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13 December a joint Government/UNICEF/ 
was conduc~cd of the Expanded Programme 

Programme for the Control of Diarrhoeal 
consisted of 14 international and 18 national 

PART A: EXECUTIVE SUMMARY 

Introduction 

From 24 November to 
USAID/WHO programme review 
on Immunization and the 
Diseases. The team 
full time staff members. 
Jav~, South Sulawesi, Aceh 
represent urban, high, 
of the provinces, the teams 
from provinces not selected 
A totul of 80 people participated 
International e>.:pressed 
immunization programme 
interviews in 6 
hospitals, 47 health centres, 
over 2500 randomly 
villages. 

, 
Six provinces (Jakarta, East Java, West 

and Suuth East Sulawesi) were sel~cLcd to 
medium and low population provinc~s. In each 

wer~ strength~n~d with 8 n~tlonnl staff 
for this review and from other sectors. 

in this review. Rotary 
its great interest in the cou'ntry's 

by sending an observer. The team conducted 
provincial offices, 24 kabupaten health offices, 31 

107 pharmacies and dr~g sellers, and 
selected households in 180 randomly selected 

I. Maior Conclusions 

• 
1.1 Expanded Programme on Immunization (EPI) 

Since the review of the EPI in 1982, remarkable progress has 
been made. Action has been taken to implement each of the 18 major 
recomm~ndations. From a very limited programme providing only one 
dose of BCG end 2 doses of OPT, the programme has evolved into a 
comprehensive programme providing 1 dose of BCe, 3 doses of OPT, 3 
doses of OPV and one do~e 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 i~ 
Indonesia have received one or more doses of vaccine and therefore 
at least thie percentage cun be regarded as having access to the 
immunization services. 

The coverage surveys showed that 33% (range 9% - ~O%) of the 
infants in the selected provinces were fully immunized at the time 
of the review. Immunization of pre~nant wome~ for the prevention of 
neonbtal tetanus (a disease which kills 80.000 neonates each year ­

every hour) has doubled since the previous review in 1982. 

However, while over 85% of pregnant women in the sel~cted provinces 
a.ntena.tal care services and cun therefore b~ considered as 

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 iE still disappointingly low. 

Although on a national scale surveillance is as yet not 
sensitive enough to register changes in the incidence of-the target 
diseases of the programme, there are already clear indications from 
a growing number of individual reporting sites, that the programme 
is making an impact on the incidence of these diseases. 

The immunization coverage surveys in the six provinces in 
general confirmed the reported immunization coverage in these 
provinces. A summary of lhe main findings of the surveys is shown 
in table I, 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 

levels of access to immunization services 
3 doses of OPT, 3 doses of OPV, 1 dose of measles 

for tetanus immunization coverage 
tetanus ' toxoid 
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The team identified two key factors responsible for the recent 
dramatic improvement of the immunization programme. The first is 
the firm commitment of the government to incr~ase the coverage with 
all EPl 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, 
Vdlagl: C(jmmuni~y Resilience Body, religious organizations, etc.) in 
the services at village level. The government, by strengthening 
of the infrastructure for the programme, has mnde the services widely 
accessible lind community participation has contributed significantly 
to their actual use. 

The review Identified a number of key issues which need to be 
r~solvcd for the further development of the programme. 

These 	kev issues are: 

1.1.1 	"Missp.d opportunities" for immunization of children and women 
are occurring primnrily in two \.Jays: (1) children attending 
clinical facilitiPos for illness and women bringing their 
children for care are not being screened for immunization 
status and givcn the ne~ded immunizations; (Z) many curative 
facilities do not offer immunization at all, or do it only in~ I 
special immunizution or t.:ell-child units. 

1.1.2 	lIospitnls nnd polyclinics hnve been recognized as major 
l'OlJrr.f!S of transmission of communicable disease. By screening 
children fbr eligibility for immunization and providin~ the 
nece~snry protection the p~ssible harm done in these medical 
~are f.acilities will be rt!du'ced and coverage rates incrcased. 
Immunizations ·prOl.:rammc:s have not been integrated in many 
hospitals and polyclinics. Studies in the outpatient 
departments in the major hospitals in the six provincial 
capi I.als showed t.hnt 7GX of chi ldrcn in the target age group 
\.Jho were attending these outpatient departments for medical 
care \.Jere in need of immunization, did not have 
contraindicntions to immunization, but nevertheless did ~ 
receive th~ neccssRry immunization. 

Y. 	1.3 Staff other than vBccinators have been trained to provide 
immunization, but in outreach situations MCH staff rarely 
provide immunizations, Yhit~ in fixed facilities MeH staff 
rarely immuni~e children coming for treatment of illness. 
ThiR lack of functional int~grution results in many mi~sed 
opportunities for renching children who need immuni:ations. 

'1 .,. .',I r 
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. . . 
1.l.4 .While initial cinthusiasm by PKK, religious leaders, and others 

in impl~menting posyandu is high, man~ volunteers drop-out or 
work passively. This is, in part, due to lack of regular 
attention and encouragement by h~alth staff, some of whom 
visit p08yandu sessions rarely, others who 'use them only to 
perform spe~iflc health functions. 

I.l.S 	Immunization coverage levels such as those found in Java will 
result in ch~nges 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 
sur·\,eillancp.. 

I.1.G 	Although considerable efforts have been made to train staff in 
the procedures alld techniques of the programme with special 
reference to the importance of supervision, cold chain 
maintenance and vaccine managEment, there is not uniform 
app'lication of the skills learned in training. 'Significant 
numb~:3 of nurses and midwives are as yet untrained. Training 
in medical schools and schools for nursing staff does not .. always reflect government policies. Communication of Ministry 
policies to operational staff is less than optimal. 

) ~ 

~' . . 1.1.7 	A systematic, audience-specific approach to EP1 health 
education and · information activities has not yet been 
developed. 

1.1.8 	Injectjons 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 virul diseases such os hepatitis B. 

I.l.9 	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 . 

. 
1.2 	 Programme for the Control of Diarrhoeal Diseases (CDD) 

Significant progress has been achieved in the CDD Programme 
since the last programme review in December 1983. During the 
current review 77% of mothers interviewed recognized an Oralit 
pocket 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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' n~ , Lh~ 78 h~nlth fQcillti~~ reviewed and to be available in 95~ of 
• the 	ph6~mocies and drug sellers visited. These findings indicate on 

' increased u~e of oral rehydration salts compared . with the low public 
Rcceptnnce found in the previous review. 

Progress has been 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 li~ited 
implementation compared with the EPI can be explained, in part, by 
the relatively shorter time since initiation of the program~e. 
Cnntinued emphasis on diarrhoen outbreak investigation has also 
contributed to the ' relative lack of progress.' 

Diarrhoeal diseases are estimated to cause at least 250,000 
deoth~ in children under 5 years. Most of these deaths can be 
prevented by appropriate case management. 

In addition to some ceneral issues already mentioD~d above, 
the current review identified a number of specific kev issues which 
must be promptly addressed if the COO programme is to meet its 
target and achieve on impact on childhood diarrhoea morbidity and 
mortali t.y • 

. Among these kev issues the following have particular priority: 

1.2.1 	The cnn programme has not yet been given a high enough 
priority, to adequately reflect the impo!tance of diarrhoe~l 
diseases as a national problem. 

l.2.2 . A disproportionate amount of COO programme 'staff time is 
devoted to outbreak investigation considering that less than 
l~ of reported diarrhoea cases are accounted for by cholera. 
As n consequence, progr~mme components of higher priority 
cannot be givnn sufficient attention. ,:. 

., 
1.2.3 	At all levels responsibility for COD program~e compon~rts 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 ihe 
inadeGuate coordination of the COD related activities of the 
Family Plannin~ and Nutrition Program~es and the Family 
Welfare Movement. 

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

------:----;-----;-:-;----:-:----- _.. 
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Health 	education ~nd community participation in respect of 
all cno strategies is inadequate. 

" 

~upervisory skills and supervision directed toward improving 
health worker performance are inadeqyate. 

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

1.2.8 	 There is limiled awareness of key programme indicators and no 
adequat~ reporting system which would allow monitoring of 
prnsramme progress throughout the count~y. 

H. 	 Major recommendBtions 

11.1 	 General 
•• .. f 

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

11.1.1 	Integration of cno and EPT in curative services 
The opportunity provided by each presentat~on for 

clinical care should be taken to check the immunizatio; ' . 
slatus of each mother and child and to administer vaccine as 
required. Each assessment of a child under 5 should also 
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 
flllr5e. 

T1.1.2 Trnining 
Nurses and mid~ives in outpatient departments and in MCH 

centres need ~o be trained in EPI and COO. Staff already 
trained should be adequately followed-up, supervised and 
retrained ~here necessary. Cadres require regular 
retraining. Further efforts should be made to incorporate 
training in COD and EPI in the curricula of medical schools 
~nd schools for nursing and other paramedical staff. This 
trnining'should reflect present kno~ledge 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 cno activities. 
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11.1.4 

Ir.l ·.5 

. l 

11.1.6 

Su I'"e i llnn(:c 
During the period of strengthening the routine 

surveillance !1 ystem, emphllsis o'n , strengthening the sentinel 
surveiilance systems f~r both eDD and EPI to ' measure disease 
trends is recommended. 
With the further development of EPI there will be an 
increasing need for outbreak investigations and , outbreak 
control. These investigations require a sensitive 
survcillance system. 

Sunervision 
The importance of adcquate, 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 
correct management of diarrhoeal disease. Adequate stocks of 
useable vaccine and oral re~ydration salts should be 
mldntained. 

Outreach scr"icc~ 
Geographical expansion is needed ; but should be carefully 

guided to ensure that the trai~ing and support required 
remains within the capacity Ot 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 ov~rlonding the still fragile structure . 
Priority should be given to under-served areaa. 

The community-based nature of the posyandu strategy, 
particularly its reliance on henlth volunteers, has " made the 
posyandu a k~y source of public information on EPI a~d CDD. 
Full realizal.ion of t.he posyandu's service delivery and 
information p~Lentinl requires that all health staff at mid 
and senior level mnnagement positions be involved actively 
with the posyandus und regularly visit each one of them in 
their area of jurisdiction. 

Communication~ 

Public knowledge of EPI and COD 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 b~nefits of these health programmes. Similar 
~fforts should be made to improve the knowledge and 
understanding of EPI and enD by health professionals and 
worltcrs. 



In addition to these general recommendations applicable 
to both programmes, the review team formulated specific 
recommendations for EP1 and COD. The most important of these 
recommendations are 

1I.2 . Major recommendations for the EP1 
"'1 

11.2.1 ~~~nizat;on schedule 
The target or the progrumme is now to fully immunize all 

children before their first birthday. 

Increased priority should be given to the provision of 
mcasl~s vaccine. Efforts should be made to assure thot 
measles vaccine is available on a daily basis at all health 
fBcilities s~~ing eligible children. 

A vial of vaccine should be opened even if only a single 
ch'ild is present. 

'''here pol il)myeli tis has not been controlled, use of OPV 
in the newborn period is important t~ provide early 
protection . . In this situation, oral polio vaccine is given '., 
at birth or ~t first contact, with subsequent doses at 6, 10 
and 14 weeks of age. Routine immunization with DPT and OPV 
can h~ suf~ly and effectively initiated at 6 weeks of age. 
The EPI Global Advisory Group d~signed the following schedule 

'i • 
to provide protection at the earliest possiblH age : 

Age Vllecine .-
Birth OPV, BCG 
6 wer.lts OPV, OPT 
1 0 I~e~lts OPV, OPT 
14 week~ OPV,OPT 

9 months /'Jeasles 

1I.2.2 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 
th~ir im~unizution status and appropriate immunizations 
given, in the absence of high fever. Children so ill that 
th~y need hospitalization should be given measles vaccine at 
admission and the balance of the immunizations prior to 
discharge from Lhe hospital. 
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T(!tanu9 toxoid 
The first priority should be to increase collaboration 

uith the Ministry of Religion to ensure that TT immunization 
prior to marringe becomes B routine requirement, throughout 
the country, before the end · of the current 4th Five Year 
Plan. This information should be recorded in the marriage 
book. 

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

Many opportunities nr~ presently being lo~t to update the 
tf:tanus immunization status of pregna'nt women attending 
health facilities for antenatal care and of all uomen 
aLtending health services for any care, especially when thpy 
attend Io:ith t.hei r. young children. 

Greater attention in training and retraining of TBA's 
regurding neonalill letanus prevention is necessary. 

11,2.4 glimination of'poliomvelitis 
The review tenm took nole of the rapidly increasing 

immunization (!overage levels for poliomyelitis. It uould 
appear that, by 1990, over 80% coverage uith third dose OPV 
can be achieved on Java. At such coverage levels, the 
virtual eliminRtion of paralytic poliomyelitis uould be 
expected to huve been achieved. Therefore. it is recommended 
thnt the government consider adopting a goal of elimination 
of puralytic po) jom~'I~U tis from Java (nnd from any other 
provinces uhich a~hi~ve hi~h levels of OPV coverage) by the 
end of the 5th Fh'e Yenr Plun (1993/1994i. This $C9R1 should 
be nchieved uithin the context of the overall EPI ns a 
nat.ul'nl out.come of f!.chieving high levels of coverage \.lith all 
antigens nnd llQ~ as a single antigen approach. Achievement 
of this g,onl p.ntails a concomitunt strengthening of the 
surveillance system and outbreak control mechanisms uhich are 
essentinl to fOCUR pro~ramm~ nctivities to geographic areas 
nnd population grnups still experiencing diseose. 

The revie\.l team is of the opinion that this'target can be 
echi~ved by the Government of Indonesia and therefore should 
be adopted. NRtional. provincial and local level action 
plnns should be developed os a malter of priority. 
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"I .~ . ,', .------. 
It is recommended that a policy decision is made that ,;: 

inject) ons are pet'mi ttcd only when a sterile need~e and a 
.sterile syringe are used. Implementation will require the 
drovelopment of a plan for training and motivation of staff as 
well as a plan for procurement of equipment. 

'11.3 Major recommendations for the CDD Programme 

11 • :I • 1 I"I!!!tli onal !2..!:&!!!!.1 zn t ion n (' COO Sull-d i rectora te 
The fllncUonnl responsibilities, and allocation of time, 

of the ' national coo Programme staff should be reorganized to 
reflect th~ following crder of priority of programme 
cnmpon'en ts : 

1. training in diarrhoea case management and supervi~ion ' " 
2. health education and communications in all COD 

strut.cgi~s 

3. supervision alld monit.oring 
4. evaluation 

Consici~r·tlt.ion sh"uld be E:iven to transferring 
l·csponsibi.1 it.\· fnr surveillance nnd ouLbreal1 investigation to 
a ,s;eneral CI'r:' ';lIrvr.illance unit. 

Tuslts !tnd rcsponsibilities should be clenrly defined, 
c~nsiHtent yiLh this reorganization and considcr3tion give~ 
1.0 nssignin~ rf!spollsihilit)' for spec-ific projPcts Bnd 
)('!~'!trnph ic 'U·C!ILS. 

1J .:1.::: ~:I':'I.'.'.:ll,-c.:.i.!ll._l!b'1.nnJ!l.g, 
A coordinaLnd prnGr~mme of all COO activities, consistent 

with the int.e~rated family health approach, should be planned 
and implemented in each province and kabupaten. The plans 
~hould include training, communications, ens logistics and 
monitoring of all activities. Detailed job desciiptions for 
all personnel should be prepared. 

CloR~ collaboration with other programmes, in particular, 
Nutrition, Fa.mily Planning, MCH ana EPI will be required. 
Increased decision making nuthority and accountability based 
on performance should be given to the provinces to ndmin1ster 
the COO activities nnd funds. 
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~::..:...:...:.:.=..:::...~case ml\nag~!!!...~..!l.!:. 
The diarrhoen cas(~ mnnagement strategy should be given 

' hishes~ priority. It should emphasize: 
use of home fluids when diarrhoea begins, to prevent 
clehyd ra t ion 
us~ of OrnliL IORS) to tr~ot dehydration 
continued feeding during ciinrrhop.a 
uarly r~fcrrnl of s~vare cases nnd those not responding 
1.0 treut.mt>nt. 
limiting the use of antibiotics ond IV fluid to specific 
defined conditions 
nD use of antidiarrhoenl drugs 

This policy should be wid~ly disseminated through various 
channels including information to private sector 
phal'macists/drug ~cllers. Indicators for monitorin,:: ca~e 
mnna,::cment should lll! testeci and introduced. 

in vicw of their lock of efficacy, their possible harmful 
affects in childrell Ilnd the enormous \oIllst~ge of resources 
IoIhich they cntoi t, the use of antidiarrhoeal drugs should be 
d i ~H:lJntinup.d in I h(' pllbl ic sector. Leg'islation should be 
conl'iider'ed to I imi L udvcrti~in1:, manufactul'e Ilnd sale of such 
dl·ugs. 

1I.3.~ ORS (iistribut,.L'l!! 
Oi~triLution of ORS through the various existing channels 

should be coordinl\teci Ilt centrul, provincial and kabupaten 
~uvcls to ensure supply of ORS bascd on demand. Priority 
should b~ given to establishing a mechanism to ensure 
continuous supp'ly of ORS tl') cadres in their villages. An ORS 
distribution report, prcferably combined with the monthly 
vaccine report, should be established. To allow.uniform 
promotional messages for 200cc ORS packets, 1 litri ORS 
puckets should be used only in inpatient facilities or those 
where lnrg,r vDlum~s of ORS are required. Only 200cc packets 
should be distributed to puskesmas, posyandus and the public. 
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I • '. (".,: . ' .t. ' .. Ob Ject1ves of· the Review 	 ,I 
" 	 ".', To review the na tional policies, strat~gies, plans and 

1 

~ctivities of the COO and EPI programmes. 

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

To reviell the current and potential roles of community 
participation in support of acceleration of EPI and COD. 

To identify constraints to programme implementation. 

To mnke recommendations for future programme implementation 
und ror ov~rcoming constraints. 

To submit E\ report. of the findings of the review team to the 
Mlni~lry of Henlth. 

2. Review team composition 
The review was conducted by a core team of 13 full-time 

international participants, nominated by UNICEF, USAID or 
~IIO, nnd 18 full-t.ime nntiono.l participants. The latter, in 
nddiLion to the ~lilliRtry of lIealth, represented the t'1inistry 
of Religion, the Fnmily ~elfare Movement, the Indonesian 
Pnediatrir. Agso~iation, the School of Public Health of the 
(lni\'ersity of Indonp.sia and the Consortium of Health 
!ki~nr.cs. (i\nll('~: 1) The=-' I'ere joined at. provincio.l level by 
more than 50 part-time nntional participants. Staff of the 
provinces visitnd worked with the review team to facilitate 
field activities and to conduct the EPI cluster survey. 

3. Outline of methodologv 
The review wns officially opened on 24 November, 1986 by 

Dr. Adhyatmn, Dir~ctor General of Communico.ble Disease 
Control and Environmental Health. Following the op~ning 
ceremony a~d a brief present.ation of the review me1hodology, 
participants spent one day in Jakarta working in six 
t.~chnical workin~ groups to review assembled data, collect 
additional dnt.a nnd conduct interviews. One day was d~voted 
to briefing participnnts on the use of data collection forms 
which had been speciallY d~signed for interviews at nationnl, 

http:ki~nr.cs


~rovince;kRbup~ten, health facility, he~lth worker, 
', d "ispensary/drug seller nnd community levels. Forllls for 
:sepa~~te EPI coverage and diarrhoea treatment household 
surveys were also explained. 

For the period 27 November to 5 December six teams 

visited one province each and conduqted interviews at the 

levels . ~entioned above. The six provinces visite~ were: 

Jakarta, East Java, West Java, South Sulawesi, Aceh, ' and 

South East Sulawesi. These had been selected to include 

urban, high population density and low population density 

provinces after excluding Bali, Irian Jaya, Maluku, Timor 

Timur and YogYRkarta from the sampling frame. A list of 

kahllpaten visited appears in Annex 2. 


In each province the core team members and provincial 
leam members, drnwn from EP! and COO staff in other provinces 
I.&lIIJ from othcH' sp.(;tors, formed 10 teums each responsible for 
sut'\'e~'ing cluF; t.ers in the F.f'l covernge survey and for 
conducting intervjews. 

On 4 December the tp.Rms reported their findings to 
prO\'incial ollt.hori ties before returning to Jakarta. From 5 
Dp.cp.mber to 12 December the review team compiled field visit 
findings, dist!lI!H;ed ident.ified pr'oblems, forlllulated 
,'r.c:ommcndations and drafted a finnl report. The executive 
~lImman.' ()f the report WllR prcl'Iented to His Excellenr.y, the 
~linister or Hf!fl1lh, Dr, SIJI.'nrrijono .Surjaningrnt, on lJ 

D~ct~mher , 
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: : BACKOR'OUND INFOR~IATION 
,:J 

Brief description of the country 
Indone~ia is an archipelago in South-East Asi~ consisting 

of o~er , 13 000 islands in six island g~oups spread over an 
area ,of nearly 2 million square kilometers. It is a country 
possessing many n~tural resources, including large oil 
I'p-serves. '·hp. cl imate is tropic:!.l, with a high rainfalL 

The main rAligion is islam, although christianity, 
hinrluism and burldhism represent important minorities. 

In 1981, it was estimated that Rl.2% of males and 65.7~ 
of ff'ml\l~s over ~h~ age of 10 were literate. In 1985, 84% 'of 
f~m~Jes a~e 7-12 yp.Rrs were attending school and 62X of those 
aged 13-15 rears. 

,2. Demographic data 
The rollu~in~ rlnto were mostly drown from the 

":-;I,At.iSticlll PI'onle of Mot.hers and Children in Indonesia, 
19R!i" iSl;tIl!!d h~o th,~ (;cnlrBJ. BIJrenu or St.at.istics. 

Populat.ion : 16501 million 119851 
Pupulat"lon 0-01 \',lIIrs 23.(j million ( 1985) 
Number of li~~~irths p~ro 

:lnflum: 5.2 million ( 1985) 
A\'erug~ nnnunl pnl>ulnt.ion 
grol.:th 1"0 'oe : 2.2~ (1981-85) 
Percent rural populat.ion: 76% (1984) 
Crude birth rate 31 per 1000 (1985-1990) 
Crude death rate 11 per 1000 (1985) 
Infant mortality rnte : 93 per 1000 (1981-1985) 
Life expectuncy at birth: 55.3 years (1981-1985) 

The average population density of the country in 1985 waR 
estimate~ to h~ 86 person per square kilometer, however, it 
ranges from 3 in Haluku and Irian Jaya to 283 on the island 
of Java, ,where ulmost 60% of the popUlation live. 

3. Administrative divisions 
' Indonr-si:l i~ dividp.d into 27 provinces, further 

subdivided int." 246 regencies (kabupatenl and 55 
municipalities. There were 3548 districts (kecamatan) in 
1985 comprising 67,981 villnges. 



-----------------------------

In the municiplll areas villages are further subdivided 
in~o localities (RW) and neighbourhoods (RT), the latter 
usunlly having between 20 and 60 houses. 

4 ~ Overview of Health Services 

Hr.alth facilities and manpower 
There are 124r. hospitals in Indonesia with a total of 

around 103,500 beds. There are 5639 health ~entres 
'Cpul\kesmllsl, 1;302 sub-centres (pus(tesmas pembo.ntul and 34;9 
mohile servLcc units Ipuskc~mas keliling). In addition, 
UI'rJlllld 66, :")0(1 int.cgrnt.ed sen'ice posts (posyandu) ha\'~ been 
e~Lablishe~ in 65,000 villages. There are estimated to b~ 
(wei' 400,000 d lluge heal th wor\(ers and almost 100,000 
lrHditional birth attendants. 

Thl! heal th mllnpOIJ,~r of th~ coulltr~' is summariz-ed in tnble C\, 1 

Tahl" .1, I SlImmlll'y of h(!:\] t,h manpO\.lp.r in Indonesia 

1983/84 1985/86 estimo.tQd 

~edic~1 ~p~ciali~ts 

1~"IH" ' a 1 n!l'd, p"lle L iIi nl1<:' I'S 

Ur.nl.isls 

Pha z'mnc is ts 

Olher health ~cienlists 

Non-nursing parnmr.dics 

Nur:;(! aid/heal th 11 i tis 

2733 

i!i(!!l 

1292 

i9!i 

12·1 

44651 

12011 

294;3 

Non-medical health personnel 63221 

3009 

!19 to:l 

1484 

1091 

51131 

15484 

432;8 

75789 

--_._---­
202983T t) t Ii 1 162129 
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~on-~overnmental o~gBnizations 'and health 
Involvement of non-governmental organizations in health 

dev~lopment 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 Ninistry of Health in implementing their 
health related a~tivities. The Family Welfare Movement 
(1'1\1\1, Civil Servant Wives Association, Muhammadiyah, 
IndonesiRn Council of Churches, Catholic Health Services 
Association, Indonesian Child Welfare Institute, Rotary Club, 
Indon~sian I~omp.n Congress, Indonesian Council for Disabled 
Child and. many hl!oJ th professional organizations al'e giving 
active support 1.0 the network of national health service 
deli ...~ry. 

Private sector ~ealth care 
In the private sector, health care is provided by medical 

and paramedical (midwife) practitioners who usually render 
ambulntory s~rvices, or by privately owned polyclinics, 
maternity home~ nnd hospitals. These health services run 
well in ('i tiw,; 'Jhen~ people who clln afford to pay for the 
services arc creatin~ an increasing demand. 

Admi!,.istrative structure of Ministry of Health 
The admillist.rotive strucLllre of t.he Ministry of Ill?nlth 

relevant to thp ~PI and the COU Programme is shown in Annex J. 

Th~[!'tegrated Family Health strategy 
IIi ... ., infun!. '"()rt.nJjl.~' PIO pc:r 1000 in 19R5) and birth 

rnlc~ (~1,5 ppr loun in 1985) are great challenges to health 
d"velopment or t.he r:ounLl'y, Increased awareness of t.he~e 
1'lI'llh l ,-nu; L\nd nn imclf!r1'l tnnd i ng of their causes and links, 
nml)n~ hwll th (~ur"~ prf/\· idcrs of different sectors, led to the 
adopt.ion Ill' nn illli'.!p'al.,·tj nppl'u.Jch in health and fllmily 
planning, as ihe basic strategy in the Fourth Five Year 
DI'\'~lopmp.nt. PJnn (1!l84/85-198H/89) t.o improve the 
populntion:s ht~(\lth nnd welfare. 

Since then, thp National Family Planning Coordinating 
no~rd (BKKDN) nnd t.he Ninistry of Health have, with the 
support of other relevant sectors, taken several steps to 
improve cooperation and coordination including the formation 
of a Central Family Planning/Health (KB/Kes) Task Force. 

http:DI'\'~lopmp.nt


"" These stepsl~iLl formalize the support to operation:!.l 
·'·'~' i ·ll t.'~,.;rntion Ill. h"lllth ~entre nnd community levels. The 
: i lI·tt.~ ::t I'~ l cd heal th pus t . ( pos:.'andu), based in the commun i ty nnd 

': r~~ , br volunte~r workers with health staff support is the 
.. (i' rl;~, ' ,;oint of c:ontuct of ' the popUlation \Jith the intl;!grnted 

~(> I;\~ i I:es ', 
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DETAILED FINDINGS AND RECOMMENDATIONS OF THE REVIEW 
.' " 

1. COD 	 Programme Planning and administration 

1.1 	 Riston: 
Oiarrhoea· cont~ol efforts by the Directorate General of. 	 . 

Diseuse Control during the 1970s focussed primarily on 
control of chlll~rQ nut.brenks. O~nl rehydration therapy was 
int~nrhll~t'd ill '.hc> I!Jl'l," 19;05, National seminars on ORT have 
been hr.ld everr four ~'ears since 19;4. The Coordinating Body 
fClr I't:diatric GII~. tl'oentfl~o)og:.' in Indonesia was set up to 
(;uordinat.e cl illicaL, resfH\rch and public. health aspects of 
dja~rhopn control. 

1n 1981 t.h.,.. ~Iini~d,~y of' \{~alth established the national 
COO I'rogrammr: ,.-j t hi n the Sub-Directorate of Cholera Control, 
,..\ l t.h""l£h t.hc~ Sub-ri i rer: torn t.C hns been ~enamcd as the 
SlIh-directoJ'alc ld' Diul'rhop.1.1 alld Helminthiast's, its origins 
in the cholera control unit nre reflected in its major 
em~hnsis on din~rh0~3 outbreak investigation and cOlltrol. 
COO A~tivities W~l"t' included in the 3rd and current 4t.h Five 
YC' II r PIn n s , 

,\ f"I!-I lilli' f"n!J pr',·"!rnlllm'.' m~nngcr, 9 nclditillnlll ~tnff, 

",,,I ~ ,.dm i" i : .• ! .. ,,' i ·. ·.· ""1'1"'" I p'~1'9nnS I'un t,hC.l pros.: rnmRlI~. 

I, Z Q!!.i.tT,tj "C~!!!L...!:..{l. I:!t~~_s, 

Thl~ l'xist.I:H' "\•. i"I'ti\'C!-l ~'f LhE' pr()grl!.mme as stated in thl! 
n',' j,':l:lI CDIi r.rot!n"~II".' ~I . h Fh' " YC'ar Plan are: 

1(1 rl!duce IllI! mnl"tulity <.:aused by acute dial'rhoea and, 
spf.·c.:iflr:all:: I." rt!ciuce the cuse fatnlity ral.e to les!'! 
t hnn Z% (',' r, h.." IlS rnuch IlS 25~) du ri ng a 5 year pe r i od 
t.hl'ollgh pl'Op':~ t.reatmenL or cases and control of 
"p i . rl~m iCH , 

to reduce Lh~ morbidity caused by diarrhoea from 350 
~ascs pC'r 1000 ~opulatinn. 

The progr~mme impact and operational targets set for the end 
of the 4 th Fi'v"(> Yell ~ P.lan are shown in table 1.1. 

.~ 
~ ., '.co 

','1
• 



. COO Pro~r~mmc impact und o~erational tar~ets for the 
11th Fi\,,: ' Ycar Development Pilln 

1984/85 i9BB/89 
,', ' estimllte .____ .. t:~~~,t _....------- .._-_ ...- _.- .....- ._--­

...., , ~rogrl:\mme impact t~!:gets a, r 

' ,'.~ Infant. mortnlit.\' I':lt.~ 90 iO 

'.· i~drI006 livq hjr~h~1 


Int'llnl rliat'rhoeu PI(lrt.nlil.y rat.e 22,1 l6,O 

. Ip~r tOOIl live bi:'I,hEI 

t:nrler-fivt" dillr:'!\o'!:J lI:orl.:ll i ty ral'! 1 j ,P, ' 14 ,0 

( p.~ r J000 c' h i 1ci l"t": 1\ 0 - ,I \'(~ A r ~ ) 


llndcr-fl\"~ di ar-r'h(lI':I nI(J,I,al i l~' I·"l,: i,; 5,n 

I pl?I' lOOn. chi lclrell I)-,l yt'ars) 

lIndcl'- f i \'/-' d i UIThttt'a i nr.' i denc:e 2,0 l.Fi 

Irpi~ode~ pc~ child) 


~..!:~tionl\l tat"gets, 

ORS accp.s~ rate b (%1 60 100 

ORT use rate c 11.) 16 46 

Proportion of health centres 

implementing COO (r.) 40 100 

Ratio of diarrhoea cases treated 

hy healt.h facilities: cadt"es ;5:25 55 : 45 

Proportion of ORS di~tr\buted 


through non-governmental channels (:) 60 


a Anllunl rotes ., 
b Proportion of the population with t"easonable access to a 

pro'dder of lIR~ and information on its use, 
c ProporLion of nll diarrhoeu episodes in children 0-4 years 

receiving appropriate ORT, 



Strategies 
. The st~ategr for diar~hoe~ case management and progress 

in il"s . implt:menl.al.ion arc presented in section 6. Other 
sLraLegies for the reduction of diarrhoeal morbidity and 
mortalitr have not been as clearly defined. Responsibility 
for their implem~ntntion involves various other sections of 
thp. Mi nislry of H~alt.h, for example the Directorates of Water 
Rupply nnd Environmental Health and the Nutrition Programme. 
Thes~ were not ~overed by the ~urrent · review. 

. , . 

[. 

'r .~J 

" 

r~omotion of breast feed inK for as long as possible or } 
upto 24 months of age and the introduction of weaning foods, . Or 
~ith continued brenstfe~ding, from 4 months of age is 
nntional policy shnred by the COD, He" and Nutrition 

\ 

J)J'oJ:(I'ammes. 

Turg~ts for wnt~r ~upply and excreta disposal facilities 
ill't~ summarized ill t ahle 1.2. 

Tahlc 1.2 Targets for stipply of safe water and sanitary excreta 
disposal. 

Indicator 1984/85 1990 target 
~~J:,tmate Urban Rural 

Pr~portion of population 36 75 60 
wi th access to a safe water, 
source (~) 

Proportion of the popu.lat.ion 31 40 50 
wi th son i t.ElI':.' e:ccretn disposnl 

"r. 
• ," ~o, J. • ~l 



Programm~' expansion 
,The COO programme had originally ' pursued a plan of " 

establishing ~OO activities in increasing numbers of selected 
health cent~cs. ,A special budget for each centre was 

.provided, to support orientation of cadres in COO and for 
monitoring and reporting by health centre personnel. Only 
1031 of the existing 5639 health centres, have been 
estnbli~hed as "COD 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 
iR considered as a COO health centre. Currently 3212 health 
centres (57X) huv~ b~en cov~rcd , Thi~ figure is cxp~cted lo 
rdach 100Z by 1988/89. 

A pilot proj(lct. in improving COD Programme coverage \.las 
init.iated with USAIO, UNICEF and WHO support in 1984. This 
is being dev~loped initially in one kabupaten of West Java 
Province. It has emphasized an intensified communications 
appro~ch, \.lith preliminary research into maternal knowledge, 
attit.ud~s and practices regarding diarrhoea, coordinated 
ml:ss~ge 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 special logistics strengthening effort including supply 
of ORS through t,he private sector IlS well as Ministry of ' 
HeAlth facjliti~s. A provincial working group coordinates 
the efforts, and ench of lhe sections of the national COO 
progrnmme is responsihle for linking ~ith ,the West Java ~l 

proj~ct in their activity ar~a (lo~istics, training, 
~urv~jllance, pte.). Pending evnluation Bnd avnilability of 
r'~s'")lIrces similar fd'fol't.S may be initiated in other priorit.y 
provinces. 

1.5 !\c\minislratj\'e !ltr\lcture 
The Sub-eli I'ecl.or-ale of Diarrhoea t\l1d Helmi nthio.sis, 

"l"!<ponsihl(! ror thr. COO prolZrnmmt' is situnted in the 
II i n'(' I,,") r It I r. ,) r II i s (~11 S ,. S '~i thIn r c> c t T r 1\ n l'!mi ~ s j ')nund~ r t. h c 
I)i rt,,:t,orlll.,.. GI'nrr'n J of" Communicahle IHscnse anci f.n\'i rnnmcntAI 
1I'~fI I I.h , 
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Siri(:e" the inl. .. ernLl~rI famih' health IlcLi ...·ilies Io:ere launched 
in 1~83, sp~cial Io:orking groups have been developed to 
coordinate ~ith othp.r sectors in solving managerial problems, 
and ,those associated with planning, training, implementation 
of activities, monitoring and evaluation. 

A recent decision by the Director General has 
re-established the COD working group, to meet every 2 months, 
until ~arch 19AR. 

~ithin the responsible Sub-Directornte, there are four 
sections: 
~,t~S.U..9.!l 
Surveillance section 
Oll t.brenk con I.!;"ol and 
i 11\'('~ t j stll t i on ~I!C' f..i on 
Gont.:·ul secti on 

E...,! 1IIIl tion sel" t.i 1)11 

Responsibili tr 
Project monitoring 
Control of chol~ra oulhrellks 

Training and health 
education 
Project planning nnd 
evaluation 

In most pro\'incC?s there is ' a person 'olho !Jorks full-time 
on cun programme activities, 

A recent study by the Ninistry of Health, Bureau of 
Organization, of organizational factors concerning the COD 
Pl'()gl'nmme hils suggested the need for clarification of 
pr'iorities, r~~ponsibilities, and technical issues, among 
both central allci provinciul staff involved in the pr<?grammc. 

1.6 Budget 
The budg~t for Lhe COD programme for the current and past 

2 t'i!';cnl YClll'" is ,.;hown in t.nble : 1.:1, 

Tablr. J .:1: COD prnlll·IImmp. budstet, hy SOUl"l:e, 1984/85 - 1986/8; 

.....--- ... ­ --_.._. -._------------. e .. ___ ...- ...._-----------------------------------------------­

. m~...... l .. .....~:' L _.... .•.... l. .. . .. ~ilO. ' .........~••••••••~~H!'••__••••: • ___II~IC£L___l.__LILL:.L._.__j 
: !:dIiSS : ~D. m.m.oo~ : ~t. oi.:SO.DOO : 2p. 1.0S3,810,m 

;JWAE : ~~.l.m.l2UOO ': f.D. m.W.:S.1 ~~. i.lZ.m,OOo ep. 19.m.OOO : p'~, 1,555,806.050 

, . ~ma:...~JF ~ .•m,,! E:m...~.~.~~· ;.!~. f!9dL....l.~~!.m~HU~L__l.J!!..illJ~tL!~L.~Je!._'dE~;~~: ~~~.._; 
.; .?-~ ~ ~,~~!~~~~:~~O .......: .~ ~. !·:t .. :~ : . ~ ~II ,.~~ • •1f.~:~~!.I~r,~1 ........ ; . .. ~~! . ~;~/~;~:~29 .. '~?~ : _~:~f.~r~~~:~~~_ ......~ 

RI>cf:nt.l~·. II\I~ d',~\·".lopm'!nl f'unrls fur 19~6/8; in I.h,! he:lIt.h 

blldget of the llir~ctorat.~ of Communicable Diseases Cont.l·ol and 
Environmental Itcli 1t.1I "(:r" f:1I1, b~' 41iX, At c(>nlrul le\· /~l. Lhe' 



. ~H:'pplics Ilnd equipmr.nt budget for t.he CDD unit. remains 
. adeqUlJte , bul. ull fUllds for tr'nnsporL have been cut. Travel 
of .(:011 stllff for !;upl?l'visor~' purposes is presentlr carried out 
using funds frr)m US,\IO (Jr WHO ;uisiRtnnce. 

Scpllrate funds nrc aVllilnble for epidemic control. The 
det:lilmj ' hudl!p.I. f(JC' the con prog'ramme in 1986/198; is sho,",n in 
Anrlf~:": 4. 

1.7 Field visit findings 

workplans for COD w~re avnilahl~ in J of the si~ 
pro\'illcC!s \'iSlt~'d nnd in 11 of 24 kllhupaten. Thusp. that no 
C'~ist r.onsi.st. primllr'ily of ~oals rat.hel· ~han det.nilen plans (,f 
", ' 1 i' · il.ies sho\.. in~ /I':countnbiJ..il.y and s(:hedulin~. 

TrunspCJr·I.:II.I'"1 hot.1I nt klll,JllpntclI and provinr:inl It.!vcls is 
~hllro.:d or IncldllJ! completely. The necessary government budged. 
til ,~"\' t~ r runniralo: and maintenance CORtS ....ns usually not 
II ..' 1\ i 1II I; 1COl' i lIarl~q\ln Lc . ., 

~1:1nJlo"'er r':snllrces arc insufficient, uith leadership Ilt. 

kuhupo(en ' level u~unlly coming from a physician responsihle 

fur m~ltiple CDC nctivities and in some cases also responsible 
for running a puskesmas. 

(It.her klll,Jllpatr:-n staff reRponsible for COO ar.tiviti~s als(l 
gene~ally hnve oLher responsibilities relaLed La diseases of 
rli,·p." 11·nn5mi~~\C)n. principally tlJberclllosis. As t.he h"r:i~~t 

1'0" I "ninin!! of cadres nt the specially dcsiltnated C[)O henlth 
:'Pl\:'r.!~. and ,...',. ~lJro·~I· \'i::;iCJn. h;ts Ilf:en cIIL. I.h,: a"'. i\'it.i'':s of 
I h"~" r"r~,on5 l.-j I.h I't~spec\. to COl) huv~ b'~come pl'im:lril~' 

.' J .~ r i ,:" 1 • 

~t pro\'in~i~l level mor~ mllnpoyer is available, but asain 

dev~Jnpment ac~ivities are ill-defined, feu funds ar~ 
avai luble for supC'n'isins, Ilnd action is primarily clerical • 

. 
AL both provincilll and knhupaten levels direction is 

shllr~d bet.\Jeen t.he I'Jcnl repre::;entati"'es of the centrlll 
~(lvl-!rnment. cne I\l\d I.hp. slaff of the health section of the 

lucRl ~overnment. Lack of designated nccountability and 
cJenrly defined job nescriptions e~acerblltes the manngeriul 
pr(lbl~m. Many staff have )\lid 110 sp~cinl training in CIJI) 

pruGrnmmn mnnug~m~nt or clinicl\l care. 

,.' 



,"The lacl( IIr ,.'Ip.Rr indiclltor~ of programme progress 
! ~epo~table on a ruutine basis greatly limits the value of 
colJectlon and mnkes analysis difficult. 

data 

At " t.he pm;lwsmns lev~l diarrhoea control is seen 
~rimnrily as trc~ting patients uith diarrhoea and providing 
health . educaLion about diarrhoea at the posyandu. 

,.. 

" At all peripheral levels th~ only exception to the abov~ . 

pattern !s seen in the control of Rcholera R outbreaks, uhen 
extra funds become available and additional activities occur. 
Insufficient effort is made to use outbreak control to bring 
about permBrll!nt imp"o\"!m~nts in routine cnse management. 

The con intensification being carried out in West Java 
(see section 1,4) Hhous substantial promise of increasing 
levels of effectiv~ diarrhoea case management by mothers, 
cadres, and I.ealth uorkers, although at present it is limited 
to a pilot prnJect in Garut Knbupaten. 

Elseuher~, however, COD programmes have not progressed 
substantiallr in planning or administration, and the recent 
budg~t cut.s have made improvement in this area difficult. 

,' . 

1.8 Kev issues 

1.8.1 The COD pro~ramme has not yet been given a high enough 
priori ty, to adequately refl ect the importance of diarrhoeal 
diseases as a national problem. 

1,8.2 Due in part to its origins in the cholera control unit, 
disproportionllte amount. of COD programme staff time is devot~~ 
to outbreak inv~stigation although less than l% .of reported 
diarrhoea cases ar~ accounted for by cholera. As a 
consequence, programme components of higher priority cannot be 
given sufficient attention. 



At all levels re~pon~ihility for con programme components is 
divid~d among several sections or individuals. The structure 
for coordination of activities into a coherent programme is 
not yet in place. 

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

\. 8.5 The programme objective of reducing the diarrhoea case 
fatality rate to less than 2% is mnaningless as the current 
death-to-case ratio, based on reported figures, is O.35~ and 
existing surveillance mechanisms are inadequate to derive 
preci~e estimates of the case fatality rate. This ohjective 
r~rlects the progrnm~e's preoccupation ~ith epidemic 
diarrhoea, to which it was directed. 

1.9 	 Recommendations 

1.9.1 	 The functional responsibilities, and allocation of time, 
of the national coo Programme staff should be reo~ganized to 
reflect the following order of priority of programme 
components: 

1. training in diarrhoea case management nnd supervision 
.,... health education and communicatiolls in all COD 

strat.egies 
~. supervision and monitoring 
.\. 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, 
consisten~ ~ith this reorganization and consideration given to 
6ssi~ning r~sponsibility for specific projects and geographic 
D ,'cas. 



, ":' '.1 	 ',' , 

'1';:9'. ,:, ;f,;;:'L ·doordinuted programme of all COD activities, consistent 
" .•'1;: J -j.:' "~"~!i' ~ ,,( '" 	 , 
,:;,;;,~ ,,::,,~'. wi th th'e integrat.ed family health ' approach ', should be ' planned 

~~ ' and~ i~plemented in each province and kabupaten. The plana 
~ ~hould ' include trnining, communications, ORS logistics ~nd 

! . 	 ., 

monit'oring of 'all actIvities.. Detailed job descriptions .for 
. " all p~rgonnel should be prepared. Based on performance 

increased ' decision making authority and accountability should 
be gi ye'n' to the provinces to administer the COD acti vi t.ies and 
funds. 

r.lose collaboration with other programmes, in particular, 
Nutrition, FRmiJy Plnnning, MCH and EPI will be requir~d. 

l.!L:J In the fil·st. half of 1987 n joint planning exerr:iRe 
sh<:lU I rl be undert.1\J.:I~n i.nvol vi ng relevant government. ' 
dir~~tnrat.es, nan-gov~rflmental organizations, USAID,UNTCRF 
:lnd l'liO, t.o · es I ah I i ~h a plan of action Rnd identi fy rt!sources 
for an c~pnnsinn of the COO programme. 

1.9. -1 A small number of performance-based programme indicators 
for I'o~tine monthly reporting, and an appropriate .monitoring 
system should be developed, tested and adopted. The diarrhoea 
case fe, ta 1 i ty t·~ t.e ~hou Id bp. deemphas i zed as a programme 
indicator. 

1.9.5 	 Steps should he tuken to initiate regular meetings at 
knbupaLen nnd puskcsmas level, of health staff with other 
govcrflm~nt.ul and nOlI-governmental agencies involved' with COO. 

Recommendatiuns specific to ~arious aspects of con 

Programme dev'llnpmenL are presented in sections 3-6 and 9-13. 


http:govcrflm~nt.ul
http:dir~~tnrat.es
http:integrat.ed


EPI Planning and administration 

2.1 History 

The Expanded Programme on Immunization (EPI) began 
officially in 19;;. Launched initially in 55 kecamatans, the 
I-:rr , e:o:panded in Il 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, OPT and TT vaccines uere used. 
Po J. j (I vacci ne· (()l-'\' I was added in 1978 and measles vaccine in 
1!l82. By that. ~·enr. there~ore, all six EPI antigens were used 
by thn EP!, at l~nsl in selected areas in the country. The 
prngruss in ac(,:~!';s as mensured by the number of puskesrnus 
providing vaccines has been significant (Annex 5). As of 
March 198G, ovrr ~O% of the total 5639 puskesmas in the 
country were providing at least the bacterial vaccines and 67: 
of pllskesmas I.'erl! providing the virnl vaccines. 

" 2.2 Objectives and targets 
The primary objective of the EPI is to reduce morbidity 

nnd mortality in children by ensuring immunization against the 
~b: EPI target diseases before their first birthday.

\. 

I The target for the EPI by the end of the current 4th Five 
Y~E\r Plnn is that all ' children under 12 months of age wil} 
hav(> aC'ce~s to immuni ?ntion (defined as not having to travel 
mOI'~ t.hnn 5 kin!'; 1t.1) nhtllin immllni7.ntion servicesl and t.hat 65" 
of ull children will be fully immunized by their first 
birthdny. "Fully immuni7.~rl'· iH defined as having recf!ived one 
dose of BeG; three doses of OPT and OPV and one dose of 
m(,:lsles vaccin~. 

2.3 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 plIskesmas conducts scheduled visits to 
convenientl~ located sites in the local villages. To an 
increasing extent in rec~nt years, these have been integrated 
health service posts, known as posyandus, where MCH, family 
plnnning, con and nutrition activities are also carried out. 
The vsccinator should cover all the posts in his area at lenst 
once every thrl!c rnolll;h~. 

. , 

" 
.'~ 
'. 
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, "'''', ', Fi'xed ',; cenLre immunization services complement this 
~~~r~~ch c strat~gy; A nurse or midwife is responsible for 

,~':<'sc ~ eeni'ng the ' i'~munization status of children lind pregnant 
·'·. ~o~~n"'h~ come , to ' the health centre and for providing required 

vaccinations. Immunization is also offered at some hospitals 
"' and by private practitioners. 

In additinn. special activities are periodically carried 
, out in selectetl nreas. For example, mass campaigns to 
vRccinnte all ~nmnn in the childbearing age have been carried 
out in West Nu~n Tcnggara and Aceh province~ in an effort to 
r~duce the high raL~s of neonatal tetanus. Another approach 
has he~n to prpvid~ TT to women applying for their marriaqc 
\icenHe. AnnlJnJ ~""c~ps t.o r:fJmplete unfinished immunization 
~Ght!d" I (·s 11 rf! :1 I "', ' r:ondlJc Led in mOH t 11I·O'· i nces • 

2.4 Disea~e reduct'~9.!LJ:.!trgets 

DiRP.IHIP '·"rjllc!.iun targ',:I.:. have been specified for the 4th 
five Yrar Plan I 19RI/B5 - 1988/891 as follows 

Il-,,~,!~ R~tl'd£t ion Tnrget 
[)iphtheri:J Reduce morbidity by 50~ and 

mortality by 40~ 
Pc I·tu~ 5 i,s Reduce morbidity by 50X and 

mortality by 40% 
Poliomyelitis R,..d\lc~ morbidity by at least 25% 
Tubcl'cIJ 1O~ i s Reduce morbidity from 2.5 per 1,000 

to 2.0 per 1,000 population 
I 



Schedule 

• ".'1' The immuni~ntion schedule for the EPI is ~houn in 
l nhle 2.1. 

~. I ~p I ' i mJ!!.!:ll} L~J;..~i.'2.~~'£!!u 1~ 
-_.1.. - -:--- _._•. _ ._. ... . ... .. . .. __ • ___ _ . . ... ___________.. __._____.__ 

I r.1..t.ervn I VoungcHL o I!Lt;.li_l_._ 

B C G NA Birth 14 monlhs 

OPT ·1 ueeks 3 months 14 months 

Meas 1 ':5 Nfl 9 months 1-1 months 

o P V 3 <I ueeks 3 months 1 tJ months 

T T a 4 1.:eeks 15 years 44 years 

o T 2 " ueeks 6 yenrs 9 years 

a TT is also given in t1.:0 doses (or a booster dose if TT had 
h~cn previously Miv~'I) to children in primary school cl~ss 6. 

2.~ Contruindications policv 

As it had ht!'?n "c:crtgn i zcd that chi~dren uith minor 
illnesses were b(!in~ I'efused immunization, in 1984 the lisl of 
contra indications 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. 

L/tJ .. ; 
\ ; .." 



:,' '~"j Projected ' riumhl!rs of health staff to be trained in ' EPJ 
.' nd~; COD ,befo're the end of the current 5 year p!a:n, in 1988/8!), 
a~e ' shown i~ Annex 7. The numbers of, persons involv~d, 
particularly for peripheral level staff, are enormou~. ' 

3.5 	 Field visit findings 
Nearly 70% of staff involved in EPI activities have had 

~ome relevant , training but only 25% of staff having COD 
responsihilities. High staff turnover and the large numbers 
inyolv~d make thp achievement and maintenance of training 
covprage diffi~ull. Further training waR considered necessary 
b~' 's la ff at 'a 1] J ev'!ls. 

3.6 	 Kev issues " 

3.6.1 	 Large numbers of personnel r~main to b~ trained at all 

leveL~. This situation is exacer~ated by the high drop out of 

trnined personnel. 


3.6.2 	New graduateR from medical an~ nursing schools are often not 
taught the policips and pra~tices'of the national progr~mmes. 
esp~cially concerning contraindicntions for immunizations and 
diarrhoeal case mnnnc~m~nt. Budgets arp in~ufficient for 
~~tensive re-training. 

3.6.3 	Although WHO hos defined comprehensive educational objectives 
for ' COn and F.pr; ~mphQRis in t.raining is on teaching theory by 
Icctures with neglpct of sound practice and management skills. 

~.6.1 	 There is a lack of Rpecific teacher training for trainers and 
there is a deficiency of good training aids in most facilities. 

I 

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

3.6.6 	There is little follow-up to evaluate the effectiveness of 
training and Rssessment of changes conforming with the 
training obj~ctives. 



held 

EPl and/or COD since 1982 are 

c.,'. Using a .·minimum of one ltabupaten staff and one provincilll 
level' ~tnff r~quiring training in EPI mid-level management and 

COD ' supervisor)' ski lIs, it is est.imated that maximlll coverngp. 
is around 85~ for EFI and 35% for COD training. 

Tt is estintnl.cci t.hnt only IO~ of doctors, less than I~ of 
nurse::; nnd al'('IllIIrI iiX. of communi ty level cadres ha\'e recei v~d 

SpCCilll I.rninillg ill diarrhoea cuse managcment. 

Th i rt y-t.lm rl('I'~OnS hn\'c been trained in CDD-relatpd 

Jaborat.ory tp,"hlli'l""s f~ith<"l' in ,lll.kartB or tit the rCDlHl in 
Bnllglarll's!t. OU".rs hnv<! \'isit.cd Dangladesh for clinicnl 0 '1' 

~ Jl i Ii (~1I1 i 0 10 ~ i l.: :.1 1 ! 1':\ i a i n g , 

Ear:h :,'1':11' a "IH! planni ng nnd t'\·a.luation semina.r is hnlu 

"'hir.h in\' oJ\'(~~: ul'lIund iO h'e,lIth stllff in 11 deta.ilcd rcvic~ of 
COl> rh'Liviti*,,5, 

3,2 Intes.r..ntion of liill~DD int.o training institution curricula 

""'0 "'I)I'ltshnp5 atLp.nricci b~' teachcrs and staff of ~ numb!'!r 
of jnJ';~itulion:.. hll\'P' adcirc.:s~cd this issue, Implemp.ntll1it1n hl1:i 

b~~n \,Mri~hl~ and hn~ no\. Y0tlb~cn evaluated. 

3.3 Diarrhoea clinical trllinin~ uniL~ 

FoUo';in/! tl'uining ot. the { ':DDI~, in Da.ngladesh in 19R4, 

14 phrRician~ Bnd nurses were expected to establish n 
dinr'rhop.1S trnining unit. in their rr.speet.·ive hospitals in 
Jnkarta (2), Yo~yuknrt.n, Semarnng, Surubaya, Ujung PRndang nnd 
Pnl emhung, A I !If;:' ,·vnluation round Ii of these capahle of 

cOlldlll'Ung t.r':dllin!! I~our~f:~, In addition t.o serving ns ORT 
rlnmlln!'t.rnti~n ,"lit~, clin.ico.l trnining courses have hnen 
c(lllcilll.:t.ed f,11' :iHI h':n1t.h st.llrf since 1984, In 1986, 4 other 
hospitnls (Dnncillnl!, Pl1dang, Ncdun and Denpasnr) started to set 
up tl":tining unit.s, 

A 1985 endul\tiCln of H""cn of t.hese units, found Hix 
rp.ndy for training alt.hough no nvnluaUon of t.h~ir impllct. WOH 

Q t t.p.mpted, 

:1. :,,' EP{ ' and COD training courses
.1:' I., '",' • .rr The numbers trained in 

. shown in' Annex 6. 



_ .-- 1 t sholiid hI.' lIot.(!d that Ilotary Intp.rnuLional has ~' 
~ommitted USSG.115,UOO for polio vaccine and 515,000 for 
~uhli~ informati~n over , a five year period bp.ginning in Julr 
I!'lRi. 

" i'able 2.3 

80/81 

L,624 

Table! 2.4 

Tut.al national. EPI budget, by fiscal year 
198U/?,1 - 1986/87 (Rupiah x 1,000,000) 

81/82 82/83 83/84 84/85 85/86 86/87 

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

EP[ funds from external agencies, fiscal year 
I ~ 85-18(1 

Ag~ncy or Orgunization Funds (in USS) 

UNICEF 
WHO 
USAID 

Ford Foundation 
Tot a l 

1,074,600 
621,756 
794,900 

73.800 
2,565,056 

Notp.: Field visit fin~i~~~v issues and reco~~endation8 related 
to EPI plannin~ and administration arc incorporated into 
sections 8.6 to 8.8. Recommendations spp.cific to various 
aspects of the EPI nre also made in sections 3, 4, 7 and 9-13. 

.; . ~. 



lo imnllllli;~nt iUII Illl f:)I'mulnLcd 111 1!IH4 . 

ConLraindications 

Beo 	 Skin disease at site of injection 

OPT 	 Fever gr~ater than 38 degrees centigrade or 
hisLory of febrile convulsions. Further 
doses of OPT arc contrai ~dicated if there is 
n SI.'vp.rr. nctverse reaction to a flrl~v i nilS dOH\! 

( i .f!., hic:h fC\'er, convulsions. lOl>H nl' 
t;'clllsciousncss, or shock J . 

DT. i'T, O)JV 	 Surl~ 

Fc~ur gr~aL~r than 38 degrees centigrade or 
hi5~orr of fehrile convulsions. 

The polic~ on cont~aindications explicitly states that 
minor nilmenls ~u~h us mild dinrrhoea, colds, coughs, nnd 
condit.ions stich as mlllnutrition and food or drug allergiC!l> arC! 
nol l:onLraindir.ations Lo immunizntion. If 11 contrairlliicaLinn 
to OPT c~ist.l>. t.hen n1' ~holJld not. be used . 

2.7 Administrative Structure 

The adminjslrative structure for the EPr at central level 
is shown in th,' orgnnogram of the Directorat~ of ~pirteminlo~y 
nnd Jmmuni7.ati l.. n I.·\nnex :II uhich is located uithin thp. 
Direct.orate Gencrnl nf Communicable Disense Control and 
En\"ir"'nmr>ntnJ fl' ·nlth. ~l) of the st.aff of t.hl"! SlJh-Dirr?ct.ornt~ 

II f 1mllllln i;:/1 t . in :! 11."\\'(' "p'cc i veu train i ng in lhe EPI Scn i or Lev") 
P.1nnning nnd ~1()nnc:r.m('nt Cll u rse . 

2 . 8 Budget 
The annual Govp.rnment of Indonesia (001) financial input 

for the EPT,hnd b~en incrcusing substantially in rec~nt 
~· p.~. !"S. Tn addi lion to this 001 budget, financial support is 
nl ~o obt.ai ned from t.he annual provincial expendi t.ures. Due to 
th(~ currcnt nutionnl moneLary situation, a siglliri(::lnt. 
opcrRt.ionRl budget reduction was experienced in 19Rfi/19Ri as 
shown in tabl~ 2.3. Funds from UN agencics. NGOs and 
bilnterfll agreements for the period April 1985 Lo !'larch 1986 
arc shoun in tDhl~ 2.4 

http:SI.'vp.rr


Recommendations 

3.7.1 	Acceleration and expansion of training activitins should be 

given a . higher priority. 


:\.; . 2 	 Tntegration of F.PI and COO training in the regular medicnl and 
pnrampdical curric~ln should he furth~r developed and progr~HH 
in this nr~a AvaJu~t"d. 

:;.i.:\ 	Imtnllni7.:lt.ion and diurrhoen training unit.s should be 
moll,:tllfiHhp.d in 1111 l.,~achjng hospit.al!', /lnd :It flac:h prn\·inr.inl 
nnd I,abupnt.(!n hospi tal hcfol'C the end of the cut·re:11. Five Yeur 
Plan. Sp~~c should be allocated and units 5hould meet 
!',H',-il' i c r.-rit.'.!I·ill f'.'I' certification. The full collaborat.ion 
-:or th.· Di rer;t.l)rnL.' GI~:I(~I-al of ~1p.dical services should be 
sOIll!ht r~I' this I~frort.. 

:t.i.~ 	 The ar.-Livities of ~xisting Dinr ~hoca Training Units should he 
formally · evaluated and regularly monitored. S~aring of 
('xpp,rienr.es throll~h , for examplc. a quarterly bulletin . \.:ould 
~ t. imul.nt.c pp.rformn"r:-r.. 

3.7.5 	Training should focus on d.!veloping defined skills and 
capabilities related to achieving national obj~cti~es and 
policies in F.PJ/CDD. Stress should be on field practice and 
the cicmonstratioll of correct diarrhoea case management.,

I
immunization t~chniques, vaccine management, and effective 
communication \.:ith mothers and cndres. Present deficiencies 
in skills should be identified and addressed. Training 
"modules" which allow full participation of trainees and 
minimize lect.urin~ should be IIsed. 

3 . 7.6 All training should be follo\.:ed-up to assess its effectiveness 
and to provide necessary support in applying new skills. 

3.7.7 	Par.diatricinns who follow national policies should be, 
id~nfificd to be involvr.d in training doctors and nurses at 
kahupnt.en and lowpr J~vels. 

~5 ' 	 , 
• < 	 ,1/ ;;~J~ 

http:kahupnt.en
http:xpp,rienr.es
http:hospit.al


· •.7 , .: R - T.r~·~~:ing for · pl.;'jph~rnL stafr should be rurther delegnted .to 
trained health ccntrc doctors. They should train nnd 

. ~ u~~rvise thcir heBlth centre personnel and posyandu. Their 
supervision frum higher Levels should include an Bssessment of 
their achievem~nt in this area. 

$t.Rff lit knhIlJlnt.~fI fllld pusitesmBs levels should be trained in 

fiimpl~ dat.a manll ·l:E:m~"t. part.iculnrly i:1 Ilnlllysis. 

i nt.erpn'!LaL iOIl , nnd liSt! of data for manl1ging Lh~ COO 

prugrammes. 

SC(! 0.1 so recomlll~nda t. ions 6. i . J and 6.;.5. 


' . 



Na'tional level 
At the nalional !rv~L EPI and COO supervisory schedules 

are pl'epared for el1ch year. In 1985/1986, 197 supervisory 
visits were conducted by EPI staff. The COO programme 
s~hedilies 2 visits to each of the 10 more accessible provinces 
Jll! J' yt:'a r, one vi:> i t. nnnuR. Ll y tl) the 0 ther 1i prov i ncPos ann 
during diarrh(Jt : ~J di~cas'! out.br'!"'1ks 2 visits per aftectnd 
province. In 19H5/86, houcver, 8 of the 17 difficult ac~ess 
pro\'illces and one more accessible pro\'ince uere not visit.ed by 
roo st.aff. 

Both the COD ~rogramme and the EPI have developed 
checklists for supervision at different levels, houever, these 
are not often used. The EPI programme st.resses monitoring of 
vnccinc stocks and logistics, the col~ chain and vaccinnt.ion 
covcrnge. Neither programme emphasizes supervision or health 
uorkcr performance. 

4.2 	 Resources for supervision 
The EPI programme has an adequate number of 4 uheel drive 

vehicles at,nationnl level and 2 in each province. There is 
also one motorcycle per kabupaten and one bicycle per 
kccamotan. 

The COD programme is less uell equipped, with public 
transport usually being used for supervisory visits. At 
kabupaten and health centre levels there is no budget to cover 
transport costs \;hi<... h limits supervisory activity. 
Integration of supervisory activities uould result in more 
efficient use of available resources. 

4.3 	 ~ield visit findings 
The team found that effective supervision uas lacking at 

all levels. The need for supervision uas not well appreciated 
throughout the health system. Several puskesmas had not been 
visited by ~abupoten staff during the past year. Only one 
third of health staff intervieued claimed that checklists uere 
used. 

4.4 	 Kev issues 

4.4.1 	Failure to develop and implement an effective supervisory 
system is delaying t.he achievement of national targets and 
decreas i nK the qual it:; 0 f the programme. 

http:visit.ed
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" . of supervision are not clearly defined. 
Effective supe~vision is not regarded as a priority at any 
le~el; ' There is a marked l~ck of supervisory skills at all 

. i~~els and the concept of ' integrated supervision for EPI and 
CDD has not been developed. 

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

4.4.4 	Lack of funds' affects the motivation to carry out 

supervision.especially where transportation is costly. 


4.5 	 Recommendations 

4.5.1 	Integrated effective supervision should become a priority 

within the programm~. This may require additional budget. 


1.:;.2 	Ob,ie('t,ives and simple checltlists should be developed, for each 

level of supervision. which relate to achieving national 

targets. The supervisory mechanisms must b~ regular. 

support i \'r., Ilnrl pclucllt.ionnl . 


. 4.5.3 	Resources should he rel~ased to train those who supervise at 
each level. Training in the CDD supervisory skills course is, 
particI,larly needed for those responsible for supervision of 
CDD Il(~tivities. 

4 . 5.4 Grenter efforts should be made to release transport allocated 

to the programme to enable supervision to occur. 


4.5.5 	Ur~ent attention should be giv~n to developing simple 

mon! Luring checklists designed to identi fy problems and solve 

th~m, nnd which arc related to programme obj~ctives. 


4.5.6 	Each supervisory visit should result in feedback of a list of 

identified problems. These should be discussed at staff 

m~ct iugs and pl'ogress checlted by the nl?xt. supervising officer. 


4.5.7 	The dnvelopmcnt nnd distribution of a quarterly new~letter by 

ench province would ~ssist motivation. It should highlight 

pro~rcss towards ob,iectives and problnms to h~ nver~om~. It 

~ould provide thl? ~~hedule for the next quarter. 

Sc'(> 3lso recomml"ndn!.ion 6.i.1. 
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5. ORS production and distribution 

5.1 ORS production 
ORS is manufactured in Indonesia in two packet sizes, for 

200ml and 1 litre of solution. The generic name "Oralit" is 
us~d 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 
these compani~~ rnn~e from 200,~00 to 1 million pnckets per 
month. Two, Kimia Farma and lndofarma, are government 
~friljated uperatlons nnd are the principal suppliers of drugs 
to th.,' publ ie ~cc: I,C)I·. TobIe 5. I sh,t.H1s 1984 Oral i t. product, ion 
fil!"r""~ fOl' lh" ;. pr-inciplI] prodlJc(~r~, Current. produr.t.ion 
"'~~lIl1ri t,.\· for ORS "I'!I'~:lrs to bp. adequate. 

(In!" mnlluf/l(:tllr·r.'I' is planning t.o maJt~ an ORS, t,ahlct. which, 
,.Iwl': dissol\,p.d in IROml !If \.:l1t.er, will mo.lte a solution in 

rer:ommenc.lations. 

Combiphar 

PRAFA 

PHAROS 

I to ,, . 

2,600 

2,7;5 

1,600 

350 

276 

75 

4,970 

870 13 

831 12 

395 6 

6,734 100 

:'r.r.'OI'd:\n(:.:~ IIi t.1I WIIO 

· , 
Tabl/"' :;.1 PrCJCiliction of Oral i t by 5 major manufacturers 

in Indonesi.a, 1984 lall figuras in thousands) 

200 Iml 1000 ml Total :Pcrcent of 
~Ianuracturer Packets Packets litres total 

l\imio. Farmll 1 ,84 <I 3,090 3,459 51 

Indofllrma 1,100 1,100 18 
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•5.2 ORS distribut::,.iof! 
There arc 3 major channels for distributing ORS through 

the government health services: the COD pro~ramme, th~ 

Nu~rition Prrigr~mme and 'INPRES. The mechanism of supply 
tllt'ollgh the :\ I:hannels is as follows: 

The COD Pro~ram~~ allocates funds to ~ach province to buy 
O~S. The provinccs then contract with a manufacturer who 
delivers the ORS rlirect to the provincial warehouses. The COO 
pro!o(t'llmme nlloc:ltes funds lo each province based on populat.ion 
and need estimates. The CDO Programme mnintains /l' buffcr 
5t.or.k of ORS t.o send to provj,nc.:e,s if diart'hoeal dis~ase 
outbt'~aks occur. 

The Nut.ri tion Pr'lJg!'am~ procures ORS at ::'h~ nationa.l level, 
and the suppli~r d~livers the product direct to t.he provinccR. 
The Nutrition Programme detcrmines needs on the basis of lhe 
number of vii lagcs part.icipating in t.he UPGK Project., not on 
actual consumpt.ion. 

l~!~Rli:? is the (Irjnlllr~' mechanism for fjn~l\cing pr'ocurf::m~nt of 
drugs for th~ ~iniRtrr of H~"lt.h. Funds are allocat.ed to each 
province on I.h(! to:}!'i~ of popIIJat.ion. Provinc"!s compile an 
r.~t , im:Jtion (If Ol'lll! 1Ie.-~·O::; f()r p.nch kabupatcn anel nrranl!~ 
l'ltr" 'hllsc ('rllill 11:, ' pr" ...,:ri h,·a! Jlrrorl!JC"'!"~. f\e.-'~i!;ions on tht;? lype.­
:lIIrl Cillll.nt.i t.y ()f rlrllg~ arl" mnrl~ b~' the kuhllpatcn heR 1 I.h 

TIl' " "\::lIlt.itir.~ 'It' hRS ~uppliptj t. "rn:J~h '~ar.h of t.hcsp. ~hDnll(~l!-l 

ill ~isr'nl ,\'P:,, ' InRl/R:; nr" ~hnl;n in TRh)~ 5.2. The \'::liul!' of 
t.h,: 1',ltal 511Ppl .\· lhr(III)o(h thl'sr. c::hllnnc!~' 1m!; esl.imal.~rt 'It 
S7HH,OOO, hased on t.he amount budgeted (CDU) or t.he prices 
actually paid (Nutrition and I~PHESl. 

, . 
1 •• ,,. ,,,' 

'\.l.' ............. ~c~.. · .........:....·;._~ .......·. · '­~ ~ -~ ~ 
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:;.2 , : Distribution of Ornlit in Indoncsia, 
fiscal rc~r 1984/85 

Dis tri buti on ZOO ml 1000 ml Total 
Channel packets packets liLres 

, 

Percell" 
of 1.0 t.n 1 

.1-__ • .. --'-­ lin thowlIlnds ) 

, 
J 

r .llb I. ir. _ .:'l~.~ t.:9.!: 
, . , 

COD prn!!r:lmmc.' :11i2Z 497 1222 18 
~ut.riUon Pt'ogrummt.' : 1 J 20 1120 19 

. INPRES 2086 2086 31 

Commercial scct.l)r: :. f 97 1267 2307 32 
, , 
'--­ , -

T 0 t a I 88\9 ~370 6734 100 
,., 

, , 
--'--­ .-J. 

AIHo sho~n in Table 5.2 is the amount of ORS 
through commercial r~tailers, almost one third of 

distributed 
the total. 

Therc are 118 commerci~l 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. 
Indonesia. 

Ther~ ar~ 3 m~in types of pharm~ceutical outlets in 
About 1200 "apotiks" sell a full range of 

prescription nnd nv~r~the-counter (OTC) drugs. In addition, 
thousnnds ,of "Ink0 obaL" and "~arun~ · sell OTC products. The 
toko obaL specinlizes in OTC drugs ~hilp the warung also sells 
household goods Illld food. ons is sold by apotiks and toko 
obl\t. 

5.3 Qualit~ control procedures 
For INPRES distributed ORS, the producing companius 

certificnte of analysis for each batch is submittcd to the 
Food and Drugs Administration for review . 

ORS procured through the COD programme either at national 
or provincial levels is ' not subject to ~andatory quality 
control al though nlnnufucturers tests are carried out and 
results routinely submitted to the Food and Drugs 
Administration. 

, ,.'" 



.· For I.he 'illl r it i fin Prol!rnmm~ ('Iii'S p"ocurl!d '-hrll\l~h IlNJCF.F. , 
.' the producing company's certificate of analysis is scrutinized 

and a ~ample from ench 10th batch is analysed by a local 
ind~penrleni laboratory. On the basis of the results from this 
lahor~tory, ORS is released to government warehouses. tn 
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 exlernal analysis. Results of testing for 
1986 are shown in table 5.3. 

Tuble 5.3 Quality control testing of UNICEF procured DRS in 1986 

Pncltel , Producer' :Local laboratory :External Laboratory, 
"izc 

, 
.l-.. 

:Total Passed :Total Passed : T'otal Passed 
, 

. _ .•••• ____ .1-. • 

ZOO ml RO· i .8 t. 17 17 4 2 

I Ii tre 21:1 .,- *.. , 16 16 J 2 

--_._ -' 
j 
\ . . All batches passed but certificates of analysis with typing 

errO~K were rejected and re-testing ordered. 
I; o­

J • 

I 5.4 Field visit findings 
! At the kahupaten level there was generally found to be an 

• I 	 ncir.qlltlt.c stoo::-k 0(' ORS, even, in a fp.w areas, an excess. 
Gen~rnlly ther~ are few shortuges and stocks, based on recent 
utipzat'ion, ""'ere f(lund to be adequate. Estimated stocks 
varied b~tween U-IJ months at the extremes but usually enough 
for 5-9 months at average usa~e rates. Given that the 
kabupatens d~liver ORS to health centres on a theoretical need 
rn~her than usnge, the observed stock levels could he 
considered reasonable. Those kabupatens with zero stock at 
any time illus~raLe programme failures particularly as a 
buffer stock should be retained at kabupaten level for use in 
diarrhoeal disease outbreaks. 

O~S di~tribution from the kabupaten level does not 
necessarily reflect use at peripheral levels. Furthermore, 
cnllsi.rierable dil'tortion of st.ock figures is caused by t.he 
annual 'dropping ' of the TNPRES and Nutrition Programme ORS 
sllpply, in the lattf'r case in amounts determined at national 
level unrelated to locnl demanci. 

\ , 



pf th~ ~R h~nllh c~ntr~s vi~itnd, 34 (70~1 had maintained 
adequnte stocks of ORS throughout 1985/86 and over 80~ had 

' adequate stocks at Lhe time of the revieu. Given the long 
shelf life of ORS and the multiple supply channels, this 

situalion ce~ bp improved upon. 

5.5 	 Kev issues 

5.5 . 1 There is limited coordination betueen the multiple channels of 

ORS distribution. 

5.5.2 	Some facilities, including district hospitals, are frequently 

uithout stocks of DRS. 

5.5.3 	Minimum buffer stock levels have not been fixed for all 

instilutions. 

5.5.4 	Distribution or 2 ORS packet sizes and various packaging types 
to th~ public makes Ilniform messages difficult and causes 

confusion. 

5.5.5 	The reporting system for ORS use by health facilities is 

inadequate. 

5.5.6 	Not all ORS is subjected to adequate quality control 

procedures. 

5.6 	 Recommendations 

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

5.6. 2 	 Minimum buffer stock levels for province and kabupaten levels 
should be established and maintained by one of the major eRS 

suppliers. 

5.6.3 	To allou uniform promotional messages for 200ml ORS packets, 1 
litre ORS packets should be used only in inpatient facilities 
or those uhere larger volumes of ORS ar~ required . Only 200ml 
pnckels should be distributed to puskesmas, posyandus ~nd the 

public . 



'J • ' .. 

• 4 "An ORS distribution report, preferably combined ~ith the 
~~;~ m~~t~l~ vacci~c r~port, should Le estab(ished •.,\ ~l:' ;. ;.: '" 

ncgotintlon~ should be made uith INPRES to ~nsure they 
. adopt the standal'd pllcllnging colours/sizes, initially 
' rc(!ommcnded in 19~:t. 

Standard quality rnntrnl p~nc~dures ~houJd be appliad to 1l1J 
nus p~ocuremenl. 

Nel~hnnisms of ':I()RI~ collahor:1tion uith the private sector 
distribution :1'" ( prr,motion of ORS should be found. 

". 

... 'c . 
'. t. i'~ 

" ".. 't ~ 
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..,'6.': Diarrhoea case management 

6.1 Policy' 

6.1.1 Oral Rehvdration Theraov 
Since the last comprehensive programme review of the COD 

,programme in 1983 the policy on diarrhoea case management has 
evolved from the u~~ of ORS for all diarrhoea case (su~ported 
by I.V. and antibiotics when indicated) to a policy 
incorporating the usc of home fluids at the household level 
for thn prevenLion of rlehrrlration . Hom~ fluids includ~ soups, 
dilute juices und oLher fluids prepared in the home and also 
sugar and salt solution. Oralit (ORS) packets for 200 ml of 
so lut. i on arc pr'umotl~d for . use at the communi ty level for 
trenting dehydration while, in principal, the I litre packets 
are for use at health centr~g 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 
plIskesmns for treu tmen t wi th Orllli t. 

Children IOiLh severe dehydration are started on DRS at 
the point of entry into the health system and referred to 
a hospi tal c r puskesmas where IV fl uids (Ringer's ' 
lactate) can be given. 

6.1.2 Feeding durinr, diarrhoea 
Continued feeding during rliarrhoea is promoted as 

programme policr, however, many doctors still believe in 
withholding food . 

6 . 1.~ prueM and antibiotjcs 
The programme's policy on drugs and antibiotics in the 

tr~atment of Jjarrhoea limits their use to those cases where 
thl~rc is a clear indication. Tetracycline is recommended for 
lhe treatment of cholera cases and in epidemic situations for 
close contacts of confirmed or suspect cases. The routine use 
of untibiotic~ and antidiarrhoeal drugs in children under five 
yeRrs Df age is actively discouraged. 

',' 



ll('::;pi l~ ·thi ~ P'JJ icy routine drug treatment of dinrrhoclI 
i~ pr·... \·.dl.·nt.. .:, SIIIUY in "'cst Java in HI86 among chi ld 

~nr~~3kcr5 shnwerl 'hat or children trented for diarrhoca nL n 
Iwnlt.ll cpntt·p'. j(ji.'. I."f!re givp.n " pills", 49"- giv(~n inj',!r:t.ions 

nnd Z~% giv~n - syrup-. Only 1~~ of the diarrhoca cases ~~re 
given OR!) and. of t.hesp-, only 2% received ORS at the hetdLh 
'':l!Ilt.I·'.· '~hil~ t.h,: remaining 12% \.:ere given the packeLs for 
I'n~pa,·al.ion in !.h~ hOPlf!. althou;:h t.his MU['Vey was limited to 
I"'!sl.•1ava, it. ['aises serious concerns regarding cu['rent 
ditl['riloea t 'renlment practicns in health clinics. 

r, • I .·1 ~ .i.!·.r._l ~c..l ud e r b'i s '::!L!:?I!~ 
\'"rious ~I.ucti~~ of rit:e powder based ORS have been 

cl)nduct.ed in Incionesia, notably in Pulembang. They a['e 

adequotely documented in published reports. Rice pouder based 
ORS is nou utili~~rl in several hospitals including the 
Infectious Oisen~es Hospital in Jakarta. In that hopital's 
(!xcp.llent orlll ",:h.vrlration unit both OltS Ilnd rice poudc!' based 
sol.lIt.ions arc nvni lable from hullt dispen~ers. Stafr noted 
that while Lhe rice based poude[' soluLion uas effective for 
mi Id clp.hydratioll, in moc:lel'Cltely dehyd['ated cases the slouer 

rate of ingestion, rille to its consistency, limited its 
slli Luuility. 

6" 2 ORS access and ORT use rates 
The 1986/f,; .~sl . imate of access to (JRS is 80"-. Virtunlly 

all health f~cilities nou have ORS available. The COO 
Sub-direclornlc supplics OUS, has conducted orientation for 
5-10% of cadrns and provides a smnll budget for supervision, 
to around 20~ of puskesmas. This level uas nchievcd in 1985 
ann hAS noL be~n cxpanded. Other puskesmas obtain ORS through 
onc o( the channesl described in section 5. 

A 1985 cvalunLion compared health uorkers, cadres and 
mothers kno\.:lcrige cOllcerning diarrhoea at, and around, a 
sample of COO ProRramme puskesmas uith those for n snmple of 
non-eno Pro~rnmmc pllsltcsmns. No significnnt difference I~ns 

founn, The policy ~f support to selected individual puskesmns 

ha~ now heen lnrgely abandoned. 

Datil from 2:: ~' ·~ l\l.inel puskesmas in 19A4 shou(!d t.hllt 1l6X. 
of ca~es uere !'eport.ed as trcated hy the puskcsmas nnd :.I3X hy 

c/ldrcs workin!: ill Ih~ r.ommunily. Thc PII!'lICl~!Im"!l I\~,.ri. "n 
Ilverage,' one · liL,·,' (',f ORS per case, the cadrcs, 0.6 lil.res. 

. ' 

http:eport.ed
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Results of hCIIHiphold surveys of dinrrhop.a morbidi t.y, 
mortality and trpntment are presented in section 9.5. The 
overall ORS use ratp. of 52.5X found in the 'most recent survey 
is generally considered to be an overestimate although reasons 
for this ~re nnt ~"I: nxpluin~d. Sugar and snIt solution was 
rnporLed as uupd in 7.4% of case~ and home fluids in lOX. 

6.3. Field visit findings (health services) 

fi.3.1 ~c~e~s to ORS 
As estimated by kabupa~en level staff, just over 50% of 

the population of th~ 24 kabupatens surveyed have reasonable 
acces!'> to a trtljned. Ill'ovider of ORS. These estimates are 
based upon lhe numb~~ of cadres serving the population and the 
concentration of p6puiation around health centres. Estimates 
fur i nd i vi.dual IlIlblJpn len ranged from 0" to 100,., reflecting 
hllt.h '.Ii fferenr.'(!s in actual availability of packe~s and 
providers, but also differences in inter~retution of the terms 
"r~~snnable acc~ss- and "trained provider". These findings 
h~ghlight the n~~d for better definition of programme 
indicators. 

6.:\,2 Case Inonngeml!nt plllicu:, 
The r~vi.e\J tp.am found that 11 standard policy on treatment 

of children with ciiat-rhoeo was said to he promot.ed in 19 of 
thfl 2~ kabupot.p.ns surve:-'ed. However, speci fic pol ieies often 
differed greatly from nationnl policy as shown in table 6.1. 
The poor understanding of the national policy on use of ORS 
may bl" due, in pnl't., Lo t.he recent chan!:e in this policy. 

http:kabupot.p.ns
http:promot.ed


, r:lnLmed pilI i.:," un' diltrrhor.n cnse managemcnL bnRed 011 

l' ' iIlL(·r .... inl.:s i:1 2,1 l(nblJpuLcn hcalLh officcH. 
" 

" Nllmber Ill' kabupatcn complyir:g 
~:n t.j onn l po 1 I.=~· with national policy 

--..........._....._-------------------------------------------------­
C·1l1i t i nued h'·nas L f",' ~ rlllI!! ,h... i 11 ,1,( 20 
oJ i a "'I'hu(!11 

(·onl.inur.d ~Illict rn(Jd~ dllf'lll:; diarrhoclI IH 

PH" •• r I",m" rjlliris 1'",' prr:I' r:llt,ion of 1fi 

dl!hyct":1 t , illn 

2 

6.3.~ Polic:~' on bre~~t.fc:,~!i ,in2 and I.'p.aning 
Tl.'cnty onc kabupatens claimed to promote a standard 

polic~' on bretlstfr::cd ing and weaning pro( ; Lice~. howcver, the 
naticHlal polic!('s I.:er~ consistently followcd in , only 4 of thc 
24 kahupnLens sllr\';~~'ed. (table 6.21. 

Table 6.2 	 Claimed policy on brenstfeeding nnd weaning based on 
lntp.r\' i el.:~ ill ~4 kabupat.'!n health offices 

Nnt.ional poli<:~' Number of kabupatens complying 
with national policy 

Exclusivc 
of age 

brcostfeeini up to 4 months 7 

Continuous breastfeeding 
24 months of age 

up to 24 

Introduction of weaning 
4 months of age 

foods at 5 



'Trcll Lmcm tor dill r t·hlJ~!!L..£!!lI.!:.:·L....!!l~..JH~I! 1 th ~o rk e rs 
Intervie~H witll 161 health workers confirmed the low 

. awareness of national policy and highlighted the lack of 
understanding or attention to the difference uetween diarrhoea 
alone, and diarrhoe3 with dehydration. (Table 6.3) 

These deficiencies were reflected in observed practices. 
Many diarrhoea cn~e~ were not touched at all during 
assessment, an~ 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 not heen tr~nted and observed in an ambulatory ~~tting. 

T~hle 6 . ~ 	 Stated diarrhoea case management techniques used, based 
on interviews with 161 health workers. (Percentage of 
workers claiming to practice each clement of case 
management) 

Doctors Paramedics Cadres 

N = 49 N = 88 N = 24 
'.~ t 

I • Assessment of patients: 
Ask about -. diarrhoea 100 100 100 

vomiting 71 56 50 
I 
I •
I ,. 
:~ . Look at 	 mouth/tongue 43 18 21 

breathing-rate 64 , 22 13 

Feel 	 skin - pinch 84 91 58 

pulse rate 64 24 4 
fontanelle 64 44 ' 25 

Selection of treatment: 

Use of ORS for : 

,- no dehydration 93 71 79 


mild/moderate dehydration 71 56 63 

- severe dehydration 43 27 25 

Education of mothers: 
I 

Advise t.o: 
- stop breastfp.eding 7 7 8 

- withhold/decrease o 4 8 

home fluids 
- withhold/decrease solid 36 31 Ii 

foodR 



TnbJ (! 6 . :l ,,: :". , " :!.:1\,~ r"""' I' IInri,..r5tnnt!i ng of t "(''' I.mcmt. 

policies, Most of the health uorkers intervieued uould treat 
non dehydraLed pRticnt5 uith DRS and many uould routinely use 
IV therapy for modnrate dehydration. 

F.XRminat.ion !If patients records in health centres shol.'ed 
that nRS UR~ wns hi~h, With the exception of those in some 
well-run hORpiLnl ~Jinics, most ~atient records did not record 
an~' physir.aJ ~xamillotion findings or dehydration status. 
F'nl.j~llt,R were IIlIt IIRllfdly weighed routinely and Road lo Health 
(~MS) cards \oI~rc nol rcquested ~r expected in almost all 
cII:'at. ; ' "e facilit.i •• s \'isit.p.d, 

1n all but 1\ ft!\oI henl th facili ties- visi ted, almost 1111 
nmbllllllory di arrhocn pedint.ric paticnts were given 
"nnli-diarrhoeal" drugs, frequently with antibiotics. Rasp.d 
on phnrmacy Slnclt ["c':ords in one kabupaten hospital twice as 
many diarrhoea patients received "enterovioform" as received 
ORS in 1985/81i. 

On some hospital uards, intravenous therapy was found to 
be (!cllltlnued long afLer initial hydration. 

6.3.5 Education of mqth~ 
Attention · to education of mothers about management of 

diarrhoea at home "'as inadequate at almost all facilities. At 
most, mothers werc merely given packets or DRS, uith little or 
no instruction in mixing or in the amount and timing of 
~dmini~trntion. Oniy n feu centres actually had the mother 
ndmin: :;ter OR~ IIndc[" obser....nti'on. 

Discussion of nppropriate feeding during diarrhoea uas 
absent or limit~d, 

Instruction uas 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 DRS use before she left the centr.e uas 
u!!ually mad~. 

No flyer or other uritten instructions uere given to 
mothers, although the West Java programme had prepared such 
flyers for eventual use. 

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

http:physir.aJ
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Visits to diarrhoea Lraining units 
Four ,hospitals in which diarrhoea training units had been 

established were ~isited and assessed (Jakarta 1DH, 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 
hospi tuli zed. 

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

The Jakarla Infectious Diseases Hospital provided data 
which clearly demonstrates the impact of the introduction of 
improved case management, based on effective oral rehydration 
the.rnp~. These uat3 are summarized in table 6.4. 

Table 6.~ 	 Diarrhoea ,cases and deaths, 0-4 years, 1nrectioue 
Diseases Hospit~l, Jakarta 1980-1985 

Year OP IP Admission IP IP All; Hospital 
diarrhoea diarrhoea rote diarrhoea CFR diarrhoea ern 
cases co.ses (~,a deaths (~, deaths (~, ' b 

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 13.1 45 9.2 48 1.3 

1983 4121 452 9.9 36 8.0 44 1.0 

1~84 4044 60i 13.1 24 4.0 26 0.6 

1985 4327 846 16.4 14 1.7 19 0.4 

..... ...------ ----­
c)l':: olltpBtinnt.s, IF:: inp:l.t.ients 
a !\!'SlImed TP not cOllnt.f'd amonli?: OP in rcport:p.d dnta 
b All diarrhoea deaths (OP and IP) as percent~~e of or + IP cas~s 

~I ' 
,I. . ," ... 
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6.4 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 
"antidiarrhoeaJ" ~rugs are almost always offered as the fi~st 
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 
mcdicnments were mentioned as treatment for diarrhoea 

None of the 6 products listed has a composition of proven 
benefit in the tr~atment of acute diarrhoea and some 
ingredients are potentially harmful, The constituents of 
lh~sc and some utller "antidiarrhoeal" drugs found to be 
readily available are shown in Annex 8. 

, . 




Tnble 6.5 	 Costs and turnover of the 6 "antidiarrhoeal" drugs most 
commonly cited among the 3 top sellin~ products, and of 
ORS, from interviews ~ith 107 pharmacists/drug sellers. a 

.- .. _-_...-_.__.__ .. ... .... .. ..._.....---------------------------------------­
ennd nne HUI~er of ~2:iler of ~ases COlt of truth, Cron mUir 
of prccu:t respcnde~'.s treated per lonlh ooe cbi Id clle tanner per 

le~ticninl F:,:=ct per respoDdent IRvpiabl respoadeat. 
in ~ but .~lle:! (RDpiah r 10001 

2:trosto~ 40 ZO 600 11 
15 • 15001 . (50 • 10001 1% • 2001 

Dimnt Zf ZO 1550 19 
(l • lOOI ((50 • 27001 Il . lOOI 

hO'7Ci~ I~ ZO HOD 56 
16 • ZOOI (%000 • 5Z00, (IS • ICOO! 

Dia:c~. II ZO zzs !.S 
/In • IZ51 (taO • 7001 (Z • Z6I 

SuiphuumHnr 1\ ZS Iii H 
18· l!al (SO • 5uOI iQ.~ • ZCJ 

lc~irora I~ 40 ZED 6 

IZ· 12501 (20 • 7501 U.S· 315, 

Z5 600 IZ.5 

10 • ZOO I (150 • 15001 (l.Z· ZZSI 

~ Table shows median values for number of respondents in 
column 1 and ranges in brackets. 

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

and Kristalytc
I 

"..:' 

.' ... 



It. may be noted from table 6.5 that ORS provides for the 
retailer a profit. generating 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. 

\."hp.n qUr.!"li.II'nrr:j about current ORS stock levels only 5 I)f 
80 rr.~pondp.nl!4 tn t.h~ quest.ions were without ORS, most.ly 
warungs. Only 2 respondents claimed ~o have problems in 
Rcquiring OR!,;. 

Concerning advice on feeding and fluid intake during 
diarrhoea 19 of 77 respondents recommended stopping or 
decreasing breast. milk, 29 stopping or decreasing . bottl~ 
feeding, 8 rec('mmcmJed reduced or suspended fluid int.alce and 
25 reduction or ces~ation of solid foods. Around one third of 
respondents gave no advice on these matters and only 17 
advised increasing fluids. 

6.5 	 Interviews ~ith 184 households 
Resul ts of' int.erviews wi th mothers conducted during the 

cluster household surveys are presented in table 6.S. 
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. 

Tabl~ 6.6 	 I{nowledge of 184 mothers interviewed on diarrhoea case 
management. 

Percentage of mothers who: 

Recognize ORS packet 77 
Had used ORS 59 
Correctly demonstrated 55 · a 

how to prepare ORS 
• 

During diarrhoea: Stop Decrease Continue/Increase 
Breastfeeding 13 4 83 
Bottlefeeding 39 8 53 
Other ' fluids 11 6 83 

Solid foods 23 18 59 

a Of the 142 who recognized the ORS packet. 



6.;.1 The diarrhoea caBe 
priority. 

use 

usc 

~lil'l:· 
t.o 
limit.in~ 

no use 

'·his pol.icy 
illclurling 

".,; 
"I 

0- Tssues 

·- 6.6~1 Knowledge of the standard treutment plans for diarrhoea is not 
", . . widespread among health st.aff and, where known, they are not 

_. properlyapplied. Use of drugs nod IV fluidR in ~he treatm~nt of 
diarrhoea remains excessive. 

6.6.2 	 Most health work~rs fail to give sufficient priority to 
distinguishing betl~een diarrhoea and dehydration, both in putient. 
assessment and io treatment. 

6.6.3 	 Inadequate att.ention is given to feeding during and after 
diarrhoea, particularly in the health education given to moth~rs. 

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

6.6.5 	 Demon~tration of mixing and administ.rat.ion of DRS in health 
fncilities is rnre as is actual rehydrat.ion of cases, orall~, in 
health cent~eM and hospital outpatient.s. 

6.6.6 	 Moderately dehydrat.ed patients are often inappropriately admi tted 
10 hospital for inl.rllvellous therapy \.1hich is often continued past 
the point of rehydration. DRS is not sufficiently used for 
sev~r~ly dehrdrated patients once t.her are able to drink. 

6.6.7 	 Weighlng of children at thc pORyonriu, rarely leads to enquiry 

conc~rning dl~rrho~R as a cause of growth faltering, nor to mother 

educnt.ion by the endre (regarding increased feeding t.o overcome 

the weight IU5N, and future dinrrhoea case mana~ement)J 


6.7 	 ~~endations 

management strategy should be given highest 
It should emphasize: 

of home fluids when diarrhoen begins, to prevent 
df!h~'dr'l t. i on 

of Oralit (DRS) to treat riehl-·dration 
con~inued feeding during diarrhoea 

I-,,,Cerral of ~cvp.re cases and t.hose not r~sponding 
t.r~~:\tment 

the use of antibioticR and IV fluids t.n 
sp~~ific defined conditions 

of anlidiarrhoeal drugs 

shuIJld be \,:idt-Iy dissemillUtf!d throlll!h \·I1I'\OUS c:hL'.nnel:.:; 

05 

info/-mat.ioo t.o private sector phnramr:ists/oil'IJg llJ.. J 1':t·5. 

http:dehydrat.ed


Tn view of their lack of efficacy, their possible harmful effects 
in uhildr~n and Lh~ enormous wastage of resources which they 

entnil , the UHC nr nntidiarrhoeal drugs should be discontinued in 
the public sector. Legislntion should be considered to limit 
advertising, manufncture and sale of such drugs • . 

· G.7.~ Heall.h worker And ~adre trainin~ programmes should provide more 
prnclicfl in ~ntil'nl. assessment and in appropriate patient 
p.du(·nt.ion, plll· l". il'ularly rt:!iuted to fend i ng during diarrhoe~ and 
~ri. t.f!rin for s~el(illg medicnl care . 

ti.i.-l SlIp.·:rvisory a nd monitoring 1.lprroar.hes which assp.ss t.he 
apprnpriat.eflp.!-'s of inpatient and ambUlatory cnse management, 
inr.llldins thr. ~ frp.cl.i\· eness of mother ~ducalion, should be 
dcwe!oped und iml'lc::Ip.nt.cd. 

h . i . :' The Infectious /li~" ' a~es Hn::;pitnl in Jnknrta shCluld be rormnll~' 

desil!rlnted as a national diarrhoea training unit CI)TU). Adt:qllntc 
r"::;IIl1rCp.!! should br. SOIu{ht. 1.0 ennble it 1.0 conduct rel(Il13r cO\JrlJ~S 
for dnctor!:l and nUl'SCS, plll·t.icuLarlr those who will serve as 
I rninprs in simi lar units in provincial /lnd knbupnt'!n hospit.nls, 
This ullit cou.Ld sp.l·ve a coordillating role for technicnl support. 
:.ind /,valuation nr ,·: :dsting and futurt: OTlIs. 

G.i.~ Slmp J p. wnllr.hnrtR Rhnwing standard diarrhoea treatment plRns 
I't~lated to degrr.f' (If dr.hydratil)n should be posted in e ...·ery ["()om 

wllt~rr. children Io'i LII dill.rrhol'!8 are Lrf!aLed. 

h.i.; ,\ r.1I1'f~fuIIy dp'sjl,!n( ~ ci fIrer Rhould be distributed sho~ing in 
pictures ho~ to mix and administer aRS, the appropriate use of 
foods and bre~sLfeeding dur i ng diarrhoea, and thp. signs and 
srmpLoms upon ~\ir.h Lhe mother should take the child to n h~lIlth 

C'llrp. pro·..-ider. 

Sr.e :1150 recommendnlions prr.~p.nt.ed in ser.tions 3, 4, 10 nnd 11 . 

. . , 



7. Vaccine supplY and distribution 

1.1 Quantitfes of vaccine distributed 
Data uas r~viewed for the period April 1985 - March 1986, 

the government fiscal ycar, and is presented in Table 7.1. 

Table 7. I 	 Vaccin~ distribution in 1985/86 and current national 
level vaccine stocks a 

Amoullt Average Pre!rent How long 
: Vaccine :distriiJuted monthly stock : stock will ,, 
~ __.____---L.- ..L-__~.=~use ___.....I- :lastIMnthsl b .:..i !L ~:.(-.,!.r. ,.__ _________L...!:.!!..:!...:..l.!:!!!!..!:.!~1. 

ReG 18,6~~.720 1,554,3!!3 o c 0 

UPT 9 , 5 I ·1 1!J 0 792,849 1,326,780 1.7I 

opr 7.54?.2Z0 629,018 1,202,414 1.9 

Measles 1,79B,9:;0 149,913 447,800 3.0 

TT 14,a6R,720 1,239,060 2,270,730 1.8 

8,926, .150 743,870 105,650 0.2 
, I 
" , 
· .. OT 

a 	 All figures are numbers of doses. 

b 	 Assuming the same rate of use ~s in the period April 1985-~arch 

1986. 
q 	 Programme budget for vaccine purchase in 1986/87 is exhausted. 

A loan agreement has been made uith a producer to supply 
vaccine against payment in the 1987/88 fiscal y~ar. 

Bacterial vaccines are supplied directly ~rom the vaccine 
manufacturer to the 27 provinces under direct contract 
paYRble from provincial budget allocations. A 'buffer' stock 
is held at the national programme headq~arters to maintain 
vaccine supply to any province that exhausts its contract 
quota before the end of the year. 

Viral vaccines are nou imported through UNICEF funded by 
an IBRO 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. 



Si 
Va~~ine distri~ut.jo~ effi~;encv 

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

The analysis. summarized ill Annex 9 shoued that pro ...·ince 
requ~sts usually tQok only 1-2 days to reach the capital. the 
uorst case being 8 days. The administrative uork within the 
Dire~torute-G~n~ral wn~ found Lo be excellent uith ev~ry 
reque~t transCerred to the Sub-Directorate on the same day. 

Generally. th~ Sub-Directorate responded rapidly. usually 
in 2-3 days. The worst cases were two recent reque~ts for BCG 
vaccine with delays of 12 and 24 days at time oC the review. 
Th~se were explained by the fact that the budget for BCG 
purchn~e hud be~n exhausted and a new agreement had just been 
sign~rl with the munufacturer. Houever. they indicate n 
logistics/management failure as depletion of the stock should 
have been anticipated through existing data collection/ 
analysis systems. 

7.3 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 

No :eold Room Type 

:CeMplast 

Size 

:65 m3 

Working 

Yes 

Alanil 

No 

, In ser­, 
:vice since 

1980 

:Temperature 
uhen 

reviewed 

40 C 

2 Jctcool :36 m3 Yes No :April 1986 2Uo C 

3 :Locnl Assembly :66 m3 Yes No 19i4 - 200 C 

Cold rooms and 3 each have double compressor/evaporator 
systems and in the event of failure of the mains electricity 
supply a generator starts automatically. This uas demonstrated 
satisfnctorily. For cold room 1 each compressor is run Cor on~ 
ueek at 0. time with a change-over each Monday uhen a 15 minute 
generntor test is also carried out. A record oC generator run 
dates/hours is maintained. Cold room 2 has only one 
compressor/evnporator system linked to a manual start generator . 

.If. .f ... 
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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 summari~ed in Table 7.3. 

Table 7.3 Distribution of selected EPI supplies in 1985 

: Syringe : BCG Bat"rel . : Needle : Needle 'Lampglass Wick 
2nd 'DPT " 12 'BCG x 12 #8 #8 

Aceh 600 250 600 500 200 200 
Jakarta 1000 500 600 900 
w. Ja\"U 3000 1200 3000 2500 900 900 
E. Java 4000 1800 4000 3500 1300 1300 
5. Sula\.Jesi 700 350 800 800 375 375 
S.E. Sula\.Jesi: 200 100 200 200 50 50 

Indonesia 

-,, 
21,000 !lGSO 21,600 19 ,100 6,725 6725 

Distribution is based on estimates made at national 
level. Where information is known 

bO 

~ome concerning provincial 
~tocks this is t~ken into account but this is not usual. A 
'h\lffpr' stock of each i t.em is ret'ained at national level 
should there be any shortage in the provinces. 

Effor.ts have been made to establish a logistics monitoring 
syste~ based on quarterly reports. This has fallen into disus~ 
due to the lack of capacity al national level to analyse the . 
da tn and pI OV i de feed-back to the prov ince·s. 

7.5 Field visit findings 

7.5.1 Vaccine stocks 
Generally, vaccine \.Jas availabJe at all levels but wide 

variations in staelt 11~\'els \.Jere noted (from 0 to 14 months' 
supply). While slock records are almost al\.Jays completed, they 
arc not used as a tool to signal re-order points. Particularly 
at pruvince level, the shortage of storage space also leads to 
occu~if.l"al d~·p.lI:1 ill" nf stocks. 

" , . , 
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Cold 	Chain 
Recent progrnmme expansion hos put pressure on storage 

"f 	 capacities at prDvincial levels in particular. Despite this, 
maintenance of temperatures was found to be good in cold rooms 
and freezers ut provincial level. 

The 	situation at district level was not as good; only 17 
of 	23 refri~ernlors and freezers inspected were within an 
acceptable temperature range. 

At hc~Jth fnrilily level the picture was variable. Almost 
all health fac:iliti~s in Indonesia have been equipped with new 
vaccine storngp. rcfrigr.rators within the last two years 
therefore, tcmp-:!rRl.ure failures arc mainly due to human error. 
Principal finrlinp; ilL health centre level are summarized in 
taul!! ;.4. 

'rlible ;.4 Cold chain findings in 59 health facilities 

Number . ~ of total 

--_._--_.....-_._.-._------------------ ­
Refrig~rntor working 55 95 
Thermometer in frid~e 51 85 
Temperature records maintained 41 ;0 

Temperature satisfactory at 47 80 
time of \'isit 

DPT/TT/DT frozen at time of 7 12 
visit 
E~pired vaccine in stock 7 12 

Stock records availabl~ 50 85 

Frozen cold packs or ice 46 80 

in fridge 

Clearly th~ru is still considerable room for improvement 
as 1 in 5 refrigerators had an unacceptable storage 
temperature: in oLher words upto 20~ of vaccinations in health 
faciU ties visi Lcd mny be carried out with damaged, possibly 
impotent vaccine. The· province of Aceh was notably weak 
amongs t those SII r'\'~ .\·ed. 

" . . ­



~h~~~ ~r~ widely r~p~rted shortages of syringes and 
..,'ne·~dl';s. Each \"'\(~cil\ut.or is i.nitially supplied with ten 2m! 

~' ,,: ~;~ i~ges ' und 10 , dozen needles in his ·kit. In 1985 

, ~~proximBtel~ 16 ~dditional syringes and 10 .dozen ' needles w~re , ' 

, 
. 


. ' also "made available to each health centre. In 1986 t.hese ' 
..~ .. :,". 'amounts ,were dCluhl eeL Apart from many ' distribution problems 
:;.( .', 1eadill! to shortllges or occasionally over-stockiny,. EPI 

~yr.ing·es are IIsed . widely for other injection purposes leading 
to 11 conLihued ~ho~lage for immunization. Recent changes In 
sYI'in~e/llcedlc t.~·pcs has caused confusion in some areas as 
older sydnges/lw,..d les are not interchangeable with the new 
t.ype. 

7.5.~ Prlvat~ sector cold chain 
A surprising number of the pharmacies visited stock 

vaccines for salp. to private practice doctors. or 107 
phRrmncies \'isi t~ri 3 were fou'nd to stock one or more \;ac:cines. 
Findings are presented in table 7.5. They clearly demonstrate 
the ~~rjous dan~er nf untrained sLaff managing vaccin~ 
distribution. 

T~bl~ 7.5 rold chain findings in 32 pharmacies stocking EPI vaccines • . 

Number % of total 

Total pharmacies 31 100 
((eep ing vaccine in fridge 25 80 
Storage temp. < gOC 9 30 
Expired vaccine in stock 9 30 
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'(~"'. ,! '.~,.' Cold chain' ),-. \ 'I.· -·-~ ,
L6.1 "·:Stornge space aL provincial level . is inadequate for the 


,: rapidly increasin~ vnccine n~eds • 

.. . 

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. 

i.6.:'! 	 Toxoid vaccines are too often being frozen (12~ of stocks 
observed durinl: thr~ review) . 

7.6.4 	 Kabupaten and health facility cold chains are well equipped 
but staff require further support to improve maint£'nanc'e. 

i.o.5 	 The vaccine cnld r.hoin of commercial pharmacies is frequently 
inndequate. 

yncC') ne dis t. r iJm t. i£l.!.L.!W~_!!_hC\ck records 
i.fi.6 	 Vacrine stock r~cords are erratically maintained partly 

because the~· llrp n,=,t. used as a monitoring tool to ensure 
cont.inuity of supply. 

7.6.7 	 ~ith incr~asi"g rl~mand delays in vaccine shipment of mor~ 
than a fe~ daYN are unacceptable. 

i.6. B Large amounts of vaccine held for quali ty control' testing are 
distorting stock records at national level. 

Svrin~cs and neeileR 
7.G.9 	 TheJ'c are widespread shortages of syringes and needles for 

immuni~atiD" because those supplied are used for other 
purposes. 

7.6.10 	Changes in syringe types and sizes have caused some confusion. 

7.7 	 Recommendations 

7.7.1 	 Vnccine stora~(! r~quirements at provincial level should be 
revie~ed t~rnughu"t Lhe country and the necessary 
addiLional/ruplncemenL equipment supplied as soon ns pussible. 



Cnld chain maintenance proc~dure~ should be a subject for 
t.raining and disc:ussion ~"ith kabupat.en and health facilitr 
st.arC during 'roul.ine meetings and supervisory visit.s. 

7.7.3 	 Cleor temperntur~ guidelines for eRch vaccine should be 
diss~minated, perhups in the form of a chart to be circulated 
In :l I 1 cllid t:htt i II m"nager~. 

7.7.-1 	 Cold. room 2 o.l nat.ional le"'el should be fitted with a reserve 
cooling unit 3l'i S(\OIl as possiblt:~ 

7.7.5 	 Data shoulrt be obtained from the vaccine manufacturer 
con~erning 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. 

\':J.(~!U ne 	distribut.ion and stock t'ecords 
7.7.n 	 Stock records ne~d to be seen as a monitoring tool t'a'ther 

than as a recording chore. They should be a subject of 
training and discussion during routine meetings and 
supervisory visils. 

7.7.7 	 A 'muximum acceptable delay' period should be set for each 
vaccine shipment (suggested 1 week). Should this period have 
p.lapsed the person concerned should then consult with the 
chi~f of the sub-directorate. Provinces should be informed 
of any 'delay. 

7.7.9 	 Vaccine should be retained for quality control only until it 
has passed it~ e~pjry date and then destroyed. Vaccine 
samples for quality control should be recorded separately. 

Svrillges and needles 
7.7.9 	 The EPI Sub-dire~torate should meet with representatives from 

the Di rectora te General 0 f Comm'uni ty Heal th and the Fami ly 
Planning Coordinating Board, the main other users of syringes 
and needles, to discuss requirements. E~ery vaccinator 
should hav~ at least enough needles ' for each child he will 
vaccinate in anyone day. 

7.7.10 	 A cleRr explanAt.ion should be disseminated concerning the 
change from 'Re~ord' to 'Luer' tip syringes. 

i • ." 

'.\'.~ I r. r..... ~ ...J;,.' 
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". Immuni zalion perfo~mance 

~epo~ting svstem 
. '. Data on immunizations performed by vaccinators are 
colle~ted monthly at the kabupaten level and r~ported to th~ 

province . . It Lak~s about one month for r~ports from puskesmas 
to r~nch th~ centraJ office. 

,\ls(\ aL the PIJ",I,p.sm3s level an r;PI nctivity r~port i~ 

inte~rat~d ~ith ~th~r health programme reports, tabulated and 
sent directl~' :.u till! Directorate (jencrnl of t;ommunity HI~IlJ th 
in .JIII~:\rLn. ,\ ':ni'~' is 111so sent. t.o the )(abupat.en fur 
ni~cll,;si. on (\f 'l't!;:1111.~. This int.egrated hcnlth rt"c.'orliinlt nnd 
1"~j'J"'I'· in.! ' ,,:.'sl ,,'m ',:1. illll'llCillc~d i.n 19HI. It. l:ontinIJf's \.1) 

1::qll·"II"nc: .. rtf! La 'IS i ~I ana I ~'S i ~ n t r.r.on t.rR I le"'''~ J. T~'p i.I'a 1 I ~', 
th·.'n· i..; 1\ f~':II' r.tonth o:i~]a~' fnr I.h.- prl)\'isional r~pnrt. f,'o", 
{',.~"Ilai I.!vc!l :111.1 :h':rl~ iM 1I~1I1:111~' 1l1mnst (In'~ yp.ar d"l:t~' fnr 
:1;." :·inni ,:,"n,p:.~r •. ".!!,nrt.. 

8.2 Reports of immunization perform~.!! 
In the ten y~lIrs since the EPI began covernge rnL~s have 

been slowly, but sLQarlily, increasing. (Annex 10) 

In 1983/1984 t.he third dose for OPT was inLroduced alung 
with the introduction of OPV. By 1985/:986 th~ coverage rates 
for eligible childr~n ~ere 63X, 51X and Z7X for DPTI. OPT2 and 
OPT3, respectively. 

OPV ~as intr~duced in 1~80/8t and by 1985/1986 the 
coverage rates fur ~ligible children ~erc 46X, 3J~ and 24X for 
OPV1, OPV2 nnd OrVJ, respectively; 

Measles immunization ~as started in 1981/1982. Coverage 
has increased significantly and by 1985/1986 the coverage rate 
for eligible children ~as 26X. 

RCG vaccination was started in 1972 and ~as relatively 
~ell established before the EPI ~as lau~ched 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 
~8S 65X. 

http:ni~cll,;si.on
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, 'Coverage of pr<:~/lnnt women wi th TT has !thown a steadY' 
in6r~~R~, althou~h the second dose coverage level. reached 
o'nly, ,25~ of pr"!gllunt women in 1985/1986. The national policy 
is : to provide a ' booster dose of TT for pregnant , women who havf! 

~ 	 been prevfously vaccinated only if more than three years have 
elapsed since th~ last dose. Therefore, the number of pregnant 

.. , women adequatelY' orotected ag8inst tetanus, and whose newborns 
are ' adequatelY' protected from neonatal tetanus is expected to 
be higher than Lhe coverage level for reported doses of TT2. 
Cover~ge rates ~or 1985/86 are compared with 1982/83 levels 
and 1988/89 targets in figure 8.1. 

8.3 Immunization targets 
The immunization coverage targets for all EPI 'antigens, 

except for TT, were revised upwards in 1985/1986 to reflect 
the progress in imm~nization coverage levels. Comparison of 
the J985/1986 achievements with the 1987 targets showed that 
19~ (5/27) of provinces achieved the 1987 target of 70~ for 
RCir, 11~ (3/2i) or:hicved the 1987 target of 45~ for DPT3, and 
i% (Z/27) achh".:cd the 1987 target of 45~ for OPV3. 

8.4 Drop-out rates 
Drop-out rates for DPTI-DPT3, OPVI-0PV3, TTI-TT2, and 

RCG-Mn~~l~s in 1985/1986 were 57~, 47~, 28~, and 59~, 
respectively. Although these drop-out rates are high, they 
reprc~ent an improvement ~ver rates in previous Y'ears. The 
decreasing drop-out rates for OPT (34% decrease in drop-out 
rate from 1983/1984 to 1985/1986) are especially encournKing 
and r~present, in part, the new policy of providing three 
doses of OPT in nIl EPI areas (at the. time of the first EPI 
reviel; it was th.;· pul icy to only use third dose of OPT in 
areas where O~V hnd heen introduced). 

8.5 Coverage survevs 
In 1984/1985 a total of 58 immunization coverage surveys 

were ~onducted ill 15 provinces. In 1985/1986 a ~otal of 87 
immunization c~vcrage surveys were conducted in 22 provinces. 

8.6 Previous programme evaluations 
Two special EPI evaluations were ,done in August 1980 and 

in Au~ust-Septembp.r 1981 bY' joint Government/USAID/UNICEF/WHO 
revi~~ teams. A comprehensive r~view of the EPI and selected 
prjmary health care uctiviti~s was conducted in 
September-Oct.oher I:JR2 by a joint Government/WIIO/UNICEF/USAll> 
rc\' i ~,.. t.f!nm. 



' Field 	visit findings 

~',S'(')t:J ': 	 This section i'ricorporates findings related to section 2, EI'I 
planning and administration. 

8.6.1 Health worker interviews 
Selected findings of interviews with lSI health workers 

are presented in table 8.1. ' 

Table 8 . 1, 	 Knowledge of health workers on immunization schedule and 
contraindicntions. 
(~ of respondents corrcctl~ knowing item) 

Doctors Other health lOorlters Cad res 
, J t.em n = 41 n = 85 a n = 25 

Immunization schedulp. : 
BCC; 83 72 i I 
OPT 93 Hi 84 
OI''' 93 IH i; 

NplIsJcs 85 8; i1 
TT 88 8; i6 

ConLraindicntion policr: 
~Iild fever 63 H 2; 
Cold or flu 54 44 19 
Diarrhoea 32 32 ZO 
Nalnutrition 51 40 43 

a Includes 48 nurses, 23 midwives and 14 vaccinators. 

In additio~, 16~ of doctors and 28~ of other health 
workers were considered to provide information , on immunization 
side ~ffncts poorly, All caLe~ories of health wo~kers were 
bettcr informed about the immunization schedule than about the 
current policy on cuntraindicut.ions. It is common for health 
worker~ to refuse to immunize children with ~ild fever, 
diarrhoea or malnutrition. 

Sterilizntion of vaccination equipment was often found to 
be compromised. Inadequate boilin~ times, rinsing of syrin~e 
h(·' I,",,~p.n pRtient.s in I:nt.cr k,-,p .. , in tin open contninp.J' (slll:letimp.s 
using the contuminated needlel. ~nd placing uontaminRted 
needles in sterile Breas were noted. Thp. current poli~y is lo 
use only one sterile syringe per EI'I antigen. 



I 

>. 1 i was nul, ~d I.hlil v:tccinators would often refusp. to I)p~n 
a viul ~r vac~ine if only one child required immunization (in 
s~me in~ lances ~accinators stated they would not open a vial 
u~lil at least fi\'~ children were present'. It is common for 
health workers tn recommend starting BCG vaccination at three 
mon t.h!-l 0 f age .. 

Cad~es arc i~volyed in mobilization of eligible children 
ami nssist in organi zing the immunization session in the 
posyandu. They are not directly involved with vaccine ,. 
storage, handling, or delivery. 

, 

The majority of doctors and nurses indicated that they 
kne~ how to handle vaccines and sterilization correctly. 
Whi)p few immuni~ation sessions were witnessed, documentation 
lind oh'servation of h.mdling of vllccine and equipment indicat.ed 
lhut !.heir prrll~1 j . ~P' Wu.s ort.~Tl inferior t." their ltnowledge. 

8.6.2 1I(~u.lt" CaciliJ..L.'!'!1.!.:!-.rviews 
Immunization re~isters in health facilities were often 

kp.pL hy dllte or jmmllnizllt.ion session Bnd not by village, 
ma~ing identification of drop-outs difficult. Vaccines 
ndmini stered to C'ld ldren over 14 months. of age were reported 
either as administered to children under 15 months or as doses 
wasted. Averag~ reporting completeness for the reporting 
month of October 1986 was 84~. 

In some fncilities (including some university h~spitals) Jthe simultaneous administration of more than one EPI antigen 
was not practiced. Sometimes children o~tside of the target 
age group were denied immunization even though they had 
already started an immunization series. 

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

It was noted that, in hospitals, MeR clinics were not 
coordinated,with immunization clinics. Also immuni:ations 
performed in ho~pitnls were pften poorly recorded and not 
reported. Typjcally there was infrequent or no supervision of 
t.hc I.:nld chain and poor logistics. 

It was not~rl th3t scheduled immuriization sessions at 
puskc!smas, ,"acd.lIstion posts and posyandus were not Blways 
conducted. 

http:1I(~u.lt
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.. 1I.:ait.h ~riuCI1r.il.,n rr.1-(IlI'dillj( 1.1'1' f,:1'1 ,:as trpic:.dl:: lIIi~~in" 
IilJrin~ In," imlnw.ilmtion sessinns lilld Lh/J inrportulI ..:e of' 
: · .'I.IJI'lIill~ t.u I:UlupL~r.c iIllIlIIJIIJ~:..I.I/J1I ~",'il!:-; ~U!i IInl l'ILr'I!~Ht:ol 1111/' 

I . h~ ~'lssJl.lt: SIde .!t't'CI:t.1i .. ""lui,wei, 

,\ ::'IUilG.iSJ·Y III' dl'I)P-,".I. ,';,U.! '" 1.0:\:'I,d 1111 r " :"I,.'lrd~ ;I\:..i 1:0101., iI, 

visitt:d. hcnlth fttcillties is prcscntnd ill tablp. H , :!, II "::111 

bt! seen from Lhis anlllysis that 11I1.11'I! t.han -lUX Ill' ht'nll .h 
fa(:iiit.il~s have drop-oul I'ar.c!. hi~h~I' Lhan ~O" frlllU I.hl: /'i",..,! 
to Lhil'd dost! for uvr 111101 OPV, 

"nble fI,:! 	 lJii>t.riblltion of drop-out. rat.!':!'>. h~' "UCC!ill~o Las..:o nn 
I'~c()rds in ·1 i pus!! ,':SlIIas nnd hIHi\J i 1.:11 ~, 

UI'Up-I:lUI. :'at.t.: 

Vl1ccirac 0-2~X ~u-49X 5U~ ~flJ hi~h~r 

OPT1 - DPT3 36 Z-I ,IU 


OPVl - OPV3 28 26 -I(j 


T'ri - TT2 47 29 2 ·1 


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

~, 

...J • 

8.6. 3 f:.ttbupll1..~!"_ alld ..p.r..Q~i!lc i ~.L.l~tV~ 1 i n t_~!:y j ~.":"...'! 
Fuil-time slaff responsible for th" EPI were ~~ll 

identi fied at provincial and knbupatf:n l~\'els, Nin~q'-sj~ 

po~rc~nt. of th~ I::PI manascrs in the 24 k:tbupateras int..::r\'jc!wt!o 
reported spending in excess of 80)'. of tlwlr t.inae ill 
I::PI-I',:lated ~ct.ivitit:s. Sc::vent.y-six IH~I' !:t:nt. Ill' Itllbupat.t:1I EPI 
nUlIlasers had pllrticipat.ed ill ~j thoorlll sl'laior or Ulid-ltl\'o~J ".1'1 
nrunagenaent course and only H" indjc:tt~d nO ' fornrul EPI t.raillirlg, 

Ml:lre thl1n 
tr'unsportalion 
their ar~as. 

SOr. 

was 
of the kllhupat.o!/ls inliic.'lltert Il\'~d lah),.;! 
a cOllstruint t.r, pr'cgr:llllml': opt:rltth'ns ill 

In some arens it ,./as felt t.hat till! target populution 
d~nominnt.or providcd by hjgh~r levels wa~ too larse nnd that 
co"crage was therefore undercstinrnt~d. Typically, how~\'ero 

kabupal.cflS did not. htave a good (::st.inallt'~ of the n\llDb~r of 
ncwbol'ns for th~lr u.reas. 

·It was evid~flt that there was 11 lack of loelll Ip"el 
plnnning and mnnagement of thc EPl, In gen~rnl. sup~r"isnrs 

are not given responsibility to changc work plans bascd I:ln 
locnl needs. There are usually no sysL~mlltic monitorins of 

. 

". 
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r 	 . 'i '~~'urii zation per{"Jrmance by geographic area. Areas not 
covered by .puskesmas, vaccination post or pos~andu are not 
b~ing identified and ~pecial efforts are not being mQd~ to 

. ~over thes~ populations • 

.\'l t.hough i I "M~ cnr.fJura!!ing t.hat. ~omp. provincp.s ·ha\·r. made 
SIl'.:r. illl (lfforts I" nnsure thut. vaccination posts are not 
dr""I" '~ri, i n ~ump. art"as l.hf'Y ;u'e being stoppr.d in favour of 
comp.l!" I.~ posy-nndus. Norl: t.hnn one heal th uorker capable of 
ri,dh · f~ring · jmmlllli7.:'I·ions, e.g. bot.h f\ nurse and a vllccinator 
Stl"I~L;mes at.tnnn ~ht' ~nme posy-andu nt the same time, thus 
mi:{SIII .t; an "PJ1("""~dl:y I.n ))t'ovide immlJni7.IlLion r.lsewhere. 

It i s not.·'......·lh~· that. 50mp. · provinces had devised 
·sweeping" op~ratinn5 to incre8~~ immunization coverage in 
Imhllpntens whl;!r~ ...·(j\·r.raJi(e WIlS 10'''' Some had used survcillance 
daLa to focus efforts for collaborative assistance for the 
Err from the PKK. ~hen faced with inadequate budget for 
supervision, somc provinces had found innovative solutions 
such as mail ~urvey~. 

8.6.4 Missed oonortllniti~s for immunization 
A "missed op~(lrtunity to . immunize- is defined as a child 

or uoman visiting Ii health care facility who should have and 
could have been immunized, but uas not. 

Eligible children and pregnant women presenting at 
c~rative facilities often were not screened properly for ~heir 
immunization stlltUS. In addition, rarely did curative 
facilities have immunization services available at the same 
ti~e as the outpatierit department clinics. 

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



,' I1~issed opportunities for immunizillg r.hildrt!n 2-14 months 
of age atte'nding outpatient· cl irHcs at. Ii pr,')vinc:-ifd 
hospitals 

South South-East \oIe~t East '" 
Sulawesi Sulawesi Aceh Jakarta Java Java Total 

'Number of 
children 16 18 20 20 16 14 104 

Nuaib~r who 
needed but 

' did not 
,receive any 
iDlmunizati on 

15 7 16 16 10 II ili 

Percentu::e 94" 39" 100-':' 63" j!J" 76~ 

Overall, 76" of the eligible chiJdl"p.n who rr:quired 
immunizations did not receive them. Al~o a large percentage 
needed more than one antigen, but few w~re provided even one 
antigen. 

None of the 28 children aged 9-14 months of ag~ who 
needed measles immunization received vaccine. 

I 

8.7 	 Kev issues 
Recent new ,strategies for increasing EPI activities and 

coverage were noted by the review team. Nany unresolved 
issues were, however, noted. The major issues bre listed as 
items 1.1.1 - J.1.8 of the Executive Summary (Part AI. Other 
specific issues arc listed belo~. 

Planning and administration 
8.7 . 1 There is a lack of planning and l"esponsive use 6f 

reported data at the local level to udapt strategies to local 
conditionN or respond to problems or purformance fuilurcs. 

Coverage 
8.7.2 	 Nuny rural areus in Inw populaLi ..", d l~nsity prll\' inctls lIa \'I! 

no awareness of the need for immunization or the location of 
. ,; immun.ization ser·\'ices. TII(~st: tl,'eas \."alJ hU\'e dift'icultr 


meeting the national targets. 




' .. High drop-out. .rates for the multi-dose \'l\ccines represellt " 
a' failure to follow-up on those individuals who. by 
de~initi~n, have used health s~rvices for immunization. 

j'~ 

8.7.4 	 Denominators ,'for determining coverage rates are sumetimes 
, in disp,ute. ,. 

. .. 1 

8.7.5 	 There is no provision for reporting of. doses administ.ered 
to children older than the target age gr9up. 

Sterilization 
8.7.G 	 Injections are rarely given with a sterile needle and 

sterile syringe for each person. Therefore. any injection. 
in~luding those given for immunization. ~urries a high risk 
of transmission of viral diseases such as hepatitis 8. 

fI.7.7 ~tt=rili~:1tion nr ....,lI!r:jrllltion t"'1uipmmlt wag r<lulld til bl': 

inadequate. The current practice of using only ~ne syringe 
per antigen is inadequate~ 

Policy and strategy 
8 . 7.8 "Missed opportunities" for imruuni~3tion of ~hildren and 

women are occurring primarily in two wuys : (11 children 
attending clinical facilities for illness and women b~inging 
their children for care are not being screened for 
immunization status and givrn the needed immunizations; 
(2) many curative facilities do not offer immunization at 
all,: or do it only in sp~cial. immunization or wen-child 
units. 

8.7.9 	 .Immunization progralomes have rl()t, b~en integrnt.ed ~n many 
nospitals and polyclinics. 

8.7·.10 Staff other than vaccinators have b~\}n traint!d t.O JlrCl\'idc 
immunization, but in outreach situations MeH stuff rarely 
provide immunizations, while in fixeu f~cilities ~CH stuff 
rare.ly imm~nize children coming inr' tl'eutment of illness. 
This lack of functional int.egrBtiun 1'~!~1I1 ts in OI~IIY mi.:>:>~d 

opportunities for reaching childr~n who need immuni:ations. 

B.7.11 	 It is common for health worker~ to r~fu~e to vaccinate 
children with mild fever, diarrhoea. and malnutrition. 

II 
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Vaccinators often refuse to open ~ vial of vaccine when 
only one chjld requires immunization. 

8.7.13 	 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 "ot yet 
fully conform to the most recent recommendations of the EPI 
Global Advisory Group for protec~ioh at the earliest possible 
age. 

8.7.14 	 Women are rarely provided immuni:ution cards for tetanus 
immunization. 

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

B.B 	 Recommendations 
Reference should also be made to major recommendutions 

made in the Executive Summary (Part AI, some of which are 
reiterated below. 

8.8.1 	 Efforts should be made at provinr.e and kabup~ten . level to 
encourage and assist kabupaten and puske~mag staff to develop 
local plans of action to improve immunization coverage based 
on the unique programme constraints hnd opportunities in 
their areas. These local plans should show which strat~gy 
will be used Cor providing immunizaLion services for eRciL 
village. 

Coverage 
8.8.2 	 There is still a nf:ed t.o geol:l'aphically expalld the 

programme. In the remote rural ~reas, especially in the low 
population density provinces, there i~ a need to develup 
special, innovative strategies ~uitshle for the unique 
situitions in each area pl~nned at the local lev~l. Mobile 
activities, "sweeping" operations, and other strategies 
should be considered. In addition, all provinces should m~ke 
use of surveillance data to focus r~~ources and programme 
activities to areas of greatest nft~ds. 



'/~ 

Im~uni~ation regihLer~ should b~ orgallized by vill~ge and 
by name or child to easily assess th~ immunizBtion status ~nd 
to iclC!lIt.i fy drop-outs. 1 t is t'urt.hcH' r~comm~ndtHI thlll 
r.e\Juorns registered by Lht') PI\!\ 011 r'"r:u 1-'1 be ~IIL(!rl~d ontn 
the:if:: ' imDlunization registers to idenl. i fy el igib!e~ alld to 
alake effort.s to r~ach those ('h i .Ldl'~11 \JtlO ..iu lIot prcs~nl fur 
immunization servic~s. Once a child hns started 8n 
imlDunization series, the t.:olDpll:te jllllllulli~3:tjun M~I'ies should 
be provided even If the ctllid becumes older th~n lh~ target 
age group. 

S.8.4 	 The basis for denominator's rOt, ,.1t:tt:rlllillill~ pt"rc:t!nt 
coverage should be tfie best esLimnr.c ot' the lotal number of 
ne\Jborns. Each provinc~ has been givdn the provincial crude 
birth rate and the formula that euch kabupaten and puskesmas 
can use to estimate the target of ne\Jhorns. At present, this 
would seem to be the best estimate for determining coverage 
in puskcsmas, kabupnten and province areas. Coverage should 
al\Jays be expressed as a percentage of newborns. 

8.8.5 	 Immunizations should be report~d separately for childr~n 
young~r and older than the first birth~ay. 

, 
~ 

" Steri lization 
2.H.S 	 In-service training on sterilization procedures should be 

conducted with special emphasis on vaccinators and other 
health workers directly responsible for delivering · 
immunization services. 

8.8.7 	 A policy of one sterile needle and on~ sterile srrin~~ 
per child should b~ estublished. Implementation of this 
rp.commcndlition will require the dc"cdopnwnt of a plan of 
training and motivation of stafr as \Jell as a plan of 
procurement of equipment. 

Policv and strategy 
H.a.8 	 A policy that im~unizution services be available at all 

curative centres during times of scheduled outpatient 
department activities for children ~nd pregnant women should 
be established. 



~ 9 ' ., AJ.t chi l~ren less than 2 yeat"s of age coming to a henl th 
,0:.:.... : facil i Ly for ,Lrcatment of illness should be sct"~enP.d for 

./' ;f·· their immunizntion status nnd appropt"iate immunization giVfm, 
. 	 in · the absencp of high fever. Children so ill that the, need 

ho~pitalization ~h6uld be given measles vaccinc at admission 
and th~ balan~~ of the immunizations prior to discharge ft"om 
I.he hospital. 

~.R.lO In urban ur~nR it is ~sp~cial)y important to provide 

immunization services in all health care fncilities, 

including subcenlres. These facilities and subcentres, aH 

well Rs ' heftlth in~urance schem~s, can be made re~ponsihl~ for 

immuni~ation of th~ population in their catchment areas. 


8. R. 11 Hospitals should be bt"ought into the immunization 

delivery systnm to ensure a continuous vaccine supply, 

nd~quate cold chnin procedures and regular standardized 

rl1purt. j ng. 


S.R.12 	 ~ policy of opening n vial of vnccine even if only one 

child is present. should be instituted. It is better to W:1ste 

the v~ccjne lhan to "~nste- a child. 


S.~.13 Th~ contrRindiclltions policy needs to be disemminated to 

nil levels. 


8.S. Jol The immunization schedule and the' target a/tl' grullp should 

hp, ~I'lt.ahlisllf'!d to complete .the immuni?ntion series prior t.o 


the first birthdny. 


Where pol iomyel i tis has not been controll ed. IJse of f)f'V 
in the newborn period is important to provide eat"ly 
protc~tion. In this situation, oral polio vaccine is given 
At birth or at first contact, with sub~equenl dos~s at 6, 10 
and 14 ' I.:eeks of a·ge. Routine immunization wi th OPT and OPV 
can he safely and effectively initiated at 6 weeks of age. 
The EPI Global Advisory Group designed the following scheduLe 
to provLde, protection at the earliest possible age: 

Ag~ Vaccine 
Birth OPV, BCG 'j 

6 wr.~k~ OPV, OPT 
1('\ III'~flIcs OPV, DPT .'/ 
14 weeks OPV, OPT 

9 months 	 Measles 



I 

, , :~::~\ Jncr'~ased pr'iority s~ould bp. giv'en to tJte provision of 
, ~~~anu~~ toxoid Lo eligible women. 

, . , 

Thn ; tirsL ~riori1y should b~ to increased collaboration 
wi th 'th'e Minist.ry 'of Religion to ensure that TT immunization 
prio; to ,"innrria~e becomes a routine requirement, throu&:hout 
the 'courhr)" before the end or' the current Five Year Plan. 
This information should be recorded in the marriage book .. 

The next priori~1 should be to ensure that each woman 
rp.oeiy~s immuni:ation during pregnancy ~ith two doses of·TT. 
Third p,rior:! ty should he directed to the, immunization of all 
women in the reproduclive age group. Immunization of . 
schoolgirls is neCeSK&ry to make an impact on the longer term. : ; 

Immunization records should be provided to ~omen 
receiving tp.ta~us immunization. 

8.8.16 	 Increased priority should be given to the provision of 
measles vbccinrs. Efforts should, be made to a~sure that 
measles vno~inp. is available on a daily basis at'all health , 
facilitj~s seeing eligible children. 

R.8.17 	 The strategies of intensiYication of activities in the 8 
largest proYincf!~ covering over 70~ of t.he Indonesian 
population, the reorientation of vaccinat.idn delivery from 
unipurpose vaccination posts to integrated posyandus and the 
dctive rcoruitment of government and voluntary organizations 
(specific~lly: PKY., religious leaders, and teachers) as 
partners in the immunization progra~e shouldbe continued and 
the activities accelerated. 

", 
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... -~'Surveillance . 

' 
~ 

..
' . 

. :!!ltroduction 
A distinction must .be made bctueen 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 

cont~c! disease and improve the operation of programmes. The 

surveillance system should b~ well described so that all 

uorkers knou what is expected of them. Reports must be 

timely so that those that provide information real~ze their 

~mpnrtance. The information requested by central office must 

be limited in amount to facilitate ease and accuracy of 

reporting. 


Surveillance shoulq be conducted either by or in close 

coordinhtion ~ith the organization responsible for acting 

upon the information. Surveillance should ~ot be limited to 

actual disease occurrence, but should also include the 

surveillance of activities for the control of disease. This 

$ection of the report, houever, deals primarily with disease 

surveillance. 


Within the Ministry of Health ira Indonesia, surveillance 

is·the responsibility of the Directorate-General of 

Cocmunicsble Diseases and Environmental Health (usually 

referred to a~ CDC). 
 . ,.

' .. 

'"'I 



" \,,' Th'erc{ ia s ' multiplici ty of reporting systems (Anne); 11), 
'';'~d' !'it f'requent.ly" becomes difficul~ to co'mpare or utilize t.he 

,; v~~io~s ~~~orts • • S6me of these reports are described belo..: 
: r .';~ \. 
".and" selec'ted data for the years 1981-1985 ' present.ed in 

, tables 9.1 and 9.2. 


reporting from puskesmas 
' Thc "basic ..:orking surveillance mechanism is the weekly 

repor't.iJ~i '~f , s~lect.ed diseases (using form W-2) by puskesme.s 
t~' kecamatnri, to kabupaten and to provincial offices. 
Consolidated weekly reports are sent to the CDC. These are ­
examined for complet.eness and provinces not responding are 
queried. 'This information is published in the EPI-D bulletin. 

This system is int.ended to provide a passive monitoring 
of 'the occurrence of disease and stimulate el1rly \Jarning of 
unusual occurrences. 

9.2.2 Unusual occurrence reportin~ 
The weekly reporting system is augmented by a less formel 

system of notification of outbreaks or unusual occurrences~ 
which are, iri greater frequency, invest.igated by 
epidemiologists from the Field Epidemiology ~raining Programme. 

9.2.3 Monthly reDorting from hospitals _ 
A further report.ing system (SRS) involves monthly reports 

of diseases from hospitals. While it would s~em that data 
from this system should sho\J some correlation \Jith those from 
the sentinel hospitel reporting system , there are major 
variations. This is also the case for the provincial 
distributions shown in Annex 12. 

9.2.4 Monthlv reDort from pu~kcsmas 
, The source of i~formation 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 kabupa tl!rt, provi net: and central le"cl s. Wi tta completeness 
of reporting ~r~et.er than 90% this system has potential. Fur 
surveilluncc th~ main disadvantnses are the lack of accurate 
informati('h on d~allu; and on t.he number of cases occurring 
outside lhe puskesmas. 
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', In mO~~ ' provin~es the CDC stafC requ~st ~cce~s to this 
,\ 

" : data ~hrou~h individual arrangements uith the ~ommunity health'1, '" , 

,)~' staff ; ' In some kabupaten and provinces it is the only source 

~: ~ of ' more or less reliable i~cidence data. 

SentineL , reporting systems 'I 

Hospitals in each province have been designated as 
sent~nel reporting sites for vaccine preventable diseases '~,', I 
under a system introduced in 1982., In 1985. houp.ver, only 43% " " 

of e'xpected reports uere received and there is a hi:h rate of 
delayed r~porting. 

An additional sentinel reporting syst~m for diarrhoeal 
and'vaccine prev~ntable disease~ exists using selected 
puskesmas In each province. Since they do not necessarily 
cover the same popUlations it is difficult to make comparisons 
betueen the tuo sentinel systems. 

9.2.6 Int~«rated health reportin~ svsteo 
This computerized system operated by the Directorate 

General of Community Health, incorporates all dia~noses for 
puskesmas ~nd ambulatory hospital attendances, It is not, 
houe ..'cr, conducive to surveillance Cunction~ due t.O the' 
uneveness oC report in, and the delays in data ~ntry and 
processing . 

9.2.7 Local area monitoring system 
Recently CDC has introduced this ne~ concept in an 

attempt to make available data more useful in monitoring 
programmes. It provides ~ step by step method Cor collating 
and analysing trends in data already being c~ilected. 
Follouing its testing in Bali the system iH iraduallr oeing 
expanded. To be effective those responsible. respectively, 
for surveillance and programme operation ~ill nced to improve 
their communication. 

9.3 Completeness of reDorting 
The expected and received numbers of reports for four 

surveillance systems in 1985 are sho~n in Annex 13. Reporting 
completeness for provincial to national level reporting ranged 
from 30 Cor the COO sentinel system to 71% Cor ueekly 
reporting from the puskesmas. These data give no indication 
of completeness of reporting at louer levels. 



, Feedback to 'reporting units 
: ' The six revie~ tQams that visit~d ~he pru~inces reported 

a lack of feedback concerning the report~d daln. This , " 

di~cou~ages the reporting units from p:ovidil!~ quality data, 
~nd , therefore fr~strntes the system. Th~ E~l-D and the 
epidemiology bulletin are the only regularly scheduled 
feedback and they are frequently not of direct relevance to 
the reporting units. 

9.5 Reported cases and deaths due to EPI target diseases' an~ 
diarrhoea 

Data collected on vaccine pr~ventBble diaeases Bnd 
'diarrhoea through various surveillnnr.e systems for the 7enrs 
1981-1985 have been presented i~ Table 9.1. and 9.2 

Examination 'of the tables suggests that different syste~s 
are more suited to different disease entities. 
Inconsistencies in trends bet~een systems make interpretation 
and useful ' analysis of trends difficult. 

The decreasing trend in reported diarrhoea death-to-case 
ratios for all age groups as sho~n in the last column of table 
9.2 has been cited as.evidence of programme impact, however, 
vBriations in reporting completeness unuer r~porting of deaths 
and lack of a trend ro~ the 0-4 years n~c grQup cast doubt on 
this interpretation. 

Based on data collected during 1985/86 a recent report 
esti~ated current morbidity and mortality levels for the 
vuccine preventable diseases in spite (If an active 
immunization programme. The~e data are presented in table 9.3. 
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9.6 Cholera surveillnnce 
A summary of data con~erning su~p~ct~d cholera cases fo~ 

the year5 19;9-1985 i~ presented in Ann~lI: 15 . 

.. 
9.1 	 Diarrhoea. morbidity. mortalitv and treatm~nt surveys 

Two na:.ional diarrhoe:1 morbidity, m\)!·t:di q' and tr~atmer,t 

surveys have been conducted using the st~~iKrdl~ed ~HO 
.methodolnay. in 1983 Bnd 1985. ~nadjustcd annual diarrhoea 
incidence rates (episodes per child per y~a~l Udre found to he 
'z.ij and 2.6 rilr i.nfants and 1.9 and 2.:! r,-,,· I~hddren :lged 0-·: 
years, r"~pectively. For West Java Province ~ 1985 survey 
reported ~imilar rBtes, 2.1 and 2.0 for inf3nls and 
under-fiv~s, r~spectively. (see table 9.4 I 

For infants, diarrhoea associated mortality rates were found 
to be onl~' 3.0,. 1i.8 and 3.0 per 1000 infar.ts ir. the 19R3 
National, 1985 ~ut i onal and WesL Jaya Province surveys. For 
children 0-5 years rates were reported as 1.6, 2.0 and 1~6, 

r~5p~cti~cly. As the naLional [nfant ~ortDlitr R~te ~as 
:-eported:\5 97/1000 li\'p. births in 19ijO nud si\tnificnntly 
higher in Wp.st Java at 129/1000, t:he l,w ra'e~ round in t.he 
cii'H':"hoel> su''',:e:.-s are beli~\'l"d to bo'! due to Ifl.:ldr-qunte 
t. ~llining anci supervision ,)f surveyors o!up t . • ' ;n<lnpOWer, 

http:infar.ts


and t.ime oun:3trnints. This m·.,~t Likely L~ci to 
" nadequate interviews with mothers c~n~~rning death during the 
past year. Morbidity data; using lh~ 2-~eck reaall period, 
would ~ppear more re!inble. 

In the West. Javn survey the averag.~ duration of a 
diarrhoea at the timu of the ~ury~y was found to be 4.3 days 
suggesting an overall dur~tion of 8-9 d~rs. 

The 1985 national survey dat.a inciicnt~d ~hat n large , 
proportion (46%) ' of f~milies seek ~~re rar their children with 
diarrhoea at health fncilities while 23 p~rn~nl treat their 
children themselves. This i~ consist~nl with the high use of 
"enterovioform N pills. 

The 1985 West Java surv~y found r~13~iv~s, friends and 
neighbours to be the ,mcst ~omml)n sour.:t: of information on ORS 
and medicines for !:rl!n!.in:;: .lia:-:-ho.:a (.':i~). lIealth care 
personnel were consulted frequ~ntlr (3~&) ~hiLe village cadre 
(1.7~) and village leaders «l~l were of minor importance. 
Small sholts ,and health care personnel were found to be the 
leading sou roes of medicines Iii th no rl'n~'drutltlg potential 
(56~ and 34X, respectiv~ly). Fully ii pft[,CCllt of cases used 
these drugs, wi th or ui thou'; ORT. H:...i:,·, '~::oql.l i:lol j ne containing 
medicaments and antibiotics we~e Qost cc~monly used. 

Marketing research surve~'s in Wes t .Iaya I 1985) by Survey 
Research International revealed se~cn common names for loose 
stool which varied in rrequ~ncy of use by the n~e of the 

I ' . 
child~~atient. OTC drug ~etailers t~nded to sell pills for 
early diarrho~a but recommend physician treatment after 
several days of illness. They rarely advocated use of 
Oralit. Corresponding attitudes ~~re ~~idenced by consumers. 
NORt caretakers (;8%) e:-;:pect co be lCh·... 11 pi lls L\nd many (36XI 
injections ~s treatment at the puskesm~s. while few (10%) 
e~pected Oralit. 

..~ 
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- 0-4 years 

SoUrce of treatment 
(percent) : 
- health facilities 

phanna.cy 

tradit.ional 

- self treatment 

Treatment (percent): 
- ORS (Oralit) 

Salt/sugar (Lro) 

- Home fluids 

- Traditional 

Intravenous fluid 

Antibiotics 

- "Entcrovlofor:n" 

diseases morbidity, mortality and treatment 
re,~ul ts, 1983 I gut; 

,., 

1983 
National 

Survey b 

2.8 
(1.1 - 6.6) 

1.9 
(0.7 - 5.7) 

65.5 
(38.5 - 88.5) 

13.6 
(1.1 - 33.1) 

6.0 
(0.5 - 16.2) 

15.0 
(1.9 - 30.6l 

18.0 
(1. 9 - 26. 11 ) 

4.3 
(0.8 - 9.2) 

NA 

13.5 
(3.6 - 24.1) 

NA 

64.2 

1986 
Nat.ion:~l 

Sunre)' C 

2.6 

2.2 

5; e 

Z4 f 

8 

13 

116.7 - 8£;.5: 
;.4 

(Cl.O - 40.0) 
lU.O 

10.0 - 54::.5) 
lolA 

..
• 

1985 
West Ja\'a 
S\Jrve~' d 

2.1 

2.0 

NA 

NA 

NA 

NA 

li.~ 

7.1 

16.7 

NA 

< 1.0 

11.0 

34.0 

!' 

, 
• ..L 

a 

b 

C 

d 

Fiaures in pbrentheses are ran~es ~f flgures for individual 
provinces. 
1983 15 provinces, 1 kabupatcn ench 130 cluster sample), 

n = 13.648 (infants), ~ = 64 , 797 (0-5 years) 
1986 12 provinces. 23 k~hupater. (30 cluster sample) 

n = 2,035 linfants), n = ;j993 10-5 years) 
1985 West Java province surve~, G disLrict~ stratified by 
hi~h, middle. lower IMR bused on 19~O sur~e~ 12 districts 

"',eachl.. ', w.l.th '30 clusters for each. · n : 37!i0 10-5 ycars) 
G~ b.~al . th!:cent . rand 11~ 

'" 
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surveys 
In additi~n to routinely collected data, v~r~ous special 

. surveys hQ\·e been conduct.t':d to d<:Lermi He '.:i th gretll.er 
specificit.y the occurrenr.~ of EP! disens~. Results of 
neonatal tetnnu~ surveys are shown in table 9.5. 

Table' 9.5 Resul~~ of neonAtal t.etanus . surveys in Indonesia 

Neonatal ~eor.atal tetanus deaths 
Area Births tet.anus per 1000 live births 

deaths 12 month 4 month 
recall recall 

Jak::l.:"ta 2310 16 6.9 

10 p:"ovi.nces 4971 53 1o. ; " 


NTB 	 4779 79 16 . i 
~:TT 	 4i69 22 :1.6 10.1 
Acei'". 	 4839 101 :W.9 27.5 

'-'est. Sumatera ';i69 42 B.S 13.3 
, i 

A survey on paralysis du~ t.o poliomyelit.i$ ~ns conducted 
in 19i6 in five provinces. A prevaJcnce r~le of 1 p~r 1,000 
study population among a total of more than 51,000 children 

,0

o 
' 	

aged 6 - 14 years survey~d uas found. Simjl~r survey~ uer~ 

conducted during the years 19i7 - 1980. Among a total of more 
than 146,OqO children aged 0 - 14 years surveyed, 237 cases 

' . 	 occurred, a prevalence of 1.6 per 1,000 study population. 

" 

http:gretll.er


National household survevs 
.' " Two national household surveys have been carried out, in 
1980 and 1985. Selected preliminary findings of the 1985 
survey were compared with those from 198U as shown in table 

· 9 ~ 6. Interpretation of the differences betueen the two 
surveys is difficult as the sampled populations are no~ 
directly comparable, the 1985 sample being, more biased toward 
population of lower health status. The 1985 survey results 

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

Table 9.6 Selected findings of the 1980 and 1985 a National 
Household Surveys 

9.10 

Cause of death 
Percent of all 
Infants 

deaths detected 
1-4 vears 

1980 1985 1980 1985 

Diarrhoea 24 15 3; 26 

Tetanus 20 19 2 2 

Measles s 25 

a Preliminary results 

Field Epidemiologv Training Programme (F.E.T . P.) 
Since 1984 this joint effort by the Gove~nmen t of 

Indonesia , WHO arid the US Government has aimed t~ improve the 
supply of trained ' epidemiologists in Indonesia. So far the 
FET? hus trained 9 epidemiologists ~ho are currently employed 
in various prograffimeS of the Ministry of H~alth. Six more 
are currently receiving t~~i~ing i n Jakarta in basic skills 
of epidemiology, surveillance, disease outbreak investigation 
and improved disease con~rol. Hore involvements of the FETP 
in CnD and EPI activities would benefiL both the trainee and 
t~~ programmes. 



l ' ' ':: ' Fi~id ' ~ i s it 1 findin~9 
;:/, : ..... ' ~e\·ie\Oing 'rE:cnJ'ds at individual provinces and kabupllt.c:ru • 
. :'yielded rei.: ob.iect.ive findings on the efficacy of 

;':,:.:";' surveillance. Hou~ ...et', it uas apparent that there \.:er~ mall~' 
~",.~";' ' deficiendes in t.he sUI'\'eillance syst.ems at. all lC\'E~ls. 

These a~e ' reflected in thE: key issues st.ated belo\.:. 
, . 
" 

In one province over 600 case~ of polio uere recent.ly 
" recorded, mainly in two kabupatens, however the national 

report for that. year showed only 1 aase. No effort had be~n 
made' by the provinc,iaI team to evaluate the. polio situation; 
it was a~sumed to he a reporting error. Similar 
discrepancies \Oere found elsewhere. 

Lack of feedback was reported as a ma~or problem. Health 
~taff olsa r~purted ~hat apparent duplication of r~ports w~s 
a db;i/lc~nt.h·e to reporting. ~lost kabupaten level offil'c~: 

visited hAd graphic displays of immunization coverage, but 
there \Ous lit.lI~ evidence that this was used to evaluat~ or 
change programme activities. 

9.12 Kev issues 

9.:2.1 Th~rc is a multiplicity of r~pnt'ting systems 

9.12.2 

inc9rporaling data on EPI diseases and di~rrhoea. Problems 
include: 

considerable overlap and duplication of effort 
incompleteness of reporting 
major discrepancies in data generated by diifer.ent ' 
sy~tems (compounded by use of different denominators I 
lack of d~rinition and understanding of the objectives nf 
each system 
major difficulties in timely analysis of data in a mann~r 
\Jh.ich WOIJJ d allow progremme moni toring and improvement. . 

Host data c~11ected are not used ~t the lev~l of 
collectim. and d(:la~'s are experienced in analysis at. 11.11 
le~els. f~~dhQck, to the extent that it exists, is ~ot 
directcd l.cl\Oitrds stimulating progress toward programnlc 
oLject i v~K and tBrg~ls. 

9.1:.3 R~porL~ ~f u~u~uall, high numb~rs of casc~ of ~ome 
disE!as.~s I'... . !:. IloUomyelitis) ure not alua!>'s invest.igated, 
of tell !"'ill~ dismj!>lH:d as re~ording errors • 

. ' 
• • • •• l"" ~j 

, 
I'>;; I 

• 'tt." .. ' 
, ( 

" . '; 

, :~ 
, . 



'~\ The','ri~;; ,,';gin~ r epide'mioiogy of polI1Jm:..diti~ (,nd me:!sles 
~·h'ich ' ~nn·.' b'! expect:~d with illereIlS!n\( immuniz:)tion co""er!lge 

"/:, \"ill ;j d~r:J~ 'nd a · .aore ~ensitiv~ suc-veiL1An':E: ~j.::ir.t:ln and better o' 

~, ~~~~reak investigation. 

The full potp.ntial of the integr""t"~.J h~al t. il r-~por-t.i.ng 

~. ~ystem is not being realized due to maj~r problems in 
rep~rting u~d analysis. 

9.12.6 The ~oncp.pt and use of int~grat~d sentinel reporting
."' . 

si tes for EP! And COO are not we Ll '!(:""o: Loped" 

9.13 	 Recommendations 

9.13.1 	 The objectives of d~sease reporting shouid be clearly 

defined ~nd the number of reporting systems should be 

reduced to the minimum necessary, to avoid duplication of 

effort and difficulties of analysis and int~rpr-etation. 


9.13.2 	 Cltimately all communicable diseas~ su~vellL3nce and 

outbreak investigation should become th~ responsibility of 

one body within the CDC. Integration of EP! disease and 

diarrhoe; surveillance, in the near future, should be 

consid~:-t.'d. 

9.13.3 	 !::iun"eillance should b~ geal""!ri tlJIo'llrds U:llely analysis 'Jf 

data tn monitor and improve pro:ramme pcrfor-mnnce. Major 

attention must be paid to developing a syst~m of prompt 
feedbuck of consolidated information Lhat will ~uide 
appropriate actions and encourage continued ~uoperation. 

9.13.-1 Immediate repol·tin.g of :l small number ,')t" lip.lp.cted 
dj seases up to "\, .in~luding poliomyeli tis should be required 
so that immediate iO\"estigation can be undertaken. I:uproved 
5urv~illanc~ of poliomyelitis is essential lr its elimination 
from Ja~a is to be achieved and confirmed. 

9.13.5 	 lncressed emphasis should be placed on combined sentinel 
sites for reporting both EPI diseases and diarrhoea. A 
limit~d number of sites that are representative and stable 
shlluld be utilized. Particular attention should be paid to 
initial t.raining of !itaff responsible for reporting and to 
fe~dback so that their continued enthusiastic cooperation 
wi U be a~sured" 

http:r-~por-t.i.ng


TI'/lining f'rrlgrnmm~ "hrJuld be 
in 1 in~ I.' i t.h I.h·· recnl!l:l\erHJnf.iClns IIf th~ 

s'~plemb~r 19Mr. e\· 'dllal. i'Jrl. (:nnside:"ation ::th.)u'l.i lJe gi\"~/1 t .• l 

inCrC;.iRt.!1 ut. i U,,:H il)l\ nf. t,I ..• st.aff and .:r:\oiu:lt ' ~l:i of this 
prngrumme in .!ise~se cnntrol uctiviti~s at the central nnd 
p,:,o vi'nci:o.\ ll:\"f~b. SlJpe:-visilln from Lhe CIlr. shoulri continu~. 

" 

'· 9.' i3.i Hf!ldth · 3t:lfr· t.:·ainp.cl in epidemiolngy shouid be assigned 
to pORt~ uhere ~h~Lr s~ilJs can be utilized. 

' 9.13.8 L':!,;~ >: .nphnsis sholJld btt plnced on rii:lrrhop.n outbr~ak 
inve~tig~~ion. Eff,rts made to cori~rnl Quthreaks should 
fo.:us nn ~tir.luln::ing permanp.nt. changes in diarrhoea case · 
menll~~mp.nt and cnn~~nt. 

9.13.9 	 Til li:'le wi.th :noti~ .. n public health cOl1ce?ts the acti .... iti'::> 
nf Lh~ port health authorities should he reviewed and the 
possibility of more ~fficient use of rnsour=es for other 
~u~vp.i llance purposes should .be cnn~idere~. 

9.13.10 	Cllnsi:ieratiCln should he give'n to an effort. throlJghout the 

health services, to discard rep(\rts that are no longer of 

u~e or ~r~ duplicative. 
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Health education and information (see also 5ection 11) 

There is 4 national policy commitment to health education 
progr~mmes, but this policy does not specifically highli~ht 
either EPI or' COO. 

There has been a significant ~ncrease and qualitative 
improvement in informa~ion and communication activities 
related to immunization and the control of diarr.hoeal 
diseases. However, the production of mat~rials relating to 
COO is lagging behind th~t ~f EPI. 

10.1 National level linkages 
The ~PI and COD programmes have established link~ ~ith 

various governmental and non governmental bodies including the 
F~mily Welfare Movement (PKK), Family Planning Coordinatin: 
Body (BKKBN), the Family Nutrition Improvement Programme 
(UPGKI, the Department of Home Affairs, the Consartium of 
Health Sciences, and the ~inistry of Religion. Rot~ry Clubs 
are expected to becom~ more involved, particularly in urban 
areas, in 1987. 

Most of these organizations are involved to some extent 
in the planning, production, distribution and evaluation of 
health ~dllcation and information materials, howeye~, 

coordination is inadequate resulting in oyerl~p o~ duplication. 

10.2 Health education materials 
A wide variety of a~dio, 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. Manuals 
for use by health stafr, ~eachers and others have also been 
dev~loped. 

Emphasii 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 r.oncentrated in only 5 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 wp.re produced that dealt ~ith immunization, diarrhoeal 
disease control, child nutritlon, and ~ater supply and 
environmental sanitation. 

" . 



· Tho: 'mliJori ty \ ~f I'.H'UUI'( " :~ '01 ,::"lSlst, prnUlII,-t,illn illl',": "~I'ml' 
r,'nm t;SICEF (Rp, III-! millici:1 in 19d, kp. ;0 millioll in 1986; 
t~rough the H~Qlth ~iu~~tl~n Di~isiQn, but nther agencies, 
lo\'p.rnClen ta 1 u,n i ts nnd ~~Ci(JS nt, \"!' b~en i n\'1J I vee!. Th is yell.r th~ 

Family Health Oirectur~te has produced liimple 3-volume 
bo~klets for cadres a~d TRAs. , . 

',10.3 He~lth education activities 
There has been are improveclent in public awareness I)f 

immunization and o~al rehydration the~-py, largely achieved 
through health st:u'r ;-\~d c,adrr:::I, particularly those of the 
PKK. An excellent. e~:,'t:1p!.e of r.his was the communications role 
of over 20,000 PKK vDlunteers in the successful TT 
immunization of' 400,C!)0 moth~rs in Lombok in 1986. (sp.e alsu 
section 11.1). Redio and TV have contributed little to date. 

For primary schools ther~ is a standard basic curriculum 
invoj.ving t.he fi,;,! cOl:lponents of the integratp.d health 
pro~rac:ne. This pla~~. ~reatdr emphasis on EPI than on COO. 
A mllnual on EP! has b.!~1\ prepareu and distributed for teachC:l' 
training. 

Special attentinn in recent rears has been paid to 
incrcA.s'!d input in'n ml~djcal ~p.r\'ke!';. The Health Education 
Oi\'i5ion's pilot EP!/CUD rroJe~t i~~nl~cd 17 hospitals in 9 
provinces in 198~ anll is b~ing ~xt~nd~d into 50 hospitals ih 
20 provinces this y~~r. rncr~~~~d effort~ are being made to 
increase awareness of EPr and COD programmes through the 
various professional o(·glilli~at.ionlSl. 

, '~ 
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ComiDu~>i~ations research 
, . (ncreasin,, ' Il'mphn~is is h~in~ pia':C!o 'W •• uo;!r:ltions 

re~~ar~h to determine health knD~ledge and practic~s, and 
.:,,:nmunicatl()n r.hanne!:s ,'lmong tar!:ette'd audi~n•.:es of health 
"/JI·kp.rs, cndrp.s and the communi t;V. The El-'r normally 
.:c,r.:m'ission:i IInh'tlrsit,y department.s t,: IJml~rr, :\I\C ~,hiii \O".rk. 
rn 198e, studi~s I.·ere done on th~ rC 'Lson~ f(',!" drr:op-'.lut.5. 
fact.ors affo:-t:ting coverage. the Iltti! udcs of mntners 
r~.urding immunization ~nd health ~p.rvic~s in sever:ll areas • 
•nd the rol~ of ~;GDH in irnmunizatilln. Th~ must liophisticatr.d 

' ·o:llm\lni.-:ati~ns ' illanning is being rion,! to support the \\p.st 
.;~\\'a int~ra:!i.nf:d (:r,U project. TiltH has invol\·,.,d mor~ than 
'lO~ dUlocn c:onlmunir;atiCln :Hudies dp.signed t.n i:nprovp t.he 
rI,.·.·~i ..)pn'~fll. delivery and r ..cept.iclO of messa~es on (~RT. 

r~l~atP ~ecr.or ~urvey research and adverti~ing firms have 
h~t:ll u=.p.d for several of t.hf!se. 

10.5 Field visit findings 
Lack of information remains t.hp. mnst. r.ommnn r~llson · for 

II,.n- immun i::ation 0:" non-complet i on I)f ilDClunizat.i on. Al t.hou;:h 
r.h~ ar.ceptance of DRS has greatly increased, the demand for 
innppropriate drugs ~o t.reat diarrhoea remains strong among 
nlot.her'!; and hp.alt.h i'rnfr~ssinnals ~dike. 

n.·c;pi t..~ the gr'!'nt. nllmb'!r of pOl'lt,prs ~nn It·nfl~~.~ ;) 
1J:·'J.tI;, .. ~J ••iistt·ibutiun t.o t.he healt.h r.~nt.rp. h~\'fd :lnti h,dn,,' 
i", 'm/~\ .... , as i~ their rlisplay in public area.; and their IJSi: 

in h.eo.lth edur.ation Hessions ui.th mot.hers. 

In successful posyandu, health education activities are 
somctirua~ hampered by targe numbers of mothers and ~hildren 
and pnor cent.rol of their movcm~nt through the variolls 
g(!r .... it':~s . 

Verbal p.xplanntions of ORS preparation are more common 
thnn act.ual demonstr~tians or supervision of mothers 
administering DRS. 

In~ufficient use is made of the KMS grouth charts as a 
cnuns~ll in" too 1 for mothers anti i n~de'luat.e at-tent. ion is 
"l.,-n ~.o messages nn nutrir.inn. ppr~(Jnal hygiene. food 
hundjinl(, nnd ..ater suppl~' ann :.. anit'.at.ion as important 
e!um~nts of COD. 

http:r.~nt.rp
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10.5.2 

, , 
I\ev Issues 

F.xisting :nechT.\nisms fl)r '~llcJr'r.linQt.ir:ll rh~ pll1nllin~, 

p,r-oduction nnd dist.dhution ot' EP[ rand CliO hp.:l.J th educatinn 
mafc:-ials and foC' developing an inr.·~\.£rc.ted (:ummunication 
stra~egi need strengthenin~. ~oordina~inn do~s not yet 
exr.c~t to nll ~raups inyo!~~d. 

The developm~/lt of health edu~~tton mater'ial~ does not 
tak~ into ancount , l1d~quatp.ly the nttitudefi, pr'3ctices und 
~our~es of infoC'mnti~n of the intcndnd audien~p.s. Few 
:nater'ial~ ar'e ad~qunt~!y PI~r.~st~J. 

10.5.3 The principal reason fnr immufiization f~ilure is mother'~ 

10.5.4 

lack of infor:n~tion. 

t:nderstanding of t.he lise ')[ flui';s to P:""\''!nt dehydratiofi 
and of the need ~~ continue feedin~ during diarrhoea is 
limited. Innppropr'iate drugs r~m~ln in strong demand in ~he 
tr-eatment of diarrhoe~. 

10.5.5 There is uneven u~aren~ss and understanding among health 
professionals of sever':l.l Cr'ltical EPI nnd COO issues, which 
r-educes t-heir effect,i ':~ness 3S commun icators ':i th mot.hers. 

10.6 Recommendations 
Co.ordination 

10.6.1 The integrated Family Health Steering Committee should 
give parti.cular­ att~nt ion t . \) t.he covrd, ina~ion of EPr and COD 
activitie~. Consideration should be given to the formation 
of a Communicat.ions Worlt lng Cr'OI:P 1.'1 thin the [ntegrated 
.Family Health Tllsk For-c~ to cunr-dinate health education 

, 

activities of the t.p.cllnical ~ol'l(ing gl'oups. ..\ similar 
coordination mechanism shuulJ he ,le\'f~toped at the pro\"incial 
tevel involving all r'elp. ..·a.nt. bodi~s. 

Communications olanning 
10.6.2 Development and implementation of health education 

messages and materials should give more emphasis to: 
regional variations in sncio-cultural 
characteristi~~ und Lunguage 
clJnsidering usual snurl~es of information of the 
taC'~p.1. ~udience 

Rdeqllutc pretesting before production/dissemination 
r-outine evaluation of efrectiven~ss 

, . .
." ...,.:,:r.: 

" 



~ F,l ndings cir :\udi'!nce rp.sp.lu·ch nnd evalulltion :c;houLd be 
,"\.Iidel~~ ' shared .' 	

,I 
, . 

Consideratiun should be I(iven to suu-contt·ac~.in~ ot' 
competent public and commercial groups to de~~Lop and 
implement communications activities. Greater cmph~sis shoulrt 
be given to the development of short clear r~~io and TV spots. 

LO.6.4. , Communic:ltion ~ith ' community members 
Individual fnce-to-face communication bet~e~n health • t 

workers/volunteers and community members shoilid be stressed 
by the EPI a~d CD~ Programme as the principal henlth 
education medium at the ~illage level. 

t, 

The training of henlth workers nnd volunte-:rs shuuld 
include techniques of counselling and educating community 
members. 

,10.6.5 	 School children should be further involved in the I 

registration of chiLdren eligible for immunization, and in 
the dissemination of informution on EPI and CDD lIitilin their 
fami lies. 

10.6.6 	 Quantities of printed materials should be sufficient to 
cover needs doun to the puskesmas and posyandu levels. ~hen 

av~ilable they should he prominently display~d in appropriat~ 
places. 

10.6.7 	 Information on immunizntion should stress the need to 
co~plete ~he full series of vaccinations, as well as the 
possible reactions to vaccinations. 

10.S.8 ORS preparation should be demonstrated as well as ." 
described during health education sessions, nnd 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 education. 

http:suu-contt�ac~.in


"" I 'koai~unication~ "''''ith heaith" prof'e!lsionals 
0\ Ii ~ 9 ':" ,,;',r.,l ;~'n'r ~o1 i e~' 1'1 t••\ 'r. em~n t.~ nl!'.!d t" he t:ommun i.:3. \ ~,i to t\ tl 
,~:, ~~bj" lC:: '; 3'nd privnt" sect..o~ heat'th " prcf~s:,'ional, particularly 

cnncoernin,: 

d iar rhaeto 1:11 .. " :n:J,na~eml!n t 
specifi~ n~tinn~ that can ue taken to prevent 

diarrhoell 
_ the import~nc .. of tetanus toxoid immunization 

pre"nRnt \.:omen 
the immuniz~tion schedule 
c:ont.raindicat:ions t.o immunization 

_ th~ can~~pt of' -~issed opportunities~ 
for immuniza~ion 

Prore~sional Qrgani:ations should be enlisted to 
applLcatLon and dissemination of this information. 

· , 




Social ~obilization and community participation (see also 
sectiori 10) 

In the last two years there has been increasing effort at 
intersectoral and No6 involvement in programmes aimed at 
improving co~~unity par~icipatjon. 

Possibly the major factor in the success of many aspects 
of the COO Programme and the EPI has been the active and 
effe~tive role of the various commu~!t~ based organizations. 

11.1 Achievements ' 
President Soehartp has i.ssued a public !ltate:l\ent 

express in, support for the development of the new integrated 
family health pro,ramme And a jnint statement of support for 
this programme hes been made by the Minis~ers of the Interior 
and Health, and by the head of RKKBN. 

The most successful development has been the nation-wide 
posyandu project through the PKK, local government and LK~O 
village d.evelopment council. Higher rates ,of coverage of 
immunization and greater knowledge and use of ORS has 
or.curred in those ker.:amatans wherp. th is progrur.lme is 
~'rongest, and wher~ ' supervision and support for its cadres 
is greatest. The training programme for cadres has been 
Jeveloped by the Directorate of Comm~nity Participation and 
the Nutrition Programme. 

In so'me instances community participation has led to 
spectacular success. One eximple of this is the role of the 
women's organi.:ations, local government and LK~ID 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 Gther 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 5 cities, 
supported by UNICEF and ~HO. !ntersectoral cooperation has 
been partic~larly successful in - same areas where "s~eeping" 
activities have been instituted to increase immunization 
coveragp. by short-term intensive campaigns. 

An extensjve COO social ~obilization project in West J3va 
is being funded by USAIO, UNICEF, WHO and local 
pharmaceutical companies. 



11.2.1 

, • i", t.t • 
".' . " : ". , \ .•"",. I • ~ , 

,.,' ~'Jdlti.,ran.l :/Illpport ha~ r. ; :'~11 pr·.··.. : ..I~d :hr·.I;,f:h !j". " '!";:'..,:' 
' keci.l' · ··. llitt.ln .ioc-tilrl prr'~'··'::lIn · · III "'1l:1" '~ III'iwa:':: ... r.-hw)L'!' I\n·: 

r.h 'rou,h the Boy ;:;coh:.a and f. :,r.i"n"l ·:r,ut.iI ",~·'::Lni.~;\~. ion 
(~emuda J • 

Key Issues 

Tht!:'e i K n.H ::e t a hi ,h ! i' '/ .• I ,d alOH r~r.'::-cs ::If. Ilnd 
support r"r- t cc.mmunl t:: part i.: i pllt inn nt. :; I! lp.Vt-:ls .,f the 
nationaL ad~inistr~tion. 

11.2.2 The enormous pot.elltid. t' ,r ~ff·!·:tiv., :·rdlnhurtati.>n 
throu~h Joi.nt pr()lramclf:~!'I :.:irt~ 1O · ,m~n·~ l111rl r .. !i~i"II:; 
organizations, ll)co.J Ko)\'~:,nm, : n t, .r.nrJ otht':r 5f:~t.nrs Ilflli ~('iCJ", 

has not y'!t been (IJ11y "'xpl~: t.,,!. [tteh.t",·p,ly r(:1.: In.ot.h'.!rs 
intervLe~'!d said thRt. cRctre:> at·'! t.he\r sl)urcl! r.f information 
about COD/EPI I. 

11.2.3 While initial p.nthl:;;i:\!:;m by P!-:I\, rc1ili')I/S I.~aders, .'1nd · 
others i.n implelllenti:u~ pr.~::llnd\l i:~ hi"h, illl\n~' v.·,]untep.,'!> 
drop-out or wori( pf\ssi\'t:I~·. 'l'h ' l~ is. in pal·t, dlJe t/'. lac'k I"jf " 

re,ular attention and ~n~ournge~~nt hy health staff, some nf 
whom vis~t posyandu sessions r"r~ly, others who use them onJ~ 
to perform specific h'!alt.h rllnr.tl()n~. Publicity is lacking 
concerning the r-(')J~ Gnd ~l'fp. ... ::i·'·'·:I':f:S ,~.f thp. bett-r 
programmes in I.:h ic!. cad:"'!'s Ill'" i n·:.~ I vet!. 

11.2.4. There appears t\1 b.. ,·,dar.i ..... iy J i r.~.le invol\·emen:. \)[ th.;: 
TBAs (trained and untrainedl in COO hnd less than their 
potential involvement in ~he ~PI pro~rf\mme. 

11.2.5 The cadres being Inrg~ly volunteers, th~ 'rewards' for 
productivity need to be r.o!\'elop~d. l.ittle progress appears 
to have been made in this area in recent years. 

11.2.6 There is a lack of effecth·p. supp.rvision and simple, 
practical, continuillg cduc:l.tion of cRdres. This is 
particularly related to a lack of interest by professional 
health staff. 

11.3 Recommendations 

11.3.1 Follo~ing the r~r.pnt statemAnt by the President 
conce~ning his strong sllppnrl fnr thp. integrated programme, 
each governor- and each hupati !>hnuld b~ requested to i~sue 
"instruction of Ruppnrt" fnr thn EPI Rnd con Progrnmme. 

," t" , 
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11.3.4 

1'}llder sh.-,uld l'.umma:·lu: r.hp. ,!ffi.rt."I 

mane lit- q\Ja~r.et' i y. or mOl'R rl'eqllenl, i:II.fII:"!oII".;t.l)rtll ::h'!etin;C!4, 
and uri/! Illl members t.oward fUI·t.her IH't. : .1Il :· •.·I:it~d 1.1) 

natjt)n~l obje~tives. 

T.) n.ssist the .above. the moth'ation ..• f !.hl' "I'wi~r h.~a i !.h 

offi,~p.l' at each level ne#!ds to be ·incrr:asc.L H':: should 
provioie the relevant health jraformatiof, f ' )I' I.uch IIIN:tinis. 

Efforts should bf! mnde to contlol idnl~ r.h. · :.!I1·k .'If 
e~lst.in, posyalldu and to IJrl)mot,: ne~ O:It:S. Publicit.y 
conc~rnin, the effectiveness Qf vllla,c cadr~~ should ba 
inc:rp.used. 

11.3.5 Ef'f'or'ts should be made t.o illcr"lls~ ~.'\lL11.:H·uti ..m I;ith t..h~ 

Minist.r'Y of Religion to ensure that ir i.ml:l:JI11.~:Ltion prior r.n 
I:ln.rringe becomes a routine requiren:':IIt. t. i::··,Ju:lhl)ut the 
cl)unt.ry, before the end t)f t. hl~ r:ur:· ... nt. II.!; Fi,'{: Yf:llr Plnn. 

11. 3 • 6 ViJ lage cndres C PKI\ nnd KPD) shou Id t1'~ inl1t"j nnd r,:;:ce i ve 
supervision and continued training. TC:<lchinlX modulr.s :lnd 
silnp)f! m-anuals need to be dcvp.lop~rl. T" pnS1l~e rtoct."rs 3t 
p .. sl;.~snal\s R.nrl kabllpnt.p.n COD/Err ~tn(f :" HI 'r '! in ( ' :&I1:'C: 

(~ !T.}ct.ively, t.!'\f'!Y Rlinuld r·nr.p.iv,~ t.· :ot: h"'r I: :·.&i llin;:. 

11.3.; l:rll~nt attentioll should h~ gil:""/1 ~.) :i'~""!lIpin, ~ff(:(:t.i\'t:, 

~ imple and practical c:heck-l ists far super\' i ~ion of \· i113.ge
I 

c-'\dr'~s hr puskp.smas doctors. The 111\·ol·,:er.wnt. und trttining 
or t.oP. existing field workers from t~e f~mily planning 
prngrnmm~ may be able to he used in t.his su~uryision. 

, 
'. 

11,3.8 Ear.h doknbu (kabup:lten medical officerl should unsure 
thnt each pusk~smas doctor' has and implements a plan of 
a!JP~i~oj. simple continuing education a nd :; \: p~rvisi()n uf' 
d llage cadrp.s, and the increased use ,,f • dl)ktor k.!c il' 
p:-o~rR.mmes. 

11.3.9 ~here the issue of a high drop-~ut r~t~ by village PKK 
cadr~s is a problem,it should be studied i~mudiatelr nnd 

found ~ 

. ' " 

-- - -~~ ~ - . j .: -~. 



Heth~ds ~r reward ror th~ succes~rul ~ompleLion ~r cndre 
activities should be developed and implemented, e.i., far 
,reaLer; tban 80" illlmunization covera,e and correct tre-fttmellt 
of diarrhoea. These could includu certificates, srarY~s or 
bad,es, and be r~lut~d to increased status e.,. Hari Jbu 
awards. , Consideration should alao be ,iven to providin, 
appropriate uniforms. Aw~rds should also be made Lo the 
puake~mas and kabupRt.cn which shows the most improvement 
each ' year. 

11.3.11 	 The recording system ftt the posyandu should be 
simplified. Target age groups in each posyandu area ma, be 
listed in birth coh~rts. A re,ular function of the 
community volunteers should include maintenance of birth 
cohorts with upd8tjn~ of births ~nd deaths This will 
f&cilitllte identificution of eli,ible children far differ~nt 
interventions. 

-.,, 
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Rese'arch 
No attempt was made to review or summarize the vast 

amount of research conducted in relation to COD and BPI. 
Much of this research is documented in the Indonesi~n 
lan~lJllge. 

12.1 Research achievements 
The need for more And better studies concerning 

operational, managerial and epidemiological issues has been 
reco"nized b~ both programmes. Ministry of Health staff 
partieipated in n workshop on Child Survival at the 
UniverBity of Indonesia in November 1986. This workshop was 
to drotermine research priorities to advance the inte~rated 
health service approach (table 12.11. Participation by 
numel'I,)UB non-governmental organizations and universities in 
the conf~rence demonstrates interest by many groups in the 
conduct and results of research efforts. A national workshop 
in Surahaya, also in 1986, delineated broad areas for COD 
Programme operntions research (Table 12.21. A large amount 
of research in communications llnd other aspects of programme 
implementation is being carried out in association with the 
intensified COO programme in ~est Java. 

12.2 Kev issues 

12.2.1 Problem-£olving research has notlyet been adequately ' 
applieri to overcoming constraints to pro~ramme implemeutation. 

12.2.2 No central ~ource of complet~ published and unpublished 
research results exists to facilitate programme planning and 
further research developm~nt. 

12.2.3 There is laclt of guidance to medical faculties and other 
institutions concerning topics for research proposal 
development and implementation related to EPI and COO 
activities. 

t • ., '. ~ 
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epidemiological 
activities should be 
active involvement of 

;,ov~rnment pro,ramme staf!. university r~senrchers and. where 
appropri~te, member~ of the international scientific 
communit~. 

Orlanizations such as the PKK should be involved in 
problem ~olvjnl re~earch related to programme implementation 
in the community. ' 

Su"ested research topics, in addition to those already 
formulated ftt the previously mentioned national wor'shops are 
listed below. 

Tftble 12.1: Partial listing of research priorities for the 
integrated health services as identified at a 
national workshop (Jakarta 1986) 

1. 'Community participation in posyandu. 
2. Drop-out of villa~e health volunteers. 
3. 
.; . 

.. 
, .. ".~ 

5. 
fl. 

Knowl~dJ:e..,attjtllde-practice survey for each province. 
Local. leadership role in promotion of the posyandu • 
Determinatiun and use of locally available resources. 
Knowledge-attitude-practice of providers. . ..

,'. 

I • Mechanisms for inter-sectoral collaboration. 

T'lble 12.2: Research areas for CDD identified at a national 
workshop (Surabava 1986) 

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

and community settings. 
3. Nutritional management of diarrhoea. 
4. Mortality followin, rehydration. 
fi. KAP surveys for each province. 
S. Preventivp.,strntegies in diarrhoeal control. 
7. Chronic diarrhoea. 
R. Home fluid vs. ORS (efficacy, use). 
~. A~p. ~pecific ORT rc~jmens for young children. 
10. Epid~miology ~f diarrhoeal disease. 
11. Vnccine trials e.g. typhoid. measles. 
12. Improved indicalors for programme performance. 

,; 
! 



"'Hi',her Priori tl: . . 
\,- . Improved indicators and moni taring systems for COO 

~~rvice . dfllivcry. 
Community use and clinica( efficacy of home fluid 
solutions (those currently as well as alternatives). 
Determination ' of the burden of diarrhoeal disease in the 
community, including differentiation qf dysentry and 
persistent diarrhoea. 
Risk factors for Revere dehydration. 
Printed materials for teachinl mothers to prepare ORS. 
Methods for chon,inl pharmacists/drug sellers sales 
patterns Bwar from antidiarrhoeal drugs towar~s ORS. 
Co~t effectiveness of improved case management in 
h.)spitals. 
EffectivenesR of different approaches to face-to-face 
~~ucation during diarrhoea case management. 
Feasibility of a single ORS distribution point in each 
prt)vince. 

12.3.2 Suggested EPI-relat.~d re!'learch topics 

High priori t,· 
Methods tn overcome missed opportunities for immunization. 
Alternativ~ m~thods for reducing the incidence of 
neonatal tetanus. 
~ethods of ~sin, TBAs to give tetanus toxoid. . . 
Umhilical cord r.Bre . practices. 

Role of health facilities in EPT disease transmission. 

Alternative methods to achieve sterile immunization. 

Alternative approaches to increasing coverage in low 

coverage arens. 


Othe:"!'! 
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. 
Effec.ts of immunization on mildly ill children. 

http:Effec.ts
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' . ' :I ~I':I ~:;~.i.!.!k~~ t,.!d re~.!'l'_!:!:.Lt~O"j (!S rr.l" I.ert tn hoth prn!Crammp.~ 
;.~., :tmpr'nved s~ntinp.l survei llancc and local ar'c'3 moni torin!,! 

"'~t. 'hnds • 
~nst cfrectiv~nr.ss of different. trainir ~ methods for 
health stnff and cndres. 
rust efrect.ivp.nnss of different health education and 

,."mmunicat.inn npprno.ches. 

Alt~rnativp. innp.ntives/schemes for co.dres. 

F.Ffecti\'e rat.io nf t:adrp.s to population to achi"ve 

adequate cnv~rage. 


Mp.thods and impact nf supervlslon of posyandu. 

Relntivp. ~ffe~~iveness of ir'OUP and individual health 


~riucntion ' in pnsyandu. 

lmproved de~i," of health education materials. 


http:cfrectiv~nr.ss


EPI and COO 
"'I" There is .' no identifiable urban strategy. but rather the 

. ,.J· n~~rall ' naiinnnl ~trategies ~re expe cted to apply to urban 
'\\'.~."" arel'l~. From vi::;its to a limited sample of health faciliti~s 
",;,..,', the review it appeared that great problems exist in 

• I' t.h~ urban arp.:1 or 'Jakarta. Reliance is placed upon the 
Q~ail~bilit, uf ~"rntiv~ services to ~rnvide preventive car~ 
Hnd Ihis ' strat~~y is clearly not working. The curative 
,.~r\·it~p.~ rllrfd~· I'll:,· , Il' t.'~nt.jon 1.0 immuni?ation when children 
rr,~sf'nt. with :1 r:nmplaint. 

Thp. lRrgr: t.llrnovp.r in t.he pu~ltesmas makes organized 
h,~:\ 1 t h ~tillr:n t. 11m d i r fi ..~u 1 t anr.! appears t.o preven t other than 
r:url'\(,I"' .\· r"~CClrrl k':(::p; ng. Rnvi e'-' 0 f records of diarrhop.8 c:o!';!'!; 
,..hll,.,·d t.hnt. oflrr, tlw diagno~t.ic cone number alone was 

' r,·c-n··,j ..d ",,\'I !""r,pl~· r.!rl.ails of I.hp. t.r~:1tmcnt provider). 

i" t.hr· p I n:~":~ \' i~. i I.t~rl t.hp mr.chnn i t'!l'I or t.he ";PT JlrO.l(rnmmt~ 

:.. r , ,'f' j r: !' InCH: ''''',':''~ i ".~ <;llpp 1 i "'5, sc:hedu I e!;. equ i pmen t , 

r~'~lIr ·Il>' or r:-r/\','rnife, r.t.c. Hnwe"'er I appreciat.ion of the us~ 
(I" :h .. d.3ta r:oll,wt.ed t.o improve co\·er.3ge appeared limited. 

nuring th~ hCllll';",ho}rl ~ur"'I!~' in Jakarta fell respondents 
rnr.nl i nnp.d th~ pOl'l~·3ndu as a source of immuni za t 'ion advice and 
ther~ nppeared to hp little public nwareness of the need for 
immllnizat.inn. 

Other observations made are r~~lected in the following 
kp.~· i l'I!lues. 

13.1 	 Kev Issues 

J3.1.1 National priorities and operational procedures are not 
a"la~.·s .adBpted fo"!" application to metropolitan areas. 

13.1.2 	Mothp.rs with sick children (other than minor complaints) 
often by-pass the pu!';kcsmns and attend outpatients clinics in 
hospitals where preventive s~rvices are not always offered. 

1~.1.3 	 In urban areas posYRndus nre not as significant a factor as 
they al·e in rural 3reas in the deliver:-; of immunizations and 

arlvic~ Bnd tre3tment for diarrhoea. 

http:Mothp.rs
http:r:oll,wt.ed
http:diagno~t.ic


use of 	non-~terile needles and syring~s in Jakarta is a 
, particularly hnznrdous situlltion because if AIDS is 
' introduced irllo Indonesia, Jakartll is at particular risk 
' ltourism, trRn~vcstite prostitutions, etc.' 

' ]~.1.5 Thp. crowded urbn~. environment is more conducive to explosive 
outhrenks of mo~t ~accine preventable disease thlln are rural 
Qrea~ • 

J3.].6 	Ellse of communication should make surveillance e~sier, hut 
the surveillance system in Jakarta is functioning at a low 
level of p.ffici~ncy. 

13.1.7 	Organized private ~ector medicine enjoys greater 
acce~~ibility and influence in the urban area. About 25~ of 
immunizations nr~ reported to be given by private 
physj~ians. The r~vi~w found , the private Rector cold chain 
to b~ deficient (~~p. sectinn 7). 

13.1.8 	Urbnn phYsicians do not believe neonatal tetanus is a 
problem, 'although at least 170 cases were reported to have 
occurred in Jnknrta in 1985, and on occasions do not offer, 
or l"pfuse to giv~, TT to pregnant ~omen. 

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

recommendntions in other sections of the report. Further 
specific recommendations follow. 

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

correct dinrrhoea case management 
the importance of TT. immunization for women, even in 
urban areas 
the absolute necessity for sterile techniques for 
immuni?ation 

F.fforts should also be made to inform pharmacists and 
rlru~ !Oellers. 



EPI and COO ~ctivilie~ in Jakarta should be integrated KO 

that lo~isti~s, training, s~pervision, surveillance ~nd 
. : 	assessment can be mor~ easily mnnaged. Since hospital 

outpatient dcpnrtmcnts and puskesmns should be providing both 
diar~hoen CaRp. mnnagement and immunization a single focus nf 
supervisory resr~nsihility and accountability at the 
provinci~l and knbupate~ levels is desirable. 

t3.2.l 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 Bnd administered before the p~tient leaves the 
hospjtal. 

13.2.4 	 Consideration should be given to encouraging urban health 
facilities to ~et lheir own targets, not necessarily based on 
administrative divisions of responsibility, so that the~ c~n 
assume more responsibility for them. Coverage surveys should 
be re~ognizerl as the most appropriate evaluation method for 
the ~PT in thp urban orcas. 

t3~2.5 The enormous potential of the Infection Di~eases Hospital 
diarrhoea training unit for training health staff of Jakarta 
should be more fully exploited. Appropriate funding should 
be sousht from central, provincial and external sources. 

]3.2.6 An epidemiologist from the FETP should be assigned to the 
Jakarta municipal health office under s~pervision from the 
coco 

.' 

.. 
'" 



Results of -EPI coverage surveys conducted durin~ the review 
FoPI cluster surveys utilizing the standard EPI clustp.r 

surv~r methodology of 30 ciusters of 7 children (15-23 
months of ftge) p.ach were conducted in the six provinces 
Relected for in-depth review. 

The detailed findings of the surveys are presented in 
Annex 16 and nre sumMarized in the following tables and 
tPlCt. 

Tnblc .l.+_L 	 Jmmunizat. .ion coverage oC children 15 - 23 months of age 
(Percent immunized based on card or history) 

F.ast. west South South-East 
\'~m: i.n."'e__--.;.::J.n:=k..:,:ll:..:r...:t.:.:'n:.......::.J!l..,':\.=--_.::.J..:,:n,-=v.::a=--...:A:.:.c~.:e=.:.;h~_...:S=u.:l.:::a:.:;w;.:;e:.:s::..;l~'_.:::::S.:::u:.:l.::Q:.:'::.:e:.:s~l~'__ 
r: ,,'r 1 ; 8 ; !) 82 4 Z 62 56 

nPT2 SO i;: fi6 2; 43 40 

IJI'T:\ 50 j;n 41 13 32 26 


68 41 41 34
i4() ""'1 
ClPV2 riU 50 26 30 21 

()l'\':,l '19 
 34 13 23 15 


29 10 28 lR 


: 


'IEASI..r~~ 25 


BeG iH 81 42 55 56 


DCG (-SCARl 61 oi ;2 39 48 45 


Fully 25 50 23 9 18 12 

PartiR] ly (1) :iO 61 40 46 48 

Not Imm. 16 20 16 51 . 37 41 


Drop-out rate 

DPTI-DPT3 36 24 50 69 48 54 


OPVI-OPV3 34 24 50 68 44 56 


These results help to document the progress in 
immunization coverage since th~ last EPI review in 1982 when 
only 2 doses of OPT were used and measles and OPV 
immunization had ~een introd~ced only on a very limited 
hasi~. The~ .. rinrlinlCs Werp. compared to report.p.d immunization 
coverage based on dosp.s administered and, in general, were 
founrl to be con~istent yith the routine reporting system. 
The high drop-out rBtc~ betwep.n first Bnd thirn doses for 
both OPT and OPV contribute to the fact that less than 51X 



childr~n were fully immunized (received dose 
mensl~~. 3 doses DPT and 3 doses OPV) • 

. . 
~ ' Proportion of ~hjldren with an immunization ~ard and 

sources or jmmuni~ation 

East. West South South-East 
Jakarta Jnvl1 JIlva Aceh Sulawesi Sulawp.si

--~~~--~~--~~~~~--~~~~---
49 RO 62 23 54 13 

bSources: 
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 

a Percent of 	all children surveyed 
b Percent of 	all vilccjnl.\t.ions received 

Outreach nctivities were found to be important sources of 
imllllJlliz:l.t. ion. The potE:ntial of hospitals and the private 
~wr.1.nr in immllni:o.:ntion iR not bE'inlt fully utjIizen. AIRo 
ther.: Appear!.; to ur: limited use and retent;ion of immunizat.ion 
~Ilrd~ • 

..'. A RUr"p.y of mot. lt p.rs with children less than 15 months of 
u~e was concurrently conducted to assess mothers' tetanus 
toxoid immuni7.~tion status, antenatal care\ place of deliver~ 
and person in attendance Ilt delivery. 

Table 14:-3 	 Tetanus t.ox.oid immunization of mothers wi th children less 
than 15 mont.hs of age. 
(Percent immunized based on card or history) 

Ellst West South South-East 
Vac~ine Jakarta Ja\'a Javn Aceh Sulawesi Sulawesi 
TTl 29 59 ;7 54 47 39I 

TT2 22 .:j6 69 44 33 32 

Orop-out rate 
TTl-'rT2 24 2': 10 19 30 18 

http:Sulawp.si


~ 

. 
Proportion uf mothers with ·an immunization card ann 
s!')urccs of i mmlln i :Il t if)n 

--_ .. _.. 	 --_.-
East I~es t. South ~oulh-East 

'. 

Jlllt~r:t::"L. Javll .111 va Aceh Sullllolesi S\lllllol~.~ i 
l:ards a 29 . 19 10 15 13 

S(')IJrc~!': b 
H'JMpit.nL» I; :l 5 :I 1 i :10 

Pu~k,·o.;m:'1s . 2,1 SO (is 65 58 26 

011 t. "c~llch 28 29 16 21 ~2 401 

Pr b'n t (~ 31 (4 13 J 1 :I 0 


a---' ___ o ••------ • . ---- -----------.--------

Percent ('1" :111 mt)UlI!r:o; ~lIr\'eyed 
b p~,.c:p.nl, "r ~ll \·Ilr~,:jnllt.inns recch'ed 

T:tble I4.-S' 	 ,\ntenat.IlJ and deli\'er~' care of mothers loIith children 
under 15 months of age. 
(Percent nr Illl mothers) 

Jakarta 

." 	 Antena tal 93 
care 
Del h'p-ry at: 

Home 	 26 
He/Hosp 	 74 
Other 	 o.' 	 Delivery 

•" Attended by: 
Untrained TBA 11 
Trained TBA 4 
Health staff 85 
Other o 

East West South · Sout.h-East 
Ja"'a Java Ac,.!h Sulawesi Sulawp.si 

85 	 89 72 73 54 

79 79 86 85 91 


16 IE 9 15 9 

5 3 5 o o 


18 15 18 23 2; 

47 64 33 45 48 

32 20 34 32 25 


3 1 15 o o 	 " 
- , 

Although It high proportion of mothers received at least 
one antenatal cnre 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 Ja'karta) and are therefore at higher rislt. 
Immunization cards for tetanus were not in com~on use. 

http:Sulawp.si
http:p~,.c:p.nl
http:H'JMpit.nL
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'Respnnden!s for children who were partially or not 
immu~iz~d wcr~ n~ked t he most important reason for failure tu 
immuni~~ ' or not fully immunize the child. 

~ . Rea.sons for faibJre to fully immunize. children lfi-23 
mnnths of Ili:~ 

(Percent of nIl children not fully immunized) 

F.:u~ l. West South South-East 
Rellson Ja"cnrt,:\ In'\'1\ Java Aceh Sula.wp.si Sulnwesi 
I.ack of 26 3a · 35 il 41 64 
in forma tion 

nb"t./lt:l~R 69 5R 61 25 55 33 

!.'11"'k nf :. 'I 1 4 4 2 
mill. i \':1 t j I,n 

The results c.Lenrly show t.h;lt lack of informat.ion and 
obstAcles are ~he primary reasons for immunization failure. 

Knowledge regarding diseases prevented by immunization, 
the number of do~~s of OPT required for full immunization and 

'i, 

• I 

. ,. 

t.he source ot jnformation on immunization were asked in ':
households in which a chJld 15-23 months of age resided. 
Result.s indicate thp. need for EPI education. 



I\no~ledge regarding immunization in households with~ 
children la-~3 months of aee 

(Percent. of householdH) 


.' '; " ' Item Jakarta 
.£PI tara:et diseases 

,:'­ 4 or more known 17 
1 or more kno~n 68 
None' known 32 

East 
Java 

19 
56 
44 . 

West 
Java 

21 
49 
51 

Aceh 

18 
47 
53 

South 
Sulawesi 

8 
45 
55 

South-East 
Sulawesi 

8 
31 
69 

3 doses DPT needed 6i 49 58 26 25 22 

Source: 
Ht::11th staff 
Volunteer 
Radin/TV 

59 
)2 

i 

43 
20 

0 

45 
25 

5 

40 
7 
1 

28 
15 
10 

38 
2 
4 



.. ' 	Cndr'e 
CDC 

Depkp.s 
np~ 

!\;l bupa ten 

KD/l\cs 
riccamatan 
~JS 

LUG 

OPV 

Or-ali t 

PKli 


Pos~'nndu 

Puskesmas 
Toko ohat 
1'T 
CPO/{ 

"or-unl! 

Pharmacy or dispensary 
Community Health Development 
(Directorate) 
Family Plan~inl Coordinating Bonrd 
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 
7etanus toxoid vaccine 
Family Nutrition Improvement 
Programme 
Sm~ll shop or stall 
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( .. ) 

)Directorate of EpidemiololY 
land Immunization 
) 

) 

)Directorate of Diseases 
)of Direct Transmission 

Directorate of Nutrition 
Directorate of Family Health 

)Directorate of Village Development 
) 

Directorate of Health Centre 
Development 
Ind(lnesian Pbediatric Assoc:il.llioll 
School of Public Health. 
Urai ve'rs i ty of Indones ia 
Consortium of Health Sciences 
(,Yogyakarta Branch) 

)Directorate of Community 
i i'artic'iplition 
) 

Ministry of Religious Affairs 

Family Welfa~e Movement (PKK) 


:lnd observers 

)~~ICEF nominated 

http:Kar)�it.di


, J 

, j" ~., ":'"''')''' '". ,." - •• 


,'lOr ; " R~')bert. ' Northrup 

" . The :P~i t.ec'h ProJect., Washin~ton 

'. ' 

'>:~7(' ,', :. 
,.;' Or. ' Ou\"id Sencer 
"" H~'nale;;;ent Sciences for Health. USAIlJ nonlinated 

- Or. Zeil Rosenberl 

USAIO; Jakarta 


Dr. Ko KeJa (Team Chairman) 
EPI, ~HO, Ceneva 
.,' , 

Dr. Sa~bt Ramab~ot. 


EP!/CDD Ministry of Health, 

Bangkok 


Dr. Robert ~im-Farl~y 
Ei,·j. \\111.>, :.;•• ..: D~lh; 

~II · . Sur.: Pcrl'~' 


C1'!I, "HU, :"el' Delhi 


Or. Mohamed EI-Nagar 
EPI, WHO, Jakarta 

L>r. Jim Tulloch 
COO, "HO, Ceneva 

Mr . . James Vandenberi Ro~ary ·~nternational 

The core tp.am were joined by o,'er 50 part.-lime team members ' at 
provincial le~el and many Rlore he»l~h staff served as reso~rce 
p~~sons at central and provinciaJ level. 



Annex 2 

List of kabupaten visited 

Kabupaten 

Jakarta 

Java 

East Java 

S"ut.h Sulawt:si 

fl. I . Aceh 

Sou~h Ebst Su13~esi 

1. 
2. 
3. 
4. 

t· 
2. 
3: 
4. 

1. 
2. 
3. 
4. 

]. 

2. 
3. 
4. 
.,. 

]. 

2. 
3. 

1. 
2. 
3. 

Jakarta Selatan 
Jakarta Timur 
Jakarta BBrat 
Jakarta Utara ,;'.1 

Lebak 
Bancung I Kod:-·aI 
Carul 
Bekasi 

Jember 
Madiun 
Lamongr..n 
!':lid ant' 

Pen rang 
Enrekang 
Sopeng 
COlola 
~ulukumba 

Aceh Timur 
Aceh Besar 
Aceh Barat 

1\01 alt3 
foJunB 
But I)n 

., . Kendari 



o-HAr $-.)b...o..,~da R>k.S: 

<iu~~\lo......ce. 
~Q...b-r cr g • .rde.r 
~ ~ep.,\4t,.,. 

P:(~: ..... ~eAl-«"" 
T ('Io.""''i:_\~-\u."", ~e.s:a.m.... 

. Av..~; . ~ 
,.v.~~+ . i-a 

bl~~\e.. of. 
b:fed.\Z 
l:>\~e.A.~S 

C;;12c:.+-O....~: 

.S'~ l'Ie.J 16.\I\Ce. 
\.....,e..kOCl,~"" 
G-.~l 

E " ....Wo.-f\.."" 



Detailed budget for the COU programmp., 1986/87 
(all fieures in thousands of Rupiahl 
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..Total numbers of .health centres and numbers providing vaccination, 

by year, 1979 - 1989 

5 

.. 
u..-c: 4 
0 o_ 
s::."_'0 
-c0 0 
0 .. .l 

X ':J 
_0 

.... 
o..c­.... 
.D 2
E 
:J 
Z 

84/5 85/6 ~6/7 87/8 88/9
81/2 132/.l · 83/4 •79/60 80/1 • • 

Not providingProviding BeG,~ providing vaccinationDPT·and 'ITlLL:J all vaccines 
vaccines only 

• Projected figures 



Annex 6 

:' Tnh 1" ,\ . ~umbp.r ' of W"'Hons tra:ined in various EPI tra.inin, 
(,'I)urscs. 1n$-:~ - 1986"-0_'-_- ______......__,__ ---_._----_._-----

Yenr Plac.:c Number t,"ained 
_________________ , _ . ,.__ 0 ____ ­

.':.... _. - - --­
Rerrt~er~tu ~ r~poir 1!1;':2!83 Jaklll"'t.a 


Cnld . r~um mnintennn~~ /.1l't2/8l ~llndUIIIZ 


Lo'i~tics "nd cold 1984 :; iluL" 

dHlin 

Imll'lunizlltinll in 1!fl:S2/8l 2; pro \' inc~~ I~OG 


prnc:tice for 1:18:1/84 1595 

,,'C\ccina tOl'S and 19f:14/85 1125 

midtJi \'CS 1!Ht5/86 1826 


1!J86/87 1236 

CmmIJniZ8 t.ion ill 1~1s:!J/a4 li91 

prn("\.i~c: r(~r I!'lH4/R5 1200 

puskcsma~ dnctors I!1SS/aS 1131 


1986/87 723 

[mmuni~8ti()11 in I!lR5/86 21 medicol 36? 

prActice for col h·g,~s 


t.enching and 

nllI'sing sr~tfr 


('umnlunlt~· nlohiliza­ 1!IH5/86 14 pro\' i nees 1 L, 2;5 

tion training for 

","omp.n's \.I~lf3:"e 


-1II0\OrmPIl' c"ld res • 

IJ(J . 
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Annex 6 (contd. J 

Number~ of persons trained in various COO training 
courses,' 1~8"-1986 

traininl Yenr Place Number trained 

CO~' .superv isory 
., skills course 

.Oia~·rhoea cnses 
manalement: 
- 10 da~· course 

. (> d;l~· COIJ ["se 
3 da~· t:ourse 

Communications 
in cno 

Upto 1986 

1984 - 85 
!SH5 - 86 

I~HIi 

1986 

Various 

" localities 
7 localities 

Garut 

Garut 

116 

139 
202 

40 

46 doc'tors 
127 puskesmas stafr 

3295 cadres 

Table C Sumhct's of persons trained in joint EPI/CDD 
t ["n l n i n~ activities 

----
Type of training rent· Place Number t.rained 

._.. _. 
~1id-level 1!HJ4 Cipanas 17 
mana,ement 

Strength(!n i nil of 
F.p .I/CnO in 
,=,u["ricula or: 

- parl\-ml~dj r:;\~ I !H~5 Cilota 32 

schools 
mr.dicnl s(~haols 19R6 Citot.o 42 

In te& rll ted .EPl/.cOD 
for Iwspitals and 
puskp'gmn~ . ~".nff I!:1RIi Plllembang 16 

-_ ._...__.. ­

.,' } 

~I') 
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Annex i 

El ' r Bnn em} "':dning requi remcnts hy 1988/89 

, 
It 

, 

CategClr~' or manpo\o1er t.o be trBined 

Vnccinaturs, midwivcM and nurs~s 
.1...­__________ 

Jleolt.h centre doct(l;"s 

198; /1988 1988/1999 

1.250 1,250 
., 

r 

;50 ;50 
r 
.' --,---_._- .._-._------"------_.......'----------'­

~id level managers Not determined Not determined' 
, 
... - -_. _. --­ -,--_._- ­ _... 
: Croll d chaj n muna~~m\:n ': 50 50 
,J •• ___• . •• __ •• _ _ _... • • . ••_______L.­_________L.­_______...&. 

: t.lom(m I.·~ i I'u rt: mo\'e/ll~·rll. "Ildres PI\K 51),000 50,000 
,1..._._----

Village rHli"ious cndres 30,000 30,000 

b. CDD 

Acti "·i ties ' 1986/1987 1987/1988 1988/1989 

Clinical training 255 250 250 

Mid-level mansgement 150 100 100 

Periphersl health st,nrr: 8,868 10,1-44 11 , 144 

Epidemiol(\!'y 30 

Laboratory techniques 10 

Village coordinators 266,040 ~04 ,.320 343,320 

Villa~e health cadres 886,6;0 1,014,000 1,144,-150 
, 
J. 

13~ .! 

.',. 

" 
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Ann~~ 9 

, . 
R'andom selection of ""acr:ine transactions showing 
:t.ime I inter'\:~l from o:"d~r ~ (I despatch" 

:Reque~t re- :Requcst re- Appropri­
: Requf!s t. -sen t. :ceived at the:ceived by Vaccine ateness of 
:Crom province:Directorata- :Sub-Di.recto- despatched supply 

:Genera! :rate 
08 Octobp.r 09 O~-:Lob(!r 09 October 13 October Less 
l4 October l6 October 16 October 20 October Exact 
01 !'/ovp.mbr!r 06 N,wp.r:lbt:'r 09 No""ember 12 November. E:cact 
l ] ~o-\..,:mhl!r 12 Nc.w'"mb,:,· 12 N,,\"c,nbe r Not sent as •• 

of 24 Nov" I• 
29 Octobt.. t ' 30 Or: t.t1bt:- r- 30 October .28 October a. Exact 
15 OC'lobel' q I)r.- t nhe ," 1 i Octoher .• 20 October Exact 
; November 10 ~o\· ..;nbr!,· 10 NO\'ember 12 November More 

2(1 Or: t. llh!~ r 2H ()r t •. ;,•. , 2P. I)::, rol"'r :2R Or. Lob.,r a Exu-:-L 
:10 Ot~ lohl!'· 31 n,.. I ~. he> ,. :n lir:tobcr :Not sent as 

":or , .... No\'" 
.L~..!L)~ovemlJl· r It: N\.!\ ':''!1.~)(: l"" 12 :-':!Jvcr::ber : 12 !\o"cmbcr Narc 
:J \"a •.!': i nr~ l';cnt. in r"::;punsE' 0 t.e ll'pnuned .requl!$ L. 
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Annex 11 

Di~e~$p. reportin~ sysLems in Indonesia 

II Puskesmas ~r.~kl~ report of infectious disease 
2) Puskesmos m.)nth l~' report of disea.se 
3) Interrateci reportini system 
1\) S~·l\tp.m tnl·~·rmn· td 27 fotOms 
51 
Ii I 

KLB repor'~ 
Pusltesmas ~.·'1 t. i ,;,!1 report. ing sys t:p.m 

il Hosp'ital :"!PO'o:!­ of ellS!::'; and dC~l:'hg 
8) Ho!>pit::ll sCI.Ur,,'!l rl!porting s~osLC:1R 

!) I Ou t hrenk i n "(~C;: i .~a' ion!> 
10J Sp"!cial su,··:.~~· IlIeonntaL t~tanus. h kmcness, diar,olwp.:\ 

murbidit~·, ".orl:di.t~o and Lreatmentl 

/3 f 




, ' E~I . senti~~l 
"px:ovince/ .1985,.. · ' 

,.:.-',: .: ., ,.' . 

Anne:c 12 
hospital', reporUnc system 

~.~.,.~.}~!:~;(,\ .":' "', : . , 
;~os,itd "rtportia, mtu ISISI d,~ Dr provim. ISIS liu Ifni 

,. t ,., • 

PoUo n ': !euiu : Diarrbel"O 
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Annex 1:1 

Complet~n~MK of provincial to central reportinl for·4 
sur",'! ill:ul(·..': toy~tems j n 1985 

Number of Number of f. of P'lCp~C-
SY81..1ID ~" " T.. ,.·rting reports reports ted reports 

IJn its expected receivp.d rp.ceived 

- ._..- -_.._ ---_._-­.. - -'-- -'- ­
"'(!I!KJ~' . r~J)Urt ~, 1404 1000 il 

frum plJsk":!:Irnns 


,,­' · F.PI ",p.ntillnt wI 324 t39 43 
tal.l~pit:'lls 

Srnt.j nel plI!~kesmns: 


F.Pj Z7 324 227 70 

, CliO 25 104 31 30 


Monthly reporting 27 324 156 48 

from hospitnls 




AR~UmnLio"N underl~in~ l~blft 9.3___._. __.•• _.__.......... e ' _ • • _-_. 

1'(1"111:': l·.,,: llil} :nil I ion 
11 i ! t h :-.. ! I!: :1. I ; /III () I 1\. I mil I i 1m h i r l h s I 
~P.1ll1I1r:s1 T~t!'lnlll= ~lnrt.8.1 it Y R.3 toe l:nva.ce i ",II, r~.J 20/1 (JOO 
:~"":I:'! 'II rr-:t.:lnus i'lu.r! I-"llt,uJ i t.y RnL'!: !III oI'!a:,hs (It!:" 

I nil ,.•\,1< ct 

T1 ,!!': ! " If"Y ! rlmv: : 50-':' 

'rr .' : r i ' , :.,.~~ :: dul'C('~: ~Il~ 

'1I'!t ~ : , .!o .\' 1.:Ir:k f.!;t I , ~: 907. , 

'I.::."'!"" :'II:i(: , F:I\al it.y : I~ 
~~n~ ~ ~ \"~~in~ Ertica~y: 85~ 
".:,., .1'.... : ....\t.I.~\I.·k Rat.l':: RU'X. 

CIll>P. ' F'lt:ll j ty: 0.5%Pr'" t IIS:~ iN 

PC.!!-! U~~ j:,\ Vnr'::cinp. Effieac~' 2 doses: 

PP':·tll!'S is Vaccine Efficacy 3 doses: 

D i pit Lh ..~r io Atta.ck Rllte: 1'X. ' 

[li,ph t.hl': ria Case Fa t.ali ty: 10% 

Oipht.htH·ia Vnc-::ine Efficacy 2 doses: 

OJ phtlutriB V.\ccine Efficacy 3 doses: 

TBe .:. t tllel, Rat.e: 0.1% 

Tar C:SK~ Fatali ty: 90% 
50% 

50% 
80% 

9o'X. 
99% 

. 1 
nec; f,ffir-acy: 
polinmyn' ilis In~idenee Rat.e: 5.6 per 100,000 

pelJlJ 1", t ; nn 
poliQmy~litis Mortality Rnte: 10% 
Pol i(:mpdit.is VBr:cine Efricu'cr: 

drHH~ ~Ox. 

2 dO!w F.5% 
3 dose BOX. 
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Annex 15 

Suspected 'chol~r3 cases and deaths, affected areas and 
laboratory r~sults, 19;9-1985. 
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