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INTRODUCTION
 

J a r 



INTRODUCT ION
 

This is the first of two reports on a Needs Assessment being conducted by
the Program for Appropriate Technology in Health (PATH), 
at the request
of the USAID Bureau of Private Enterprise (PRE). This assessment is part
of the launching of a new effort to transfer appropriate health technologies
from the U.S. and other developed countries to Indonesia and Thailand.
The program, to be called HEALTHlink, would be directed to meeting the
health needs of the majority poor.
 

The assessment is being conducted over a three and one-half month period
from January to mid-April 1984. 
 PATH staff in Seattle and the PATH rep­resentative in Jakarta are conducting most of the assessment.
consultants in Bangkok have been retained. 
In addition,


The assessment is being con­ducted in the framework of Terms of Reference prepared in advance and sub­mitted to PRE for approval. The objectives of the Terms of Reference were:
 

1. To identify at least two 
loan possibilities in each of the two

countries.
 

2. 
To establish procedures for loan development with Bank Niaga and Siam

Commercial Bank.
 

3. 
To establish working relationships with relevant officers of the
USAID Missions in each country. 

1. To establish working procedures for financial feasibility studies
with local 
firms in each country.
 

.
 To identify additional local 
resources such 
as consultants, trade

associations, etc.
 

. To determine possible mechanisms by which government officersassist in local canproject identification and formulation.
 

To identify government regulations, laws and policies that will
influence project formulation and implementation.
 

To establish procedures for continuing communication between the
program and the Office of Health of USAID/S&T and the Office of Asia
Technical Resources of USAID/Asia Bureau.
 

is report addresses objectives 1, 3, 5, 7, and 8. 
The second report
11 address objectives 2, 4, and 6.
 

is first report provides an overview of the need for technology transfernked with loan financing as 
a means 
to assist in improving the health
the majority poor in Indonesia and Thailand. 
 It is based on research
d investigations conducted up to mid-March. 
The report covers in
 

I
 



detail the current health situation in each country. It summarizes the
 
government's health program. A review of the private sector role in
 
health is also presented. Information is provided on the availability of
 
credit financing for the health industry, and conclusions are drawn on
 
the priority areas for further expansion of the private sector.
 

The second report will deal specifically with how HEALTHlink and the
 
participating banks in each country would operate in meeting the need
 
identified in the first report. It will also provide additional data on
 
the past and present health sector financing of the participating banks.
 
(Because of normal banking confidentiality constraints it has not been
 
possible, for this first report, to gather detailed information about
 
current bank financing of the health sector. Once banks are selected in
 
each country, it is presumed those banks will be willing to provide more
 
information about their financing activities.) The second report will be
 
based on further investigations carried out by PATH staff and on the
 
conclusions resulting from a trip made by PATH and PRE staff to Jakarta
 
and Bangkok in late March 1984.
 

Because of PATH's historically deeper involvement in Indonesia, this
 
first report concentrates on that country. Most of the major conclusions
 
reached for the situation in Indonesia apply equally well to Thailand.
 

HEALTHlink would assist in the development of the private, for-profit
 
health sector in Indonesia and Thailand. With grant assistance from PRE,
 
HEALTHlink would assist in the transfer of health technology from the
 
United States to private companies in Indonesia and Thailand. This
 
technology transfer would result in the production of goods to meet the
 
health care needs of the broadest possible cross-section of the Indonesian
 
and Thai populations. If consumer goods are produced, they would be
 
priced at a level accessible to the poor majority. The program would also
 
encourage projects to supply raw materials to the health industry, as
 
well as to supply finished goods to public and private health programs.
 

In Indonesia and Thailand, PRE intends to make available up to $2.5 mil­
lion on a 1:1 matching basis (for, a total of $5 million in each country)
 
through conventional banking channels. These funds would be used for
 
loans to participate in financing HEALTHlink health technology transfer
 
projects. Loans ranging from $50,000 to over $1,000,000 would be extended
 
to new manufacturing ventures. The terms and conditions of the loans
 
would be negotiated by the bank and the borrower; however, PATH would
 
have carried out financial analyses to assess loan options. The money
 
could be used for fixed as well as working capital requirements. The
 
local bank would manage the loan and bear the risk for its repayment.
 

HEALTHlink would act as broker, bringing together a local entrepreneur,
 
a U.S. (or other developed country) health industry partner and access to
 
financing. The projects would receive start-up and ongoing technical
 
assistance, as appropriate, from PATH staff and experts.
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USAID would receive market-linked interest rates and full repayment of 
principal. The local bank, not USAID, would bear risk for the repayment
 
of the loans. The projects are intended to be profitable, that is, to
 
generate enough cash on an ongoing basis to fulfill all financial obliga­
tions and give a reasonable return on investment for the owners. The
 
U.S. partner would, in most cases, be compensated fully for its technical,
 
managerial and financial assistance, and would earn a reasonable return
 
on any equity investment it makes in the project.
 

HEALTHlink is designed to make use of financial markets by bringing to­
gether all the participants necessary for a successful new venture. For
 
example, a U.S. firm may have developed a new product or process that
 
could be successfully adapted to the needs of Indonesia or Thailand, yet
 
it may not have the expertise, experience, or in-country capability to
 
successfully transfer the product or process. On the other hand, a local
 
enterprise may have identified a health need that could be satisfied
 
locally and profitably, yet is unable to obtain financing at a reasonable
 
cost, or perhaps lacks the necessary technical, managerial, and financial
 
expertise. Finally, the local bank may wish to expand its portfolio of
 
loans in the health sector, yet is unsure or unaware of new loan oppor­
tunities, or may need access to dollar funds.
 

This report is divided into four major divisions. The first is this
 
Introduction. The second is an Executive Summary. The third is a review 
of the situation in Indonesia and the four covers Thailand. Each of the 
latter two divisions consists of sevwral Sections. 

Section A: HEALTH STATUS examines the current health status of
 
the population, and provides data on levels and causes of infant,
 
child and maternal mortality.
 

Section B: HEALTH RESOURCES provides information and data on
 
resources currently available to each government for implementing
 
its health program. Included are summaries of the government bud­
get, its personnel resources and physical facilities,
 

Section C: GOVERNMENT HEALTH PROGRAMS reviews the management,
 
priorities and activities of the Ministries of Public Health in
 
Indonesia and Thailand. This section concentrates on identifying
 
products used in these programs and problems with them. Products
 
that could improve program performance are also identified. A sum­
mary of the government involvement in health products manufacture
 
is presented.
 

Section D: THE PRIVATE SECTOR AND HEALTH describes the activities
 
of the pharmaceutical industry, medical equipment manufacturers,
 
pharmacists, and health care consumers. Total sales are summarized
 
and trends in the growth of the market are discussed.
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Section E: 
 SUPPLY OF FUNDS FOR THE HEALTH INDUSTRY describes the
 
various banking 
resources available to the health industry. It
 
also presents data on the current and projected demand for invest­
ment funds by the health sector. This section is based on inter­
views with private, public and foreign health firms, 
as well as
 
discussions with various government, international and private

health agencies. Relevant government agency statistics and fore­
casts, and private publications were reviewed. For Indonesia, it
 
also draws on a bank survey performed by P.T. Data Impact, a pri­
vate business advisory group utilized by PATH to provide key back­
ground materials for the proposed program. For Thailand, a survey
 
was conducted by Industrial Market Research Services.
 

SECTION F: PRIORITIES FOR THE IMPLEMENTATION OF HEALTHlink presents
 
a discussion of the products that 
we believe should receive the
 
highest priority for the implementation of HEALTHlink.
 

The divisions on Indonesia and Thailand each refer to several 
appendices

providing additional data, documents or other information, such as case
 
studies, lists of approved drugs and a listing of the more than 40 Indo­
nesian and 35 Thai contacts made in the 
course of the needs assessment.
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EXECUTIVE SUMMARY
 



EXECUTIVE SUMMARY
 

The central conclusion of this assessment is that in both Indonesia and
 
Thailand there are profitable opportunities to establish, in the private

sector, production of health products directed to meeting the health
 
needs of the poor majority. These opportunities are not now being pur­
sued because companies in each country do not 
have access to products

and associated technical expertise and know-how. 
With the products and
 
technical expertise in hand, loan financing will 
be required to bring

the opportunities to realization.
 

Examples of products that could be produced in both Indonesia and
 
Thailand are:
 

-
Vaccines and/or raw materials for vaccine production, 
- Cold chain equipment for immunization programs, 
- Vitamin products, especially cheaper preparations of 

Vitamin A, 
- Anhydrous glucose for production of oral rehydration
 

salts,
 
- Larvicides and mosquito repellents for malarial control
 

programs,
 
- Hospital equipment and supplies.
 

This conclusion rests on the following fundamental development in health
 
in Indonesia and Thailand: 
 It has become public policy to implement,

whenever feasible, the local production of products essential for meeting
 
the health needs of the poor majority.
 

The funds required to finance the listed opportunities are within the
 
range of the loan pools that PRE has been considering establishing in
 
each country, i.e. $5 million. Each of the six examples listed above
 
could require financing in the range of from $100,000 to $2 million.
 
These six examples are only those identified in the course of the ten­
week study and which 
are common to both countries.
 

Other projects that appear to be feasible in one or the other of the
 
countries have been identified. With the launching of the proposed
 
program, a much more thorough search will be undertaken. For Thailand,

rabies vaccine production needs to be improved; production of gauze and
 
bandage appears to be a viable commercial undertaking, and production of
 
raw materials for antibiotics may be feasible. In Indonesia, manufacture
 
of inexpensive spectacles and of weaning foods are options to be pursued
 
in more detail.
 

In some cases, health project opportunities that meet the needs of the
 
poor majority are already being pursued. These exceptions occur when
 
developing world companies form joint ventures with multinational firms.
 
These joint ventures are useful ways to stimulate the transfer of technology
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nd they have been able to meet important needs. Another way in which
 
ransfer occurs is when international technical assistance agencies such
 
s WHO or UN!CEF assist in setting up production of products, e.g., oral
 
rehydration sachets and vaccines. Despite these important exceptions, the
 
progress in implementing the local production public policy has been slow.
 

rhe development of a public policy to implement local production of
 
essential products has resulted from many factors, two of which are of
 
particular relevance to this report.
 

First, a consensus has been reached among health strategists of the
 
priority areas for health in developing countries: diarrheal disease
 
control, immunization, nutritional enhancement, prevention and treatment
 
of respiratory diseases, family planning, improvement of the safety and
 
outcome of birth, and control of infectious diseases such as malaria.
 
Because this consensus has been reachea, government health funds and
 
personnel are being concentrated in a few priority areas leading to ex­
panded distribution and use of the products that are involved in each.
 

This impact is being felt in both the public and private sectors. As
 
more and more individuals learn from government educational programs of
 
the value of various health products, the demand in the private sector
 
for these products increases.
 

Second, in the last several years there has occurred in health a basic
 
shift from reliance on donated commodities to procurement by the govern­
ment itself of products needed to protect and maintain health. As a
 
result governments are turning serious attention to the issue of local
 
production and have concluded that many products should be made locally.
 
Rs a corollary, developing world health sector business people have
 
become aware of the rapidly growing public and private sector markets
 
for their products and for other products which are not currently being
 
nanufactured in-country. They are understandably anxious to position
 
their companies to take advantage of this fundamental change in the
 
;upply of health products.
 

)ur investigations have documented how these changes are underway for
 
.ach of the major primary health care products in both Irdonesia and
 
Fhailand.
 

*or diarrheal disease control programs UNICEF has been a source of
 
;upply for governments. However, as national diarrheal disease control
 
irograms have expanded, many governments have been faced with the neces­
ity to assume responsibility for procuring supplies of ORS. In most
 
:ases, this has meant 
that local packaging facilities have been established.
 

n both Indonesia and Thailand, packaging of ORS is being expanded by
 
iovernment controlled agencies.
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Private sector firms are considering expanding production of ORS packets.

Because of the extensive informational campaigns launched by the govern­
ment health program, more and more individuals are learning of the value
 
of oral rehydration therapy leading them to procure oral rehydration
 
salts in the private market.
 

In both Indonesia and Thailand private sector packaging of sachets of
 
electrolyte powders is well established and sales are increasing. 
Also
 
private sector production or distribution of oral rehydration salts
 
tablets will soon he underway.
 

Anhydrous glucose is specified by WHO for production of ORS. Neither
 
country manufactures anhydrous glucose. Currently this product is im­
ported. Potentially, substantial savings in hard currency could be
 
realized in Indonesia if local production were established. It may also
 
be feasible to produce anhydrous glucose in Thailand where over 4 million
 
packets of ORS are packaged annually.
 

For immunization programs, both the Indonesian and Thai governments are
 
assuming greater responsibility for procurement of needed supplies. The
 
technological sophistication of vaccine production makes it unlikely that
 
all of the vaccines needed in government immunization programs or which
 
individuals obtain from their private physician or pharmacist will be
 
vanufactured in-country. Nevertheless, the governments of both countries
 
lave decided to expand production of vaccines in government controlled
 
:ompanies. There is no private sector manufacture of vaccines, repre­
senting an area of considerable potential for private sector sales.
 

rhe private sector could play an important, and to-date largely unfilled, 
,ole in the provision of cold chain equipment. Indonesia is importing
;everal thousand refrigerators which potentially could be manufactured 
locally. Even for the imported refrigerators, there will be a continuing
 
ieed for spare parts, a need that could be met by local firms. Several
 
:oncerns have recognized the need for production of syringes and 
are
 
;eriously considering establishing manufacturing facilities.
 

variety of efforts have been made to assure that each country can more

ully meet the nutritional needs of its population. Tremendous strides
 
iave been made in improving agricultural productivity. In addition,
 
,ome limited production of weaning foods has been established and addi­
ional factories are being planned. Also, production of vitamins is
 
fell established. 
Much of the vitamin consumption is by socio-economic
 
roups who do not have a major need for vitamin supplementation, and the
 
itamins being consumed are not among those of highest priority. Vitamin
 
is a high priority vitamin and the governments of Thailand and Indonesia
 

ave active programs to encourage its use.
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Consideration is being given by a firm in Thailand to production of
Vitamin A soft gelatin capsules that will have better resistance to high

ambient temperatures than products currently on 
the market.
 

Some of the important acute respiratory diseases are being addressed by

government programs. Antibiotics are a crucial drug group for these
diseases. 
Very limited efforts have been undertaken to transfer know­how for production of antibiotics to Indonesia and Thailand; although

there is 
a large amount of tableting and capsulation of imported raw
materials. 
 There is widespread agreement in Thailand that production of
 
raw materials for some 
of the more critical antibiotics should be under­
taken and would be financially viable.
 

Major changes have taken place in donor financial assistance for national

family planning programs. Throughout the 1970s both countries relied

almost completely on free, donor-supplied commodities for their programs.

Such assistance has now all 
but been terminated. Aggressive steps have
been taken in Indonesia to establish production of oral contraceptives,

IUDS and condoms. Production of these products is being carried out by
a government controlled company, Kimia Farma. 
 In Thailand, injectables

and oral contraceptives are being procured from local private sector
firms. 
Condoms are being procured from a firm which imports bulk goods

from Korea. 
 There appears to be need for additional facilities for condom
 
packaging and, perhaps, for IUD production.
 

Maternal and child health programs directed at improving the safety of

birth and reducing neonatal and infant death rates 
are receiving increased

priority in both Indonesia and Thailand. 
We have already noted the ex­panded activities in immunization including the vaccination of women for
tetanus. 
Also it has been noted that weaning foods are attracting in­creasing attention and offer a potential for private sector involvement
in primary health care. 
A major need is for accurate, inexpensive, easy­to-use scales 
for weighing children and newborns. Local production of
traditional beam balance scales is already underway. 
 UNICEF provides

scales but these are relatively expensive and not accurate for new borns.
Recently, improved scales have been developed in the United States and
could be produced and/or distributed in Indonesia and Thailand.
 

Control of infectious diseases, especially malaria, is receiving increasing

attention in Indonesia and Thailand. 
Malaria is once again becoming a
serious problem in both countries. While foreign assistance and technical

agencies played major roles in earlier efforts to control malaria, much of
the financial resources will 
now have to be made available by the govern­nents themselves. 
 In Indonesia the need has been identified for better

,epellents, spraying equipment, mosquito coils, and various other supplies

ind equipment used in malaria control programs.
 

s illustrated by the examples given in the previous paragraphs, there is
i large array of health products whose manufacture could be established in
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Indonesia and Thailand, if technical expertise and know-how could be ob­tained. With the availability of technical 
expertise and know-how, projects

could be designed that would be financially viable.
 

Our experience in PATH, as well 
as 
the additional investigations we have
carried out 
as a part of the needs assessment, leads to the conclusion
that it will be possible to identify needed products and to arrange for
appropriate licensing and/or joint venture agreements. 
 The U.S. (and
other developed country) firms with which we will 
deal will be mostly
small to mid-sized. Large companies can operate through their own 
re­sources in Thailand and Indonesia. There may be 
sova- occasions in which
PATH will work with large companies. It is the innovative smaller U.S.
firm, which is anxious to expand beyond the U.S. market, with which PATH
will most often work. 
 In addition, to working with private companies,
PATH will 
undertake to license technologies it controls. 
For example,
PATH is completing development of low-cost, easy-to-use diagnostic dipsticks
for detection of glucose and albumin in urine and for the measurement of
hemoglobin to detect anemia. 
 PATH will work with Indonesian and Thai
companies to assist them in establishing fabrication of these products.
 

What is the need for additional financing in the health sector?
 

The three components of the proposed program are the products, the tech­nical assistance and the loan financing. 
 The possibility of combining
these three components into a package for a given project is 
a necessity

for assuring the success of the program. 
 The study suggests that the
most important elements will 
be the product and the technical assistance.
It appears that the loan money will 
not always be required. Our research
has shown that in 1ozii countries loan funds are available to the health
sector. It is probable that 
some projects developed by HEALTHlink will
be financed by sources 
other than the loan pools established by PRE.
While there are these other sources available to the health sector, they
are mostly employed in serving the health needs of the wealthy sector of
the society. Access to a committed loan fund pool for projects focussing
on 
the needs of the majority poor will for
be, we believe, essential 

achieving the goals of this program.
 

The project should result in 
a useful product reaching those who need it.
To achieve this goal, there must exist appropriate incentives for the
entrepreneur to address a market which might not otherwise receive atten­tion. In this case the incentives are 1) long-term, fixed interest, dol­lar loans, and 2) the opportunity to explore in detail 
the requirements
for undertaking a new project while being able to have a portion of the
exploration costs 
shared by an outside organization.
 

Investigations undertaken in this needs assessment (and experience in
managing the International 
Loan Fund) have led to the conclusion that

these incentives will be adequate to result in projects that meet public

health needs.
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he needs assessment has also examined options for effective management
 
f HEALTHlink.
 

ATH will pursue the establishment of an official presence of PATH in
 
oth countries to allow it to undertake legal negotiations with companies,
 
o enter into collaborative relationships with the governments (ministries 

of health) and to have direct-hire staff. The process of establishing 
these presences is underway. 

Based on discussions with USAID staff in Washington, Bangkok and Jakarta
 
it has been concluded that HEALTHlink should maintain close communication
 
with the Office of Asia Technical Resources and the Bureau of Science and
 
Technology and with the USAID missions in each country. Each project
 
should be reviewed with Mission staff dnd periodic program reports should
 
be submitted to the Asia Technical Resources Office and the Bureau of
 
Science and Technology.
 

4e are of the firm belief that the Missions can make their most important 
zontribution by providing guidance to the program based on Mission staff's 
:lose and continuing involvement in the public sector health programs in 
?ach country. 

rhe USAID Asia Health Strategy Policy has been reviewed. It is antici­
)ated that the priorities of HEALTHlink will complement fully those of
 
:he USAID policy.
 

kt this time, it appears that the banks will have no difficulty in accept­
ing the requirement that the USAID funds will be invested only in projects
 
:hat have either been developed by or approved by PATH. We believe this
 
is the best course for the program to follow to assure that the projects

:unded with USAID moneys are consistent with the priorities of USAID and
 
:he government health program.
 

,n Indonesia, it is important that the USAID funds remain in the form of
 
lollars. This will most likely require that the funds are placed outside
 
he country. Availability of dollars is a significant asset of the pro­
iosed program. No problem of this kind exists in Thailand since the Bhat
 
s freely convertible.
 

n each country we have identified firms with established reputations
 
hat can conduct financial feasibility studies. In addition, individual
 
onsultants have been identified.
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. HEALTH STATUS
 

Health Status of the Indonesian Population
 

Despite progress made since the New Order Government came to power,
Indonesia still ranks at or 
near the bottom of most health indica­
tors compared with other countries in the ASEAN region. 1 
 The rate
of mortality among infants is high (104.8 per 1000 live births)compared with neighboring Malaysia (33/1000) and the Philippines

(59/100).2 
Only 12% of the population has access to a clean
 
source of drinking water,3 and fewer than 30% of urban and 4% of

rural households have latrine facilities equipped with septic

tanks.4 Two-thirds of the population consume well 
below the re­
quired amounts of calories and protein, and malnutrition is wide­spread, afflicting an estimated 33% of all children under five,

and 7% and 3% of pregnant and lactating women respectively. 5
 

Of all 
age groups, infants (0-1) experience the highest rate of
mortality in Indonesia, followed by the 1-4 year age group (under­
fives). Mortality among under-fives was estimated at 14.4 per

1000 population in 1979. 
 This rate is nearly four times higher

than rates reported from Sri Lanka 
(3.8) and twice that of the
 
Philippines (7.5). 6
 

An accurate estimate of the maternal mortality rate (MMR) has yet

to be determined, mainly because 80% of all 
deliveries still take

place in the home. National estimates run as high as 40 deaths
 
per 10,000 pregnancies with rural 
levelv perhaps reaching 80 per
10,00(. 7 An epidemiologic analysis of data derived from twelve
hospital-based studies reported an MMR of 37.4 per 10,000 cases or
39.0 per 10,000 live births. 8 
 A three-fold difference was found

between the MMR for rural 
women (77/10,000 cases) and urban women
(2b/10,000 cases). 
 Although the hospital-based MMR estimate

(39/1U,UOU live births) does not take into consideration deatls
 
during home deliveries, it is still ten times higher than 
rates
 
reported from developed countries in the early seventies.
 

Major Causes of Death among Infants
 

Forty-five per cent of all 
infant deaths in Indonesia occur in the

first month of life (neonatal period). 
 There is strong evidence
 
to show that 
tetanus is the major cause of death among neonates.

The 1980 Home Health Survey found tetanus the cause of 43% of all

neonatal deaths (see Table 1), 
while other researchers attribute
20% of the total infant mortality rate (IMR) to neonatal tetanus. 9 ,10The low percentage of pregnant women 
receiving tetanus immunization
 
(20%) is directly related to the high incidence of neonatal tetanus.
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Table 1: Causes of Death Among Neonates* 

(0-1 Month): 1980 

Type of Illness Percentage 

Tetanus 43.1 
Birth Trauma 
 21.6
 
Acute Infections of Lower Respiratory Tract 10.8
 
Diarrhea 
 10.8
 
Neoplasms 
 3.9
 
Others 
 7.8
 
Unspecified 
 2.0
 

TOTAL 
 100.0
 

*Source: Department of Health, 1980 Home Health Survey
 

Another major cause of death among neonates is birth trauma. Both
 
neonatal tetanus and birth trauma are undoubtedly related to unhy­
gienic and detrimental birthing practices of traditional 
midwife
 
healers (dukun-bayi) who still attend virtually all 
of the deliver­
ies in rural Indonesia. Although the Ministry of Health has trained
 
thousands of dukun-bayi in modern hygiene methods and improved

delivery technology, many revert back to traditional practices.

For example, a study conducted in Central Java11 found that 70%
 
of trained dukuns had reverted back to using bamboo knives to cut
 
the umbilical cord.
 

Other factors which may contribute to neonatal mortality include
 
low birth weight and maternal anemia. The best predictor of an
 
infant's chances for survival 
is its weight at birth. Low birth
 
weight is estimated to contribute to the early death of between
 
20 and 30 infants per thousand live births in Indonesia (20%-30%

of the total IMR).9,12 The contribution of anemia has yet to be
 
definitively calculated, although estimates based on maternity
 
care monitoring research suggest that anemia accounts 
for 10-15
 
excess deaths per thousand live births.9 ,13
 

Among older infants (1-11 months) diarrhea is the major killer,

accounting for 33% of all deaths in this age group (see Table 2).

Although breastfeeding is still 
commonly practiced in Indonesia,

declines in frequency and duratior of breastfeeding have been
 
noted in many urban areas of the country. Approximately one­
third of all urban-born infants are not breastfed beyond the age

of 10-12 months 14 compared with the median duration of 22.2
 
months for the country as a whole. 15 At the same time, hospitals
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report increasing incidence of diarrhea among bottle fed babies. 1 6 

Early introduction of supplementary foods, as early as the first 
week of life, may be another contributing factor to high infant
 
mortality in Indonesia. 17
 

Although it is well known that bottle feeding can lead to high
 
rates of diarrhea and death, no laws have been passed to control
 
the marketing and distribution of breast milk substitutes in
 
Indonesia. Government health centers themselves are often a
 
major sales outlet for infant formula.18
 

Given the current high price of breast milk substitutes in Indo­
nesia, few families can afford the daily cost of artificial
 
feeding -- which, at six months of age, is estimated at 16% of
 
the basic minimum wage. Moreover, low income families are least
 
likely to have access to clean drinking water sources. Conse­
quently, infants from poorer families are often given over-diluted
 
formulas mixed with contaminated water -- an important factor in 
the causal chain leading to diarrheal dehydration and infant 
death. 

Table 2: Causes of Death Among Infants*
 
(1-11 Months): 1980
 

Type of Illness
 

1. Diarrhea 
 33.1
 
2. Acute Infections of Lower Respiratory Tract 29.8 
3. Meningitis 11.3
 
4. Tetanus 
 4.6
 
5. Intestinal Blockage & Hernia 2.6
 
6. Birth Trauma and Certain Perinatal Conditions 1.0
 
7. Congenital Disorders 1.3
 
8. Neoplasm 1.3
 
9. Others 
 7.9
 
0. Unspecified 7.1
 

TOTAL 
 100.0
 

*Source: Department of Health, 1980 Home Health Survey
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Major Causes of Mortality Among Pre-School Children
 

Diarrhea is also the major cause of death among Indonesian chil­
dren of pre-school age (1-4 years), followed by acute infections
 
of the respiratory tract and meningitis (see Table 3). On average,
 
pre-school children suffer 3-5 episodes of diarrhea each year, and
 
approximately 600,000 die from diarrheal dehydration and related
 
infections.19
 

While the control of diarrheal diseases is addressed by the Commun­
icable Disease Control (CDC) Department of the Ministry of Health, 
there is still no national program for diarrheal disease prevention 
and oral rehydration. 1 

Although malnutrition is not an outright killer of children, studies
 
in Java attribute up to 57% of all infant and child mortality to
 
malnutrition, acting synergistically with diarrhea, pneumonia and
 
other infectious diseases. 18 Approximately one-third of all
 
under-fives (7.5 million) are estimated to suffer from some form
 
of calorie-protein malnutrition (CPM) with the highest prevalence
 
seen among children under two years of age (50%). 

Many children die yearly from typhoid (which is endemic and epidemic) 
and immunizable diseases such as tetanus, diphtheria and measles. 
This is largely because immunization services reach only 20% of 
children, and effectiveness of coverage is poor do to the lack of 

9
an active outreach program and breaks in the cold chain.1 , For
 
example, one study noted that the kerosene refrigerator used to
 
store vaccines at PusKesMas (rural health center) was set at
 
210C, and PusKesMas staff were unaware that this ruined tetanus
 
toxoid vaccine.9
 

Table 3: Causes of Death among Pre-School Children*
 

(1-4 years): 1980 

Type of Illness Percentage 

1. Diarrhea 36.9 
2. Acute Infections of Lower Respiratory Tract 28.8 
3. Meningitis 13.8
 
4. Abdominal Typhoid 3.1
 
5. Tetanus 2.5
 
6. Diphtheria 2.5
 
7. Measles 1.2 
8. Others 6.2 
9. Unspecified 5.0 

TOTAL 
 100.0
 

* Source: Department of Health, 1980 Home Health Survey 
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Another weakness of the cold chain system is the dependence on
 
imported refrigeration units and portable thermos for storage and
 
transport of vaccine in rural areas. Of those PusKesMas which
 
have refrigerators, most are equipped with imported units (Japanese
 
and American). Problems occur in maintaining these units because
 
spare parts are not locally available, and delays are encountered
 
when imported parts are out of stock.2 The cost of a portable
 
thermos for transport of vaccines is very high -- again because 
of the added cost of importation. Currently, there are no local
 
producers of thermos of high enough quality to meet cold chain
 
requirements. 2 1 

Factors Contributing to Maternal Mortality 

A number of host factors, e.g., iron deficiency anemia, close 
pregnancy intervals, and poor hygiene, indirectly contribute to
 
high maternal mortality in Indonesia by lowering women's general
 
resistance to disease. An estimated 3.3 million pregnant women
 
suffer from iron deficiency anemia nationwide. 19 ,2 This defic­
iency was shown to be a high risk factor in the twelve-hospital
 
study 8 which found a three-fold difference in MMRs for anemic
 
than for non-anemic women. Approximately 48% of rural women
 
studied were found to be anemic as compared with 31.4% of urban
 
women (See Table 4).
 

Table 4: MMR by Residence and Anemic Condition 8
 

12 Teaching Hospitals in Indonesia: 1977-1980
 
(Per 10,000 Maternity Cases)
 

Anemia Non-Anemia Total
 

Urban 38.8 18.4 24.8
 
Rural 134.8 22.8 76.2
 

Total 70.2 19.2 37.3
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The highest relative risk reported in the above-mentioned study 
was "No antenatal visits" indicating its importance in the causal 
chain leading to maternal mortality. 8 A five-fold difference in 
MMR was found between women who made no antenatal visits compared 
with those who made one or more visits. The low percentage of 
pregnant women who actively seek prenatal care from PusKesMas is 
attributed to the common notion that the PusKesMas is a place one 
visits only when ill, and that pregnancy is a normal part of 
life.8 Thus, there appears to be a need for alternative delivery 
systems for antenatal care if the MMR is to be reduced by 50% as 
targeted for the Fourth Five Year Development Plan. 
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1B. HEALTH RESOURCES
 

;overnment of Indonesia (GUI) Budget Allocations
 
and Expenditures for Health
 

Until recently, the health sector was 
a low budget priority (less

than 2%) in Indonesia. 
 During the Third Five Year Development

Plan (Repelita Il: 1979-1984) government allocations for health
 
increased to approximately 3-4% of the national 
budget, about$1,20 per capita per year. However, only 25% of the national 
health budget was allocated for the 80% of the population which
 
resides in rural areas.23 

The government health budget and realized expenditures on health

infrastructure and rural health centers (PusKesMas) during
1980-1984 are summarized in Table 5.
 

Table 5: Government Health Sector Budget and Realized
 
Expenditures on Health Infrastructure & PusKesMas*
 

1980-1984
 
(Billion Rupiah) 

1980/1981 1981/1982 1982/1983 1983/1984 

3udget for Health Sector 124.2 163.6 204.5 214.2 

Lst Six Months Realized 
xpenditures on Health 
.nfrastructure & PusKesMas 27.1 31.3 24.5 

ull Fiscal Year (est.) 54.2 62.6 49.0 

* Source: Nota Keuangan 

Personnel Resources
 

There are about 12,900 physicians in Indonesia, half of whom live

and work in the four largest cities of the country. In these

cities, the physician:population ratio almost equals Western

levels, while in rural 
areas there may be only 1 physician for
 
40,000-100,UUU persons.23
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The number of nurse/midwives and health care assistants is estima­
ted at 35,500 and 35,700 respectively, which represents a four-fold
 
increase over the total number available in 1969. It is estimated
 
that an additional 24,000 physicians and 157,000 nurses will 
be
 
needed by the year 2000.1
 

Health Facilities
 

1. General Hospital Facilities
 

There are 1,239 government and private general hospitals in the
 
country with a total 
of 98,543 beds (see Table 6). The current
 
patient:bed ratio or average number of hospital 
beds available per

10,000 population is quite low -- 6.7 per 10,000 persons. General
 
hospitals are unevenly distributed among the 27 provinces of Indo­
nesia, with some provinces having patient:bed ratios below 4.0.
 

Table 6: Number of General Hospitals, Hospital Beds, 
and Patient:Bed Ratio* 
Indonesia, 1981-1982 

Number of Hospitals Number of Beds 

Government Hospitals 637 (51%) 70,814 (71.8%) 

Private Hospitals 602 (49%) 27,729 (28.2%) 

Total 1,239 (100%) 98,543 (100%) 

Patient:Bed Ratio 6.7 per 10,000 

* Source: Department of Health 

Fifty-one percent of all general hospitals are owned by the govern­
ment and contain 72% of the total number of available beds.
 
Although government hospitals are generally larger than private

hospitals, chronic shortages of professional staff, medical
 
equipment and facilities limit the quality of service offered
 
through these facilities. Those who can afford to do so, usually

seek treatment at private hospitals.
 

During 1972-1980, annual growth of beds available in private hos­
pitals exceeded growth in government hospitals. Table 7 illus­
trates this point. 
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Table 7: Number of Hospital Beds Available*
 

1975-1980 

1975 1980 Annual Growth 

Government Hospitals 51,253 70,814 6.7% 

Private Hospitals 15,824 27,829 11.9% 

* Source: Calculations Based on Central Bureau of Statistics Data 

Given the current low patient:bed ratio, it is anticipated that
 
growth of hospital beds will remain the same or exceed the growth
 
levels of 1975-1980. If growth levels remain the same, the
 
availability of beds can be forecasted as follows:
 

Table 8: Forecast 	of Hospital Beds Available*
 
1984-1988
 

Government Private
 
Year Hospitals Hospitals Total
 

1984 91,786 43,476 135,262
 
1985 97,936 48,650 146,586
 
1986 104,497 54,439 158,936
 
1987 111,499 60,918 172,417
 
1988 118,969 68,167 187,136
 

*Source: 	 Calculations based on annual rate of growth
 
of government hospitals (6.7%) and private
 
hospitals (11.9%).
 

2. Maternity Hospitals/Clinics
 

In addition to general hospitals, there are 479 government
 
and private maternity hospitals/clinics in Indonesia with a
 
total of 10,950 beds (see Table 9). More than 60% of existing
 
maternity hospitals and 33% of maternity clinics are located
 
in the neighboring 	provinces of Jakarta and West Java.
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Table 9: Number of Maternity Hospitals/Clinics*
 

Indonesia: 1980
 

Number of Hospitals Number of Beds
 

Maternity Hospitals 
 16 934
 
Maternity Clinics 
 463 10,016

Total 
 479 10,950
 

*Sources: Biro Pusat Statistik: Statistical Profile
 
of Children and Mothers in Indonesia, 1982.
 

3. Public Health Centers
 

The need to expand health service delivery to rural populations

became apparent during the second half of the First Five Year
 
Development Plan (Repelita I: 1969-1974). A network of PusKes-

Mas (rural health centers) was subsequently developed, based
 
on the encouraging response of the rural population to small
 
units for Child and Maternal Health (Balai Kesejahteraan Ibu
 
dan Anak or BKIA) in preceding years. These intimate contacts
 
between motivated primary health care educators/providers and
 
pregnant women worked well, 
and most of the BKIA units (9,500

in 1977) were incorporated into PusKesMas during the Second
 
Five Year Development Plan (Repelita II: 1974-1979.)23
 

The goal 
to establish a PusKesMas in each sub-district of the
 
country was realized during Repelita II. There are now 4,949
 
PusKesMas with 10,386 satellite centers scattered throughout

the country. However, the ideal of a well staffed health
 
center headed by a physician has yet to be achieved. (Approx­
imately 50% of PusKesMas in Java and 60% outside Java still
 
have no physician.)23
 

Research conducted by the Community Health Care Delivery

Research Unit of the Ministry of Health has shown that Pus-

KesMas services reach only 20-30% of the population.l, 23
 

With respect to socioeconomic class, PusKesMas seem to attract
 
better educated clients who are familiar with modern medical
 
practices. Most PusKesMas clients live within 
a 5 km radius
 
of the center. Beyond this distance, transportation costs
 
are too prohibitive although the actual 
cost per visit is
 
low (about $0.25).21
 

The fact that modern preventive medicine concepts and practices
 
are not conducive to the traditional "cosmic" view of the rural
 
people is another reason often cited for under-utilization of
 
PusKesMas services. 23
 

21 

http:services.23
http:0.25).21


C. GOVERNMENT HEALTH PROGRAMS
 

Health and Nutrition Programs
 

During Repelita III, government health policy and service delivery 
programs accorded maternal and child health high priority. This
 
emphasis will be continued throughout the next Five Year Develop­
ment Plan (Repelita IV: 1984 - 1989).24 Among the largest
 
national programs with a focus on maternal and child health are
 
the following:
 

1. National Family Nutrition Improvement Program (UPKG)
 

UPKG is a large inter-sectoral nutrition program begun by the 
GOI during Repelita III in cooperation with UNICEF. Other 
external donors include USAID, IBRU, UNFPA and WHO. Village
activities include monthly baby weighings, distribution of 
nutritional "first aids" to children (ORS and Vitamin A
 
capsules), distribution of ferrous sulfate tablets to pregnant 
women, health education and organization of supplementary
 
feeding activities. In some UPKG villages, income-generating
 
activities have been integrated in an effort to promote
 
program self-reliance. 2 5 More than 400,000 trained village
volunteers (cadres) conducc UPKG activities under the super­
vision of the local PusKesMas. UPKG is now estimated to
 
operate in over 30,000 villages where 70% (14.9 million) of
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 the nation's under-fives live.
 

2. Expanded Program for Immunization (EPI)
 

EPI is a priority component of the Department of Communicable 
Disease Control (CDC), Ministry of Health. The program is
 
largely funded by the GOI, with external assistance from
 
UNICEF, WHO and USAID. Although started only recently, the
 
program is aiming at national coverage. While the intended
 
coverage in 1982 was approximately 60% of the total eligible

population, actual coverage (fully immunized children) was
 
only about 40% of intended coverage. 25
 

BCG, DPT, TT, Polio and Measles immunizations are made avail­
able to three target groups, namely: three- to fourteen-month
 
old babies, suhool children, and pregnant women, with the
 
first group receiving the highest priority. Both BCG and
 
tetanus vaccines are locally produced by a state enterprise,

Bio Farma. Vaccinators travel to outreach sites on 
a fixed
 
schedule, and midwives perform immunizations in the MCH
 
clinics. While an effective cold chain has been developed
 
up to regency level, extension to sub-district and village

level is still very limited. 
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Resource constraints are largely related to the high cost of
 
vaccines, vaccine transport, and imported supplies such as
 
portable thermos and reusable glass syringes. The GOI intends
 
to promote more local production of vaccines -- especially
 
measles and polio vaccine -- to meet future EPI needs. A
 
technical and financial feasibility study is planned for June
 
1984, with joint funding from WHO, UNICEF and USAID. The
 
potential 
role of the private sector in local production of
 
raw materials and/or finished products will be investigated
 
as part of this study.
 

3. Iodine Deficiency Control Program
 

Iodine deficiency afflicts approximately 12 million children
 
and adults living in the "goitrous belt" of the Indonesian
 
archipelago. 
More than 100,000 cases of childhood cretinism
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are estimated among the population in the endemic area. ,
 
With financial assistance from UNICEF, the GOI has undertaken
 
a major iodine deficiency control program which promotes mass
 
treatment for goiter (Lipidol injections) and preventive mea­
sures (iodine fortification of salt). The Program Coordinator
 
for Nutrition at UNICEF/Jakarta estimates that more than six
 
million doses of Lipidol have been administered over the past

five years. Lipidol is currently imported from France. Im­
portation costs rose significantly with the devaluation of
 
the Rupiah in early 1983. 
 The GOI has since had to reduce
 
its projected target for Lipidol injections because of rising
 
costs and budgetary constraints. Local production of Lipidol,

then, would help to meet a health need of a large segment of
 
the population.
 

4. Dengue Hemorrhagic Fever (DHF) Control Program
 

The GOI recently announced that the control of dengue hemor­
rhagic fever will receive high priority in Repelita IV (1984­
1989). A large campaign has already been launched to eradicate
 
mosquito breeding grounds and to provide mass media prevention

education. UNICEF is currently providing financial assistance
 
to the GOI for the procurement of a new larvicide (Abate'),

which is effective on all species of mosquitoes. This product
 
can also be used for the control of malaria, filariasis, yel­
low fever, arboviruses and onchocerciasis. It is reportedly
 
more effective and easier to use than oil larviciding agents,

and non-hazardous to humans, animals and other non-target or­
ganisms when used according to label directions. Abate" is
 
not locally produced and is transported from the U.S. in sand.
 
Approximately 150 tons of Abate" sand were imported at very

high costs last year. Under a licensing arrangement with the
 
producer (American Cyanamid Co., Wayne, N.J.), Abate" concentrate
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could be produced in Sumatera where there is an adequate
 
supply of the appropriate type of sand. This is one public
 
health product which should receive priority attention. 21
 

5. National Family Planning Program (KB)
 

Indonesia is said to have one of the most effective family

planning programs in the developing world. 1 The national
 
program is directed by BKKBN (the National Family Planning
 
Coordinating Board) and is largely funded by the GOT with
 
USAID as the major external donor. Phase I of this highly
 
successful program started in 1970 with clinic-based services
 
in Java and Bali. Phase II focused on developing a village
 
family planning (VFP) network in Java/Bali (1974) and ten
 
provinces of the Outer Islands (1977). The VFP network is
 
now present in almost all the 62,000 villages of Indonesia.
 

The average proportion of contraceptive users (out of total
 
married couples of reproductive age) has increased from less
 
than 10% in 1975 to 40% at the end of 1982. However, contra­
ceptive use in urban areas is still relatively low (30%).1,25
 
The program has developed a sizeable staff at the kecamatan
 
or sub-district level. Other health services have been cost
 
effectively "piggy-backed" on to this infrastructure, most
 
notably the UPKG program.25
 

At the current rate of population growth (1.9%), there will
 
be an additional 19.6 million women of child-bearing age by
 
the year 2000 -- an increase of 53.8% over the 1980 figure.27
 

The need to further reduce the growth rate is evident, and
 
government plans call for a reduction to 1.3% by 1990. To
 
achieve this target, contraceptive prevalence must increase
 
to 68% of eligible couples and 5.5 million new acceptors
 
must be recruited annually. The BKKBN has projected that
 
more than 120 million cycles of oral contraceptives will
 
have to be produced and/or procured. USAID has already pro­
vided funds for the establishment of an oral contraceptive
 
production facility which is currently producing 30 million
 
cycles of pills. Moreover, the GOT has received loan funds
 
from the PIACT/PATH International Loan Fund (ILF) to establish
 
an IUD production facility.
 

6. Diarrheal Disease Control
 

The Communicable Diseases Control Program of the Ministry of
 
Public Health is taking steps to deal with diarrheal disease.
 
A special section has been established. Activities are under­
way in training, education, and distribution of ORS packets.
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UNICEF has also provided technical and financial assistance
 
to the GOI for the establishment of an ORS production facility
 
in Indonesia. One of the major constraints to cost-effective
 
production of ORS is the absence of locally manufactured raw
 
materials, e.g., anhydrous glucose.2 1
 

7. Malaria Control
 

Since the 1960s the GOI and USAID have joined in cooperative
 
efforts to control the spread of malaria on Java, Bali and 
Madura. By the mid-197Us, malaria had been successfully 
brought under control in Java. However, malaria-carrying 
mosquitos have recently shown signs of resistance to DUT and 
of a resurgence in Java1 .
 

Health staff of USAID/Jakarta indicated that high priority
 
should be given to local production of agents to control/
 
prevent human contact with mosquitos, such as larvicides
 
(mentioned earlier under dengue hemorrhagic fever), mos­
quito repellents (coils and agents which can be applied to
 
the body), mosquito nets, window screens and other products.
 

GOI-USAID Cooperative Activities in Health
 

In addition to the activities mentioned above, there are a number 
of other joint GOI-USAID projects (see Appendix V). For example,

the GUI, USAID and Helen Keller International (HKI) have joined

in a cooperative effort to prevent Vitamin A blindness in Indo­
nesia. The GOI procures approximately 10 million high dose
 
Vitamin A capsules for distribution to children through the UPKG
 
and other programs. Although Vitamin A is produced in Indonesia,
 
the per capsule price is higher than the cost of a comparable
product manufactured in Australia. Therefore, most capsules are 
purchased from Australia at a unit cost of $0.U25 per capsule.
It is postulated that the current cost of the Indonesian product

could be reduced by up to 8U% if a less expensive encapsulating
 
agent was used or if the Vitamin A was packaged in glass bottles
 
and dispensed by eye dropper. 2 7 

Government Involvement in Manufacturing
 

The Indonesian government is involved in two pharmaceutical
 
manufacturing enterprises: P.T. Kimia Farma and Indo Farma.
 
Their combined sales for 1983 were $40-60 million, about 10% of
 
the market.
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P.T. Kimia Farma, although owned by the state, is intended to be 
run like any other private enterprise. Tn fact, they are not as
 
budget conscious as private firms and have certain advantages not 
enjoyed by the private sector. First, they have easier access 
to financing, often at below-market rates. Second, they have a 
lucrative monopoly on the import and manufacture of narcotic
 
drugs. Third, they own an extensive network of retail stores.
 
Currently, Kimia Farma is focusing on low-margin generic drugs.
 
Combined with Indo Farma, they have captured about 80% of that
 
market in the past few years. They intend to enter the more 
profitable name brand market, where they presently hold less
 
than 1% of the market.
 

Indo Farma is a unit of the Department of Health. Its primary

mandate is to supply high quality generic drugs at a low price
 
to government health services. Profit is a secondary matter
 
although it has seen a profit in two years of its existence.
 
Indo Farma currently produces 34 "essential" drugs. Capacity 
will be greatly expanded by a $25 million plant (now under final
 
review) that will be financed by the Italian government at con­
cessional terms. The presence of Indo Farma, particularly
 
when the new plant starts production in late 1985, will effect­
ively limit the profitable marketing of generic drugs to sales
 
by the government.
 

Indo Farma is not allowed to sell outside the government, although

it is likely that it will soon be allowed to sell to private
 
hospitals and social service agencies, dampening the profit

potential for the private sector of those markets. 
Sales through
 
a commercial distributor to retail markets will most likely not
 
be permitted in the near future, so Indo Farma's impact on broader
 
markets will probably be insigificant.
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D. THE PRIVATE SECTOR AND HEALTH
 

More than 2,000 ethical preparations are currently available on
 
the Indonesian market, including prescription drugs and over-the­
counter (OTC) preparations.28 In Rupiah terms, drug sales have
 
grown rapidly over the past several years. Rapindo (the govern­
ment investment bank) estimates that ethical and pharmaceutical
 
drug sales grew 13% in 1981, while sales of the ten most popular
 
traditional medicines grew a phenomenal 75% in the same period.29
 

One local company estimated ethical pharmaceutical sales alone
 
grew 24% in 1981 and 20% in 1982.30 Statistics published by the
 
Investment Coordinating Board (BKPM) reveal a 20% growth in total
 
drug consumption for 1982, from Rps 450 to Rps 540 billion. 31 For
 
the past few years, profit per unit sale has not grown appreciably.
 
Profitability varies considerably, although it is generally quite
 
high. In 1982, both after-tax return on investment and on sales
 
ranged from less than 5% to over 30%.
 

Growth in 1983-1984 is not matching previous years, due to the
 
general slow-down caused by lower oil prices. However, virtually
 
every executive and banker interviewed was optimistic about future
 
growth and profitability. In a recent multi-client survey conduc­
ted by Data Impact (see Appendix VI), six of a total of sixteen
 
pharmaceutical firms reported they plan significant capital
 
investments in the next three years.
 

Personal income, education, population and health-care awareness
 
-- all basic determinants of health care expenditures -- are ex­
pected to increase greatly over the next two decades. Presently,
 
only 25% of the population obtains modern medical care, with the
 
balance using self-medication, usually jamu (traditional medicine)
 
or seeking the aid of a dukun (tradition-aT-healer). The fact that
 
the jamu phenomenon has grown to a $1 billion industry (annual
 
gross sales), indicates the growing awareness and demand for
 
preventive and curative health care.32
 

The Indonesian Federation of Pharmaceutical Enterprises (G.P.
 
Farmasi) estimates that per capita drug expenditures will grow
 
from about $3.50 to t10.00 by the year 2000. 33 If the population
 
in the year 2000 is 200 million, then the market for pharmaceu­
ticals will have increased almost four times in real terms.
 

The following policies and regulations are particularly relevant
 
to the industry's growth and profitability. These policies will
 
have an important impact on the growth of the health industry in
 
coming years.
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Raw Materials Manufacturing
 

Approximately 95% of all raw pharmaceutical materials are imported.
 
Many local pharmaceutical firms with ties to multinationals import
 
raw materials from their parent companies, reportedly at higher 
than free market prices, thus raising the cost of many pharma­
ceuticals 34 . To reverse this trend, the BKPM has issued a new
 
policy requiring that joint venture (PMA) firms, wishing to ex­
pand or construct new pharmaceutical manufacturing facilities,
 
must agree to manufacture raw or intermediate ingredients as a
 
condition of receiving approval. While this policy reduces im­
ports, it may also lead to over-investment in capital facilities.
 
Several industry executives claim their raw material facilities
 
constructed in response to this requirement operate for as little
 
as three eight-hour shifts a year. Firms are now adapting to this
 
situation by constructing scaled-down plants. Yet this remains 
a
 
significant cost of doing business in Indonesia.
 

Price Regulation
 

Indonesia currently has a de facto system of drug price regula­
tion. The maximum allowable retail prices are published in the
 
Informasi Harga Obat, and revised semi-annually. The prices are
 
developed by adding fixed margins to the manufacturer's ex-factory

price for the distributor and retailer. This arrangement reduces
 
price competition among the local producers, which is perceived
 
as a benefit by some participants. 

Closed Areas for Pharmaceutical Investment
 

The BKPM has placed certain restrictions on pharmaceutical invest­
ment in Indonesia, depending on the product produced, ownership

of the firm, and location of the facility (see Appendix III for 
a list of these restrictions). This is done primarily to protect

investments already made. 

Investment Incentives
 

Prior to 1984, tax holidays and exemptions from import duties were
 
granted to ventures in certain priority areas. The new tax laws, 
effective January 1, have essentially eliminated these incentives. 3b 
There are no plans to restore them, although the BKPM still pub­
lishes a list of priority areas in the health care sector (see
 
Appendix III). The removal of incentives has reduced the profit

potential of certain investments. However, the incentives, while
 
attractive, appear not to have been a critical 
part of the decision
 
to invest.
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Raw Material from Local Sources
 

The Department of Health has instituted a policy requiring pharma­
ceutical manufacturers to obtain certain raw or intermediate
 
materials from local plant sources through extraction or fermen­
tation processes. Any expenditures in this area would certainly
 
stimulate local development, most significantly agriculture.
 

Future Regulation
 

Proposals to lower royalty and assistance fees, or to set a max­
imum number of years for their duration, have been discussed.
 
Pressure may build to introduce formal price controls, or to
 
require licensing of new technologies after a set period. PMA
 
firms may be forced to increase participation of their local
 
partner, or sell some of their equity on the open market.
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E. SUPPLY OF FUNDS FOR THE HEALTH INDUSTRY
 

A primary objective of HEALTHlink is to create previously unenvis­
ioned opportunities by bringing together entrepreneurs, products,
 
technical assistance, access to markets and, finally, financing.
 

This section is based on the results of extensive interviews with
 
executives from a broad spectrum of financial institutions and
 
health care firms. It is comprised of four parts; the first three
 
are: 1) Commercial Banks, 2) Development Banks and Financial
 
Institutions, and 3) Other Financial Institutions. Under each,
 
a brief summary of the institution's objectives and permitted
 
activities is given, and its specific involvement with the health
 
industry reviewed. The fourth and final part presents our con­
clusions on the availability of investment funds for the health
 
industry.
 

Commercial Banks
 

Commercial banks in Indonesia normally extend loans for up to one
 
year for trade financing and working capital requirements. These
 
loans are often rolled over indefinitely, so that they assume the
 
purpose, if not the structure, of longer term debt. With the per­
mission of the Bank of Indonesia, longer term loans can be made.
 
Although permission is not difficult to obtain, few such loans
 
are made by commercial banks.
 

1. Local Branches of Foreign Banks
 

Ten local branches of foreign banks operate in Jakarta. As
 
one might expect, these banks only lend to the largest firms
 
in the health sector, primarily the top fifteen pharmaceutical
 
companies. They will make loans to smaller ventures only if
 
a third party is willing to provide a guarantee. The banks
 
may not lend directly to firms based outside Jakarta.
 

The loan, generally from $100,000 to $2 million, is usually
 
offered as a line of credit to finance working capital. The
 
loan application process is largely self-selecting; only the
 
largest, most secure firms will approach, or are approached
 
by, the foreign banks. These firms generally prefer dealing
 
with the foreign banks because of the speed and sophistication
 
of the services they offer. In the multi-client survey con­
ducted by Data Impact, well over half the short-term loans
 
reported by the pharmaceutical industry respondents were ar­
ranged with the foreign banks (See Appendix VI for other
 
results of this survey).
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2. State Banks
 

Commercial banking in Indonesia is dominated by five state­
owned banks, accounting for nearly 90% of outstanding credits.
 
State banks, like foreign banks, make short-term loans to the
 
larger pharmaceutical firms. In general, these loans are for
 
lesser amounts, from $100,000 to $1 million. The state banks
 
also make short-term loans to a wide variety of second tier 
health firms, including such diversc &ntei-priser as traditional 
medicine firms and mosquito coil manufacturers. These loans
 
are generally smaller, ranging from $50,000 to $100,000. The
 
banks reported turning down a small but significant number of
 
loan applications, especially from the second tier firms. The
 
reasons for rejection usually concerned inadequate technical
 
capabilities or some other deficiency in the business plan of 
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the new venture.


State banks have been substantially deregulated since June
 
1983, and by and large, are free to make short-term loans 
much as they please. Still, they were characterized by bor­
rowers as being slow and inefficient, and were not consid­
ered the first choice when financing was sought. 

3. Private Banks -- Foreign Exchange
 

Only 10 of the over 70 local private commercial banks in Indo­
nesia are allowed to deal in foreign exchange. The remaining
 
60 conduct all their banking activities in Rupiah, although
 
their leasing divisions are not subject to the currency
 
restrictions. 

Private foreign exchange banks make short-term loans to the 
larger pharmaceutical firms. Although loans range up to $2 
million, they are, on the average, smaller than those made 
by foreign banks. They also loan to the second tier firms 
in the drug industry, but to a much lesser extent than state 
banks. One bank officer mentioned his bank had loaned over 
$1 million to an extremely successful manufacturer and dis­
tributor of Chinese medicines. The loan application process
is generally self-selecting; only firms in secure financial 
positions with conservative business proposals approach the
 
banks.
 

Private foreign exchange hanks generally are held in higher
 
regard than state banks, and are considered to be quicker and
 
more professional. Pharmaceutical respondents in the Data
 
Impact survey reported over 2U% of their short-term loans are
 
with private banks (including non-foreign exchange banks). 
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4. Private Banks -- Non-Foreign Exchange
 

These banks make short-term loans to a wide variety of local
 
second tier health care enterprises, in amounts from Rps 15
 
million to 1,000 million ($15,000 to $1 million). One bank
 
officer mentioned his bank has as a client a small pharma­
ceutical firm whose annual sales are only $12,000.
 

Development Banks and Financial Institutions
 

There are 31 development banks and financial institutions oper­
ating in Indonesia. The following discussion focuses on Bapindo
 
(Development Bank of Indonesia) and Jakarta-based development
 
finance institutions. These enterprises play the role of develop­
ment agencies as well as financial institutions; thus they have
 
a similar mix of social goals and financial involvement as the
 
proposed loan program.
 

1. Bank Pembangunan Indonesia (Bapindo)
 

Bapindo is the state development bank of Indonesia. Its
 
mission is to lend and equity finance projects that contribute
 
significantly to the socio-economic development of the nation.
 
Of all institutions interviewed, Bapindo is the most concerned
 
with social objectives, although it is operated to make a
 
profit.
 

Bapindo's health care portfolio rose from Rps 3,629 billion
 
in 1980 to Rps 6,455 billion in 1982. This growth in Bapindo's
 
investment (Rps 2,826 billion) represents almost 10% of the
 
total pharmaceutical investment made during this period.
 
Thus, Bapindo plays a significant role in financing the
 
health sector.
 

The loans were for fixed and working capital requirement -­
all to locally owned pharmaceutical firms (including formu­
lators, distributors, traditional medicine manufacturers,
 
etc.). The loans to these firms are typically for Rps 1
 
billion, with 6-10 year terms. Bapindo has made no equity
 
investment in the industry.
 

Bapindo plays an integral role in developing the business
 
plan of the proposed projects, sometimes takirg years to ap­
prove a loan application. This discourages many potential
 
borrowers from approaching Bapindo. Furthermore, a very im­
portant, although not critical, criterion for loan approval
 
is pribumi (native Indonesian) ownership of the venture.
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2. Development Finance Corporations
 

The primary function of the development finance corporations
 
is medium- to long-term financing, although they also partici­
pate heavily in the short-term money market. Equity invest­
ments are permitted, but represent only about 5% of total
 
financing. Short-term financing is provided to a few of the
 
largest pharmaceutical enterprises, by purchasing promissory
 
notes or commercial paper, invariably backed by a third party
 
guarantee.
 

Long-term financing to the health care industry is very
 
limited. One corporation reported a Rps 2 billion financing
 
of a PMA (joint venture) health care venture at a fixed rate
 
of 18% for 7 years with a two-year grace period. This par­
ticular PMA firm could have obtained financing from a number
 
of different sources, though not at such attractive rates.
 

Other Financial Institutions
 

1. Joint Venture Investment Banks
 

Joint venture investment banks are consortia of foreign trading
 
and merchant banks, with one Indonesian participant. They
 
have a monopoly on investment banking services, and are per­
mitted to engage in a number of other financial activities.
 
Although nominally not permitted to compete with commercial
 
banks, in reality they offer stiff competition to the larger
 
foreign and private local banks.
 

The joint venture investment banks provide financing to the
 
health industry and working capital loans to the larger
 
foreign and domestic pharmaceutical firms, for up to $2
 
million.
 

2. Leasing Companies
 

Although relatively unimportant now, leasing is likely to
 
play an increasingly vital role in financing new ventures in
 
Indonesia. In essence, leasing is another way of packaging
 
a medium-term loan. Leasing firms and leasing arrangements
 
are not as strictly regulated as banks and bank loans, however,
 
thereby creating greater flexibility.
 

Most larger banks have subsidiary leasing firms. They reported
 
leasing equipment to major pharmaceutical firms in amounts from
 
$100,000 to $1 million. In the Data Impact survey, leasing
 
only accounted for 0.1% of outstanding credits to pharmaceutical
 
companies.
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Investments
 

The demand for investment funds is integrally related to the
 
growth and profit potential of the health care industry. Except

for the pharmaceutical sector, few statistics are available con­
cerning the health industry's performance or future potential.

If the prospects of the pharmaceutical industry can be taken as
 
a barometer of other health-related sectors, then the outlook
 
for all is generally optimistic.
 

1. Actual Investment
 

The BKPM estimates that the net investment in the pharmaceu­
tical industry in 1982 was $180 million, of which $128 million
 
was fron foreign sources. This represents an annualized growth

rate of nearly 35% over the 198U estimates. Foreign investment
 
grew at an annualized growth rate of 40%, while the comparable

domestic rate grew over 20%. Many of those interviewed ex­
pressed skepticism over the size of these figures, however,
 
so they should be taken as rough indicators.
 

2. Proposed Investment
 

The BKPM must approve all PMA (joint venture) investment pro­
jects and most large PMDN 37 (domestic) projects. In 1982,
 
nine health sector proposals representing Rps 50.5 billion
 
were submitted to BKPM. The number of proposals dropped in 
1983, with only six submitted, totalling Rps. 20.7 billion. 
PMA firms submitted 8 of the 1 proposals for 1982, represent­
ing nearly 65% of the total Rupiah investment. PMA firms 
focused more or less on straight pharmaceutical projects,
while PMDN firms had a much broader scope of activity (see

Table 10).
 

3. Approved Investments
 

In 1982, six (of nine) health sector investment proposals

totalling Rps. 13.6 billion were approved. In 1983, five
 
(o, six) were approved and the total Rupiah amount dropped 
to 11.9 billion. Of the eleven that were approved in 1982
 
and 1983, six were sponsored by PMA firms. These six incor­
porated nearly 75% of the total Rupiah investment. Ethical
 
pharmaceutical manufacturing represented most of the invest­
ment for PMA as well as PMDN firms (see Table 11).
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Table 10: Applications to BKPM for Health Care Investment*
 
1982-1983
 

(Billions of Rupiah)
 

'ATEGORY PMUN PMA TOTAL
 
Number Rp Number Rp Number Rp 

-yeglasses 
3yringes, Vials 

1 
2 

1.2 
7.0 

-
1 

-
6.0 

1 
3 

1.2 
13.0 

4edical Equipment 1 8.5 1 3.6 2 12.1 
'harmaceutical-
Raw Materials 1 3.9 - - 1 3.9 

'harmaceutical-
Finished Product 2 4.8 6 36.2 7 41.0 

FOTAL 7 25.4 8 45.8 14 71.2 

L982 4 14.2 5 36.3 9 50.5 
1983 3 11.2 3 9.5 5 20.7 

FOTAL 7 25.4 8 45.8 14 71.2 

* Source: Indonesian Commerial Newsletter, Nos. 188-237 

P.T. Data Consult, Jakarta
 

Table 11: Approvals by BKPM for Health Care*
 
1982-1983
 

(Billions of Rupiah)
 

:ATEGORY PMDN PMA TOTAL
 
Number Rp Number Rp Number Rp
 

harmaceuticals 4 6.3 5 13.2 9 19.5 
ledical Soap 1 0.4 - - I 0.4 
yringe, Vials etc. - - 1 5.6 1 5.6 

OTAL 5 6.7 6 18.8 11 25.b
 

982 3 5.1 3 8.5 6 13.6
 
983 2 1.6 3 10.3 5 11.9
 

OTAL 5 6.7 6 18.8 11 25.5
 

* Source: Indonesian Commercial Newsletter, Nos. 188-237 

P.T. Data Consult, Jakarta 
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The actual number and amount of investments planned by domesti­
cally-owned firms are undoubtedly understated by the BKPM statis­
tics. Based on the historical rate of investment, current propo­
sals for investment and the favorable prognosis for the health
 
care industry, there most likely will be a strong demand for
 
investment funds.
 

The proposed loan program funds ($5 million) are intended to be
 
invested over the course of several years. 
 Even if the funds
 
could be placed in a single year, they would only represent 20%
 
of the average annual private sector pharmaceutical investment
 
ii 1981-1982. 
This would be an even smaller fraction of total
 
private sector health cdre investment. Therefore, if invested
 
over three years, the proposed loan program would represent, at
 
a maximum, less than 10% of health care 
funds invested.
 

Put in a different perspective, the average annual investment
 
from foreign sources in all sectors, including non-industrial
 
areas, is planned to be about $5.5 billion over, the Fourth Five
 
Year Development Plan (Repelita IV, 1984-1989). USAID's total
 
contribution of $2.5 million would be less than one-tenth of a
 
percent of this annual amount.
 

HEALTHlink will develop projects that would probably otherwise
 
not be realized. The brokering and technical assistance aspects

of the proposed loan program, in addition to the increased access
 
to financing, shnuld engender demands for investment funds that 
otherwise would not have arisen.
 

Conclusions 

With the exception of Bapindo and the development financial cor­
porations, most of the loans reported are short-term, and finance 
working capital requirements of existing firms. This is confirmed
 
by the result of the Data Impact survey: over 85% of the loan
 
funds outstanding were short-term. Very few institutions make
 
available long-term loans for start-up ventures in the health 
sector.
 

Bapindo and the other development financial corporations, who can 
and do make longer term loans, tend stongly to favor pribumi-owned
enterprises. Over 80% of the local pharmaceutical companies are 
owned by non-pribumi; hence they are essentially cut off from 
these sources of financing.
 

The barriers to new health care investment appear to be as much 
technical as they are financial, especially for smaller firms.
 
Many local health sector executives have mentioned the difficulty

of obtaining adequate start-dp and ongoing technical assistance.
 
Hence, potential loan proposals are never made. Particularly in
 
the pharmaceutical sector, there are many well-run second tier 
firms who could potentially play a major role in new investment
 
projects with the proper kind of technical assistance.
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PRIORITY AREAS FOR FHE IMPLEMENTATION OF HEALTHlink
 

Based on this review of the situation in Indonesia with respect
 
to the health status, health resources, government programs, the
 
activities and financing of the private sector, we were able to
 
identify several initial HEALTHlink projects.
 

Three-fourths of the mortality and much of the chronically debil­
itating morbidity of young children could be prevented by focusing
 
nutrition, health and sanitation interventions on parturition and
 
the first few years of life. Substantial reductions in child
 
mortality could be cost-effectively brought about by focusing on
 
two principal issues: diarrhea and immunizable diseases. In
 
regard to diarrhea, the most important practical intervention
 
is to assure an adequate intake of oral rehydration solutions to
 
counteract diarrheal dehydration. Interventions which are likely
 
to have an impact on immunizable diseases include: a) immuniza­
tion of all children 3-14 months old, and b) assurance of viable
 
vaccines through an adequate cold chain.
 

Reductions in infant and maternal mortality could be cost-effect­
ively accomplished by focusing on three principal issues, i.e.,
 
neonatal tetanus, low birth weight, and anemia of pregnant mothers.
 
Immunization of all married women of reproductive age against teta­
nus would have a major impact on neonatal mortality. Regarding low 
birth weight and maternal mortality, the most important practical 
intervention is to assure an adequate and appropriate diet for
 
pregnant mothers, with yreatest emphasis on total calorie intake 
and iron and folate supplementation.
 

Based on these principal components of the analysis, we have iden­
tified several possible projects and investments in health which
 
would deal with critical health issues. These are production of:
 

1. Vaccines and/or raw materials for vaccine production (tetanus,
 

polio, measles).
 

2. Lipidol (for treatment of goiter). 

3. Sera (for pregnancy and other laboratory tests).
 

4. Cold chain equipment and immunization supplies (polyurethane
 
transport boxes, portable thermos, refrigerator replacement 
parts, disposable syringes).
 

5. Vitamins and food supplements for mothers and children (wean­
ing foods and more economical production techniques for
 
vitamins).
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6. 	Oral rehydration raw material (anhydrous glucose).
 

7. 	 Sterile birthing supplies for traditional birth assistants 
(razor blades, gauze, suture, rubber gloves, f.tal aspirators). 

8. 	Economical, easy-to-use scales for weighing wborns to
 
detect low-birth-weight babies.
 

9. 	Larvicides and mosquito repellents (larvicide concentrate,
 
insecticide repellent sticks).
 

10. Contraceptive products ard raw materials.
 

11. Hospital equipment and supplies.
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THAILAND
 



A. HEALTH STATUS
 

Health Status of the Thai Population
 

Important progress has been made in improving the health of Thai
 
people in recent years. The family planning program, in particular,
 
has been successful in assisting Thai couples to control their
 
fertility. Over 50% of Thai women are protected with some form
 
of contraception. There have also been substantial decreases in
 
maternal and child mortality and morbidity in the country. 1 Major
 
problems remain, however. As with all developing countries, mor­
bidity and mortality among all age and sex groups, except the
 
very wealthy, are substantially greater than in developed coun­
tries. The government and the private sector are undertaking a
 
number of important programs to improve health in Thailand.
 

Infant mortality is estimated to range between 20 and 96 deaths
 
per 1,000 live births. While the high number would not be con­
sidered good, it apparently is reached only in rural areas. The
 
lower number is very good compared with any developing country. 

Child mortality (aged 1-4) is estimated to have been reduced from
 
around 11 per 1,000 children in 1964-65 to about 5.5 per 1,000 in
 
late 1983-84, or a 50% decline over nearly 20 years. 2
 

Maternal mortality has also been decreasing and currently stands 
at around two deaths per 1,000 live births. According to Ministry 
of Public Health Statistics, there was roughly a 35% decrease in 
maternal mortality between 1977 and 1981. 3 In part this can be
 
attributed to some success in immunizing women against tetanus
 
(roughly 30% by 1981).
 

Major Causes of Death Among Infants, Children and Mothers
 

The World Fertility Survey 4 from the 1970s covers some 29 coun­
tries, and identifies five levels: Moderate (4-8% of children
 
dying before their fifth birthday), Moderate to High (8-12%),

High (12-15%), Very High (16-20%), Extremely High (20% or more). 4
 

Representative countries among the first group are Costa Rica,
 
Jordon, Korea, and Malaysia (the latter two are the only Asian
 
developing countries in this group). Thailand has an infant
 
mortality level which falls into the Moderate to High range.
 
Besides Thailand, the second group includes Colombia, Mexico,
 
Paraguay, the Philippines, Sri Lanka and Syria. By w.y of
 
comparison, Indonesia falls in the High level. Thus, while
 
having reduced infant and child mortality rates, Thailand has
 
an unacceptably high mortality level.
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According to the Ministry of Public Health 5 the major causes 
of
 
infant death, as of 1981, are (in order of importance):
 

1. Pneumonia
 
2. Diarrheal disease 
3. Convulsion
 
4. Acute nasopharyngitis
 
5. Avitaminases and nutritional maladjustment
 
6. Diptheria
 
7. Influenza
 
8. Malaria
 

For newborns the major causes of death are: 
 1) diseases of the
 
respiratory tract, 2) congenital anomalies, and 3) sepsis (primarily
 
tetanus).6
 

The USAID Health Sector Assessment Report states, "...it is
 
estimated that more than 90 percent of deaths in the pre-school
 
age groups are preventable with currently available technology

and services."' Thus, the government and USAID have taken a
 
"technology-oriented" approach wherein efforts 
are directed to
 
assuring that critical technologies are made available to
 
individuals in need.
 

The following paragraphs dealing with maternal mortality and 
mor­
bidity are quoted from the Health Sector Assessment Report.
 

Mortality rates for women of childbearing age declined about
 
40% between 1960 and 1970 and appear to have continued to de­
cline during the past decade. Current (1978) Ministry of Pub­
lic Health 
(MOPH) data suggest that the maternal mortality is

1.2 deaths per 1,000 live births, while the World Bank [data]
 
suggest that after accounting for under reporting, the 
rate
 
might be about 2 deaths per 1,000 live births.
 

However, data from special studies suggest that the maternal
 
mortality rate is considerably higher in some areas. For
 
example, a 1978 Ramathibodi Hospital study of all births in

Bang Pa-In district found a maternal mortality rate of 5.4
 
deaths per 1,000 live births, and in the same study, the
 
stillbirth rate was 8.9 stillborns per 1,000 births. 
Another
 
study of 5,864 births in Sukhotai Province in 1982 showed a
 
stillbirth rate of 12.2 stillborns per 1,U0 
 births. The
 
causes of maternal death were not clearly specified in these
 
studies, but are generally attributed to inadequate antenatal
 
care, complications of delivery and puerperium. 
The impact

of recurrent infection (malaria, diarrhea episodes, etc.),

iron deficiency anemia and parasitic infection on maternal
 
mortality [has] not been fully assessed.
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Thai women, particularly in the rural areas, appear to seek 
antenatal care infrequently, and then only late in their preg­
nancies. In 1982, only about 30 percent of rural Thai 
women
 
had at least two antenatal service contacts, as measured by
 
records of two prenatal tetanus toxoid injections. Special
 
surveys of immunization coverage also indicate ancenatal 
serv­
ice coverage as low as 15 to 20 percent in some areas. Thus,
 
high-risk pregnant women are not identified at an early stage

when potentially [life-]threatening conditions could be de­
tected and dealt with. Moreover, early antenatal care is also
 
a crucial factor in preventing fetal wastage, stillbirths and
 
infant mortality. 

The Ministry of Public Health has identified the leading causes of
 
maternal mortality as 1) complications during pregnancy, delivery
 
and the pueperium and 2) other diseases which occur before or
 
during pregnancy and which become life-threatening because of the
 
co-existing pregnancy.
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*. HEALTH RESOURCES
 

RTG 	Budget Allocations and Expenditures for Health
 

The Health Sector Assessment Report deals with this matter. Ap­
pendix X is a copy of the relevant section of the Report. The
 
major conclusions to be drawn from the Needs Assessment Report are:
 

1. 	After a period of increasing (as a percent of GNP) allocations
 
to health in the mid-1970s, government expenditures have
 
steadily decreased.
 

2. 	Thailand's per capita expenditures on health ($3.00) have
 
been less than half the average amount ($7.00) spent by other
 
countries with similar GNPs per capita. (In the period 1979­
1984, Indonesia spent an average of only $1.20 per capita on
 
health expenditures.) 

3. The planning budgets for the Fifth Five Year Plan (1982-1986)
 
have steadily reduced the budget for the Ministry of Public
 
Health. For example, a budget projection prepared in 1981
 
showed 1984 expenditures of Bh 12 million, whereas the actual
 
budget (as stated by the Health Planning Division in September
 
1983) is Bh 8.7 million. As a consequence, for example, there
 
will be a slowdown in the expansion of hospital facilities in
 
urban areas.
 

Personnel Resources 7
 

Thailand, as most developing countries, has an inadequate supply
 
of health personnel. In addition, available personnel are con­
centrated in urban areas rather than dispersed over rural areas,
 
where the need is greatest. Thailand has about one physician per

6,800 persons. However, outside Bangkok the ratio is one physi­
cian per 15,000 individuals. Also, in rural areas, there are
 
one 	 nurse per 3,700, one auxiliary midwife per 5,500 and one 
health worker per 6,200 people.
 

Since the beginning of the Fourth Five Year Health Development
 
Plan (1977-1981), the MOPH has focused on primary health care and
 
has instituted a program of training for "Village Health Communi­
cators" (VHCs) and "Village Health Volunteers" (VHVs). By mid­
1983, the MOPH had trained almost 40,000 VHVs and nearly 360,000
 
VHCs, covering approximately 70% of the villages in the country.
 
In addition, there are an estimated 16,000 traditional birth at­
tendants (TBAs) of whom 6,700 were trained by the Family Health
 
Division of the Ministry of Public Health.
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Health Facilities
 

The following description of Thailand's public health facilities
 
is taken from the USAID Health Sector Assessment Report.
 

1. Provincial Health Office 

All of the nation's 72 provinces have a Provincial Health
 
Office, headed by a physician called the Provincial Chief
 
Medical Officer (PCMO), who is nominally responsible for both
 
the Provincial Hospital and Provincial Health Office. In
 
practice, the day-to-day running of the Provincial Hospital
 
is left to a hospital director and the PCMO tends to focus
 
on the supervision of rural health facilities and support
 
for the various health programs for which he is responsible.
 
For technical and policy matters, the PCMO is responsible to
 
the Permanent Secretary of the MOPH, but he also is directly
 
responsible to the governor, the senior civil administrator
 
of the province (who reports to the Ministry of the Interior).
 

2. Provincial and Regional Hospitals
 

Most provincial hospitals have 150 to 500 beds, but regional
 
referral centers (14) have 500 to 1,000 beds and provide
 
training for a variety of medical and paramedical workers.
 
Provincial hospital services are predominantly curative, but
 
a full range of maternal and child health and family planning
 
services are also offered. Except for the large, regional
 
referral hospitals, provincial hospitals are predominantly
 
utilized by people in the immediate area of the provincial
 
capital.
 

3. District Community Hospitals
 

Almost two-thirds of the nation's districts have a District
 
Hospital (now renamed District Community Hospital). Although
 
these hospitals normally have 1U-30 beds (a few have 60 beds),
 
they are predominantly out-patient facilities, providing a
 
relatively limited range of inpatient care. The hospital nor­
mally has one physician, but there may be two or three in 30­
bed facilities and up to five in a 60-bed facility. The Dis­
trict Community Hospital also provides full preventive and
 
promotive health services (e.g., MCH and family planning serv­
ices and immunizations) and has official responsibility for
 
the supervision and technical support of tambol health center 
workers and programs in the tambol in which the hospital is 
located. District Hospital physicians are generally recent 
medical graduates with little experience in managing rural 
health programs and are usually serving a mandatory two-year 
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commitment of rural service. 
They tend to concentrate their
 
efforts on medical care at the hospital, leaving the preven­
tive/promotive activities to the nursing and midwife staff.
 

4. District Health Offices
 

The District Health Office suggests an organizational entity,
 
but in fact, it simply refers to the place where the District
 
Health Officer (DHO) is located. The DHO is normally a senior
 
sanitarian worker who is responsible for all health centers
 
and health programs in the tambols outside of the one where
 
the District Community Hospital is located. The DHO is direct­
ly responsible to the District Officer (who is responsible to
 
the Ministry of the Interior). In practice, however, most
 
of the DHO's technical and managerial support and supervision
 
come from the Provincial Health Office.
 

5. Tambol Health Centers
 

About three-fourths of the 5,777 tambols of Thailand have a
 
tambol health center. Most of the 1,000 to 2,000 midwifery
 
centers have been upgraded and are included within the tambol
 
health center totals. Each tambol center is normally staffed
 
by an auxiliary midwife and a junior sanitarian (a practical 
nurse is being added to many tambol health centers). All of
 
the major preventive and promotive health services are inte­
grated into the tasks 
of the two health center workers. The
 
midwife and sanitarian are responsible for prenatal, delivery
 
and postnatal services, child immunizations, nutrition, family
 
planning and water supply and sanitation activities. Health
 
centers also provide limited treatment for emergencies or
 
minor illness and referral to district or provincial hospitals
for more serious problems. In theory, these activities are 
to be centered in the community, (e.g., home visiting, and
 
supervision/support for village health volunteers). 
 However,
 
in practice, health center workers spend most of their working

time at the health center awaiting patients and providing
 
curative care.
 

In recent years, construction and equipment have represented about
 
20% of the national health budget. Budget projections call for a
 
continuation of this proportion representing on the order of $6
 
million per year. Thus there will 
continue to be substantial
 
allocations for the building and equipping of health facilities
 
throughout Thailand. This represents an opportunity for local
 
entrepreneurs to provide services and products to the government.
 

48
 



C. GOVERNMENT HEALTH PROGRAMS
 

Appendix XI is taken from Chapter V of the USAID Health Sector
 
Needs Assessment Report and summarizes the more important Royal

Thai Government health sector programs. These are: 1) Primdry
 
Health Care Project, 2) various Nutr 4 ,.ion Programs, 3) National
 
Control of Diarrheal Diseases Program, and 4) Expanded Program
 
on Immunization. The report analyzes each program and identifies
 
certain problems and constraints inhibiting more successful imple­
mentation. It then makes recommendations as to how USAID (and
 
others) can provide assistance or take steps to ameliorate these
 
problems. Several of the recommendations relate to issues which
 
have implications for the implementation of HEALTHlink.
 

Special Government Programs in Health
 

1. Primary Health Care Project 

The strategy of the Primary Health Care Project is to extend
 
basic health care to all the people of Thailand by recruiting
 
and training the Village Health Communicators (VHCs) and
 
Village Health Volunteers (VHVs).
 

An important component of this program is the establishment
 
of village level cooperatives fur the procurement, sale and
 
resupply of pharmaceuticals and other medical supplies. The
 
average working capital of these cooperatives can be estimated
 
as roughly Bh 3,000. For 50,000 villages, the total working
 
capital for this program would be Bh 150 million or approximate­
ly $7 million. Drugs are procured by the cooperatives from
 
the Government Pharmaceutical Organization which manufactures
 
many of them, or acts as a procurement agent, buying drugs
 
from private Thai firms or from overseas. These village
 
cooperatives are competitive with private sector pharmacies.

So far the cooperatives' impact has not been fully realized
 
because of management and resupply problems. The expansion
 
of the Primary Health Care Project and its concomitant utili­
zation of the cooperatives will not necessarily result in an
 
increase in demand for pharmaceuticals from the private sec­
tor. The GPO will provide many of the drugs and the coopera­
tives are competitive with the private pharmacies.
 

Nevertheless, the expansion of the Primary Health Care Project
 
and the establishment of village health cooperatives provide

individual villagers a wider array of health products for 
their health needs. The Primary Health Care Project can be a
 
major user of products introduced and manufactured as a re­
sult of HEALTHlink. HEALTHlink will attempt to integrate its
 
activities into the operations and plans of the Primary Health 
Care Project.
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2. Nutrition Programs
 

The Fifth National Food and Nutrition Plan, now underway,
 
comprises three major components: 1) Nutritional Surveil­
lance, 2) Promotion of Breastfeeding, and 3) Local Supple­
mentary Food Production and Distribution. 

These programs involve the procurement and use of fairly sub­
stantial quantities of equipment and supplies. The Nutrition­
al Surveillance program will procure at least 25,000 scales
 
with funding from UNICEF. Most likely, scales manufactured
 
outside of Thailand (those listed in the UNIPAC catalog)
 
will be bought. There would seem to be some potential for
 
the establishment of local production of sca'es for child
 
weighing programs. (This constitutes a specific lead for
 
HEALTHlink and PATH to pursue. PATH has completed the devel­
opment of a pneumatic scale which could be assembled quite
 
easily in developing countries. PATH will be prepared to
 
work with local manufacturers to establish production.)
 

The Health Sector Assessment team recommends that steps be
 
taken to develop and manufacture a cheap weaning food for
 
middle-income groups and for urban areas unable to produce
 
their own food. A number of such products have been developed
 
in Thailand and more could be introduced from other developing
 
countries. Two major government research centers in Bangkok
 
are prepared to assist private companies to initiate or ex­
pand produccion of weaning foods directed to middle-income
 
and/or urban groups. 

3. National Control of Diarrheal Disease Program
 

This program is attempting to: 1) reduce mortality from acute
 
diarrheal diseases as vwell as diarrhea-related malnutrition 
(especially in under-fives) by means of oral rehydration ther­
apy, 2) reduce morbidity from acute diarrheal diseases in 
children under two years of age by promotion of maternal and 
child health care practices, and 3) conduct operational re­
search to develop improved tools and strategies. The major 
product distributed in this program is packets of ORS. These 
are manufactured by the GPO, and efforts are underway, in 
connection with UNICEF and WHO, to enhance both the quality 
and quantity of production. Private firms manufacture some 
electrolyte powders (mixtures of sugar, salt, flavoring and 
coloring which do not match the WHO-recommended ORS formula), 
but it is not known how widely these are used for treatment 
of diarrhea. Pending approval of the Thai FDA, B.L. Hua, a 
local firm, will initiate distribution of the PATH ORS tablet 
within the next few months. Depending on demand, B.L. Hua 
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may also begin production of the tablet in its factory in 
Bangkok. Justification for additional commercial production
 
of ORS sachets may also emerge. With PATH financial assis­
tance, Population and Community Development Association, a lo­
cal nonprofit group, is testing the social marketing of elec­
trolyte powders specifically for the treatment of diarrhea.
 
Depending on the outcome of this study, a full-scale social
 
marketing program could be implemented, providing further jus­
tification for the establishment of additional sachet produc­
tion facilities or for the expansion of existing facilities.
 

Of particular note is that the USAID Health Sector Assessment 
team recommended that "USAID, through the PRITECH or WASH
 
projects, could support a study of the current and future role
 
of private sector pharmaceutical companies in production and
 
distribution of ORS, propagation of ORT messages through ad­
vertising, and the standardization of ORS to two (or at most
 
three) sizes of packets." We expect that the activities of
 
HEALTHlink would make a substantial contribution to this goal.
 
HEALTHlink would explore expansion of production and distribu­
tion of ORS products by private companies. If a specific

project should emerge, both advertising and product design 
(including packet size) would be reviewed.
 

4. Expanded Program on Immunization
 

With respect to vaccines, the USAID Health Sector Assessment
 
Report states, "Vaccines are ordered at least six months in 
advance with specified schedules of delivery. DPT and tetanus
 
toxoid (TT) vaccines are manufactured domestically by the GPO.
 
The GPO was to have begun producing dT vaccines by 1983 and
 
it purchases BCG vaccines from a private firms. Viral vaccines
 
(OPV and measles) are obtained from UNICEF, or are imported
 
by the GPO. Data available to the team suggest that the EPI
 
program may experience shortages in vaccine supply if plans
 
to start, or step up, the GPO's production of DPT, dT and TT
 
vaccines are not achieved and/or if UNICEF only provides one
 
million doses annually of each vaccine." In addition, the
 
team noted the problems that exist without an adequate supply
 
of cold chain equipment (refrigerators, cold boxes, etc.).
 

While the GPO will most likely continue its role as the major
 
supplier of vaccines, there would appear to be opportunities
 
for private firms in the importation and rebottling of vaccines,
 
as well as in the production of cold chain equipment, including
 
replacement parts for refrigerators and other cold chain items.
 
(Note that these opportunities were also identified in Indonesia.)
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RTG-USAID Cooperative Activities in Health
 

USAID has long been an important donor for health in Thailand.
 
Currently it is supporting activities in nutrition (for example,

village revolving funds and community production of infant supple­
mentary foods), population (information and services expansion),

malaria (vector control, training and management) and water/sani­
tation (a possible $6 million loan for construction and mainte­
nance of piped water systems). According to the "Country Develop­
ment Strategy Statement - 1985," expenditures in health will re­
main relatively constant at about $5 million per year through

1988. (Support for health is being reviewed; these figures and
 
their allocation to projects may be changed substantially. These
 
changes will be summarized in the "Country Development Strategy

Statement - 1986" which is under review by USAID staff and will
 
be available in a few months.)
 

Assuming that no fundamental changes are made in USAID strategy,

it can be expected that population and health will be accorded
 
high priority, with special emphasis placed on technology transfer
 
and involvement of private enterprise. HEALTiIink will complement
 
these emphases.
 

Furthermore, HEALTHlink would direct attention to the USAID prior­
ity areas of nutrition (e.g., weaning foods, encapsulation of
 
Vitamin A), population (e.g., local packaging of condoms), malaria
 
(e.g., production of mosquito coils, mosquito traps, and new drugs

for treatment of chloroquine resistant malaria), and water/sanita­
tion (e.g., production of hand pumps). In addition to these USAID
 
priority areas, HEALTHLINK would address itself to a number of
 
other important health areas, such as diarrheal disease (e.g.,

production of ORS sachets), and immunization (e.g., production
 
of cold chain equipment).
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0. THE PRIVATE SECTOR AND HEALTH
 

Among ASEAN countries, Thailand is the largest consumer of pharma­
ceutical products, accounting for about 35% of the total retail
 
value of drugs marketed in the region, with on the order of 20,000 
individual formulations on the market.8 This is a very large num­
ber of products in comparison with, for example, Indonesia, the
 
ASEAN country with the next greatest number of formulations, which
 
has approximately one-third that of Thailand.
 

There is most likely a very high level of self-treatment and over­
medication in Thailand. Between 1969 and 1976 the fastest grow­
ing drug categories in terms of total consumption were psycho­
therapeutics (189% annucl increase), analgesics (105%) and diu­
retics (154%). It has been noted that most drugs consumed in
 
Thailand are for diseases that do not exist, and most of the
 
diseases that occur are not treated with drugs that do exist.
 
Thus, there is a major need to expand the effective distribution
 
of necessary drugs and, concomitantly, to increase or establish
 
their production. 9
 

Because Thailand has almost 190 pharmaceuticil firms, there is a 
very high level of competition. Many factories operate at less 
than full capacity - many at 50%. Not all the pharmaceutical 
firms play a significant role in the market. For instance, the 
Thai Pharmaceutical Manufacturers Association has only about 50 
members, and ten firms account for the bulk of production and
 
sales.
 

Based on figures for 1977, the total market of drugs in Thailand
 
was Bh 6,500 million or roughly $325 million (at the then-current
 
exchange rate). 10 Of this amount, 83% originated from domestic
 
production with the remainder imported by 385 different agents.
 
Of the 187 factories, 185 were orivately owned and two (the Gov­
ernment Pharmaceutical Organization and the Military Pharmaceutical
 
Factory) were under government control. The government factories
 
accounted for only 3% of total production.
 

Private distribution represented 81% of the consumption with
 
various government hospitals, clinics, and health posts taking 
the remaining 19%. There are almost 8,000 pharmacies in Thailand.
 

It is clear that Thailand has a pharmaceutical industry dominated 
by the private sector. Within the last few years, the GPO has
 
instituted several policies that will increase its portion of the
 
total market. For instance, all "essential" drugs (not already­
being produced in the country) will be produced by the GPO, if tech­
nically feasible. Nevertheless, the private sector is likely to
 
remain the predominant force in drug manufacture and distribution.
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Thailand's pharmaceutical industry remains largely a repackaging

enterprise. Besides the two government factories, only two pri­
vate companies manufacture chemical ingredients or precursors.
 
Both of these companies are affiliates of drug multinationals.
 
There are no independent, Thai-owned firms engaged in the produc­
tion of chemical ingredients.
 

During the HEALTHlink needs assessment there was a consensus among
 
all contacts that a variety of opportunities exist for the produc­
tion of chemical ingredients by Thai firms. The main inhibitor
 
to the establishment of production capacities was lack of access
 
to technical know-how.
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E. SUPPLY OF FUNDS FOR THE HEALTH INDUSTRY
 

There are two major public sources of financing for the health
 
industry. The governm',nt has established the Industrial Finance
 
Corporation of Thailand (IFCT). It provides low-interest, long­
term loans for projects which are felt to meet the development
 
needs of Thailand. The second source is banks, the largest of
 
which are the Bangkok Bank, Siam Commercial Bank and Thai Farmers
 
Bank. In addition to these major sources, health industry
 
financing is available from smaller banks and Thailand's active
 
stock market.
 

In recent years, the IFCT has not provided significant loan
 
financing to the health industry. It has felt that much of the
 
pharmaceutical industry is involved predominantly in the import 
of raw materials from the People's Republic of China. This is
 
not seen as contributing to the country's development needs 
as
 
compared with the introduction of new technologies (products or
 
know-how). One exception to this policy was a loan to a company
 
to initiate production of a pharmaceutical product. The produc­
tion process involved the introduction of a new technology that
 
was viewed as a modernization of Thai industry.
 

For a project to qualify for IFCT Financing, it must receive 
Board of Investment promotion. Furthermore, IFCT requires that
 
the ratio of long-teni financing to equity not exceed 3:2. IFCT
 
carries out feasibility studies of projects. These studies have
 
a reputation of quality. IFCT loans currently bear 4.5% interest
 
per annum with a 5-8 year term and up to a three-year grace period.
 

In our discussion with IFCT staff, considerable interest was
 
expressed in working with HEALTHlink in implementing the PRE pro­
gram. It was felt that HEALTHlink would provide a means to over­
come IFCT's principal concern about financing the health industry,
 
i.e., lack of introduction of new products and technologies.
 

The Bangkok Bank is Thailand's largest private bank. In the last
 
few years its headquarters in Bangkok has provided loan financing
 
to three major projects. We were not able to ascertain the loan
 
amounts involved. One loan was to the Government Pharmaceutical
 
Organization to set up production of ampicillin. A second was to
 
Thai Meiji Pharmaceutical Co., Ltd., to establish production of
 
ganamycin. The third was also to Thai Meiji Pharmaceutical for
 
production of an antibiotic. The Bank could not release further
 
details on these loans. The Bank is interested in the health
 
sector but few loans are actually made.
 

Thai Farmers Bank reports that it makes a number of loans in the 
health sector. Most of these loans are made through branches.
 
The process of gathering this information is somewhat time consuming
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and the data were not available in time for the completion of this 
report. Additional information will be provided in Report II. 

Siam Commercial Bank reports that it has made no loans in the
 
health sector from its headquarters. Some loans may be made
 
through branches but the amount was thought to be very small.
 
Bank officials state that there is interest in health but no
 
applications have been received.
 

In addition to these institutions, the government has established
 
the 	Small Industries Finance Organization. It is intended to pro­
vide small loans (less than $200,000) to companies with assets of
 
less than $500,000. The Organization has yet to make any loans
 
because the parliament has not authorized funding. If SIFO were
 
funded, it could play a role in the financing of small-scale
 
health companies.
 

While not a financing institution per se, the Government Bureau
 
of Investment provides certain incentives having considerable
 
financial value for the establishment of industry. It can ap­
prove up to eight year's corporate tax exemption, exemption from
 
duties on imported machinery and equipment, and freedom to employ 
needed expatriate staff.
 

To qualify for BOI promotion, the applicant must meet certain
 
standards in value of expected exports, job creation, and use of
 
locally manufactured raw materials. Special consideration is
 
given to companies setting up operations outside Bangkok. There
 
are no fixed standards as each project is evaluated on its
 
individual merits.
 

Since 1965, however, only 14 projects in the pharmaceutical and
 
health equipment/supplies industry have obtained BOI approval.
 
Among these 14 are the following:
 

1. 	TS Polyproducts received approval for a project involving
 
manufacture of aluminum hydroxide gels, comprising a total
 
investment of Bh 11.6 million.
 

2. 	Thai Meiji obtained approval for a project involving manufac­
ture of antibiotics, which had a total associated investment
 
of Bh 143 million.
 

3. 	Besi Chemicals was granted BOI benefits for a project involving 
Bh 11.85 million investment and the manufactoure of paracctamol 
and phenacetin. 

4. 	The BOI awarded incentives to Thai Pharmaceutical Industries 
for a project to manufacture various analgesics which would 
result in investments totalling Bh 69 million. 
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5. A project to manufacture pharmaceutical capsules was granted
 
BOI approval. The project was under the direction of Capsule
 
Products and represented Bh 60 million in investment.
 

6. 	ME Co., Ltd. obtained BOI approval for a Bh 13 million project
 
to manufacture various infusion equipment.
 

7. 	Bever Medical Industries also obtained endorsement for an
 
infusion equipment project involving Bh 17 million.
 

8. 	In the 1970s BOI provided approval to Intonin Co. and to Smith 
and Nephew, Co., Ltd. to manufacture medical plasters and
 
bandages. Both of these projects involved joint ventures
 
with European firms. 

For 	these projects the applicant must submit estimates of the
 
ratio of imported versus locally originated products. On average
 
this ratio was about three to one.
 

Of the approved undertakings, less than 30% involved entirely 
Thai-owned firms. This demonstrates the difficulty faced by
 
locally-owned companies in obtaining access to innovative products
 
and 	 technologies. 

The 	BOI has published a list of pharmaceutical products to which
 
it would give priority. This list is brief and contains only "l)
 
Mixing stuff for pharmaceuticals, 2) fungicides, 3) insecticides,
 
and 	4) herbicides." However, BOI staff emphasize that any project

will be evaluated on its individual merits whether or 
not it falls
 
within these four priority product categories. The BOI suspended
 
favorable consideration for aspirin production in 1980 presumably
 
because it was not a high priority for new ventures. The BOI con­
siders only projects involving more than Bh 10 million ($450,000)
 
in investment.
 

It would appear that unlike the situation in Indonesia (as reported
 
in the previous section) financing of the health industry is largely
 
from internal sources. The weight of the data from BI, IFCT, and
 
the 	private banks indicates that the health industry looks inward 
for 	its financing. This is consistent with the fact that there is
 
a great deal of duplication of products in the industry and that
 
most manufacturers are quite small in scale, with only 10 of 187
 
actually playing a significant role. Also it indicates that
 
with the exception of a few large joint ventures there is little
 
innovation in the Thai pharmaceutical industry. This is supported
 
by the fact that there is very little manufacture of raw materials
 
in Thailand with most of the industry involved simply in filling,
 
tableting and packaging.
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F. 	PRIORITY AREAS FOR THE IMPLEMENTATION OF HEALTHlink
 

Based on interviews with health professionals, industry executives,
 
expatriate personnel and others, the needs assessment 
has identified
 
several projects as candidates for development under HEALTHlink.
 

1. 	Production of economical, easy-to-use scales for weighing new­
borns and children.
 

2. 	The production of soy-based weaning foods, perhaps involving
 
the transfer of technology from local government research
 
groups.
 

3. The packaging of ORS sachets primarily for distribution through
 
the commercial sector. The government has its own manufacturing
 
source.
 

4. 	Cold chain equipment for immunization programs including spare 
parts for refrigerators. 

5. 	Manufacture of more economical preparations of Vitamin A and
 
B supplements.
 

6. 	Production of drugs for the treatment of chloroquine-resistant 
malaria. 

7. 	Packaging of condoms for distribution through commercial
 
channels and for sales to the government.
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FOOTNOTES
 

1. 	This section of the report is based heavily on the recently­
completed "Thailand: Health Sector Assessment," prepared by
 
Robert Benjamin, Dayl Donaldson, Prapont Piyaratn, Stig Regli,
 
John Rogosch and Aree Valayasevi. The Assessment was prepared
 
for the USAID/Bangkok Mission and is based on a four-week visit
 
in Thailand beginning September 5, 1983. Because of its direct
 
relevance to our report, we quote extensively from it and have
 
attached as Appendices several especially relevant sections. 
We are grateful to the authors and to USAID for access to the
 
assessment report.
 

2. 	Ibid., p. 30.
 

3. 	"Public Health Statistics, 1977-1981," Division of Health Statis­
tics, Office of the Permanent Secretary, Ministry of Public 
Health, Thailand, 1983.
 

4. 	Rutstein, S.O. "Mortality Trends of Young Children in Developing
 
Countries," IPPF Medical Bulletin, Fall 1984.
 

5. 	"Current MCH Situation," Family Health Division, Department of
 
Health, Ministry of Public Health, Thailand, April 1983.
 

6. 	"MCH Data," Ministry of Public Health mimeograph, 1983.
 

7. 	"Current MCH Situation," Family Health Division, Ministry of
 
Public Health, April 1983.
 

8. 	Much of the data in this discussion is drawn from: "The Influence
 
of the Multinationals on the Thai Pharmaceutical Industry,"
 
Bangkok Bank Monthly Review, April 1983.
 

9. 	Beal, Peter. "An Investment Opportunity in Thailand: Pharmaceu­
tical Ingredients and Products," prepared for the Board of Invest­
ment, RTG.
 

0. 	In 1981 total sales were estimated to have increased to Bh 12,000
 
million or roughly $550 million. The total value of the Thai
 
pharmaceutical market increased at an annual rate of roughly a
 
constant 14% for the five-year period 1978-1982.
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APPENDIX I
 

CASE STUDIES 



A. INSTANT WEANING FOOD
 

P.T. Tatas Mulia, a domestically-owned Indonesian firm, is request­
ing a loan of Hp 400 million to construct a plant for the production
 
of instant soy-based weaning foods, and similar products. The
 
total investment, including working capital requirements, is Rp
 
826 million; the balance of the funds will come from equity and
 
snareholders' loans.
 

At leastTb"J, of the capital equipment, including the soybean ex­
truder, must be imported. The principal raw ingredient, soybeans,
 
also must be imported through BULOG (the Indonesian commodity
 
stabilization agency).
 

The planned capacity of the factory is 1,500 tons of product
 
annually, about 2U of the sponsor's projections of the total
 
Indonesian marKet. An unspecified arnomht of other soy-based
 
food products will also be produced by the plant.
 

Based on a preliminary analysis of the financial projections
 
supplied by P.T. Tatas Mulia to PATH, the proposal seems finan­
cially sound, generating enough cash in the start-up year to
 
meet obligations and eventually earning an adequate return for
 
the shareholders. At the planned level of production, reached
 
in the fourth year, the after-tax return on sales is 14%, and
 
after-tax return on investment is 23%, acceptable levels for the
 
food processing industry. Debt service coverage (which measures
 
the ability of the firm to meet interest and principal payments
 
using internally-generated cash flow) in the initial 3 years is
 
not adequate. However, sufficient cash reserves have been set
 
aside to meet these obligations. Finally, after the plant
 
reaches planne, capacity, the after-tax return to shareholders
 
of 48t is sufficient, given the risk involved in the project.
 

:-rc -enrda i or, 

:,ecause the project seems financially feasible and will produce
 
:tigh-priority consumer products, we Delieve it should be selected
 
as a potential candidate for the proposed loan procramn. Those 
are, novever, a number of issues that will need to De resolved 
before a positive recomunendation can be given.
 

Some issues of immediate concern are:
 

- Fne ability of P.T. Tatas flulia to obtain secure supplies of 
soybeans at their projected costs. 
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- The ability of P.T. Tatas Mulia to.construct and operate the 
new plant, as evidenced by their past operating record. 

- The market and profitability of the other unspecified food 
products to be produced at the plant. 

- The apparent lack of plans t. test-market what is a completely 
new consumer product. 

P.T. Mulia will need to supply further data for a full financial
 
and technical feasibility analysis.
 

B. COTTON BALLS, SWABS, PADS, ETC.
 

Company A, an Indonesian-owned enterprise glans to construct a
 
factory to produce sterile cotton balls, swabs, and pads, etc.
 
They have made arrangements with a major British firm for licen­
sing, quality control, and other technical assistance. Currently,
 
no other firm in Indonesia is manufacturing these products.
 

Company A sought a working capital loan of approximately 500 mil­
lion Rupiah from the Jakarta branch of a major international
 
bank. The bank turned down the loan request, on the basis that
 
it could not be sufficiently collateralized due to covenants of
 
previously-arranged loans.
 

Recommendation
 

Although Company A's project may produce beneficial products at
 
accessible prices, it does not qualify as a candidate for HEALTH­link, The project is an example of how large multinational 
firms can directly initiate projects without the invervention of 
r'L:,:es like C:;.T ilinK. The project has been halted because 
of " r. icaI f1..,s in the firm's existing financial structure, 
wnicn ,i3uld no: De remedied by the proposed loan program. 

C. D1-SSALE tLSTIC SYRI NGES 

Company B seeks to open a plant to produce plastic disposable
 
syringes, estimating their total investment to be S4.7 million. 
TheY, aDproache. Bumi Daya (a state-owned commercial bank) for a 
wor;:ing capital loan of $1 million, and a 5-10 year loan of $2 
million. The oalance of the funds, $1.7 million, was to be
 
financed internally.
 



Bumi Daya gave two reasons for denying tne loan. First, it felt
 
that insufficient value would be added to the imported raw mater­
ials. Second, and more important, it believed strong competition
 
from high-quality, low-cost Japanese products threatened the
 
marketability of the syringes. After meeting rejection from
 
Bumi Daya, Company B approached Bapindo, where their application
 
is still under evaluation.
 

At the time Company B made its first application for funds, all
 
disposblie syringes were imported, mostly from Japan. Changes
 
have come to the market, however. Igar Jaya, a PMA firm, will
 
open a plant in mid-1984 capable of producing 40 million syringes
 
a year. Igar Jaya estimates their price will be 20% below imports.
 

Recommendation
 

Both Igar Jaya and Company B believe there is room for at least
 
one other low-cost domestic producer. This is a project deserving
 
further study by HEALTHlink.
 

D. THERMOS FLASKS FOR VACCINES AND SERA
 

Ordinary one-liter thermos flasks have proven to be the most cost­
effective way to transport vaccines from local health centers to
 
the field.
 

Currently, all thermos flasks are imported, mostly from Hong
 
Kong; there are no domestic producers. The current requirements
 
for the UNICEF program alone run from one to three thousand
 
annually; the net requirement for all private and government
 
vaccination programs is probably many times that amount. UfICEF
 
nas expressed its willingness to contract for local production,
 
Provioed that quality and price, after adjusting for delays and
 
i'72nvenience 3f importir,9, are comparable.
 

Trree indonesiar firms have been identified as potential manufac­
tuLrerS of tner;vos flasks: CV Tomasu, V. Hetakimia, and P.T. 
1triihtv,e". All three nave experience in manufacturing 'cold"
 

-oxes, ujsed "or cold transport of larger quantities of vaccine
 
and other Qoods.
 

:ecomr;.endati on
 

A guaranteed nealth care market for part of the production output,
 
plus a substantial retail market, would point to the commercial
 
viability of the project. Furthermore, the plant would supply a
 
:ey link in the domestic vaccination cold chain, a high priority
 
healtn care area for Indonesia.
 



Questions must be answered before a serious investigation begins.
 
These are:
 

- 'What are the necessary investment for and costs of production 
from an efficient thermos flask plant? 

- Is the necessary know-how available? 

- What are the size and characteristics of the retail thermos 
flask ma'rket? 

- Is there a local firn or group willing to own and operate a 
plant? 

If preliminary indications are favorable, HEALTHlink should pursue
 
the project.
 

E. COUGH, HEADACHE, AND SORE THROAT REMEDIES
 

Company C, a locally-owned pharmaceutical firm, wanted to build a
 
plant in Padang, West Sumatera to produce proprietary cough,
 
headache, and sore throat remedies. The total investment required
 
is unknown, but it sought financing of one billion Rupiah in
 
the form of a medium-term loan from Bapindo.
 

Bapindo was in the process of evaluating the proposal when Company C 
decided to go elsewhere for financing. Company C believed it could 
wait no longer and sought more expeditious, if not quite as advan­
tageous, forms of financing. 

The loan officer at Bapindo explained that the evaluation process
 
was so lengthy because of concern over the overall business plan

Jf t, prcposal. Ie )elieved that insufficient attention was 

to eyis-ir, compnetition from imported products and to the 
:cenrs of distriou'ion to the retail level. 

:e o,e dnation 

As far as can De determined, Company C has not obtained financing 
from other so-rces. However, given the low priority of the type
of nealtn care products they intend to produce, we would not 
recc-mmend this project for the proposed loan program. 

F. !'10SOUITO COIL PROUCTION 

Co'lpany D pro-oses to ouild a plant in Surabaya to produce mosquito
 
coils (an inc=nse-like product that repels mosquitos and other
 
airborne insets). 



Company D seeks a working capital loan from Bumi Daya for 100 
million Rupiah. Bumi Daya is now in the process of evaluating 
the application. 

Recommendation
 

In general, tnere is a need for this type of product, especially
 
as an adjunct to malarial control programs. However, it is
 
unclear how well this need is currently met by existina domestic
 
suppliers. This project would merit further investigation by
 
HEALTHlink, possibly as a joint financer with Bumi Daya.
 



APPENDIX II
 

LIST OF HEALTH CARE MANUFACTURERS
 

and
 

INVENTORY OF PHARMACEUTICAL PRODUCTS 



ANTI JMgSIc= 32USTRY
 

Obor bas Jaya, PT -
 Jakarta Pendaqo LiroObor mas Jaya, PT - Pe-kalongan 
- Su,Aging Sa-kti i ?o1.en & Co.JBersaudara, PT -. Perindoni Y&.an, PT - Jakart,a 
- JakataJo.SOn & Scn indonesia, S.C., PT 

Reckitt & Coliran Indonesia, PT
 
- Jakarta
 

- Jakarta
 

Lion metal Works, PT 
 - Jakarta PT Sie'ns 
 - Jakarta
 

12IC21DBP"'N &SUPPL2MS
 
Kizia Farma 
 - J&karta Puncak Perindustrian latex, PT
Yaison Gan-. Perausaha,=n Tndustry 


- Jakarta
 - Surabava 
!Car Jaya 
 - Jakarta Kasa Husada Perusahaan Farmasi 

- Surabaya
 
N'JTR_ MJ.TL PRDU,7S
 

mirota - }mh, Inc. - Jakarta Sari Husada, PT 
 - Jakarta

Warner La-bet, Ltd. - Jakarta
 

?otar Ph-_ eceutica! Workshop 

- Surabava 

BEST AVAILABLE DOCUMENT
 



A.-a a. T-ja. -
Abudi s A4>o I BudcE Sc mg 
A;g c:Ad&--6I atc-.r AI. F .JkIa.". 
,A r (A SPT ._n 
Arco 1ncorcli; F7 -JakL*"= 
AIr),. CV - Uj=g r Jl dan 

A ry J y a T1 - ;:-rig Pan d= &C.)'.
A yw t Rava P7 ; .* ar.-. L 
.A vL3'%d u CRa0rxta.nP7T -Ja.a La 

Fils I Mcdjphafma., PT.- Sum bavl. 
Sz -n lndcCsi. PT .Jakarta. 

Catsa Ma., PA. -Jakarta. 
Cajoch Tradnf COY, PT - Bandung, 
Gemini Tracng Lt. NV . U.iuni paang. 

FL-mUj: LIem njaonai Pharmaeeubcaj
Grace Pa.Lcn rship LLC..PT . Sur-abayL 
Great haLara , 17 . Scrarnr. 

aata 

Bajrlc. T.,acnF Cc, NV 
Bavcr -aTr.a Lcoc~i, 

lna 
T-Jak±..L 

P'nJa)W L . T 
..a.1o Husocc. PT*-jakr.X. 

ceh 

&mu 

;;C;, 
-. YP,a :L . 3a d n .H"cr 

1-:4ini Von~ hivt R Prtsentti 

o - Farr., PT - Surabaya. 

- Jakart. 

Br:,Lj dioC -12 artz Ex#-- Jsa FT.- Cp a j ( Wes, jxva ) 

Ei.-.racc ha.=L r-7-Scr%,U-Lr 'ccrls P-1:.; 1ccuticals Dc Lndoncti&, PT aa~ 

&~r0 Ph --- LL -TSurabaya. 
Bisor. , FT -J 2, LrtL 

Bochrirr L~e'hci-_ Diic Of FT Schering Indonesia 
Bratac. ScmxrLng. 
Srnszc! y~ lnco-lcsia, FT-Jakarti. 

.jlkw-t-

hIclr indoicsi L'-4 PiL7-Jakarta. 
imecc Faa-- iP Jaakarta 
rnpac0 1Fxr---;a T.jakara. 

lrsoez:t lrdcta, FT- aartgMa. 
IndOcd lPhLT Caa. gmd 
In donesiaP-S-cla mC.J 

da 

e 

Bul a iccwisz.FA. -TBuboung.dnei
C~a.Ic ; :b Lioncu,F1 - incnr.Indonesina

Cba Geigy- Ph.ar7m rioeles~a, PT - Jakara. 
CObeur-vin[ Ap-O-- ( 77 Ma~ia ) BLncdung
Co-.pn-ard, kTcroan Tcrbatxs -jakx-t. 

Zm . ia :.~cn:c-rn* FT -Jakcarta. 

Drul H-ouse, P-4-Jakarta-
Drug Houxc, FT McdaLI Branch.- Mcdax1,Insdonesian Phxi-rnacv, P7 Jkra 

lnca cr Famm LIM T-J a-2 
Indusyjarnu &~Fxrrnai Ca PacT- crx g
Ira -. ~ Djava Ar-zng& P- . p.,baag,-Sm .L 

DC x PTL7- F;.icsa 

Dj; a InMa h. N VPT !;rDb 
Dosni oau k.T;F Jaku. 

DosmRohi- jaUma.Kable
Dome Cnecml &? "rnacutcaj Laboratories, CV
D~rme x Indonesia. F- -Ja krta. 

Di:)a F7 ­

:?..; i~xl&.P F71..- S010
D- F1 .. - J L-

car-L 

- jakiar:. 

Is tana Apotik, CV.- Medan. 

lmwa Pharmaetu i Factory, PT. rimauan&g
Johzns k Johnsons Iioncsia. PT Ja.

Faru., 77 . jalewma-
XiSc Fima, PT, Brx-ich -S. -n 
Kar-lbi, P7 - Bandung. 

Kermbang Bulang ?Lma-TSurabaya. 
X oeindonesia, ?T*Jakala. 

crFria Pmsxih.r. Daerah.- Ban dun&.~~Kzrtap Jaya UUimiW FT.- -nd 

t~u -,r.~. C-.-

rlsa 'Idoncri-lwLL 

Eunncc 
L. 51.aurl 

Kra 

K}r-J2 
Y)rrua 

arr-.,- 7 jakarta. 

F--na, 7-4. Manadc. 
. arina, PT. So 10. 

r.rn . 7 . Konc,FT.-S-rk.L 
Kua: B crsaudam P7 -Ja kirmu. 

BEST AVAILABLE DOCUMENT
 



Lcnlo Surya Pcrkaza Cxbang UP, FT.- Upwg Pandang. -"21an hjLra AcCo Ld -Jakarta. 
l £ nterprie J&am Sagi Capri. PT- .kara 

11,Udb)-, FT- J LarL&.SahabatM-Zo. PT.- Ujung Padag 
Miarin Farm&. FT-Jkart 

Masa Bhskr~Surya., P7T-jaku-a 

hisacoin IndonesiL. PT-J WL 


Mcd.'Lr& Laborinz, Inc, FT.-Jakatai. 

Nidc Incr~toLJ Lse FTjakx. 


h.(eg 
 Litr Basndung Bran'ch, m E.Uadun&5 

Mcp Las Farrn&a. FT.-Jakarta-

Mecij Indaone~ian PhamcruticAl Indusuics, FT .Jakaxta. 

Mcrapi Utha Dh~ama. PT. Surabayst. 

Mcga~p. Utamna Ylrwma, Utaria. 
 T -J&k.~LL
Mcrbabu Fala, 77T- "ten. 
Macfck Indonesia, PT .JArtiLSh 

National CApiu: Industry Ltd.- Bandung. 

Nx:tcmisxrr. Lido.,esi. 
 FT.- Jakarta. 
NcLc~o IndophLrnua. PT - Jakr. 

INcico Indlophaxria., PT ( Branch ).Ujung adarivL 

Nc - Z):.arru Ray&. PT-JaLaru.. 

Secw L-itcrbat. Laboratories, PT .Jakartz. 

Sc.. omb iakF uzm
a, FT. Jakar a. 

NiChO.& LAbOntcoriC9, FT.-Jkra
 

Sut cngraa Wakmut, PT JAUU 

NY or va Mcncr, PT.- Semarang. 

Orpwo, Indoricia., PT-Jaku 

Otto Phaurlactudcaj Irtdustrics T 
 adug

IPan&=a, FT -Ja ara.P 

Pinto Pharm, NV .Jakarta. 

Pw&0 COY IT-BandngTirnurSaktiFxz:hri PT - Bandung,ru 

Pai Anrorn, PT -SirabayL-


?=: Fdan&FT -Jakata.
paI-n.c. CV - aTJ a u . 
Pays R7ari FT DMdn.JaT1tt 


PAE aEing. T UjngPadan.
PD 

Pcb MA~r,, P-1. Utuangandng 


Pebapan. P-1-Ujung PandAng Branch.- Ujung Pandang.

Prbapa~r..PT Medan Branch.- Medan. 

Pcbapar., PT Baxndung Branch 
 - Bantdung. 

Peliz~ Bxru Tradjrz Co Lte, FT -Jakarta. 

Pinsita Poutry~ Shop.- Ja~irj.-

Ptrnbz..unxr. Ldustry Fxrrai -Jakarta_. 

PecrL VaicnzP-.Jakx-u_ 

Fcr.u '.alrnL, PT Surabaya Branch.- Surabaya-

Pciarna.), FA -Jakart.~ 

Pnu.- ilncria., PT - Jz~taL 

?:-.a:),cx NV.- Scrn Lrang 

P a cs PT.- Scrw.u.n & 
PL~rnza Apotik. Semarang. 


.:L:%ic A PTx,!.iakira 

P..~a r Biro. PT 
- Suraban. 


Lir Biro PT.-J&LL..aL 

Pa: a Lndon cusia Lte 7PT Ja karti. 


Z 
 Nuano P7 jzkints. 
?7 . Surabaya. 

n~ato-. P7 -Jakana 

Pp.er. Ra)awxb Nusantain Indonesia. FT - jkjjL& 
P-acla LFl Industries. PT - Jikarta.raccuDcaJ 

;.,,*-- sv. PT, - cman. 
L vnraLAroz,P. - Jakarta­

*_az.... 
JJaLULLLCrra., PT 

ajn At~ad.. P7T. Ja karta. 
... chc Lnduncsi, PT .JakA~rL2, 

Apotilk CV - Surabaya.
Samw.c Szhar. FT. jAkarta. 
Sanphindo Karrua &*Farrnai Indlusti, FT.- Bckasj.
Santa Apotik. CV .Jakata. 
Satvah bcsar Firm&. FT. Jakarua.
 
Scanchcrnic PT.Jakaru.
 
Scarachcrric 	 PT J1 A~t
 

FT
Scier Warmt, Sido~rjo. 
Schat bcngkulu, FT. Bcnxkulu.
 
-Sekarhfrah. FT Scmarlng.
 
Scu Saii Firma2, FT. Jakargl.
 

-Sila K~ra. PT.- Surab YL. 

SinabunL PT.-M=da'

Soc darPo Coroain NV PD.-Jk~t
 

lcgr Phr-an. F &kr
 
Sputnik Ano~k, NV 
 .SCMarang 

Squbnonesia, PT. Jakarta-

Sgerhlr, 9 Products IArcsia. PT.-Jakarta
 
Sumrber Schat P-, jakxrta.
 
Sumbcr SChAL. PT.- Semarang.
 
Sufflraa NV . ka_ 

T'a da l n enzi, PT J int Ve t r j ~ u a 
TWb bai Bandung.
 
Tawoei Jaya Makulsr, PT-_ Ujung Panan~g.
 
Tepo T.Jakjru. 
Tcmpo,J~aNSah F.Trsat 
Tcrrtya ak PT.. Meka. 
Terry 1. FT-. e n 

Wjaya, PT.jlkar.
 
ia TI d r
sryF ai.BTuzaa,.P awyFrvai n ugadx

osip Trad Corration. PT JIYLPUM 
Tosiga Trad Compa.-ly, p- iy p x 

fra rS ak Wijya, ?PT -JakArta.. 
Tirana, PT Induittri Farmaai - Bandung. 
Totip Trad Comnp Coy, TJagu 

Uni Li an Pharma, PT-7.aklL 
Lltcd Arncrican Pharmaccuuicli 
U'ritc:d Dico 0 gas kr Co Ltd, PT ­
UPji~n InJfdocsia, PT -Jaka. 
Upjohn Indoneia, PT - la-l 
U~arnu Farina Jaya, FT -Jakarta. 
V-4,Sckata Pharmicceutii Labs, 

. jakxju. 
~x. 

PT.- Mcdan. 
Vita Pabrik Phr.ui, FT. Surabaya
 
Waid.Trad Comnp Lt4, PT. Mcea.
 
Wxi s. FT -Jak .La
 
Warncl La~rbcrt Parke Davit lradonsi, 

Wigo, PT.Ja.aitz.
 
Wig). 1, C%* .P an r
 
Wurrio tiusoco, P7 akra
 
M~wsco _d - Bandung.
 
Won de. Ldea-aesix PhaxrmnaCcutic:41 CV 


PT -Jakra. 

- IITa 
%Vvch LAboratories. inconeusa Ltd, PT.-JLra 
Yliurn Firma., F' Industn, Farm-in Surakarta. 
tL.tN. Lncui c- Frrrnsi, FT.- Mca. 
'upriL-rn Priairlacculca.1 Inidus try Jakla. 

* .c..u0a , ?a 'JAkarll. BEST AVAILABLE DOCUMENT 
-i&;Lr. NusaninaF7 Jkla 



D~ 	 PR?~.~UTCALPRODtJ-TSfl~V'1TRY 	 cU)P-zT.y ON, 7T-M flNDDIBIAN.PLJZ 

COLOS-"RAC CAL CLASSIF.ICATION: 

1. 	 Alimentarv, System 

a. 	 Antacids, Gastric Ulcer Remedies 

b. 	 Antacids with Sedatives/GIT Regulators 

c. 	 Antispasmodics 

d. 	Laxatives, Purcatives
 

2. 	 Cardio-Vascular Svster E Diuretics 

a. 	 Cardiac Drugs 

h. 	 A;nginal Drugs 

c. 	 ALntihypertensives 

d. 	Beta Blockers
 

e. 	 Diuretics & Antidiuretics 

f. 	Peripheral Vasodilators & Cerebral Activators
 

9. 	Vasoconstrictors & Migraine Drugs 

h. 	 ?.emosta:tics 

i. 	 Anticoa-culants 

j. 	 laemorrhoidal, Phlebitis & Varicose Preparations 

k. 	 Other Cardio-Vascular Drugs 

2. 	 R.es~irazorv "Syster, 

a. 	 Respiratory Stimulants
 

;.Antiasthatic Preparations
 

c. 	 Couch & Cold Remedies 

d. 	 Deconoesants Other NasaI ?reparations 

4. 	 Ne rc-Muscuz1ar System 

a. 	 ;Anti-inflammatorv Enzvmes 

b. 	 Analoesics & Antipyretics 

c. 	 Anntirheuiatic A-ti-n. Iammatory L'-aesics 

d. 	Gout Preparations
 

e. 	 Tran quiilisers 

f. 	 Hypnotics & Sedatives BE-f AVAILABLE DOCUMENT 

Reference: Indonesia Index cf Medical Secalities
 
Vol 12 No. 1 February, ,9£.c-­



OffAVALABLE DOCUMEN i 
flNVENTORY or PHARMACEUTICAL PRODUCTS CURRENTLY ON Tim INDONESIAqN MAR=T 

P .YACOLOGICAL CLASS ICATION: 

1. Alimentary System 

a. Antacids, GaEzric Ulcer Remedies 

b. Antacids with Sedatives/GIT RegulatorLs 

c. Antispasmodics 

d. Laxatives, Purgatives 

2. Cardio-Vascular System & Diuretics 

a. Cardiac Drugs 

b. Anginal Drugs 

c. Antihypertensives 

d. Beta Blockers 

e. Diuretics & Antidiuretics 

f. Peripheral '.asodilators & Cerebral Activators 

g. Vasoconstrictors & Migraine Drugs 

h. Haemostatics 

i. Anticoaculants 

j. Haemorrhoidal, Phlebitis & Varicose Preparations 

k. Other Cardio-Vascular Drugs 

3. Resoiratorv System 

a. 

h. 

c. 

d. 

Respiratory Stimulants 

A.n:iasthmatic Preparations 

Cough & Cold Remedies 

Decongestants & Other Nasa- Prezarations 

4. "e rc- :,.....ar Svsterr 

a. tni-inflammator" Enzymes 

b. Analgesics & Antipyretics 

c. An:irheu,atic, Anti-inflak.tor' 

d. Gozt Prezarazions 

e. Trnqu.l- iser­

1T~ VW~ I~ .JA 1 4j 

A-algesics 

Reference: Indonesia Index zf 
Vol 12 No. 1 Ferar 

Medicai 
:- 952. 

Specialities 
r 



g. A-ntiparkinsonism Preparation
 

h. Anticonvul sants
 

SAntihistamines & AntiallergicS
 

j."Antiemetics & Antivertigo Drugs 

k. CNS Stimulants/Nootropics & Neurotonics
 

1. Antidepressants
 

m. Muscle Relaxants
 

n. Cholinergics 

5. Hormones
 

a. Sex Hormones & Related Synthetic Drugs 

b. Corticosteroid Hormones
 

c. Tropic Hormones & Related Drugs 

d. Anabolic Agents 

e. Other Hormones - Related Drugs
 

6. Contraceptive Aaents
 

a. Oral & Depot Contraceptives
 

b. Other Contraceptives
 

7. Antibiotics
 

a. Ar Lnog lycosides
 

Cephaicsorins
 

c. Chlora-mDhenicois 

d. macrolides
 

e. Pe..i:-ins 

f. Tetracyclflnes
 

c. Antif ungals 

h. Antibacterial Cc- inations 

i. Others
 

8. Other Chemothera:ectics
 

a. Streptomycins 

D. Other Ant-,t:uberculous Agents 

BEST AVAILABLE DOCUMENT 



c. Sulphonamides
 

d. Antidiarrhoeals
 

e. Antiamoebics 

f. Anthelmintics
 

g. Antileprotics 

h. Antimalarials
 

i. Leisha-,Lniacides, Trypanocides
 

j. Filaricides 

k. Antivirals
 

1. Antineoplastics
 

9. Genito-Urinarv System
 

a. Preparations for Vaginal Conditions
 

b. Urinary A-ntiseptics 

c. Drgus Acting On Uterus
 

d. Drugs Acting On Genito-Urinary System 

10. Metabolism
 

a. Insulins
 

b. Oral Hypogyicaemic Agents
 

c. Thyroid Preparations
 

d. An.-thyroids
 

e. Antih':-perl'pidaeric Agents 

f. Oher Agents Affecting Metabolism 

!. Viar,.-.s .LMinerais 

b. t a,-. - I , 

c. Vitar,.r. 52 

d. Vitamin B6 

e. V it &r.i B-12 

f. Vitar.rn E Complex/with C 

a. ~ C 

h. Vi:a,nn D and Caicirr. 

iDOMneraEs:.,,BE-ST AVAILABLE DOCUMENT 

http:Vitar.rn


j. Pre & Post Natal Vitamins 

k. Vitamins with Hormones/Geiatic Preparations 

1. Paediatric Vitamins 

m. Appetite Stimulants/Tonics 

n. AL-,w, aemics 

12. Nutrition
 

a. Lnfant Formulae & Nutritional Products 

b. Electrolytes & Minerals 

c. Dioestive Enzymes/Digestives 

d. Chclacogues, Cholelitholytics & Heptic Protectors 

e. Antiobesity Agents
 

f. Parenteral Nutrition
 

13. Eve/Ear/Youth/Tnroat
 

a. A;nti-enfectives & Antiseprics 

b. Corticostercids
 

c. Antiseptics with Corticosteroids
 

d. Mydriatics & Miotics 

e. Eye Miscellaneous
 

f. Ear Misoellaneous
 

c. Mouth/Tnroat Preparations
 

14. Dermatclocicals 

a. An:i-infectives
 

'-An--.i- nfectives w4-:h Ccrticcstercids 

c. Tropical Corticostercids 

d. Acne & Dandruff Preparations 

e. A.tiseptics & Cisi.nfectants 

f. Medicated Surgical Dressings
 

g. Fungicides & Anti parasites 

h. Keratolytics
 

BERST AVAIUIBLE DOCUMENT
 



i. Skin Protectives 

j. Antihistarines/Antipruritics 

k. Analgestics & Anti infla.-rcatories 

1. Dermatologicals - Others 

15. Anaesthetics - Local & General 

16. Diacnostic Aids & Test Preparations
 

17. Vaccines, Anti-Sera I Imxnnolocicals 

18. ALntidotes & Detoxifvinc Acents 

19. Intravenous Solutions
 

m::i'~i ~ AVAILABLE DOCUMENT'~BEST 



APPENDIX III
 

LIST OF BOARD OF INVESTMENT
 

PRIORITY AND CLOSED AREAS FOR
 

INVESTMENTS IN THE HEALTH CARE SECTOR
 



A. PRIORITY LIST
 

CATEGORY 	 PRIORITY C NITIONS 

\'TRITIONAL 	 MAYFACTURE OF
 
DAIP PRO S
 
Soybean milk substi- 1 ,Location Outside of Java and
 
tutes .rith own plantation 

2. 	 Participation of weak economic 
groups/and or cooperatives 

4EDICAL t NuTFACUE
 
EQUI Glass vials, ampuls, Should comply with Department of
 

serrn bottle Health regulations.
 

Manufacture of labo- Should coply with the regula­
ry equipment tions of Department of Health 
Manufacture of Medi­
cal instrumentations 

PARUT, ICAL 	 1. New Investment 	 is closed 
FORVt=LATION 	 2. Expansion, with conditions as 

follow : 
a. 	 In the fraxrwrk of going

public with mini m' 30% share 
b. 	 Maxinun expansion capacity is 

75% within 5 (five) years 
c. 	 Must coply with the Capital 

Market (BAEPM) regulation
d. 	 After fulfilrent of comnitrent 

for producing pharmaceutical 
raw material
 

PHIAPACIIflCAL 
M'2,TFACTUI-ERS 

A. 	 X7rIBIOTICS 1. Ne; Investment, with conditions: 
Benzyl Penicilin, a. High Technoloav 
salt and derivates b. In the first stace, each ca..­
except krpici!Ln onent can be a.nufactured by
Tetra-,cine, salts a rauxinun of tw It.!A/P N 
and derivates firms to fulfill National 
Streptmycin and Capacity 
salts
 
R t-h-rcin and 2. Fxpansion 
salts 
except estoplat 
Ox tetracyc!ine and 
derivates 
Nearmicin Sulohat4e 

BEST AVAILABLE DOCUMENT 
q1-) 



CATEGORY PRIORITY CONDITIONS 

B. 	SULPHONMIDEiS 
Sulphadiazine-
Sulphamerazine 
Sulphadimnidine 
Sulphascnidine
Sulphanethoxazole 

C. AN'rIMAIARIAL DRUGS : 
Chloroquine and salts 
Primaquine 
Pyrimethamine
 

D. AH4NIThEJCULAR DRUGS: 
Izoniazide
 

E. ANAESIC/ANTIPYR-rTICS 
Acetosal 
Methampyron 

F. hANE.20NTICS 
Piperazine and salts 
Pyrantel pamoat
Mabendazole 

G. 	VITMINS : 
Vitamin A and salts 
Vitamin Bi and salts 
Vitamin B2 and salts 
Vitamin B6 and salts 
Vitamin B12 and salts
 
Vitamin C 
Vitamin K 
Niotinamide 

H. 	ANTrIHISTAMNES 
Chloropheniramine and 
salts
 
Diphenhydramine and 
salts
 
Prarethaz ine 

I. 	 CON T RAEPIVES 
Steroid horoneS for 
contraceptives 
Or{ER :
 
Caffeine 
Clioguino!/lodohydro­
xvauinoline 
Theophyl ine 
Dextroaethrophane 
Predhnisone and 
derivates
 
Ephedrine and deri­
vates 
Lactose
 
Deytrose 
Sucrose
 
Starch, Glucose and 
Vitamin C 
Pharmaceutcical grade 

BEST AVAILABLE DOCUMENT 



CA2W PRIORITY 	 CONDITIONS 

J. 	VACCINES, SEUMS, 
AM DIAGNOSTIC 
AGENIS: 
Manufacture of vac­
cines, serumis and 
biological products 
for human or veterinary 
use 
Manufacture of diagnos­
tic agents 

K. 	 EDTRACTION & ISOLA-
TION OF ESSEITIAL 
SUBSTANOS : 
Preserpine isolation 
for Rauwolfia Radix 
Vincristine isolation 
(Vinblastine form 
Vnca Rosea) 
L. Dopa isolation
 
frao Yacuna pruriens 
Exetine isolation
 
from Cephaelis Ipeca 
Diosgenin isolation 
fran Coctus specious­
sus 
Colchicine from Glo­
riosa superba 
Solasidin isolation 
fron Solanum speci­
ousus
 

BEST AVAILABLE DOCUMENT
 



B. pZSTRIjCr1 LIST 

CATEGORY RESTRICTED CONDITIC74S 

pHAp!hEUTICAL 
FoOR1av ALL NEW INV NT 

?AW ~EII FOR Tetracycline 

Ethamrbutol 
paracetamol 
Proponolol
ClioquinoL / Iod­

hyroxyquinolin
Trimethoprim 
salicylamide 
Ethoxybenzamcl-ie 

EMM CiTIN CAPSULES 

BEST AVAILABLE DOCUMENT
 



APPENDIX IV
 

LIST OF DRUGS MARKETED IN INDONESIA
 



LIST A
 

DAFTAR OBAT INPRES DAFTAR A 
TAHUN 1983/1984 

(SUSUNAN MENURUT ABJAD) 

Unj -Ku.l Komamanmr KM KOL 

1. Arr..),til-v'j Tablet 500 m 
2. 	 Antuli.n tiel 5M0 m;~ 
3. 	 AtroOir& . Sulfl [Atropmnjl 

ir~eksi 0.25 rnglml-1 rm 
4. 	 Cikrwmo injoks 5 mp/ 

rl-	 I ml 
* O,*iiametaso tablet 0,S m; 

6 	 DiLzWpsfl injekss $ mp/mi 

7. 	 Nj&Ze~am table', 2 rn; 

6. 	 D~ouinrkino tabti 

ISO m; 

&. EladriF HCL [Efec.rifi 
Kabuel 25mrBotol01 

10. 	 Euamtjto 14CL (fit-mbu-

to]I tbl'. 250 mng 


11. moabtltbe 30mrg 

1 0 01. 	 Fenowauttai taodel ffG 

13.: Furoserrcu Tablet 40 mr 

'14. Clibenin.a table, 5 m; 

M~cronl? 

16.. 	M lorol~,sazboj l'-CT) 

taoirt 25 mcw 
17.':.. sona...aj liNH-l Iaoier 

100 rng 

.E. 	 ltbfl.L1J IfN-I laut 

In100 tablet 
1000 tablet 

100 	 MmPul 

100 	 amoul 

1000 tablet 

100 Ormul 

1000 .lablet 

1000 tablet 

1000 tablet 

100 tablet 

1000 tablet 

1000 tablet 

25 able: 

100 t.,1,1 

I DO 

1000 tablei 

10DOCtablet 

iaOOCe a'erI&D 

Bowi Antibaiktori listeqik 
Kiiieng Ana lhik-i.mp,,tik 

FKotu Aftittptrn~
 
Kotak 00. 
 Paox 1yok; Ant. 

sa ottxri. 

Kalenp/ Antlima Kortlkos. 

Kotak AnieephLepl,..Anj,. 

Kaien;/ AntePlePs;Anikc 

Stl lis: Antiensietat: 

HipflOtik.Seaatssv 

Kaseng Katariiki'aksan, 

Kalenp/ 	 Antilrs 

Esotol/ Anlts tberku los
 

Strip
 

Kslenq/ 	 Aniiepiielpii - Ant;. 

6010l bkonvuli 
Kaleng/ Antiep~lemo.Ant. 

bolo! Stbnvulst 

60 "' Dsurelik 

50,01 	 Anteauabelik cr&4 

e-.engI D"ufruk, 'fltihibteflnsl 

KalenfS 	 Aniftubelicuiosi 

.on.4ilbF~00 
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N oor Kie Terapi K&%.rKwmmarN~na 
-UriLn j K&EL 4in 

is. KloramiftnikoJ kilowl 
250 rm 

1000 k&PIUI Kan; Antibliieri ,sifl~k 

20. KloifnwrnA&Maleat 1000 tabIl Kalrng Aritihuinvw 

21. 

(~~~)twbet 4 mng. 

Klorokins Fodtift 
(Kiorokina) tablet 250 mug. 

1000 tablet Killeng AritimraLania 

22. iKotrimoiaazol tablet. 
korrnasla: Sullameiolt­

100 tablet Boll Anitibaklii sustemik 

saml 100 mug*Trreopi, 

20 mrrc 

23. Koinmokw~.oI uablet peduj.. 

ink., konlbinas Sulfamnetok­

&&=Il 100 rnp Trmmetloorijrn 

20mrrg 

100 tablet solo, Antibaieri sistarrik 

24. Uookuirla comp. inieks-i, 

krongs; Lictokaina HCL 

2% - Eoinafrns 1:80.000­

100 arlMpul Kotak Oust pip 

2 ml. 

25. Mwerwndzol tablet I0mDO100ID tabirt 6010l Antelmintik 

26. MelroniOc I I ablin 250 rng 100 tablet bola~ Antiarriubas 

27. Nunium VKsrbazokro'n Sulf0, 
nal (Karbazokrom) tabl 
10mgri 

100 tablet Bol01 Kimnai 

28. Oltilqtr%%kajke HCL 
10k~t etra kh naI salep 3% 

5 pram tube Aniaiv~oial 

29. 

3C. 

pzpaverns -(CL (PaPaverir-a) 

onicks, AD mngir - 161l 

p1jvsrina H4CL (iorei-
nal taeblet 40 r 

100 a "Oul 

1000 table,. 

Kostak Fleian~ uterus 

Kalen; j Ftlaksan uterus 
I 

31. Parastarnol tawct 500 mg 1000 tabl Kait,; Anal ti"~-Anlipsreukt 

32. Piranit Pamoal (Pirantel 1 

iable: 365 mg utaarm 
Ioengiarn 125 M; NSA) 

100 wit-, Botol Anitmintik 

Piroog,,oksini, b-CL 
;j3 e 101S 

MVi1.S06) 1000 tablet Kalen;?! 

l 
Vitamnin oars Mineral 

Boto: 
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I I ams - Obal I Ko n r KKmStim rip
,arIIUrut 

5rton iol H .L (Pr-'rvn-
,nolcZ ,..l' &D0 n 

,' k., ,.etlm ,i tab'let C.25 rrv 

10 

IDDO 

law 

talbilet 

00:DI , 

Iale / 

Antisrg9nt , Anlisntmi 

,An.ihlDimnens; 

7. 

3E. 

,anoikobiamin (Vit. B12) 

inick.si 500 mc/Iml - I ml 

T-im~riJ HCL/Mononitali 

Wit. SVI)table'. mMN 

100 

1000 

ImtJl 

tablet 

Y.otak 

Kleng 

Antiarnevis 

Vitomi don M n 4ml 

O 
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DAFTAR OBAT INPRES DA4FTAR 

TAHUN 1993/tB84-


ISUSUNAN MENURUT AB.JAD)
 

N..a - 0C.1 Kgrnuan 1 , ~Ia a 

1. Amfaneliimn injeiLxi 24 10CD-0. r~ulI Kolsk A. imsma
 
mgomml- 10 ml,
 

2. Antaisoca DOEN~ labic. 1000 18ble- Kaleng Amwid 

Hlomks~ 2DMgm 

200k'O 200 mi 

Tatxe A ;o : V C; 100 label I aIl Vitm in rat,M neral 

4. Azoiim L&DJI 500 ryn 1IW0 tabil Kaleng/ Ar."1iK-Anjlj;m k 

bolo; Ani.-flamnasi no 
1W ulfr wlesSil-oic. A mripirsi

E.111 tsufal abel Iocx tabirt 80101 Antjanern 

6. Dtittoiolan Hbr 1000 tabiui Eloto ArnirmivtDvbconwteolr tabi 
mlvi ISmgs 

7, Diten'hico'arnina HCL 100 bmgxll Kotak Afltihstmin
 
(Difeflhtoramnin) orlyeks
 

ID rnglrr - 1mi 

E. Eittrk rbeftaoon tzzic; 10mgn 1000 tablei Kaen Antmo 
S. Dehia iwns HCL 100 OMDl'J Kotak mniruias 

Mthidroeffwtinal
 
inieks; 30 ng/inkl - 1 mi
 

10. Ec).nefir.6 HCLlBitsur 100 wrnpul KoMk ObM nods 5yok: Ariasrnd 
fEponetnrmj imjtkij 
0.1 %- 1 ml 

1. Ext~icdna (Rivanol) ,rmuk gram100 Bcol Anm i-wfsa Uniuk 
RS KAbJ 

12. Ele* Anestei 140 ml Bo101 Anesteiik urrnm Kooya 
i. Euoenoi cmf,ra 10 ml bI c. O~bal ;,
 

P~enotmitpitaI inrsi 50 mgp/ 100 amcxj Kotak Ante>.cps.-
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LIST B
 

Nomo I oU n0 

15 &uvwan Oralit uniuk 
1000 ~~ 

100 r 

17. NH0rakenison krem 2-5 % 


I S~. I Pvvi0101a 


2%i.Yoo~umnT~rtw 

aJim Labki 1K&W 
Itablet 500 mQ10arplKol 

2 . 

K~1.n IhiOr0kl0664 
IKmnl inpikl. 2S% ­
2 mlI 

21. 

22. 	 K,,,na S..jlfai lfl 
-4ne2 mg (7 1t2 01 

23. Kloramignik,0~1.We 

I 4 u~l~Ko~mt~.0 

22. p r n f . $ C 
p S 7 5 .K l r oml Ar 'I H Cn V3a 

26. , Irr i I l. 

~KiorpBrorb)r- mnpa 

5 mg)Ol -oe2aanmlauo 

27. Koclemfa HCL Moclt.-8 

KrsoLfloi. mnrnpardljng76. 

K,31 injeKsJ7c. ,rn&,or%jVl. 

pimrnil- I rml 

%J tb'Csphul 0, 2 5 

Nilr'Y l~o~w,ollb 

s-ei s~n omymLP CI-0 " 4 

4m.' K 
K~b-Oa 

)DO) b11 Karnin ~ mn 

.
 
5 1 ,b 

000 ml bole 

JO ml bo~ 

l0ow Uklirl6 	 Klabg 

10ar~lKt~AnmVb~l 

O talt B w 
00 nCeI 8ooJ 

rm)t 
Tub 

60 ml Bole! 

00 m pu Ko l s 

100 arrvul VKotab. 

1 00tbe 

1000 ml bol 

00 *mpu, Kois 

I Oubr oo 

10 a' Kotbk 

INelkorlk 
10 aif iu h ll . tO 

Kelms TeraPi 
K,~ 

Kj-
Ci 6 ToapiO'~ 

Eiinrolit 

Abn:jT) 

ATInlow01 

n~~i 

Vlaumin d*fl Minnil 

nwlln 

nlapi
Annmlml 

min~s
 
Aloram I Dml~
 

kniia~t 

Afli twiokoli k
 
An li e r Wlik
 

A nl ioSm 6Iik 

OwlenAflia
 

Amfls~epli
 

le olilk
 

.lOUr ~i 

Arlspeli -C) 

n . e I NKo I 

K.1. 

Unuk S. 

K.a. K/. o lv 
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LIST B
 

Urut Noms - Obat Ktmman !Kimmibnl K... Toropi KOL 

34. F'oft*n tablet 500 m O1000 tablet KJlen; Antelrinik 

35. 

henp, hekLrahra )I 

Plimanria IlaDilIs mc ID00tablet Kso r Antirrlins 

36 Fll,rco'IVi. A] 

U'ul SC.000 I U 

tzale: 1000 tablet 60101 -Vitamn cal, Mirnerf 

37. 

3. 

Seium Anh,bs UilaI 

Po'eii n Irr[ ml 

Serum Ant, Dfieri Ini. 
20.000 IUI IA.D.S.) 

10 

10 

vial 

vil 

Kotak 

KoLai. 

Serum 

Serum Urnuk RS 

ClanPwke. 

39. Serum Amt; 1 
t 
mnus Ini. 

I..5W I U/iPmpul M/-.T.S.) 
100 ampul Kotak Serum 

mas yang 
punya ltrn-

Pat ldur 

40. Serum Anti Tetanut 
Ini. 20.000 IU~ aleaI 

10 vial Kotsk Serum Lntuk RS 
din PusI s. 

ounya 
Ifin, 

bout 

4 1. 

42. 

Temporary Stong 

Flecher (frletcrer) 

Tesikln? HCL rTtrarsiklh. 

ni) ka su:250 mi 

Set p 

100 pr am 
1000 kiapul 

boOO. 

Koutk 

Obut gp; 

Antisinurvi erinmik 

43. Tismin HCL IV#t.81) 1D0 ImPul Kotak Vionmin can Kinerl 

,L. 

45 
. 

inik, 100 mpiml - I ml 
7 

risu~l tutae 00 m; 

Vitamin, S KoMWOeks 

Tablet 

1000 

1000 

tale* 

UDILI 

K&IeN~ 

Ki.en; 

Antabacleri esnernsk 

Viunmim oarnM,orao 
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DAFTAR OBAT INPRES DAFTAR C 
TAHUN 19&3/1964
 

(SUSUNAN MENURUTr ABJAD)
 

urn Nam- obat 

2A 

I'. 	 A-r r-u- nhu ii10 
2. 	 Ai'mnofalona taoir 200 "v 

.	 Am~iilans i.up kenrvW 

125 rrI 1smlj 
4. 	 Amirapt.ir HCL IArkip-

lignl tm~Jet talt 25 rng 

2 mlp Vf 

6 ALw~e fi nzos 3% -Azam 

ktn.wj. (Whitfmelo sAlso 

7. 	 A~am 541ciiat 2% - beitrang 
Enosp 4% Saiep Koribr" 

D - 4 slevi) 

R. 	 Atrworia Suif at fAtropnal I 
["Art 0.5 mgp 

2. 	 Atropiau Sulfut lAtropina) 

toin moa 0,5% 
10. 	 AavaJstI. st."i 

11. 	 A-Qua Pwo iebmici aIer!, 

12. 	 bobk Giviwol 5% laruisi, 

13. 	 D'.mcuran 70 - kerutan 
mnfus6%atil 

14 	 &ekrsromevson Hbr 

sro 10 mg,5 ml
 
15 rvst&..La1 Paut 


16 	 D1900-MIs ubIC. 0.25 MS 

1. Egoiammee Tatirar I 
I.tpa5.0 mg al I 

WJUI 0ni&­

1000 tab. 

60 ml 

100 	 tab 

100ki*5mpD 

30 	 p 

30 9 

SW tab 

5 	 ml 

500 mli 

20 ml 

15 ml 

5S0 	 ml 

100 

14b 

100 tat 

aan 

B-r 
Sol 

60101 

Botol 

Kozak 

Pot 

Pot 

Ka4ng 

60101 

80101 

V.i 

601ol 

botol 

slolo'l 

6oI 	 I 

Soio 

aa eap Kit 

6 

oi 
Antsemra 

Antibakieri ;sivsm~k 

Anhjli.rws 

1o&j 

Ansipftik.Antjp.
 

Ariifun~si
 

Antiskabin 

Antiparcinson 

MOrialik 

Lsin-4rn: unwuk 

Lma~n-tasrn;Piarul 

Otbwt 	 10PIKAI 

Produk can sutyui.. 
Iuit PItinsi 

nit 

ODa" 	 gQp 

Glsctciiamn 

Antsmipro.r 
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Oral K! ,, Kwrm"P'. FKsas Tera. K 

19. Eian~ol 70% 1000 ml 6-'-' tse~i 

20. Etil Kloros IfnTroi 100Cml 5o10l Ann i tlo" 

10%k 

21. i,)G~rrwk , tvi i %u 100 sr Bo: Al~~m s 
200 ionnar,, SseccGeta 

-2 Gimesrv 1% Ir~i10 ml broso: Kiartik/au,
 

2.jGimj, laru , % 500 
 ml Boteo' On.:nsooslm 

126.- IGluicon Law.ton~ tn us %fe 0 ml Bowl,'K Lmuvun rsuins, 

,l77. IGlukcos I4rUan snfus 

10% strj2 !t n~ a~nnrmt 

G l u k o n u 1 Ko tak o b a l v io2 0. u IaD Df I 

29. 30 G pol nisgi 

3~C. kh1t nol talep10% 1c Kaniogl L~a 4 in, Alr,
 
3*. jinfuj..otsr ~oa KeCVa
fbsatk 

ftr~u~ir10 via~..n~bi Bowl Antpdulwtik Ut~ 

401 'ml- 10ml Soo rtvikUu R 

3-. Kaisiurn Hioraiuiw~ pansC Kt. nisnr ttri 

Kartarm* sen-ux IW 

200 I ursous: Ln-satr Aw U iu R 
3E. o a, 1 
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LIST 'C 

NORWI 
Linnj 

hornA- Oustiuai IK,..an~K~ Kilw7ap
su.K~ K& 

37. 'Kacass D.rlemak 5.00 Pabm S0bngicus Lsn-ori. Alat 

3E. K~im Pon-calut 250 orpm 2.50 p Iungnus Laon.lon. ALAI 
kasehoun 

39. Kapm pernbolut sloril 100 10 6ungkus Lb. 'a.r.. ALA% 

40. fras& i.offl~Dl 40140 $Htrii 40 x 4C bunpows LAr.rr. Alai 
kese haun 

41. 

41-

Kjaaj perDColut h~drofil 

4 m a 3 cm 

"&aa pam~aiVI hlOrofil 
4 m.. 15 cm~ 

4m it 3 cm. 

4M 15cl,, 

Rol LIamn*La~r.,Alai 
kelgnauon 

Law,-iain AIR 
klsohstmn 

43. Kau potmbalut nil d, r a 80c= RIO Lhen.4asn. Alim 

44. Kioraminikol leves 
lmm. 3% 

I10 mi 60101 Antiinlekii T.H.T. 

4s.. 

As6. 

47. 

Klootco4mdoa MI&I 
250 ff.. 

KitrorioflZa HCL 
llorroen2,nal tabiltl 
sut 2$mg; 

Kiorprvmrnwr. HCL 
lKlorpromanua Iablri 
swa.t I0Dorm 

00 

100c1 

I D 

tab. 

tact 

a 

Kse 

botai 

Boml 

Anhid~abrtl 
~/oy 
Antipaikotsk; 

Antibmelik 

AntiptKoik 

Untuk RS 

4E. '.,ooklkorw HCL ILUokamnal 
1""fLI 1% - 2 ml 

I0DO ar Kotak Anusteuka loicl 

49. 

so0. 

Ltbjr..eium Sual ief'buh 
30 prwr 

k*rsa~eso.aullon&asCT 5D ml 

Kantrq 

j 
BOwI 

Mloan flaVi 

aibim 

0D&I toplikal 

mlhntonogi&.ac,..enhul 

C.200 mr~im3 - 1 ml 

52. M"ny~k UF.l0.l pol er e..sano 
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LIST C
 

fiNomf Nanu bl 	 ~ma, Koirs Tirps K&L. 

10 rl 13010 Oba: vagi
53. 	 Mcinokloika-lek' MrmlO' 

f-4 Mumm ly mV~pasta 
- 50w, 0, 0"NDoal 500 100025Da' b imiaatrium -jna 	 Klo, AA1.e~u 

neieI5JA o 

kap bolo; AntbepoePs; 

5E 	 Noirium ;cn~to-ru 

Nal.uFoon3250 

(Fpornlm Laoul 100 mrNi~KnU~ 

5 mnl BOsoN Lm'n~ain - TaUntuk RS
5e., 	 Nalium Fluorv&;hr 

lung$; V-*b/Kodys
(Fiuwreein) teics tral& 2% 

50 otfso Kotak Ho.mostatik 

Sultonsa IK~rbazckr~rnl 

,nc s 5 m91tm1 - 5 ml 

500 ml Boloblbolol Laritab. kestifl~at'ga 

*59. 	 Ninfiam KsrDazokrorr 

6C. 	 Narum Kiorida larut~t' 
Piastak cairan cleictwlitonlus 0.9% fsloi 

25 am K(ozak Anesirtik umumr 

rtiooentl) iebmft
 
in,etX,.00 mg/orrbD
 

61. 	 Nairium Tior~eftst 

M 

IkAD Anuseptik saluro£2. 	 Nitrolurflbobn5 kamul 100 bolo! 


50 mfg,mauoFkff1 
 kemi.h
 

C3. Nrstl ' 500.000 1Ut~b411 100Otao 
 60101 Antifungsi 

64. 	 Ninabin 100.000 luI - D00 ttbI Koibk Anfifunpis
 

lazilet Vaginal 
 10 "ip 	 (1, 10 

ml Bolol EkiDesiorar'r". Owls Batuk Hitan 200 

Bolo: E kscmhtbtbflSE 	 owl 51Tuk Psiih I0.B.P.) 100 m! 

Lam4aff'.67I uspen Ges obliti, ?3burl'S 	 Alat 

sit'6.&Deitelrvu~k1.na HCL 10 arno Ko13K AnbDICakev 

25,' m9rj ml (-1303' 
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LIST C
 

ama - Obat f Kimmn ow. WasnUnt Tuwapl Kna. 

U. Ouutteraklino HCL 10 Viol Kotnk Anlibabnri
 
I~asjtwmniklhra) neksi 
 itnk 

mbaisa) - 10 Rd 

70. 0'miasimklina HCL 3.5 p Tube Anti infei~ must 
(Oistavasoklonal Wep~ mnat
 

I %
 

IM 

72. ftnuoerrrajosi.cl usbbq pt. taI 100 60c,01 Antuirptik. 
Dftinlektan 

72. ftaevnol irup 120 "V/5 mI so ITA BOWd An&lggtik ­

74. Pambakwut vip 1,04 PLO Lamn4ain, Aist 
kneataan 

7S. Pslokw-pna HCLJNiutr ~ 5 fr9 ho "Ot~k 
IP-lOkarpvnal tolas mata 7% 

76. Piparszina si'rup 20% So MI B010l Afltelmintik
 
(so"*pa houaahjout)
 

77. Pietar 5varda2inch 5 arc a 2 Aca Libin-sbr.Asflj 
inch iumrnatan 

7M. Proair Prnirlna 100 %n&1 Koak AbAtibeiwri 
G. I l. 3 puts I Ut"aJ tw 

79. PpiOl'.ceuril tai"I10O g 1000 tab Kaerng TrOid Oanm 

~.F~fb~J ~i. lkamajl 1000 k~w BMWl 00-1 itenrnik,
6,onak 200.00 I U MD 

81. ' Liakta Louar 5w0 mI SOtollpoto; Lm~a a -l WP-Mo 

S 8~.IBaaak2%

H 
100 t .;)Iak Latr-bajn. Otw. 

untuk a .lit 

Sc.wrn sen Plot. sceruh so 3 botw cr PP, 

L4 S..wr Arnalyarm ICeb~Jk 1 j bOt Op~ 
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LI 	 INma - ob-al ena~ JK.mumm Kota Torapi - K 

-e. 	 SPorts CGetii cub.cia 30 bsul Kprm Obal p.i 

5. 	 SireiiomnA Suliu, 100 "s,; Kotak AnttuberIwlosiu
 
CSrevioms.-ru. scrojk
 

-?xj 	 I.cD00 mg)iisl 

87. 	 Sulls coriui Ikerumn) so0pellcts Botol os'i qip 

8. 	 s4Jiatsm1ydai Met ~t 5 ml 60101 Ant~inlekj; maU
 
15%
 

89 	 StwPesi S"n Inslinfa 10 n~al Kotak Antidiabolik Urnuk RtS 
shieks. 40 lu/ml-10 mlj 

9,Syntrtic filling mayernal set Botwl otba: ip ooK 

W-tUaF) Ai asruk 
91- Ttrlk.ru HC.L ritracamal 5 mi B~rol Anuwetik 1I>kal 

Tvrs f"Uts 0.5 % untajk mvts 
92- Tr;krOj Pormulm rTKF) 10 ffg Botol ODu Gig; 

cairun 
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APPENDIX V
 

USAID-GOI COOPERATIVE ACTIVITIES
 



GOI-USAID COOPERATIVE ACTIVITIES IN HEALTH - APRIL 1983
 

- Java/Bali Malaria Control 

$24,700,000 life of.project USAID contribution. USAID assistance
 
to GOI malaria control on Java/Bali/Madura (and small outer island

efforts) was quite constant since the late 1960s. The project was
 
completed in 1982 with excellent achievement of its objectives, and
 
a strong GOI malaria control organizaton has been functioning well
 
for several years. 

- Timor Malaria Control 

53,600,000 life of project USAID contribution. Begun 1981. Goal
 
is to establish basic malaria control coverage to 30-40% of the
 
population of Timor Island (TimTim and part of NTT provinces). As 
of last spraying cycle of 1982, approximately 10% population coverage
 
is claimed.
 

- Expanded Program in Immunization
 

S13,200,000 life of project USAID contribution. Begun .1979. 
This ambitious and vitally important project is active in all 27
provinces. Geographic expansion is meeting targets but population
 
coverage is not. A recent major evaluation identified many issues
 
for intensified activity and management improvement.
 

- Comprehensive Health Improvement Program-Province Specific
 

$9,000,000 life of project USAID contribution. Begun in 1981.
This project is concentrating on developing the capabilities for 
neaitn services delivery ijnprovement in three very different outer
island provinces: NTT, D.I. Acen, and Sumbar. Efforts include 
provincial health services management strengthening, increased 
output of trained paramedical workers, and (inAceh and Sumbar)
assistance to COMIE program development in the medical sc'ools. 

- Health Training Research and DeveloDment
 

$4,600,000 life of project USAID contribution. Begun 1979. This 
project has had four components: 

(a) Health Manpower Development - developing manpower planning
unit in Biro Perancanaan, strengthening personnel i-forr-.ation 
system in Bureau of Personnel, and strengthening planning and 
management in Pusdiklat. 

*This is a copy of a document distributed Ly USAID/Jakarta 
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(b) Healtn Systems Researcn - attempting to stimulate "client­
oriented research" capabilities and procedures through
 
LitBanoKes and to produce high quality health services
 
research products.
 

(c) 	Nutrition Surveillance - working on field development of a 
food-crisis early warning system based on local collection 
and analysis of indicator data. 

(d) 	Health Education - organization development in Health Education
 
Directorate, with special emphasis on health education assistance
 
to the EPI.
 

- FKM/Johns Hopkins University Coooerative Agreement 

S2,475,uU0 life of project USAIE' contribution. Begun 1981. This
 
project is intended to strengthen the FKM (Faculty of Public Health
 
of the University of Indonesia) faculty and curriculum for its
 
major role in training Indonesia's health systc.i managers.
 

- Infant Feeding Studies and Seminars on Infant Feeding 

About S150,000 USAID contribution. Begun 1981. The purpose of
 
the field researcn effort is to gather and analyze information on
 
infant feeding trends (reastfeeding, formula, weaning foods),
 
related socio-cultural factors and commercial practices. It ib
 
hoped tnis information will be useful to GOI in setting its policies
 
and regulations in infant feeding matters. The purpose of the
 
Seminars on Infant Feeding is to disseminate modern concepts of 
infant feeding and supporting studies to influential health pro­
fessionals arounc Innonesia.
 

- Vitamin A Blinoness Prevention 

USLILI contr'bu-.ion - variable. Decided annually with Helen Keller 
International ac GUI. begun 1976. These activicies focus on
 
prevention of xe-o:'nthalnia through diet modification, Vit. A
 
capsule distrintion, 'ooa fortification, and improved diagnosis
 
anc :reated.t. -ri.ary co'unter~art is uireKtorat Gizi.
 

- Family PlanninQ/'aternai-^nild. velfare (KB/Gizi) 

SlUO,UUU, li.e of project USAID contriDution. Begun 198U. 
Tnis project su: orts cev'elo,.:ment of villace-level nutrition 
education and interventinn programs in tnousands of villages 
through tne fa-ily planning acceptor grouD network. It is hoped 
to improve cniir survival and healtn as weii as stimulate family 
planning accep-ance. Tne zasic nutrition innei is tne UPKU model. 
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- Assistance to Consortium of Medical Sciences for Planning New Schools of
 
Public Health
 

$67,000 USAID contribution. Begun 1983. This activity supports

the new public health section of the Consortium of Medical Sciences
 
in its role of providing guidance and assistance to the new schools
 
of public health around Indonesia.
 

- Rural Sanitation Manpower Development
 

$6,800,000 life of project USAID contribution. Begun 1976. This

recently-completed project supported the construction, equipping, 
staff development and curriculum development for eleven regional

schools for sanitarians around Indonesia. All schools are reported
 
to be functioning. The degree to which the project developed
 
curriculum is being utilized is unclear.
 

- Other Private Voluntary Organization (PVO) Program 

USAID contribution - variable. Grant proposals are reviewed 
whenever submitted by PVOs. USAID is able to directly support 
some PVO projects that meet GOI development goals and policies. 
The grants usually are relatively small. A wide variety of PVOs
 
have received assistance, including CARE, Save the Children Federation,
 
Foster Parents Plan, Catholic Relief Services, Project Concern,
 
Salvation Army, Helen Keller International, Yayasan Essentia
 
Medical, Yayasan Indonesia Sejahtera, Dien Desa, etc.
 

- Additional USAID Assistance
 

Through other funding mechanisms, USAID sometimes can provide short­
term technical assistance to meet specific health/nutrition needs
 
as requested by GOI. In addition, USAID's health/nutrition staff
 
in Jakarta has some technical background. USAID remains ready to
 
discuss with GOI 
at any time possible future collaborative health/nutrition

development efforts, as well as implementation of current efforts.
 

- Family Planning and Population 

USAID maintains a multi-million dollar assistance program to support

GOI's family planning and population program. Assistance is provided
 
directly to the government and through private family planning

intermediary organizations operating with government approval. 
Additional information on these activities can be provided upon 
your request.
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APPENDIX VI
 

SELECTED RESULTS OF MULTI-CLIENT SURVEY
 

PHARMACEUTICAL SECTOR
 

CONDUCTED BY P.T. DATA IMPACT
 



SURVEY RESULT PHARMACEUTICAL FIRMS 

RESPONDENTS = 16
 

OWNERSHIP OF FIRM
 

PMA PMDN/OTHER NA 
12 

UK US W GERM 4 0 
2 8 2 

DOMESTIC PORTION OF OWNERSHIP
 

PRIBUMI 
 NON PRIBUMI 
 MIXED 
 NA
 

3 
 7 
 6 
 0
 

ANNUAL SALES 
(Includes non-pharmaceutical products)
 

Greater than
 
5-25 Million 
 25-100 Million 
$ 100 Millionj ,
 

20 
 4 
 1 
 1
 

10 4 1 1
 

SIGNIFI CANT CAPITAL INVESTMENT WITHIN THREE YEARS 

YES NO NA
 

6 
 9 D
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TYPE OF FINANCING (Amounts-in $ 000's)
 

RANGE 
 MEAN TOTAL PERCE
 

OF

TOTAj 

SHORT TERM 10 - 20,700 2,300 65,500 86 
MED TERM 150 - 2,500 1,360 6,775 9 
OTHER 100 - 2,000 1,360 4,100 5 

T 0 T A L 2,120. 26,375 100 

LENDING-PARTICULAR FINANCIAL INSTITUTIONS
 

NUMBER OF LOANS
 

SHORT-TERM 
OTHER
 
FOREIGN BRANCH/REP. OFFICES 31 2
 
STATE OWNED 
 1 
 0
 
PRIVATE 
 9 0 
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APPENDIX VII
 

HEALTH CARE INVESTMENT PROJECTS
 



A. PMDN APPLICATIONS
 

A. _ANSIm 

IN ULLIO".JUSSION A. 	 NME OF FIF A. 	 nmUSTIU OF RUPIAH:DATE B. 	LOCATI B. OUTPUT B. INIDS !A!2 

C. EXTATRIATz 
EZIDY=ES 

FM 1982 A. 	 PT Industry Optik A. Spectacle frame indus- A. 1,184
B. Jakarta try 	 B. 100
 

B. 1,800 frames/year C. 3 
COT 1983 A. 	Pe.usahaan Umun A. Bio-Pharraceuticals A. 2,387


"Bio Fari" B. 1,000,000 bottles/year B. 80
 
B. Bandung 
 C. 0
 

NOV 1982 A. 	PT Uno Medic A. Disposable syringes A. 2,068
 
Cor-poration B. 24,000,000 pcs/year 
 B. 101
B. Jakarta C. 3 

A. PT Kinia Farina A. Pharmaceutical, medical A. 8,500
B. Bandung equipaent 	 B. 319
 

B. 550,000 - 900,000 gross C. 14
 
per year
 

MiCH 1983 A. 	PT Krisna Mulia A. Disposable syringes A. 4,912

Nusantara 50,000,000 pcs/year B. 186
 

B. Bekasi 
 C. 6
 

NOV 1983 A. 	PT Riasiman Abadi A. Pharmaceuticals A. 2,402 
B. Bogor 	 B. 2,360 tons/year B. 93
 

C. 3
 
J 1984 A. 	PT Pengolah Antar A. Pharwaceutical che-,icals A. 3,270

Baku Kiraia Pertama Para rtro phenols B. 76 
B. Bogor 	 - 2,000 tons per ,ear C. 4 

Para amino phenols 
- 1,200 tons per year 

1984 PT!z3 A. Srifa Ananta A. Medical Ecuipment A. 6,000
Dharma B. - S. 66
 

B. Jakarta 
 C. 3
 

A. f mustika Ratu A. Traditional MedicLne A. 2,369
B. Jakarta , era Drink 	 . 354 

B. 4,800 tons/year C. C
 

Source :N.)C)2.CY CIhL ..-.-- , rDS. 188 - 237, 
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B. PMA APPLICTIONS TO BF1,M
 

A. SNVES!M-a. yr
IN fI- =
 

SU--SSION A. NkL2E OF FIRM A. IUSTRY OF RUP.0.;

DA= B. 	IDATION B. OUTPUT B. INIY':X 

E2_TLOYEFESC. EDATRIATB 

DEC 1981 A. 	(Sponsor Unknown) A. Pharmaceuticals A. 15,000
B. 	Jakarta B. Tetracycline HOL, oxy- B. 179 

tetracvcline & Tetrac-- C. 2 
cycline 
- 300 tons/year 

Nj'= 1982 A. 	PT Leiji Indonesia A. Phazrrceuticals A. 2,392 
B. West Java Sterile Kaumvcin Sul- B. 326 

phate, Bulk : C. 20 
B. 	- 3,000 Kg/year
 

OCT 1982 A. 	PT Kifalim, A. Assembling and manufac- A. 3,641 
PT Ki.a Farra, turing of redica!" B. 63 
Pevalin Investnent emitnent and profes- C. 15 
B.V. 	 sional precision instru-

B. Senarang 	 mrents.
 
B 	 Hearing aids 

- 10,000 units/years 
Hearing aids multiple 
- 2 units/year 
Dental units - 20 units/ 
year 
X-ray units - 20 units/ 
year
 
Tank Gauge equipment ­
25 units/year 
Physical t.*eramv centres 

- u-itsyear 

DME 1982 A. 	PT Sikili R.P. A. Yanufac-trer and market- A. 7,660
Scherer Indonesia, Lng of a ty hard gela- B. 95 
PT Sir-. Gadinc z-. capsule C. 5 
indonesia, B. -	 1,500 million pieces/
 
R.P. Scherer Cor- year

:Draznon, USA.
 
P.ulc Gadmn:
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C. PMDN PROJECTS RECEIVING FINAL APPROVAL 

A. IIWESDhn 

SUaMISSION, A. 	 NAE OF.FIRM A. IMtUSTRY OF RUPII H;
DATE B. 	LATION B. OUTPUT 	 B. INMONESIA 

C. WPTATm 
LO!TE 

MPAY 1982 A. 	 PT Gelatin Karva A. Gelatine capsules A. 3,333

Mkti B. 1,5000 million pieces/ B. 205
 

B. West Java year 	 C. 3 

OCT 1982 A. 	PT Ripha Daya A. Pharaceuticals A. 1,267
 
Sekata B. Pills B. 81
 

B. Padang - 194,400,00/year C. 0
 
Capsules
 
- 21,600,000/year
 
Injection Liquid
 
- 8,928,000/year
 
Syrups 
- 648,000 bottles/year
 
Ointment
 
- 150,000 tubes/year
 

NOV 1982 A. 	NV Pharros A. Pharmaceuticals industry A. 471 
B. Central Java B. Tablet 
 B. 8
 

- 50,000,000 tablets/year
 
Drages 
- 50,000,000 tablets/year 
Injection 
- 500,000 amrules/vear
 

NOV 1983 A.
B. 	Boccr

Pr Darva Varia A. Pha-rmaceuticalsr. A. 2,160rocr 	 '=.5TL:'.c- B. 52.	 o. 
--

__ilon vials/year 

C. 2
 

F 1983 A. Pr .kit Perak A..dical soap A. 414 
. Snarana E. - 2,500 tons/year 5. i24 

C. 0
 

Source :N,'DO.UESIAN COM.!?ERC_11. NEWSLETTER, NOS. 188 - 237,

PT DATA CONSUZT IC. JAKARA
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DEC 1982 A. 	PT Squibb Indonesia A. Pharmaceuticals A. 7,629
 
B. Cilangkap, Bogor B. Tablets B. 303 

- 66,000 tablets/year C. 8 
Capsules 
- 22,000 Capsules/year
 

Cream & Ointments
 
- 60,000 Kilos/year
 
Bulk Raw Materials
 
- 77,000 Kilos/year
 
Seni Bulk Material 
- 1,000,000 Kilos/year
 
Antiseptic Liquids 
50,000 Liters/year
 

APRIL 1983 A. 	PT Medifarma Lab. A. Pharmaceutical Mfg. A. 3,000 
Inc. (Philippine) B. Apicillin Bulk B. 452 

B. Jakarta 	 - 20 to 25 tons/year C. 

APRIL 1983 A. 	PT Igar Jaya (USA) A. Plastic containers A. 6,000 
B. Jak"arta 	 principally utilized in B. 422 

the Pharmaceutical indus- C. 3 
try including but not 
limited to vials, 	ampuls
 
syringes for paranteral 
use 

B. - 24 million pcs/year 

AUGUST 1983 A. 	 PT Rhone Poulenc A. Pharmaceutical industry A. 524 
Indonesia Pharma B. B. 10 

B. Bogor 

Source INDONESIAN COMMERCIAL NEWSLETTER, NOS. 188 - 237,
 
PT DATA CONSULT INC. JAKARTA
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D. PMA PROJECTS RECEIVING FINAL APPROVAL
 

A. INVESnIM 
IN MILLION 

SUBMISSION A. 	NP2'E OF FIRM A. INDUSTRY OF RUPIAH;
DATE B. LATION B. OUTPUT B. INDONESIAN 

EMLOYEES 
C. EXPATRIATE
 

EMPLOYEES 

MAY 1982 A. 	 The Welcare Foun- A. Pharmaceutical materials A. 2,300
 
dation Ltd., B. Trizethoprim B. 157
 
England - 4,000 kgs per year 
 C. .38
 
PT Pharos Indone- Tablet 
sia 	 - 5,000,000 pcs/year
 

B. West Java 	 Liquid
 
- 84,000 liters/year 

OCT 1982 A. 	 PT Meiji Indonesia A. Katmycin Sulphate A. 2,338 
B. West Java Injection 	 B. 332 

B. - 6,000,000 vials/year C. 9 
- 3,000 kg/year 

0=C 1982 A. 	Pr Roche Indonesia A. Pharmaceuticals A. 3,900
 
B. Cimanggis, B. Tablet 
 B. 0 

- 200 million tablets C. 0 
Ampules 
- 3 million anpules/year 

AUGUST 1983 A. PT Igar Jaya A. Plastic Containers & A. 5,600
B. Jakarta Syringes 	 B. 422 

B. 40 million units/year C. 3
 

NOV 1983 A. 	PT Rhone Poulenc A. Vaccines A. Ir524
 
B. Bogor 	 B. 578,810 vials/year B. 10
 

C. 0
 

JAN 1984 
 A. PT Pfizer Indonesia A. Pharmaceuticals A. 4,232
 
B. Jakarta B. Capsules 	 B. 282
 

- 10 million capsules C. 8 
/year 
Tablets 
- 20 million tablets/year 
Sterile fills 
- 2.3 million vials/year 
Non-sterile fills
 
- 2.7 million bottles/year 
OL-i trent 
- 2.5 mill.: n tubes/year 

Source INDONES IAN COMMlEPCTA: N>STrTER, NOS. 288 - 237, 

PT DATA C:CNSUI.T ;C. -AK" 'A 
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APPENDIX VIII
 

LIST OF CONTACTS (INDONESIA)
 



BANKS AND FINANCIAL INSTITUTIONS
 

Garry T. Knight
 
President Director
 
P.T. Aseam Indonesia (Joint Venture Investment Bank)
 
J1. Thamrin 54
 
335-025
 

T.R. Johnson
 
Vice President
 
American Express International Banking Corporation
 
Arthaloka Building
 
587-401
 

Indra Widjaya
 
Managing Director
 
Bank Int'l Indonesia (Private)
 
3l. Kalibesar Barat 18 - 19
 
671-161
 

Masjhud Ali 
Head Manager, Credit (Section II)
 
BPIND0
 
J1. Gondangdia Lama 2 - 4
 
321-408
 

Janpie Siahaan
 
Manager
 
Bank Bumi Daya (State)
 
J1. Imam Bonjol No. 61
 
333-721 Ext. 4113
 

3ayi ord Burke 
vice President
 
BRnm of Awerica 
J1. Merdeka Selatan 
374-031 

An(i Buana
 
General Manager 
Bank Central Asia (Private)
 
J1. Gajah Mada No. 112 C/D 
657-056
 

Yan Arial Karaini 
nage r 

P.T. PDFCI (Development Finance) 
J1. Abdul Muis 60 
3'66-608 
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Jim Mailer 
President/Director
 
P.T. Stephens Utama (Leasing Division of Bank Perniagaan Indonesia)
 
J1. S. Wiryopranoto No. 9.
 
6389-108
 

Douglas Rea
 
Assistant Manager of Commercial Accounts
 
Chase Manhattan Bank
 
J1. H.R. Rasuna Said 62
 
513-134
 

David Roberts/Gaby Motulah 
Corporate Banking
 
Citibank
 
J1. M.H. Thamrin 55
 
333-507/354-811
 

Prijadi Ps.
 
General Manager 
Bank Rakyat Indonesia (State)
 
J1. Veteran 8
 
374-208
 

Richard Pigossi 
Regional Vice President
 
PICA (Investment Finance)
 
J1. Medan Merdeka Selatan 17 
342-705
 

,a>; Siddharta 
Assistant Vice President
 
P.T. Bank Niaga 
J1. Gajah Hada No. 18 
Tel. 377-809
 

J. Maschli Mohammad
 
Assistant Vice President
 
P.T. Rank fliaga
 
J1. Gajah Maca No. 18 
Tel. 377-809 
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GOVERNMENT CONTACTS
 

Mr. Hanjoyo Nitimiharjo, Director
 
Urusan Pendayagunaan Produksi Dalam Negeri (UPPDN)
 
[Utilization of Domestic Products]
 
J1. Veteran IV No. 17
 
"SEKNEG" Building
 
352-581
 

COMMENTS:
 

UPPDN is part of the Executive Office that must approve
 
government procurements over 500 million Rupiah. An impor­
tant part of the approval process is determining if imported 
goods to be procured could be produced in Indonesia. UPPDN 
identifies potential local manufactuiers, and sets up meet­
ings with foreign firms or local technological institutes 
to arrange for technical assistance. 

Dr. Hadi Santoso, Secretary 
Director General of Health Services 
J1. Prapatan No. 10 

Sri Dadi Soebono
 
BKPM (Investment Coordinating Board)
 
J1. Gatot Subroto 6
 
512-008 Ext. 41
 

Dr. Haryono Suyono 
Chairman
 
National Family Planning Coordinating Board 
J1. M.T. Haryono 
Jakarta 

Dr. N. Winarno 
Director 
Food Technology Development Centre (FTDC)
 
Bogor Institute of Agriculture
 
I:?3, Bogor
 

B. Setiawan, M.D., Ph.D.
 
Faculty of Medicine 
University of Indonesia
 
Jakarta, Indonesia
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HEALTH FIRMS
 

K. Hussein
 
Komi saris
 
P.T. Arungtalabangi (local non-pribumi) 
J1. Gatot Subroto Kav. 12
 
511-804 Ext. 248
 

Will Deiss , 
President Director
 
P.T. Igar Jaya (PMA)
 
J1. Pulogadung No. 35 
484-804 

Amir Basir
 
Conmercial Director 
Indo Farina (State)
 
J1. Hasanuddin No. 55
 
774-950
 

Bara Siwabessy
 
Director of Operations & Finance 
Johnson & Johnson Indonesia
 
J1. Medan Merdeka Selatan 17
 
346-095
 

Dr. Eddie Lembong
 
P.T. Pharos Indonesia (local non-Pribumi)
 
40, 42 A-B Jalan Limo 
732-613 

Dr. J. Widjaya
P.T. Tigabaksa (local non-Pribumi) 
J!. ;,asuna Said
 
5iZ-3O7
 

Brian Ritter
 
President Director
 
P.T. Upjohn Indonesia 
583-791
 

Dr. Ananta Wijaya
 
Di rector/President
 
P.T. Darya-Varya (local non-Pribumi) 
586-224
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Dr. Sudi man 
President/Director
 
P.T. Tempo (local non-Pribumi)
 
J1. Rasuna Said
 

COMMENTS:
 

Sudirman is President of G.P. Farmasi, the local Pharnaceut­
ical Manufacturers Association. He is interested in the
 
PATH program, and has queried his members for ventures
 
that would qualify for the PATH program. Sudirman is very
 
knowledgeable about the local environment and should be
 
actively involved in the selection process.
 

Mr. Raharjo 
P.T. Finpac Nusa Indonesia (Ltd.)
 
Jalan Wolter Monginsidi 28
 
Kebayoran Baur, Jakarta
 

COMMENTS:
 

Actively seeking financing for a disposable syringe factory. 

Mr. C. Adhyatman
 
Manager
 
Pharmac Apex P.T. 
Ji Biak 39 
Jakarta 

COMMENTS:
 

Seeking technical and financial assistance for production of intravenous
 
solutions and primary eye care products.
 

T.V.G. Krishnamurthy
 
P.T. Tatas Mulia 
J1 Jend A. Yani 
Jakarta 

COMMENTS:
 

Actively seeking technical and financial assistance for
 
production of instant weaning foods and texturized vegetable
 
protein products.
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Zisuddin Tariq Ali
 
Plant Director
 
P.T. Squibb Indonesia
 
K.M. 38 J1 Raya Jakarta 
Bogor
 

Roy Mandy
 
P.T. Kalbe Farma
 
Dankos Lab.' Building 
Jl Let. Jend. Suprapto Cempaka Putih
 
Jakarta
 

INTERNATIONAL ORGANIZATIONS
 

L.D.F. Wungubelen
 
Supply & Logistics
 
UNICEF
 
Jl. M.H. Thamrin No. 14
 
321-308 Ext. 282
 

Dr. El-Zahwary 
Representative
 
WHO
 
Jl. M.H. Thamrin No. 14
 

Dr. Sukker Aslam 
Program Coordinator Health
 
UNICEF, Jakarta 

Mr. Rodney Hatfield 
Program Officer Health
 
,J'i::EF, Jakarta 

Dr. Terrel Hill
 
Program Coordinator Nutrition
 
UNICEF, Jakarta
 

Mr. Charles Schlegel 
Project Officer for Research, Evaluation and Monitoring
 
UNICEF, Jakarta 

BEST AVAILABLE DOCUMENT 



Mr. Robert Tilden 
Helen Keller International
 
Ministry of Health
 
Primary Eye Care Unit 
Jakarta
 

Mr. Michael Walden 
World Bank
 
Arthaloka Building, 8th Floor 
2 J1. Jenderal Sudirman 
Jakarta
 

Mr. Al Ali Bastry
 
Marketing Consultant
 
American Soybean Association
 
Royal Oriental Building
 
J1. M.S. Thamrin No. 51
 
Jakarta
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APPENDIX IX
 

LOAN APPLICATION FORM FOR BANK NIAGA
 



> .JAKARTA 

TRADE QUESTIONNAIRE 

RAHASIA 

CONFIDENTIAL 
Phone No. 

Nama perusahaan 

Reporting Date 
 .
 

Name of Firm
 

Al am at Reference No. 

Address 

Kantor F..'sat 

Head Office 

Kantor cabang 
Branches
 

2. Bentuk perusahaan Harap dibcri tanda
 
Character of Organiztion 
 a(Plesemark wichever aFplicable,
 

[ Peroranvan [ Firma (Fa.) 
 [ Perseroan KomanditcrProprietorship Parnership [ Perseroan Terbatas (P.T.)Limited Partnership Private Limited Companv 

- Japanese Joint Stock Company 
-' Perseroan Terbatas Umum 

P-ublic Limited Compan% 
jenis Usaha Q Importir C3 Eksportir Ind_stri-' Perwakilan Perush. industrNature of Business Importers Exporters Manufacturers Manufacturers' Representatives 

CD Komisioner E Pcd'gangBesar C] Pdagang Eceran Perantara Lain:­Commis.sion Agents Wholesalers Retailers Brokers Others 

jenis barancyane diroduksi 
ManufactLres of 

Jenis baranv yang diimpor 
Importers of 

Jeris bara.-c y.ang ek.spor 

Exporters cf 

jrnis b.ran" ,arc disalurkan 

Deaiers in 

.; M.a Dasar (B) ModaldAeaor (C) Modal yang ditambahkan 
A; A;tmo:LZed CA-tal Paid-up Captal(B, or 

(c) Capital Invested in Business 

..:m:. ler,.:ap, Riwavat hidun singkat, uia, titel. Kebmisaan dari prmilik, Pesero/Direktur:, dan hubungan denvan lainnya.i'-.m:.-Na and Bricf Biographies or Proprietor. All Partners or Dir:ctors, their Ages, Titles, Nationality, and other BusinessConnection and Irterests 

BEST AVAILABLE DOCUMENT
 



G 	 Persero atau Pemegang saham icrbesar serta jumlah saham'nya. 

Financing Partner(s) or Large Sharcholders, and the Proportion or their Holdings, 

. Pbrik, lumlah pcgawai,_Kapasitas produksi.lprjenis perbulan ( Scbuilkan ,.Iam;.t pabrik LIsb).
 

Items (Plcasc Give Address or E.ach 1l31t)
Pi~au, Number ol Empluycs, Monthly I'roduCtivc Capacily bN 

trrsikhir4. 	 l'crputaran uang perhulan alau pwrjiialan perindr fi.kal 

Monthly Busincss Turnover or Salc fur ihe Latest Fiscal Period. 

Latar Blakang: Kapan dan dimana didirikan !-Riwayatperush. termasuk perganti n rcorgaui, si. pdeburan dant pcmo.ilan kcmba;i9. 
and Where Establishrd : Brief History Including Succe.luit, korga:llizations, hlcrgcrs, Rccauitali'..ilion- r.Background When 

t1j. 	 1€.lias.D.gang Dalam Nrgcri (dgn. alanimt I 

L.jcal Irade Relations ( with addrcses) 

I. 	 P.c;.si Dagang Luar Ncgeri (drng. alamat) B T AVAILABLE DOCUMENT 
Ovencas Iradc Relations ( with addressc s) 

12. L' n k 

it, kCr. 

l l l l i I I 
YOu~ Sj ft /' 



APPENDIX X
 

PUBLIC HEALTH SECTOR FINANCING INFORMATION
 

from
 

USAID HEALTH SECTOR ASSESSMENT REPORT
 
October 1983
 



D. Public Health Sector Financing Information
 

The following section will review information about financial support
(both from the government budget and from patient fees) 
for public sector
health services. 
More detailed information about household expenditures for
health services is provided in Appendix V. 

1. RIG Support for Public Health Sector Activities 

Looking at 
the health sector as 
a whole, government expenditure for health
increased as a percent of GNP from 0.83 in 1975 
to 1.27 in 1977, *but then fell
in 1979 to 1.21. Government expenditure on health as 
a percent of total
government expenditure, and per capita government health expenditure, follow
the same pattern of increasing between 1975 and 1977 
and then decreasing again
in 1979 to 
6.2 percent and 124.39 baht respectively. Finally, although total
government expenditures on health increased every year in nominal terms, they
stagnated after 1977 when converted to 
constant 1980 baht. MOPE real
expenditures follow the 
same pattern to 
1980, but increased in 1981 and 1982
(see Table 3.1). 
 These trends suggest that government health programs do not
have the financial support required 
to expand the coverage of existing
programs, nor to launch new programs within the existing health services

network. 
 Thailand's total public health expenditure is already low in
comparison with other middle-income countries. 
Whereas hailand spent t3 percapita on health in 
1979. the averPe for other countries with similar GNP
h er 
capita was t7 


Although the MOPH is the principal Ministry concerned with public health
services, health activities are carried out 
by eight other government

agencies, principally the State University Bureau (for support 
to medical
schools and affiliated teaching hospitals) and the Ministry of Interior (for
support of 
"municipal and tambol" doctors and other services).1/ 
The MOPE
budget accounted for 64 
to 73 percent of total government health expenditures
from 1975 to 1979. The State University Bureau budget accounted for another
20 to 25 percent of total health expenditure and the Ministry of Interior for

6 -o 9 percent (see Table 3.1).
 

2. The MOPH Budget, Fourth and Fifth Plans 

Information about the capital and recurrent allocation of the MOPE budget,and its annual increases as compared 
to increases in the total government
budget for 1975 to 1986 is presented in Table 3.2. From 1975 to 1982, MOPErecurrent expenditures equalled 
from 69.2 to 81.1 percent of total MOPE
expenditures, with most years clustering about 78 percent. 
Over the same
period, salaries ranged from 40.4 
to 60.8 percent of total MOPE recurrent
expenditures, with most years clustering at 
50 to 56 percent. The rate of
increase in MOPE's budget ranged widely, from -3.3 to 
76.1 percent per year.
In 6 of 9 years (1975-1983) the rate of budgetary increase for the Ministry
exceeded that of 
the total government budget as 
a whole.
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TOTAl. COVERNEMT TA8I.E 3. 1
EXPENDITIRES ON 
FY 1975 - 1980 

IIEALTII BY AGENCY. 

FY1975 
Amount 2 

FY1976 
A Amoun t 

Fy1971 
AIou i 

FY 1978 
Amount Z 

FYi979 
Amount 

FYI9II0o ...... r19TF--
Arnnuznt- 2- Amount Amount . 

t')
C) 

Total Govt. Expenditures 
on Health (Cu.rrent Baht) 
(Coustant 1980 Baht)

MOMII (C.rrent Baht) 
(Constnnt 1980 

Other AjencIeo
State I1niversity Bureau 
Hiniqlry of Interior 
lillintry of Defense 
Slnr RIlllwjky of Thailnnd 

Hinistry of Ap.rlcuilture
ascICooperatives 

HlllIry of Commisnlcatlons 
P,,rt Atithority of Thailand 

1ionpltal of Thai Tobacco 
Honopoly Organi zationa 

Total Covt. Expenditure on 
Health as Z of 
Total Govt. Expenditure 

Totnl Govt. ExpendltureR onHealth an 2 of GNP 

rer Capita Govt. Expendituire 
on I1ealth (Current baht) 
(Contlanl 1980 Haht) 

2,415.1 
3,839.6 
1,547.4 

2,460.1 

100.0 

64.1 

24.6 

8.6 
0.8 
0.7 

0.2 

0.2 
0.3 

0.6 

0.5 

0.83 

57.68 
91.70 

3,889.0 
5,937.4 
2,725.3 

4,160.8 

100.0 

70.1 

21.7 

6.3 
0.5 
0.5 

0.1 

0.1 
0.3 

0.4 

0.6 

1.16 

90.53 
138.21 

4,540.2 
6,865.5 
3,520.6 

4993.8 

100.0 

72.7 

19.6 

5.7 
0.7 
0.4 

0.1 
0.1 
0.3 

0.4 

7.0 

1.27 

109.90 
155.89 

4,916.3 
6,486.8 
3,405.8 

4,480.3 

100.0 

69.3 

23.0 

5.7 
0.6 
0.4 

0.1 
0.1 

0.4 

o.4 

6.1 

1.11 

109.01 
143.43 

5,740.5 
6,865.6 
3,976.9 

4,757.1 

100.0 

69.3 

22.7 

6.2 
0.7 
0.4 

0.1 
-

0.2 

0.4 

6.2 

1.21 

124.39 
148.79 

4.494.6 

4,494.6 
5,571.8 

4,943.9 
6,652.3 

5,609.0 

Source: 
 Health Planning Dlvslion, Base Year Data and Background Information - Thlland, .June 1980. 
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TABLE 3.2

RECURRENT, CAPITAL AND TOTAL BUDGET FOR TilE HOPIi
 

1975-1986
 

RECURRENT (Million Baht) 

Year 
Yea 1/ 

Sab ries Other 
2/ CAPITAL 2/-aar-

Subtotal INVESTMENT- TOTAL 

ANNUAL X INCREASE 
ToNAlTotal 

HOPII Government 
1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

1983 

750.54 

(60.8) 
864.14 

(40.4) 
1,200.45 

(4 9 .2) 
1,285.85 

(49.9)
1,513.08 

(50.2)
1,884.99 

(53.8) 
2,572.38 

(58.8) 
2,809.11 

(54.2) 
3,542.30 

484.08 

1,274.44 

1,237.40 

1,288.95 

1,499.10 

1,620.52 

1,798.96 

2,371.10 

2,863.85 

1,234.62 

(79.8) 
2,138.58 

(78.5) 
2,437.85 

(69.2) 
2,574.80 

(78.5)
3,012.18 

(75.8)
3,505.51 

(78.0) 
4,371.34 

(78.4) 
5,180.21 

(77.9) 
6,406.15 

312.73 

(20.2) 
586.71 

(21.5) 
1,082.76 

(30.8) 
820.97 

(21.5)
964.73 

(24.2) 
989.07 

(22.0) 
1,200.45 

(21.6) 
1,472.11 

(22.1) 
1,496.26 

1,547.35 

(100) 
2,725.29 

(100) 
3,520.61 

(100) 
3,405.77 

(100)
3,976.91 

(100)
4,494.58 

(100) 
5,571.79 

(100) 
6,652.32 

(100) 
7,902.41 

39.0 

76.1 

29.2 

-3.3 

16.8 

13.0 

24.0 

19.4 

18.8 

33.3 

30.5 

9.8 

17.8 

13.6 

18.5 

28.4 

15.0 

9.9 
1981./ (55.3) (81.1) (18.9) (100) 
1985- 8,655.80 9.5 
19863/ - 9,493.6610,396.88 9.7 

9.5 

Notes: 1/ Salaries are 
given as a percent of total 
recurrent expenditures.
2/ Total recurrent and capital 
investment expenditures are given as percents of total'HOPI expenditures.
3/ Estimated.
 

Source: 
 Health Planning Division, HOPI]. 
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With respect to the MOPH budget projections for the Fifth Plan, it 
is
instructive to compare estimates given over time (see Table 3.3). 
 Whereas, a

June 1981 estimate of the MOPE budget for the Fifth Plan was 
59,105 million
baht, a September 1983 estimate 
was only 43,101 million baht. Originally, it
 was estimated that the MOPE budget would increase by 15.5 percent annually
over the Fifth Plan period. However, recent projections indicate that there
will be only a 10.6 percent increase from 1984 1985 and
to a 9.5 percent
increase from 1985 to 
1986. 
These projected annual increases are lower than

for 8 of the previous 9 years (1975 1983). These changes will require
to 

adjustments 
in the Fifth Plan health programs. For example, the MOPH has

determined that there will be 
a slowdown in the expansion of hospital

facilities in urban areas. 
 To the extent that inflation is higher than
budgetary increases, further reductions in MOPH existing and planned programs

will have to be made.
 

TABLE 3.3
 
MOPH BUDGET PROJECTIONS 

1982-1986
 

(Million Baht)
 

Fifth
 
Plan


1982 1983 1985
1984 1986 Total
 
MOPH June 1981 
 8,292 10,112 12,003 13,569 15,128 59,:
MOPH April 1982 
 5,804 7,587 9,123 10,263 11,287 44 ,0b4
NESDB May 1982 
 6,406 
 7,221 8,569 10,626 12,833 45,651
NESDB August 1982 
 6,406 7,641 8,450 10,080 12,170 44,747
NESDB/BOB/MOPH Dec. 1982 
 6,437 7,435 8,587 9,918 11,455 43,832
Health Planning Division 9/83 6,652 
 7,902 8,656 9,494 10,897 43,101
 

Source: MOPH; NESDB.
 

Curative care activities claim from 56 
to 59 percent of the total budget,
disease control activities claim 18 
to 19 percent, health promotion activities

from 15 to 17 percent, training from 4 to 
5 percent, administration about 2
 
percent, and medical research, food and drug control and health services
 
support activities each receive 
from 0.5 to 1 percent (see Table 3.4).'
 

It 
is estimated that actual expenditures Ministry-wide fall short of
 
a propriations by 22 ercent. The 
breakdown of 
the 1982 MOPS budget (Table
3.5) shows that expenditures for equipment and construction are 
those which
 
most lag behind appropriations. 
 The MOPS is currently undertaking a study to

determine what changes need to be made to 
facilitate expenditure of the
 
allocated budget.
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TABLE 3.4 
HOPll BIJDG-ET BY TYPE OF ACTIVITY 

1977-1983 

Type of Service 1977 1978 1979 1980 1981 

(Million Baht) 

1982 1983 

General AdmtilstratloIn 

Curative Care 

Disease Control 

lealth Promotion 

Training 

Medical Research 

Food/Drug Control 

Health Services Support 

60.56 

(1.7) 

2,052.97 
(52.3) 

604.31 

(18.9) 

552.28 
(15.7) 

133.99 

(3.8) 

21.47 

(9.6) 

15.94 

(0.5) 

18.97 
(0.5) 

52.30 

(1.8) 

2,004.48 
(58.8) 

612.77 

(18.0) 

502.30 
(14.8) 

188.55 

(4.7) 

24.85 

(0.7) 

19.86 

(0.5) 

20.64 
(0.6) 

79.15 

(2.0) 

2,252.91 
(56.7) 

753.33 

(18.9) 

64.03 
(15.8) 

175.09 

(4.4) 

32.23 

(0.8) 

29.25 

(0.7) 

26.90 
(0.7) 

94.59 

(2.1) 

2,617.90 
(58.3) 

841.95 

(18.7) 

633.06 
(14.1) 

194.69 

(4.1) 

44.23 

(1.0) 

34.25 

(0.8) 

33.47 
(0.7) 

114.86 

(2.1) 

3,298.23 
(59.2) 

1,011.15 

(18.2) 

778.99 
(14.0) 

230.56 

(4.1) 

47.49 

(0.9) 

51.39_ 

(0.9) 

39.07 
(0.7) 

128.82 

(1.9) 

3,708.62 
(55.8) 

1,214.52 

(18.3) 

1,121.43 

(16.9) 

353.82 

(5.3) 

34.44 

(0.5) 

47.56 

(0.7) 

43.11 
(0.6) 

134.16 

(1.7) 

4,490.65 
(56.8) 

1,425.42 

(18.0) 

1,319.97 

(16.7) 

374.56 

(4.7) 

43.31. 

(0.6) 

49.74 

(0.6) 

64.60 
(0.8) 

TOTAL 3,520.61 

(100) 

3,405.77 

(100) 

3,976.91 

(100) 

4,494.58 

(100) 

5,571.79 

(100) 

6,652.32 

(100) 

7,902.11 

(100) 

Source: lealth Planning Division, MOPII. BEST AVAILABLE DOCUMENT 



TABLE 3.5
 
BUDGETED VS. ACTUAL MOPH EXPENDITURES BY TYPE OF EXPENDITURE
 

1982
 

(Million Baht)
i/ 2/ 
 2/ Returned to2)

Type of Expenditure Budgeted 
 Actual Carry Over- Treasury'­

1. Salary 
 1,918.96 1,766.09 
 - 152.87
 
(34.4) (92.0) 
 (8.0)
 

2. Salary non-gazette 624.15 577.82 
 - 46.33
 
(11.2) (92.6) 
 - (7.4)
 

3. Salary Temporary 29.27 24.18 
 - 5.09
 
(0.5) (82.6) 
 (17.4)
 

4. Honorarium 
 27.26 27.39 
 0.08 -0.21
 
(0.5) (100.5) (0.3) (-0.8)
 

5. Supplies 
 102.49 98.56 
 0.05 3.88
 
(1.8) (96.2) (0.0) (3.8)
 

6. Utilities 
 90.92 94.53 
 - -3.61 
(1.6) (104.0) 
 (-4,
 

7. Materials 
 1,001.77 867.34 
 84.65 49.78
 
(18.0) (86.6) (8.5) 
 (5.0)
 

8. Equipment 
 175.67 56.06 
 91.49 28.12
 
(3.2) (31.9) (52.1) (16.0)
 

9. Construction 
 999.28 364.33 
 623.67 11.28
 
(17.9) (36.5) (62.4) (1.1)
 

10. Support 
 596.17 462.64 87.40 
 46.13
 
(10.7) (77.6) (14.7) (7.7)
 

11. Others 
 5.85 5.69 
 - 0.16
 
(0.1) (97.3) 
 (2.7)
 

Total 
 5,571.79 4,344.63 
 887.34 339.82
 
(100.0) (79.0) (15.9) 
 (6.1) 

Notes: 
 1. Budgeted expenditures are given as percentages of 
total MOPH
 
expenditures.


2. 
Actual and carry over expenditures and monies returned to Treasury
 
are given as 
percents of expenditures in that type.
 

Source: 
 Health Planning Division, MOPH.
 

BEST AVAILABLE DOCUMENT 
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3. 
 Private Exvenditures for Support of Public Hospitals
 

A 1973 study documented the contribution of 
revenue 
from patient fees to
the operating costs of provincial and district hospitals, and tambol health
centers. 
 These revenues comprised over 
10 percent of total 
provincial health
revenues 
in 52 of the 57 provinces studied, 
over 25 percent in 39
provinces, and over 40 percent of total 
of the 57
 

revenues 
in 22 of the 57 provinces.i/
 

A 1980 study provides additional information about the 
sources and 
uses of
district hospitals and health center revenues. 
 For example, revenues
collected at 
9 district hospitals accounted for 
over 35 percent of those
hospital's total revenue, and at 4 of the facilities accounted for over 50
percent of revenue. 
Fees for drugs accounted for
hospital-generated over 60 percent of total
revenue 
at all 9 facilities, and for over 85 percent of
revenue at 4 of the 
9 facilities. 
Fees for X-rays, diagnostic services (i.e.
lab test), food, 
rooms, donations or 
"ocher" services comprised from 0 to
percent of fee-generated revenues 
13
 

(see Appendix Tables 3.3 and 3.4).
 

The same study provides similar information about the revenues
at collected
tambol health centers. 
Revenues collected at 
14 health centers accounted
for 0 to 28 percent of the total 
revenue of these health centers, but at 10 of
the 14 facilities these revenues equalled less than 10 percent of their total
revenue. 
Payments for drugs comprised over 90 percent of the
generated at all total revenues
but 2 health centers (see Appendix Tables 3.5 and 3.6).6/
 

4. Government Financing of Health Service Fees for Special Groups 

The RT'Lprovides payment for fees levied at
government employees and for the poor. 
public health facilities for
 

These programs are described below.
 

One fringe benefit of all employees of the central government is support
for most of their personal medical 
care and that of their immediate families
(i.e. spouses, children and parents). 
 If use is made of government hospitals
or health centers, the full costs 
are 
paid by the employee's ministry to
public facility. the
If use is made of private clinics, hospitals, drugstores, or
other providers of health care, the employee is reimbursed for about 50percent
of the cost of the service, up to 
a certain maximum. 
These benefits are
continued for certain retired government employees. Although each Ministry
covers 
these expenses for its employees, the money 
comes 
from a central fund
of the Ministry of Finance.7/
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In an effort 
to ease the burden on 
the poor of payments for health
services, 
the Free Medical Care Service Project (FMCSP) began in 1976 and was
expanded throughout the country as a component of the RT's Fourth Plan.
objectives of the project are to: 
The
 

-
 Create equity in receiving medical care 
among the people.
 

- Improve the health status of the poor, especially in rural areas.
 

- Pave the way for national health insurance for the poor. 

- Create positive attitudes in the poor regarding health services. 

In 1979, the project's budget equalled 359 million baht, or about 6percent of the total government budget spent 
on health in that year.

Eighty-four percent of the FMCSP budget was 
distributed to all ministries and
municipalities responsible for provision of health services to 
cover the costs
of drugs at health centers; and the cost 
of drugs, diagnostic tests,
examinations, surgery or deliveries at district and provincial hospitals. Ten
percent of 
the budget covered the costs 
of services provided by mobile clinics
and 6 percent the costs of radio outreach programs.
 

Persons or households eligible to 
receive FMCSP benefits are:
 

- Single persons with an income of less than Bl,000/mo.
 

- Married couples with incomes less than B2 ,000/mo. and their children
less than 20 years of age (and also those over 20 years who are
 
mentally or physically handicapped).
 

Initially cards, entitling the holder to free care, were issued from Bangkok,
however this policy chan ed 
so 
that the personnel at public health facilities
 
decide who is eligible.-U
 

An MOPH study identified several problems with the project. 
These
included: 
 (1) the general public and service providers' lack of knowledge ormisconceptions about the project, (2) the difficulty of health personnel in
determining who is eligible for FMCSP benefits, and (3) the 2rovision of
approximately 10 percent of the cards 
to wealthier families.2/ MOPH
officials also commented that government hospital revenues have dropped sincethe start of the project and that utilization of the government facilities(particularly hospitals) has risen as a consequence of the reduction in the
cost to patients of consuming medical 
care services.
 

Another study of the FMCSP determined that the project budget was
allocated disproportionately to the relatively wealthier regions of thecountry. More specifically, in 1980, FMCSP per capita allocations were lowestin the North and Northeast Regions (where the largest percentage of thepopulation is in poverty) and highest in the Central region and Bangkok.
However, the same study found that 25 
percent of the population in the
Northeastern region received FMCSP benefits, 21 percent in the Central region,

17 percent in the Northern regionand Bangkok. Further, almost 40 

and 10 percent in both the Southern regionpercent of in-patients in the Northeasternregion received FMCSP benefits, 37 percent in the 
Central region, 33 percent
in the Southern region and 25 percent in 
the Northern region. 
 In sum,
 

26
 



although a greater proportion of the population and of in-patients in the

Northeast received FMCSP benefits than in any other region, a greater
 
percentage of the poor in Bangkok or 
the Central region received FMcSp

benefits. 
By almost all measures, the poor in the Northern Region benefit
 

I 0
least from the FMCSP program o/
 

In view of 
the above problems, e.g. lack of basic understanding of the
 
FMCSP by providers and patients, increases in hospital utilization, decreases
 
in hospital revenues 
and inequitable distribution of benefits, the MOPH is
 
considering making adjustments to 
the FMCSP. Formation of a MOPR Task Force
 
to 
examine the problems and to consider alternative solutions mi ht be an
 
appropriate mechanism whereby new policies could be 
formulated.li/
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CHAPTER III NOTES
 

1. 	Ministry of Public Health (March 1982) Summary of Fifth Five Year National
 
Health Development Plan, 1982-1986, Bangkok: Health Planning
 
Division/MOPH, 12 pp.
 

2. 	World Bank (February 1983) Thailand, Review of 
the Health Sector,
 
Washington, D.C.: Worid Bank, pp. 88, 92 (draft).
 

3. 	Brief descriptions of the health activities 
of other government agencies
 
are given in Appendix IV.
 

4. 	Three-quarters of the MOPH budget is allocated to the Office of the 
Permanent Secretary, 9 percent to both the Department of Medical Services 
and the Department of Cormunicable Disease Control and 6 percent to the 
Department of Health. The Department of Medical Sciences and the Office 
of Food and Drugs will each receive less than I percent of the budget (see 
Appendix Table 3.1). 

5. 	The study also suggested that:
 

There is considerable variation between provinces in MOPH per capita
 
expenditure, with some tendancy for wealthier provinces to receive higher
 
per capita health MOPE expenditures.
 

Per capita MOPE expenditure for improvement of provincial hospitals in
 
most cases equalled or exceeded per capita MOPE expenditures for
 
provincial and district health administration and improvement and
 
expansion of other rural health facilities (for further details see 
Appendix Table 3.2).
 

Molldrem, Vivikka (March 1975) A Look at Programs to Expand the Rural
 
Health Delivery System in Thailand, 46 pp. (mimeo).
 

6. 	Ministry of Public Health (1980) Study of 
the Cost of Rural Health
 
Facilities in Thailand, Bangkok: MOPE (in Thai).
 

7. 	Roemer, Milton, (1978) The Health Care System of Thailand, Bangkok: WHO.
 

8. 	Mills, Anne (September 18, 1980a) Health Services for Low Income Grous: 
Access to Free Medical Care, Bangkok: WHO, pp. 2-3. 

9. 	Ministry of Public Health (March 1982) A Study on 
the Results of the Free
 
Medical Care Service Proiect for Low Income Patients, 1980, Bangkok:
 
Rural Health Division/MOPH, 167 pp. (in Thai)
 

10. 	Mills, Anne (September 18, 1980b) op. cit., pp. 14-19.
 

11. 	An alternative would be to continue to 
provide FMCSP benefits at tambol
 
health centers which are closer to the rural 
poor (whereas hospitals are
 
generally in wealthier towns) and which do 
not rely so heavily on patient

fees for recurrent expenditures (as do hospitals). The financial
 
implications of this alternative are 
described in: Mills, Anne (September
 
18, 1980a) op.cit., pp. 23-25.
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CHAPTER V
 
REVIEW OF SELECT MOPE PROGRAMS
 

Given the background information about the structure of the MOPE system
 
presented in Chapter III, and fertility, mortality and morbidity trends in
 
Chapter IV, more detailed descriptions and analyses are given in this chapter
 
of select MOPH programs, particularly those which impact on the health
 
problems of infants, children and mothers.
 

A. Primary Health Care Project
 

1. Description of the Problem
 

Budgetary constraints limit 
the extent to which the MOPH can increase
 
coverage of the Thai population with health personnel, facilities, drugs and
 
other supplies in order to move towards -Health for All by the Year 2000."
 
Thus, to
the MOPE has elected to develop a cadre of village level volunteers 

provide preventive, promotive and simple curative health services at village
 
levels. In addition, these volunteers, with village committees, are
 
responsible 
to develop and run revolving funds to generate additional revenues
 
to support health-related activities. These efforts are 
described below.
 

2. MOPE Interventions 

The Primary Health Care Project (PHCP) was initiated by the MOPE in the
 
Fourth National Health Development Plan, and operates under the direction of
 
the Office of Primary Health Care, within the Office of the Permanent
 
Secretary of Public Health. The policies and activities of the project are
 
proposed and coordinated with other departments of the MOPE and related
 
sectors through the National PHC Advisory Committee. Implementation of the
 
program is integrated into the Provincial and District Health Offices under
 
the leadership of the Provincial Governor assisted by the PCMO. 
In addition
 
to this nationwide effort, a separately funded PHC Project has been
 
established under the Rural Poverty Eradication Program (RPEP) to provide PHC
 
activities 
to villages in the 286 districts of the 8 provinces designated as
 
poverty areas.
 

The objectives of the project are:
 

- To expand the coverage of health services, particularly among the
 
underserved rural population.
 

- To utilize community resources and encourage community participation
 
so as to solve local health problems and to establish self-help
 
programs at the village level. 

- To promote the dissemination of health information. 

- To collect data reflecting the needs and health problems of
 
communities.
 

- To promote the health status of the people who live in the rural
 
areas as well as their own awareness of health problems and problem
 
solving.
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The principal strategy to achieve these objectives is the training of ten 
Village Health Communicators (VHCs) and one Village Health Volunteer (VHVs) in
 
every village in the country. As of mid-1983, 357,109 VHCs and 38,300 VHVs
 
have been trained, covering approximately 70 percent of the total villages in
 
the country. The responsibilities of these volunteers are:
 

Village Health Coordinator
 

- Collect information regarding the health problem of villagers and 
about births, deat.hs, migration and pregnancies.
 

- Disseminate knowledge about the 8 essential elements of PHC. 

- Assist in the coordination and implementation of health activities in
 
the village.
 

Village Health Volunteer
 

The responsibilities of the VHV are the same as those of VHCs plus the
 

following other services:
 

- Weigh pre-school children and distribute supplementary foods to
 
malnourished children.
 

- Provide simple symtomatic medical care by using home remedies or 
medicines approved by the MOPE. 

-
 Give first aid treatment for flesh wounds, fractures, burns, etc.
 

- Distribute birth control pills and condoms. (Theoretically, the
 
women receiving the oral contraceptive have already been examined by
 
the staff of government health facilities.)
 

The health volunteers are trained by tambol trainers in their
 
communities. 
Tambol trainers are trained by district and provincial level
 
trainers, who are trained by ministerial-level trainers, who are trained by

ministerial trainers. Training materials consist of 
52 self-instructional
 
modules for each of the tasks/skills required of the volunteers. The training
 
programs consist of pre-service (10 days for VHVs), and refresher courses.
 

The volunteers are expected 
to carry out their PHC tasks in addition to
 
their usual work. Although not compensated by any salary, incentives for the

V'Vs have recently been initiated (e.g. receipt of part of the profit from the
 
sale of drugs to villagers, per diems and health care kits during training
 
courses, access to free care from health centers and government hospitals, and
 
radio sets and bicycles to outstanding VHVs).
 

The MOPE has placed special emphasis on the development of local
 
cooperatives managed by village health volunteers (see Appendix VI for
 
descriptions of the cooperatives). Thus, the volunteers' role, 
over and above
 
providing promotive, preventive and curative health services, is seen as one
 
of generating local resources 
which can be used to resolve health problems.
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In addition, the concept of PHC has evolved from 
a strictly health focus
to one of broader community development. Instead of being viewed as a
village-based extension of the government's rural health delivery
infrastructure, the village volunteers are 
now seen as catalysts for involving
the village community in many development activities, not 
only those directly
related 
to the health sector. 
 Senior MOPH leaders strongly articulated their
belief that the village health volunteer program (which they refer to 
as the
heart of 
the Primary Health Care Program), in cooperation with village and
tambol planning committees, and are a means by which to stimulate villagers 
to
recognize their own problems and to plan ways to resolve them using local 
resources.
 

In recognition of the fact 
that the health sector alone could not achieve
the overall community development that is a necessary precursor and
concomitant to individual health, 
a program of Basic Minimum Needs (BMN) has
been aeveloped under the 
leadership of the NESDB. 
 This BMN approach is aimed
at: integration of 
health into overall social development, stimulation of
community participation, 
resource allocation and self-reliance, and
stimulation of intersectoral coordinaticn, through technical advisory groups
of health, community development, agriculture workers and 
local teachers.
 

The Team believes 
that USAID should clearly understand what is meant by
the PHC and B±'N approaches, how they have evolved, the degree of commitment
the R-LG has for them, and the responsibility that the RTC has placed on the
VHV as the vehicle upon which the PHC, and 
to a lessor extent, the BNM efforts
 
ride.
 

3. Problems/Constraints
 

The performance of VHVs has been periodically evaluated and found to be
unsatisfactory as a result of unrealistic expectations of the number ofservices 
they will perform on a voluntary basis, inappropriate and inadequate

training for the number of 
subjects they are required to master, and
inadequate support and supervision from the tambol health personnel. More
specifically, the problems identified include: 

At the Village Level
 

- Social preparation of communities is inadequate for communities to
understand PHC. As a consequence, village level PHC activities 
are
not planned 
and managed by the existing village organization but are
 
planned by the central level.
 

- PHC activities at the village level are still carried out separately
from overall developmental efforts, lacking intersectoral and

intrasectoral coordination with development activities of other
 
government sectors.
 

- Although the production of volunteers beenand trainers has 

moderately successful 
 in meeting targetted numbers, the effectiveness
of the health volunteers is less than expected, as they tend toprovide only the curative care activities demanded by the villagers.
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Recommended methods and criteria for selection of VEVs are not being
 
followed in most cases.
 

The incentives given to 
the health volunteers are inadequte to
 
motivate many to continue their PHC work.
 

Supervision and support by the tambol health personnel is inadequate

because of inadequate financial provision, and training in
 
supervision.
 

The number of village drug cooperatives is markedly below targets as
 
a result of poor preparation of the VHVs and communities.
 

Problems at the district and provincial levels are generic to many
programs and will be discussed in Chapter VII. 

At the MOPH level
 

- The National PHC Committee is not functioning effectively in terms of 
policy formulation, evaluation and intersectoral coordination of 
concerned sectors and organizations. 

- Orientation of high level officials of health and related sectors 
towards PHC is inadequate because the PHC Office is short of staff 
and educational materials. 

- Effective monitoring and evaluation of the PHC Project-is lacking due 
to technical constraints. 

The management of logistics and health supplies is poor as a result 

of administrative and budgetary constraints. 

4. Donor Assistance 

UNICEF and WHO are currently the 
principal donors supporting the PHC
 program. 
UNICEF has budgetted US t4.95 million for the period 1982 to 
1986 to
 
support: 1) PHC training for 80,000 VBCs, 6,000 urban VHVs, 10,000 primary
school teachers and 3,000 multisectoral workers, 2) refresher training for

3,000 VHCs and 3,000 VBVs, 3) printing expeases for 276 VHV self-learning kits
and 50,000 performance guidelines, and 4) purchase of 
46,000 VHV kits, 9,000

radios and 10 pick-up trucks.1/ 
WHO will provide support for: 1)

re-orientation of health and other sectoral 
personnel to PHC, 2) continuing

education 
training for VHVs, 3) subsidies to revolving funds, 
and 4) research
 
on appropriate comunication process models for engendering village

involvement in the planning, implementation and support of PHC activities.2/
 

Recently Japan added their support to PC through provision of funds for
 
the construction of the ASEAN Training Center for Primary Health Care
(ATC/PHC) at Mahidol University and 
to PHC regional training centers. It is
 
envisioned that 
the ATC/PHC will support health personnel in ASEAN countries
to: 1) develop, test and promote PHC training and service models, 2) engage in
 



the development of appropriate PHC technology, and 3) carry out 
research
 
related to: food and nutrition, health education, safe water supply,

sanitation, immunizations, diagnosis and treatment of simple medical problems

and injuries, essential drugs, fxnily planning and MCH, occupational health
 
and policy and management issues./
 

5. Recommendations
 

To avoid confusion of the PHC approach and the PHC project, the MOPH
should reformulate documentation on PHC in such a way that it gives an overall
picture of the PHC approach and of the role of 
the PEC project within a system

oriented towards PHC.
 

The HOPH should strengthen the National PHC Advisory Committee and PHC
 
committees of the Provinces.
 

The MOPH should allocate additional budgetary resources to the Office ofPHC for additional personnel, office equipment and IEC materials on PHC.
USAID might provide technical assistance to help determine what additional
 
allocation is required.
 

The MOPH should develop an effective monitoring and evaluation system so
 
that the Office of PUC, 
as well as each province, is able to effectively

manage PHC activities and solve problems as they arise through existing

resources or/and requesting additional support from other relevent 
sources.
 
Training in program management for PHC is needed.
 

Health volunteer training with respect to key PHC inventions, as well ascommunity participation and intersectoral coordination, requires review andmodification. Continuing education for health volunteers and health staff at
tambol and distric level in PEC 
should be included in this review. USAID

could provide technical and financial 
support to develop training strategies
to be applied in the pre-service and in-service training of volunteers andother health personnel at all levels. Additional support should go through
the Office of PHC with collaboration from ATC/PHC and other educational 
institutions within and outside the country.
 

Strengthening of supervision and 
support to health volunteers by the
tambol health staff is greatly needed. This could be accomplished bystrengthening training in supervision and increased provision of MOPH budget
for travelling expenses and incentives to health staff.
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B. Nutrition Programs
 

1. Description of the Problem
 

Studies carried out 
in Bangkok and provincial hospitals indicate that 8 to
15 percent of babies born weigh under 2,500 grams, and about 2 to 3 percent
weigh under 2,000 grams. 
 Over half of all reported neonatal deaths were 
among

low birth weight babies. Studies in other countries have shown that infant
mortality in children with birth weights of between 2,000 and 2,500 grams is
three times the 
rate of normal (over 2,500 grams) children, and that the

mortality of infants with birth weights below 2,000 grams 
was over four times
 
that of normal infants. 4 / 

Repeated surveys have consistently confirmed 
that Protein Energy

Malnutrition (PEM) in infants and pre-school children is 
a serious problem in
Thailand, and one which has 
not significantly changed 
over the past decade.

Nutrition survey I/ have found 50 percent of the under-five population to 
be
undernourished, with 12 
to 15 percent falling in the 
more serious second and

third degree categories. 
 A 1980 survey found 59.5 percent of pre-school

children to be malnourished in the Northeast, as 
compared with 53.6 percent in
the Northern and 51.6 percent in the Southern regions. 
 Other nutritional

disorders, such as iron deficiency anemia, goitre and vitamin A deficiency are
 
also widespread.
 

The disease cycle of malnutrition-infection-malnutrition is well

documented. For undernourished children, episodes of diarrhea, measles, or
 upper respiratory infection (URI) become wore 
serious problems, with enhanced

risk of complications and mortality. 
At the same time, diarrhea, URI or
measles may send 
a marginally normal child into a malnourished category.
Consequently, the high level of PEM is 
a serious problem in itself, as well as

acting as a major contributing factor in childhood mortality and morbidity.
 

There are three factors most strongly associated with malnutrition: low

household incomes, inappropriate dietary/feeding behaviors and high levels of
parasitic infection. 
Each of these are discussed in more 
detail below.
 

A 1982 study found that income constraints limited the average nutritional

intake of sampled households. Low family intake was 
found to be one of the
main causes of malnutrition in children. 
A 1973 study concluded that a family
with an 
income less than 1,000 baht per month was at risk of malnutrition, as

this level of income was not adequate to 
meet minimal nutrition requirements
for an average family. Sixty-four percent of the 
total households in Thailand
 
fell under this income level in 1973.6/
 

Several factors 
are likely to affect poor households' ability to acquire
sufficient food 
in the future. First, the supply of land which can be newlypu: under cultivation is limited. Thus, increases in agricultural production
are limited by the extent to which more 
intensive application of labor and
other factors can increase production. Demand for agricultural goods will
 
increase as a function of 
increasing population size, and of demands for
 
earnings from agricultural exports 
to provide foreign exchange for fuel and
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other industrial imports. Thus, without price controls, market prices for
 
agricultural goods will increase, making it 
more difficult for poor households
 
to purchase food, and more attractive to sell rather than consume their output.
 

Inappropriate dietary/feeding behaviors result from women's preference for
 
easy deliveries, and the early weaning of 
children born to urban women who
 
work. In a 1973 survey, 6li/of 
women rep rted not increasing food intake
 
during pregnancy (and 9 percent reporte restricting food intake) in order to
 
have small infants and Thereby reduce ti risk of a painful or complicated
 
delivery.Z / Urban mothers.who work subs Ltute infant formulas, sweetened,
 
condensed milk and other foods for breastmilk. 
A 1979 study of infants in
 
Bangkok hospitals found a significantly higher frequency of diarrhea in
 
bottlefed than breastfed infants.!/ Another non-optimal feeding practice is
 
the introduction of Thai infants 
to solid foods (usually rice and
 
pre-masticated bana.a) 
in the early months of life. 
 These foods are difficult
 
for infants to digest, are 
low in protein, and may lower infant's appetite for
 
breastmilk, thus 
reducing suckling frequency, and hence mother's milk
 
production. Further the solid foods 
are more likely to be contaminated and
 
thus lead to diarrhea.9/ 

2. MOPH Inteventions
 

The Fourth Plan (1977-1981) was 
the first 5-year plan to officially
 
address the problem of malnutrition in Thailand. 
A Food and Nutrition
 
Committee was formed to 
consider the malnutrition problem, with representation
 
of the Ministries of Agriculture and Cooperatives, Education, Health and
 
Interior. The following interventions 
were selected for implementation:

provision of food supplements to children (from 6 to 
60 months years old) in
 
low income families, construction of Child Nutrition Centers 
(CNCs), provision

of nutrition education to mothers through mobile units, promotion of breast
 
feeding, production and distribution of iodized salt, and training of health
 
and nutrition personnel.10/
 

However, several 
of these interventions were 
found to be ineffective. For
 
example, most of children admitted to CNC's 
were not malnourished nor were
 
from poor families. 
 Further, the children attending the CNC's were between 3
 
to 6 years of age, already past the 
critical age group when malnutrition is
 
prevalent. The provision of supplementary food 
at the CNCs was irregular and'
 
only met 30 percent of the total requirements. Moreover, there was
 
duplication of effort due 
to the lack of a single, responsible agency for
 
overall coordinating and monitoring.
 

Other shortcomings in the RTM's nutritional programs observed during the 
Fourth Plan include: 1) lack community awareness regarding nutritional
 
problems, 2) the public health care 
system only served approximately 20
 
percent of 
the population and concentrated on primarily curatIve services and
 
thus was not the most effective vehicle 
for providing nutrition assistance,
 
3) the four sectors (i.e. agriculture, community development, education and
 
health) concerned with nutritional matters did not co-ordinate their efforts,
 
and d) there was no person in villages, tambols, districts and provinces who
 
was responsible for nutrition activities.
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In the Fifth National Food and Nutrition Plan, new nutrition program

strategies were developed based on the self-reliance principle of Primary
 
Health Care. Nutrition interventions are to be targetted to pregnant and
 
lactating mothers and infant and pre-school children with special emphasis on
 
those with second or third degree malnutrition. School age children are also
 
a group of concern. Specific aspects of the new strategy are as follows.
 

Nutritional Surveillance. VHCs and VHVs are 
trained to weigh infants and
 
pre-school children by using a simple beam scale. 
 A growth chart based on
 
Thai standards is issued to illustrate the different degrees of malnutrition.
 
Thus, the VHC, VEV, or theovillagers themselves, should be able to record and
 
interpret the nutritional status of 
the children in the village and recognize
 
those that are malnourished.
 

Promotion of Breastfeeding. The promotion of breastfeeding has been
 
effectively carried out and 
more than 80 percent of rural mothers now
 
breastfeed their babies beyond one 
year of age. More effort must still be
 
made to 
educate urban mothers about the benefits of breastfeeding, and to all
 
mothers regarding their own nutritional requirements during lactation and the
 
problems associated with early substitution of rice/bananas for breastmilk in
 
the feeding of their babies.
 

Local Supplementary Food Production and Distribution. 
 In the past., the RTC
 
made efforts to 
develop, produce, and distribute protein-rich foods to
 
alleviate protein malnutrition. These food mixtures were high in protein but
 
relatively low in fat content. Furthermore, these foods were centrally

produced in Bangkok, and due logistical problems were usually unavailable
to 

to low income groups in rural areas.
 

During the current Fifth Plan, several supplementary food mixtures have
 
been developed by the Institute of Nutrition, Mahidol University (INMU).

These mixtures 
are low cost, high protein and high energy supplementary foods
 
which can be grown and processed at the village level. Nutrition revolving

funds are being created for the purpose of supporting the production costs of
 
the supplemental foods (see Appendix VI for description of the nutrition
 
revolving funds.). 
 As of August 1983, 1,668 villages had started producing

supplemental foods. Sixty-three percent of these are in the Northeast and 57
 
percent had started revolving funds to maintain production efforts (see
 
Table 5.1).
 

VEVs and VHCs, under the village committee, are responsible for the
 
problem identification, nutrition education, supplementary food production and
 
revolving fund activities described above.
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TABLE 5.1
 
INSTITUTION OF LOCAL SUPPLEMENTARY FOOD PRODUCTION
 

AND NUTRITION REVOLVING FUNDS 
AUGUST, 1983
 

No. of Villages
 
Region SuDDl. Food Production Nutrition Funds
 

Existing In Preparation Existing In Preparation
 

Northeast 1,057 488
 
North 300 - 270
 
Central 150 2 80 -

South 161 1 120 2
 

Total 1,668 3 958 2
 

Source: Valgasevi, A. (September 1983) Personal communication.
 

3. Problem and Constraints
 

Several problems with the present nutrition program were communicated to
 
the assessment team and are given below.
 

Overall, Thailand's nutrition programs seem to emphasize the
 
identification and treatment of malnourished children, rather than the
 
prevention of malnutrition. None of the five sub-committees of the National
 
Committee on Food and Nutrition (MCH, Food Technology, Research and Training,
 
Communications and Education, and Food and Nutrition Planning) are given the
 
task of examining agricultural production, food availability and prices.
 

At the service delivery level, weighing, revolving fund and education
 
activities rely on the willingness of volunteers to obtain scales from the
 
tambol health center, organize and conduct the weighing sessions, administer
 
revolving fund activities and distribute the food supplements. The
 
volunteers' work is not always co-ordinated with that of agricultural
 
extention and home economic workers. The number of supervisory and
 
administrative personnel at the provincial and district level focusing on
 
nutritional problems and programs is limited.
 

With respect to weighing activities, often the name, age and weight of
 
children weighed by VHVs are inaccurate. Weighing activities are carried out
 
irregularly because scales must bp pzirkie4 up at tambol health centers and are 
not availa e - ages. 
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With respect to the locally-produced supplemental foods, the texture and 
taste of the foods are not always acceptable to children between one to 

years of age. 

two
 
The amount of supplemental food distributed to second and third
degree malnourished children is insufficent to 
alter the child's nutritional
 

status, and is often substituted rather than added 
to the foods in the child's

diet, or is consumed by adults 
The production of supplemental foods is

irregular (e.g. during the farming season 
there is not time for food
processing). The shelf 
life of the supplement is too short to 
allow for
 
storage to distribute during the farming season.
 

Institution of the nutrition revolving funds is behind schedule (i.e. only
1,668 had been started as of August 1983, in comparison to the 8,000 targetted
to have been completed by the end of 1983). 
 Many are decapitalizing, possibly

as a consequence of primarily deriving their 
revenues 
from sale of the food to
 
families with malnourished children.
 

Finally, nutrition educational programs are 
based primarily on the

distribution of printed materals. 
 Although 90 percent of Thai households have

radios, there are only two 
fifteen minute nutrition education spots per week.
Further, education alone may not be 
sufficient to alter women's preference for
smaller infants to 
ease deliveries, or 
for early weaning to allow them to
 
return to work.
 

4. Donor Assistance
 

AID is currently supporting village-level nutrition activities (e.g.

nutrition education, weighing and growth charts, supplemental food production

and distribution) as part of the Extended Rural Primary Health Care Expansion
Project. UNICEF 
is also a major donor in the nutrition area with plans to
provide US t3.2 million from 1982 to 1986 for the provision of materials (i.e.

25,000 scales, 6 million growth charts, 
seeds and other agricultural

implements for 8,000 villages, audio-visual aids, and vehicles) and grant

assistance 
to train 3,000 multisectoral officials and to develop IEC

materials. Australia, IDRC, New Zealand and WHO are 
providing smaller grants

for improvements in supplementary food production and processing.
 

5. Recommendations
 

USAID's Office of Population, Health and Nutrition should work with the
USAID Office of Agriculture to develop an intersectoral food and nutrition
 
strategy. The two offices should 
encourage the Food and Nutrition Committee
to develop policies and program interventions oriented towards 
the prevention

of malnutrition (e.g. increased food 
production, improved distribution,

improved 
education on appropriate feeding practices). Technical or financial
support might be required to insure these policy and 
program recommendations
 
are inzorporated into Thailand's planning and budgeting process. 
 Information
 
on the subsidiziation of rice distribution, price controls 
on other food

stuffs, the development of "fair price shops" and government discount brands
1
of food./' should be 
updated, especially evaluation of 
these government

programs vis a vis improvements in nutritional status and targetting of 
these
 
progra=s to 
the urban and rural poor at risk of malnutrition. Use of AID's
 
Nutrition IQC might be utilized for 
such a review.
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Technical assistance should be provided 
to assist in the development of
educational inputs.regarding: 
 1) nutrition during pregnancy, 2) proper

breastfeeding and weaning practices, 3) supplementary food production and use,

4) basic family nutrition and 5) early identification of poor growth patterns

and malnutrition. Special attention should be given to 
developing educational
 
messages that are effective in altering the bases for traditional beliefs and

practices. Financial asssistance might be provided for the purchase of radio

and television spots and the printing of booklets and posters. 
 Technical
 
assistance could be provided to 
assist the MOPH in identifying private sector
 
for profit firms which would contribute for radio and TV time 
as a public

service, and non-profit groups which might raise private funds for educational
 
efforts.
 

Financial assistance should be provided 
to increase the supply of weighing

scales at the village level. These inputs might be given as 
incentives to

villages that have over 70 percent of households purchasing shares in drug or 
nutrition co-operatives. 

Finally, AID might provide technical and financial assistance for the
following areas of research: 1) identification of methods to create awareness 
of nutritional needs, 2) improvement of the acceptability and shelf life of
food supplements, 3) determination of ways to integrate an intersectoral 
nutrition program into the overall village development process, 4) development
of methods to increase nutritional and overall food production, 5) development
of a cheap weaning food for middle income groups and for urban areas unable
produce their own foods, 6) determination of the distribution patterns 

to 
of food

within the household itself, 7) determination of the extent, severity and

determinants of low birth weight in rural 
areas of Thailand, and 8) to follow
 
up PRICOR research findings about the nutrition revolving funds.
 

C. National Control of Diarrheal Disease Program
 

1. Description of Problem
 

Dir-rhpP1 diseases appar to be the leading cause of morbidity in
Thailand. 
Various estimates of the frequency of diarrhea among children under
five suggest an average of 1 to 2 episodes per child per year, or a total of
about 6,000,000 to 12,000,000 episodes nationwide.I_/ The suggested overall
mortality rate from diarrhea is 
0.5 percent and about 2 percent in
 
hospitalized cases.I3/ However, recent WHO reports suggest that the
 
mortality rate from diarrhea has recently fallen to under 5 deaths per 1,000

children and that 
the number of severely dehydrated cases presenting 
to
 
hospitals has declined as well.1 4 /
 

Factors associated with mortality from cases of diarrhea would include 
traditional practices in some areas to withhold food and water, and

malnutrition. About 56 
percent of deaths in hospitalized cases of children
 
with diarrhea were in children who were malnourished..1/ Factors associated
 
with diarrheal morbidity include use of contaminated water supplies 
or food,

and poor infant and child hygiene. Levels of intestinal parasitism are

generally quite high with 80 
to 85 percent of the population bearing at least
 
one 
parasite (often several different ones).
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2. HOPE Interventions
 

Certainly key interventions to reduce the incidence of diarrhea and the
 
prevalence of parasitfc diseases are water supply and 
sanitation systems.
 
Since many government agencies are 
involved in water supply and sanitation
 
efforts, in addition to the Enviornmental Health, Rural Water Supply and
 
Sanitation divisions of 
the MOPH, the RIG's water supply and sanitation
 
programs are discussed separately in Chapter VI.
 

The MOPE program primarily responsible for diarrheal disease control
 
activities is the National.Control of Diarrheal Disease Program (NCDDP). 
 At
 
the ministerial level, the NCDDP is managed by 
the Communicable Disease
 
Control (CDC) department and by the provincial and district health officers at
 
those levels. The three main objectives of the NCDDP are: 1) to reduce
 
mortality from acute diarrheal diseases 
as well as diarrhea-related
 
malnutrition (especially in children under 5 years of age) by means 
of oral
 
rehydration therapy (ORT), 2) to 
reduce morbidity from acute diarrheal
 
diseases in children under 2 years of 
age by promotion of maternal and child
 
health care practices, and 3) to conduct operational research in order to
 
develop improved tools and strategies.
 

The first two objectives are accomplished through training of health
 
personnel in the benefits and use 
of ORT and through distribution of ORS

through health centers, village drug cooperativs and VHV's. Provincial chiefs
 
of the health promotion section who are responsible for MCH and nutritional
 
programs have also received NCDDP training. These provincial chiefs in turn
 
train and supervise MCH workers (nurses and midwives).
 

Routine surveillance is 
done entirely by existing health facilities down
 
to the tambol level. 
 Stool samples, water and foods suspected as souces of
 
infection are collected by health workers and sent 
to provincial health
 
laboratories 
to identify the enteric pathogens. With the supervision and
 
coordination of provincial staff, teams 
of 3 to 4 local health officers are
 
sent 
into the reported epidemic areas to provide control measures.16/
 

Oral rhvdration salts (ORS) packets are Durchased 
from the GPO by the CDC
 
denartment and distributed to all healtch facilities (except Provincial
 
hospitals which produce them on their own) and 
tovillage health voli-nteers. 
for free distribution or sale in the drug cooperatives (4.5 baht per 750 ml. 
packet), In 1982, 1.85 million packets of ORS wprp supplied tr- t-he NC-nnp­
(77 2ercent of the total ORS produced by the GPO). -Mg q'nt equalled 98
 
ercent of the total amount of 
the NCDDP's projected ORS requirement for 1982
 
(assuming 3U percent coverage of all children under five with one 
episode per

c.r-J-3-.-equii ). S everal pr:.va'e sector firMs also produce and widely 
distribute ORE Dackets which sellfor 6 oan1 per 20U ml. packet. 17
 

Although the NCDDP did not reach its 
coverage target for children with
 
access to 
ORT, the increase from 12 percent coverage In 1981 to 30 percent in

1982 suggests that NCDDP targets may be met in 
the next few years (See Table
 
5.2).
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TABLE 5.2 
TARGETS AND ACHIEVEMENTS OF NCDDP
 

Program Target 


1. 	Operation Target
 

- Access of ORS for Children under
 
5 year of age. 


- ORS usage rate in diarrheal
 
children under 5 year of age. 


2. 	Problem reduction target
 
(in children under 5)
 

- Mortality reduction 


- Reduction of hospital
 
attendance. 


*By 	estimation.
 

1981-1982
 

Fiscal Year
 
1981 
 1982
 

Target Achievement Target Achievement
 

40w 12% 
 50% 30%
 

20 12% 
 30% 20%
 

13% 8%* 
 20% 13%*
 

20% 12%* 
 30%* 25Z*
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NCDDP activities proposed for 1984 to 
1985 include: 1) supporting
provinces in trainihg provincial medical staff, peripherial health workers and

VHVs on 
the management of diarrhea by ORT, 2) strengthening health education
 
activities through-radio, television network and schools, 3) conducting

reasearch on the use 
of homemade fluid in the treatment of early cases of

diarrhea, 4) studying the role of 
the commercial sector in the production and

distribution of ORS, 
and 5) improving the reporting system for the NCDDP
 
program 18/ 

3. Problems/Constraints
 

The following problems/constrains with respect 
to the NCDDP were
 
identified by a recent WHO review.
 

- Training of MOPH staff in CDD, at the provincial, health center and

village levels, has been much slower than targetted levels.
 

- Exis:ing health faci!1iUe 60 ot receive enough ORS from the GPO, 
and coverage varies in different areas.
 

- Information needed for planning and evaluation, especially concerning

diarrhea mortality, and morbidity, and 
the use of ORS, is not
 
available through existing reporting systems.
 

- Linkage and coordination between the NCDDP and the RTC units
 
responsibile for the Water Decade program and the Nutrition and MCH
 
programs are weak.
 

- Overuse of anti-diarrheal drugs and antibiotics In rhetreatment of
 
diarrhea. 

-
 Only a very limited supply of CDD-oriented educational leaflets and
 
posters have been distributed.
 

- Insufficient information has been collected to determine if continued
 
breastfeeding and other feeding during diarrheal episodes is 
related
 
to a decreased incidence of diarrhea-induced malnutrition.
 

- Commercially produced ORS comes in many different sizes, possibly

leading to inappropriate mixinz if 
mothers do not readI.nstructions. 

4. Donor Assistance
 

WHO and UNICEF have been supporting the NCDDP since its inception in
1979. W0HO is supporting NCDDP training activities in clinical 
case and
 program management, ORS production at the GPO in cottage-scale industries amd
provincial hospitals, sur:ey and operations research, and assistance to

strengthen laboratory diagnosis 
of enteric pathogens. WHO's direct support
for the preven:ion and control of diarrheal disease will equal US t58,600 
for

1984 and 1985. However additional support equalling at 
least US3 25,000 will
 
be available to 
the CDD through other 'WHO projects. UNICEF provided funding
of US $75.000 in 1982 for urchase of ORS prouction eauipment for the .his su:or: is i. addition to the RTnJ's bud2etarv support of 12.78 !ion 
bah: (US $555, 52) for 1984 and 1985. 
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5. Recommendations
 

It appears that the current diarrheal disease control efforts of the MOPH
with W O and UNICEF assistance and of the 
private sector in distributing ORS,

have already achieved significant reductions in infant and child mortality
from diarrhea. 
Given WHO's leadership role in the NCDDP, USAID might support

the NCDDP by providing ad hoc technical assistance via the centrally-funded
PRITECH project. Technical assistance could be provided at 
the request of

NCDDP staff for unanticipated program needs which require a quick response, 
or
 
for the program needs identifed below.
 

USAID could provide assistance to strengthen the NCDDP's educational

outreach programs, especially utilizing mass media to improve the hygenic and
diarrhea treatment behaviors of households. 
 USAID should consult with NCDDP
staff and WHO to 
determine how training of peripheral health workers could be
increased and made more effective. In addition promoting use
to of ORT though
household preparation of home solution, USAID should determine if the GPO will
require additional ORS mixing and packaging equipment in order to produce theORS required by the program. Finally USAID. -through thp PRT7E or WASHprojects, could supnort 
a study of the currPnr and future role of private

sector pharmaceutical companies inproduction and distrih,,ir-Inn nf OR
propagation of ORT messa-es throuch advertising, and the standardization of
 
ORS to 2 (or at most 3) sizes ofnackets.
 

D. Expanded Program on Immunization
 

1. Description of the Problem
 

Although neonatal tetanus accounts for only 17 deaths per 100,000 live

births in official MOPH statistics, results from the National Childhood

Mortality Survey indicated that about 20 percent of all infant deaths (or 500
 per 100,000 live births) 
were a result of neonatal tetanus. Thus, less than

10 percent of all neonatal tetanus mortality is reported the public health
to 

service.19 / 
The high level of neonatal tetanus is associated with the
generally low immunization coverage of pregnant women (less than 30 percent

coverage with a two-dose antenatal regimen of tetanus toxiod)..20/ The MOPH

stated that about 40 percent of all tetanus reported is neonatal tetanus.
 

The National Childhood Mortality Survey suggests that 
over 8 percent of
mortality in children under two years of age resulted from complications of

measles.l/ MOPH staff 
from the Expanded Program on Immunization (EPI)
stated that the reporting of measles has greatly increased in recent years,

and that substantial proportions 
of pneumonia, upper respiratory infection
 
cases and diarrhea (to 
a lesser extent) in pre-school children are

complications of measles. 
Most officials stated 
that overall mortality for
measles is generally low, but among infants under age one, 
the disease is more
 
serious.
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Diphtheria, Dertssis and non-neonatal tetanus appear to be problems of
 
decreasing importance, probably linked to the relatively increasing coverage
 
of infants and under-fives uith the trivalent 1PT immunization. However,
 
although coverage is increasing, the rate of completion for all three DPT
 
doses is less than 25 percent.
 

World Health Organization (WHO) surveys have indicated that although 85
 
percent of poliomyelitis cases are in children under age five, the rate per

100,000 has decreased from 2.7 in 1979 to 0.6 in 1982. 
 Even though levels of
 
completion of the three doses of oral polio vaccine (OPV) are 
low (less than
 
40 percent coverage), they have progressively increased in the past several
 
years .22/
 

While specific data about tuberculosis in mothers and under-fives were not
 
readily available, CDC Department officials indicated that tuberculous
 
meningitis, 
a very severe disease in children, has become relatively rare, and
 
that tuberculosis (TB) 
infection in pre-school children is diminishing.

Specifically, only 13.9 percent of the 418 
cases of tuberculous meningitis
 
reported in 1980 occurred in the under-five population. This finding
 
corresponds to very high levels of coverage (75 percent) of infants with BCG
 

2 3/2 4
 vaccination.


2. MOPH Interventions
 

The Expanded Program on Immunization (EPI) was begun as a nationwide
 
program in 1977. Budgetary allocations to the EPI program equalled US l.l
 
million in 1981 and US $1.5 million in 1982 for vaccines, cold chain
 
equipment, per diem and travel allowances, training and research. At the
 
central level, the Department of Communicable Disease Control (CDC) is
 
responslie ror El 
Dlanninz, suDDlv of all vaccine and eoui~ment. monitoring,
 
suDervision, coordination, training, operational research and evaluation.
 
However, the actual immunization work is carried out by the provincial and
 
municipal health services as an integral part of their regular MCH tasks.
 
Provincial/District hospitals with reliable refrigeration, offer immunization
 
clinics on specified days of the week. Peripheral clinics, lacking reliable
 
refrigeration, offer clinics on a certain day each month. 
Mobile clinics are
 
conducted every 4 to 6 months for more 
remote communities.
 

The CDC Department makes annual estimates of nationwide vaccine
 
recuirements. Vaccines are ordered at 
least 6 months in advance with
 
specified Lzhedules of delivery. DPT and tetanus toxoid (TT vaccines are
 
_manufacturzd-omesticallyby Cre3un The GPO was to have 
 producing dT 
vaccines by 1983 and it Durchases BCG vaccines from a private firm. VLral 
vXines (OPV and Measles) are obtained from UNICEF, or are imported by the
 
GPO. .a available to the team suggest that the EPI 
program may experience
 
s'ortages in vaccine supply if plans to start, or step up, the GPO's
 
oroducrion of DPT ' n achieveo and/or if UNILEF only
 
provides 1 million doses annually of each vaccine.
 

rrom the GPO central cold rooms and freezer, vaccines are shipped to
 
provincial health offices. From the provincial health office, 
vaccines are
 
distributed to District Health Offices where they are 
stored in electric
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refrigerators until- the health center/midwifery clinics' scheduled
 
immunization sessions. Vaccines are transported to these facilities by

vaccine carriers capable of maintaining required temperatures for up to two
 
days. Frequent testing of biological activity, carried out by the CDC
 
department, suggest 
that the cold chain is maintained.
 

Motivation and education of pregnant women 
and new mothers as to the value
 
of immunizations 
is the responsibility of the nurse-midwives, VHVs and VHCs.
 
For the VHVs, this responsibility has been delineated in training and
 
operational handbooks as: 
 .1) information dissemination, 2) regular

compilation of names of eli'gible children and pregnant women, 3) making

appointments for immunization clinics, 4) helping 
to organize and supervise

outreach sessions, 5) follow-up of drop-outs, and 6) assisting in surveillance
 
of EPI target diseases.
 

3. Problems/Constraints
 

Although vaccine coverage of the under-one poptlation with BCG and first
 
doses of DPT and OPV is 
over 50 percent, drop-out rates for the second and
 
third doses of DPT and OPV are high. Coverage of pregnant 
women is low, only

41 percent of women who sought antenatal care (20 to 30 percent of pregnant

women) received 
the first dose of TT and only 30 percent received the second
 
(see Table 5.3).
 

A WHO survey found that of mothers of children who were not fully

immunized, 52 percent lacked information about the importance of doing so, 44
 
percent were prevented by some "obstacle" (undefined) and 4 percent were
 
indifferent. The same study identified health personnel as the source of
 
information about immunizations for 84 
to 87 percent of mothers, VHVs and VHCs
 
as sources 
for 0 to 4 percent, neighbors and relatives for 0 to 6 percent and
 

2
mass media for 2 to 5 percent. 5 / Thus, VHVs and VHCs 
are not contacting
 
nor motivating mothers to get immunizations. The "obstacles" women faced in
 
obtaining complete immunizations possibly include time conflicts (e.g. 
other
 
child care, agriculture activities) or travel logistics. However, these
 
obstacles might be surmounted if mothers and families 
were aware of the
 
necessity to complete the immunization series in order to gain immunization
 
benefits.
 

The provision of immunizations at the periphery is limited by the lack of
 
reliable refrigeration in health centers. 
 Funds to provide electric
 
refrigerators to facilities newly connected to an electrical grid 
are
 
limited. 
 Although vaccine supply is generally reliable, importation of OPV
 
has often lagged behind schedule, and stocks of vaccine at the 
center are
 
limited by the lack of adequate cold room storage space. Although tests of
 
vaccine potency have indicated that the vaccines 
meet 'WHO standards, the
 
testing is performed by the firm (GPO) which manufactures the vaccine.
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TABLE 5.3 
REPORTED NUHBER VACCINATIONS AND POPULATION COVERAGE 

1981-1982 

Tnrget Poptilation 
Vaccine 

1981 
No. Vaccinated Coverage (%) 

1982 
No. Vaccinated Coverage (Z) 

Fifth 
Target 

Plan 

Children tider one 
(N - 1,175,086) 

Bnr, 
Dil' I 
DPT 1 
DPT It[ 
OPV 1 
OPV it 
OPV Ilf 

year 

825,413 
766,585 
603,275 

-
414,341 
301,080 
200,380 

71 
66 
52 
-
36 
26 
19 

859,932 
802,907 
632,556 
249,792 
680,706 
504,512 
397,279 

73 
68 
53 
21 
58 
43 
34 

70% 

Pregnant women 
(N = 1,196,899) 

TT I 
TT II 

44i,957 
311,413 

37 
26 

493,795 
360,298 

41* 
30* 

60-70% 

Ist yer primary 
(N=1, 534,355) 

dT I 
dT It 
dT booster 
Bnr, 

school children 

-
-
-
-

-
-
-
-

768,819 
426,625 
260,736 
272,082 

50 
28 
17 
17 

80% 

* Percent of those seen for antenatal care, not of al' pregnant women who are at risk. 
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Although epidemiological surveillance of the 
immunizable diseases is to be
done routinely by health workers, the data recorded at peripheral units is not
 
accurate, nor analyzed at 
that level and incorporated into future program

efforts. Records of participation in immunization sessions are often

incomplete and are 
not used to develop follow-up strategies. These weaknesses
 
may result from the lack of EPI training for tambol level workers. Although

the EPI program has trained provincial and district health personnel, by and
large these personnel have not 
then trained health center personnel because of

insufficient 
resources and administrative support. There is protocol
no for

issues to 
be covered during supervisory visits, and thus systematic'problem

identification and resolution is 
not undertaken.
 

Finally, personnel and office space for 
EPI efforts at the central (and
 

doubtless at the more peipheral levels), limited.
is 


4. Donor Assistance
 

UNICEF and WHO are 
the principal donors supporting the EPI program. If

UNICEF's requested budget for 1982 to 1986 is fully funded, 
then UNICEF will
 
be providing 100 percent of the MOPH's request to UNICEF for vaccines and
refrigerators. 
UNICEF will also provide funding for surveillance surveys,

printing of field Worker's manuals, and EPI 
training for provincial and

district health personnel. Equipment for DPT production (US W00.000) appears

on UMICEF's noting budget.2/ 
 WHO support to EPI will primarily consist of

technical support in training, epidemiological surveys, and evaluation and
 
assessment activities.
 

5. Recommendations
 

Although UNICEF and WHO are already supporting the EPI program, there are

additional "gaps" where AID assistance might lead to measurable increases in
 
immunization coverage and completion.
 

Clearly educational imputs are needed to 
develop the population's
 
awareness of the benefits of complete immunization. Given the current minor

role being played by VHVs and VHCs in informing mothers about immunization
 
benefits and services, development of mass media approaches to provide

information about the value of immunizations aud to announce 
dates for

immunization clinics should be supported. 
 In addition, AID should collaborate

with the EPI program and WHO to develop guidelines for provincial and district
 
personnel regarding training and supervision of tambol level workers,27/

taking into account the time and budgetary constraints facing provincial and
 
district personnel and the need to 
combine such EPI directed efforts with

NCDDP and other tasks related to the operations of the peripheral health
 
system. 
 Support should be given to determine the personnel and budgetary

requirements of implementing the birth certificate and reminder card 
system

more widely in urban and rural 
areas. The centrally-funded PRITECH projects

might be 
utilized to provide the above assistance to the EPI program.
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tSAID should determine with EPI and UNICEF staff the likelihood that
UNICEF's 
provision bf vaccines will adequately supplement those produced by
the GPO to supply EPI program needs. 
 USAID should also inquire if funds for
the DPT produtiron equipment on UNICEF's noting budget have been identified.

Inauirv shoul be rrade a to estimates of futurp r1qi- eents for electric
refri2erators and temperature monitoring equipment for existing refrigeratorsand cold boxes.-2j Analysis should be undertaken of the recurrent budgetary
requirements of the EPI program for the 
next 5 to 
10 years and the government

and donors' roles in supporting these recurrent costs. 
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APPENDIX XPI-


LIST OF CONTACTS (THAILAND)
 



BANKS AND FINANCIAl. INSTITUTIONS
 

Mr. Narong Sri Sa-an 
Director and Senior Executive Vice President
 
Thai Farmers Bank
 

Ms. Oropin Uthaithan
 
Assistant to Managing Director. 
Branch Network 
Thai Farmers Bank 

Mr. Paiboon Chuaysongkram
 
Business Development Officer
 
Bangkok Bank
 

Mr. Khan Prachuabmoh
 
Chief of Division 
International Banking Department
 
Thai Danu Bank
 

Mr. Dennis Mellor 
Manager for Thailand 
The Chartered Bank
 

Mr. Worawit Simachai 
Lending Officer
 
Bangkok Bank
 

GOVERNMENT OFFICES
 

Mr. Pornchai Tulyadhan
 
Di rector
 
Project Development Division 
Bureau of Investment
 

Ms. Vanee Lertdumrikarn
 
Director
 
Information and Promotion Division 
Bureau of Investment
 

Mr. Chira Panupong

Depity Secretary General 
Bureau of Investment
 



Mr. Visut
 
2nd Vice President
 
Research and Planning
 
Investment Finance Corporation of Thailand
 

Dr. Suwan Wangsarojana
 
Deputy Permanent Secretary

Ministry of Public Health
 

Dr. Somsak Varakamin
 
Deputy Director General
 
Department of Health
 
Ministry of Public Health
 

Dr. Wichit Maturosapas
 
Department of Communicable Disease Control
 
Ministry of Public Health
 

'Mr. Tree
 
'New Drug Approval
 
Food and Drug Administration
 

Dr. Prasert Saisithi
 
Director
 
Institute of Food Research &
 
Product Development

Kasetsart University 

Dr. Santasiri Sornami
 
F'aculty of Tropical Medicine
 
Mahidol University
 

HEALTH FIRMS
 

Mr. Chjmchin Chantaraskul 
Pharmacejtical Plant Manager 
-Siam Manufacturers Limited
 
and
 
President
 
Thai Pharmaceutical Manufacturers Association
 

Mr. Vinun Chaipanich 
Marketing Manager
 
Pharmaceutical Traders Co., Ltd.
 

Mr. Tirapongse Pangsrivongse
 
President
 
B.L. Hua Pharmaceutical Co.
 

Mr. Kian Tengamnuay
 
President
 
Greater Pharma, Co., Ltd. 



Mr. Vichai Plaphongphanich
 
Managing Partner
 
Royal Industries (Thailand) Co., Ltd.
 

Mr. Manu Joktikabhukkana
 
Managing Director
 
Juventa Co., Ltd.
 

Mr. D.M. Kennedy
 
Chai rman
 
White Group of Companies
 
Bangkok
 

Mr. J.M. Worsch
 
Director Administrative Services 
Regional Office
 
R.P. Scherer
 
Melbourne, Australia 

INTERNATIONAL AGENCIES
 

Mr. Terrance Tiffany 
Population, Health and Nutrition
 
USAID, Bangkok
 

Mr. Jeff Evans
 
Private Enterprise 
USAID, Bangkok
 

Mr. Robert Halligan 
Mission Director
 
USAID, Bangkok
 

Mr. Narintr Tima
 
Program Specialist (Health)
 
USAID, Bangkok
 

Mr. Mit Pramuanvorachat
 
Commercial Specialist 
USAID, Bangkok
 

Mr. J. Lee Barnes
 
Commercial Attache 
merican Embassy, Bangkok
 

Dr. Henry Wilde
 
Regional Medical Director
 
kmerican Embassy, Bangkok
 



Mr. Richard Kalina
 
USAID Project Officer
 
Malaria Division
 
Ministry of Public Health 

Dr. Barnett Baron 
Senior Representative
 
The Population Council
 
Bangkok
 

Ms. Mary McGovern
 
Regional Director
 
Family Planning International Assistance
 
Bangkok
 

Dr. Peter Weldon
 
Vice Chairman 
'Social Research Group
 
Bangkok
 

Mr. Pairojana Sornjitti
 
Director
 
Population and C-d.munity Deelopment Association 
Bangkok
 

Mr. M.A. Piracha
 
Senior Officer
 
UNICEF
 
Bangkok
 

Mr. Dera Sumitra
 
Program Planning Officer
 
UN.IC EF
 
Bangkok
 

Mr. Alexander H. Good
 
Deputy Assistant Secretary
 
1nternational Economic Policy

-U.S. Department of Commerce
 
Washington, D.C.
 


