Assessment on Emergency Preparedness in Indonesia, WHO/OCHA Mission, July/October 2002 – Annex 5 – Nusa Tenggara Timur


Field Visit A.E.P. Framework Report

Nussa Tengara Timur (NTT)
Disaster-related Characteristics (hazards and risks in the area, vulnerability and exposure factors, existing infrastructure (roads, dams, seaports, watershed management facilities, shelters, etc.), most recent disaster occurred, response given, others)

Field Visit Location:
NTT Province, Sikka District, Kumpang 


District
Date: 


27-29 Aug 2002
Team Members: 
3 (BB, JE, PB)

Resources on-site:
WHO Kumpang Office, DINKES Propinsi 


(3 staff, 2 cars)


Main Disasters: Social unrest (refugees, IDPs from East Timor conflict in                September 1999), Earthquake, Floods, Tsunami.

Population: Province, 4,2 millions. Sikka Distrcit (11 sub-districts): 262,000

Why Maumere (Sikka District): Sikka District was selected nationwide as one of the model districts for health emergency preparedness and disaster management. In 1996/97 and learning from the experience after the earthquake in Flores Island (December 1992), Sikka District developed a Standard Procedure Plan, in Health Preparedness and Disaster Management (SPHPDM)

The AEP Team wanted to know better the SPHPDM as well as to assess EPS in NTT Province.

Earthquake/Tsunami in Flores Island December 12, 1992: 4 Districts in Flores Island was seriously affected. More than 2,000 victims. Just in Sikka District, Tsunami destroyed more than 30,000 houses by affecting more than 150,000 people (75% of the total population), more than 800 people died and more than 10,000 injured.

Standard Procedures quite good in 1996.




Assessment Entry-points
Findings (+/-)
Gaps
Conclusions (+/-)

1. Emergency Disaster Management Structure and Official Coordination Mechanisms
EP&R Structure in charge, Emergency task force / team, Sectors / Actors involved, Organisation chart / distribution of roles, Existing official mechanisms (official documents, decrees and legal texts, routine coordination, ad hoc coordination, standard operational procedures, contingency plans, MoUs and Agreements with other actors, including Police and TNI), emergency trigger, decision-making process, chain of command, others
· Health Task force organisation (one of the 9 sector task forces within SATKORLAK or SATLAK) (annex) 
· SOP already exists but not very helpful.
· Cross programme meeting already done last 2001.
· Normal channels to get information (friends, chance, rumors, etc.) are not the official ones.

· SOP seems like guidelines. Not specific action by sector, not detailed activities/responsibilities to be undertaken.

· Routine sector meeting but unscheduled.
· Planning to develop activities of every Division and Section in case of Emergency still in preparation.
· Lack of crossing/sharing/feed backing information.
· Lack of sensitivity about preparedness at the highest level (provincial and district).
· 9 Task Forces to coordinate in case of disaster or emergency seem to be too much taken in consideration the coordination and information problems identified.

· Coordination is not effective because is too much bureaucratic.

· Politicians supposed to be chairman of the Disasters management Task Forces do not care about emergencies and/or disasters until something happens. Politically, It is more profitable the response than the preparedness.



2. Spontaneous Coordination Mechanisms
Traditional Solidarity habits, coping strategies, ad hoc cooperation with the Police and TNI, religious leaderships, volunteering, others
· 



3. Financial Mechanisms related to emergencies
Existing vertical resource mobilisation channels (from Central to District), Existing horizontal resource mobilisation channels (provinces / districts), Main allocations, others
· Provincial budget for Health Emergencies 28 Mio in the fiscal year 2002 (total Provincial Health Budget 140 Bio)

· District Budget is planned in January and revised in September of each year. In 2002, 250 million for disasters, the amount allocated varies upon the information received from BMG, socio-political information. The September 2002 revision will probably include an 150 extra million (due to recent riots and civil unrest).

· Sikka District: Special budget (Rp 10 Mio) for meetings and administration issues related to EP and to face outbreaks at HC level.


· Funds for regular training in EPR activities (all levels). 
· Emergency Funds are usually spent to face “regular” outbreaks that should be faced with the regular health budget.



4. Logistics, Communication and Access
Access, warehouses and storage for food, NFI, drugs, rescue equipment, transport, cold chain, communications (phone, fax, radio SSB, etc), others

EWS: Mapping risk, high-risk seasons

· Communication equipment, with assistance of BAKORNAS in 1992, but not functioning at present because of lack of staff and maintenance. Use District SSB equipment or DINKES (13 HC have SSB, Hospital one is broken). 6/11 sub-districts have SSB.

· Radio EWS developed in 1998, but trained staff left. No plan to train them, because lack of funds

· All HC have at least 1 operational ambulance (total 14 ambulances 1/2 Boats working (Maumere – engine problem, no maintenance).12/13 HC have radio comm. Facilities

· Sikka District mapping risk with health facilities and disaster risk area updated recently (annex photocopy)

· Surveillance weekly report are normally late by one month from Health Centre to District and more than 24 hrs from District to Province level. Action taking needs about 72 hrs after receiving info/report.

· In the hospitals, if telephone breaks down, no telecommunications means available in case of emergency. 

· Almost of the radio communication out of order.

· Much of the equipment useless and obsolete.

 
· Very good Radio Communications SOP but totally useless due to lack of maintenance and/or trained users.

5. Health Sector
Official guidelines, Health System, Health facilities and service available, Health staff, Facilities/Areas identified as temporary settlement for affected population in case of emergency, Water sources identified in case normal water sources breaking in the event of emergency / purifying and drinking water emergency kits stocks

EWS: heath and nutrition surveillance measures taken for early detection of health emergencies.


· Health Facilities: in the Province: 13 hospitals (10 government, 1 Police, 1 Army, 1 Air Force) 209 health centres (HC) 803 sub-HC

· Health staff: 282 doctors, 4,944 paramedical.

· Emergency kit placed in District Health Office to be mobilized upon needs. 

· Surveillance system has difficulties to collect and report data. Trained staff is moved frequently and new staff are not properly trained on surveillance 

· Maumere Hospital:  Emergency equipment obsolete needs to be check up, from 1992 (tsunami). 

· Communication very weak, just normal phone line.

· No guidelines or any plan on EPR in other hospital in the Province.

· Evacuation/Resettlement Areas and water sources: not formally identified, usually open areas. No alternative water sources
· Emergency kit items not updated and/or checked up regularly. Status of work ness unknown.

·  Epidemiological Surveillance information is not reliable and normally late reported. Not very  helpful like an EWS tool.

· Radio EWS developed in 1998, but trained staff left. No plan to train them, because lack of funds.
· Health Staff and Health facilities seem to be enough to cope emergencies in disasters situation, whether the staff is properly and regularly training  on EPR.

· Possibility to work on National Guidelines/SOP for Disaster Management at Hospital level? Workshop in Jakarta? 

· Adaptation/Dissemination at decentralised level

6. Information and HR Training 

Level of awareness of the population, public information campaign and sensitisation, available human resources training level in emergency preparedness and management
· 4 nurses per HC and all doctors have been trained on EPR. Only 1 of the trained doctors still remain in the district. Last training in 1996

· SATLAK is responsible for information campaigns and population sensitisation. Actions have been undertaken through EWS training for CAMAT staff, community population and leaders and civil defence training (potential disaster and response). Last activity in 1998, but since then no funds available.


· Not consistent trained staffing 

· Not regular training in EPR
· Keeping EP trained staff should be suitable.

Additional Observations


Field Visit Map
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