UNEDITED

UNEDITED


Review of health information systems (HIS) in selected countries 

II

Indonesia

TABLE OF CONTENTS
1. OVERVIEW
3
2. Mapping of essential health-related information tracked in country
4
3. Inventory of measurement tools and methods used in country
7
· 3.1: Census
7

· 3.2: Vital registration
7

· 3.3: Communicable diseases reporting system
7

· 3.4: Routine health information system
8

· 3.5: National household health survey
8

· 3.6: Hospital recording system
9

4. Current status of THE health information system (HIS)
10

· 4.1: Structure and institutional and legal framework of the health system
10

· 4.2: Organizational structure of the national HIS
10

· 4.3: Links between national and subnational HIS
11

· 4.4: Human and financial resources for health information
11

· 4.5: Reporting on international and national health goals
11

5. Strengths and weaknesses of THE current HIS
13
· 5.1: Data-quality assessment
13

· 5.2: Data availability/completeness
14

· 5.3: Availability of statistics from private sector
14

· 5.4: Data dissemination and feedback
14

· 5.5: Use of data for decision-making at programme or service-delivery level
15

6. Recommendations on ways to strengthen THE national HIS
16
· 6.1: Critical areas for improvement
16

· 6.2: Key interventions
16

· 6.3: Identification of national minimum data set/indicators
16

· 6.4: Improving mortality statistics in Indonesia
17

· 6.5: Potential role of the Health Metrics Network (HMN)
17

7. further reading
18
ANNEX I: Organizational Structure, Ministry of Health, Indonesia
19
1. OVERVIEW
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The current status of the national health information system (HIS) in Indonesia can be summarized as follows:

· Well-functioning and good-quality periodic socioeconomic and health household surveys (national and international), but inadequate policy development.

· Good-quality national census data (latest for year 2000) usually used for summary data.

· Weak routine HIS (mainly compilation without much emphasis on use).

· Continuing breakdown of the routine HIS due to misunderstanding of the decentralization process and a lack of central authority.

· Complex public health financing information making it difficult to track.

· Vital registration has never been well-functioning.

· Insufficient information on health care in the private sector.

· Lack of health-care information from public and private health-insurance organizations.

· Information on human resources for health is inadequate.

· Continued existence of parallel information systems.

· Increasing availability of communication and IT facilities, but not fully exploited.

· Health information seen as a commodity not as management and decision-making tools.

· Competency in data analysis and their use is inadequate at district level and below.

Health information gathering has been strengthened by developing a simplified health centre recording and reporting system to ensure the completeness and accuracy of data, as well as an improved, integrated surveillance system. A formal mechanism for an executive report on health to be transmitted from provincial to national level has also been established. National, regional and district health profiles have been developed. At the same time, advanced computer technology (which offers almost unlimited opportunities for improving the HIS) is also being introduced.

2. Mapping of essential health-related information tracked in country

	Tools

Health measurement areas
	Vital registration/ census
	Household surveys
	Health service statistics
	Disease surveillance
	Facility and district surveys
	Modelling and estimates
	National health accounts

	Mortality
	Vital registration system
	National Socioeconomic Survey; National Household Health Survey
	
	
	
	
	

	Causes of death
	
	National Household Health Survey
	
	
	
	
	

	Morbidity
	
	National Household Health Survey;

Demographic and Health Survey
	
	
	Nutrition and Health Surveillance Survey
	
	

	Disease outbreaks
	
	
	
	Epidemiological surveillance and special disease sentinel surveillance system
	
	
	

	Health services coverage
	
	
	
	
	Community Facility Survey;

National Household Health Survey;

Demographic and Health Survey
	
	

	Health service quality
	
	
	
	
	
	
	

	Determinants of health
	
	
	
	
	
	
	

	Cost of services
	
	
	
	
	
	
	

	Health expenditure
	
	
	
	
	
	
	


According to census data, the population is estimated to be 203 million (2000). The annual population growth rate (1995–1998) was 1.14 and the crude birth rate (CBR) and crude death rate (CDR) 22.5 and 7.49 respectively. The total fertility rate (TFR) was estimated at 2.597 (1998). Issues relating to health include increasing numbers of older people (over 60 years) which will demand more personalized health-care services; increased urban migration (35–37% of the population now live in urban areas, with future projections estimating that by the year 2020 over 50% of the country’s total population will live in cities); and the commuting labour force that moves in and out of the cities. The needs of the increasing number of older people will add to the double burden of disease, with prevailing communicable diseases on the one hand and the rising prevalence of noncommunicable diseases on the other.

There were overall improvements in nutritional indicators between 1986 and 1997. In

1997 the incidence of low birth weight was 7.7%. The percentage of children under five years of age whose weight-for-age was below 80% of the median was 20.3%; and the percentage of schoolchildren with iodine deficiency disorders (IDDs) was 27.2% (1992) with disparities in prevalence between provinces. The proportion of pregnant women with anaemia was 51.0% and among children under five years the figure was 40.5% (1995). There has been a substantial reduction in the prevalence of vitamin-A deficiency with the national xerophthalmia survey (1992) revealing a national prevalence of 0.33% which is less than the accepted cut-off point. However, three provinces still have a problem with vitamin-A deficiency. The main constraints are inadequate coverage by supplementation programmes (iron, vitamin A and iodine) due to geographical and sociocultural factors, supplementation being restricted to endemic areas, and inadequate funding. Other general factors include low community awareness, lack of community participation in nutrition activities, and indifference from other sectors towards the implementation of integrated nutrition programmes.

Life expectancy at birth has increased for both sexes – 61.9 years for males and 65.7 years for females (1996) which will result in an increase in the number of older people and an increase in the incidence of degenerative diseases. Between 1986 and 1997, the infant mortality rate (IMR) declined form 71 to 41.44 per 1000 live births, and the under five year mortality rate from 111 to 59 per 1000 live births. The maternal mortality ratio (MMR) declined from 450 in 1986 to 373 per 100 000 live births in 1995.

Several significant changes in morbidity have also taken place since the early 1990s. The country has achieved its leprosy-elimination goal at the national level and is now working towards achieving this at the subnational level. Malaria-control activities have had a minimal effect on the incidence of malaria, with the number of estimated cases increasing from 1 518 140 in 1995 to 3 232 762 in 1998. Case finding and treatment have been intensified but the main constraints are drug resistance in Plasmodium falciparum, transport difficulties, and limited funds. The prevalence of tuberculosis also appears to be increasing due to limited coverage of the intervention programme, high treatment dropout rates, and multidrug resistance. National surveys have estimated the prevalence of blindness to be 1.47% (1996) with the main cause being cataract (with a prevalence of 1.02%).

Crucial issues in health-system development include law enforcement and legislative actions for health protection; organization of health administration for effective management; review of health ministry functions in keeping with the policy of a decentralized district administration; development of the health management information system (HMIS); and the move towards the privatization of health services with increasing demand for sophisticated medical techniques and services. In the area of health services, though availability has substantially improved, attention needs to be paid to the quality of services provided, particularly in public-health facilities.

On 01 January 2001, Indonesia embarked on a major decentralization programme when many national government service responsibilities (such as procurement) were transferred to provincial or district governments (mostly district). Communicable diseases (including HIV/AIDS and tuberculosis) are now district government responsibilities – though the Minister of Health’s Communicable Disease Control programme includes support for strategic planning, resource mobilization, and provision of essential logistics (e.g., selected drugs, vaccines, and equipment). Transfer of authority to the district level implies that decisions on planning and resource allocation will be made at the local level. This constitutes a risk for programmes strongly influenced by issues that need to be addressed beyond the district boundary. Nevertheless, decentralization also presents significant opportunities to encourage effective local planning and management of HIV/AIDS activities.

3. Inventory of measurement tools and methods used in country

3.1: Census

The purpose of the census is to obtain the latest data and information on the population for monitoring and evaluating the development of programmes in areas such as health, housing, and education. The census covers the whole population living or staying in Indonesia (both Indonesian citizens, and foreign residents with the exception of the diplomatic corps); the crews of Indonesian flagships in Indonesian waters; nomadic groups; and homeless people. The census collects data on migration, education, mortality, birth rate and other vital statistics in two separate stages. First, a complete census is conducted to collect basic information on the entire population by sex and citizenship, and then 5% of the total population is sampled to collect more-detailed information.

In accordance with the law, the population census is conducted every ten years. The 2000 Population Census in June 2000 was the fifth census following the attainment of independence by the Republic of Indonesia, with the four previous censuses being taken in 1961, 1971, 1980 and 1990. The 2000 Population Census covered all the population residing in the entire geographic area of Indonesia regardless of whether they had permanent resident status or not. The next population census will be held in the year 2010 – because data are collected every ten years, annual data can only be obtained through estimation and projection.

3.2: Vital registration

In Indonesia, the vital registration system is not the responsibility of the MOH. It is a joint responsibility of the Ministry of Internal Affairs and the National Board of Statistics. Even though there have been laws and regulations on vital registration, the system is not yet functional – one major factor being a lack of motivation to report information among people who do not see any personal benefit in doing so.

3.3: Communicable diseases reporting system

To closely monitor a number of communicable diseases that are epidemic (or potentially epidemic and might give rise to an outbreak) the DG of CDC and Environmental Health managers report on the whole population reached by personnel of health facilities. The types of communicable diseases being reported are:

1. Quarantinable or serious epidemic diseases – such as cholera, typhus, poliomyelitis, and diphtheria.

2. Potentially epidemic diseases that spread quickly or cause high mortality and require quick action – including dengue, haemorrhagic fever, measles, pertussis, and rabies.

3. Other potential epidemic diseases – such as malaria, framboesia, influenza, anthrax, hepatitis, typhus abdominalis, meningitis, encephalitis, and tetanus (including tetanus neonatorum).

4. Other communicable diseases that are not potentially epidemic – such as worms, leprosy, tuberculosis, syphilis, gonorrhoea, and filariasis.

Among these diseases, only those in categories 1 and 2 need to be reported weekly, provided there is no epidemic. The others must be reported through the health centre reporting system (but if there is an epidemic, the report must be sent within 24 hours).

3.4: Routine health information system

In the routine health information system in Indonesia, health centres (Puskesmas) and public and private hospitals within districts submit monthly reports on their inpatient and outpatient records to the provincial and district health offices. Health centres also submit data collected in subordinate health facilities such as sub-health centres (Pustu), mobile health centres (Pusling), integrated health service posts (Posyandu), village maternity homes (Polindes), and village midwives on delivery assistance, mortality, immunization, etc. The compiled district routine data are also sent to the provincial health offices and then the compiled province data are sent to the Center of Health Data and Information (PusDatIn) at the central level. Especially since the start of decentralization, this routine recording and reporting system has been facing problems in collecting data at the higher structural levels. However, the lower structural levels (such as district and sub-district levels) are thought to have more data available. Therefore, a rapid assessment was designed to scrutinize data availability and quality at the decentralized levels.

3.5: National household health survey

This is used to obtain the latest data and information on the health situation of the population, especially in relation to:

· morbidity and mortality patterns;

· fertility, pregnancy and child-delivery patterns;

· patterns of health-facility utilization, both governmental and private;

· environmental health conditions;

· KAP and community participation in health services; and

· the nutritional status of infants, children, and pregnant women.

Due to constraints in survey implementation and coverage, the sample population is limited. The survey is conducted once every five years, and may not be able to cover every aspect of change in the health situation of the population. Data are collected through interviews, environmental observation, and physical and laboratory examination. The head of the household acts as the respondent in the interview. Six types of questionnaire are used to obtain data on the characteristics of the household and living environment, individual characteristics, morbidity, mortality, and pregnancy and delivery.

A stratified multistage random sampling is done based on the clustering of the infant mortality rate. From each cluster one province is chosen whose characteristics are considered to correspond approximately to the median of the measured values. In each province chosen, random sampling of districts and sub-districts is performed to select three districts, and two or three sub-districts in each. Approximately 889 households are selected in each sub-district or about 4445 individuals. The Institute of Health Research and Development in the Ministry of Health organizes the survey.

3.6: Hospital recording system

The purpose of this system is to obtain the latest data and information from hospitals concerning hospital activity or service provision. The recording covers all the hospitals in Indonesia (both governmental and private) though there are a number of limitations in the data collected:

· the morbidity and mortality rates resulting from the hospital records do not cover all the population in the district area; and

· data on hospital service comprise both hospital outpatient visits and inpatient care.

The data on morbidity and mortality are based on a ten-day sampling period every three months. The data on visits and service delivery are based on a daily census. All of the data are recorded in the registers or as individual records. Individual records are used for inpatient care including service delivery. Based on the registers, quarterly reports are made. The Directorate General of Medical Care organizes the regular system activities, while the Centre for Health Data organizes the system in pilot-project areas.

4. Current status of THE health information system (HIS)

4.1: Structure and institutional and legal framework of the health system
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Under laws passed in 2001, the responsibility and authority for planning, budgeting, implementing, and monitoring the delivery of primary health care and family planning services were transferred to districts and municipalities. In particular, Law No. 22/1999 and Law No. 25 introduced the transfer of authority from the central to the decentralized levels, and since then Indonesia has been experiencing unprecedented changes and challenges. Within the health sector, the district health offices are given authority to manage the health system in their respective districts. However, systems performance appears to vary widely across the country, and even though comparisons could be useful for health systems management at the decentralized level, tools to assess systems within the country have not been developed.

In order to improve knowledge of the performance of health systems, and to establish a monitoring and assessment tool for performance across the country, the National Institute for Health Research and Development (NIHRD) under the Indonesian Ministry of Health expressed an interest in participating in the Sub-National Health Systems Performance Assessment (SNHSPA) in 2002. Since then, NIHRD has participated in a number of meetings and has received technical assistance from WHO.

4.2: Organizational structure of the national HIS

The routine national health information system (NHIS) described in section 3.4 is coordinated by the Center for Data and Information, an echelon II unit under the Secretary General of the Ministry of Health (MOH). Beside coordinating the NHIS, the Center also maintains a national databank and produces information for the Minister of Health, other echelon I officials of the Ministry of Health, all national-level stakeholders of health development, and all members of the national network. Within each Directorate General there is an echelon IV unit that is responsible for processing data into information to support decision-making processes. This unit does not collect data itself, but uses the data stored in the Center for Data and Information databank. Only the DG of CDC and Environmental Health and the DG of Community Health collect special data as well as using data from the Center. The DG of CDC and Environmental Health maintains a surveillance system of diseases, including a special diseases sentinel surveillance system, and the DG of Community Health maintains a surveillance system for nutritional status.

Mission statement

The vision, mission, and policy on HIS development are stated in the Health Ministerial Decree No. 551 of 2002 (revision of No. 468 of 2001). The vision of HIS development is Reliable information 2010 in line with the vision of national health development (Healthy Indonesia 2010). The mission of the health information system is to:

· develop data-management capacity, including data collection, data storage, data processing, and data analysis;

· develop data and information packaging capacity in the form of databanks, health profiles, and special packages;

· develop a collaborative network in data and information management; and

· increase the utilization of health data and information.

4.3: Links between national and subnational HIS

There are currently no formal and clear linkages among the different subsystems of the HIS. As a result, Ministerial Decree No. 551 of 2002 (No. 468 of 2001) declares the integration of the existing HIS as one of the six strategies for developing the NHIS.

4.4: Human and financial resources for health information

There are no full-time staff to handle health information in health centres, and the reporting forms are usually filled in by any health centre staff (mostly nursing or sanitary) assigned by the head of the centre. Most hospitals have medical record staff, and one or two of them are usually assigned to handle hospital reporting as well – there is no regular training of such staff. Some health centres and hospitals do not have computers and data in the forms are stored in a manual file. All district and provincial health offices have computers, and those who own or have access to computers store the data in a database.

4.4: Reporting on international and national health goals

Development partners including the World Bank, USAID/MSH, CIDA, and UNICEF are working in specific districts or on projects that have health system monitoring activities. A “Partners in Health” Group of health experts from different agencies exists to foster better coordination on health issues between agencies and with government. The issue of Millennium Development Goal (MDG) monitoring has gained increasing prominence over the last year. BAPPENAS (the National Development Planning Board) is responsible for monitoring the MDGs and the national PRSP. Data on certain MDGs and targets are also collected through periodic surveys as well as through routine reporting systems.

5. Strengths and weaknesses of THE current HIS

Health information gathering has been strengthened by the development of a simplified health-centre recording and reporting system to ensure data completeness and accuracy, as well as an improved, integrated surveillance system. A formal mechanism for transmitting executive reports on health from provincial to national level has also been established. National, regional and district health profiles have been developed. Advanced computer technology, which offers almost unlimited opportunities for improving the information system, is also being introduced.

5.1: Data-quality assessment

A rapid assessment of data quality was designed, implemented, and the results analysed within a two-month period. The advantages of such a rapid assessment are that it is relatively inexpensive yet provides sufficiently accurate information. Limitations include low survey precision and the small size of the sample. The findings confirmed the bleak picture of routinely collected information at national level, with the most significant feature being the wide diversity of availability, accessibility and data quality, which can range among provinces from 0–100%. To a lesser degree, differences among districts and facilities within districts were also observed. Although the accuracy of information from facility to district health office may be satisfactory in one area of work (such as ISPA) or in one variable (such as number of visits) data is often inaccurate in other areas (such as TB). It was also found that the quality of information received by the district health office from different facilities varies widely in quality. This clearly illustrates the absence of a systemic approach and raises the question of what happened to the enormous effort made by the Ministry of Health, bilateral agencies, and other organizations during the last ten years in terms of capacity building. It also clearly shows that a regulatory framework has to be put in place to reduce discrepancies in quality among indicators and among facilities. These deficiencies are probably not due to the process of decentralization but rather are the result of unconsidered, repeated and geographically partially implemented (socialized) revisions of recording and reporting. A significant limitation of the rapid assessment was that no individual morbidity data could be traced back to the patient record within a reasonable timeframe. This clearly cuts off the patient from the system. While the system struggles with numbers and managerial issues, the care provider must use information to improve quality of care. In reality, both concepts of health management should use the same information, and the same epidemiological facts. It was found however that the patient record is not easily accessible and does not support an epidemiological approach to care provision.

Further limitations in the available information include highly general statements concerning the validity of diagnosis, and the limited utilization of public outpatient facilities. These factors have been studied and very often the linkage between utilization of facilities and quality of care has been demonstrated. It was initially planned to verify entries in the record books to the family-folder, but this proved to be impossible in all facilities. The apparent absence of a traceable relation between these two pieces of information raises serious concerns about how a supervision or audit based on medical records could be done.

The inconsistency among and between data and facilities invites a further assessment of what the real information needs are. Although such work is widely undertaken, it would be highly interesting to start from a null hypothesis, that is to start with zero recording and reporting requirements. Such a study should focus on the needs of the care provider and patient, and define the information requirements. The next step would be to include the community and system management as information consumers. This way the patient record would become the centrepiece and information basis for informing the health system as well as the care provider.

5.2: Data availability/completeness

Assessment could only be conducted in 59% of the visited Puskesmas – among those, an average of 86% of the subordinate facilities reported; though the quality of the data is questionable.

In the Muara Enim district, various reporting and data-compilation mechanisms were in place. For instance, all the subordinate facilities under one of the Puskesmas needed to report or had to pay a fine of Rp 25 000. In addition, all subordinate facilities were obliged to report in order to receive drugs from the Puskesmas. As a result, Posyandu reports are already recapitulated and reported by each village.

All interviewed staff in East Kalimantan and Bali felt that the data from subordinate health facilities were available. In South Sumatra, 89% of staff stated that subordinate health-facility data on outpatient visits were collected, and 78% felt that data on pneumonia were available. However, 33% of staff indicated that data on TB were not available from the subordinate facilities.

Because TB-suspected patients are sent to the Puskesmas for lab examination, data on these patients were available in all these facilities that were visited. However, because the Puskesmas sometimes receive patients from other sub-districts (kecamatan) in addition to their own coverage area, some staff indicated that double recording had happened where a new TB case was recorded both in the Puskesmas where the patient actually attended and in the Puskesmas in the patient’s area.

5.3: Availability of statistics from private sector

It is difficult to incorporate data from private sector and nongovernmental organizations. There is a lack of appreciation of the role of data and insufficient staff to handle it. The response rate for sending reports is very low, and most private health facilities do not send them.

All health staff interviewed in three provinces indicated that data on outpatient visits from private health practices were not available and 93% of them also stated that data on pneumonia were not available from the private health sector, while others did not answer this question. Furthermore, 89% of staff reported that data on TB were not available – many of the Puskesmas confirmed that such data from private practice were not available.

5.4: Data dissemination and feedback

Once a year every district health office publishes a district health profile. In addition to its own uses, copies of the book are also sent to the provincial health office. Once a year, every provincial health office publishes a provincial health profile that is sent to the MOH.

Health centres and district hospitals also receive the district health profile each year. In addition, once a month, at a coordination meeting held by the district health office, health centres can receive feedback on the topic related to the theme of the meeting. The same procedure applies to the provincial level.

5.5: Use of data for decision-making at programme or service-delivery level

Only a few health centres have the capacity to analyse data. Mostly, the health centre data are analysed by the district health office (which is also still weak in analysis capacity) and health centres receive the results, usually once a year. Due to lack of capacity, district hospitals also analyse their data once a year and include the results in their yearly hospital report.

6. Recommendations on ways to strengthen THE national HIS

6.1: Critical areas for improvement

· Strengthening the technical quality and efficiency of periodic socioeconomic and health surveys (incorporating world health surveys).

· Improvement in hospital recording and reporting using ICD10 and ICF coding.

· Integrating health-care information into SHI information.

· Strengthening epidemiological surveillance systems with sentinel sites.

· Work with the Ministry of Interior and Municipalities in strengthening vital registration systems (both coverage and quality) including cause-of-death certification.

· Strengthen database on human resources for health.

· Capacity building in analytical capability (use of new tools and methods) at central, provincial and district levels.

6.2: Key interventions

· National and subnational health systems performance assessment initiatives.

· Improvement in hospital recording and reporting.

· Orientation and briefing on the importance of health information for effective decision-making.

· Updating national and district health accounts, emphasizing the use of health-financing data in decision-making.

· Strengthening central, provincial and district-level epidemiological surveillance systems with sentinel sites.

· Updating information on the national burden of diseases.

· Strengthen database on human resources for health (balance and relevance).

· Updating national/subnational health accounts.

· Capacity building on analytical capability and policy formulation (use of new tools and methods).

6.3: Identification of national minimum data set/indicators

Based on Crete and subsequent discussions, a small set of preliminary indicators thought to be desirable for each district have been identified:

· Measures of health system inputs – human resources for health; capital stock (health facilities/beds); and health expenditures both public and private (not currently possible).

· Measures of health-system coverage – personal preventive measures (immunization, skilled attendant at delivery, personal curative care); some measure of TB control is also of interest; and some measure of a population-based intervention (household access to iodized salt is available by district).

· Measures of health system outcomes – child mortality; life expectancy; proportion of the district population incurring catastrophic health expenditures; and estimates of responsiveness for selected districts, derived from the WHO Multi-Country Survey, 2001.

· Risk factor measures – smoking prevalence by district, to reflect the Healthy Indonesia 2010 focus on health promotion.

Agreed timeframe and activities for the first round of assessment

	Timeframe
	Activity

	November 2002


	Identification of team of national experts by the MOH



	February 2003
	Preparation of national data sets for the workshop with direct support from WHO technical  experts



	June 2003
	Data analysis workshop: national team undertakes first round of analysis for 5 districts, with support from WHO team, and then scales-up the analysis to the remaining districts



	Late 2003
	National policy seminar to discuss results; translation into policy, and the institutionalization of performance monitoring




6.4: Improving mortality statistics in Indonesia

Cause-of-death certification and registration is currently not established as a system in Indonesia. With around 80% of deaths occurring at home, data on the underlying causes of death in the Indonesian population are difficult to obtain. The current main sources of cause-of-death statistics in Indonesia are facility-based data from hospitals and health centres, and community-based data (survey) using the verbal-autopsy method. However, the information is incomplete and the quality questionable.

Certification of cause of death is done in different ways in developing countries where, as mentioned, most deaths occur at home. The above two models are approximations and detailed approaches will have to be developed. It is proposed that the initial ground (methodological and operational structure development) be covered in a series of consultations (and workshops if required). It will also be important to select the coverage areas at the same time, in line with the methods proposed.

6.5: Potential role of the Health Metrics Network (HMN)

· Indonesia needs WHO leadership in improving its HMIS as part of its health systems reform initiatives.

· Measurement tools are also needed, as are methodologies and models for improving data recording, collection, analysis, presentation and reporting.

· Support in the conducting of health surveys will be required.

· Coordination and integration of international inputs will be vital.

7. Further Reading

· Bambang Hartono, Situation analysis of health information system in Indonesia: a brief evaluation.

· Country Health Profile, Indonesia. www.whosea.org/cntryhealth/indonesia/indonesia.pdf
· MOHSW/BPS/WHO programme of work in Indonesia, Note 21 07 2003.

· Rie Fujisawa, Annet Mahanani, Peter Pachner. Routine Data Rapid Assessment in Bali, Banten, East Kalimantan, and South Sumatra Provinces (September–October, 2002).

· Sudarti Surbakti R, Lukito Praptoprijoko, Satwiko Darmesto. Indonesia’s 2000 Population Census: A Recent National Statistics Activity. www.unescap.org/stat/cos12/indonesia.pdf
· Structure of the Health System – Health System Profile. www.who.int/disasters/repo/9062.pdf
· USAID Country Profile: Indonesia, www.synergyaids.com/documents/Indonesia_profile_rev2_03.pdf
· World Health Organization. Improving mortality statistics in Indonesia

· World Health Organization. Monitoring district health system performance


[image: image3.png]Organization Structure.
Winistry of Health, Indonesia

== A 3
':.
e | e ] o [ R EREE = (=
L T !
e e e S e e e ) A e — T
e e e e e o e e e

S =





20
18

_1162212489.doc
[image: image1.png]Organization Structure.
Winistry of Health, Indonesia

== A 3
':.
e | e ] o [ R EREE = (=
L T !
e e e S e e e ) A e — T
e e e e e o e e e

S =








