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PART A: EXBCUTIVE SUMMARY

Introductioh

From 24 November to 13 December a joint Government/UNICEF/
USAID/WHO programme review was conducted of the Expanded Programme
on Immunization and the Programme for the Control of Diarrhoeal
Diseases. The team consisted of 14 internationnl|and 18 national ’
full time staff members. Six provinces (Jakarta, East Java, West
Java, South Sulawesi, Aceh and South East Sulawesi) were selnructed to
represent urban, high, medium and low population provinces. 1n each
of the provinces, the teams were strengthened with 8 national staff
from provinces not selected for this review and from other sectors.
A totul of 80 people participated in this review. Rotary
International expressed its great interest in the country'’s
immunization programme by sending an observer. The team conducted
interviews in 6 provincial offices, 24 kabupaten health offices, 31
hospitala, 47 health centres, 107 pharmacies and dfﬁg sellers, and
over 2500 randomly selected households in 180 randomly selected
villages.

1. Ma jor Conclusions

I.1 Expanded Programme on Immunization (EPT)

Since the review of the EPI in 1982, remarkable progress has
been made. Action has been taken to implement each of the 18 major
recommendations. From a very limited programme providing only one
dose of BCG and 2 doses of DPT, the programme has evolved into a
comprehensive programme providing 1 dose of BCG, 3 doses of DPT, 3
doses of OPV and one dose of measles vaccine. Geographical
expansion has been rapid and immunizations are now provided in 90%
of the kecamatans. Over 60X of children under 15 months of age in
Indonesia have received one or more doses of vaccine and therefore
at least thie percentage cdan be regarded as having access to the
immunization services.

The coverage surveys showed that 33% (range 9% - 50%) of the
infants in the selected provinces were fully immunized at the time
of the review. Immunization of pregnant women for the prevention of
neonatal tetanus (a disease which kills 80.000 neonates each year -
10 every hour) has doubled since the previous review in 1982.

However, while over 85% of pregnant women in the selected provinces

use antenatal care services and cun therefore be considered as
having access to immunization services, only 51% (range 22% - 69%)
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of pregnant women received 2 doses of tetanus toxoid.

In most areas

the level of measles immunization is still disappointingly low.

Although on a national scale surveillance is as yet not
sensitive enough to register changes in the incidence of "the target
there are already clear indications from

digseases of the programme,

a growing number of individual reporting sites, that the programme
is making an impact on the incidence of these diseases.

provinces.

The immunization coverage surveys in the six provinces in
general confirmed the reported immunization coverage in these

A summary of the main findings of the surveys is shown

in table 1, and details are in annex 1 to this summary report.

Table 1. Estimates of accessibility to immunization services,
fully immunized children and women and proportion
immunized in outreach sessions, immunization coverage
surveys in six provinces of Indonesia, December 1986.

« Froviace v hzek | Bast Java | Jakarta (S.E.Julavesii3.Sulavesi | West Jama |
M PO | H 1 H— ! A : b S ! ;
+ Children : : : H H H :
+ AL Jeast one : ! g ! h ' '
R TIPS 1T L A S | N S (N - BN S N S LI
: : : : H : ' H
Phlly iswnicedd 09 0 50 o o1 w0
i ! ; : : i : :
R TTITTY O S NN S ST | SN S | A SR 1
. outreach session | : ! ! ' 3 !
. [} [] (] () ) ] [
D Bregnant vosen | : ' : ! ' g
. Secetving ante- | 12 I 1 I} 1 roon ' 8 )
! matal cared : ] : : 1 : H
: : e H ' H : '
+ AL least one 1 HE 1 HE L H | N | ' n
' isvgnizstion / ' H : : : '
: " ' : ' ' H '
'Pully iwownized 0 00 0 o o2 0 on»o b onw bW
‘ : ' ' ' H ' :
t Inaunized o ) u | R [ H ' 1
' outreack session | ' ' ' H : H
H : : H ! : H H

1) Shows minimum levels of access to immunization services

2) one dose of BCG, 3 doses of DPT, 3 doses of OPV, 1 dose of measles

3)  Shows potential for tetanus immunization coverage

1)  Tuoc doses of tetanus toxcid

/




The team identified two key factors responsible for the recent
dramatic improvement of the immunization programme. The first is
the tirm commitment of the government to increase the coverage with
all EPI antigens, throughout the country, to reduce morbidity and
mortality due to the vaccine preventable diseases. The second is
the involvement of community organizations (Family Welfare Movement,

Village Community Resilience Body, religious organizations, etc.) in

the services at village level. The government, by strengthening
ofthe infrastructure for the programme, has mnde the services widely
accessible and community participation has contributed significantly
to their actual use.

The review identified a number of key issues which need to be
resolved for the further development of the programme.

These kev issues are:

I.1.1 "Missed opportunities” for immunization of children and women
are occurring primarily in two ways: (1) children attending
clinical focilities for illness and women bringing their
children for care are not being screened for immunization
status and given the needed immunizations; (2) many curative
fucilities do not offer immurization at all, or do it only in
special immunization or well-child units.

1.1.2 Hospitals and polyclinics have bcen recognized as major
sources of tranasmission of communicable disease. By screcning
children for eligibility for immunization and providing the
neceusary protection the possible harm done in these medical
care facilities will be reduced and coverage rates increased.
Immunizations programmes have not been integrated in many
hospitals and polyclinics. Studies in the outpatient
departments in the major hospitals in the six provincial
capitals showed t.hat 76% of children in the target age group
who were attending these outpatient departments for medical
care were in need of immunization, did not have
contraindications to immunization, but nevertheless did not
receive the necessary immunization. :

1.1.3 Staff other than vaccinators have been trained to provide
immunization, but in outreach situations MCH staff rarely
provide immunizations, while in fixed facilities MCH staff
rarely immunize children coming for treatment of illness.
This lack of functional integration results in many missed
opportunities for recaching children who need immunizations.
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T.1.4 While initial c¢nthusiasm by PKK, religious leaders, and others

since

in implementing posyandu is high, many volunteers drop-out or
work passively. This is, in part, due to lack of regular
attention and encouragement by health staff, some of whom
visit posyandu sessions rarely, others who use them only to
perform specific health functions.

Immunization coverage levels such as those found in Java will
result in changes of the epidemiology of diseases such as
poliomyelitis and measles. Instead of the present, continuous
endemic pattern, it can be predicted that these diseases will
occur as sporadic outbreaks, emphasizing the need for improved
surveillance. '

Although considerable efforts have been made to train staff in
the procedures and techniques of the programme with special
reference to the importance of supervision, cold chaein
maintenance and vaccine management, there is not uniform
application of the skills learned in training. ‘Significant
numbers of nurses and midwives are as yet untrained. Training
in medical schools and schonls for nursing staff does not
always reflect government policies. Communication of Ministry
policies to operational staff is less than optimal.

A systematic, audience-specific approach to EPI health
education and. information activities has not yet been
developed.

Injections are rarely given with a sterile needle and sterile
syringe for each person. Therefore, any injection, including
those given for immunization, carries a high risk of
transmigssion of viral diseases such as hepatitis B.

High drop-out rates for the multi-dose vaccines represent a
failure to follow up on those individuals who, by definition,
have access to health services. :

Programme.for the Control of Diarrhoeal Diseaéea (CDD)

Significant progress has been achieved in the CDD Programme
the last programme review in December 1983. During the

current review 77% of mothers interviewed recognized an Oralit
packet as being used in the treatment of diarrhoea, and 55% of these

could

prepare it correctly. ORS was found to be used in all but two
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‘1.2.1 The CDD programme has not yet been given a high enough

of Lhe 78 health facilities reviewed and to be available in 95X of
the pharmacies and drug sellers visited. These findings indicate an
increansed use of oral rehydration salts compared with the low public
acceptance found in the previous review.

Progress has becen made in implementation of many of the
recommendations of the previous review although the programme is not
established in many parts of the country. Its more limited
implementation compared with the EPI can be explained, in part, by
the relatively shorter time since initiation of the programme.
Continued emphasis on diarrhoea outbreak investigation has also
contributed to the relative lack of progress. -

Diarrhoeal diseases are estimated to cause at least 250,000 !
deaths in children under 5 yearas. Mosest of these deaths can be
prevented by appropriate case management.

In addition to some general issues already mention~d above,
the current review identified a number of specific kev issues which
must be promptly addressed if the CDD programme is to meet its
target and achieve an impact on childhood diarrhoea morbidity and
mortality. ’

Among these key issués the following have particular priority:

—_—————

priority, to adequately reflect the importance of diarrhoeal
diseases as a national problem.

1.2.2 A disproportionate amount of CDD programme ‘staff time is
devoted to outbrenk investigation considering that less than
1%X of reported diarrhoea cases are accounted for by cholera.
As n consequence, programme components of higher priority
cannot be given sufficient attention. s

1.2.3 At all levels responsibility for CDD programme éod;onepta is
divided among several sections or individuals. The structure
for coordination of activities into a coherent programme is
not yet in place. One aspect of this problem.is the
inadequate ccoordination of the CDD related activities of the
Family Planning and Nutrition Programmes and the Family
Welfare Movement.

1.2.4 Knowledge of the standard treatment plans for diarrhoea is not
widespread among health staff and, where known, they are not
properly applied. Use of drugs and IV fluid in the treatment
of diarrhoen remains excessive.

f  Pharmacy and other privarte henlth carc /31




Health education and community participation in respect of
all CDD strategies is inadequate.

Supervisory skills and supervision directed toward improving
health worker performance are inadequate.

There is limited coordination between the multiple channels
of ORS distribution.

There is limited awareness of key programme indicators and no
adequate reporting system which would allow monitoring of
programme progress throughout the country.

Ma jor recommendations

General i
The review team formulated the following major
recommendations related to both programmes.

i

| ;
! IX1.1.1 Integration of CDD_and EPT in curative services

‘ . : The opportunity provided by each presentatjon for
]

clinical care should be taken to check the immunizatioﬁJ

* status of each mother and child and to administer vaccine as
required. Each assessment of a child under 5§ should also
o include a review of the child's growth chart and the mother's

knowledge of the management of diarrhoea. These activities
could usually be done while waiting to see the doctor or
nurse.

TJ1.1.2 Training
Nurses and midwives in outpatient departments and in MCH

centres need to be trained in EPI and CDD. Staff already
trained should be adequately followed-up, supervised and
retrained where necessary. Cadres require regular
retraining. Further efforts should be made to incorporate
training in CDD and EPI in the curricula of medical schools
and schools for nursing and other paramedical staff. This
trnining.should reflect present knowledge on these programmes
and should not contradict government policies.

Basic training in monitoring of local disease trends is
essential to monitor progress of EPI and CDD activities.
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I1.1.3 Surveillance

II.1.4

IT.1.5

IT.1.6

During the period of strengthening the routine
surveillance syvstem, emphasis oh~strengthening the sentinel
surveillance systems for both CDD and EPI to measure disease
trends is recommended.

With the further development of EPI there will be an
incrensing need for outbreak investigations and outbreak
control. These investigations require a sensitive
surveillance system.

Supervision

The importance of adequate, regular supervision from
province to kabupaten, from kabupaten to puskesmas and from
puskesmas to village cadres should be stressed. Particular
importance should be given to ensuring effective cold chain
maintenance and vaccine control as well as monitoring of the
corrcct management of diarrhoeal disease. Adequate stocks of
useable vaccine and oral rehydration salts should be
maintained.

.

Qutreach services

Geographicnl expansion is needed, but should be carefully
guided to cnsure that the training and support required
remains within the capacity of the health services. Further
expansion of the health care section of posyandus should be
undertaken only after careful evaluation in order to lessen
the risk of overlonding the still fragile structure.
Priority should be given to under-served areas.

The community-based nature of the posyandu strategy,
particularly its reliance on henlth volunteers, has made the
posyandu a key source of public information on EPI and CDD.
Full realization of the posvandu'’'s service delivery and
information péhentin] requires that all health staff at mid
ond senior leve! management positions be involved actively
with the posyandus and regularly visit each one of them in
their aren of jurisdiction.

Communications

Public knowledge of EPI and CDD is still very limited. A
systematic appronch to health education and information
activities, employing modern techniques of communication and
advertising, should be used to inform the public on the
potential benefits of these health programmes. Similar
efforts should be made to improve the knowledge and
understanding of EPI and CDD by health professionals and
worlkers.
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I1.2

I1.2.1

11.2.2

In addition to these general recommendations applicable
to both programmes, the review team formulated specific
recommendations for EPI and CDD. The most important of these
recommendations are : h

Major recommendations for the EPI .

Jmmunization schedule
The target of the programme is now to fully immunize all

children before their first birthday.

Increased priority should be given to the provision of
measles vaccine. Efforts should be made to assure that
measles vaccine is available on a daily basis at all health
facilities seeing eligible children.

A vial of vaccine should be opened even if only a single
child is present.

Where polinmyelitis has not been controlled, use of OPV
in the newborn period is important to provide early
protection. ' In this situation, oral polio vaccine is given
at birth or at first contact, with subsequent doses at 6, 10
and 14 weeks of age. Routine immunization with DPT and OPV
can be sately and cffectively initiated at 6 weeks of age.
The EPI Global Advisory Group designed the following schedule
to provide protection at the earliest possible age

Age Vaccine
Birth , OPV, BCG
6 weelks OPV, DPT
10 weeks OPV, DPT
14 weeks OPV, DPT
9 months Measles

Integration of immunization in curative services

All children less than 2 years of age coming to a health
facility for treatment of illness should be screened for
their immunizution status and appropriate immunizations
given, in the absence of high fever. Children so ill that
they need hospitalization should be given measles vuccine at
admission and the balance of the immunizations prior to
discharge from Lhe hospital.




IT.2.3 Tctanus toxoid

The first priority should be to increase collaboration
with the Ministry of Religion to ensure that TT immunization
prior to marringe becomes a routine requirement, throughout
the country, before the end:of the current 4th Five Year
Plan. This information should be recorded in the marriage
book. '

I1.2.4

The next priority should be to ensure that each mother
receives immunization during pregnancy with two doses of TT.
Third priority should be directed to the immunization of all
women in the reproductive age group. Immunization of
schonlgirls is necessary to make impact on the longer term.

Many opportunities are presently being lost to update the
tetanus imnunization status of pregndnt women attending
health facilities for antenaotal care and of all women
attending health services for any care, especially when they
attend with their young children.

Greater attcention in training and retraining of TBA's
regurding nconatnl tetanus prevention is necessary.
Elimination of ‘poliomvelitis e

The review team took note of the rapidly increasing
immunization coverage levels for poliomyelitis. It would
appear that, by 1990, over 80% coverage with third dose OPV
can be achieved on Java. At such coverage levels, the
virtual elimination of paralytic poliomyelitis would be
expected to huve been achieved. Therefore, it is recommended
that the government consider adopting a goal of elimination
of paralytic poliomyelitis from Java (and from any other
provinces which achieve high levels of OPV coverage) by the
end of the 5th Five Year Plan (1993/1994). This gonl should
be nchieved wilhin the context of the overall EPI as a
natural outcome of achieving high levels of coverage with all
antigens nnd not as a single antigen approach. Achievement
of this goal entails a concomitunt strengthening of the
surveillance system and outbreak control mechanisms which are
essential to focus programme activities to geographic areas
and population groups still experiencing disease.

The review team is of the opinion that this target can be
echieved by the Government of Indonesia and therefore should
be adopted. National, provincial and local level action
plans should be developed as a matter of priority.
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11.2.06 Sterilization and vacaeine administration
It is recommended that a policy decision is made that
injections are permitted only when a sterile needie and a
sterile syringe are used. Implementation will require the
development of a plan for training and motivation of staff as
well as a plan for procurement of equipment.

I1.3 Major recommendations for the CDD Programme

11.3.1 Functional orgnnizntion_of CDD Sub-directorate
The functional responsibilities, and allocation of time,
of the national (DD Programme staff should be reorganized to
reflect. the followinyg crder of priority of programme

components:
1. training in diarrhoea case management and supervision’
214 health education and communications in all CDD
strategies
3. supervigion and monitoring
4. evaluation

Consideration shnuld be given to transferring
responsibility for surveillunce and outlbreak investigation to
a general CDC surveillance unit. :

Tusks and responsibilities should be clearly defined,
consistent wilh this reorganization and consideration given
to assigning responsihility for specific projects and
geovraphic areas.

11.3.2 Provineial planning
A coordinaled programme of all CDD activities, consistent
with the integrated family health approach, should be planned
and implemented in each province and kabupaten. The plans
should include training, communications, ORS logistics and
monitoring of all activities. Detailed job descriptions for
all personnel should be prepared.

Closg collaboration wilh other programmes, in particular,
Nutrition, Family Planning, MCH and EPI will be required.
Increased decision making authority and accountability based
on performance should be given to the provinces to administer
the CDD activities and funds.
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17.3.3

11.3.4

Diarrhoea case management

The diarrhoea case management strategy should be given

highest priority., It should emphasize:

- use of home tluids when diarrhoea begins, to prevent
dehydration

- use of Oralil (ORS) to trent dehydration

- continued feeding during diarrhoea

- early referrnl ol severe cases and those not responding
tn treatment

- limiting the use of antibiotics and IV fluid to specific
defined conditions

- no use of antidiarrhoenl drugs

This polircy should be widely disseminated through various
channels including information to private sector
pharmacistsa/drug scllers. Indicators for monitoring case
managcement should be tested and introduced.

in view of their lack of efficacy, their possible harmful
affects in children and the enormous vastange of resources
which they cntnil, the use of antidiarrhoenl drugs should be
discontinued in the public sector. Legislation should be
considered to liamil advertising, manufacture and sale of such
drugs. .

ORS distribution

Distribution of ORS through the various existing channels
should be coordinanted at centrul, provincial and kabupaten
‘Jevels to ensure supply of ORS based on demand. Priority
should be given to cstablishing a mechanism to ensure
continuous supﬁly of ORS tn cndres in their villages. An ORS
distribution report, preferably combined with the monthly
vaccine report, should be established. To allow.uniform
promotional messages for 200cc ORS packets, 1 litre ORS
puckets should be used only in inpatient facilities or those
where lnrggr volumns of ORS are required. Only 200cec packets
should be distributed t.o puskesmas, posyandus and the public.
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PART B

13

: REVIEW METHODOLOGY

Objectives of the Review
To review the national policies, strategies, plans and
activities of the CDD and EPIl programmes.

To evaluate the progress of the two programmes in relation to
their targets..

To review the current and potential roles of community
participation in support of acceleration of EPI and CDD.

To identify constraints to programme implementation.

To make recommendations for future programme implementation
und [or overcoming constraints.

To submit a report of the findings of the review team to the
Ministrcy of Health.

Review team composition

The review was conducted by a core team of 13 full-time
international participants, nominated by UNICEF, USAID or
WHO, and 18 full-time nntional participants. The latter, in
nddition to Lhe Ministry of Health, represented the Ministry
of Religion, the Family Welfare Movement, the Indonesian
Paediatric Agsociation, the School of Public Health of the
lniversity of Indonesia and the Consortium of Health
Sciences. (Annces 1) They were jeined at provinciaol level by
more than 50 part-time national participants. Staff of the
provinces visited worked with the review team to facilitate
field nctivitieg and to conduct the EPI cluster éurveyf

OQutline of methodologv

' The review was officially opened on 24 Novembher, 1986 by
Dr. Adhyatma, Director General of Communicable Disease
Control and Environmental Health. Following the opening
ceremony and a brief presentation of the review methodology,
participants spent one day in Jakarta working in six
technical working groups to review assembled data, collect
additional data and conduct interviews. One day was devoted
to briefing participants on the use of data collection forms
which had been specially designed for interviews at national,
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province/kabupaten, health facility, health worker,
dispensary/drug seller and community levels. Forms for
separate EPl coverage and diarrhoea treatment household
surveys were also explained. &

For the period 27 November to 5§ December six teams
visited one province each and condugted interviews at the
levels mentioned above. The six provinces visited were :
Jakarta, East Java, West Java, South Sulawesi, Aceh, and
South East Sulaowesi. These had been selected to include
urban, high population density and low population density
provinces after excluding Bali, Irian Jaya, Maluku, Timor
Timur and Yogyvakarta from the sampling frame. A list of

kabupaten visited appears in Annex 2.

In each province the core team members and provincial
team members, drawn from EPI and CDD staff in other provinces
und from other sectors, formed 10 teams each responsible for
surveying clusters in the EPI coverage survey and for
conducting interviews.

On 4 December the teams reported their findings to
provincial authorities before returning to Jakarta. From 5
December to |2 December the review team compiled field visit
findings, discussed identified pioblems, formulated
recommendations Aand drafted a final report. The executive
aummary of the report was presented to His Excellency, the
Minister of Health, Dr. Suwardjono .Surjaningrat, on (3
December.

14
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PART C : BACKGROUND INFORMATION

Brief description of the country &

Indonesia is an archipelago in South-East Asia consisting
of over 13 000 islands in six island groups spread over an
area of nearly 2 million square kilometers. It is a country
possessing many natural resources, including large oil

reserves. The climate is tropical, with a high rainfall.

The main religion is islam, although christianity,
hinduism and budrihism represent important minorities.

; In 1981, it was estimated that R1.2¥%¥ of males and 6§5.7%
of fermales over the age of 10 were literate. In 1985, 84% of
fumales nge 7-12 vears were attending school and 62% of those
aged 13-15 ycars.

Demographic data

The following data were moétly drawn from the
"Statistical Profile of Mothers and Children in Indonesia,
1985" issuaed hy the Central) Burenu of Statistics.

Populatinn : 165.1 million (1Y85)
Pupulation 0-4 vanrs : 23.6 million {1985)
Number of livebirths per.

annum: 5.2 million (1985)
Average annual population A

growth rate : 2.2% (1981-85)
Percent rural population: 76% (1984)
Crude birth rate 31 per 1000 (1985-1990)
Crude death rate 11 per 1000 (1985)
Infant mortality rate : 93 per 1000 (1981-1985)
Life expectancy at birth: §5.3 years (1981-1985)

The average population density of the country in 1985 was
estimated to be 86 person per square kilometer, however, it
ranges from 3 in Maluku and Irian Jaya to 283 on the island
of Java, ,where almost 60% of the population live.

Administrative divisions

Indonesia is divided into 27 provinces, further
subdivided into 246 regencies (kabupaten) and 55
municipalities. There were 3548 districts (kecamatan) in

1985 comprising 67,981 villages. J
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In the municipal areas villages are further subdivided
into localities (RW) and neighbourhoods (RT), the latter
usually having between 20 and 60 houses.

Overview of Health Services

Health facilities and manpower
There are 1246 hospitals in Indonesia with a total of

around 103,500 beds. There are 5639 health centres
‘(pushesmas), 17302 sub-centres (puskesmas pembantu) and 3479
mohile service units (puskesmas keliling). In addition,
around 66,500 integrnted scrvice posts (posyandu) have becn
established in 65,000 villages. There are estimated to be

over 400,000 villauge health workers and almost 100,000
traditional birth attendants.
The health manpower of the country is summarized in table 4.1
Tabhle 4.1 Summary of health manpower in Indonesia
5 Catergory of Persconnel 1983/84 1985/86 estimated
Medicnl specialists 2733 3009
Genoral med. preactil ioners 7H29 99R71
Dentists 1292 1484
; Pharmacists _ . 795 1091
| Other health scientisng 124 1754
F Nursc-midwives ' 44651 51131
Non-nursing paramedics 12011 15484
Nurse aid/health aids 29473 43278
Non-medical health personnel 63221 75789
e Tl ka1 162129 202983
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Non-governmental ofgnnizations and health

Involvement of non-governmental organizations in health
development has been extensively encouraged since the
formulation of National Health System in 1981. There are
around 40 organizations which are now maintaining close
cooperation with the Ministry of Health in implementing their
health related activities. The Family Welfare Movement
(PRK), Civil Servant Wives Association, Muhammadiyah,
Indonesian Council of Churches, Catholic Health Services
Association, Indonesian Child Welfare Institute, Rotary Club,
Indonesian Women Congress, lndonesian Council for Disabled
Child and many health professional organizations are giving
active support Lo the network of national health service
delivery.

Private sector health care

In the private sector, health care is provided by medical
and paramedical (midwife) practitioners who usually render
ambulatory services, or by privately owned polyclinics,
maternity homes and hospitals. These health services run
well in cities where people who can afford to pay for the
services are creating an increasing demand.

Administrative structure of Ministry of Health
ine administrative struclure of the Ministry of Health
relevant. to the EPI and the CDD Programme is shown in Annex 3.

The Integrated Family Health strategy

Hivh infant mortalily (80 per 1000 in 1983) and birth
rates (11,5 per 1000 in 1985) are greal. challenges to health
development of the country. lncreased awareness of lheqe
problems and an understanding of their causes and links,
among health onre providers of different sectors, led to the
adopt.ion of an integrated appruach in health and family
planning, as the basic strategy in the Fourth Five Year
Development. Plan (1984/85-1984/89) to improve the

population’s henlth nnd welfare.

Since then, the National Family Planning Coordinating
Board (BKKBN) and the Ministry of Health have, with the
support of other relevant sectors, taken several steps to
improve cooperation and cuvordination including the formation
of a Central Family Planning/Health (KB/Kes) Task Force.

2.7



http:DI'\'~lopmp.nt

These steps will formalize the support to operational
integration at health centre and community levels. The
integrated health post (posyvandu), based in the community and
run by volunteer workers with health staff support is the
first point of contact of the population with the integrated
services.,




PART D

: DETAILED FINDINGS AND RECOMMENDATIONS OF THE REVIEW

CDD Programme : Plenning and administration

History

Diarrhoea- control efforts by the Directorate General of
Diseanse Control during the 1970s focussed primarily on
contral of cholera outhreaks. Oral rehydration therapy was
introduced in the early 1970s. National seminars on ORT have
been held every tour years since 1974. The Coordinating Body
for P'ediatric Gastroenterology in Indonesia was set up to
coordinate clinical, research and public health aspects of
diarrhoea control.

Tn 1981 the Ministry of Health established the national
CDPD programme: within the Sub-Directorate of Cholera Control.
Although the Sub-directorate has been renamed as the
Sub-directoratec of Dianrrhoes and Helminthiases, its origins
in the cholera conlrol unit are reflected in its major
emphasis on diarrhoca outbreak investigation and control.
CDD activities wevre included in the 3rd and current 4th Five
Year Flans.

A full=time DY) preacramme mannger, 9 additional staff,
nml K oandming st ent ivee cuppart porsons run the programme.

Qhjectives anri_targets
The existine objrctives of Lhe progrumme as stated in the
nutioanl CDD progdramme dth Five Year Plan are:

= te reduce the morvtality caused by acute diarrhoea and,
Spnciflcnlly t.o reduce the cuse fatality rate to less
than 2% (or, by as much as 25%) during a 5 year period
through proper treatment of cases and control of
epidemics.

t.o redéce the morbidity caused by diarrhoea from 350
cascs per 1000 population.

The programme impact and operational targets set for the end
of the 4th Five VYenr Plan are shown in table 1.1.
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Tahle 1.1 CDD Prouramme impact and operational targets for the

Ath Five Year Development Plan
1984/85 i988/89
i e estimate . Wtacget |
Programme impact targets 8:
Infant. mortality rate 90 70
(pcr 1000 live bhirths)
Intant diarrhoea moctality rate 22.1 16.0
(per 1000 live births)
Under-(ive diarrhoenr mortality rate 17.8 14.0
{p=r 1000 children 9-4 vears)
Under=Cive diarrhorn mortality eate 7.7 5.0
{per 1000 children -4 vears)
Under-five diarrhoneca incidence 2.0 1.6
(episodes per child)
Operational targets
ORS accesg rate b (%) 60 100
ORT use rate € (%) 16 46
Proportion of health ccntres
implementing CDD (%) 40 100
Ratio of diarrhoea cases treated
by health facilities : cadres |, 75:25 55 : 45
Proportion of ORS distributed
through non-governmental channels (%) 60
B Annual ratces
b Propoftion of the population with reasonable access to a
provider of URS and information on its use.

& Proportion of all diarrhoea episodes in children 0-4 years

receiving appropriate ORT.




1.3 Strategies
The strategy for diarrhoea case management and progress

in its implementat.ion are presented in section 6. Other
strategies for the reduction of diarrhoeal morbidity and
mortality have not been as clearly defined. Responsibility
for their implementation involves various other sections of

the Ministry of Health, for example the Directorates of Water

Supply and Environmental Health and the Nutrition Programme.
These were not caovered by the ‘current review. :

romotion of breast feeding for as long as possible or
upto 24 months of age and the introduction of weaning foods,
with continued breastfeeding, from 4 months of age is
national policy shared by the CDD, MCH and Nutrition
programmes .

" Targets lor water supply and excrete disposal facilities
are summarized in table 1.2. ’

Table 1.2 Targets for supply of safe water and sanitary excreta

disposal. .
Indicator 1984/85 1990 terget
estimate Urban Rural
Proportion of population 36 75 60
with access to a safe water,
source (%)
Proportion of the population 31 40 50

with sanitary excreta disposal

31
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Programme expansion
The CDD programme had originally pursued a plan of

establishing CDD activities in increasing numbers of selected
health centres. A special budget for each centre was
provided, to support orientation of cadres in CDD and for
monitoring and reporting by health centre personnel. Only
1031 of the existing 5639 health centres, have been
established as "CDD health centres”, due to limitations of
budget and of central level manpower to carry out training of
cadres.

The strategy has been changed and any health centre where
staff have been trained under the integrated health programme
is considered as a CDD health centre. Currently 3212 health
centres (57%) have been covered. This figure is expected Lo
reach 100X by 1988/89.

A pilot project in improving CDD Programme coverage was
initiated with USAID, UNICEF and WHO support in 1984. This
is being developed initially in one kabupaten of West Java
Province. It has emphasized an intensified communications
approach, with preliminary research into maternal knowledge,
attitudes and practices regarding diarrhoea, coordinated
message design for training and mass media efforts, and a
multi-media promotion programme. It has also included
training of health personnel and cadres (1 per 125 families)
and n speciaol legistics strengthening effort including supply
of ORS through the private sector as well as Ministry of ‘'
Health facilities. A provincial working group coordinates
the efforts, and each of the sections of the national CDD
programme is responsible for linking with the West Java
project in their activity area (logistics, training,
surveillance, etc.). Pending evelustion and availability of
reénurces similar efforts may be initiated in other priority
provinces.

Adminigtrative structure

The Sub-djrcctorate of Diarrhonea and Helminthiasis,
responsible for the CDD programme is situated in the
Diroectorate of Disenses with Direct Transmission under the
Dircetorate Genern) of Communicable Disease and Envirenmental

Henl th.
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A recent decision by the

until March 1988.

sections:

Section

Surveillance section
Qutbreak conlroul and
investigation soectlion

Cont.rrol section

Eviluation sertion

Since the inleerated family health activities were launched
in 1983, special working groups have been developed to
coordinate with other sectors in solving managerial problems,
and those assonciated with planning,
of activities, monitoring and evaluation.

training, implementation

Director General has

re-established the CDD working group, to meet every 2 months,

Within the responsible Sub-Directorate, there are four

Responsibility
Project monitoring
Control of cholera outhrenks

Training and health
education

Project planning and
evaluation

In most provinces there is' a person who works full-time

on (UD programme activities.

A recent study by the Ministry of Health, Bureau of
Organization, of organizational factors concerning the CDD
programme has suggested the need for clarification of

priorities, responsibilities,

and technical issues, among

both central and provinciul staff involved in the programme .

1.6 Budget
The budg«t for the CDD programme for the current and past
2 isenl years is shown in tnble : 1.3.
Table 1.3 CDD provramme budget, by source, 1984/85 - 1986/87
TR 1 e s L UNICEF S Tetai. bau
c1:A448S ) R, 9RS.050,000 + Re. 03,250,000 Y o v %3, 1.053,810,000 H
DIRSAAE o BallLPS3,i29.660 ' ko, 2AG.S10.250 ' 8o, 32,425,000 Y Bp. 19.732.000 ' Po. 1,555,806.250
LSRR Bp. MIGATS00 ks ARLET000 : Ra. 602,126,300 i .Ro. 107,391,000 ; Bo. I, 851.234.400_ .
AL S00 L R R TEe o Rel HIGASLI0Y G R 420,005,000 b Rp, 4L CEERSELNC

funds for |986/87

in the health

Recently,
budget of the
Environmental

the development
Directorate
Health were cul,

of’ Communicable Diseases Control and

by 46%. At centrul level, the

=0
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supplies and equipment budget for the CDD unit remains
adcquate, but. ul! funds for transport have been cut. Travel
of CDD staff for supervisory purposes is presently carriecd out
using funds (rom USAID or WHO assistance.

Separate funds are aveilable for epidemic control. The
detailed bhudgel for the CDD programme in 1986/1987 is shown in
Annex 4.

) L Field visit findings

Workplans for CDD vwere available in 3 of the six
provinces visited and in Il of 29 kabupaten. Those that do
cxist consist primarily of goals rather than detailed plans of
neetivities showing necountability and scheduling.

Transportation both at knbupaten and provincinl levels is
shared or lacking completely. The necessary government budget.
to cover running and maintenance costs was usually not
available or inadequate.

Manpover resources are insufficient, with leadership at
kuhupafen'lcvcl usually coming from a physician responsible
for multiple CDC activities and in some cases also responsible
for running a puskesmas.

Other kabuputen staff responsible for CDD activities also
generally have other responsibilities rclated Lo diseases of
direct transmission, principally tuberculosis. As the budpet
fforr training of cadres at the specially designated CDD health
sentres. and or supervision, has heen cut, the activities of
these persons with respect. to CDD have become primarily

eJorieal,

At provincial level more manpower is available, but again
development activities are ill-defined, few funds ure
available for supcrvising, and action is primarily clerical.

AL both provincial and kabupaten levels direction is
shured between Lhe local representatives of the central
¢overnment. COC and the staff of the health section of the
local government. Lack of designated accountability and
clearly defined job descriptions exacerbates the munagerial
problem. Many staff have had no special training in CDD
programme manngement or clinical care.




1.8.2

The lack of «lear indicators of programme progress
reportable on a routine basis greatly limits the value of data
collection and makes analysis difficult.

At the pushkesmas level diarrhoea control is seen
primarily as treating patients with diarrhoea and providing
health education about diarrhoea at the posyandu.

At all peripheral levels the only exception to the above
pattern is seen in the control of "cholera" outbreaks, when
extra funds become available and additional activities occur.
Insufficient efforL is made to use outbreak control to bring
aboutl permanent improvements in routine case management.

The CDD intensification being carried out in West Java
(see section 1.4) shows substantial promise of increasing
levels of effective diarrhoea case management by mothers,
cadres, and health workers, although at present it is limited
to a pilot pronject in Garut Kabupaten.

Elsewhere, however, CDD programmes have not progressed
substantially in planning or administration, and the recent
budget cuts have made improvement in this area difficult.

Kev issues

The CDD programme has not yet been given a high enough
priority, to adequately reflect the importance of diarrhoeal

diseases as a national problem. L

Due in part to its origins in the cholera control unit,
disproportionate amount of CDD programme staff time is devoted
to outbreak investigation although less than 1% of reported
diarrhoea cases are accounted for by cholera. As a
consequence, programme components of higher priority cannot be

given sufficient attention.
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At all levels responsibility for CDD programme components is
divided among several sections or individuals. The structure
for coordination of activities into a coherent programme is
not yet in place.

There is limited awareness of key programme indicators and no
adequate reporting system which would allow monitoring of
programme progress throughout the country.

The programme objective of reducing the diarrhoea case
fatality rate to less than 2% is meaningless as the current
death-to-case ratio, based on reported figures, is 0.35% and
existing surveillance mechanisms are inadequate to derive
precise estimates of the case fatality rate. This objective
reflects Lhe programme’s preoccupation with epidemic
diarrhoea, to which it was directed.

Recommendations

The functional responsibilities, and allocation of time,
of the national CDD Programme staff should be reorganized to
reflect the following order of priority of programme
components:

e training in diarrhoea case management and supervision

e health education and communications in all CDD
" strategies

il supervision and monitoring

4. evaluation

Consideration should be given to transferring
responsibility for surveillance and outbreak investigation to
a general CDC surveillance unit.

Tasks and responsibilities should be clearly ‘defined,
consistent w=ith this reorganization and consideration given to
assigning rgsponsibility for specific projects and geographic
arecas.
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1.9.4

.

A coordinated programme of all CDD activities, consistent
with the integrated family health approach, should be planned
and implemented in each province and kabupaten. The plans
should include training, communications, ORS logistics and
monitoring of all activities. Detailed job descriptions for
all personnel should be prepared. Based on performance
increased decision making authority and accountability should
be given to the provinces to administer the CDD activities and
funds.

Close collaboration with other progremmes, in particular,
Nutrition, Family Planning, MCH and EPI will be required.

In the first half of 1987 a joint planning exercise
should be undertaken involving relevant government.
directorates, non-governmental organizations, USAID, UNTCEF
and WHO, to estahlish a plan of action and identify resources
for an cxpansion of the CDD programme. .

A small number of performance-based programme indicators
for routine monthly reporting, and an appropriate monitoring
system.should be developed, tested and adopted. The diarrhoea
case latality rate should be deemphasized as a programme

indicator.

Steps should be taken to initiate regular meetings at
kabupaten and puskesmas level, of health staff with other
governmental and non-governmental agencies involved-with CDD.

Recommendations specific to various aspects of CDD
Programme development are presented in sections 3-6 and 9-13.

1%}
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EPI : Planning and administration

History

The Expanded Programme on Immunization (EPI) began
of ficially in 1977. Launched initially in 55 kecamatans, the
FPT expanded in a phased manner such that, in 1986, vaccines
are available in 3,221 (90%¥) of the 3,548 kecamatans. In the
beginning of the EPl only BCG, DPT and TT vaccines were used.
Pnlio vaccine: (OPV) was added in 1978 and measles vaccine in
1982. By that year, therefore, all six EPI antigens were used
by the EPI, at least in selected areas in the country. The
progress in access as measured by the number of puskesmas
providing vaccines has been significant (Annex 5). As of
March 1986, over 90% of the total 5639 puskesmas in the )
country were providing at least the bacterial vaccines and 67%
of puskesmas were providing the viral vaccines.

Objectives and targets

The primary objective of the EPI is to reduce morbidity
and mortality in children by ensuring immunization against the
six EPI target diseases before their first birthdey.

The target for the EPI by the end of the current 4th Five
Year Plan is that all children under 12 months of age will
have access to immunization (defined as not having tn travel
more than 5 kms to obtanin immunization services) and that 65%
of all children will be fully immunized by their first
hirthday. “Fully immunized” is defined as having received one
dose of BCG, three doses of DPT and OPV and one dose of
measles vaccine.

Strategies

The EPI is based at the puskesmas of which there are an
average of one per 30,000 population. At least one full-time
vaccinator in each puskesmas conducts scheduled visits to
conveniently located sites in the local villagesa. To an
increasing extent in recent years, these have been integrated
health service posts, known as posyandus, where MCH, family
planning, CDD and nutrition activities are also carried out.
The vaccinator should cover all the posts in his area at least
once every three months.
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Fixed centre immunization services complement this
outreach strategy. A nurse or midwife is responsible for
screening the immunization status of children and pregnant
women who come to the health centre and for providing required
vaccinations. Immunijzation is also offered at some hospitals
and by private practitioners.

In addition, special activities are periodically carried
out in selected areas. For example, mass campaigns to
vaccinate all women in the childbearing age have been carried
out in West Nusa Tenggara and Aceh provinces in an effort to
rnduce the high rates of nennatal tetanus. Another approach
has been to provide TT to women applying for their marriage
license. Annunl! sweeps to complete unfinished immunization
schedules are o' conducled in mast provinces.

Disease reduction targets
Disease roduction tavgels have been specified for the d4th

Five Year Plan {1991/85 - 1988/89) as follows :

Niscuse Reduction Target

Diphtheria Reduce morbidity by 50% and
mortality by 40%

Pertussis Reduce morbidity by 50% and
mortality by 40%

Poliomyelitis Reduce morbidity by at least 25%

Tuberculosis Reduce morbidity from 2.5 per 1,000

to 2.0 per 1,000 population
\
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Immunization Schedule

The immunization schedule for the EPI is shown in
table 2.1,

Table 2.1 EPIL immunization schedule
" ogommended _Sehrdule Eligible Age Groups
Vaccine ]
Ho.of Doses Interval Youngest Oldest
BCG 1 NA Birth 14 months
D: P.T 3 1 weeks 3 months 14 months
Measles 1 NA 9 months 14 months
O PV 3 4 weeks 3 months 14 months
T.T 8 2 4 weeks 15 years 44 vears
DT . 2 4 weeks 6 years 9 vears
a TT is also given in two doses (or a booster dose if TT had
been previously given) to children in primary school class 6.
2:6 Contruindications policy

As it had been recngnized that children with minor
illnesses werc being refused immunization, in 1984 the list of
contraindications to immunization was minimized based on the
recommendation of the National Pediatric Association and the
National Advisory Committee on Immunization. All of the
provinces have been informed of the new policy shown in
table 2.2.

40




EPI/CDD training plans

Projected numbers of health staff to be trained in EPI
and CDD before the end of the current 5 year plan, in 1988/89,
are shown in Annex 7. The numbers of persons involved,
particularly for peripheral level staff, are enormous.

Funds for planned EPI training will be made available
through UNICEF and [I!SAID support. Funds for CDD training have
been made available by USAID ($735,000), UNICEF ($200,000) and
WHO (s60,000).

Field visit findings

Nearly 70% of staff involved in EPI activities have had
some relevant training but only 25% of staff having CDD
responsibilities. High staff turnover and the large numbers
involved make the achievement and mnintenance of training
coverage difficult. Further training was considered necessary
by staff at ‘all Jevels.

Kev issues

Large numbers of personnel remain to be trained at all
levels. This situation is exacerbated by the high drop out of
trained personnel.

New graduates from medical and nursing schools are often not
taught the policics and practices'of the national programmes,
especially concerning contraindications for immunizations and
diarrhoeal case management. Budgets are insufficient for
sxtensive re-training.

Although WHO has defined comprehensive educational objectives
for-CDD and EPI, emphasis in training is on teaching theory by
lectures with nerlect of sound practice and management skills.

There is a lack of specific teacher training for trainers and
there is a deficiency of good training aids in most facilities.

Little attempt has heen made to determine whether training for
the integrated programme has been done effectively.

There is little follow-up to evaluate the effectiveness of
training and nssessment of changes conforming with the
training objectives.
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Training of health personnel

EPl1 and CDD training courses held
The numbers trained in EPl and/or CDD since 1982 are
shown in Annex 6.

Using a minimum of one kabupaten staff and one provincial
level staff requiring training in EPI mid-level management and
CDD supervisory skills, it is estimated that maximal coverage
is around 85% for EPI and 35% for CDD training.

TL is estimatled that only 10% of doctors, less than 1% of
nurses and aroumnd 6% of community level cadres have reccived
speeial training in Jdiarrhoea case management.

Thirty-two persons have been trained in CDD-related
Jaboralory technigues either in Jakarta or at the ICDDR in
Bangiadesh. Others have visited Bangladesh for clinical or

epidemiological !raining.

fach vear a DD planning and cvaluation seminar is held
vhich involves sround 70 Henlth staff in a detailed review of
CNh aclivities.

Integrntion of EP1/CDD into training institution curricula

Two workshops atlended by teachers and statf of a2 number
of ijnstitutions have addressed this issue. Implementat!ion has
been variable and has not. yet‘been evaluated.

Diarrhoea clinical tranining unils

Following training at. the IZDDR, in Bangladesh in 1984,
14 physicians and nurses were expected to establish a
dinarrhvesa tranining unil in Lhecir respect.ive hospitals in
Jakarta (2), Yogvakartn, Semarang, Surabaya, Ujung Pandang and
Palembung. A 1985 cvaluation found 6 of these capable of
conducting training courses. In addition to serving as ORT
demonstration wnits, clinical training courses have been
conducted for 581 hnplth staflf since 1984, 1In 1986, 4 other
hospitals (Bandunt, Padang, Medan and Denpasar) started to sct
up Lrnining unils,

A 1985 evaluation nf seven of these units, found 4ix
rendy for training although no ecvaluation of their impnct was

attempted.
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1t should be noted that Rotary Internalional has
committed USSG,113,000 for polio vaccine and 515,000 for
public information over a five year period beginning in July
1987.

‘fable 2.3 : Total national. EPI budget, by fiscal year
1980/81 - 1986/87 (Rupiah x 1,000,000)

: 80/81 81/82 82/83 83/84 84/85 85/86 86/817

1,624 3,049 3,501 3,096 4,044 7,042 5,192

Table 2.4 : EP1 funds from externual agencies, fiscal year

] 1985/86
b
Agency or Organization Funds (in USS)
; UNICEF 1,074,600
by WHO 621,756
;' USAID 794,900
| Ford Foundation 73,800 4

Total 2,565,056

Note: Field visit findings, key issues and recommendations related
to EP1 planning and uadministration are incorporated into
sections 8.6 to B.8. Recommendations specific to various
aspects of the EPI are also made in sections 3, 4, 7 and 9-13.
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Table 2.2 Conlraimnficntions Lo immunization ag formulated 1n 19K,

Vaccine Contraindications

Skin disease at site of injection

Fever greater than 38 degrees centigrade or
history of febrile convulsions. Further
doses of DPT are contraindicated if there is
n scvere adverse reaction to a previous dose
(i.n., hich fever, convulsions , loss of
ronscionusness, or shock).

T, TT None

Measles rever ¢reater than 38 degrees centigrade or

hislory of febrile convulsions.

The policy on contraindications explicitly states that

i minor ailments such as mild diarrhoen, colds, coughs, and

5 conditions such as mnlnutrition and food or drug allergies arec
not contraindications Lo immunization. If a contraindicatinn

to DPT exists, then DT should not. be used.

Administrative Structure

The administrative structure for the EPI at central level
is shown in thr organogram of the Directorate of Epideminlogy
and Immunization (Annex 3) which is located within the

Directorate General of Communicable Disense Control and

Environmental Health. Al) of the staff of the Sub-Directorate
of Immunizantion have reccived training in the EP1 Senior Leve)
Planning and Manacement Course.

Budget
The annual Government of Indonesia (GOI) financial input

for the EPTIhnd bren increasing substantially in recent

vears. In addition to this GOI budget, financial support is
also obtained from the annual provincial expenditures. Due to
the current national monetary situation, a signilicant
operatiional budget reduction was experienced in 1986/1987 as
shown in table 2.3. Funds from UN agencies, NGOs and
bilateral agreements for the period April 1985 to March 1986
are shown in table 2.4 :
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3.7.6

e

Recommendations

Acceleration and expansion of training activities should be
given a higher priority.

Integration of EP] and CDD training in the regular medical and
pnramedical curricula should he further developed and progress
in this area evaluated.

Imnunization and diurrhoea training units should be
established in all teaching hospitals, and at each pravineial
and kabupaten hospital before the end of the current Five Year
Plan. Space should be allocated and units should meet
specitic eriteria for certification. The full collaboration
of the Directorate linneral of Medical Services should be
sought fer this offort.

The activities of «xisting Diarchoea Training Units should be
formal)y-evaluated and regularly monitored. Sharing of
experiences throueh, for example, a quarterly bulletin would
st.imulate perfaormance.

Training should focus on duveloping defined skills and
capabilities related to achieving national objectives and °
policies in EPI/CDD. Stress should be on field practice and
the dFmonstraLion of correct diarrhoea case management.,
immunization techniques, vaccine management, and effective
communication with mothers and cadres. Present deficiencies
in skills should be identified and addressed. Training
"modules” which allow full participation of trainees and
minimize lecturing should be used.

All training should be followed-up to assess its effectiveness
and to provide necessary support in applying new skills.

Paediatricians who follow national policies should be

idenfified to be inveolved in training doctors and nurses at
kabupnten and lower levels.

ey
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REs st

Trhining for peripheral staff should be further delegated to
t.rained health centre doctors. They should train and
supervise their health centre personnel and posyandu. Their
supervision from higher levels should include an assessment of
their achievement in this area.

Staff at kabupaten and puskesmas levels should be trained in
simple data management, particularly in analysis,
interpretation, and use of data for managing the CDD
programmes.

Sce also recommendations 6.7.3 and 6.7.35.
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4, Supervision

4.1 National level

At the national !evel EPI and CDD supervisory schedules
are prepared for each year. In 1985/1986, 197 supervisory
visits were conducted by EPI staff. The CDD programme
schedules 2 visits to each of the 10 more accessible provinces
per year, one visit annually tn the other 17 provinces and
during diarrhoen] discase outbreaks 2 visits per affected
province. 1ln 1985/86, however, 8 of the 17 difficult acress
provinces and one more accessible province were not visited by
CDD staff.

Both the CDD Frogramme and the EPI have developed
checklists for supervision at different levels, however, these
are not often used. The EPI programme stresses monitoring of
vaccine stocks and logistics, the cold chain and vaccination
coverage. Neither programme emphasizes supervision of health
worker performance.

4.2 Resources for supervision
! The EPI programme has an adequate number of 4 wheel drive
vehicles at national level and 2 in each province. There is

also one motorcycle per kabupaten and one bicycle per
kecamatan.

The CDD programme is less well equipped, with public
transport usually being used for supervisory visits. At
kabupaten and health centre levels there is no budget to cover
transport costs which limits supervisory activity.

Integration of supervisory activities would result in more
efficient use of available resources.

4.3 rield visit findings

The team found that effective supervision was lacking at
all levels. The need for supervision was not well appreciated
throughout the health system. Several puskesmas had not been
visited by kabupaten staff during the past year. Only one
third of health staff interviewed claimed that checklists were

used.

4.4 Kevy issues

4.4.1 Failure to develop and implement an effective supervisory
system is delaving the achievement of national targets and
decreasing the quality of the programme.
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The objectives of supervision are not clearly defined.
Effective superrvision is not regarded as a priority at any
level. There is a marked lack of supervisory skills at all
levels and the concept of integrated supervision for EPl and
CDD has not bteen developed.

Findings are not usually recorded. Checklists are rarely used
and are inappropriate in design to facilitate programme
improvement. Feedback other than on failure to produce
reports is rare.

Lack of funds affects the motivation to carry out
supervision,especially where transportation is costly.

Recommendations

Integrated effective supervision should become a priority
within the programme. This may require additional budget.

Objectives and simple checllists should be developed, for each
level of supervision, which relate to achieving national ‘
targets. The supervisory mechanisms must be regular,
supportive, and educational.

Resources should be released to train those who supervise at
each level. 17Training in the CDD supervisory skills course is
particularly needed for those responsible for supervision of
CDD activities.

Greater efforts should be made to release transport allocated

" to the programme to enable supervision to occur.

Urgent attention should be given to developing simple
monitoring checklists designed to identify problems and solve
them, and which arc related to programme objectives.

Each supervisory visit should result in feedback of a list of
identified problems. These should be discussed at staff
mectings and progress checked by the next supervising officer.

The development and distribution of a quarterly newsletter by
each province would assist motivation. It should highlight
progrcss towards objectives and problems to be overcome. Tt
ccould provide the schedule for the next quarter.

See also recommendation 6.7.1.
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ORS production and distribution

ORS production

ORS is manufactured in Indonesia in two packet sizes, for
200ml and 1 litre of solution. The generic name "Oralit" is
used for ORS conforming to the WHO recommended formulation.

There are at least 14 pharmaceutical companies licensed
to produce ORS in Indonesia. The production capacities of
thesc companies range from 200,000 to 1 million packets per
month. Two, Kimia Farma and Indofarma, are government
affiliated operations and are the principal suppliers of drugs
Lo the public seclor. Table 5.1 shows 1984 Oralit production
figurns for the 5 principal producers. Current production
capnctly or OFS sppears to be adequate.

'me manufnecturer is planning to make an ORS. tablet which,
when dissolved in 180ml of water, will make a solution in
accordancs with WHO recommendations.

S Production of Oralit by 5 major manufacturers
in Indenesia, 1984 (all figures in thousands)

(3]}
.
—

Table

; v 200 ml §} 1000 ml i Total iPercent of |
: Manufacturer \ Packets | Packets 1 litres | total H
; : H : } H
; Kimia Farma ; 1,844 ; 3,090 } 3,459 . 51 4
; Indofarma ; - ; 1,190 ; 1,100 ; 18 ;
' H : H H H
; Combiphar ; 2,600 ; 350 ; 870 ! 13 '
] ] ' ' ] [)
; PRAFA ; 2,775 ; 276 ; 831 ; 12 ;
: ¢ i : H ' H
. PHAROS X 1,600 | 75 ' 395 ! 6 :
§ TOTAL ; 8,819 ; 4,970 ; 6,734 ; 100 ;

S
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ORS distribution

There are 2 major channels for distributing ORS through
the government hcalth services: the CDD programme, the
Nutrition Programme and INPRES. The mechanism of supply
through the 3 channels is as follows:

The CDD Programme allocates funds to each province to buy

ORS. The provinces then contract vith a manufacturer who
delivers the ORS direct to the provincial warehouses. The CDD
progvramme allocates funds to each province based on population
and need estimates. The CDD Programme maintains a buffer
st.ock of ORS to send to provinces if diarrhoeal disease

out brealts occur.

The Mutrition Prou¢ramme procures ORS at the national level,
and the supplier delivers the product direct to the provinces.
The Nutrition Programme determines needs on the basis of the
number of villages participating in the UPGK Pronject, not on
actual consumption.

INPRES is the primary mechanism {or financing procurement of
drugs for the Ministry of Health. Funds are allocated to each

province on the basis of population. Provinces compile an
estimation of drue needs for each kabupaten and arrange
pureehase from Vhe preseribed producers.  Decisions on the Lype
and quantity of Jdrugs are made by the kabupaten health ’
wirtice, Kimia Farma is Lhe designated suoplier of ORS.

The: quantitins ol ORS supplied thrauch cach of these ~hannels
in Tiseal venr 1981785 are shown in Table 3.2. The value of
the total supply through these channels wvag estimated at

$784,000, based on the amount budgeted (CDD) or the prices
actually paid (Nutrition and IMNPRES).
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Tdhlc TR ATR S Distribution of Oralit in Indonesia,
fiscal year 1984/85

Total
litres
s)

Percent,
of total

Distribution 1000 ml

)
Channel . packets
(in thousnn

Publig_Sector:

DD programme 36¢ 497
Nutrijtion Programme 1120
-INPRES : 2086

‘ 18
‘ 19
H 31
Commercial sector: Gt ¢ 1267 . 32

T 4370

Ll S i e o o o el s s

(]
'
(]
'
'
1
.
[
)
'
(]
'
'
'
[
]
1
'
[}
1
)
]
)
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Also shown in Table 5.2 is the amount of ORS distributed
through commercial reteilers, almost one third of the total.
There are 118 commercial firms licensed to distribute drugs,
with offices in 660 towns. The most developed of these
provide transport, storage and marketing services as well as
salesmen. Therg ars 3 main types of pharmaceutical outlets in
Indonesia. About 1200 "apotiks" sell a full range of
prescription and over-the-counter (OTC) drugs. 1In addition,
thousands ,of “tolke obat” and "warung” sell OTC products. The
toko obat specianlizes in OTC drugs while the warung also sells
household goods and food. ORS is sold by apotiks and toko

obat.

5ie3 Quality control procedures
For INPRES distributed ORS, the producing companics
certificate of analysis for each batch is submitted to the

Food and Drugs Administration for review.

ORS procured through the CDD programme either at national
or provincial levels is not subject to mandatory quality
control altﬁough menufacturers tests are carried out and
results routinely submitted to the Food and Drugs

Administration.
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For the “utrition Proeramme ORS procured through UNTCEF,
the producing company'’s certificate of analysis is scrutinized
and a sample from ench 10th batch is analysed by a local
independent laboratory. On the basis of the results from this
laboratory, ORS is released to government warehouses. In
addition, samples of one in four of the locally tested batches
and one sample from each 100,000 sachets is sent to UNIPAC,
Copenhagen for an external analysis. Results of testing for
1986 are shown in table 5.3.

Table 3.3 Quality control testing of UNICEF procured ORS in 1986
Packet ! Producer +Local laboratory (External Laboratory
size : ? h
1Total Passed |Total Passed |Total Passed
i H : :
200 ml 1RO - 17 P4 2
] ] ' :
1) L] ]
| litre | 28 27 116 ' 16 3 2

All batches passed but certificates of analysis with typing
errors were re)ected and re-testing ordered.

Field visit findings

At the kabupaten level there was generally found to be an
ndequate stock of ORS, even, in a few areas, an excess.
Genernlly there are few shortuges and stocks, based on recent
utilization, were found to be adequate. Estimated stocks
varied between 0-13 months at the extremes but usually enough
for 5-9 months at average usage rates. Given that the
kabupatens dzliver ORS to health centres on a theoretical need
rnther than usage, the observed stock levels could be
considered reasonable. Those kabupatens with zero stock at
any time illustrate programme failures particularly as a
buffer stock should be retained at kabupaten level for use in
diarrhoeal disease outbreaks.

ORS digtribution from the kabupaten level does not
necessarily reflect use at peripheral levels. Furthermore,
considerable distortion of stock figures is caused by the
annual 'dropping' of the TNPRES and Nutrition Programme ORS
supply, in the latter case in amounts determined at national
level unrelated to local demand.




Of the 4R henlth centres visited, 34 (70%) had maintained
adequate stocks ot ORS throughout 1985/86 and over 80% had
adequate stocks at the time of the review. Given the long
shelf life of ORS and the multiple supply channels, this
situation can be improved upon.

Key issues

There is limited coordination between the multiple channels of
ORS distribution.

Some facilities, including district hospitals, are frequently
without stocks of ORS.

Minimum buffer stock levels have not been fixed for all
institutions.

Distribution of 2 ORS packet sizes and various packaging types
to the public mukes uniform messages difficult and causes

confusion.

The reporting system for ORS use by health facilities is
inadequate-

Not all ORS is subjected to adequate quality control
procedures.

Recommendations

! -

Distribution of ORS through the various existing channels
should be coordinated at central, provincial and kabupaten
levels to ensure supply of ORS based on demand. Priority
should be given to establishing a mechanism to ensure
continuous supply of ORS to cadres in their villages. The
feacibility of maintaining a single combined stock at
provincial level should be explored.

> Minimum buffer stock levels for province and kabupaten levels

should be established and maintained by one of the major ORS

suppliers.

To allow uniform promotional messages for 200ml ORS packets, 1
litre ORS packets should be used only in inpatient facilities
or those where larger volumes of ORS are required. Only 200ml
packets should be distributed to puskesmas, posyandus and the

public.

S5




An ORS distribution report, preferably combined with the
monthly vaccine report, should be established.

Further negotiations should be made with INPRES to ensure they
adopt the standard packaging colours/sizes, initially
recommended in 1933,

Standard quality rontrol procedures should be applied to all
ORS procurement,.

Mechanisms of rloge collaboration with the private sector
distribution and promotion of ORS should be found.




Diarrhoea case management

Policy

Oral Rehvdration Therapy
Since the last comprehensive programme review of the CDD

programme in 1983 the policy on diarrhoea case management has

evolved from the use of ORS for all diarrhoea case (supported
by I.V. and antibiotics when indicated) to a policy
incorporating the use of home fluids at the household level
for the prevention of dehyvdration. Homé fluids include soups,
dilute juices and otLher fluids prepared in the home and also
sugar and salt solution. Oralit (ORS) packets for 200 ml of
solutiion are promoted for use at the community level for
treating dehydration while, in principal, the | litre packets
are for use at health centres and hospitals.

The current policy for treatment of dehydration is 3
tiered :

- Treatment of mild dehydration by cadres and at the
posyandu, using Oralit. &

- Referral of cases with moderate dehydration to the
puskesmas for treatment with Oralit.

- Children with severe dehydration are started on ORS at
) the point of entry into the health system and referred to
a hospital cr puskesmas where IV fluids (Ringer's
lactate) can be given.

Feeding during diarrhoea
Continued feeding during diarrhoea is promoted as
programme policy, however, many doctors still believe in

withholding food.

Drugs and antibiotics
The programme's policy on drugs and antibiotics in the

treatment cf diarrhoea limits their use to those cases where
there is a clear indication. Tetracycline is recommended for
{he trcatment of cholera cases and in epidemic situations for
close contacts of confirmed or suspect cases. The routine use
of antibiotics and antidiarrhoeal drugs in children under five
yenrs of age is actively discouraged.

o
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Despite this policy routine drug treatment of diarrhoen
is prevalent. A study in West Java in 1986 among child
caretakers showed that of children treated for diarrhoea at a
health centre, T6% were given "pills”, 49% given injections
and 24% given "syrup”. Only 14% of the diarrhoca cascs were
given ORS and, of these, only 2% received ORS at the heallh
centre while the remaining 12% were given the packets for
preparalion in Lhe home. althouzh this survey was limited to
Wesl. Java, it raises serious concerns regarding current
diarrihoea treatment practices in health clinics.

Rire powder based ORS

\'nrious sludies of rice powder based ORS have been
conducted in Indonesia, notably in Paulembang. They are
adequately documented in published reports. Rice powder based
ORS is now utilized in several hospitals including the
Infectious Diseases Hospital in Jakarta. In that hopital's
excellent oral rehydration unit both ORS and rice powder based
solut.ions are available from bulk dispensers. Stafl noted
that while the rice based powder solution was effective for
mild dehydration, in moderately dehydrated cases the slower
rate of ingestion, due to its consistency, limited its
suitusbility.

ORS nccess and ORT use rates

The 1986/8% n~stimate of access to ORS is B80%. Virtually
all health facilities now have ORS available. The CDD
Sub-directoratc supplics ORS, has conducted orientation for
5-10% of cadres and provides a small budget for supervision,
to around 20X of puskesmas. This level was achieved in 1985
and has not been expanded. Other puskesmas obtain ORS through
one of the channesl described in section §.

A 1985 evaluation compared health workersa, cadres and
mothers knowledge concerning diarrhoea at, and around, a
sample of CDD Programme puskesmas with those for a sample of
non-CDD Progrnmme puskeamas. No significant difference was
found. The policy of support to selected individual puskesmas
has now been largely abandoned.

Datn from 22 sentinel puskesmas in 1984 showed that 66%
of cases werc reported as treated by the puskesmas and 33% by
candres working in the community. The puskesmas used., on
average, one lilrr of ORS per case, the cadres, 0.6 litres.

GYA
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Results of housrhold surveys of diarrhoea morbidity,
mortality and treatment are presented in section 9.5. The
overall ORS use rate of 52.5% found in the most recent survey
is generally considered to be an overestimate although reasons
for this are nnt wrll axplained. Sugar and salt solutjon was
report.ed as usied in 7.4% of cases and home fluids in 10%.

Field visit findings (health services)

6.3.] Access to ORS
As estimated by kabupaten level staff, just over 50% of
the population of the 24 kabupatens surveyed have reasonable
access to a trained provider of ORS. These estimates are
based upon the numbear of cadres serving the population and the
concentration of population around health centres. Estimates
for individual kabupaten ranged from 0% to 100X, reflecting
both Jdifferencrns in actual availability of packets and
o providers, but also differences in interpretution of the terms
"reasnonable access” and “"trained provider”. These findings
highlight the need for better definition of programme
indicators. '

e ®

el 6.3.2 Case management policy
S The review team found that a standard policy on treatment

of children with diarrhoea was said to be promoted in 19 of :
the 24 kabupatens surveyed. However, specific policies often
differed greatly from national policy as shown in table 6.1.

The poor understanding of the national policy on use of ORS

may be due, in part, Lo the recent change in this policy.
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Claimed puliizy on diarrhoen case management based on
interviews in 24 kabupaten health offices.

ToibLus 6l

Number of kabupaten complying

National policy with national policy
\
: (Cont inued bhreastfercdinge during 20
Jiarrhoea
t‘ontinund solid feads during diarrhoen 18
tisee 0of home juids or prevention of 16
dehydeat ion
lise ull ORS only for dehyvdrated cases 2

6.3.3 Policy on breastferding and weaning
. Twenty one kabupatens claimed to promote a standard
policy on breastfeceding and weaning pracitices, however, the
national policies were consistently followed in. only 4 of the
24 kabupatens surveved. (table 6.2).

e g Oeee

" Table 6.2 Claimed policy on breastfeeding and weaning based on
interviews in ¢4 kabupaten health offices

Nntional policy Number of kabupatens complying
with national policy

-

Exclusive breostfeeing up to 4 months . 7
of age
Continuous breastfeeding up to 24

24 months of age

Introduction of weaning foods at 5
4 months of age

L%
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6.3.4 Treatment of diurvhuca cages by henlth workers
Interviews with 161 health workers confirmed the low
awareness of national policy and highlighted the lack of
understanding or attention to the difference between diarrhoea
alone, and diarrhoea with dehydration. (Table 6.3)

These deficiencies were reflected in observed practices.
Many diarrhoea cases were not touched at all during
assessment, and the history was confined to one or two
questions about diarrhoea alone. Some patients admitted to
hospital wards for diarrhoea were only mildly dehydrated, and
had nat heen treated and observed in an ambulatory setting.

Table 6.3 Stated diarrhoen case management techniques used, based
on interviews with 161 health workers. (Percentage of
workers claiming to practice each element of case

management. )
Doctors Paramedics Cadres
N = 49 N = 88 N = 24
] Assessment of patients:
.+ Ask about .. diarrhoea 100 100 " 100
. vomiting 71 56 50
Look at : mouth/tongue 43 18 21
breathing-rate 64 , 22 13
\ Feel : skin pinch 84 91 58
pulse rate 64 24 4
fon}anelle 64 44 25
Selection of treatment:
Use of ORS for: '
- no dehydration 93 71 79
- mild/moderate dehydration 71 56 2 63
- severe dehydration 43 27 25
Education of moth;rs:
Advise to: *
- stop breastfeeding 7 8
- withhold/decrease 0 4 8
home fluids
. - withhold/decrease solid 36 31 17
foods

o7,
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Table 6.3 iy hows peaor understanding of trealment
policies. Most of the health workers interviewed would treat
non dehydrated patients with ORS and many would routinely use
IV therapy for moderate dehydration.

Examination of patients records in health centres showed
that MRS use was high. With the exception of those in some
well-run hospital «¢linics, most patient records did not record
any physieca] examination findings or dehydration status.
PFatients were not usuwally weighed routinely and Road to Health
(KMS) cards were not requested or expected in almost all
curative facilities visited.

In all but a few health facilities visited, almost all
ambulatory diarrhoea pediatric patients were given
“anti-diarrhoeal"” drugs, frequently with antibiotics. BRased
on pharmacy stock records in one kabupaten hospital twice as
many diarrhoen pntients received "enterovioform” as received
ORS in 1985/86.

On some hospital wards, intravenous therapy was found to
be conlinued Jong after initial hydration.

Education of mothers

Attention -to education of mothers about management of
diasrrhoea at home was inadequate at almost all facilities. At
most, mothers were merely given packets or ORS, with little or
no instruction in mixing or in the amount and timing of
administration. Oniy a few centres actually had the mother
administer ORS under observatilon.

Discussion of appropriate feeding during diarrhoea was
absent or limited.

Instruction was usually not given regarding the symptoms
or signs indicating that the mother should bring the child
back for further attention. No attempt to assess the mother’s
understanding of ORS use before she left the centre was
ugually made.

No flyer or other written instructions were given to
mothers, although the West Java programmec had prepared such
flyers for eventual use.

Advice to mothers concerning prevention of diarrhoea was
usually minimal and vague.

&0
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6.3.6 Visits to diarrhoea training units

Four hospitals in which diarrhoea training units had been
established were visited and assessed (Jakarta IDH, Banda
Aceh, Ujung Pandang and Sidoardjo hospitals). In general, the
physical facilities were found to be of a high standard, staff
well and trained and records well maintained. The use of ;
antibiotics and intravenous fluids were appropriately limited,
however, some cases apparently still being unnecessarily
hospitalized.

Unfortunately the review team found the enormous
potential of these training units to be underutilized.
Reasons include poor linkages with the provincial and
kabupat.en health uuthorities, lack of plans for systematic
training coverage of health personnel and lack of resources.

The Jakarta Infectious Diseases Hospital provided data
which clearly demonstrates the impact of the introduction of
improved case management, based on effective oral rehydration
therapy. These data are summarized in table 6.4.

Tgble 6.4 Diarrhoea cases and deaths, 0-4 years, Infectious
Diseases Hospital, Jakarta 1980-1985

Year opP IP Admission IP IP All. Hospital

diarrhoea diarrhoea rate diarrhcea CFR diarrhoea CFR

cases cases (%) deaths %) deaths - (%) P
1980 1207 454 26.8 57 12.6 62 3.7
1981 1575 508 24.4 31 6.1 39 1.9
1982 3269 492 ' 13.; 45 5.2 48 1.3
1983 4121 452 9.9 36 8.0 44 1.0
1984 4044 607 13.1 24 4.0 26 0.6
1985 4327 846 16.4 14 1.7 19 0.4
:;r:“;:;patinnhs, IP = inpatients

8 assumed TP not counted among OP in reported dnta
b All diarrhoea deaths (OF and [P) as percentnge of OP + 1P cases

6!
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Interviews with 107 pharmacists/drug sellers
The main finding of the interviews conducted'at

pharmacies (apotik), drug sellers (toko obat) and stores
selling OTC drugs as a sideline (warung) is that
"antidiarrhoeal” drugs are almost always offered as the first
line of treatment.

The turnover of the 6 most frequently sold
"antidiarrhoeal!” compounds and ORS for the drug retailers
interviewed is summarized in table 6.5. At-:least 15 other
medicnments were mentioned as treatment for diarrhoea

None of the 6 products listed has a composition of proven
benefit in the treatment of acute diarrhoea and some
ingredients are potentially harmful. The constituents of
these and some wther “"antidiarrhoeal” drugs found to be

readily available are shown in Annex 8.




Table 6.5

[

|o*

Costs and turnover of the 6

S

"antidiarrhoeal” drugs most

commonly cited among the J top selling products, and of

ORS, from interviews with 107 pharmacists/drug sellers.®
E;;;;-;;;;- Kusder of. ¥azoer of cases Cost of tresting  Gross monthly
of precust resocadents treated per aonth  one child case turaover per
geaticaing poaduct  ger respondent (Bupiab) resposdeat.
in 3 dest sailece (Bupiab 1 1000}
2atrostep {0 20 800 Il
(5 - 1500 (50 - 1000} (2 - 2004
Disrent U 20 1550 19
(3 - 300 (450 - 21700) {3 - 300}
Lyoageia 1§ bl 3400 56
(6 - 2001 (2000 - $299) (15 - 1062)
Dialcrs H 0 us St
{10 - 125 (130 - 700 (2 - 28}
Suiphaguansdine I 15 183 ]
(8 - 150 (%0 - 580) 6.3 - 2}
teaifara 13 {0 260 §
2 - 1250) (20 - 1750} (1.5 - 315)
ois . % §00 12.5
{0 - 200} (150 - 1500) (1.2 - 225)

Table shows medxan values for number of respondents in

column 1 and ranges in brackets.

Includes Oralit and Pharolit as well as ORS products not
conforming to the WHO recommended formulation, e.g. Eltolit

and Krista}yte
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It may be noted from table 6.5 that ORS provides for the
retailer a profit gcnerating potential greater than that of 3
of the other products listed, .even at current sales levels.
However, most retailers sell a wide range of "antidiarrhoeal”
products for which the total combined turnover is usually
greatly in excess of that for ORS. .

When questinned about current ORS stock levels only 5 of
80 respondents to the questions were without ORS, mostly
warungs. Only 2 respondents claoimed to have problems in
acquiring ORS. ' )

Concerning advice on feeding and fluid intake during
diarrhoea 19 of 77 respcndents recommended stopping or
decreasing breast milk, 29 stopping or decreasing bottle
feeding, 8 recommended reduced or suspended fluid intake and
25 reduction or cessation of solid foods. Around one third of
respondents gave no advice on these matters and only 17
advised increasing fluids.

Interviews with 184 households

Results of  interviews with mothers conducted during the
cluster household surveys are presented in table 6.6.

A high percentage of mothers recognized the packet, and
could prepare ORS correctly and many had used it. There is
still misunderstanding among many mothers, however, about the
importance of continuing solid foods during diarrhoea.

Table 6.6 Knowledge of 184 mothers interviewed on diarrhoea case

management.

Percentage of mothers who:

Recognize ORS packet 77
Had used ORS 59
Correctly demonstrated 55.8

how to prepare ORS
'

During diarrhoea: Stop Decrease Continue/lIncrease
Breastfeeding 13 4 83
Bottlefeeding 39 8 53
Other  fluids 11 6 © 83
Solid foods 23 18 59

8 0t the 142 who recognized the ORS packet.

cf




6.6.3

6.6.4

6.6.5

6.6.6

56
Key _Tssues

Knowledge of the standard treutment plans for diarrhoea is not
widespread among health staff and, where known, they are not
properly applied. Use of drugs and IV fluids in the treatment of
diarrhoea remains excessive.

Most health workers fail to give sufficient priority to
distinguishing betwveen diarrhoea and dehydration, both in patient
assessment and in treatment.

Inndequate attention is given to feeding during and after
diarrhoea, particularly in the health education given to mothers.

Minimal attention is given to advising mothers of when skilled
attention for diarrhoea cases should be sought.

Demonstration of mixing and administration of ORS in health
facilities is rare as is actual rehydration of cases, orally, in
health centres and hospital outpatients.

Moderately dehydrated patients are often inappropriately admitted
to hospital for intravenous therapy which is often continued past
the point of rehydration. ORS is not sufficiently used for
severely dehydrated patients once they are able to drink.

Weighing of children at thc posyandu, rarely leads to enquiry
concerning diarrhoea as a couse of growth faltering, nor to mother
education by the cadre (regarding increased feeding to overcome
the weight loss, and future diarrhoea case management.)! .

Recommendations

The diarrhoea case management strategy should be given highest
priority. It should emphasize:
- use of home fluids when diarrhoea begins, to prevent
dehydration .
- use of Oralit (ORS) to treat dehydration .
- cont.inued feeding during diarrhoea
- éarly referral of severe cases and those not responding
to treatment
- limiting the use of antibiotics and IV (luids tn
speritic defined conditions
- no use of antidiarrhoeal drugs

This policy should be widely disseminaled through various chennels
including informalion to private sector pharamcists/drug sellers.

6S
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In view of their lack of efficacy, their possible harmful effects
in ¢hildren and Lhe enormous wastage of resources which they
entail, the use of antidiarrhoeal drugs should be discontinued in
the public sector. Legislation should be considered to limit
advertising, manufacture and sale of such drugs.

Heallh worker and cndre training programmes should provide more
praoctice in patienl. assessment and in appropriate patient
education, particularly related to ferding during diarrhoesa and
eriteria for secking medical care.

Supervisory and monitoring approaches which assess the
apprnpriateness of inpatient and ambulatory case management,
including the =f(fectliveness of mother education, should bhe
developed and implemented.

The Infectious Disrnses Hospital in Jakarta should be formally
desiunated as n national diaurrhoea training unit (DTU). Adequate
resources should be sought. to ennble it to conduct regular courses
for doctors and nurses, particularly those who will serve eos
trainers in similar units in provincial and kabupaten hospitals.
This unit could serve a coordinating role for technical support.
and evaluation ol existing and future DTUs.

Simple wallcharts showing standard diarrhoea treatment plans
related to degree of dehydratinon should be posted in every room
where children with diarrhnea are treated.

A earefully designed flyer should be distributed showing in
pictures how to miy and administer ORS, the appropriate use of
foods and breastfeeding during diarrhonea, and the signs and
symptoms upon which the mother should take the child to a health

care provider.

Sce nlso recommendations presented in sections 3, 4, 10 and L1,
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Vaccine supply and distribution

7

7.1 Quantities of vaccine distributed
Data was reviewed for the period April 1985 - March 1986,
the government fiscal year, and is presented in Table 7.1.

Table 7.]_ : Vaccine distribution in 1985/86 and current national
level vaccine stocks 2

{ ¢ Amount i Average i Present ¢ How long |
+ Vaceine idistributed | monthly ' stock yrstock will
0 _t._in_year. A use H !last(Mnth)bL
: RCG v 18,652,720 1 1,554,393 : o ¢ . (¢} J
; DPT ¢ 9,514,190 792,849 v 1,326,780 1.7 !
: OPV v T.342,220 629,018 v 1,202,414 1.9 :
: ' : H ' :
i Measles ¢+ 1,798,950 | 149,913 : 447,800 2.0 !
’ (] ] [} (] '
L] ) ] ] ' '
: TT v 14,868,720 | 1,239,060 i\ 2,270,730 1.8 .
] ] ) ) (] (]
. . ' ' ' "
g DT ' 8,926,450 | 743,870 H 105,650 | 0.2 :
‘ ] ] [] [] ]
5 All figures are numbers of doses.
b Assuming the same rate of use as in the period April 1985-March
1986.
q Programme budget for vaccine purchase in 1986/87 is exhausted.

A loan agreement has been made with a producer to supply
vaccine against pavment in the 1987/88 fiscal year.

Bacterial vaccines are supplied directly “rom the vaccine
manufacturer to the 27 provinces under direct contract
pavable from provincial budget allocations. A 'buffer' stock
is held at the national programme headquarters to maintain
vaccine supply to any province that exhausts its contract

quota before the end of the year.
'

Viral vaccines are now imported through UNICEF funded by
an IBRD loan. Rotary International has recently agreed to
provide 122,000,000 doses of OPV to Indonesia estimated to be
sufficient for 5 years starting from July 1987. All bacterial
vaccines are purchased from government budget.
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7.2 Vaccine distributjon cfficiency

A random selection of ten recent vaccine request/shipment
transactions was nnalyzed.

The analysis, summarized in Annex 9 showed that province
requests usually tonok only 1-2 days to reach the capital, the
worst case being 8 days. The administrative work within the
Directornte-Genrral wns found Lo be excellent with every
request transferred to the Sub-Directorate on the same day.

Generally, the Sub-Directorate responded rapidly, usually
in 2-1 days. The worst cases were two recent requests for BCG
vaccine with delays of 12 and 24 days at time of the review,
These were explained by the fact that the budget for BCG
purchase hud been exhausted and a new agreement had just been
signed with the manufacturer. However, they indicate a
logistics/management failure as depletion of the stock should
have been anticipated through existing data collection/
analysis systems. -

T3 Cold chain facilities
Cold chain facilities at national level are as shown in
Table 7.2.

Table 7.2: National level EPI cold chain facilities

: H ‘ : ' + In ser- iTemperature |
¢ No iCold Room Type : Size | Working | Alaru |vice since | when :
1 H H il ; ; } reviewed |
! 1 !Genaplast 65 m? | Yes ! No ! 1980 ' 49C :
' L] ' ) . . 1 .
. ' L . . . L] '
12 ! Jetcool 136 m3 | VYes ! No ‘April 1986 | -20°cC |
'3 !local Assembly 66 mS ! Yes ! No ! 1974 1 -2°C |
1) L] L] (] (] L] L] ]
L ) - L | - 1 1 1 S S

Cold rooms 1 and 3 each have double compressor/evaporator
systems and in the event of failure of the mains electricity
supply a generator starts automatically. This was demonstrated
satisfnctorily. For cold room 1 each compressor is run for one
week at a time with a change-over each Monday when a 15 minute
generator test is nlso carried out. A record of generator run
dates/hours is maintained. Cold room 2 has only one
compressor/evaporator system linked to a manual start generator.

4y
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Other EPI supplies ;

Vaccination equipment and refrigeration spare parts are
supplied by UNICEF annually and distributed to the provinces,
also usually on an annual basis. The distribution of
selected EPI supplies in 1985 is summarized in Table 7.3.

Table 7.3 : Distribution of selected EPI supplies in 1985

. 1Syringe ‘BCG Barrel  |Needle ‘Needle |lLampglass | Wick |
e t _2nd ' (DPT x 12 'BOG x 12 ! & I e
1 Aceh + 600 250 i 600 7 500 y 200 v 200 \
¢ Jakarta v 1000 ¢ 500 {600 ' 900 . : - ¢
v W. Java ' 3000 + 1200 + 3000 + 2500 1 900 1 800 :
+ E. Java 1 4000 1 1800 + 4000 1 3500 v 1300 + 1300 .
\ S. Sulawesi | 700 350 + 800 v 800 v 375 v 375 H
' S.E. Sulawesi; 200 ¢ 100 i 200 v 200 : 30 : 50 '
H H : H H H H '
: : : H H H H H
1 _Indonesia ¢ 21,000 {9650 121,600 119,100 } 6,725 } 6725 B

Distribution is based on estimates made at national
; level. Where some information is known concerning provincial
S stocks this is taken into account but this is not usual. A
'buffer’ stock of each item is retained at national level
should there be any shortage in the provinces.

! Efforts have been made to establish a logistics monitoring
svstem based on quarterly reports. This has fallen into disuse
due to the lack of capacity at national level to analyse the
data and provide feed-back to the provincés.

7.5 Field visit findings

7.5.1 Vaccine stocks
Generally, vaccine was available at all levels but wide

variations in stock lcvels were noted (from 0 to 14 months’
supply). While stock records are almost always completed, they
are not used as a tool to signal re-order points. Particularly
at. province level, the shortage of storage space also leads to
occasional depletion of stocks.
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7.5.2 Cold Chain

Recent programme expansion has put pressure on storage
capacities at provincial levels in particular. Despite this,
maintenance of temperatures was found to be good in cold rooms
and freezers aut provincial level.

The situation at district level was not as good; only 17
of 23 refrigerators and frecezers inspected were within an
acceptable temperature range.

At health farcility level the picture was variable. Almost
all health facilities in Indonesia have been equipped with new
vaccinc storage refrigerators within the last two years
therelore, temperature failures are mainly due to human error.
Principal finding= atL health centre level are summarized in
table 7.4.

Table 7.4 Cold chain (indings in 59 health facilities

Number -% of total
Refrigerator working 55 95
Thermometer in fridge 51 835
Temperature records maintained 41 10
Temperature satisfactory at 47 80
time of visit
DPT/TT/DT frozen at time of 7 12
visit |
Expired vaccine in stock 7 12
Stock records availabla 50 85
Frozen cold packs or ice 46 80

in fridge

Clearly there

is still considerable room for improvement

as 1 in 5 refrigerators had an unacceptable storsage

temperature, in other words upto 20% of vaccinations in health
facilities visited may be carried out with damaged, possibly
The: province of Aceh was notably weak

impotent vaccine.

amongst those surveyved.
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.5.% Other logistics
There are widely réported shortages of syringes and

needles. Each vaccinator is initially supplied with ten 2mi
svringes and 10 dozen needles in his kit. In 198§
approximately 10 additional syringes and 10 dozen needles were
also made available to each health centre. In 1986 these
amounts were doubled. Apart from many distribution problems
leading to shortages or occasionally over-stocking, EPI
syringes are used widely for other injection purposes leading
to a continued shortage for immunization. Recent changes in
syrine/ncedle Lypes has caused confusion in some areas as
older syringes/needles are not interchangeable with the new
t.ype. '

-3

.5.1 Private sector cold chain
A surprising number of the pharmacies visited stock
vaccines for sale to private practice doctors. Of 107
pharmacies visited 3 were found to stock one or more vaccines.
Findings are presented in table 7.5. They clearly demonstrate
the serious dander of untrained staff managing vaccine
distribution.

f g Table 7.5 (Cnld chain (Cindings in 32 pharmacies stocking EPl vaccines.

.'; i ' : Number % of total
Total pharmacies 31 100
Keeping vaccine in fridge ' 25 - 80
Storage temp.< 8°C - 9 30

Expired vaccine in stock 9 30

7.
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T.6.06

7.6.8

Cold chain
Stornge space al provincial level. is inadequate for the
rapidly increasing vaccine needs. j

Despite the need for absolute integrity of the cold chain at
national level not all cold rooms at national level are
fitted with secondary cooling systems.

Toxoid vaccines are too often being frozen (12% of stocks
observed during the review).

Kabupaten and health facility cold chains are well equipped
but staff require further support to improve maintenance.

The vaccine conld chain of commercial pharmacies is frecquently
inndequate.

Vaccine distribution_and_st.ock records

Vaceine stock records are erratiically maintained partly
because they are not used as a monitoring tool to ensure
cont.inuity of supply. ’

With increasing demand delays in vaccine shipment of more
than a few days are unacceptable.

Large amounts of vaccine held for quality control testing are
distorting stock records at national level.

Svringcs and needles

There are widespread shortages of syringes and needles for
immunization because those supplied are used for other
purposes.

Changes in syringe types and sizes have caused some confusion.

Recommendations

Vaccine storage requirements at provincial level should be
reviewed tﬁroughuut the country and the necessary
additional/replacement equipment supplied as soon as possible.
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7.7.5

Cnld chain maintenance procoedures should be a subject for
training and discussion with kabupaten and health facility
stafl during roulinc meetings and supervisory visits.

Clenr temperature guidelines for each vaccine should be
disseminated, perhaps in the form of a chart to be circulated
to all cold rhain mnnagers.

Cold room 2 at national level should be fitted with a reserve
cooling unit as soon as possibie.

Data should be obtained from the vaccine manufacturer
concerning the amount of vaccine supplied to commercial
distributors. Storage guidelines should then be sent to all
identified distributors and pharmacies and a system of random
supervision introduced.

Vacuine distribution and stock records

Stock records need to be seen as a monitoring tool rather
than as a recording chore. They should be a subject of
training and discussion during routine meetings and
supervisory visilts.

A 'muximum acceptable delay' period should be set for each
vaccine shipment (suggested 1 week). Should this period have
elapsed the person concerned should then consult with the
chief of the sub-directorate. Provinces should be informed
of any delay. :

Vaccine should be retained for quality control only until it
has passed its expiryv date and then destroyed. Vaccine
samples for qualijty control should te recorded separately.

Syringes and needles

The EPI Sub-directorate should meet with representatives from
the Directorate General of Community Health and the Family
Planning Coordinating Board, the main other users of syringes
and needles, to discuss requirements. Every vaccinator
should have at least enough needles for each child he will

vaccinate in any one day.

7.7.10 A clear explanation should be disseminated concerning the

change from 'Record’ to 'Luer’ tip syringes.

b
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Immunization performance

Reporting svstem

Data on immunizations performed by vaccinators are
collected monthly at the kabupaten level and reported to the
province. It takes about one month for reports from puskesmas
to reach the central office.

Alse at the puskesmas level an EPI activity report is
integrated with other health programme reports, tabulated and
sent Jdirectly to the Directorate General of Community Health
in Jakarta. A copy is also sent to the lkabupaten for
discussion of - results. This integrated hcalth recording and

roperting system oo . introduced in 1981, It continues o
experiences delavs i analysis at aentral level. Typically,
thers is a feur monlh delay for the provisional repart from
eontiai level and there is ususlly almost one vear delay for

the Tinad compiete report.

Reports of immunization performed
In the ten years since the EPI began coverage rates have
been slowly, but steadily, increasing. (Annex 10)

1n 1983/1984 the third dose for DPT was introduced along
with the introduction of OPV. By 1985/1986 the coverage rates
for cligible children were 63%, 51% and 27% for DPT1, DPT2 and
DPT}, respectively.

OPV was introduced in 1980/81 and by 1985/1986 the
coverage rates for eligible children were 46X, 33X and 24% for
OPV1, OPV2 and OPV3, respectively.

Measles immunization was started in 1981/1982. Coverage
has increased significantly and by 1985/1986 the coveruge rate

for eligible children was 26%.

BCG vaccination was started in 1972 and was relatively
well established before the EPI was launched in 1977.
Coverage levels in eligible children had reached 55X by
1979/1980. Only modest increases have been achieved since
then and by 1985/1986 the coverage rate for eligible children
was 65%.
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Caverage of pregnant vomen with TT has shown a steady
increase, although the second dose coverage levels reached
only 25X of pregnant women in 1985/1986. The national policy
is to provide a booster dose of TT for pregnant women who have
been previously vaccinated only if more than three years have
elapsed since the last dose. Therefore, the number of pregnant
women adequetely protected ageinst tetanus, and whose newborns
are adequately protected from neonatal tetanus is expected to
be higher than Lhe coverage level for reported doses of TT2.
Coverage rates for 1985/86 are compared with 1982/83 levels
and 1988/89 targets in figure 8.1.

Immunization targets
The immunization coverage targets for all EPI antigens,

except for TT, were revised upwards in 1985/1986 to reflect
the progress in immunization coverage levels. Comparison of
the 1985/1986 achicvements with the 1987 targets showed that
19% (5/27) of provinces achieved the 1987 target of 70% for
BCG, 1% (3/27) achieved the 1987 target of 45% for DPT3, and
T% (2/27) achiceved the 1987 target of 45% for OPV3.

Drop-out rates
Drop-out rates for DPT1-DPT3, OPV1-OPV3, TT1-TT2, and

BCG-Mnasles in 1985/1986 were 57%, 47X, 28%, and 59%,
respectively. Although these drop-out rates are high, they
represent an improvement over rates in previous years. The
decreasing drop-out rates for DPT (34X decrease in drop-out
rate from 1983/1984 to 1985/1986) are especially encouraging
and represent, in part, the new policy of providing three
doses of DPT in all FEPI areas (at the time of the first EPI
review it was the policy to only use third dose of DPT in
areas where OPV had been introduced).

Coverage survevs

In 1984/1985 a total of 58 immunization coverage surveys
were canducted in 15 provinces. In 1985/1986 a ‘total of 87
immunization cecverage surveys were conducted in 22 provinces.

Previous programme evaluations

Two special EPI evaluations were .done in August 1980 and
in August-September 1981 by joint Government/USAID/UNICEF/WHO
revievw teams. A comprehensive review of the EP1l and selected
primary health care activities was conducted in
September-October 1982 by a joint Government/WilO/UNICEF/USAID
roevinw tenm.




Field visit findings

Note: This section incorporates findings related to section 2, EPI
planning and administration.
8.6.1 Health worker interviews
Selected findings of interviews with 151 health workers
are presented in table 8.1.-
Table 8.1 Knowledge of health workers on immunization schedule and
contraindications.
(%X of respondents correctly knowing item)
Doctors Other health workers Cadres
Item n = 41 ) n =285 8 n = 25
Immunization schedule: ) ¥k
BC(; , 83 72 71
DPT 93 ' 87 84
oPVv 93 B4 7T
Mensles 85 87 71
TT 88 87 76
Contraindication policy:
Mild fever 63 14 27
Cold or flu 54 44 19
Diarrhoea 32 32 20
Malnutrition 51 40 43

Includes 48 nurses, 23 midwives and 14 vaccinators.

In addition, 16X of doctors and 28% of other health
workers were considered to provide information on immunization
side effects poorly. All catlegories of health workers were
better informed about the immunization schedule than about the
current policy on countraindications. It is common for health
workers to refuse to immunize children with mild fever,
diarrhoea or malnutrition.

Sterilization of vaccination equipment was often found to
be compromised. lnadequate boiling times, rinsing of syringe
between patients in water kept. in an uvpen container (sometimes
using the contaminated needle), and placing contaminated
needles in sterile areas were noted. The current policy is to
use only one sterile syringe per EPl antigen.
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8.6.2

1t was nuted Lhal vaccinators would often refuse to open
a viol of vaceine if only one child required immunization (in
some instances vaccinators stated they would not open a vial

until at least five children were present). 1t is common for
health workers to recommend starting BCG vaccination at three
months of age. - ‘

Cadres arc involved in mobilization of eligible children
and assist in organizing the immunization session in the
posvandu. They are not directly involved with vaccine
storage, handling, or delivery.

The majority of doctors and nurses indicated that they
knew how to handle vaccines and sterilization correctly.
While few immunizalion sessions were witnessed, documentation
and observation of handling of vaccine and equipment indicated
that their practice was often inferior to their knowledge.

Health facility inbterviews

Tmmunization registers in health facilities were often
kept. by date af immunization session and not by village,
making identification of drop-outs difficult. Vaccines
administered to children over 14 months of age were reported
either ns administered to children under 15 months or as doses
wasted. Average reporting completeness for the reporting
month of October 1986 was 84X. : ‘

In some facilities (including some university hquitnls)
the simultaneous administration of more than one EPI antigeq
was not practiced. Sometimes children outside of the target
age group were denied immunization even though they had
already started an immunization series.

In several areas immunization cards were in insufficient
supply and, even when available, were found to be incorrectly
used or not used.

It was noted that, in hospitals, MCH clinics were not
coordinated, with immunization clinics. ‘Also immunizations
pevrformed in hospitals were often poorly recorded and not
reported. Typically there was infrequent or no supervision of

the cold chain and poor logistics.

Tt. was noted that scheduled immunization sessions at
puskesmas, vaccination posts and posyandus were not always

conducted.
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livalth education regarding the EPI was typically wmissing
during the immunization sessginns and the importance of
reelurning Lo complete immunization series was not stressed nore

the possible side etftfects expluined.

A summary ol drop-out rates based oo records ava babibe g
visited. henlth facilities igs presented in table A.2. [t can
be seen t'rom this analysis that more than 40% ol henlth
facilities have drop-out rates higher Lhan 0% ifrom the [irst
to third dose for DPT and OPV.

Table 8.2 Distribution of drop-out rates, by vaucecine, based on
records in 47 puskosmas and hospitals. :

—een - o P ‘ mmessvicmms rmamoe - o tes emmmie eses

Drop=oultl. rice

Vaceine 0-29% 30-49% 50% and higher
DPT1 - DPT3 36 24 10
OPV1 - OPV3 28 26 16

: Tl = TT2 47 29 24

8.6.3 Kabupaten and provincial level interviews

Fuil-time staff responsible f{or the EP[ werc well
e identified at provincial and kabuputen levels. Ninety-sia
percent. of the EP] managers in the 24 kabupatens interviewed
reported spending in excess of 80% oi theiwr time in
EPI-related activities., Seventy=-six percent of kabupaten EP!
managers had participated in either'a senior or mid-leve! kDI
management course and only 8% indicated no:formal EPI training.

More than 80% of the kabupatens indicated available
transportation was a constraint to programme operations in
their areas. ,

In some arecas it was felt that the target population
denominator provided by higher levels was too large and that
coverage was therefore underestimated. Typically, however,
kabupatens did not. huve a good estimate of the number of
newborns for their areas.

It was evident that there was a lack of local level
planning and management of the EPl. In general, supervisors
are not given responsibility to change work plans based on
local needs. There are usually no systematic monitoring of
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8.6.4

immunization performance by geographic area. Areas not
covered by puskesmas, vaccination post or posyandu are not.
being identified and special efforts are not being made to
cover these populations.

Although it was encouraging that. some pravinces have made
speecial efforts to eonsure that. vaccination posts are not
dropped, in some areas they are being stopped in favour of
camplele posyandus. More than one health worker capable of
delivering immuniza*ions, e.g. both a nurse and a vaccinator
somcl.mes attend 'the same posyvandu at the same time, thus
missing an oppartunity Lo provide immunizalion elsewhere.

It is notewnithy that some provinces had devised
“sweeping” operations to increa<e immunization coverage in
kabupatens where coverage was low. Some had used surveillance
data Lo focus efforts for collaborative assistance for the
EPl from the PRE. W“When faced with inadequate budget for
supervision, some provinces had found innovative solutions

such as mail surveys.

Missed opnortunities for immunization

A "missed opportunity to.immunize” is defined as a child
or woman visiting 2 health cere facility who should have and
could have been immunized, but was not.

Eligible children and pregnant women presenting at
curative facilities often were not screened properly for their
immunization status. In addition, rarely did curative
facilities have immunization services available at the same
time as the outpatient department clinics.

As part of the review, a total of 104 children 2-14
months of age attending 6 provincial hospitals, with minor
ailments, not considered contraindications for immunization,
were assessed for missed opportunities (table 8.3).

.
L
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Table 8.3 Missed opportunities for immunizing children 2-14 months

of age attending outpatient clirnics at 6 provincial
hospitals

South _ South-East West LCast
Sulawesi Sulawesi Aceh Jakarta Java Java Total

Number of .
children 16 18 20 20 16 14 104

Number who

needed but

did not 15 7 16 16 10 11 76
receive any

immunization

Percentage 94% ' 39% 100% #0% 63% T9% 76%

Overall, 76X of the eligible children who required
immunizations did not receive them. Also a large percentage
needed more than one antigen, but few ware provided even one
antigen.

None of the 28 children aged 9-14 months of age who
needed measles immupization received vaccine.

Kev issues

Recent new strategies for increasing EPI activities and
coveruge were noted by the review team. Many unresolved
issues were, however, noted. The major issues are listed as
items I.1.1 - I.1.8 of the Executive Summary (Part A). Other
specific issucs are listed below.

Planning and administration

There is a lack of planning and responsive use 6f
reported data at the local level to adapt strategies to local
conditions or respond to problems or performance failures.

Coverage
Many rural areas in low populalion density provinces have

no awareness of the need for immunization or the location of
immunjzation services. These areas will have difficulty
meeting the national targets.
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8.7.4

8.7.9

8.7.11

High drop-out rates for the multi-dose vaccines represent
a failure to follow-up on those individuals who, by
definition, have used health services for immunization.

Denominators for determining couverage rates are sumetimes
in dispute. :

There is no probision for reporting of,doses administered
to children older than the target age group.

Sterilization

Injections are rarely given with a sterile needle and
sterile syringe for each person. Therefore, any injection,
including those given for immunization, carries a high risk
of transmission of viral diseases such as hepatitis B.

Sterilization of “waccination eguipment was found to be
inadequate. The current practice of using only one syringe
per antigen is inadequate.

Policy and strategyv

"Missed opportunities”™ for immunization of children and
women are occurring primarily in two ways ! (1) children
attending clinical facilities for illness and women bringing
their children for care are not being screened for
immunization status and givgn the necded immunizations;
(2) many curative facilities do not offer immunization at
all.?or do it only in special immunization or well-child

units.

Immunization programmes have not. been integrated in many
hospitals and polyclinics. .

Staff other than vaccinators have becn trained to provide
immunization, but in outreach situations MCH staff rarely
provide immunizations, while in fixed fucilities MCH stuff
rarely immunize children coming fur treutment of illness.
This lack of functional integration results in many missed
opportunities for reaching children who need immunizations.

It is common for health workers to refuse to vaccinate
children with mild fever, diarrhoea, and malnutrition.

5/

:
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8.7.13

8.7.14

8.7.15

Vaccinators often refuse to open a vial of vaccine when
only one child requires immunization.

The target age group for immunization services is
currently 3 to 14 months of age rather than children under 12
months of age and the immunization schedule does not yet ;
fully conform to the most recent recommendations of the EPI
Global Advisory Group for protection af the earliest possible
age. :

Women are rarely provided immunizution cards for tetanus
immunization.

Measles immunization is sometimes denied those
individuals who have a history of prior measles disease.

Recommendations

Reference should also be made to major recommendutions
made in the Executive Summary (Part A), some of which are
reiterated below.

Efforts should be made at provinece and kabupaten level to
encourage and assist kabupaten and puskesmas staff to develop
local plans of action to improve immunization coverage based
on the unique programme constraints and opportunities in
their areas. These local plans should show which strategy
will be used for providing immunization services for each
village. : "
Coverage

There is still a need to geogzapthally expand the
programme. In the remote rural areas, especially in the 10h
population density provinces, there is a need to develup
special, innovative strategies suitable for the unique
situations in each area planned at the local level. Mobile
activities, “"sweeping"” operations, and other strategies
should be considered. 1In addition, all provinces should make
use of surveillance data to focus resources und programme
activities to areas of greatest nceds.




4.8.4

¥ s

Immunization registers should be organized by village and
by name ot child to easily assess the immunization status and
to identify drop-outs. 1t is turther recommended that
newborns registered by the PRR on towrm FF] be entered onto
these immunization registers to identify eligibles and to
make efforts to reach those children who Jdu not present lur
immunization services. Once a child has started an
imnunization series, the complete lmmunization series should
be provided even 1f the child become¢s older than the target
age group.

The basis for denominators for determining percent
coverage should be the best estimate of the total number of
newborns. Each province has heen given the provincial crude
birth rate and the formula that euch lkabupaten and puskesmas
can use to estimate the target of newborns. At present, this
would seem to be the best estimate for determining coverage
in puskesmas, kabupaten and province areas. Coverage should
always be expressed as a percentage of newborns.

Immunizations should be reported separately for children
younger and older than the first birth@ay.

Sterilization

In-service training on sterilization procedures should be
conducted with special emphasis on vaccinators and other
health workers directly responsible for delivering -
immunization gervices.

A policy of one sterile needle and one sterile syringe
per child should be established. Implementation of this
recommendation will require the development of a plan of
training and motivation of staff as well as a plan of -
procurement of equipment.

Policv and strateyy

A policy that immunization services be available at all
curative centres during times of scheduled outpatient
department activities for children and pregnant women should
be established.
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8.8.11

8.8.12

8.8.13

8

.8.

Jd

All children less than 2 years of age coming to a health
focility for treatment of illness should be screened for
their immunization status and appropriate immunization given,
in.-the absence of high fever. Children so ill that they need
hospitalization should be given measles vaccine at admission
and the balance of the immunizations prior to discharge from
the hospital.

In urban areas it is especially important to provide
immunization services in all health care facilities,
including subhcentres. These facilities and subcentres, as
well as health insurance schemes, can be made responsible for
immunization of the population in their catchment areas.

Hospitals should be brought into the immunization
delivery system to ensure a continuous vaccine supply,
adequate cold chain procedures and regular standardized
reporting. =

A policy of opening a vial of vaccine even if only one
child is present. should be instituted. It is better to waste
the vaccine than to "waste” a child.

The contraindications policy needs to be disemminated to
nll levels.

The immunization schedule and the:' target age group should
be established to complete the immunization series prior to

the first birthday.

Where poliomyelitis has not been controlled, use of OI'V
in the newborn period is important to provide early
protcction. In this situation, oral polio vaccine is ngen
at. hirth or at first contact, with subsequent doses at 6, 10
and 14 weeks of age. Routine immunization with DPT and OPV
can be safely and effectively initiated at 6 weeks of age.
The EPI Global Advisory Group designed the following schedule
to provide . protection at the earliest possible age:

Age Vacecine
Birth ; OPV, BCG
6 weecks OPV, DPT
10 weeks ) oPV, NPT
14 weeks ' OPV, DPT
9 months Measles




.'8}8{15 : Increased priority should be giJen_to the provision of
‘" tetanus toxoid to eligible women.

The first priority should be to increased collaboration
with the Ministry of Religion to ensure that TT immunization
prior to marriage becomes a routine requirement, throughout
the country, before the end of the current Five Year Plan.
This information should be recorded in the marriage book.

The next priority should be to ensure that each woman
receives immunization during pregnancy with two doses of TT.
Third prinrity should be directed to the immunization of all
B women in the reproductLive age group. Immunization of .

o schoolgirls is necessary to make an impact on the longer term.

Immunization recards should be provided to women
receiving tetanus immunization.

8.8.16 " Increused priority should be given to the provision of
measles vaccines. Efforts should be made to assure that
measles vaccine is available on a daily basis at all health
facilities seeing eligible child?en.

: 8.8.17 The strategies of intensification of activities in the 8
largest provinces covering over 70% of the Indonesian
population, the reorientation of vaccinatidn delivery from
unipurpose vaccination posts to integrated posyandus and the
dctive recruitment cf government and voluntary organizations
(specifically: PKE, religious leaders, and teachers) as
partners in the immunization programme shouldbe continued and
the activities accelerated.
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Surveillance

‘Introduction

A distinction must .be made between reporting and
collecting data, and surveillance. In Indonesia there are
several different schemes for reporting and collecting
information, but the appropriate use of that information for
surveillance is more difficult to ascertain.

Surveillance involves the collection, collation, analysis
and dissemination of information so that it can be used to
contrcl disease and improve the operation of programmes. The
surveillance system should be well described so that all
workers know what is expected of them. Reports must be
timely so that those that provide information realize their
importance. The information requested by central office must
be limited in amount to facilitate ease and accuracy of
reporting.

Surveillance should be conducted either by or in close
coordination with the organization responsible for acting
upon the information. Surveillance should not be limited to
actual discease occurrence, but should also include the
surveillance of activities for the control of disease. This
section of the report, however, deals primarily with disease
surveillance.

Within the Ministry of Health in Indonesia, surveillance
is ‘the responsibility of the Directorate-General of
Communicable Diseases and Environmental Health (usually
referred to as CDC).
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9.2

9.2.1

9.2.4

Reporting svstenms

There is a multiplicity of reporting systems (Annex 11),
and’ it frequently becomes difficult to compare or utilize the
various reports. Some of these reports are described below
and selected data for the years 1981-1985 presented in
tables 9.1 and 9.2.

Weeklv reporting from puskesmas
The basic working surveillance mechanism is the weekly

reporting of selected diseases (using form W-2) by puskesmes
to kecamatarn, to kabupaten and to provincial offices.
Consolidated weekly reports are sent to the CDC. These are
examined for completeness and provinces not responding are
queried. This information is published in the EPI-D bulletin.

This system is intended to provide a passive monitoring
of the occurrence of disease and stimulate eurly warning of
unusual occurrences.

Unusual occurrence reporting

The weekly recporting system is augmented by a less formal
system of notification of outbreaks or unusual occurrences,
wnich are, in greater frequency, investigated by
epidemiologists from the Field Epidemiology Training Programme.

Monthly revorting from hospitals R

A further reporting system (SRS) involves monthly reports
of diseases from hospitals. While it would seem that data
from this system should show some correlation with those from
the sentinel hospitel reporting system , there are major :
variations. This is also the case for the provincial
distributions shown in Annex 12.

Monthly revort from puskesmas

- The source of informstion for this system, operated by
the Directorate General of Community Health, is the puskesmas
daily register of patients or patients’' individual reports. ;

The' puskesmes keeps one copy and sends the other copies
to kabupaten, province and central levels. With completeness
of reporting greeter than 90% this system has potential. For
surveiliance the main disadvantages are the lack of accurate
information on deaths and on the number of cases occurring
outside Lhe puskesmas.
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9.2.5

9.2.6

In most provinces the CDC staff request access Lo this
data through individual arrangements with the community healtn
staff. In some kabupaten and provinces it i3 the only source
of more or less reliable incidence data.

Sentine! reporting svstems
Hospitals in each province have been designated as

sentinel reporting sites for vaccine preventabie diseases
under a system introduced in 1982. 1In 1983, however, only 43%
of expected reports were received and there is a high rate of
delayed reporting.

An additional sentirel reporting system tor diarrhoeal
and’ vaccine preventable diseases. exists using selected
puskesmas in each province. Since they do not necessarily
cover the same populations it is difficult to make comparisons
between the two sentinel systems. A

Integrated health reporting svstem

This computerized system operated by the Directorate
General of Community Health, incorporates all diagnoses for
puskesmas -and ambulatory hospital attendances. It is not,
however, conducive to surveillance functicns due to the ’
uneveness of reporting and the delays in dacta entry and
processing.

Local area monitoring system
Recently CDC has introduced this new concept in an

attempt to make available data more useful in monitoring
programmes. It provides e step by step method for collating
and analysing trends in data already being collected.
Following its testing in Bali the system is gradually being
expanded. To be effective those responsible, respectively,
for surveillance and programme operation will need to improve
their communication.

Completeness of repmorting
The expected and received numbers of reports for four

surveillance systems in 1985 are shown in Annex 13. Reporting
completeness for provincial to national level reporting ranged
from 30 for the CDD sentinel system to 71X for weekly
reporting from the puskesmas. These data give no indication
of completeness of reporting at lower levels.

T




9.4

9.5

‘diarrhoea through various surveillance systems tor the jears

Feedback to reporting units

The six review treams that visited the pruvinces reported
a lack of feedback concerning the repocrted data. This
discourages the reporting units from providing quality data,
and therefore frustrates the system. The EP(-D and the
epidemiology bulletin are the only regularly scheduled
feedback and they are trequently not of direct relevance to
the reporting units. : |

Reported cases and deaths due to EPI target diseases' and
diarrhoea

Data collected on vaccine preventable diseases and

1981-1985 have been presented in Table 9.1. and 9.2

Examination of the tables suggests that different systenms
are more suited to different disease entities.
Inconsistencies in trends between systems make interpretation
and useful'analysis of trends difficult.

The decreasing trend in reported diarrhoea death-to-case
ratios for all age groups as shown in the last column of table
9.2 has been cited as evidence of programme impact, however,
variations in reporting completeness under reporting of deaths
and lack of a trend for the 0-4 years age group cast doubt on
this interpretation. ) '

Based on data collected during 1985/86 a recent report
estimated current morbidity and mortality levels for the
vaccine preventable diseases in spite of an active
immunization programme. The<e data are presented in table 9.3.
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Dise¢ases ocevantable oy imnunization. astimated cases
and ‘leaths without iatervention and at current programme
coverage levels.

g *me. 're .
aotual 02333 23a0353 4, 452

P ELTS Deesit
Nes, Tetazus 198,300 &l
Neasles (333,800 iS.a0n Lo a0 8,049
& Pestersis R TL  T N FU R A IO T R ]
, bizatesis £1.390 3,10 U0 2,45
aildbeod A EPUT I W2 i e
Polioayeiitis ,600 233 2,000 psh}

From Foster S.0., Internal EPI Review (uapublisned)
Assumptions underlying this table are presanted in Annex ii.

15 9.6 Cholera surveillunce

A summary of data concerning suspected cholera cases for
the years 1979-13985 is presented in Annex 15.
9.7 Diarrhoea, moé%iditv, mortalitvy and treatment survevs
i Two national diarrhoea morbidity, mortility and treatment
. surveys have been conducted using the stanaardized WHO
.methodolagy. in 1983 and 1985. Unadjusted annual diarrhoea
incidence rates (episodes per child per year) were found to te
2.8 and 2.6 far infants and 1.9 and 2.2 tor children aged 0-4
vears, reaspectively. For West Java Province a 19835 survey
reported similar rates, 2.1 and 2.0 for infants and
under-fives, resvectively. (see table 3.4 )

Fer infants, diarrhoen associated mortality rates were found
to be only 3.0, 6.8 and 3.0 per 1000 infants in the 1983
National, 1985 Nutional and West Java Province surveys. For
children 0-5 vears rates werc reported as 1.6, 2.0 and 1.6,
respectitely. As the national [nfant Mortality Rate was
reported as 97/1000 live births in 1980 aud significantly
higher in West Java at 125/1000, the low rates tound in the
dinrchoes surveys are believed to be due ro i1nadequate
truining »nnd supervision of surveyors due ru manpover,



http:infar.ts

budgetacy and time constreints. This mosc likely led to
inadequate interviews with mothers connwurrning death during the
past year. Morbidity data; using the 2-veck recall period,
would appear more reliable.

In the West Java survey the average duration of a
diarrhoea at the time of the survey was found te be 4.3 days
suggesting an overall duration of 8-9 duvs.

The 1985 national survey data indicataed that a large.
proportion (46%) of families seek care tor their children with
diarrhoea at health facilities while 23 perrent treat their
children themselves. This is consistent with the high use cf
"enterovioform” pills.

The 1985 West Java survey found reiatives, friends and
neighbours to be the mcst commonr source of iatormation on ORS
and medicines for &%reatingz diarrhoeca (3i%X). Health care
personnel were consulted frequently (39%) winile village cadre
(1.7%) and village leaders (<1%) were ol minotr importance.
Small shops and health care personnel were found to be the
leading sources of medicines with we renvdrating potential
(56% and 34%, respectively). Fully 77 prruent of cases used
these drugs, with or withou* ORT. Hrdroxyquinoline containing
medicaments and antibiotics were most ccmmonly used. :

Marketing research surveys in West .Jaya (1983) by Survey
Research International revealed seven common names for loose
stool which varied in frequency of use by the age of the
child-patient. OTC drug retailars tended to seil pills for
early diarrhoea but recommend physician treatment after
several days of illness. They rarely advocated use of
Oralit. Corresponding attitudes were evidenced by consumers.
Most caretakers (78%) expect to be given pills and many (36%)
injections ds treatment at the puskesmas, while few (10%)
expected Oralit.

23




 Tab1e 9.4 Diarrhoeal diseases morbidity,
: : survey results,

1983 - 1986

mortality and treatment

&

provinces.

b 1983
c 1986
d 1985

high,

e 46% health centre and 11% posyandu

15 provinces,
13,648 (infants),

n=

n o= 64,797

44 4 1983 5 1986 . 1985 ’
. H National 4 National . West Java d
: ! Survey b ! Survey © ! Survey 4 ]
! Annual incidence rate : f : k :
i (episodes/child): ' . ' . :
{ = infents ! 2.8 ‘ 2.6 H 2.1 H
: ; i (1.1 - 6.6) g - : H
! = 0-4 years J 1.9 ‘ 2.2 ‘ 2.0 .
; ; 10,7 = 5.7) ' : :
{ Source of treatment : H : '
i (percent): H H H :
\ = health facilities ' 65.5 : 57 € ! NA ¢
. ¢ (38.5 - 88.5) : h
! - pharmacy £ 13,8 : 24 f : NA :
: ¢ (1.1 - 33.1) : '
{ - traditional H 6.0 : 8 H NA :
' : v (0.5 - 16.2) | ‘ H
= self treatment ' 15.0 : 12 H NA :
tidate v (1.9 - 30.6) ' : H
: Treatment (percent): : : : ‘
+ = ORS (Oralit) N 18.0 : 2.5 H 17.4 :
: v (1.9 - 26.11) } (16.7 - BE.5) | H
\ - Salt/sugar (LGG) ' 4.3 g 7.4 = 7.1 H
: ¢ (0.8 - 9.2) ! (0.0 - 40.0) ! :
¢ - Home fluids H NA . 0.0 ‘ 16.7 ¢
: ' ¢ (0.0 - 52.57 {l
! - Traditional : 13.5 : NA : NA :
' ' (3.6 - 24.1) . § 3
+ = Intravenous fluid . NA J NA ' < 1.0 '
\ - Antibiotics y NA + NA “H 11.0 H
' [} . . 1
\ - "Enterovioform” . 64.2 ! N3 , 34.0 '
' ) . (] (]
a

Figures in parentheses are ranges of figures for individual

1 kabupaten each (30 cluster sample),
(C-3 years)

12 provinces, 23 kabupater (30 cluster sample)

n = 2,035

middle,

lower

{infants),
West Java province survey, 6 districts stratified by
(2 districts

n =

IMR based on
each) with 30 clusters for each.

7;993

1980 survey

= 3750

(0-3

vears)

(0-5 years)

?7_




EPI disease survevs

In addition to routinely collected data, various special
surveys have been conducted to dctermine with grenter
specificity the occurrenne of EF! disease. Results of
neonatal tetanus surveys are shown in teble 9.35.

Table 9.5 Results of neonatal tetanus surveys in Indonesia

Neonatal Neoratal tetanus deaths
Area Births tetanus per 1000 live births
deaths 12 month 4 month
- recall recall
Jakarcta 2310 16 6.9
10 provinces 4971 53 10.7
NTE 4779 79 16.7
NTT 4769 : 22 1.6 10.1
Aceh 4839 101 20.9 27.5
West Sumatera 4769 42 g.8 13.3

A survey on paralysis due to poliomyelitis was conducted
in 1976 in five provinces. A prevalenwe rate of 1 per 1,000
study population among a total of more than 51,000 children
aged 6 - 14 vears surveyed was found. Similar surveys were
conducted during the years 1477 - 1980. Among a total of more
than 146,000 children aged 0 - 14 years surveyed , 237 cases
occurred, a prevalence of 1.6 per 1,000 study population.

957
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National household survevs

Two national household surveys have been carried out, in
1980 and 1985. Selected preliminary findings of the 1985
survey vwere compared with those from 1980 as shown in table
9.6. Interpretation of the differences between the two
surveys is difficult as the sampled populations are not

directly comparable, the 1985 sample being more biased toward

population of lower health status. The 1985 survey results

do, however, indicate clearly that diarrhoea, tetanus and
measles remain prominent among the causes of death of young
children.

Table

9.6 Selected findings of the 1980 and 1985 2 National
Household Surveys

Percent of all deaths detected

Cause of death Infants 1-4 vears

1980 1985 1980 1985
Diarrhoea 24 15 37 26
Tetanus 206 19 . 2 2
Measles 8 1 25

8 preliminary results

Field Epidemiologv Training Programme (F.E.T.P.)

Since 1984 this joint effort by the Government of
Indonesia, WHO and the US Government has aimed to improve the
supply of trained'epidemiologists in lndonesia. So far the
FETP has trained ¢ epidemiologists who are currently employed
in various programmes of the Ministry of Health. Six more
are currently receiving training in Jakarta in basic skills
of epidemiology, surveillance, disease outbreak investigation
and improved discase contrnl. More invoulvements of the FETP
ir. CDD and EPIl activities would benefit both the trainee and
the programmes.

7%




"Field visit findings

Reviewing records at individual provinces and kabupatens
vielded few ob,jective findings on the efficecy of
surveillance. However, it was apparent that there were many
deficiencies in the surveillance systems at all levels.
These are reflected in the key issues stated below.

In one province over 600 casec of polio were recently
recorded, mainly in two kabupatens, however the national
report for that veur showed only 1 case. No effort had beun
made by the provinciel team to evaluate the polio situation;
it was assumed to be & reporting error. Similar
discrepancies were found elsewhere.

Lack of feedback wes reported as a major problem. Health
staff{ alse reported that apparent duplication of reports was
a disincentive to reporting. Most kabupaten level offices

" visited had graphic displays of immunization coverage, but

there was littlc evidence that this was used to eveluate or
change programme activities.

Key issues
L]

There is a multiplicity of reparting systenms )
incorporating data on EPl diseases and diarrhoea. Problems
include: -

- considerable overlap and duplication of effort

- incompleteness of reporting

- major discrepancies in data generated by diiferent
systems (compounded by use of different denominators)

- lack of definition and understanding of the objectives of
each system

- me jor difficulties in timely analysis of data in a manner
Uhjch would allow progrzmme monitoring and improvement..

Most data collected are not used at the level of
collectinn and delays are experienced in analysis at all
levels. Feedbaclk, to the extent that it exists, is not
éirected trowards stimulating progress toward progranme
objectives and targets. ’

Reports of unusually high numbers of cases of csome

diseesis e g, poliomyelitis) are not always investigated,
often hwing dismissed as recording ervors.
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9:12%3

3.12.6

9.13.2

9.13.4

9.13.5

The chuanging epidemiology of poliumvelitis nnd measles
which can be expected with increasing immunizarion coverage
will demand a more sensitive sucveillance s3stem and better
outbreak investigation. .

The full potential of the integrat=d heaitii repocting
syvstem is not heing realized due to ma,jor proolems in
reporting and analysis.

The concept and use of integrated sentinel reporting
sites for EPI and CDD are not well .deveioped.

Recommendations

The objectives of disease reporting shouid be cleerly
defined and the number of reporting systems should be
reduced to the minimum necessary, to avoid duplication of
effort and difficulties of analysis and interpretation.

Ultimately al! c¢ommunicable disezase surveillance and
outbreak investigation should become the responsibility of
one body within the CDC. Integration of EP[ disease and
diarrhoea surveillance, in the near future, should be
considnred.

Surveillance should be gearmd towards timely analysis of
data tn monitor and improve programme pertormance. Major
attention must be paid to developing a system of prompt
feedbuclk of consolidated information that wili guide
appropriate actions and encourage continued cooperation.

Immediate reporting of a small number of selected
diseases up to 1, including poliomyelitis should be required
so that immediate investigation can be undertaken. Iamproved
surveillance of poliomyelitis is essential it its elimination
from Java is to be achieved and confirmed.

Increased emphasis should be placed on combined sentinel
sites for reporting both EPI diseases and diarrhoea. A
limited number of sites that are representative and stable
should be utilized. Particular attention should be paid to-
initial training of staff responsible for reporting and to
frredback so that their continued enthusiastic cooperation
will be assured.
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9.13.8

9.13.9

9.13.10

The Field Epideminiogy Truininé Programme should be
strengtnened in line with Lhe recommendations of the
September 1986 evuluatina. Consideration shouwld be given ta
increased urilizarion of. the staff and graduates of this
programme in disease contrnl activities at the central and
provincial levels. Supervision from the CNDC should continua.

Health staff rnrained in epidemiolngy shouid be assigned
to posts where their sikills can be utilized.

Less emphasis should be placed on diarrhoea outbreak
investigarion. Effarts made to contral outbreaks should
forzus on 3timulating permanent. changes in diarrhoea case.
managenent. and control. ‘

Tn line with modern public health concepts the activities
of the port health authorities should he reviewed and the
possibility of more efficient use of resources for other
surveillance purposes should be caonsidered.

Cunsi:leration should be given to an effort, throughout the

health services, tn discard reports that are no longer of
use or are duplicative.

77
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10.

10.1

10.2

Health education and information (see also section 11)

There is a nationul policy commitment to health education
programmes, but this policy does not specifically highlight
either EPI or CDD.

There has been a significant jncrease and qualitative
improvement in information and communication activities
related to immunization and %“he control of diarrhoeal
diseases. Howewver, the production of materials relating to
CDD iz lagging behind thzt of EPI.

National level linkages
The EPI and CDD programmes have established links with

various governmental and non governmental bodies including the
Family Welfare Movement (PKK), Family Planning Coordinating
Body (BRKBN), the Family Nutrition Improvemeht Programme
(UPGK), the Department of Home Affairs, the Consortium of
Health Sciences, and the Ministry of Religion. Rotary Clubs
are expected to become more involved, particularly in urban
areas, in 1987,

Most of these organizations are involved to some extent
in the planniag, production, distribution and evaluation of
health education and intformation materials, however, .
coordination is inadequate resulting in overlep or duplication.

Health education materials

A wide variety of aﬁdio, visual and audio visual items
have been, and are being produced. These include printed
materials, national and local radio and TV spots, TV puppet
programmes, slide sets, cassettes, films and videos. !anuals
for use by health staff, teachers and others have also been
developed.

Emphasis has been greatest on production, less on
distribution, and least on evaluation. Design of materials
has not always given attention to the attitudes, practices and
sources of information of the intended audiences.

Distribution has been concentrated in only 3 provinces. In
1986 alone, at the national level over 280,000 posters, 34,000
flipcharts, 40,000 manuals and booklets, and 170,000 health
cards were produced that dealt with immunization, diarrhoeal
disease control, child nutrition, and water supply and
environmental sanitation.

/00




10.3

The majority of resourcaes to easist production bave oome
from UNICEF (Rp. 12 million in 1935, Rp. 70 million in 986
through the Health Educatinon Division, but onther agencies,
governmental units and NGOs rRave been invulved. This year the
family Health Directurate has produced simple 3-volume
booklets for cadres and THAs.

Henlth education activities

There has been an improvement in public awareness of
immunization and orai rehydration therzpy, largely achieved
through health starf and cadres, particularly those of the
PKK. An excellent ex:mple of rhis was the communications rnle
of over 20,000 PKR wvoiunteers in the successful TT
immunization of 400,00 mothers in Lombok in 1986. (see also
section 11.1). Radio and TV have contributed little ta date.

For primary schools there is a2 standard basic curriculum
invoiving the five components of the integrated health
progracme. This places zreater emphasis on EPI than on CDD.
A manual on EPT has been prepared nnd distributed for teacher
training.

Specfhl attentinn in recent years has been paid to
increased input in*a medical services. The Health Education
Division's pilot EPI/CDD project involved L7 hospitals in 9
provinces in 1983 an:t is being »xrended into 350 hospitals in
20 provinces this yeur. increased efforts are being made to
increase awareness of EPI and CDD programmes through the
various professional orgauixahiousﬁ




10.4

10.

w

Communications research

[ncreasing emphasis is being piaced oa wu2rations
research to determine nealth knowledge and practices, and
sommunication channe!s among targetted audiences of health
workers, cadres and the community. The EPI normally
commissions nniversity departments to underraske this work.
fn 14986, studies were done on the reisone (ar drop-outs,
facrers affecting coverage, the atti:udes of mothers
regarding immunization and health services in several areas,
wnil the role of NGOs in immunization. The most sophisticated
~ommunications planning is being Adone to support the West
Javii intensitied DD project. This has invelved more than
ane dozen communication srudies designed to improve the
devaiopment, delivery and recept.ion of messages on CRT.
i‘civate secror surveyr research and advertising firms hove
heen used for several of these.

Field visit findings

Lack of information remains the mnst common reason-for
non-immunization or non-completion of immunization. Although
rthe acceptance of ORS has greatly increased, the demand for
inappropriate drugs to treat diarrhoea remains strong among
mothers and health professionals alike.

Bagspite the great number of posters and leaflets
prulueesd, distribution te the health ceatre iavel and belaow
is uneven, as is their display in public areas and their use
in health education sessions with mothers.

In successful posyandu, health education activities are
somet ines hampered by furge numbers of mothers and children
and pnor ccntrol of their movement through the various
serviaes.,

Verbal explanations of ORS preparation are more common
than actual demonstrations or supervision of mothers
administering ORS.

Insufficient use is made of the KMS growth charts as a
counselling tool for mothers and inadequate attention is
given Lo messages aon nutrition, personal hygiene, food
handiing, and water supply and sanitation as important
eloments of CDD.

0%
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10.6

10.6.1

10.5.2

10.

o
.
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10.5.4

10.3.3

o 10.6

. 10.6.1

10.6.2

Kev Issues

Fxisting mechanisms for coordinating the planning,
production and distrihution ot EP[ and CDD health educatinn
materials and for developing an int2drated communication
strategy need strengthening. Coorrdinatinn dnes not yet
extent to all groupns involwved.

The development of heaith education materials does not
take into account adequately the atnitudes, oractices and
sources of information of the inrended audiences. Few
materials are adequately noztnested.

The principal reason far immunization failure is mother’'s
lack of information.

Understanding of the use of fluids to prevent dehwvdration
and of the need to continue feeding during diarrhecea is
limited. Inappropriate drugs remain in strong demand ia the
treatment of diarrhoea.

There is uneven awarennss and understanding among health
professionals of several critical EPI and CDD issues, which
reduces their effectivrness as communicators with mothers.

Recommendations
Coordination

The integrated Family Health Steering Committee should
give particular attention ro the coordination of EPI and CDD
activities. Consideration should be ¢iven to the formation :
of a Communications Working Group within the [ntegrated Y
Family Health Task Force to concrdinate health education
activities of the technical working groups. A similar
coordination mechanism should be developed at the provincial
level involving all relevant bodies.

Communications planning .
Development and implementation of health education

messages and materials should give more emphasis to:
- regional variations in sacio-cultural
characteristics and lunguage
- considering usual sournes of information of the
taryget audience .
- adequate pretesting before production/dissemination
- routine evaluation of eftfectiveness
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10.6.4.

10.6.5

10.6.6

10.6.7

10.6.8

Findings of audience research and evaluation should be
widely shared.

Consideration should be given to sub-contracting ot
competent public and commercial groups to develop and
implement communications activities. Greater cmphasis should
be given to the development of short clear radio and TV spots.

Communication =ith community members

Individual face-to-face communication between nhealth
workers/volunteers and community members should be stressed
by the EPI and CDD Programme as the principal health
education medium at the +village level.

. The training of health workers and volunte=zrs should
include techniques of counselling and educating community
members.

School children should he further involved in the
registration of children eligible for immunization, and in
the dissemination of information on EPI and CDD within their
families.

Quantities of printed materials should be sufficient to
cover needs down to the puskesmas and posyandu levels. When
available they should be prominently displayesd in appropriate
places.

Information on immunization should stress the need to
comple.e the full series of vaccxnatzons, as well as the
possible reactions to vaccinations.

ORS preparation should be demonstrated as well as
described during health education sessions, and mothers
should be given an opportunity to prepare the solution under
supervision. Each contact for treatment of diarrhoea should
be exploited as an opportunity for health educa;ion.
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; Communications with health professionals
10.6.9 . Clear poliey staremants aced to bhe communizatsd to all
public aand private secror health professional, particularly

concerning: .

- diarrhoes uvase manaZement

- specific actians that can be taken to prevent
diarrhoea )

- the importance nf tetanus toxoid immunization of
pregmmt women

- the immunization schedule

- cont.raindications tfo immunization

- the noncept of "missed opportunities”
for immunization

Prafessional organizations should be enlisted to support
application and dissemination of this information. .
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11. Social mobilization and communitv participation (see also
section 10) :

In the last two vears there has been increasing effort at
intersectoral and NGO involvement in programmes aimed at
improving community participation.

Possibly the major factor in the success of many aspects
of the CDD Programme and the EPI has been the active and
effect.ive role of the various communitz based organizations.

11.1 Achievements "
President Soeharto has issued a public statement
expressing support for the development of the new integrated
family health programme ancd a jaint statement of support for
this programme has been made by the Ministers of the Interior
and Health, and by the head of BKKBN.

The most successful development has been the nation-wide
posyandu project through the PKE, local government and LKMD
village development council. Higher rates of coverage of
immunization and greater knowledge and use of ORS has
occurred in those kecamatans where this progromme is
o i ' strongest, and where supervision and support tor its cadres

is greatest. The training programme for cadres has been
developed by the Directorate of Community Participation and
the Nutrition Programme.

In some instances community participation has led to
spectacular success. One example of this is the role of the
women's organizations, loca] government and LRMD in
increasing participation in the tetanus toxoid mass programme
in NTB. Another example is the collaboration with the
Ministry of Religion through the local religious
organizations in parts of Java and other provinces to require
a TT immunization certificate before marriage. Other major
programmes include the special urban health education project
using volunteers, that is being piloted in § cities,
supported by UNICEF and WHO. 1Intersectoral cooperation has
been particularly successful in some areas where "sweeping”
activities have been instituted to increase immunization
coverage by short-term intensive campaigns.

An extensive CDD social mobilization project in West Java
is being funded by USAID, UNICEF, WHO and local
pharmaceutical companies.
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11.2.2

11.2.3

11.2.4

11.2.5

11.2.6

11.3

11.3.1

Addicional zupporct has beeen provided theaigh the *dugtar
kecil’ (little doctor) programm: 1n some priaseys achonls ane
rhrough the Boy Scouts and nutievnal wouth areanication

(Pemuda).

Key Issues

There ig not yet a high !evol ni awarenecss of, and
support for, community® participarion at al! levels of the
national administration.

The enormous potentiil fir ffactive collahoration
throuzh joint programmes =ith woamen's and religjous
organizations, local governmint nnd other sectars and NGOs
has not yet been fully explo:tiad. (Helatively few mathers
interviewed said that cadres atve their source of information
about CDD/EPI).

While initial enthusiasm by PYXR, religious lraders, and:
others in implementing posyandu i3 high, many volunteers
drop-out or worit passively. This is, in part, due tea lack nt
regular attention and enrouragescnt by health sraff, some af
whom visit posyandu sessions racely, others who use them only
to perfofh specific health funations. [Iublicity is lacking
concerning the role and effertivencess of the better
programmes in which cadres are invoived.

. There appears to he rulatively Jirnsle involvement of the
TBAs (trained and untrained) in CDD and less than their
potential involvement in the EPI programme.

The cadres being largely volunt=2ers, the ’'rewards’ for
productivity need to be developed. LlLittle progress appears :
to have been made in tLhis area in recent years.

There is a lack of effective supervision and simple,
practical, continuing ecducation of cadres. This is
particularly related tn a lack of interest by professional

health staff.
Recommendations

Following the recent statement by the President
concerning his strong support fnr the integrated programnme,
each governor and each bhugpati should be requested to issue &n
"instrucztion of suppart” for the EP! and CDD Programme.

/07




11.3.4 Efforts should be made to consolidate rhe tark of

115232 Each administrative leader shaould summa:ier the efforts

made at quarrerly, or more frequent, intrersr.toral aeetings,
and urge all members toward further act.on velated Lo
national objectives.

111233 To assist the above, the motivation i the seniur heaith

officer at each level needs to be increased. He should
provide the relevant health information for such meetings.

existing posyandu and to promote new oanes. Publicity
concerning the effectjveness of willage cadr~s should Le
increased.

11.3.5 Efforts should be made to increrase anllabsration with the

Ministry of Religion to ensure that T1 immuunirsation prior to
marciage becomes a routine requirement, thscougzhout the
country, before the end of the curreat vl Five Yenr Plan.

11.3.6 Vil lage cadres (PKKk and KPD) should dninand and receive

supervi{ion and continued training. Tcaching modules and
gsimple manuals need to be developed. Ta ensure doctors at
pushaesmas and kabupaten COD/EPT starf ian *rein cadre
ct'lfrctively, they should receive toncher craining.

BLeasT Urgent attention should be given o dewciuping effective,

s}mp)e and practical check-lists for supervision of village
cadres by puskesmas doctors. The involvementl and training
of the existing field workers from the family planning
programme may be able to be used in this supervision.

11.3.8 Each dokabu (kabupaten medical officer) should vnsure

thnat each puskesmas doctor has and implements a plan of
applied, simple continuing education aund supervision of
viliage cadres, and the increased use ot ‘dnktor kecil'
programmes.

11.3.9 Where the issue of a high drop-out rate by village PRR

cndres is a problem,it should be studied immediately and
remelies found.




11.3.10

11.3.11

Methods of reward for the successful completion of cadre
activities should be developed and implemented, e.g., for
greater than 80X immunization coverage and correct treatment
of diarrhocea. These could include certificates, scarves or
badges, and be related to increased status e.g. Hari Ibu
awards. Consideration should aiso be given to providing
appropriate uniforms. Awards should also be made to the
puskesmas and kabupatcn which shows the most improvement
each year. ¥

The recording system at the posyandu should be
simplified. Target age groups in each posyandu area may be
listed in birth cohorts. A regular function of the
community volunteers should include maintenance of birth
cohorts with updating of births and deaths This will
facilitate identification of eligible children for different
interventions.
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12.1

12.2

12.2.1

12.2.2

12.2.3

aq

Resgearch
No attempt was made to review or summarize the vast

amount of research conducted in relation to CDD and EPI.
Much of this research is documented in the Indonesian

’languaze.

Research achievements

The need for more and better studies concerning
operational, managerial and epidemiological issues has been
recognized by both programmes. Ministry of Health staff
participated in a workshop on Child Survival at the
University of Indonesia in November 1986. This workshop was
to determine research priorities to advance the integrated
health service approach (table 12.1). Participation by
numerous non-governmental organizations and universities in
the conference demonstrates interest by many groups in the
conduct and results of research efforts. A national workshop
in Surabhaya, also in 1986, delineated broad areas for CDD
Programme operal.ions research (Table 12.2). A large amount
of research in communications and other aspects of programme
implementation is being carried out in association with the
intensified CDD programme in West Java.

Kev issues

Problem-solving research has noti yelL been adequately
applied to overcoming constraints to programme implementation.

No central source of complete published and unpublished
research results exists to facilitate programme planning and
further research development.

There is lack of guidance to medical faculties and other
institutions concerning topics for research proposal
development and implementation related to EPI and CDD

activities.
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Recommendations

"Relevant operational, clinical and epidemiological
research geared to improving programme activities should be
stimulated. This should occur through active involvement of
government programme staff, university researchers and, where
appropriate, members of the international scientific

community.

Organizatinns such as the PKK should be involved in
problem solving research related to programme implementation

in the community.

Suggested research topics, in addition to those already
formulated at the previously mentioned national workshops are

listed below.

Table 12.1: Partial listing of research priorities for the

integrated health services as identified at a

national workshop (Jakarta 1986)

Community participation in posyandu.

1.
2. Drop-out of village health volunteers.

. 3. Knowledge-attitude-practice survey for each province.
4. Local lcadership role in promotion of the posyandu.

2 5. Determination and use of locally available resources.

J 6. Knowledge-attitude-practice of providers.

i 7. Mechanisms for inter-sectoral collaboration.
Table 12.2: Research areas for CDD identified at a national ‘

workshop (Surabava 1986) |

1. The role of the posvandu in CDD activities. |
2. Clinical characteristics of diarrhoea cases seen in hospital

and community settings.
3 Nutritional management of diarrhoea.
3. Mortality following rehydration.
5. KAP surveys for each province.
6 Preventive,strategies in diarrhoeal control.
7 Chronic diarrhgea.
Home fluid vs. ORS (efficacy, use).

8.
Q% Axe specific ORT regimens for young children.
10. Epidemiology of diarrhoeal disease.
. STl Vaccine trials e.g. tyvphoid, measles.
13. Improved indicators for programme performance.
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Suggested CDD-rclnted research topics
Higher priority

Improved indicators and monitoring systems for CDD
service delivery.

Community use and clinical efficacy of home fluid
solutions (those currently as well as alternatives).
Determination of the burden of diarrhoeal disease in the
community, including differentiation of dysentry and
persistent. diarrhoea.

Risk factors for severe dehydration.

Printed materials for teaching mothers to prepare ORS.
Methods for changing pharmacists/drug sellers sales
patterns awvay from antidiarrhoeal drugs towards ORS.
Cost. effectiveness of improved case management in
hospitals.

Effectiveness of different approaches to face-to-face
education during diarrhoea case management.
Feasibility of a single ORS distribution point in each

province.

12.3.2 Suggested EPI-related research topics

High priority
- Methods tn overcome missed opportunities for immunization.
. - Alternative methods for reducing the incidence of
neonatal tetanus.
- Methods of using TBAs to give tetanus toxoid.
: - Umhilical cord care.practices.
- Role of health facilities in EPT disease transmission.
- Alternative methods to achieve sterile immunization.
- Alternative approaches to increasing coverage in low
coverage areas.
Others

Seroconversion studies for OPV given at birth and
operatjonal aspects of this strategy.

Delayed measles-associated morbidity and mortality.
Risk factors for EPI disease morbidity and mortality.
Effects of immunization on mildly ill children.
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10.7.“

s related to both programmes
eillance and local area monitoring

12.3.1 Suggested rescarch topi

- Improved sentinel surv

mnthods.

- Cost effectiveness of differ
health staff and cadres.
Cost effectivencss of different health education and
cnmmunication approaches.

- Alternative incentives/schemes for cadres.

EFfective ratio of cadres to population to achierve
adcquate coverage.

- Methods and impact of supervision of posyandu.

- Relative effentiveness of group and individual health

sducation in posyandu.
- Improved design of health education materials.

ent trainir 2 methods for
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13.1

13.1.1

13.1.2

Urban issues in EPI and CDD

There is no identifiable urban strategy, but rather the
overall national strategies are expzcted to apply to urban
areas. From visits to a limited sample of health facilities
during the review it appeared that great problems exist in
the urban area of Jakarta. Reliance is placed upon the
availability of curative services to provide preventive care
und this strategy is clearly not working. The curative
servires rarc]y pay attention .o immunization when children
present. with a complaint.

The large Lurnover in the puskesmas makes organized
health edueatyon difficult and appears to prevent other than
cursary record keeping. Review of records of diarrhoea cases
showeed that ofirn the diagnostic code number alone was
recorcded and rarely details of Lhe treatment provided.

in the plases visiled the mechanies of the EPI programme
were in place: wersine supplies, schedules, equipment,
recaords of coverage, nte. However, appreciation of the use
of the data collected to improve coverage appeared limited.

Puring the household survey in Jakarta few respondents
ment inned the posyandu as a source of immunization advice and
ther~ appeared to he little public awareness of the need for

immunization.

Other observations made are reqlected in the following

key issues.

Kev Issues

National priorities and operational procedures are not
alvars adapted for application to metropolitan areas.

Mothers with sick children (other than minor complaints)
often by-pass the puskcsmas and attend outpatients clinics in
hospitals where preventive services are not always offered.

In urban areas posyandus are not as significant a factor as
they are in rural areas in the delivery of immunizationms and

advice and treatment for diarrhoea.

Vi
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13.1.5

13.1.6

13.1.7

13.1.8

. 13.2

13.2.1

The use of non-sterile needles and syringes in Jakarta is a
particularly hazardous situation because if AIDS is
introduced into Indonesia, Jakarta is at particular risk

‘(tourism, transvestite prostitutions, etc.)

The crowded urban environment is more conducive to explosive
outhreaks of most vaccine preventable disease than are rural

areas.

Ease of communication should make surveillance easier, but
the surveillance system in Jakarta is functioning at a low

level of efficiency.

Organized private sector medicine enjoys greater
accessibility and influence in the urban area.
immunizations are reported to be given by private
physicians. The rerview found the private sectar cold chain
to br deficient (see section 7). '

About 25% of

Urban physicians do not believe neonatal tetanus is a
problem, ‘'although at least 170 cases were reported to have
occurred in Jakarta in 1985, and on occasions do not offer,
or refuse to give, TT to pregnant women.

Recommendations
Many of the issues relevant to urban areas are covered by

recommendations in other sections of the report. Further
speci fic recommendations follow. . ¥

Government and private sector medical practitioners in
urban areas should be the target of an intensive education
campaign, with particular stress on :

- carrect diarrhoea case management
the importance of TT. immunization for women, even in

urban areas
the absolute necessity for sterile techniques for

immunization

L}
Efforts should also be made to inform pharmacists and

drug scllers.
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13.2.2

13.2.3

13.2.4

13.2.5

13.2.6

EPI and CDD activities in Jakarta should be integrated so
that. logisties, training, supervision, surveillance and
essessment can be more casily managed. Since hospital
outpat.ient departmcnts and puskesmas should be providing both
diarrhoean case management and immunization a single focus af
supervisory responsibility and accountability at the
provincial and kabupaten levels is desirable.

Special ‘efforts should be made to provide preventive
health services in all urban hospitals. Space should be
allocnted at all hospitals for oral rehydration to be
demonstrated and administered before the patient leaves the

hospital.

Consideration should be given to encouraging urban health
facilities to =set their own targets, not necessarily based on
administrative divisions of responsibility, so thet they can
assume more responsibility for them. Coverage surveys should
be recognized as the most appropriate evaluation method for
the EPT in the urban areas.

The enormous potential of the Infection Diseases Hospital
diarrhoea training unit for training health staff of Jakarta
should be more fully exploited. Appropriate funding should
be sought from central, provinciel and external sources.

An epidemiolagist from the FETP should be assigned to the
Jakarta municipal health office under supervision from the

cncC. :
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Results of EPI coverage surveys conducted during the review

FPl cluster surveys utilizing the standard EPI cluster
survey methodology of 30 ciusters of 7 children (15-23
months of age) each were conducted in the six provinces

selected for in-depth review.

The detailed findings of the surveys are presented in
Annex 16 and are summarized in the following tables and

text.

Table |4 | Tmmunization coverage of children 15 - 23 months of age
(Percent immunized based on card or history)

Fast West South South-East
Vaccine Jakarta Java Java Aceh Sulawesi Sulawesi
el 78 79 82 2 62 56
NnPET2 80 Te 66 27 43 40
DETA 50 “o 41 13 32 26
Opv] 74 IE; 68 31 41 34
OPv2 60 e 50 26 30 21
Qpva 19 ai 34 13 23 15
MEASLES 25 HE] 29 10 28 18
RCG T TH 81! 42 55 56
BCG (SCAR) 61 67 72 39 48 '45
Fully 25 50 23 9 18 12
Partially ' 60 30 61 40 46 a8
Not Imm. 16 20 16 51 37 41 \
Drop-out rate . |
DPT1-DPT3 36 24 50 69 48 54
OPV1-OPV3 34 24 50 68 a4 56 |

These results help to document the progress in
immunization coverage since the last EPI review in 1982 when
only 2 doses of DPT were used and measles and OPV
immunization had been introduced only on a very limited
basis. These findings were compared to reported immunization
coverage based on doses administered and, inAgeneral, uvere
found to be consistent with the routine reporting system.

The high drop-out rates between first dnd third doses for
both DPT and OP\ contribute to the fact that less than 51%
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Table ja&2

of surveyed children were fully immunized (received 1 dose
BCG,

] dose measles, 3 doses DPT and 3 doses OPV).

Proportion of children with an immunization rcard and
sources of immunization

East, West South South-East
Source Jakarta Java Java _Aceh Sulawesi Sulawesi
Cards 2 49 R0 62 23 54 13
Sources: P
Hospital 18 2 2 8 15 15
Puskesmas 23 28 29 61 22 9
Outreach 35 69 62 30 ) 61 76 .
Private 24 1 7 2 2 0

& Ppercent
Percent

immunization.
scctor in

of all children surveyed
of 211 vaccinations received

Outreach activities were found to be important sources of
The potential of hospitals and the private

immunization is not being fully utilized. Also

ther: appears to be limited use and retention of immunization

cards.

uade

A survey of mothers with children less than 15 months of
was concurrently conducted to assess mothers' tetanus

toxoid immunization status, antenatal care! place of delivery

and

person in attendance at delivery.

Tetanus toxoid immunization of mothers with children less

Table 14~

than 15 months of age. .

(Percent immunized based on card or history)

East West South South-East

Vaccine Jakarta Java Java Aceh Sulawesi Sulawesi
TT1 295, 59 77 54 417 39
TT2 22 16 69 44 33 32
NDrop-out rate : -
TT1=-TT2 24 22 10 19 30 18

‘ | 1"y
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(1% %)

‘Table |44 Proportion of mothers with an immunization card and
sources of immurization

East West South South-East
Jakarta __Java Java Aceh Sulawesi Sulawesi

Cards & ! 29 19 10 15 13
Sources b

Hospitals 17 3 5 3 17 30

Pushkoesmag ' 24 60 G6 65 58 26

s Out.reach 2R 29 16 2] 22 14

Private 31 8 L ] J 0

2 percent of all mothers surveyed
Percent. of all vaccinations received

Table Antenatal and delivery care of mothers with children

under 15 months of age.
(Percent of all mothers)

East West South South-East
Jakarta Java Java Aceh Sulavesi Sulawesi
it Antenatal 93 85 89 72 73 54
care
¢ Delivery at:

Home 26 79 79 86 85 91
HC/Hosp 74 16 18 9 15 9
Other 0 5 3 5 0 0
Delivery

Attended by: , o

Untrained TBA 11 18 15 18 23 - 27
Trained TBA 4 47 64 33 45 48
Health staff 85 32 20 34 32 25
Other 0 3 1 15 0 0

Although a high proportion of mothers received at least

one antenatal care visit, this opportunity to provide tetanus
immunization was often missed. It is also noted that the
vast majority of women delivered at home (except in the urban
province of Jakarta) and are therefore at higher risk.
Immunization cards for tetanus were not in common use.
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Respondents for children who were partially or not
immunized were asked tlie most important reason for failure to
immunize or not fully immunize the child.

Table ;4*6» Reasons for failure to fully immunize children 15-23
months of age
(Percent of all children not fully immunized)

Fast. ‘West ' South South-East
Reason Jaknrta Java Java Aceh Sulawesi Sulawesi
l.ack of 26 33 35 71 41 64
information
Nhstanles 69 5R 61 25 55 33
tack of B | 1 4 4 2

moelivation

The results clearly show that lack of information and

obstacles are

Knowledge
the number of
the source of
households in

‘the primary reasons for immunization failure.

regarding diseases prevented by immunization,
doses of DPT required for full immunization and
information on immunization were asked in

which a chjld 15-23 months of age resided.

Results indicate the need for EPI education.
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Knowledge regarding immunization in households with
children 13-23 months of age

({Percent. of households) S
i East West South South-East

Item Jakarta Java Java Aceh Sulawesi Sulawvesi
£EPI target diseases

4 or more known 17 19 21 18 8 8

1 or more known 68 56 49 47 45 31

None known 32 44 - 51 53 55 69
3 doses DPT needed 67 49 58 26 25 22
Source:

Health staff 59 43 45 40 28 38
Volunteer 12 20 25 7 15 2
Radio/TV 7 0 5 1 10 4
¢
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GLOSSARY

Apotik
finkesmas

BRRBN
Hupaﬂi
Cadre
coc

Depkes
NPT

Kabupaten

KB/Res
Recamatan
RMS

LGG

OPV
Oralit
PRR

Posyandu
Puskesmas
Toko obat
TT

UPGK

Warung

Pharmacy or dispensary

Community Health Development
(Directorate)

Family Planﬁing Coordinating Board
Administration head of a kabupaten
Kader or Volunteer health worker
Directorate General of
Communicable Disease and
Environmental Health

Ministry of Health

Diphtheria, pertussis and tetanus
vaccine

Regency or District (subdivision
of a province)

Family Planning/Health
Sub-district

Road-to-health chart

" Sugar and salt solution

Oral polio vaccine

Oral Rehydration Salts

Family Welfare Movement
(predominantly a women'’s movement)
Integrated health service post
Primary health care centre
Drug seller . '
Tetanus toxoid vaccine

Family Nutrition Improvement
Programme

Small shop or stall
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Annex 1
Review participants
Natjornal dore team members and team coordinators (%)

Dr. A. Raryadi )

Dr. Gunowiseso® ' . )Directorate of Epidemiology

Dr. Soetoto? )and Immunization

Dr. Noto Abiprojo* " ) - :

Dr. Nachrowi Oesman )

Dr. Bambang Hinardi’ JDirectorate of Diseases

Mr. Roed,jit.ot i Jof Direct Transmission

Mr. Soeaspendi Directorate of Nutrition

Dr. wWidiastuti Directorate of Family Health

Mr. Soetjitro )Directorate of Village Development

Dra. Roh Budiati )

Mrs. Miatul Chumro Directorate of Health Centre
Development

i:r. Lachlan Ali Musa indonesian Paediatric Associztion

Hr. Nuning Maria Riptijah Schooul of Public Health,
University of Indonesia

DR. Roscsi Sanusi Consortium of Health Sciences

gYogyakarta Branch)

Dr. John Mokoginta )Directorate of Community
iParticipation

Iirs. Munir )

“ire. Z2ubaidah Muchktar Ministry of Religious Affairs

Mrse. Imam Soedjehri ramily Welfaqe Movement (PRR)

Jnternational core team members and observers
Prof. Anthony Radford )

The Flinders University of

Scuth Australia

Charies liniversizy, brague UNICEF nominated
M

)

)

)

Prof. Bohumir Eriz )
)

)

it es )
}INICE )

cseph Sclafani
7, New York

Mr. ikodney Rasfield )
UNICEF, Jakurta )
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Dr. Robert Northrup
The Pritech Project, Washington

Dr. Duvid Sencer
Management Sciences for Health,

Boston

Dr. Zeil Rosenberg

USAID, Jekarta

Dr. Ko hKeja (Team Chairman)
EPI, WHO, Geneva

Dr. Sawut Ramaboot

EPI/CDD Ministry of Health,

Bangkok

Dr. Robert Kim-Farley
EFi. WHO, New Delbi

M. Sur: Perry
CcDH, WHu, New Delhi

Dr. Mohamed El-Nagar
EPI, WHO, Jakarta

Dr. Jim Tulloch
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The core team were joined by over 50 part-time team members at
provincial level and many more henlth staff served as resource
persons at central and provincial ieve!l.
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Annex 2

List of kabupaten visited

Province . Kabupaten
D.K.]. Jakarta ' : 1. Jakarta Selatan

2. Jakarta Timur

3. Jakarta Barat

4. Jakarta Utara
West Java 1. Lebek

2. Bancung (Rodya)

3. Garut

4. Bekasi

1. Jember
2. Madiun
3. Lamongan
4. Mzlang

East Java

South Sulawesi 1. Penrang
2. Enrekang -
3. Sopeng
4. Gowa
5. Bulukumba

D.I. Aceh 1. Aceh Timur
2. Aceh Besar
3. Aceh Barat

. Kolalka
Muna
Buton
Kendari

South East Sulawesi
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. e
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Annex 4

Detailed budget for the CDD programme, 1986/87
(all figures in thousands of Rupiah)
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Annex 6
Summary of EI'l _and CDD training couses held
Tahle A Number: of persuns trained in various EPI training

conurses,

19%2 - 1986

Number trained

Type of Training Year Place
Relrigeratur repair 194£2/823 Jakarta 30
Cold rocem maintenance i1%2/7383 Sandungyg R
Logistics and cold 1983 ilota 19
chain
Immunization in 1482/33 27 provinces 1406
practice for 11483/84 ' " 1595
vaccinators and 19%84/85 & 1125
midwives 1985/86 " 1826
1986/87 & 1236
[mmunization in 1983/84 - 1791
pracltice lor 1984/8S 1200
puskesmas doctors 1465/86 * 1131
' 1986/87 - 723
Immunization in 1985/86 2] medical 367
practice flor colleges
tenching and
nursing srtaff
1985/86 14 provinces 11,275

(fommunity mohiliza-
tion training for
women's welfare
movemen! cadres

. s cwe e -




Numbers of persons trained in various

Annex 6 (contd.)

CDD training

120

Table B
: courses, 1984-1986
Type of training Year Place Number trained
CDD .supervisory lipto 1986 Various 116
skills course
Diarrhoea cnses
management: ¥ L
- 10 day course 1964 - 85 4 localities 139
- 6 day course 1G85 - 86 7 localities 202
- 3 day course 1986 Garut 40
Communications 1986 Garut 40 doctors
in CDD 127 puskesmas staff
3295 cadres
Table C Numbers of persons trained in joint EPI/CDD
training activities :
1]
Typ2 of training Year Place Number trained
Mid-level - 1984 Cipanas 17
management
Strengthening of
EPI/CDD in
curricula of: .
- para-medical 1955 Ciloto . 32
schools
- mrdical sechools 1986 Ciloto ’ 42
lntegrated EPI/CDD
for hospitals and
1986 Palembang 16

puskesmas .staff

/3




rojected EI'l and CDb training requirements by 1988/89

Annex

-)

a. EPI

1 Category of manpower to be trained | 1987/1988 v 1988/1999 ’
' ‘ ' '
; Vaccinaturs, midwives and nurses ; ©1.250 ; 1,250 ;
. ' . .
; Health centre doctorgn-” ; 750 ; 750 ;
g S X 0 :
+ Mid level managers +Not determined (Not determined!
' ' ' .
| R T e ] 50 50
' ! . .
{Women walfare movemsni -ndres PRR ! 50,000 {50,000
' ! . [}
?";Iilage re:ligious cadres ; 30,000 ; 30,000 ;
' ' . .
b. CDD

: Activities 1 1986/1987 @ | }987/1988 + 1988/1989 H
' ' ' . '
; Clinical training ; 255 ; 250 ; 250 ;
[} [ ] (] [
; Mid-level management ; 150 ; 100 ; 100 ;
; Peripheral health sanf; 8,868 ; 10, 144 ; 11,144 ;
' ) ' e '
i Ept dentalogy - 30 .
. c ' ‘ .
; Laboratory techniques ; - ; 10 ; - ;
' ' ' ' '
; Village conordinators ; 266,040 ;A 304,320 ; 343,320 ;
. . ' . '
E Villacge health cadres ; 886,670 ; 1,014,000 ; 1,144,450 ;
H : H . H
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Annex 9
Random selection of vacnine transactions showing
time interval from order to despatch. :
1Request re- |Request re- {Appropri-
Vaccine ‘ateness of

Request sent. jceived at thelceived by
f

rom province;Directorate- ;Sub-Directo- despatched supply

:Genersal jrate
08 October 09 Octlober 09 October 13 October Less
14 October 16 October 16 October 20 October Exact

09 Novemher
12 November Not sent as

06 November
12 November

N{ Novembor

H
1)

=
H

12 November! Exact

1] November '
1
.

1of 24 Nov.
2Y October Exact
15 Octuber 17 October 17 October | 20 October Exact
7 November 10 November 10 November ! 12 November, More

28 Qctoive 28 Ostalner 128 Ontober 88! Exact

31 et aner

20 Ortobher

30 Octobher 31 tictober (Not sent as
iof 23 Nov.
10 November 12 Nevemper | 12 November 12 November

Vaceine sent in response to telepnuned -request.

1
L]
H
30 Ontuber | 30 October 28 October &
.

More

oo == et cm ee ce ce 2 ce ce an .a

]
)
'
'
'
.
]
2
]
'
]
.
.
’
'
'
'
'
'
'
'
'
'
'
.
i
.
'
.
'
'
I
3
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Annex 11

Disease reportinc systems in Indonesia

1)
2)
3)
1)
5)
6)
7)
8)
3)
10)

Puskesmas wecekly report of infectious disease
Puskesmas monthly report of disease
Integrated reporting system

Syvastem Informasi 27 forms

KLB report«
Puskesmaz semtinel reporting system

Hospital reports of cases and deaths

Hospital senltinel reporting system

Outbreak inves! igations

Special surwvny (neonatal tetanus, lameness, diarrhoea
mocbidity, mortality and Lreatment)
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Annex 12

‘Monthly hospitnl'and EP1 sentinel hospital reporting system

Polio

FrAgRa el N
-

e
e s TeT?

PRy

ertassis ‘Neonatsl Tetanas; All Tetanus

o T
Tonsrw o p

T
L
L)

Dipbtberia

‘data, by province, 1985,

Eeallt Division

* Neataiy dospital reporting systen (S8S! data by proviace. 1585 (all ages)

2016

11 1204,878

.
4 I TR T T T T SO
.

e cmme 20 ee mm te s e mm e e

3
MU W D e 0w MY e O Dt O
- "y

1881

® © ® ® o o o o e o e e o

ooooooooooooo
ooooooooooooooo

e re oo doe b es ce e e ce e e e ca e

cwe e e e e— 80 o - . -}

1

) oo e 8 o
.

S R A S R S

S S0 0 0= MY I Y= ) ) e R ) ) e ) P=
— - -

Pe ceme cmoe cocomm e ce s oo

MY OO o=t w o
=t ome oms .
ee e e = -

® e re tm me ce ce e Em ee ca e e en o-

3 =t U O e
l’o‘anlnlnlb- W e

cecede teteerccrm e s e cm - .

w - -
AN EI L P W et LD e e P U OV e

16951 § 1601 ; 13

T me menmte cr cm e cere v ae e -

529

1201

PR Tt R S

4 o= e 1 0
.

14

ce e e m- - m-

#1008 08 s o= ¢ wd =2 WD S8 €8 - a2 8

e oo co co @e e wo smoa tmoe wo

not availsdie

1.1

LA o B e B ] anavl-.b!-.l

D == = 1 o= v= 1O

1791 ¢ 200 ¢ 405 ! W

te me em o= ee e os ma me

+ Gf. ACER

t SMATEEA UTARA

. SUNATEEA BALAT
ue

. Sl
H L 11
. BeF

déaths

JALARTA
0

o JHSA RARAT
. JAVA TSRGAR-

teL TIE
P IALIVANTAR BARAT
! S TMARTAR TERSAR

cascs

DEATH T0 CASE BATIO T

SERATISA SELATAR
TALISANTAR SELATAR -
« . EALTNANTAN TUNGZ

" LASPITKG

. Bl
B JENTEARTA

T1K08 TINOR

NALURD
¢ [RIAR JATA

.

¢

+ SULAVBSD TENGGAZA
-+ NUSA TENGGARA BARAT
! WUSA TEYGGABA TINUE

* SOLAVEST TENGAR
N R

» -+ SULAVEST SELATAN

+ SULAVEST TTAEA

! INDONESTA

-—
.
— e S——— —— e - @




", IPL seatinel hospital reporting systes data by provinces, 1985 (all ages)
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surveillance systems in 1985

Annex I3

Completencss of provincial to central reporting for .4

% of expec-

|
\
G

Number of Number of
Svstonm Repurting reports _reports ted reports
units expected received received

Veckly report 27 1404 1000 71
from puskesmas
-FF! Reatinnl 27 324 139 43
hospitals
Sentinel puskesmas:

EpT 27 324 227 70

.CDD 25 104 31 30
Monthly reporting 27 324 156 48

from hospitals

¥/
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Annex 14

motions_underlving table 9.3

,
—— © ——— —

Assumpt Loss: Porutat ion: 160 million

Ritth rate: 2.172100 (5.1 million births)
seanntal Tetanus Mortality Rate Unvaccinnted 2071000
Nennet 1t fetanus Case Farality Rate: 90 deaths per
JOi e
TT - [ Vreney dose : 50%
TP i Viooey 2 duses: 90%
Menaloes A*tLack Halte: 90%
Veenwties Tase Fatality @ 1%
Yeas v Lnccine Efficacy: 83%
Peert aumis AtLack Rate: 80%
Prertussis Uase Fatality: 0.5%

2 Pertussis Vaccine Efficacy 2 doses: 50%

: Pertussis Vaccine Efficacy 3 doses: 80%

.- Dipialharia Attack Rate: 1% .
Diphtheria Case Fatality: 10%
Diphtheria Vaccine Efficacy 2 doses: 90%
Diphtheria VAccine Efficacy 3 doses: 99%
TBC Attack Rate: 0.1%
TRC Lase Fatality: 90%
RCG Efficacy: 50% )
Poiinomyelitis Incidence Rate: 5.6 per 100,000
pepulatian
Poliomyelitis Mortality Rate: 10% .
Policmyelitis Vaccine Efficacy:
1 dose 40%
2 dose Ri%
3 dose £0%
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Annex 135

Suspected cholera cases and deaths, affected areas and
laboratory results,

2evorted saspecied ciolera

Affected sreas

Laboratory
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