
the source of this information.

Tne Nacronal annual health plan incorporates inputs from
the 2»rovince into its Submission to BAPPENAS in the follow-
ing wov., In May-June-Jjuly each year the planning units of
each ol ¢ uirectorates general send guidelines to the
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Central Bureau of Planning. During the period September-
October-November, the provinces draft annual plans and send
them to the various units of the Directorate General. These
vnits 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 planners. The Bureau of Planning and USAID are eager
to insure that persons who arce trained return to assigreed
positions., Accovrding to steif members of the Bureau of
Planning, therce are compeasations for working in the local
arecs d4nd once employees become adjusted to rural communi-
ties they become aware of incentives that help to keep them
there.

in the final vecar (3rd year) it is possible that
the pursonnel system develioped may be extended to cover non-
MCii {iocdl go ewnmeat; he.th personnel as weil, though de-
tails nove not yet been worked out. The pace of the spread
effect tc other provinces will, of course, depend on the
abpililty of Bu? and the Center for Education and Training to
underteke in-service training of plamners 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 improve 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
tecausc of their more complete plans.

2. Health Research Sub-Project

a. Socioculturai Feasibility

(1) Orpanization

Assistance provided through this sub-project
will be directed toward the creation and improvement of the
research and analveis capacity of the National Institute of
Heaith Research aad Develovment (NIHRD) which is the research
arm ¢ tne Ministrv ol HCJl h. NIHRD's relations with the

%Lh‘“L;y and 1os deensies are oood. Because of its still
limited veseaven ana wna ] 13 capacity, however, the NIHRD is
unable to provide tihe <.nds ol ~formation needed for good
plannicg and implementation ol rural health services. While
there may be some aisappointment over this situation, there
are no severe inter-bureaucratic rivalries that seem likely
to hamper this project.

There have been rivalries between NIHRD and universities,
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however, because the NIHRD has competed with 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 universities 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 sincem®ly
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 MOH and tbe Bureau of Planning de-
finitely believe this subproject will be of direct benefit
to their planning needs and to the'welfare of the people of
Indonesia - a large number of whom will be the rural poor.

(3) Obstacles

This project includes a large fellowship
component. Finding candidates with sufficient English lan-
guage ability will be difficult. There are, however, no
political or bureaucratic obstacles to effictive project im-
plementation.

b. Spread Effects

The intended effect of this project is ultimate-
ly to provide appropriate GOI officials with needed infor-
mation for health decision-making. 1In the short run, the
imoactc will be one of permitting and promoting adequate
quaiity research to support health sector planning. Thus,
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the first effect will be on NIHRD 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 NIHRD 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 this acti=-
vity. No opposition was encountered in the GOI circles con-
tacted in sub-project development.

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

This second research and development project will concen-
trate on the spread oi knowledge and techniques: knowledge
of the incidence and patterns of diseases and disabilities;
of the eifects of morbidity, orf alternative approaches to
the provision of healch services and of techniques for dis-
ease control. Methods of using community resources and ways
to simplify procedures will also be areas of investigation.

c¢. Social Consequences Benefit Incidence

Initially, this project should tend to increase
advancemernt oppostunities for technicians and to improve the
stature and prestize of the NIHRD as an institution. Effec-
tive recearch werliormance can be expected to give the Insti-
tucte a pgoeater voice in MOH cdecisions on an institutional
basis rather than on «an individual basis (i.e. NIHRD as an
influential organization v. Dr. Sulianti as an influential
persor:). However, in the relatively sbort run (5 years or
so), scme of the information and techniques acquired through
researci sticuwld begin to have an effect on the accessibility
«nd eirtzctiveness oif health services to the ultimate bene-
ficiarizs -~ the rural poor.
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One area nf recsearch 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 gnvernment 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 btasic 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 Community Health, Ministry of Health and
USAID will cooperate in implementing this sub-project. A
USAID-provided health education consultant
recently outlined for che MOH Secretary General, the Chief
of the Bureau of Planning, and the Director of Health Educa-
tion the discrepancies between responsibilities of the Direc-
torate and its current Ministry position. Organizationally,
the Divectorate 1s strictly a line organization within the
Ministry with vesponsibiiities at the community level, yet
it ailsc has been assigned supporting staff responsibilities

for ali heazlith unics. The Sceretary General has stated that
wnils tho Directorate of Heallh iducation's current organiza-
tione. osioion within cne Dircctorate General for Community

Heaitn will ce xept the same for the forseeable future, it
will oc Fuoctionalily responsible for supporting health edu-
catica cosponents ¢f o1l programs orf the MOH. The Director-
ate i3 aow planning, with USAILID technical planning and manage-
ment cosiscance, To ftke cover these responsibilities toward
the end of Repeiita 11,

Currently, the Directorate ol Health Education is trying
to establish its national identity vis-a-vis other units
within the central MOH. The Directorate was recently reor-
ganized under the Director General for Community 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 ability to plan pro-
grams that are relevant to programs of other divisions within
MOUH 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. The 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 Edvcation a mandate to present a draft
master health education plan, with alternatives, for discuss-
ion at the Annual National Health Conference that will be held
in January 1978. 1t appears, increfore, that past difficulties
betweenr: the Directorate of Heallh Education and the other di-
visions of the Miniscyry of Health are being overcome,

In the past,

the Directorave was a division within the Center for Education
ana Training. Since chelr division into separate units,
operations have suifered rrom vaguely delineated responsibili-
ties {i.,e. <ac Directorate would take care cof health education
relatec to vhoe conmunicy, and tive Cente. would be responsible
for im-service healtn educat:on staff training). These two

units heve now met and agreed to work out a plan for clear
separction ot rwesponsibilities and for coordination of activi-
ties where uppropriate.
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(2) Motivation

The Secretary General, the Chief of the
Bureau of Planning, and the National Directorate of Health
Education have reached a consensus that this sub-project will
upgrade the capacity of the Directorate to undertake the full
range of its responsibilities and that all health programs
will benefit from a greatly strengthened health education pro-
gram, The Bureau of Planning supports in principle the policy
that in the future all health 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 GOI development budget allocations.

The directors of the other health programs, such as CDC,
the immunization 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 allocated
directly to the various Directors General, rather than .o the
Directorate of Health Education.

The health educators in various provinces will be visited
by health educator/planner teams during the life of this pro-
ject, and several provinces will be chosen for demonstration
activities. Already identified as potential pilot study pro-
vinces are West Java, East Java, South Sulawesi, and West
Nusa Tenggara.. Each of the first three provinces were visit-
ed by a study team during the Project Paper preparation phase
and are quite receptive to participating in the planning of
demonstration activities within their provinces.

The sub-project calls for coordination with the National
Institute for Health Research and Development since this
institute will be expected to cooperate in the development
of baseline data on health knowledge, attitudes and practices
thrcuzh inclusion of appropriate questions in upcoming house-
ho.d and community surveys funded by the R & D sub-project de-
sc.ribed 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 trairing 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
re provinces will be very important to success with dissemi-
nation of health education to the community. 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 commnity level. The suc-
cess of that program will depend largeiv on the ability of
the PK to relate to community health problems and the readi-
ness of the community to participate in health community de-
velopment activities. As medical professionals who have re-
ceived community basca training, the PKs should be ideal for
this type of task. The commnities choser. for demonstration
activicies in three of the four pilot provinces will be chosen
with high enough levels of development to recognize health as
an ilmportant aspect of well-being and with sufficient resour-
ze public neatch racilities and undertake comm-

7
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nity accivi A fourth province, which will be
a less developed ouier island community, will be chosen to
explore the diflficu. cics associated with implementing health
education programs .o .csser developed areas.,

There Jdo not appear to be any political, bur-
aucratic, religious, cconoinic or cultural obstacles to the
effective implementation or this project.

*1t iz velizved that neople from these communities should
pariicisais i the healith educatlon activities, and the test
wilt center arcund developing procedures and methods for
trlooing various levels of health education staff,
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(5) Commurications Strategies

The health education communication strategies,
media, and materials to be developed during Repelita ITT will
become components of a national health education plan to be
drafted 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 national 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 those 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 Directorate of Health Education. Improved capabilities
of other agencies involved in health education and community
development at the village level to plan and administer their
programs will also be important. Increased budget for health
education program expansion can come from several sources:
MOH, Interior, local funds.

The Initial beneficiaries of this project will be the
administrators, planners, health educators and researchers
who will be directly involved in producing the outputs of the
project, both in the MOH and other agencies, but the benefits
will quickly spread to organizations that utilize improved
health education plans for Repelita III, and eventually to the
masses of people who need the knowledge this program will
bring to them.

In the West Java health 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 the general quality of community services it
provides. The present system 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 ore 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
community work 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 community development with support from all
ministries. Village heads, informal leaders, and private
groups such as women's groups are also actively involved,
Private groups are very influential throughout Indonesia and
appear to be especially so on the outer islands.

\
e head from the cegerncey ana sub-district officers
' ror.,. The ultimate spread of health
and accuiviiies will require rirm support by
. tie coordination of health education
& Coacral sreun, such as the LSD, is im-
12 4 Lornwii unic, newly established over
w.ooleh is rvesponsible for all activities
cormaunity development. As the LSD
svreess of community health development
so improve, Past projects of a
_ iicated thet the commurity is interest-
ed ir soordinated devolosment ciforts, not just those rela-

(4]
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tew o nealth o familr planning. Therefore, in order to
mioscuin tne interest ©i whatever community participation
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groups that may be formed to undertake health development,
health education 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 next 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 ITII (prior, mid and at the end of Repelita III).

c. Social Consequences and Benefit Incidence

The initial organizations to be helped under
this sub-project have been defined under section b., above.
There are no adveilse effects expected from project imple-
mentation, since tne 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
health facilities by the rural population should increase
perceptibly. The health education coordinators will circu-
late within communities where less educated and modernized
groups live, 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
formerly been focused on the provinces of East and West Java
should now be extended as rapidly as possible to cover the
entire country. This project will help the GOI to move to-
ward the attainment of that objective.

Health education activities to date in East Java, using
the present Health Education specialists in approximately
40 villeges, have shown excellent results over the past 18

-2trs and are indicative of potential benefits to be deri-
ved from this type of program. During the past 18 months
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five areas (including 45 villages) in East Java have bc:n
subjected tc 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 basis, millions of rural Indo-
nesians will become direct bencficiaries.

4. Primary Health Nurse Training Evaluation Sub-Project

a., Sociocultural Feasibility

(1) Organization

This subproject will be administered through
the existing primary nurse training program of the MOH Center
of Education and Training, and training will be done in the
Primary Nurse {(PK) scheols throughout Indonesia. Therefore,
no new organizations will need to be created. The nurse
trainees wiil be wvecruited from the areas where theyv now live
znd wnere they will locer be assizned. They will go to PK
schools in tneir local regions, hence will be trained in the
vicinity of the commaunities in '7hich they will serve.

The coaceps of 'a primary health nurse' is an innovative
orie wnich the GOL/MOL promoted through a national decree in

1976 that establisned miniasum criteria for all future nurse

training. Rural medical care will largely be the responsi-

biiity of che PXs, Indonesia's version of China's ''barefoot

doctors™.



(2) Motivation

The PK program staff and the Director of the
Center for Education and Culture want this subproject be-
cause it will expand manpower training and improve evaluation
techniques within the PK program. Eventually, 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 included 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 MOH, 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 elements of this sub-project.

b. Spread Effects

The intended impact of this activity will be on
the National PK nurse training education system. The eval-
uation techniques taught in the course referred to above
should improve the quality of teaching and provide trainers
and administrators with a more innovative and dynamic ap-
proach to both teaching and curriculum development. Through
changes in course content and teaching methods, brought
about by this subproject, it is expected that the PK nurse
will receive continuously improved and more relevant train-
ing and that his/her services to the community will be of
increasingly higher quality.

The key leaders with whom this subproject will deal are
the 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 by 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 application, with be important to the success
of the program.

The support of the community for the 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
the 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 success 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
result 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., Sociocultural Feasibility
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(1) Organization

; The Directorate General of Cummunicable Dis~-
' ease Control (CDC) will implement an Expanded Immunization

| Program. At the provincial and local levels, the program
will use the existing MOH structures. At provincial levels,
CDC directors and immunization program directors will 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
sanitarians 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 rnationwide EPI program.
The EPI Program Staff sponsored a provincial workshop in
July, 1977 in which provincial officials had opportunities
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 their area will re-
ceive first consideration. The program is later expected
to include all provinces.

At the village level, recent reports have indicated that
there is a rising reluctance on the part of the community
residents to receive immunization. This situation is due to
some adverse side effects of previous programs, such as the
BCG program in which some vaccine was too potent for babies,
causing swelling of the arm lymph nodes. Tha EPI, therefore,
will require careful field preparation before implementation,
with emphasis on health education.

Because all ethnic tribal and language groups of Inco-
esia eventually will be serviced through this program, the
adaptation of field preparation activities to local condi-
tions is very important. It is planned that health educa-
tion specialists in the relevant provinces will assist the
EPI program technicians to develop health education matcr-
ials adapted to each region and preliminary discussions
hove been held between the EPI leaders and the Directorate
of Health Educacion to make the necessary plans. The

o
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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 research believed to be necessary for
the actual beginning of a lurge EPI program in 1973. 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 worked out. TIf so, the GOI EPI central staff
should be able to implement the program without further long-
term consultant assistance. Follow-up activities in terms of
short term consaltants and commodity support are planned under
a large USAID pgrant-loan to be used in the EPI program be-
ginning in Y 1979,

b, Svuwead
The Divector arna Staff or the EPI program will
disseminate wacwidwz. 2ained during a community immunization
preparatory pnase subprojccet To all parts of the n: .ional
nealtir system., Plan. for the possible involvement of other
governuent orianizations, such a3 tne military for logisti-
cal suppori, are stii. incompierce, The implementation of

such loordinated support wiil nave to be worked out at min-
istirial levelis, if not higher.

Tre FPI program itsolf will be implemented at the local
level by vaccinators trained by the MOH. In order to reach



-48-

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 commnity 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 assist
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 iacreasc access of the poor to immuni-
zations against smallpox, tubcrculosis, tetanus, neo-natal
tetanus, whooping cough and diphtheria. By the end of
Repelita II, the EPI pro“ram will have reached approximately
207, of the T*opulatlon, acd by oche ond of Repelita III, it is
expected that at least oO/ of the popularion will have been
vaccinatec against thece uiscascs.
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D. Economic Analysis

The major objective of this project is t> 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 responsible for improving the
delivery of health care. When a project is focused on insti-
tutional development and the ultimate benefits of the pro-
ject are not readily identifiable, it is generally recogni-
zed that benefit/cost and internal 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 eifectivencss but the considerations have been
more implicitc rather than explicit., Each project activity
has been designed to ciffectively and economically address
the idencified prohiowm,; however, in designing the subprojects,
the cocts of alternarive meihods were 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 submitted to the BHP by the administer-
ing unit. These reports will be expected to deal with any
implementation problems that are being encountered, hence
will provide an early warning to BPH when projects are lag-
ging behind their schedules. Copies of reports will be sub-
mitted to USAID as specified in implementation and evalua-
tion plans contained in the PP Hence, should a project fall
far behind with scheduled activities, further disbursements
from both USAID and the GOI may be jeopardized.

The Secretary Ceneval of MOH will be kept fully inform-
ed about progress {(or che lack of it) in all foreign donor
assisted proiects. This will enable him to take corrective
actio~ when such is incicated., It will also help him to
becter synchronize wlivcations anc disbursements of GOI de-
veliopmenc funds to ilmprove tne overall impact on health
problems.

This new method ©or handling foreign donor assistance
reTUesentd Juiie a swed Loseard from past procedures. Here-
to.cre, the Secretar Gineral's office did not maintain a
cenrrel file on foreigr donor assistance. Now he has stated
cnat it wiil be th: responsibii’ty of his orffice to fit to-
gevher various project components and te review and evaluate
pro ect progress,

>
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Participant Selection and Placement:

in response to USAID expression pf concern about parti-
cipant selections and their placement after they complete
their training, the Secretary General has taken afflrmative
action. During a recent workshop for Repelita III planning,
he stated that the Chief of the Planning Bureau should assist
other bureaus ir. 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 provincial planner participants
who have been selected for training in FY 78, under the Bur-
eau of Planning sub-project, have been carerully chosen. The
same is true for the Health Research and Develupment 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 diverse sub-projects outlined in this Pro-
ject Paper. Budgets inrciude funds for long-term consultant
housing and support costs.

Conouitani Couluv. Jia:

Concyracy. wil. be signed directly between AID and the
Technical Consuicence nna/or consulting firms.
Sub-Pr¢iort Canceldlavioa:

Sheoid any proiect be cancelled, unexpended funds will
be returvied to USATD.

Final Reporcs:

=

“r.. Iinal three months of sub-project investigator
Techrilcar Services fees will be withheld until receipt of
final reports.
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B. Implementation Plan

As noted above, each of the sub-project descriptions
(Auinex 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-prcject 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 Plan-
aing 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 communication among the vari-
ous health technical offices. USAID believes that coordi-
nation at the technical level can also be achieved through
close communication with and among USAID consultants.

C. Evaluation Plan

The project will be evaluated annually in accordanc:
with Agency evaluation procedures which require that an
annual PAR be submitted for the project. Month-to month
evaluations wiil be made through study and analysis of MOH
and consultants' reports. As planning, evaluation, and
management informat oa systems get on track, more useful
monitoring tool: wili wcccome availatle.

in addicion co che whove, JSALID plans extensive in depth

fielc evaiuatioas for 1979, 1981 aud 1982 which will review
coverall project progress.

In=-Deta fvaionoeon ooheduic

Fost Bvaivation.  Novemoer, 1979

Thz erperimental aatuve oi this project makes frequent
in-depth ricid ovaiaations, at the purpose level, highly

desiratle,

3ecause sub-projects vary in length from 2% years co
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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 "Beginning 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 111 with respect to specific problem areas.

Second Evaluation: 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 Education Sub-Project will be preparing
for its third participation in household and commu-
nity surveys.

- The Primary Health Nurse sub-project will have beean
completed and efforts will be being made to expand
the use of training and evaluation findings co other
areas of health caucation.

- The Communicy Immwunization Feasibility Study Sub-

Project wiil nave peen completed and the Expanded
Imrur.soCica “rogs-m suould be underway., Problems
encountored i saplementing the larger program will
pevmie chii. cwoluvatlon to assess che value of the

feas.oilily SIau/.

Third Twiiuac 2o Novenoer 1982
Tre Third svaluat:on, at 5 years, will assess Project
Purpose —-eaiizaric . and praogress toward goals.,

Evaluation Tcams

¥icld evalvailons will te conducted by teams made up of
AID/Waoninzcon, USAID and MOH representatives, plus a



-5 -

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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CONSTRAINTS AND IMPROVING HEALTH STATUS OF INDONEZSYA'S e
POPULATION, ESPECIALLY POOR MAJORITY. WHY, FOR EXAMPLE, ol
DOES PROJECT FOCUS ON BROAD INSTITUTIONAL CAPABILITIES A T
RATHER THAN ASSIST IN EXPANSION/IMPROVEMENT OF DELIVERY | ko /=
SYSTEM AND BASIC HEALTH SERVICES? WHAT IS POSSIBILITY OF |f __. .0 - —
INCLUDING ADDITIONAL SUB-PROJECT(S) THAT ARE MORE Lt :
DIRECTLY CONCERNED WITH DELIVERY SYSTEM?  GIVE( i .
o 1 Jiw Al ol

SECTOR-WIDE OBJECTIVES OF PROJECT, PP SHOULD SUMMARIZE e
AID°S HEALTH SECTOR STRATEGY CONSISTENT WITH DAP AND e e
LINKING SUBJECT PROJECT TO OVERALL STRATEGY. kf!"'.ur_‘_,
e

3. DEFINITION OF PURPOSE/SUB-PURPGSE - FOR SEVERAL SUS- MBI ERAEL i

PROJECTS, SUB=FURPOSES AS DEFINED DO NOI APPEAR ACHIEVABLE
WITHIN TINE*FRAME OF THIS PROJECT. FOR EXAUMPLE , SUS-
PrOJECT ON PRIMARY NURSE TRAINING PROGRAM COULD NOT
"REALISTICALLY EXPECT TO PRODUCE UNIFORM Cabri OF JURSES

TO PROVIDE IMPROVED SERVICES IN A THREE-YEAR PER1OD.

PP SHOULD SET REASONABLE EAPECTATIONS FCOR END-OF-

PROJECT 3TATUS FOR OVERALL PRCJECT &WD IRDIVIDULL
SUB=FROJECTS, UbALD SHOULD WEIGH ALVa N1~b~) OF e Vi

Ye ol TINE FRAME VS THREZ WFRRS D*f“mPls (R0 VIeS e b
FURPOSES, IF USAID LONGE R-RaNGE DIVELOR »' AR
INCLUDES POSSIBLE FOLLGu ORGSR T O Sl
REPLICATING SUCCESSYUL RESGiES O THIS FQ[}SCK, SR
iNTENTIONS SHOULD BE MADE EXE_:CIT 13 PR

PSRy




4¢ CRITERIA FOR SUB-PROJECT FINANCING -- SUB-PROJECIS,
THOUGH WELL-DEFINED . RE STILL CONSIDERED ILLUS" .TIVE
BY USAID PER REF A, "vP SHOULD DEFINE CRITERIs FOM
APPROVAL OF SuB-PROJECT FINANCING. ONE SUCH CRITERIA
SHOULD BE RELEVANCE OF SUB-PROJECT :TO .IMPROVING DEL IVERY
OF HEALTH SERVICES TO POOR MAJORITY.

5« SOCIAL SOUNDNESS ANALYSIS -. PP SHOULD DISCUSS HEALTH
ATTITUDES AND PRACTICES CF TARGET POPULATION, ROLE OF
TRADITIONAL HEALTH SERVICES AND LOCAL PRACTITIOHERS,

AND LIKELY EFFECT ON PROGRAM

IMPROVEMENTS INTENDED BY SUBJECT PROJECT. TO WHAT
EXTENT WILL, FOR INSTANCE, SOCIOLOGISTS HAVE A ROLE

IN MOH AND ON AID-FINANCED CONSULTING TEAMS?

6. RESEARCH EMPHASIS - IN LINE WITH STRONG CONGRESSIONAL
VIEWS CITED PARA 6 REF B, PP SHOULD BE ABLE TO
DEMONSTRATE THAT AID~-FINANCED RESEARCH UMDER PROJECT
WILL HAVE PRIMARY CONCERN FOR IMPROVED HEALTH SERVICES,
ESPECIALLY TO RURAL AREAS AND TO POOREST SEGMENTS OF
INDONESIAN POPULA

TION,.

7, NUTRITION ACTIVITIES - TO WHAT EXTENT IS MAL-
NUTRITION A FUNDAMENTAL HEALTH CONSTRAINT IN INDONESIA?
HOW WILL NUTRITIONAL JISSUES AND THE INTERDEPENDENCE

OF NUTRITION AND HEALTH BE ADDRESSED IN SuUB-PROJECTS?

8, RELEVANT EXPERIENCE - FP SHOULD DESCRIBE RELATIONSHIP
BETWEEN SUBJECT PROJECT AND OTHER AID=-FINANCED ACTIVITIES
IN HEALTH SECTOR IN INDONESIA, E.G., RURAL SANITATION
HMANPOWER DEVELOPMENT, ALSO, NATURE OF PROJECT°S INTER-
FACE WITH OTHER DONOR ACTIVITY IN HEALTH SECTOR,
PARTICULARLY EXTENSIVE PROGRAM OF- WORLD HEALTH ORGANI-
ZLTION,

% EVALUATION - PP SHOULD CONTAIN SUMMARY OF RESULTS

OF FLANNED CY 1977 EVALUATION OF EXISTING HEALTH RESEARCH
AND DEVELOPMENT PROJECT AND SHOW HOW DESIGN OF SUBJECT
PROJECT HAS INCORPORATED EXFERIENCE FROM EARLIER

PROJECT, FOR PURPOSES OF EVALUATING SUBJECT PROJECT,
END=OF-PROJECT STATUS AND OUTPUT SECTIONS OF LOGICAL .
FRAMEWORX MATRIX SHOULD BE MADE CONSISTENT WITH PURPOSE/ .
OUTPUT STATEMENTS FOR INDIVIDUAL SUB-PROJECTS.

10 JMPLEMENTATION ARRANGEMENTS -~ PP SHOULD DISCUSE
ADMINISTRATIVE PROCEDURES TO BE USED BY AID AND MOH

TO IMPLEMENT PROJECT, INCLUDING SUB=-PROJECT APPROVAL
AND FINANCING PROCEDURES. WHAT OFFICE OR OFFICLS
VITHIN THE MOH WILL BE RESPONSIBLE FOR ADMINISTERING
FROJECT. WHAT ARE ITS CAPABILIllE°? WHAT DISBURSEMENT
PROCEDURES WILL BE USED?

Ile INITIAL ENVIRONMENTAL EXAMXNATION (IEE) ~ IKE FOR
SUBJECT PROJECT BEING PREPARED IN AID/W. WILL ADVICE.

12. COMMENTS ON SPECIFIC SECTIONS OF PRP - (!5 PAGE 4,
LAST PARA., STRESSES THAT ALL TRAINEES WILL BE EX~ECTED
TO ACQUIRE BACKGROUND IN STATISTICS, WE BELIEVE THAT
BROAD FOUNDATION SHOULD ALSO BE PROVIDED IN HEALTH
ADMINISTRATION AND FOR RESEAACH STAFF, MARAGEMENT OF
RESEARCH; (2) QUESTION PRACTICALITY 4dD COST-



EFFECTIVENESS OF TRYI TO PLACE PHYS:Clah b°ECl’ SIS
IN RUFAL AREAS PER LA... PARA OF PAGE 5: a. 0 S
OUESTION VALUE OF GIVING HONORARIUM TO 1RAINLL= PER

SI PARA OF PHGE 13,

I3. PROJECT DEVELOPMENT RCQUIREMENTS - REQUEST USAID
PROVICE ADDITIONAL GUIDANCE ON CONSULTING REQUIREMENTS
FOR DEVELOPING PP, 1IN THIS REGARD, SUGGEST USAID
ASSESS POSSIBLE NEED FOR ASSISTANCE IN (i) EXAMINING
CONTINUED RELEVANCE OF DAP AND (2) DESIGNING SUB-
PROJECT FOR IMPROVEMENT OF DELIVERY. SYSTEM,
: KISSIHGER

BT
#1421




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, medium term, and short
term (annual) health plans

(2) to coordinate the health planning process with the
overall national planning process at central, re-
gional and provincial levels.

(3) ¢o prepare che annual health budget in cooperation
with the Minscry of Finance

(4) to monitor aru evveluate the implementation of
healtn [ro «ods

(5) to plan, in cocveration with the Bureau of General
Affairs, Cor i:proveu efficiency in MOH coperations
by analycin:, internal management procedures within
MOH

(6) to coilecs, unalyze, and oresent data needed for

nealth piacning and cvaluation

T» accomplish these casws, che BdP is organized into
four divisicns: Data Collection and Processing, Routine

Plunnisg, Deveicpmer.c 2lanning, 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 Officer (Dokabu) plans and supervises the im-
plementing units - the health center (Puskesmas), the hospi-
tal, and the outreach services,

b. Current 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 emerged .

(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 adequate to meet the demands on the
BHP, especially with regard to provincial and
regional planning

(4) the existing information data base is not suffi-
cient for good planning and existing information
is often not relevant or reliable

(5) there is not adequate coordination between health
planning and other sector planning nor is there
an integrated problem-solving approach for be-
ginning such a coordinated effort

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

1. Hapsara, Health Planning in Indonesia, paper prepared for

ASEAN meeting, Jakarta, March 15, 1977. (Dr. Hapsara is
the 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 pe used for long term evaluation of the burden
of ingess on the population

(3) information about the current manpower situation and
future needs

(4) information about financing, 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 the supply of health services?

66) 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 role of the community in health
planning?

The BHP has also been asked by the Secretary General of
Health to pay technical attention to manpower development.
Specifically, the BHP is required to establish a data sys-
tem for the monitoring of manpower and facilities. As part
of the manpower monitoring, the BHP has been asked to create
a Career Development System for its health manpower, par-
ticularly 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 anly career development but also
closer attention to personal needs to enhance morale and
productivity.

¢. Proposed Solutions to the Problem




of ways.
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The BHP has attempted to solve its problems in a number

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.

ants are now working in the BHP.

Some WHO coasult-
Listed below are the major

problems, proposed solutions, and current status:

Problem

1.

lack of trained
planners

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

inadequate planning
methods and proce-
dures especially

in provincial and
regional planning

insufficient and un-
reliable data base
for planning

a. information on
realth center
system

health status
indicators

Proposed Solution

in-country & U.S.
training

consultant

consultant

Brebes project
of NIHRD

Serang MIS pro-
ject of NIHRD

b.l. Indonesian con-
sultant
(Dr. Pardoko)
b.2. Serang MIS Pro-

ject of NIHRD

Stat s Now

request to USAID:
See '""Detailed
Description"

request to USAID:
See '"Detailed
Description"

request to USAID:
See '"Detailed
Description"

3rd year of
research

lst year of
research
(GSAID funded)

project underway
(USAID funded)

lst year of
research
(USAID funded)



7.
a.
b.
c.
tance.

conflict with proposals to USAID.

manpower infor-
mation system

financial infor-
mation system

inadequate coordina-
tion and lack of me-
thodology for cross-
sector planning

lack of good per-
sonnel management
for health workers
(Career Development
Program)

research problems

role of private
sector in provi-
sion of health
care services and
expenditures

health worker

productivity

role of community
in health planning

-5-

consultant

d.1l Study by
Office of In-

spector General

request to USAID:
See 'Detailed
Description'

begins 1977

d.2 Serang MIS Pro- lst year of re-

ject of NIHRD

consultant

research project
proposed to NIHRD

research project
proposed to NIHRD

research project
proposed to NIHRD
(WHO consultant)

possible research
project to NIHRD

search funded
by Project 230

request to USAID
See "Detailed
Description"

request to USAID:
See "Detailed
Description"

early planning
stage

early planning
stage

not started

As can be seen above, the BHP is relying on USAID assis-
“nz three consultants provided by WHO will be assis-
tinz in many projects but their specific assignments do not

One of the consultants

(a statistician) is working to 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 planniug 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 nature. 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 state of health planning was rudimentary in
Indonesia at that time and because provincial officials had
not had previous training in planning, detailed planning
methods were not taught. There were no subject areas such
as forecasting, manpower, or evaluation and, in fact, the
information bhasc teo conduct realistic training in these
areas was lacking.

The courses were formaily discontinued in 1974,

A successor o the Health Planning Courses has been
offered in -“urcbaya over the last two years. The OR/SA
coursez {(uperations research/systems analysis) have been
develored and tested as a WHO-assisted project. There are
two courses plus and introductorv 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 offerecd tc r=gency level personnel and
most participants have been physicians. The course content
is focused on specitfic kinds of issues important in operating
a health center such as health education strategies, nutri-
tion strategies, how to diagnose and manage an infectious
disease epidemic, and so farth.

There is one problem on working with the community and
its leaders that could, if adapted, be helpful in defining

community interests for "community-based'" planning.

Course 3: Management froeianing Course

T

The center for EHducation and Training (CET) of the Ministry
oif Health offers . threc weel course in principles of manage-
ment. The »Hovticipants are rezency level personnel and the
course concen is deveted to the human aspects of management.
The phiiososhy o tne trainiag is that poeple who are inclu-
sions are happier and more productive workers. The
technicues used in rhe course include group sensitivity train-
ing and the objective 1s to sensitize managers to the needs

of chei workers, No specific functional skills are taught.

ed in “eois



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. 1In this capacity at the National
level, the BHP must .coordinate with groups both within and
outside the Ministry of Health. Specifically, the BHP is
required co work in conjunction with the National Planning
Board and the Ministrv oif rinance to coordinate health plans
with National deveiopment plans and finances. Within the
Ministcy, the AP must work with planning units in each of
the Ministry's Dirvctorates and with Provincial planning
unlts located in cach oi the 27 provinces. These planning
units ave not under che BHP's direct control and therefore

o

require a great deal of coordination and negotiation.

The focus_of this subproicct 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-
oiogies 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 methodologies, to design a comprehensive 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 than the lack of any other resources
{e.g. money) that has limited the health system's effec~
tiveness,

Simpiy put, manpowcr planning is the process by which
future demands for manpower arc matched against future sup-
ply of personnel in order that there is neither an under-
supply nor an 7 unaance ol health staff. While manpower
planning is not vifficult in concept, formulation of the
wlan oiten proves oo be a tedious task. This is true pri-
marily because planaing must rely on accurate information
which, in wo.t countries, is noc forthcoming. To understand
the componencs of the manpower planning process let us look
at a model suggested by Baker, et. al.“*:

1. “upply analivsis: measuring the current supply of all
types of health workers in some detail.

9. oaker, T.D.,'Heaelth Manpower Planning', Chapter 10 in

“waltn Planning,william A. Reinke (ed.), The Johns Hopkins

vniversity School of Hygiene and Public Health, 1972.
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2. Projection of supplv: projecting 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: evaluating the effective economic
demand for health services from both the private and
public sector.

4, Projection of demand: projecting the effective eco- |
nomic demand forward to the 10 to 20 year target dates.

5. Productivity: estimating 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 the 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 vital tc¢ the development of the health infra-
structure in Indonesia, AID intends to provide a long term
consultant to assist in its establishment.

In addition to manpower planning, manpower management
within the Ministry has also proven to be a constraint on
the development of an adequate cadre of workers.

: In new initiatives such as the ''young doctors'' program,

for example, the operational aspects of the program may in-
validate what otherwise may be a solution to critical man-
power needs. For this reason, the second part of AID's in-
put is addressed not primarily at planning, but rather on

the development of a functioning personnel system to coordi-
nacte with and support new health manpower planning initiatives.
Technical assistance, therefore, will be offered to the
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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
health personnel because adequate personnel records are not
kept. Doctors who have been assigned to rural areas for a
three-year tour are often lost in the personnel record sys-
tem and are not transferred on time; the resutc is that many
leave Government service in frustration. Personnel place-
ments are not systematically undertaken since there is not
enough information available to allow for reviewiang of eli-
gible applicants.

To correct this situation, AID intends to assign a long
term consultant to the Bureau of Personnel and theBHP. 1In
conjunction with the manpower planning task, the consuvitant
will assist in the design of an operatiornal personnel sys-
tem that will track each employee in the Ministry, catalogue
their skills and status and provide timely health manpower
planning information. The primary focuc of this system is
on management, the operation and control of manpower working
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 exists 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/dimand, 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 cuantified targets for manpower re-
cruitment, placement and training.

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

- Manpower section of annual budget is developed exclu-
sively by BHP staff with no loss in quality or ana-
lytic content.

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

There is an improved personnel management system functioning
at the Bureau of Personnel. 1Indicators of this will be:

- An up to date file on ail MOH personnel.

- Regular personne. statistics are produced for manage-
ment and plannin. purposes.

- P
W

sonnel assignients and {ransfers are carried out

r $5iy
th the assistarnce or the personnel system.,

o
2
i

- A "tickler" file report of upcoming personnel action
is produced monthly or quarterly,
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Planned Qutputs

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 performed

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 manpowcr in the country, both for-
malized c¢ducation/training organizations and tra-

ditional nealers (amidwives, etc.).

Analysis of aliternative strategies for manpower utili-
zaticon inciruding:

- more cificient organization structures.
- redefinition of job descriptions.
- use oi traditional ncalers,

- use and development of aliied heeclth personnel
(extension workers, etc.).
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.Financial analysis of manpower strategies at the central
and provincial level.

.Projection of education/training needs.

.Development and analysis of strategies for recruitment

and maintenance of personnel including incentive schemes
for rural service.

.Descriptive analysis of personnel system focussing on:

recruitment policies

transfer policies

H

payment/incentive 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

- function

- skill level
- training

- location

- status,

etc.
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.Implementation of the system through coding and manual
operations for all central personnel,

.Specifications for the computerization of the above sys-
tem focussing on time requirements and cost of imple-
mentation,

.Implementation of the computerized system.

.Development cf reports for management and planning in-
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 with 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.

Short Term:

Definiticen of th
pendent on the spe

e short term inputs needed is de-
REN

consultasts, Cheir st
ot

oackgrounas of the long term
sths and deficiencies, and the
absorptive capacitcy : since siort term con-
sultants can prove to be a 1in on understaffed Minis-
tries, THL tollewing consultants are the most likely

o
=
jab)

~ oneé health marpower plauner who has worked on the prob-
lems of healch manpower dcevelopment in developing coun-
tries.

ae heaith economist who has assisted in the analysis
’d financial assessment of international health pro-
cts,

l_; p_) (‘x



TASKS
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TABLE 1

ASSISTANCE TO BUREAU OF HEALTH PLANNING

ORGANIZATION

Formulate Plans
(Formulate Manpower WHO
Plans)

Coordinate at National/
Center/Provincial AID

. Prepare Annual Budget WHO

. Monitor and Evaluate

Implementation

. Assist in Planning

for Improved Manage- AID
ment Efficiency in
MOH

. Collect, Analyze and

Present Data WHO

. Collect and Analyze

Data NIHRD

. Management Infor-

mation System De-

velopment 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 consultant
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- one personnel specialist who has developed personnel
systems for developing countries and, if possible,
has worked in a health setting.

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

Local Costs

Data processing services = 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 Statistik (Central Census Bureau) or
through a personnel data collection system to be established
in the project. This sub-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 and methodologies at the Provincial level.

- By the training of provincial planners and program dir-
ectors (e.g. CDC, community health, medical care) and

their staffs in the improved approaches and methods.

End of Project Status

The project purpose is to strengthen health planning and
valuation approaches and methods at the province level. Con-
itions which will indicate that the purpose has been achieved
e the following:

A, D

om

Lo e e e
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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 plan and schedule exists and is
being followed.

-~ progress~-to~-date information is current, is displayed
in a clear and concise format, and is being used to
make managemeni decisior.

Planned Jutpuis

The proiect outputs include the following:

1. 4n improved management svstem for planning and evalua-
tion within oo provincial health offices. Indicators
of this improved management are the tollowing:

- more precisc job ceserintions ¢xist ror all persons
within the proviaeia. neaith ofiice who are involved
in plarring and/or evaluation

- more preciie work schediules exist for all persons
involved in proviacial 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

An improved data collection system for the gathering
of planning and evaluation information.

Indicators
for this will mainly include:

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

.health status

.physical and biological environment
.cultural factors in health

.herlth delivery outputs and inputs
.expenditures

.policy needs at province and local levels

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

.demographic trends

.special sceial and environmental factors
.economic trends

.health marnpower

.poiley necds at central level

Improved mcthoeds for forecasting of provincial health
problems anc nceds. Indicators for this are:

- improved intformation on need and demand for health
services 1in the provinces
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- an improsed 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

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

Improved methods and approaches for cvaluation.
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
coilection schedule for each indicator, how the
information is to be collected ana who will collect
it, and the costs of the evaluation process.

A planniag and evaluation manual for provincial level
workers (draft) is developed.

At leas: 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 workshop 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

Personnel

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 skiils 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 consultant with specific skills in
training course deveiopment to include cexpertise in
all aspects of curricuium development (objective
setting, feaching methods, education evaluation).,
This person will be nezded for three person-months in
years one and two pevson-months in year three (one
trip in year 1, two trips ian year 2 and 3).

- One shovt-term consultaut with specific skills in
healtn planning and evaluation content in the develop-
ing country sicuation to collaborate in determining
specific planning and ecvaiuation indicators at the -
provincial level. This person will be needed for one
man-montn per vear of the project.

- Two 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 $100,000/yr.

1 health manpower planner

1 health manpower management specialist

$200,000

(b) 35 man-months of short-term consultants¥*

5 consultants x 7 mm x $10,000/mo.

1 health economist

2 heailth planners

1l statistician

1 health planner/statistician

$350,000
(c) 9 long term fellowships x 12 mo.
ea. x $1,000 per month $108,000
(d) 1 long term fellowship in statistics
x 9 months x $10,000 per year $ 10,000
(e) In-service training at rezency/
provincial workshops $23,000
(f) Translators for consultants at
provincial level $ 1,000
(g) In-service training in software $ 4,000
(h) Block grant* for archiving of data
and development of health data
module - 300 hours x $120/hour $36,000
(1) Commodities S 6,000
Sub-total (a - i) $674,000 $64,000
TOTA ., $738,000

*others as needed through APHA
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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 Repelita III, the National five-year plan, it
is important to link this project's schedule with that of
Repelita TII. 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 as
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 formulation phase by April 1, 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 program 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 linkages 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-vear plan, the health manpower
planner and o short ferm manpower consultant initially will
undertaxe a functronal analysis of the health system and
will dewvelop job descriptions for each of the health per-
sonnei. Since Lime wiil be & comstraint, the analysis may
have <o e done 1n two phases, the firsc, a "guick and dircy"
phase o insure inciusion of some manpower inputs in Repelita
III, toe cscecond 2 wore roifined and methodologically pure
analysis. Beginnin? in April, the health manpower plan may
be more closely cooriinated with the project formulation for
Repelita III. Projections will be developed and utilized to
form an inicial sct of manpower alternatives that subsequent-
1y can be analy:zed, 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

The 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 design specification, detailed forms, procedures
and operational orders, leaving six months for implementation
of the syscems. The scersonnel svstems initially will focus
on staff directly uader the contro: of the MOH and then, de-
pending on the feasibility, expana to encompass all health
workers, A decision wiil be made early in operational year
two ag to whether computerization is cost effective, with
the sctual computer programming (if this is the decision) to
be carried out during the last half of the year.

Opera~xonal Year Thoe

There will De conifinueld need to refine and revise the
Lealtn wanpowes pilasn, s wiliil aii health plans, during the
armual bucger ¢xercise. Overational Year Three will be the
first year in which ali the manpower planning methodology
will be in place. AID inputs wiil focus on problems that
occur 4nd on moaifving unworkable or cumbersome techniques.

Documentcatcion oI the healch manpower planning process will
Le cocuploted auring this year.
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The personnel management system will be operational,

but will still need support as decision makers within the
Ministry become familiar with its use. The operational pro-
cedures for modification and revision of the system will be
analyzed along with the ongoing process of file maintenance
and reporting in order that more efficient procedures may be
instituted. Continued support will be necessary as (if) the
system expands to encompass all health personnel. 'In this
case, the level of wanagement and complexity of the system
will increase and will,therefore, require increased support,

b. Provincial Planning

Six to ten provinces will be chosen by the Bureau of
Planning to receive assistance under the Health Planning Sub-
Project, either through U. S. participant training or through
provincial planning 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 spent in development of the im-
proved planning and evaluation methods. Two provinces will
be selected and project staff will make at least two trips of
not less than tiiree weeks each to these provinces. They will
do an in-depth analysij of planning and evaluation problems
and from this analysis |\determine priority areas where improved
planning and evaluation| methods can be most helpful. Follow-
ing this analysis, desipn work and pretesting of the new ap-
proaches will occur, anll then further revisions will be made
to ¥it the methods specilfically to the problems uncovered.
In support of this effoxnt, necessery data for provincial
planning will be identiflied and initial steps in the estab-
lishment of a planning ahd evaluation data system within these
two provinces will begin|

To assure that a wide range of problems is uncovered, the
two provinces will be at different stages of development. One
province will be a ''most developed' province and the other will
be a '"least developed' province.

In the last one-third of the firit operational year, the
cevelopment of training materials will begin so that trainirg
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courses can be offered in the szcond operational year. The
training course material will 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 the new methods are
imparted to the participants. The second activity will be
to visit two new provinces and repeat the process uced 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 determined and initial steps in imple-
mentation of a planning and evaluation system for these two
provinces will begin. Since the specialist methods should be
more efrficient during this second iteration, another formal
training course can be given in this second group of provinces
before the end of operational year two.

he cnird ma;or activity will be to revise the curriculum
Ltics « tirst training course based
ing and evaluation problems may
; . provinces, new material may
alsc newd o oo developed waich nas special application in

-

ftne secoad LTaLmiing CouTse.,
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The fodrin activity will be to revisit the first group
of provinces on a periodic basis to help with the application

cZ the improved methods and apprcaches to the actual plan-
ning <o r undertaken. Tnis revisiting process will also
help crarizfy zny problems enc ouﬁtelad in the application of
the now 3kilis to thoe "real world. rarther implementation
(S deca system 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 nrovinces will be analyzed
and improved methods for planning and evaluation will be
developed, By the end of year three, this third group of
provinces will receive the formal training course. The first
and second group of provinces will continue to be revisited.
Both groups one and 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-
ialists will concentrate on improving the actual management
of the planning process within the provincial health offices
with specific 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 Jevel and for information needed from the provinces
for central planning.

From the aforementioned work and from the training course
materials, a provincial planning and evaluation manual for
provincial level staff will be produced in draft by the end
of year chree.

2articipancs

¢ orovincial health plamnners will be sent for long
term craining (12 months) in health planning. Selections
be made very carefully by set criteria: current posi-
tion n health planning, eligibility for transfer, eligibi-
r overseas training, ctc. Three have been selected
278, and it is estimated that three will be sent in 1979
0
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¢c. Evaluation Plan

The evaluations of this project will occur annually and
will consist of establishing that the project is progressing
acccrding 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
nroject status' and 'outputs" indicators in the logical frame-
work.) The following baseline 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 quality 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 followea

- display and use of evaluation information for
management decisions

(3) An assessment cf management of the planning and eval-
vaticn process 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
repert 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 and will be assisted by the long-term consultant, provin-
cial officials and the short~term consultants. Close colliab-
oracion wiil be msintained with the Center for Educatior and
Trainiig of the MOH in the areas of curriculum development
and educatiornal cvaluation. 1t is hoped that the Center for
Educatioa and Training can supply some consultant help in the
actuzl work of the project, but realistically, CET has a very
heavy commitment to 1¢s own present training responsibilities
and that 1s wihy a snorvc-term consultant in curriculum develop-
ment 1s necced,

- (0

The B! will also be coordinating its efforts with the
National Institutes for Health Research and Development with
regard to 1ts date system needs as the Serang and Brebes In-
ocration System projects will be developing reports and in-
ormacicin Jicws that will strengthen the provincial planning
and cvaliuction informacion base.

Vi H
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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 expert
who visited Indonesia in the summer of 1977 tc review train-
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-
ject implementation. The BHP and the CET were named by the
Secretary General of Health as the two best administered
departments in the MOH last year. The BHP has become the
focal point of central MOH planning as well as coordination
of planning with the provinces. The BHP has also dorz most
of the resource allocation planning and maintains a working
relationship with the Ministry of Finance.

A.1.D.

The AID role in this project does not entzil major ad-
ministrative responsibilities. AID/Jakarta will monitor pro-
zress through yearly cvaluations and will offer administra-
tive as:istance . the consultants or consulting groups. The
burden of coordinacion with tne oth. r international donors,
primarily WHO, will rall upon AID. At present, although there
zre a substantial numbor 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 Oryanization of the NIHRD

The 1974 DAP describes the genesis of the re-
search arm of the MOH. 1In the 1974 ministerial reor-
ganization, the research branch became the Natjonal In-
stitut:= of Health Research and Development with the''ul-
timate purpose...to assis* decision-making regarding
strengthening of health services."

General plans for research activities of NIHRD
as determined by the policies of the five year develop-
ment plans and work actually proposed tc¢ or by NIHRD is
said to be judged bv its relevance to national health
policy. 4 workshop in July 1973, prior to the implewen-
tatior of Pelita II, outlined some nine general areas
for research. These were: a) development, adaptation
and testing of methods for planning, programming, man-
agement and cvaluation o:f projects; b) implementation of
action oriented epidemioiogic studies on diseases of ac-
tual or potential importance leading to the development
of control measures; c¢) development of health informa-
tion systems; d) study of hcalth care delivery to identify
and test alternative :pproaches, develop medical care
and czher technolcgzics uservice packages), improve re-
ferral systems, identify and test administrative pro-
cedures, studv che role of cthe private sectour, study and
ident " the rolce of Zraditional treatment practices and
thels rolatiornsnips to the public health sector:; e)

icewncificar.on 0oL waws Lo improve coamunity awa:eiiess
and parcocisation 3 aealth programs anc measurement of
communitc. oehavior .an satisfaction in relation to ser-
vices provided; £ developwent of training procedures
ncioesing rast analysis, definition of cducational ob-

cnent of teaching aides and methods of
evalitating resu'is of Tvaining; g) study of inter and
incrasecccoral weiotion ships; h) studies to identify or-
ganization, adwministracive and managerial problems in
order to improve the functlcoritng of all levels of the
heatoi systew: and 1) study cad develop methods for drug
suppiy meregement, includiny priciang mechanisms.

. . .
TEOT A2 g ST Y
JeleivVes , duw
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Similarly, general areas for research emphasis
have been tentatively identified in the preliminary process
for Pelita III,

The NIHRD, as such, is now only three years old,
although some of its constituent Centers antedate its es-
tablishment. The current organizational structure was set
up in 1974, As a whole, the institute should still be con-
sidered in a developmental phase. Some of the Centers did
not come into existence until 1975 and some have not yet
reached authorized 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
cooperation with research units ip universities. The
director is a physician with Director General functions
who reports to 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 budget, finance and
personnel services. It also processes documentation for
intra- and extramural research, manages the administra-
tive aspects of international assistance, assures that
reports are received and issued, produces documentation
for meetings and handles the Institute's central library.
A small data processing unit is also included within the
Secretariat to serve research centers in Jakarta. The
head of the data processing unit maintains liaison with
data processing firms in Jakarta.

c) The Center for Biomedical Research. This Cen-
ter is primarily involved in laboratory research although,
through its relationship with the Communicable Disease
Directorate, it also provides laboratory backup for epi-
demiologic surveillance., It is responsible for biologi-
cal standardization and is currently involved in standar-
dization of DPT and BCG 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 incluce basic research and tralning on
the immunology of filariasis and hockworm and on control
of dengue hemorrhagic fever. 1In 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
common health problems like hookworms and vector borne
diseases such as malaria. Control methods may include
variouy 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 of Physical Environment. This
division supports the CDC Directorate's Research efforts
to help improve rural water supply and waste disposal
systems. I1t& develops and tests standardized designs for
these systems uncer a vaviety of environmental condi-

tions. The Division is «.iso responsible for developing
strategies f{or moniioring enviroamental pollution in
cities and industria. araas.

33 The 2ivision of Heaich Management Studies.,

This divaisiocn Is lesporsivie for investigating and de-
veloping ideas for manazemcnt of health services at the
natior«i level which way have later applicability at

the local ievel. Thus, the Division is assessing health
insurance schemes and other methods and sources for fi-
nancing of heaith services along with such matters as
the effect of physicians’® incomes on their satisfaction



.

with assignments in rural areas.

4) The Division of Evaluation and Systems De-
velopment. This division conducts surveys and studies
(such as the national houschold survey on nee:, demand
and patterns of usage of hcalth services). They also
conduct studies on causes of mortality and morbidity.
This Division is currently working »n+ frhe development
of health planni.gz and also in the dcvelopment of a
management information system.

e) The Institute of Health Services Development.
This institute i: located ir Surabaya, East Java. 1t
is concerned with investiga..ons into methods of health
service delivery at the rv.gency and local levels., Re-
search is currently under way on the potential role of
village health promotors in primary health care., Inves-
tigation is also being conducted into factors which
appear to - ontribute to the success of and to the insti-
tutionalization of priwmuary health care schemes. A man-
agement information system is being developed by this
institute. A WHO consultant who is presently working
with the Insticute has completed a manual on child care
as a part of a proposed scries of health care packages.
This Institute also conducts courses in healtli planning
and in operations research and systems analyses for de-
signated Health Ministry personnel and university staff
members.

f) The Center for Nutrition Research and Develop-

mnn i Tha Conror condnectae onideminlacae hinchiomiral and
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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 the 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 Cenier. The intent of this section is
to describe the procedures generally followed. These
are:

1) 1Idea generation - Specific research ideas may be
obtained in a variety of ways. The Head of NIHRD and
staff members of che various Centers, through their for-
mal and informal contacts with the user community, iden-
tify topics requiring investigation. The NIHRD also
holds conferences and workshops during which research
ideas or requirements may be identified. Annually, the
NIHRD circuiates a letter to MOH directorates and bureaus
and to universitics 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. Ideas may arise
from reports oi ongoing health programs in other countries,
or from 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 other 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. 1In 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 adequacy 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-
deraticn of methedolegy, 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 statistician who is
currently providing consultation on requests and USAID
consultants, when available, are sometimes asked for
advice. NIHRD, together with WHO consultants, have de-
vised a proposal review format ; howcver, it appears to
be not totaliy sazisfactory and NIHRD is still seeking
ways to improve 1t: review process.

s final selection of preocposals for funding is made
after the budget ceiling for NIHRD is made known by the
Ministry of Finance and Bappenas. Funding is never suf-
ficient to cover ail research proposals. In the final
re-screening process, preference 1is given to continua-
tion of projecis alread~ in process and to externally
assistud projects for which the GOIL is commited to pron-
vide 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 implementation - After a project is fun-
ded, a detailed research protocol must be prepar=d and
reviewed within the niewvarchy 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. Tor research grants macde to investigators
outside NIHRD (e.g. universities), a limited advance of
funds is made with further funding contingent 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 projects is usually at the level of at least a sub-
division head. Under present regulations, an individual
can be principal investigator for only one project and a
co-investigator for cwo additional projects, although
this pattern is uncommon. Many members of the NIHRD staff
have administrative dutics which can be very time con-
suming, hence their 1ull-vime involvement with a single
project is rare.

Under the GCI system, research workers receive an
honorarium for each research project in which they are
involved,with a sliding scale of payment for principal,
co-investigators and support staff. Thus, there is
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incentive for involvement in a number of projects si-
multaneously.

4) Dissemination of research results - The contract,
or authorization, for undertaking a research project
usnally specifies that a final report will be prepared.
Results may be published with the consent of NIHRD which
seems to be freely given. NIHRD itself publishes a semi-~
annual journal, Health Studies in Indonesia. Project
results thought to have wide interest may be offered to
othcr profecsicnal 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.

¢. Major Constraints to Research Performance in NIHRD

The lack of competent support staff places a heavy
burden on investigators since 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 data processing and analysis, interpret results,
and prepare final reports.

Delays in projcct implementation are common. Some-
times funds arc not released according to the planned
schedules and cxternal events, such as national electiosns,
alter proposed plans for field work. The project plan-
ning phase zometimes does not give sufficient attention
to data processing and analysis requirements so that
final project reports are delayed while processing and
analyses are arranged.

Although wmany investigators are well qualified in
their substantive ficlds, 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 other perennial problems which, realistically,
probably will not be resolved in the next few years and
upon which external project assistance will have relatively
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 that they must work at more than
one job. Under these circuustances, full-time involvement
in research is impossible¢ and there is a resulting loss of
productivity.

Some existing constraints on both 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 most crucially at the proposal and proto-
col review stages, when critical decisions are nade
which will govern project implementation, analysis,
interpretation and, ultimately, the potential applica-
bility of research results.

b) Lack of sufficient manpower. There is a
dearth of trained middle level manpower in NIHRD.
Some of the heads of units have had technical aca-
demic training, but others have had only on-the-job
training with guidance from senior staff, and are in
need of academic training in substantive and method-
ologic fields. Since Institute and Division Chiefs
must spend large amounts of time on management and
administrative matters, middle level personnel must
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be strengthened to provide for continuity of current
projects and, in the future, to allow middle level
staff members to assume the roles of principal inves-
tigators.,

c) Lack of research support staff. There are
approximately 60 individuals in NIHRD with baccalau=-
reate or technical school educational backgrounds who
perform a variety of support functions for research
staff. Most have received on-the-job training but
few have had specific training in skills needed to
adequately support the work of professional research-
ers. Increased skills are needed in such areas as
training, supervision 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. Abilities in these fields
would relieve investigators of a great deal of rou-
tine work and increase the productivity of NIHRD,

d) Problems in data processing. A recent report
of an AID consultant, Mr., Duane Thomas, outlines some
of the problems faced by NIHRD in research computing.
In synthesis, the problems include insufficient under-
standing of analytic methods of data processing re-
quirements, éand lack of knowledge about available
alternative methods of handling data, such as the
use of standardized packaged software versus spe-
cially prepared computer programs.

e) Insufficient utilization of extramural re-
search resources. Thus far in the evolution of
NIHRD, emphasis has been on the development and uti-
lization of intramural research skills. This approach
unnecessarily narrows the base of research efforte.
The potential contributions of Indonesian universi-
ties *o the acquisition of information needed for
implementation of the national health policies has so
far been insufficiently exploited.
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2, Detailed Description/Background

The Health Research and Development sub-prciect 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 that progress
toward achievement of the original project purpose was slight. Project
230 was not, however, a failure. The evaluation concluded that USAID,
in effect, had invested $373,000 "in order to gain & better under-
standing of the present capacity of NIHRD for undertaking policy based-
research., This project represents funds well-spent for the identifica-
tion of future programming needs although the original project purpose
has been met only in part." The 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 sub-
projects. Prior to completion of the project, at least general guide-
lines should have been established for prioritization of various studies
and pilot testings.

In its summary of unexpected benefits obtained under Project

230, the 1977 evaluation concluded, nevertheless, that the project had,
"highlighted the need within NIHRD for extensive staff upgrading
to develop the basic research skills and capabilities that were
assumed to already exist in the original PROP. In reviewing the
progress of sub-project activities, it is apparent that the
absorptive capacity of the NIHRD to utilize foreign assitance to
carry out research is limited by four major factors: (1) a shortage
of qualified research manpower, (2) a need for facilities (software,
technical staff and hardware), (3) an inadequate compensation scheme
that would encourage research personnel to devote full time to a
manageable number of projects, and (4) a responsive and competent
management /administrative system to support research and development
activities. Thus, the primary purpose of the PRP for Fy 78-80 for
Health, Training, Research and Development will be to strengthen the
NIHRD's capacity to perform its assigned//responsibility by addressing
each of the limitations above. An exteusive research manpower
development program and U.&.! and in-country training, along with
research apprenticeships, will be used to accomplish this purpose.

Sur-project purpose, outputs, and inputs are discussed below.

a. Sub-project Purpose

The overall goal of Project 273 is to improve the health status
of the Indonesian people with emphasis on assistance to lower income
groups in rural areas. Experience in Project 230 has shown that the types
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of research undertaken by NIHRD are vital to effective and efficient
delivery of health services, given the constraints under which those
gervices have to be delivered in Indonesia. The major purpose of this
sub-project is to strengthen the capability of NIHRD to undertake high
quality research geared toward high priority plenning and policy issues
and toward 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 besn met;

Appropriate numper of NIHXK. star? will be adequately
trained both in substantive Tields and iu research
methcdology to insure NIFhRI's atvility to carry out
increased amounts of high-quality research.

Yy oIn

n

An appropriate numver o high=pricrity research prolect,
both in the planning and policy area and in the services
delivery area, will be completed or in progress at NIHRD,
and the quality of tnese researcn projects wiil ve acceptable.

Data processin: procedures aicjuate to support these
research nrojects 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: With objectives of
NIHRD, and w.th research quaiity standards,

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

An extensive program of research manpower de-
velopment will be undertaken to improve staff
capabilities within NTIHRD.

Technirzl 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 methodologic fields both in-country and
in the United States, as well as short in-country training
courses supported initially by short-term consultants. Pre-
liminary planning in both these areas has been comnleted by
NIHRD, with assistance from USAID. Although these plans
cannot at this time bec¢ considered final in their minute de-
tails, illustrative inputs are as described as follows:

Long-term training fellowsnips 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.H., 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 and 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
preliminery oral examinations usually required
for Ph.D. candidates.

On return to Indonesia, the participant will be expected
to carry out a research project relevant to an Indonesian
health problem which hopefully will be acceptable as a doc-
toral thesis.

The twelve month course may vary according to the par-
ticular institution chosen for 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 sciernce in health research
systems analvsis/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 management policy
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Most of the people selected for long term training will
be middle level staff. It is expected that once they receive
training in the various research methcdologies they will act
as national consultants and resource persons for other staff
members of health institutes., It is envisioned that partici-
pants may also serve a2s consultants for projects of other
principal investigators. 1iIn addition, each U.S. trained re-
searcher will have his own project and will develop its de-
sign with assistance from Coasultants as needed.

The tentative plan for long-term ar.d short-term
training, and their tentative schedule is as followse

FELLOWSHIP
Fellowship Number 19781 1979 1 1980 | 1981 { 1982
Survey method 2x22 mo 1 1
Multi var. anal. 2x22 mo 1 1
Systems anal. 1x12 mo* 1
1x22 mo 1
Behavioral science 1x22 mo 1
Health fiscal anal. | 1x22 wmo 1
Research epidem. 2%22 mo 1 1
Health service res. § 2x22 mo 1 1
Entumolo sy 1x12 mo i i
} i
Bacteriology ;Ix1Z mo 1
F ;
'O the Job training | 2x10 mo 1 1 1 1
20: data proc0osing*ﬁ
iand analysis !
iUndesignated }2x22 mo 1 1
1
ESTIMATED TOTAL COST: 362 mo 7 6 4 2 1
S5 2000
*Exte. sice of i2llowship providec in Project 230,
**Two Zvilowships already provided in Project 230.




It will of course be some time before the effects of
long-term training will be felt in ‘the research results of
NIHRD. 1In the short-term, however, a comprehensive series
of short courses in research methodolcgies is planned. Some
of these courses will require the services of short-term AID
consultants both in course development and teaching. It is
anticipated that as participants return from long-term
training, they will take over training and ¢ounseling func-
tions performed by AID short-term coasultants during the first
three years of this sub-project.

Short-term courses will be given in the following meth-
odologic fields:

design of field experiments (research process)
survey method

behavioral science in health research
analytic epidemiology

health fiscal analysis

multiple variable analysis

The students for these 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 and long-term consultants plus coverage
of some local costs.

The second important compenent of assistance to NIHRD
will be the doeveiopmeat of data processing capabilities with-
in the institute. In order to adequately support research
activities, NIHRD's Research Data Processing Sub-Division re-
quires increased casability in the areas of sampling, field-
work, coding, and daca processing. These skills are to be
developed throuzh "hands on'" e¢xperience processing data,
using stanacra ''canned'" software. Currently, all NIHRD data
processing 1is contracted out to external organizations, since
NIHRD does not have computer facilities capable of handling
sogial science survey data analysis.

In order to obtain first-hand data processing experience
and training, it is expected that the NIHRD will utilize time
on computer facilities in Jakarta, which are large enough for
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analysis of social science surveys. A block grant for pur-
chase of computer time will be provided to support NIHRD
data analysis activities.” This grant also will help ensure
the rapid analysis of data and will assist in accelerating
the completion of on-going research projects.

In addition, a short-course will be given in the metho-
dologic fiela ~f data processing. As with most other short
courses, outside consultant assistance 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.

Through in-service courses and technical assistance on
specific projects a cadre of ''research' assistants will be
trrined, 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 cn 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 techniques for survey sampling. They also handle
field travel 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 than under the present situation where princi-
pal investigators must do almost everything.

The third component of assistance that is being provided
in this sub-project will be specific assistance to substan-
tive NIHRD research projects. This assistance will include
grants to cover local costs and commodities as well as short
and long-term consultants.

Among on-going projects (financed 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 health
center) program.

Epidemiologic research in aengue hemorrhagic
fever.

Research on the applizcacion of programmed learn-
ing techniqu=s for teuaching simple health func-
tions to village-level personnel

It is, of course, not possible to identify all the new
research 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:

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

Health service delivery rescarch that is con-
cerned with improved methods and infmsructure
for cdelivery of tho:¢ services; and with health
services management and ifinancing.

Examples of possibie auvw rescarch projects are as
follows:

A scconu natioral sample household survey with
refine. methodology:. 1o is suggested that such
a study be undertaken in 1978 or 1979 to provide
baseline data for Pelita IIT. This would be a
national sample survey that would be useful to
health planning, transmigration planning, ctec.
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Descriptions of prevalent disease patterns by
areas, particularly for use in planning health
services in transmigration areas.

Epidemiological studies to identify appropriate
intervention measures to interrupt transmission
of important communicable diseases such as
malaria 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 water
supply including special problems encountered in
water systems for coastal and tidal areas.

Comparative studies of existing pilot projects to
identify key factors for effective community
participation in health programs.

Appraisal of safetv, relative costs and effective-
ness of drugs to develop useful formulary for non-
medical health auxiliaries.

Study of existing patient referral systems to iden-
tify ways of improving them.

Operations ’evearch studivs of Lunctions and staff-
ing putcerns ol health centers and sub-centers.,

Studivs 0L uaili costs in healtn ceonters.

Studies o7 the reasons Lor low utilization of
healch cencter.. in face ol obvious needs. (to be
linked to Houschold Survevys).

Based on experience gained in Project 230, and on the
judgement of USAID short-term conctuliants, it is estimated
that the average ycarly cost of these research studies
{(exciuding long and short-term 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 research personnel and coordi-
nation of the work 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 projects. Some nf 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

S.T.C.

Experimental design

Survey method

Data processing

Multiple variable Analysis
System Analysis

Behavioral science

Health Fiscal Analysis
Epidemiology

Undesignated

Cost 44 x 10,000 = $440,000
L.T.C.
Research design & analysis

Management science

Cost 5 x 100,000 = $500,000

TOTAL 44

4 x 12

1 x 12

TOTAL 5 x 12



1978

TENTATIVE CONSULTANTS' SCHEDULE

1979

1980

1981

1982

JFMAMJJASOND

JFMAMIJASOND

JFMAMJIJASOND

JFMAMIJIASOND

JFMAMJJZIASONRND

Design Fieid Exp. 5 mm
Survey Method 5 mm
Data Processing 5 mm
Multi.Var.Anal. 5 mm
Systems Anal. 3 mm
Behavioral Science 5 wm
Health Fiscal Anal 5 mm
Epidemiology 7 wom
Undesignated 4 mm
TR 4%
___§ 440,000
Research Design
& Analysis 4 yrs.
Management
Science 1 yr.
TOTAL € yrs.

$ 500,000

— ~—
> —
Lo «—)
— —
—
— —
— —
> > P
— —
“— % —
— -~
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The illustrative budget for the entire Health Research
Development sub-project, then, is as follows:

Hidpet sub-project R & D

Short term consultants $440,000
Long term consultants 500,000
Fellowships 362,000
Ic-country courses 51,200
Research projects 847,000
Local consultants 4,000
Internal tellowships 6,000

TOTAL $ 2,210,200

c. Sub-project Outputs

The tollowing tanygible outputs arce expected from

the Health Rescarch ane bevelopuent Sub-project:

Nine NLHRDD stots vwsnibers trained in research
methodolopic arcas ot the doctoral level

Thirteen NInRE statt members trained at the
master's toevel

Suext s MIHRD seatl awenbors trained in substan-
cive and e thodologic arevas through the short

COUrTse plogtan

Thirty rescarch assistants will be trained in
data processing and survey methods

Improved data processing procedures (use of
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packaged computer programs for analysis of data,
reduced time lag in processing of research data,
increased use of middle and lowver 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 tc 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 achievingz the ultimate goal of providing
badly needed health services for Indonesia's hordes of poor
people.

3. Health Research Sub-Project Implementation 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 provide 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 & professor of International
Health from Johns Hopkins University).

1) Responsible Parties:
a) The NIHRD will be responsible for:

Nominating trainecs from within

the institution and from the universi-
ties to undertake lorig term training

in essential areas of research methods
and in substantive fieids of health re-
search; and providing training to im-
prove their proficiercy in the English
language.

Proposal development «nd implementation
of high priority health research pro-
jects with major focus on heaith prob-
lems in rural communities.

Encouraging universities to suggest
health research proposals to NIHRD,
and menitoring of extramural research
tc encourage sound imnlementation and
completion on schedulc,

Providing office spac# Lor consultants,
handling managcrent a:pects of short
training courses and encouraging ex-
tensive use of consuitants as advisers
by N.HED staff members on research pro-
ie.- cesign and implementation. The
NIHRD is responsible for both intra

and extramural health research, as well
as for in-country research training

that will be financed under this project.

- —
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b) USAID/Indonesia'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 AID/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 health research
projects. (Consultants may be used to carry
out technical review of project protoccls).

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

c) AID/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 annucl progress reports on magnitude and 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.
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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 will 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 operations (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

Background

Development of the Sub-Project:

USAID 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 purpose 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 program); 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) Assess problems and constraints in development
of both provincial health education programs and
central MOH health education program guidelines.

(4) Help identify zuidelines to be followed in pro-
ject dcevelopment, 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 neaded.

The consultation centered around the drafting and re-
finement of a National Health Education Plan which could be
foliowed by the Directorate from the present time through the



end of Repelita II1 - 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 tiieme for Repelita III is
"Communication and Participation."

(3) The development and refinement of basic models in
health education which will be demonstrated in key pro-
vinces. If successful, these models will be replicated
in other provinces and uised 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 evaluation, and policy analysis.

(5) The design and implementation of a national survey

to determince the cffectiveness of health education efforts
during the {ive vears of Repelita III. This would in-
clude tae collection ol Pre-Repelita III baseline data,

a mid-Repelita IIT measurement, and a final end of
Repelita 1III survey. No otner country has ever under-
taken such an cifort, but the GOI has an excellent oppor-
tunity to incilude 1c¢ a5 a part of its program.

(6) A study to dervermine health education manpower needs
will continue throupgh Repelita I1T, which will include

alternative strategies for meeting those needs.

(7) The develorment of '"National Standards for the



Preparation and Practice in Health Education' to im-
prove practices and to be used as a basic policy instru-
ment for the guidance 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 stens to be taken.

b. Previous Training and Experience of Health Educatcrs
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 U. 3. 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 Indeonesia. By the end of 1978, approximately
60 health educators will have been trained. One health edu-
cation specialist was to have been placed in cach of the 27
provinces by the end ol CY 1976. Such specialists are now
located in all provinces cxeept West Nusa Tenggara, Lampung,
South Sumatra, 3outh walimantan, Bengkulu, South East Sula-
wesi, Irian Jaya ana E. Timor.

Prior to overseas degree training, each participant under-
went three phases of in-country training: (a) a basic orien-
tation course in fundamental principles and theories under-
lving oublic health corcepts and health education, (b) a work
experience in health educacion and (c¢) English language train-
ing. Tne work expericnce was located in the province of West



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 prcgrams; 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
community health programs. During this training, students
worked with a heaith center worker and conducted a functional
analysis of the worker's job to explore possibilities for a
greater nhealth education component. Prior to this project
in 1970, Health Education units in the provinces were estab-
l1ished with Ministerial Decree, and a staif was appointed to
ce responsiole for the Healch Education development activi-
ties, within the limitations of nealth activities and facili-
ties. 1In particular, each regency was assigned one health
education coordinator wno was responsible for health educa-
tion in the area. Usually these coordinators were male nurses
or health controllers. Some had 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 taking 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 personnel 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 cthers 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 trained personnel who have been placed in the
three provincces visited by the Consultant are conducting
many workshops to train others in health education meth-
ods. Activities discussed during provincial visits in-
cluded the following:

(2) Trairing programs for health education coordi-
nators and support staff at the provincial staff
level - up to threc months of intensive training and
supervised field experiences.

(b) Short-term (2-day) workshops for the following
health personnel:



-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.

(¢) 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 courses 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 are seven provinces that have not yet been
assigned a health education specialist, because of unresolved
staffing issues.

Even 1n sowe provinces where specialists have been
placed, the resolutions of organization and staffing issues
are not complete.

(4) Lack of previous experience with the Minstry of
Health has 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 '"locai level' ex-
perience in health education (regency/puskesmas level). This
lack of basic experience may be difficult to overcome 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 can 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. Still, enough of them remain in secondary positions
to fill other top spots as they are created, thus making it
difficult for newly recruited people to reach top level
assignments for many vears to come.

(7) General Conclusion

Project 168.. (HESMP) has made a significant contri-
bution to the development ci health education in Indonesia
and hes provided a base on which a more substantial program
can be built.



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 urdertakings as
evidenced by:

(1) Recognition 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 amajor 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 hnas been a high priority within the Ministry
of Health, as nas been evidenced by repeated state-
ments of national lcaders,

(6) The fact.that health workers, particularly at
the provincial/regencv/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 wcrkers, and is urged
as a component of all health training and educational
activities, the maintenance of a professicnal health
education focus within MOH is assigned uigh priority.

d. Current Assessment of Health Education at the National,
Provincial and Regency Levels.

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

(1) Problems:

(2) There is an absence of a 'mastex" plan for
health education.

The MOH Directorate of Health Ecucation does
not have an overall plan for the development and maiagement
of health education at the central and provincial 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 for Training in Health Education. The
implementaticn of the plan has been hampered by manpower p~nb-
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 I1 also created problems in the continuity of former
plans.

(b) Healith education policies are not clearly
formulated.

Differences 1in the ways health education is
implemented at the vrovince/regency/puskesmas levels studied
suggest that national policies either have not been formulated
as clearly as they should b~, or are not being implemented
consistently throughout the provinces. Also, there are issues
at the cerntral level regarding which functions of health edu-
cation be.ong to which units, and these issues require policy
clarification.
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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 developed,
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 for 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 Instruction 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. TFor this reason, health education's inputs
should be made while such systems are being developed.

(d) There are serious trained manpower shortages.

Currently, the FKM (University of Indonesia
School of Public Health) is training one SKM (master's degree)
student for health cducation. This is contrasted against a
requirement for all health personnel who will be assigned at
the provincial and regency levels to have some health educa-
tion training. In order to achieve this goal, major changes
will have to be made 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 budgeting and planning implications that must be worked
out over the next few years.
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(e) 1f a goal o. health educat.on personnel
is to train othevs to be health educators
a form or "transfer of techmnology' - then
there is a need to upgrade the capabili-
ties of provincial health education speci-
alists and regency health education coordi-
nators,

These personnel should be provided with in-
service courses on '"'training skills and 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, knowladge
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 fact that most of the HESMD Program
personniel (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 was 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 prestige 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 worker 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 health 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 assignea 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 c¢fforts. These are:

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

This commitment is reflected throughout the
Ministry of Health. The Nationel Center for Training and De-
velopment, in particular, is expressing willingness to resolve
program overlapping issues, e¢specially as they relate to who
does what kind of training. The MOH Secretary-General and the
Director General of Community Health are both giving the
Directorate of Health Education the encouragement and support
needed to overcome obstacles and fulfill its functions. All
other key health department personnel interviewed also ex-
pressed commitments to assist the Health Education Directorate
c¢ 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 M.P.H. degree in Public Health Education,
or its equivalent is a mark ol distinction. Support has been
given by the GOI to past and current MOH training programs
which have produccd a number of specially-trained profession-
als and has strengthcenced training institutions.

(e) Thexe is a cadre oi well-trained professionals
in che countbrv.

An AlD-agssisted training project in 1972 -
1974 resulted in the production of approximately 60 M.P.H. or
equivalent professionals, most of whom now occupy key health
education positions.
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(f) The models 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 USAID 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 Sub-Project Descriprion:

a. Purposc of this Sub-Project

After a careful review”, the Health Education Sub-
Project has been modified to rerlcect the following, more

relevant purposes:

(1) To develop, evaluate, and keep relevant at all
times, 2 Natioral Heasth faucaticn Plan which will serve the
Ministry oi Health anc the provinces as a blueprint for the
growth and development of extensive grass-root level nealth
‘education activities in rural as well as urban areas.

{2) To assure chat the National Plan will have a
ccag.rable grass-rooc ievel impact by establishing health
education outputs, indicators and measures; and by using

* by USAID Comsultantc 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-
tain 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. 1)

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

A health education plan which integrates national
and provincial efforcs will be developed for the MOH, focusing
on the Directorate c¢f Health Fducation, and including related
activitizs of other uvrganizations such as MOH's Cunter for
Education and Training; the Bureas of Healch Planninyg, the
National Institute for Health Rosearch and Developuent, and
the School of Public Healto (FKMY, Faculty or Health Educa-
tion of the University of Indoncsia.

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

(b) Outputs and 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 {acilitating the imple-
mentation of the National health educa-
tion plan.

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

(g) Ad hoc problem solving, dealing specifi-
cally with improving the integration and
coordination of health education activi-
ties among various programs and sectors
at national and provincial levels.

(2) GOJ Inputs for Ouput No. 1

(a) Working Groups

The plan and its components will be de-
veloped by task forces and worxing committees of the Direc-
torate for Health Education, 1n conjunction with representa-
tives from other relevant agencics. Working committees have
already initiated planning efforts, to be followed up by
national provincial task forces. These task forces will
meet in workshops and as part of the National Health Confer-
ence in January 1978, (whose theme is '"Health Education''),
and will continue to weet in workshops from time to time
throughcut Repelita 1II1 (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 ministerial level meetings, scheduled as follows:

1 - National Health Conference,
January 1978

2 - Pre-Repelita III Meeting (to estab-
lish outputs, health educational
baseline data for 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
I11).

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

It 1s expected that the MOH will hold
important policy and tecnnicai aiscussion$ on (€ erieciive-
ness of health education in Indonesia, based on results of
health education cvaluation surveys (described below). These
conferences will include participants from MOH national and
provincial levels, as well as from other relevant groups,
such as the women's groups (PKK), the health community, 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, rerfine, and solve problems in the implementation of
the national 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) Where 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 Force, 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 workdays of consultant services.

(4) Output No. 2,

The development of Output Measures fcr Health
Activities (knowledge and behavior):

One oi the priority tasks of the Directorate of
Health Education is to identify national output measures and
indicators for activities undertaken at national, provincial,
local, community and household levels. Once these are es-
tablished, basic health education services can define
1) the areas of responsibility of various programs and sec-
tors as determined by policy and 2) the health education
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 cther activities related to health in-
dicator development being undertaken by the NIHRD and health
planning units.

(5) The Inputs for Output No. 2.

(a) from the GOI:

Ongoing work of the Directorate's Health
Education Working Gramps and staff working
groups on ''"Outputs and Baseline data'

(b) from USAID:

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

1 - Refine and finalize output indicators
and mesures 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 research
and evaluation programs to be carried
out respectively by the NIHRD 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 expected that a
single group of outputs will have been specified, 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
during 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 community and
household studies be designed and 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 education outputs.
The USAID consultant will return to Indonesia during the
period June - December 1978 to assist in the survey design.
Subsequent evaluations in the widdle and at the end of Re-
pelita III will be assisted by the general health educator/
planner and by the NIHRD research staff with the assistance
of research consultants in the field of survey design and
analysis.

(7) The Inputs for Output No. 3.

(a) GOI: 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,

Development and Iwplementation of Provincial
Demonstration Exercises in Health Education

End of Project 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 modifications) in other provinces. The details
of these three-year demonstrations will be developed with
the assistance of USAID concultants, and will be funded be-
ginning in FY 1978. The probable demonstrations and their
goals/outputs are as follows:

(a) West Java Provincial Demonstration:
"Transfer of Health Education Tech-
noiogv from health education personnel
to other health personnel"

Discussion: The GOI natioral policy 1is
that all health workers are tc become health educators in
the performance of their functions, and that a major func-
tion of specially trained nealth 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,
but nowhere is the '"'transfer of technology' being demonstra-
tea as effectively as needs be if the national policy is to
be realized. The approach to be used will be to select one
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particular regency that lends itself best to a demonstration
(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 the pro-
vincial, regency and/or puskesmas levels are to be the focus
of the national policy; study the health education functions
of those workers; design and test training programs which
will equiy those workers with the health education technology
they need; refine training programs into specific ":ourses"
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); design and conduct program eval-
uations; demonstrate the replication of the resulting efforts
in other regencies of West Java, with particular emphasis on
the training needs of other health education personnel who are
to carry out replication; and determine the implication of the
demonstration for 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.

Qutput: Trained provincial health education
personnel who are equipped to train other health workers
with the technology they need in order to perform their
health education responsibilitics.

(b) fast Java Provincial Demonstration:''PKs
as puskesmas-level health education
zeneralists

Discussion: One observed deficiency in
the staffing pattern of puskesmas has been the absence of a
worker to carry out community organization/education activi-
ties at the village level. Workers in such programs as sani-
tation, nutricion and family planning for the most part pur-
sue their own specific duties. Any notion that the puskes-
mas health officer (the dokabu) should be the health educa-
tior. coordinator overlooks the fact that this position is
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already 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. 1In East Java, this staffing
deficiency has been resoived by the use of specially trained
health education sub-coordinators, under the direct super-
vision of the Provincial Health Education Specialist and
Regency Health Education Coordinators. These may be sani-
tation, nursing or mid-wife assistants who devote 257 of
their time to general health education activities - primarily
assisting village leaders (LSD) in carrying 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
educatior, along with other assigned public health nursing
activities. Plans are uaderway to establish a large number
of PK training institutions throughout Indonesia, which will
train several thousand such workers each 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. 1If all PKs knew how
to do this one activity well, the cause of village-level
self-determination in health matters (with carryover into
meeting non-health nceds) could be advanced significantly
by the end of Repelita III.

The trawnin: program for current sub-coordinators will be
analyzed and refined, as a part of the East Java demonstra-
tion. These will be converted into specific manuals, pro-
grammed learning mocdules (for suided and self-learning uses),
and curricula. One regency will be selected to demonstrate
this approach with cheir puskesmas health workers and with
PKs now under training in East Java. Differcnt approaches
to such training will be demonstrated. The implications for
improving the curricula and methods of the PK training in-
stitutions will bc determined, as will be the training needs
of other provinc<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 nhealth resources, and better
national/provincial systems of communications. There is a
need to select two ''Class B'" provinces for special demon-
strations, since this represerts the largest 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 MOH Health Education Directorate.

(d) Difrusion and Adoption of New Ideas:

Discussion: The replication of the fnur
provincial demonstrations in other provinces ard in other
training institutions constictutes the final stage, This in-
volves several related activities: the possible changing of
national policies afiecting other MOH directorates, other
sectors, and such training institutions as FKM, the Center
for Education and Training, Meailcal Schools, and the Ministry
of Educaticn; the training of health education trainer per-
sonnel, and other personnel who teach health education; and
the '"show-and-tell" results of demonstrations at conferences,
seminars, and provincial workshops. The details of this com-
poncent 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

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 in January 1978.

USAID: One short-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
early 1978,

Commodities:

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.

Negotiation Status:

The sub-project description and implementation plan has
been developed by the Office of the Secretary General, the
Bureau of Planning, and the respective technical office of
the MOH with the assistance of USAID-funded consultants and
AID/Indonesia staff. This sub-project, as presented, repre-
sents as firm an action plan as is possible to drvelop at
this time. Details of zome activities must be determined
frecm experimentation and after consultations with USAID
Consultants.



ANNEX B-4

E. Primary Health Nurse Training and Evaluation Study

1. Background

The Primary Health Nurse (Perawat Kesehatan) educa-
tional program in Indon=sia was conceived and developed by
the Government of Indonesia in response to identified commu-
nity health needs during Pelita I (First five-year plan 1969 -
1974). 1t was found that basic health care services were not
available, accessible, nor acceptable to more than 80% of
the population who lived in the rural area of this 3,000 plus
island archipelago. As their training bad been disease-
oriented and narrow in scope, most of rhe 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:zlth needs of the people. Service was
fragmentea and added 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 ability to work cooperatively with
people. Retraining existing nurses and midwives in the
health centers to become Perawat Kesehatan (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.

implementation of this national program began during
Pelita I wich the establishment of 4 teacher-training schools
to develop teacuncrs for the Perawat Kesehatan. Conversion or
closure of existing nursing/midwifery schools began in
Pelita 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
i933. Technical and budgetary assistance for the program is



-92-

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 Indonesians with their present
resources., Valid feedback regarding the effectiveness of
program inputs, process, 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
evaluations. 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 & component of a larger multi-donor
effort to provide a uniform cadre of primary health workers
throughout Indonesia, USAID is currently planning assist-
ance (under a scparate projeci) in curriculum development,
management, administration, teacher training, books, equip-
ment, venicles, and some construction/renovative funds. New
Zealand plans to assist in rctraining of existing nurse-
midwives into the PK mold. The Netherlands will provide
equipment, technical assistance, and books for support for
the construction of § 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 of four more schools this year.
The WHO is providing technical assistance in nurse education
and administration, as well as books, fellowships, and equip-
ment, UNICEF will pay for bicycles, jeeps, teaching aids

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/MEDICO, 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 at all levels. This goal is
in line with policies expreééed 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 and tool
construction, will have acquired the basic skills necessary
to devise and use simple and valid evaluation tools to moni-
tor student progress 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

Sl A
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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 purpose is to increase 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
community 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-
ternational 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 evealuation 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, stenciling, and secretarial
help; and funds for fellowships in advanced evaluation tech-
niques. The .iost country plans to provide support through-
out the life of the project. After the project is completed,
the trained manpowcr will continue to maintain the evaluation
system and develop more manpowerl .

The outputs cxpected {rom this project are as follows:

PHASE I - Componcits of the cducation system including
inputs, process, oulputs, and impact requiring evaluation
will be identified, Existing tools, resources, and obstacles
to development of an cvaiuation system will be identified,
Guidelines and stens for implementation will be developed.

PHASE II - Thirty 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.

PHASE 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 consulca-
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 the national on-going Perawat Kesenatan program. The ul-
timate long term beneficiaries will be the student nurses who
will become more capable deliverers of basic health services.
The final beneficiaries will be the people of Indonesia, es-
pecially the rural poor, wno will be the main consumers of
the services of these primary health nurses.

3. Implementation 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 the 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 MOH 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. QOverview

This project on evaluation aims at the develop-
ment of an evaluation system by which the CET, Teacher Train-
ing Schools, PR Schools, and services can —~nitor and eval-
uate its various activities 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
Kesehatan educational system. This system can be diagrammed
as follcws:
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EVALUATION FEEDBACK

The output of one component is the input to the next
component. By increasing the evaluation expertise at the
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 Teacher 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 II- Training in basic evaluation techniques, test-
ing tools and begin development and testing of
evaluation manual.

PHASE 1III-Trainung in advanced evaluation techniques,
testing tools and complete development and
testing of the evaluation manual. Distribu-
tion of manual and conducting of training
sessions for its use in various schools made.

PHASE IV- Training in formal unilversity courses on eval-
uation techniques and research in methodology.
Provision of consultation and training of na-
tionals begun in all aspects of evaluation tech-
niques.
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PHASE I:
1.
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¢. Evaluation Plan:

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

Local resources for evaluation system development
will be identified.

2. Possible obstacles to development of a system will
be identified,

3. Components of an evaluation system will be identified.

4, Plans for development of Indonesian manpower and an
evaluation system will be made,

PHASE II:

1. Outside consultarts will be oriented to PK program,
MOH, 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 will construct evaluation tools for

A whole educational system, test analyze 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.



PHASE IV:

1. Three to five Indonesians will receive advanced train-
ing in evaluation techniques, new technology and
research methodclogy.

2. After return from fellowships, the Indonesians will
be able to provide consultation services, train other
Indonesians in evaluation techniques.



TIME SCHEDULE
Duration of the Proiect
The entire project will last 3% vears and includes the following phases:

1) Freparation phase....vvevvenn... «eee....6 months
2) Basic Training phase...... e ceeses..l year
3) Advanced Training phaS€.............. «...l year
4) Fellowship phase....... e ennn. .1 year
Project Activitice/Quarter 1977 1978 1979 1980,
I 11 III Iv I II III Iv I II III IV II IIT IV

PHASE 1:

1.Members of Evaluation
Conmittee sclected and
appointed L1
Tenmns of reference,
scope of responsibi-
lities and tasks

1]

defined, 2
3.Budget/financial pian

provided for 3
4..e*ailed work plans/

schedule deve loped 4

5.Monitoring and eval-
uvation procedures de-
fined, 5
6.Seminar work plan im-
“lemented (Scmiunr
5 days). 6
7.Evaluation results
ond seminar procecd-
ings compiled, princ-
c¢d and distributed. 7
8a.Purchasce of books and
1cference implemented 8a.

-0'[ -



TIME SCHEDULE

Frojrct Activities/Querter 1977 1978
I II III IV I II 1III 1V

_PHASE TI:

8b.Terms of reference, 8a
responsibilities of
Evaluation Committee
defincd

9.Initiate recruitment 19
procedures for con-
sultant services ‘

10.Participants inform-
ed fter criteria
for selection forima-
lated

11.0utside consultants ;
oriented to PK pro- {
gram, MOH, CET and
Indonesia (1 week)

12.Specific plans for
basic training
sessior made (1 wk.)

13.Basic Evaluation

10

12

|

.. . . i
training scssion im- | 13

plemented {1 month) ;

14 .Manual of guidclines | 4
v h o sample tools ! 1
started and stenciled

15.Tool trials hesd at

8 15

TT, PK schools and
services

16.Vigite to ¢« lected TT
and v schools (2 wks)
and 4 weeks)

-II_




TIME SCHEDULE

Project Activities/Quarter 1977

1978

I 1II 1T IV

II

"1 1T 111 1V

(FHASE TI:)

17 .Results of Tool trials
analyzed and tools im-
proved.

18 .Accepted tools will he
distributed to all con-
cerued,

19.Participants for sd-
vanced treining sc lec-
ted,

PHASE 117: ,
20.Terms ¢ reference, reﬁ
sponsibilitices of Eval-!
uvation Committee def- t
fined, consultant re-
cruited. ;
2] . Participants informed
22 .Specific plans for ad-
vanced training session
made (1 week) i
23.Advanced tvaluation b
training scssion ivple-
ment.d (1 nonth) l
24 .Tools developed,tested |
25.Visits te selected ;
schools nade (2 woeks)
and (4 weels)

17

19 :

18

20

21

22

23

24

25

-z'[-
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Project fctivities/Quarter 1977 1978 1
I 11 1I1 1V I II 111 IV I II I

(PRASE I11)
26 .Results of tool trial f
analyzed and tools imr
proved (1 wecek)
27 .Prepare and hold work-
shop for new cenver- i _ 27

i

n

0
~
0
s
o)
o
(o)

IV I II TII1 IV

(]
=

26

.ted schools.

28 .Tears of trainees
will visit sclected : o
£ ools to instruct '
on use :

29.3 to 5 participants ;
selcected for evalua- i
tion fellowships '

29

PHASE IV i |

3G.3 to 5 participants ‘ : 30
receive instruction
in English

31.3 to 5 participants
receive fellowships
in Fvaluc® "»n and
Rescarch 1cchniques A i
(6 months to 1 year)

32.3 to 5 participants !
provide consulta- 32
tion and training in
all aspects of eval-
uation techniques

31

_E'[-
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DONOR _COQORDTNATIOY

BUPBCET TTEMS

COT WHO USAID
: i f
] ]
PHASE 1:
Formation of Committecs, planniny, etc. v
Seminar
PHASE IT:
Personnel:
Committee \Y \Y%
Nurse Edicator, Evaluation (2 mos)+(1lmo) \Y%
1
Nurse Educator, Curriculum Dev., (2 mos)
+ (1 mo) Y
Systems Analyst v
Sociologist, Indon.sian (2 weeks) v
Lducat ional Psychologist, Indonesiin (6 wks) \Y
Statistician Procsrammer (2 wecks) \Y%
Workshop: i
Prepavation-printing pr. rams & materials | v
B
Per «diem ror participants - 1 month x 30 ! | Y
! !
+ H
Stationary & supplices ! f v |
i J ;
H i
Postaxe & transportation ; | v
: 1
i
Miscellancous - tranmsyort (local), etec. ; i v
]
i
, :
Printing of manual ar. tools, reports i Y
!
looks (nd Referonces i v
o
Eguivment - calculators i '
: i i
i |
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DONOR COORDIXATION cont'd.

BUDGET ITEMS

COT WHO USAID
Visits: (2 N,Ed, 2 Pusdiklat, 1 W. J) |
i
1. Transportaticn to Jakarta and
Surabaya 3 2
Per diem (2 wecks) 2 2
1
2. Tmsportation to alembang, Bali,
Ujung Pandang, Irian Jaya, Surabaya,
Medan, Bandung, Menado, Palangka Raya | 3 2
Per diem (1 month) 2 2
PHASE TT1:
Personnel:
Committee \Y%
Nursc Educator, Eval. (7 wks) +(1 mo) \Y%
Nurse Educater, Curr. Dev. (7 wks) + (1 mo) v
|
Educotional Psycholoyi £ (1 month) i v
: l
Statistician Programmer (1 month) ; \Y
!
! : |
Workshop: ! @ :
i i
Preparation - printing programs & materials } v |
L |
- . . R } 3
Per diem for participants - 1 mo x 20 : ‘ v
~i @ | !
| | :
Stationary und supplics i ; Y
j | ;
. . 1
Postage and transportation ‘ | : \Y
{ i i }
| ? :
Miscellaneous , | Vi
| ? i ;
. . - | : : ‘
Printing of manual, tools, reports : 1 Y
Pooks and references : % v
L
Lquipment i i ,
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DONOR COORDINATION cont'd.

BUDGET ITEMS GOI WHO _ USAID

Visits (2 n.Ed., 2 Pusdikla*, 1 WHO)
1. Transportation Jakarta & Surabaya 3 2
Per Diem (2 weeks) 2 1 2

2. Transportation - 10 schools PK
& 4 TT 3 2

Per diem ( 1 month) ILZ 1 2

Training of new converted schools

1. Workshop for 40 (1 month) Y
2. Visits in 6 months (2 months) v
PHASE 1V:
Pre fellowship x 5, transport, maint. 5
English training (2 months) in Jakarta v

Fellowships:

a. Stipend x 5 x 1 year 5
b. Tuition x 5 5

c. Transportation x 5 ' 5
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TECHNICAL DETAILS OF THE NURSE TRAINING EVALUATION PROGRAMS

PHASE 1.
Objectives: To conduct a seminar/workshop for representa-
tives of related agencies to:

1.

2.

5.

Identify specific inputs (consultative & other
services) available in local related agencies.

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

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

Identify the components of evaluation system,

Make plan of development of manpower and an
evaluation system.

Project Activities:

1.

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

Terms of reference, scops of responsibiiities and
tasks defined.

Budget/financial plans worked out and provided for.
Detailed work plans/schedule developed.

Monitoring and evaluation procedures defined.
Seminar work plan implemented.

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 authority
to implement these.

Implementation by: Pusdiklat 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/seminars

2. Must be able to establish good work relatic:ships 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 activitices.

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-
catiomn.

Terms of Refercnce Scope of Responsibilities/Tasks for
Evaluation Committee,

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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To create sub-committees and appoint members au
necessary.

To monitor and evaluate workshop/seminar activities,

To compile, analyze and publish seminar proceeding
and distribute.

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

To continue functioning until all workshop/seminar
project activities are finished or/unlers otherwise
dissalved by PUSDIKLAT,
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LIST OF PARTICIPATING AGENCIES

AGENCY
Ministry of Education
BPPPK
IKIP
University of Indonesia

Ministry of Health

WHO

University

Pusdiklat

REPRESENTATIVE/S

Cehter for Evaluation

LP3ES

Community Health Nuréing
Unit

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 program in 4 weeks, the trainee will have acquired.
basic knowledges and skills to enable him to:

1.

4.

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).

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.

Participate in the development of a manual of eval-
uation techniques and tools for PK administrators,
teachers and service.

Testing of tools.

Project Activities:

L.

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 team members according to criteria set,

Terms of references, scope of responsibilities and
tasks defined.

Participating agencies identified and representative
appointed.
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11.

12.

13.
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. _.._al plans worked out.

Stipulation of consultant services required (ex-
ternal and internal)

Criteria for selection of consultants defined.
Specific terms of reference formulated.
Initiate recruitment procedures.

Outside consultants oriented to MOH, CET, and
PK Program.

Workshop participants selected and notified,

Detailed work plans/schedule developed, approved
and implemented.

Monitoring system developed and utilized to ensure
attainment of goals.

Plans for manual developed.

Broad outline including content & procedures.

Concrete plans for writing up try out, collating trial
results, rewriting, editing, publication and distribu-
tion.

Developed tools tried in schools and services,

Monitoring visits to selected schools made 6 months
post-workshop.

Results of tool tidal analyzed and tools improved.

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, University

List of Team Members for
School Visits

1. USAID

2, PUSDIKLAT

3. WHO

Representatives

BP3K

Nurse Educator,
Evaluation

Nurse Educator,
Curriculum Development

System Analyst
Nurse Educators

Educational Psychologist

Sociologist
Statistician/Programmer

Representatives

Nurse Educator,
Evaluation

Nurse lLducator,
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 activitiss towards given
goals,

Must be knowledgeable in group dynamics.

Must be able to anticipate and prevent problems or
find alternatives in resolving problems.

Must be able to provide intelligent guidance to
members 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.

To ensure adequate financial and logistic support
to carry out all planned activities.,

To create sub-committees and apnoint members as needed.
To monitor and evaluate workshop/seminar activities.

To compile, analyze and publish workshop proceedings
and distribute,

To ensure effective communications with related agencies
observing protocol and proper official channels.

To prepare briefing program and materials for consultats.

To assist consultants in or facilitate the performance
of their job.
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To continue all functions/tasks assigned as long as needed.

Criteria for consultant services:

1,

2.

7.

Must be experts in the area/field stipulated.
Must have had educational preparation beyond the
basic level and at least 5 years professional ex-

perience in the field of expertise.

Work experience in a ueveloping country desirable
(preferably in Asia)

Must ha = demonstrated ability to develop mutually
cooperative relationships with others.,

Must have experience in planning/participating/
implementing projects.

Must be ab.ie to adapt to Indonesian conditions and
work situation.

Must be innovative in approach.

Terms of Reference for Consultants:

1.

Nurse Educator, curriculum development.

Assist in all project activities involving curriculum
components to be evaluated.

Assist in planninyg, implementation and evaluation of
workshop training sessions.

Assist in development of evaluation system for
Indonesia nursing educoticnal program.

Assist in trial and evaluation of tools developed.
Assist in development of a written manual on evaluation.
Assist in selection of part or parts for advanced training.

May assist team in evaluating some PK schools.



-28-

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 and external).

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 manual in eval-
uation

May assist team in evaluating some selected TT and
PK schools.,

Assist in selection of participants for advanced
training.

Educational Psychologist - advise/assist/participate
Giving input on evaluation principles, methodology,
statistical measurements, test analysis, and inter-

pretation.

The construction of evaluation techniques/procedures
(formative and summative) for the PK program,.

The development of plans for organized student ser-
vices and records in PK schools,

in:

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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Sociolpgist - 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.

Systems analyst - advise/assist/participate in:

Analyzing the PK educational system within the framework
of the national goals and educational system.

The development 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.

Statistician Programmer - advise/participate in:

Development of evaluation tools utilizing computers.
Teaching - learning sessions for participants.

Development of a manual of guidelines for evaluation.



CRITERIA FOR SELECTION OF PARTICIPANTS (40):

Unit Represented

Agencies / Unit
Pusdiklat Officials

Teachers of Teachers Training
Schools

Teachers of PK Schools
Province

Community Health Nursing Service
Unit

Hospital Nursing Services Unit

40

Agencies/
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PHASE I1I:Formal Training Program on Evaluation Techniques

and Tools (Intermediate Stage)

Objectives: Formal course in evaluation after 15 selected
participants (from group 1) who will attain more depth of
knowledge and skills in evaluation techniques so that afer

several

1.

Project

weeks they can:

Develop and try out more complex evaluation tech-
niques/tools in selected PK Schools.

Continue the trial of the manual of guidelines for
evaluation:

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.

Provide advisory services to the PK schools and
Teacher training schools in developing 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 schools,

Activities

1.

Pusdiklat fvaluation committee (may be the same as
in Phases I and 1I) to plan for and implement all
activities ror training program.

Question oi sub-committees as needed and terms of
reference defined.

Budget and financial support assured.

Stipulation of consultant services (external and
internal)

Criteria for selection, terms of reference and
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recruitment procedures implemented.

5. Monitoring system developed and utilized to
ensure attainment of goals.

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 iwmprove

10. Evaluation manual complated, 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 tfeliowships.

Critical Assumptions

1. Participants selected according to criteria will be
providied opportunities post training to implement
plans.

2. Adequate financial/logistic support are assured for
all activities.,.

3. Necessary manpower can be provided to carry out all
activities.,

Implemented by: Evaluation Committee(l) above;
USAID (2) above
Evaluation Committee (3) above.




-33-

Terms of Reference, scope of responsibilities and tasks of

Evaluation Team,

1.

To plan, organize and implement an advance training
workshop for 20 participants of 4 weeks duration.

To ensure adequate financial and logistic support to
carry out all planned activities.,

To create sub-committees ar.d appoint members as needed.,
To monitor and evaluate workshop/seminar activities.

To make 4ll necessary arrangements for team visits
to schools.

To compile and analyze and publish workshop proceedings
and distribute,

To ensure effective communications with related agencies
observing protocol and proper official channels.

To assist consultants in the performance of their job.

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. Provide consultation services in evaluating nursing
education program.

2. Plan and direct the production of evaluation
materials for formative, summative 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 criteria for fellows.

2. Define policies on the utilization of fellows after
graduation.

3. Select 3 - 5 pavticipants for fellowships.

4, 3 to 5 marticipant:s receive 2 months of English
language instruccion,

5. 2 to 5 particinsnts receive fellowships in
advancced evaluation and research techniques.

6. 3 to 5 participants provide consultation 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 Community rmmuusication 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
- IIT will continue to immunize 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 outer islands, where roads
are sometimes non-existent and population densities very
low, are enormous. During the remaining two years of Repel-
ita 11, 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 issues as the
number of doses of pertussis vaccine needed to immunize
children against whooping cough must be resolved. Fediatri-
cians have supported three doses while the MOH has support-
ed the international standard of two vaccinations to immu-
nize children up until age fifteen. 1In order to gain the
support of the pediatricians for the strategy to be used in
the EPI program, the Center for Bio-Medical Research of
NIHRD in conjunction with the Directorate of the EPI pro-
gram, has requested that USAID support a program, under
Grant 273, for the field testing oi two verwus three vac-
cinations with pertussis vaccine to determine the relative
effectiveness of each 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-
tizy 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 vaccines 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 setting 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 MOH.

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.

Province hospitals will require large refrigerators for
central svorage and distribution, and small gasoline gener-
ators to supprement the often-intermittent electrical power
available 1in Province capitol cities.

A smaiier electric refrigerator should be placed in each
regency hespitai, with a small gasoline generator for back-
up power. The technical effcctiveness of kerosene refriger-
ators currently 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
providinz an alternate source of heat.
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Specially designed thermos containers and cold hoxes will
also be needed to transport vaccines to health posts, schools,
and villages to make the last link of the ccld 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 tollowing areas co assist in the implement-
ation of the program and in the training of those administer-
ing the vaccines:

. Techniques in proper use of DPT and TFT vaccines

. Logistics

. Management and record keeping

. Surveillance

. Cold chain operation

. Technical issues for vaccine production for P.N.
Biofarma

[ ) IRV RE S VR N

Consultant Services

The Directorace ol Rewscavch and Epidemiology has request-
ed two long-term c.m. :ltunts in support of the Immunizestion
Chief's responsibiliities for planning, managing, administer-
ing and evaluating che EP1 Project and short term consultants
to handle specific problems. USAID recogrized the complexi-
ties of tni. project and fully supports (.1is request, WHO
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 wita provincial CDC Directors and other personnel in
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charge of the immunization programs in the provinces, as well
as with interested donor agencies: WHO, 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. 1In 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 expanded immunization program. These
systems include the following: a cold chain system
from the point of production to the patient, a system
for expanded vaccine production and general support
systems fo: planning, triining, iogistics, service
statistics and disease iacidence.

b) To ummunzze 207 of the population of Indonesia against
smallipeox, Ti.. tetanus, diphtheria, and whooping cough
by the bezinning of Repelita I1I.

Qutputs

The outputs of the EPI program-test phase will be the
results of a number of discrcte tola.s, implemnented over a
significant period of time, which will work out technical
:nid logistical issues involved in the expanded Repelita III
program. Avcording to the plans of cthe project manager, the
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target of the Repelita III program will be to reach 80% of
the population and to immunize them against tuberculosis,
smallpox, diphtheria, tetanus, neo-natal tetanus, and whoop-
ing cough.

The specific problem areas which have to date been sing-
led out for testing in this phase are:

a) organizational, supervisory ard support system for
immunization program

b) cold chain logistics which will include testing
hardware, organizational strategy, and control mech-
anisms

c) vaccine effectiveness: the value of 3-time as op-~
pos2d to 2-time vaccination against pertussis.

d) system for collecting and reporting data on disease
incidence and service statistics

e) determination of the costs of vaccination programs

Inputs

The ‘inputs of the project are:

UNICEF:
refrigerators
WHO:
consultants
fellowships
vaccilnation equipment
GOI:
vaccinators' salaries
vaccine: and associated equipment
refrigerators
maintenance
cransporration
surveliLance
record kecplng and reporting
USAID:
services oif one long term consultant who will assist
the Directorate o. tue EPI program during the two years of
the :rial »eriod to coordinate and assist with planning and
training. Also he/she will help to evaluate reports from
short cerm consuliancs, assist in design of management sys-
tems and n’lp review overall plans for testing systems and



oo

equipment. Final planning of the Repelita III program will
be based upon resulcs of initial tiZals and tests on both
Java and the Outer Islands.

The administrative capabilities in the Immunization 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 consuitant will be maintained
by The Chief of Immunization under the Directorate of Epi-
demiology and Quarantine. The consultant should have quali-
fications that match the scope of work outlined in the Imple-
mentation Plan below.

USAID funds have also been aliocated for short term con-
'sultant service, which will be designated by the long term
consultant, Although specific short term consultant ser-
vices cannot be specified with precision at present, they
may include refrigeration technology, logistics training,
and systems management.

Fifty thousand dollars is set aside ror commodity pro-
curement. This may be devoted entirely toward increasing
Biofarma's vaccine production capabilities, or may be used
in part to purchase test equipment, such as syringes and
thermometers.

Implementation I'lan

Administrative Vaccine Field Trials will be conducted
by NIHRD. AID will mouitor the vaccine field trials chrough
progress reports, reports on experimental tests, and through
a comprehensive project evaluation. Most of this monitoring
will be done by the long term cunsultant who will be in
frequent contact with the USAID Health Division.

Scope of Work for Long-Term Consultant Employed by USAID

AID will provide the services of one full-time consultant
for 18-24 months to assist the Chief of Immunization in
planning, and training staff to handle administrative and
managerial responsibilities.
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The corsultart's scope of work will be as follows:

Assist with the cohordination of the work of six to ten
WHO consultants in such field. o. specialization as:
epidemiology, management, supply cperations and cold
chain operations;

Assist with the training of cunt:al staff personnel in
organization, program design, ;ro ect management and
evaluation

Make at lioasc 4 extensive field trips to help provide
guidance and training to CDC per:onnel at province,
regency, and hea:th center levels. Consultant will
#ssist in problems of communications, finance, report-
ing, surveillance, transporc,aud ianpower requirements.
Participate in scnirars, workshops and meetings as re=-
quired to help coordinate the MGH plan with field offic-
ials and with external donors

Assist with th2 c:velopment of cocgrdination plans with
the GOI military estabi.shment or with other government
bodies whcse selvices wiil be necded in program imple-
menta:ioc1

Submit quarter.y reports to MOH and AID on his/her eval-
uation of pruir.ss being made.

The consultart's qualifications wiil be as follows:

Broad %nowiedece o fhe planning and implementation of
immunization piograms under conuitions similar to those
that provail n Lils

Basic knowledge of cold chein s7stam, logistics and
vaceine production.

Seekprouny tnov iedoe of epidemicaogy and of surveillance
Syscems Lor dececting concagzious discases.

MPH in epiderniology or an MBA or both is desirable.

At least 2 viars experience worwing in LDCs is desirable.
Knowledgce or t..e Indonesian larue e would be highly
veeful.
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the health of the poor to the extent thut the
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T.B., Tetanus, diphtheria, and whooping cough by
the end of 1979.
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and locil levels (7) demographic trends,
(8) ecunomic trends (9) heslin manpower.

e, Improved planning and evaluation methods,
including development of a planning and
evaluation manual

f. Provincial health officials trained in

improved i i1anning and evaluation methods,
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[

4)Design and test and evaluation system for cur-

rent course training program which will in-
clude:

a. Personnel trained in evaluatlon techniques

b. An evaluation manual
Outputs

Magnitude of Outputs:

1)a. report
b. report
Cc. 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 $170,090 worth per year
c. adequate
4, to a significant degrce
3)a. report
b. report
¢. 1 in each of the provinces
4)a. 30 personnel trained in basic evalua-
tion technique; 20 pursornel trained in
advanced evaluation technicue; 5 Indo-
nezians qualified to consult un evalu-
ation
5)a. Test results
b. in place adequate to cover 207 of
of porulation
c. 1 adequate
d. 1 plan
e, 20% coverage

MEAKS OF VERTFICATION

DPRTAN . A5V LIRS

1)
2)

3)

5)

Consultant reports

a. MOH and Consultant reports

b. Program documents and MOH reporrs
c. Consultant reports

Reports

Consultant and }OH reports

MOH and Cocnsultant reports

Assumptions for Achieviag OQutputs:

1) Continued Gul emphasis on health, espec-
iallv education and training

2) A sufficicent number qualified Indonesians

meet the English language requirements for

overseas fellowships

Language barrier for cdomestic courses can

be overcome through either: use of Indone-

sian speakiry consultants or screening

course participants for English ability

3

~

5)a. Deteruination of appropriate DPT dosage schedule
b. Cold Chain logistical system design and implemencation

¢. Project management system
d, Plan for expanded vaccine production
e. vaccine



AID 1020-28 (1-73)

Project Title & Bumbaer:

PROJECT

-DESTIGY ypruaky

LOGICAL

RAMEWOIRK

Avwerd
rase 3

Lire of Project:
Fi FY

Tutal O Fwr
Date Prepared:

BARRATIVE SUMMAKY

CGBJECTIVELY VERIFIABLE INDICATGR

MEANS ¥ VERIFICATION

IMPIRTANT ASSUMPTIRS

Inputs:

1) a. 12 months LTC manpower planning 100,000
b. 12 months LTC manpower management 100,000
¢. 35 man months STCs, including 350,000

» 1 health economist; 2 health planners;
1 statistician; 1 health planner/statistician

d. 10 long term fellowships 118,000

e. Inservice training at regency/provincial
level 23,000
f. 1Inservice training in software 4,000
g. Translator for consultants 1,000
h. 300-hour block grant of computer time 36,000
i. Commodities 6,000
TOTAL: 738,000

2) a. LTC Research design and analysis

48 months 400,000
b. LTC Management science - 12 months 100,000
€. STICs: relevant research fields 44 man mths. 440,000
d. Fellowships in relevant research fields 362,000
e. Incountry Courses (15 courses) 52,000
f. Local consulrants 4,000
8. Research Projects 847,000
h. 1Internal fellowships 6,000
TOTAL:  2,211,0C?

3) a. &40 days STC Health Education Planner 165,000

b. 60 days STC Health Education Planner
(PDSF-funded) -
c. 60 days STC Health Education Plamner
(PDSF-funded) -
d. Commodities 11,000
TOTAL: 176,000

4) a. In-Country Training Courses 99,000
b. Local Consultants 30,000
€. 24 man months STC 240,000
d. 5 Fellowships 60,000
e. 15 pre-Fellowships 4,000
f. Commodities 12,000

- TOTAL: 445,000

5) a. 24 man month long term Consultant

in immunization program management 200,000

’ b. 18 man month STCs in relevant fields 180,000
c. Commodities (vaccines and vaccine pro-

duction equipment) 50,000

TOTAL: 430,000

TOTAL USAID PRQJECT INPUTS:

$4,000,000

Implemen ation Target (tvpe and quantity):

*Year 1 Year 2 Year 3 Year &4 Year 5 TO';";JB.
Sub-Project 1 253 299 186 -, ];7 RES
Sub-Project 2 728 558 406 322 -I.‘o .17(.
Sub-Project 3 61 }O 30 ’l,g 4 -
Sub-Project 4 114(2) iég 193 2 : pea

- j 25 2 -
s P;S_J[:Et ’ 1,434 1,221 751 357 237 4,000
For details, see budget tables.
March 31.

"'Year" refers to Project Year, April 1 -
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_EL___—J—z—’j Jakarta, 14 Januari 1978
No. 0051/S.J./B.I./I/78 jsb—|—
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Mr. Thamas C. Niblock VHP ' iy o “,“,\,_N /\//},v |
USAID ARTY: - — !
Jak ] e f// Uiy

AC PR SRR WA

T T7T 4 e bV 4 Pewrme—7

R ‘ ] RETURN TO C&R
Dear Mr. Niblock, ) '

IADn

The purpose of this letter is to review with you briefly our Department
of Health Institution-buiiding activities to date and to request continued
USAID assistance in improving the management and research capabilities of the
Department.

As you know, substantial progress has been made in both areas. The Nati
onal Institute of Health Research and Development, crganized in 1972, has con-
solidated and coordinated many of the Ministry's research functions. USAID has
provided substantial assistance to this institute through the Health Rezearch
and Development Grant, Project 230.

b e

In April 1975 the Burcau of Health Planning was incorporatix? within the
office of the Secretariate General of the Department of Health o serve a staff
function amd to cover all lanning units within the Department cf Healt:. Mi-
nistry policy and programme decisions are now channeled through that Bureau
and the Bureau is playirg a major role ir annual planning and in preparing the
Repelita ITI Health Plan.

Healch Fducation is a major priority of the Government of Indonesia's current
health programme. W.oth the help of USAID's Health Education Manpower Grant,
Project 188.1 substantial strides have been made +oward enabling this Depart-
ment to fulfill tixs vital function, but much remains to be done.

Smallpox has becen campletely cradicated fram the Indonesian Archipelago
and substantial orogress has been made againts Tuberculosis. During Repelita
IIT, we plan to wo.. againts diphtheria, Whooping cough, and tetanus, but
prior to that time, irportant managerial and logistical problems must be
resolved.

We have ......



We have reviewed USAID's Project Paper No. 497-0273, entitled
"Health Training Research and Development", which was prepared jointly
by our staffs, with the assistance of sevoral consultants. 'be find
this paper an appropriate response to needs listed above, hence I wish
to make a formal request to USAID for the Grant assistance therein
descriixxd. Tis new project will cover 1978 to 1982 and provide grant
assistance to five component sub-projects : Health Planning, realth
Research and Develu.r nt, Health Bducation, a Primary Nurse Training
Evaluation Course, ~iu an Expanded Cammnity Immunization Feasibility
Study. The puojeot s estimated to cost $4,000,000 over the five year
pericd.

I hcpe USAID can respond favorably to this request and I extend
an inzititica tc ycu t¢ join one of our review trips to project sites.
I will be sure you are kept infocrmed of our schedule.

Departement of Health.
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Memorandum
1O Distribution DATE: September 6, 1979

FROM ASIA/PD/EA, R. J. Asselin

SUBJECT: A.L.D. Grant Yo. 497-0273
Health Training Rescarch and Development
Amendment No. 1

Attached for vour information and files is copy of the subject document.
Attachment: a/s

Distribution:

FM/LD:ASmith

FM/BFD:JO'Neill
M/FCD:DBaker
ASIN/T3PA:HParraquin, RDakan
GC/ASTA:orris

ASIA/PD
DS/DIU (2)

Srrmtrmegsiare-mn -

wors Buy U.S. Savings Bonds Regulurly on the Payroll Savings Plan



A.I.D. Grant No. 497-0273

AMENDMENT NO. 1 TO PROJECT
GRANT AGREEMENT BETWEEN THE
REPUBLIC OF INDONESTA
AND THE
UNITED STATES OF AMERICA
FOR
HEALTH TRAINING RESEARCH AND DEVELOPMENT

Dated:guly 25, 1979



7 . ~ R 9} C‘
This AMENDMENT NO. 1 dated ?Ziéjf*“,’/7/, is entered
S -
into between the REPUBLIC OF INDONESIA (''Grantez') and
THE UNITED STATES OF AMERICA, acting through the AGENCY

FOR INTZRNATIONAL DEVELOPMENT ("A.I.D.'").
WITNESSETH

WHERZAS, the Grant:e and A.I.D. entered into a project
grant agreement, designated a= A,I.D. project No. 497-0273,
on September L, 19783, ("Griunt Agreement' ), wherebv A I.D.
agreed to grant to the Grantee up to six hundred thousand
United States dollars ($60),000) to assist the Grantce in
improvi 17 the planningz .nd management information systems,
manpower development, staff traluing and rasearch develop-
ment within its Ministry of Health, and

WHEREAS, the Grantee and A.I.D. desire to amend the
grant azreement to reflect an increase of $1,000,000 in the
amount of the grant from 500,000 to $1,600,000;

NOW, THEREFORE, the Grantee and A.I.D. agree that
A.I.D. project grant agrecment designated as A.I1.D. project
No. 497-0273 is hereby amended as follows:

1. Section 3.1 of the grant agreement is hereby

"one million six hundred

amended by substituting the words
thousand United States (""U.S.") dollars ($1,600,000)" in
lieu of the words ''six hundred thousand United States ("U.S.")

dollars ($600,000)."


http:GranL.2e

2. Annex 1 which is attached to the Grant Agreement
is hereby amended as follows:

a. Paragraph 3 under "Project Description' is
herebv amended by substituting the words '"'the delineation
of national healch educational goals establishad under
Repelita III" in Heu of the words ''the delineation of
national hcalth educational goals established under Repe-
lita II"; and by adding a sub-paragraph to read: "special
consideration will be given to developing primary health
care and nutrition educational programs,'

b. On page four under "Implementation Planning"
the second paragrapn under the heading ''Long Term Consul-
tants'" is hereby amended to read as follows: ''Three more
long-term 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 will include assistance on
specific NIHRD research projects, on the job training of
research personnel, management information system develop-
ment and coordination of the work of the short-term consul-
tants who will be requestad 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.



4., Except as hereinabove expressly amended, the
grant agreement remains in full force and effect in ac-

cordance with all of its terms.

IN WITNESS WHEREOF, the Grantee and the United
States of America, each acting through its duly authorized
representative, have caused this Amendment to be signed in
their names and delivered as of the day and year first

above written.

}
|
REPUBLIC QE INDONESTA UNITED STATES OF AMERICA
Lo
Y / 5{ 2
P Welzl M -
Soejoto //T Walter G.(Bolfinger
Secretary General Acting Directoxr

Degﬁptment\of Health USAID

d
1}

4



Health Planning

Health Research
and Development

Health Education

Contingency

SCHEDULE I

FINANCIAL PLAN

Funding by Sub-Project

Uss 000

Life of Project lst year 2nd year

GOI AID AID AID

1,020 740 145 344
11,670 2,210 420 600
15,564 175 35 56

-- 475 -~ --
28,254 3,600 600 1,000



Project No. 497-0273
—TTT

AMENDMENT NO. 3 10

CRANT AGREEMENT

BETWEEN THE
REPUBLIC OF INDONESIA
and the
UNITED STATES OF AMERICA
for
HEALTH TRAINING RESEARCH AND DEVELOPMENT

PROJECT

Dated: December 11, 1980

Appropriation No. 72-1111021
Allotment No. 148-50-497-00-69-11



Dated: December 11, 1980

This AMENDMENT NO. 3, entered into between the REPUBLIC OF
{NDONESIA ("Crantee') and the UNITED STATES OF AMEKICA, acting through

the AGENCY FOR INTERNATIONAL DEVELOPMENT (“A.1.D."),

WITNESSETH THAT

WHEREAS, the Grantee and A.I.D. entered inti a Grant Agreement,
on September 1, 1978 ("Grant Agreement'"), whzreby A I.D. agreed to grant
to the Crantee up to six hundred thousand United Stcooes Dollars ($600,000)
("Grant") to assist in financing Crantee's Program to improve the planning
and management information systems, manpcwer development, staff training

and research and development within the Ministry of Health; and

WHEREAS, the Grantee and A.I.D, amended said Grant Agreement on
July 25, 1979 to add %$1,000,000 and again on July 18, 1380 to add $900,000

thereby fncreaslng the Grant to $2,500,000% and

WHEREAS, the Grantce acd A.1.D. desire to again amend the Crant

to add an addirional 52,000,000 thereby increasing the Crant to $4,500,000;

NOW, THEWIFORE, the Grantee and A.1.D. hereby agree as follows:
1, The first paragraph of Section 3.1 {8 reviwed to read as follows:
"Sectlor 3. 1. The Grant. To assist the Grantee to meet the

costs of carrying out the Project, A.1.D., pursuant to the Foreign Assisiance
Act of 1961 as amendcd, agrees to grant the Crantee under the terms of this
Agreement not to exceed four million five hundred thousand United States ("U.S.")
Dollars ($4,500,000) (“Grant")."

2. Except as hercinabove cvpressly emended, the Grant Agreement 1is
ratified, confi~—ed and continued in full force and effect in accordance with

all of its terms.



IN WITNESS WHEREOF, the Grantee and the United States of America,

xach acting through its respective duly authorized representative, have

caused this Amendment No. ! to be signed in their names and delivered as

of the day and year first above written.

UNITED STATES OF AMERICA

REPUBLIC OF| INDONESIA

. "%".: T i \g‘of‘(-(v L-:' ’.

Thomas C. Niblcck
Dicector




SCHEDULE 1

FINANCIAL PLAN
Furding by Sub-Project

(us $ 000)
Life of Project 1st. year 2nd. year 3rd. year 4th year|
GOI AID AID AlD AID AID

Health Pianning 1,020 720 145 344 - 251
lealth Research | 11,670 3,610 4¢0 600 900 1,090
and Development
Health Education | 15,564 175 35 56 - 84
Contingency - 575 - - - 575

28,254 4,500 600 1,000 900 2,000
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