LAMPIRAN 1: Profil Kesehatan Indonesia

Indonesia
H
walue
Total population (million) 222 .05
Area (sg-km.} 1, 8&0, 360 {1t
Area as percent of world's total 1.37 {2}
Density of population (per sg.km_) 116 2005 {1t
Adlministrative divisions 33 provinces,

349 regencies and

a muni-:ipu.litiﬁ

Development Year

Cross national income (GMI) per capita (US$)

Highest in the world (CNI) — Morway 39390 2005 {4}
Highest in the Region — Thailand (GMI} 2750 2005 {4}

Population below poverty line — Intl.$1 per day (%) i 2002 iz}
Lowest in the Region — Maldives =1 2004

Population below national poverty line (%) 1F 2004 {&}
Lowest in the Region — Maldives a 2004

Adlult literacy rate =13 years (%) /M 008 {7}
Highest in the Region — DPR Korea 100 1005

et enrolment ratio — primary (32) 93 2002 {5}
Highest in the Region — DPR Korea 100 1003

Human Development Index 0711 20048 {=}
Highest in the Region — Thailand 0.784 1004

Human Poverty Index (3:) 18.5 2006 {3
Lowest in the Region — Thailand 9.3 1006

Cender-Related Development Index 0704 TO0E {=}
Highest in the Region — Thailand 0.781 1006
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Percentage of population below Percentage of pupils starting grade 1
national poverty line who reached grade 5
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What are the basic demographic

features?
Latest
available Year
walue
Population
Total population (million) 22205 2006 {8}
Percentage of world's total 14 2006 {c}
Population growth rate per year (%) 1.34 zoo0-2005 {1}
Urban population (%) 43 2005 {1}
Age-sex structure
Sex ratio (R O000RA) So4 2000 BER
Children <15 years (3} 28 2005 {1}
Elderly =&0 vears (%) 75 2005 {1}
Highest in the world - ltaly, Japan 26 2005 {10}
Highest in the Region — DPE Korea 12 2002
Dependency ratio (<15 and 65+ (3 30 2005 {1}
Fertility
Birth rate (per 1000 population) 13.5 1005 18}
Lowest in the world — Cermany, Ukraine 50 ot in}
Lowess in the Region — Thailand 12.7 200z
Total fertility rate (TFR) (per woman) 22 2005 {e}
Lowest in the world — Ukraine 11 004 1z}
Lowest in the Region — Thailand 16 000
Contraceptive prevalence among married women 74 2005 in
of age 15-49 years — ever usad (%)
Cross mortaility
Crude death rate (per 1000 population) 6.6 2005 {&}
Lowest in the world — LAE 1.0 1004 a1
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What is the progress regarding
some health-related MDGs?

Poverty and hunger

Population below minimum level of dietary 7 74 &5

energy consumption (3:) e L)

Under-weight («-250) children (] EEE Lt 'gi

Child mortality

Infant mortality rate (per 1000 live births) EE ;1_&1 3z

Under-five mﬂ!‘l‘ﬂhl‘:," I'EtE (per 11:I'IEI'IIII Inve hirths) IE.I-; FE_I:I_I ;li

One vear olds immunized against measles (%) |4_5“ FEEI_I _I-E"ﬂ

Maternal health

Maternal mortality ratio (per 100,000 live births) IEEE ﬁ' MA

Deliveries attended by health staff A 41 67 Fs
[ [L=-28

HIV/Malaria Tuberculosis

HIV prevalence in 15-49 vears P 23 149

iper 100,000 population)
Malaria incidence (per 100,000 population atrisk) ~ N/A 830 MA

Tubserculosis prevalence (per 100,000 population) 443 786 262

iy
Tuberculosis detection rate under DOTS (3%) P A 19 3_‘.1
‘Water and sanitation
Fopulation with access to improved water
source (%)
Combined B9 7E 48
Fural A A a7
Urbamn A [ 1) a9
[te2 8
Population with access to improved sanitation (3
Combined 54 BE 78
[t 8
Fural 19 52 ]
i [te2 8
Urban 53 r 90
e [te-2 8
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What are the major health
problems?

Lartest
Indicators availahle
walue

In children under-five vears

Stunted children {32 42.2 2002 {28}
Lowwest in the world — Croatia 1 1538-2004 {11}
Lowest in the Region — 5ri Lanka 14 2000

Under-weight children (%) 28 2003 {8}
Lowest in the world — Chile, Croatia, Ukraine 1 1938-2004 {11}
Lowest in the Region — Thailand E 2003

Childhood diseases

Diarrhoeas — reported cases incidence (per 1000 110 2002-2003 {14}

children <3 years)

Acute Respiratory Infection — reported cases incidence 76 002-2003 {14}
iper 1000 children <3 years)

Other diseases

Tuberculosss prevalence (per 100,000 population) 262 2005 fcc
Malaria prevalence (per 100,000 population) 830 2001 {5}
HIV prevalence (per 100,000 population) 13-49 vears 1439 1005 {c}
Diabetes prevalence (per 100,000 population) 3BE3 2000 {15}

Comprehensive indices
Expectation of healthy vears lost (vears)

sdale £ 2002 {18}

Femnale 9.1 2002 {15}
As % of expected life at birth (ELB) lost

tdale 11.3 2002 {15}

Female 13.4 2002 {18}
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Percentage of under-weight
children <5 vears

Tuberculosis treatment success rate
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What is the mortality profile?

Lakest
available
vahse

Mortality rates

Meonatal mortality rate (NME) per 1000 live births) 20 2000 {ccy
Lowest in the world — Singapare 1 2000 {12}
Lowest in the Region — Maldives a 2005

Infant mortality rate (IME) iper 1000 live births) az 2005 {6}
Lowest in the Region — 5 Lanka 1 2009

Under-five mortality rate (L'SMR) iper 1000 live births) 46 2002 {5}
Lowest in the world — leeland, Singapore 3 2004 {11}
Lowest in the Region — Maldives, Sri Lanka 16 005

Maternal mortality ratio (per 100,000 live births) 307 2000 {5}
Lowwest im the Region — Thailand i 2003

Age at death

Expectation of Iife at birth (ELB} {years) 69 2005 {6}
Highest in the world — Japan 32 2004 {10}
Highest in the Region — Maldives, Sri Lanka 73 1596-1001

Creaths under-five vears (T of total deaths) 13 2002 {c}
Lovwest im the Region — Thailand 4 2002

Causes of death {percentage of total deaths)

Three major causes of child deaths i% of <5 years deaths)
Diarrhoeal diseasss 18 000-2003 {17}
Pneumaonia 14 000-1003 {17}
Preterm birth 12 000-1003 {17}

Three major causes of deaths (All ages) [% of total deaths)
lschaemic health disease 14 2002 {17}
Tuberculosis a 2002 {17}
Cerghrovascular disease 3 2002 {17}

Tuberculesis death rate {per 100,000 populaticn) ] 1952 {5}

Cardio-vascular diseases death rate — age standardized 361 2002 {12}

{per 100,000 populaticon)

Cancer death rate - age standardized |f|:|:r 100,000 popu ation) 132 2002 {12}

Malaria death rate (per 100,000 population)
Male 11 2000 {5}
Femals 2 2000 {5}
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Causes of neonatal deaths

Dta soarce: I35

Mortality profile
* Neonatal mortality is higher than in some other countries in the Region
although maortality in children 1-4 years old has substantially declined.

* Major causes of death in <5 years old are diarrhoeal diseases,
pneumaonia, and preterm births that account for nearly one-third of the
neonatal deaths.

* |n the total population {all ages), ischaemic heart disease is responsible
for the death of one out of every seven Indonesians.
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What resources are available for
the health sector?

Lagest
available
vahse

Expenditure on health

Percentage of CDP 2.8 2009 {EC}
Highest in the world — LISA 15.2 2003 {18}
Highest in the Region — Timor-Leste 0.6 2009

Per capita (LIS%) a3 2009 {EC}

Per capita {Int.5) 118 2009 {EC}
Highest in the world — UISA (Intd. &) L7111 2003 {18}
Highest in the Region — Maldises (Intl.5) 364 2000

Food

Average dietary energy consumption (keal day/person) 1880  2ooi-moos (19}

Services

Health cenfres (per 100,000 population) 3.6 1958 {5}

Antenatal care coverage (at least four visits) (3= a1 {EC}

Deliveries by qualified attendant () 72 004 {7}

Children immunized (32)

BCC a2 2005 {273
DPT-3 70 2005 {27}
Palio-3 70 2005 {273
Measles 72 2005 {27}

Beds (per 10,000 population) 6.0 2002 {5}
Highest in the world — Monaco 196 1555 {123
Highest in the Region — DFR Korea 132.0 D00

Human resources

Doctors of medern system (per 10, 000 population) 2.0 2001 {ccy
Highest in the world — Cuba 59 2002 {15}
Higlhest in the Region — DPE Korea 32 2003

MNurses (per 10,000 population) 13.0 2001 {EC}
Higlhest im the Region — DPR Korea 37 2003

Midwives {per 10,000 population) 2.0 Z004 {15}

Dentists iper 10,000 population) 0.3 004 {15}

Pharmacists (per 10,000 population) 0.3 2004 {15}

Fublic and Envircnmental Health Workers (per 10,000 populasion) 0.3 2004 {15}

Community Health Workers (per 10,000 populaticn) 3.6 004 {15}

Lakx Technicians {per 10,000 population} 25 2004 {15}

Other Health workers iper 10,000 population) 1.0 2004 {15}
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Percentage of births by Fercentage of measles vaccination
qualified attendant coverage 12-23 months
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DCiata sounce: 7, 20

Human resources per 10,000 population

Data soarce- 3,12
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What is the system of health
governance?

Organization
The Ministr':..f of Health has the fnll-::rwing offices:

* Secretary-General

* Inspector-General

* Directorate-General of Community Health
+ Directorate-General of Medical Care

# Directorate-General of Communicable Disease Control and
Environmental Health

# Dhirectorate-GCeneral of Pharm acy and Medical Devices Services
+ Mational Institute of Health Research and Devel-::rpment

» Mational Institute of Health, Human Resource Development and
Empowerment

Indonesia has 33 provinces, each with a Provincial Health Office,
and 349 districts, each having a District Health Officer, looks after
government hospitals in the district.

For basic health services, each sub-district (3623 in 2003) has at
least ane Primary Health Centre where one or more doctors, a public
health nurse, midwives and other paramedics are posted. There were
nearly 8000 health centres in 2000 — one per 26,000 population. Each
centre 15 supported by two or three sub-centres, generally headed by a
nurse.

The Integ_rﬂted Health Post |Jr-::n;ides. |:rreuenti=..-e and prc:nm-::rtiwe
senvices at the uillage level. A midwife is depl-:-j_.fed at this level. This post
covers 30-100 households.
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officer (30:2)

at village level

Midwife

In addition, there are hospitals including teaching hospitals at the
apex level, central hospitals, provincial hospitals and district hospitals.
In 2002, there were 12713 hospitals.

Private sector

Other than the pu hlic health system, there are numerous priw'ate clinics
and Imspitﬂls prcwiq:ling health care.

Traditional system

Traditional medicine practitioners include herbalists, cicumcisers,
bonesetters, etc. A Ministry of Health in the 19305 survey reported
281,492 practitioners of traditional mediine. Of these, 122,944 are
traditional birth attendants. They attend more than 50% of the births in
the country. .

The Centre for Traditional Medicine Research prc:".fiq:les training in
traditional medicine. There are separate trai |1i|‘|g programmes for
traclitional practitic-ners of accupressure for |Jrir'r1f.Lr':,r health care.
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Who pays for health care?

Latest
Indicators available Year -
valuwe

Government expediture on health

Ot of total health expenditure (3o 34 2004 {cc}

Per capita (LS$) 11 1005 {15}

Per capita (Intl.%) 40 2007 {18}
Highest in the world — Monaco (Inil.3) 3403 2005 {1a}
Highest in the Region — Maldives {Intl.5) 324 2005

Private expenditure on health

Ot of total health expenditure (% of total (1] 2003 {cCh

expenditure on health)

Per capita (LIS$) 21 20035 {<}

Per capita (Intl.%) 78 003 =
Lowest in the Region — DPR Korea 0.4 2004

Cut-of-pocket expenditure (% of private expenditure 74 2003 {18}

on health)

Per capita (US§) 16 2005 {c}

Per capita (Intl.%) 38 1003 {c}
Lowest in the world — Tuvalu 13 1003 {1=}
Lowest in the Region — Timor-leste 26 2004

Insurance coverage

Social security expenditure on health out of 10 2003 {18}
Eeneral g::-w.trnment e:::pendil:ure on health (%=
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Health expenditure Health expenditure by category, 2002

Drata souarce- 15 Data source: T6
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What are the recent reforms and
achievements of the health system?

Health sector reforms

“Healthy Indonesia 20107 envisages health as a shared
responsibility between all strata of society, all government
departments and the private sector. The mission i1s to maintain
and enhance the health of individuals, family and the community,
along with their environments; and promaote quality, equity and
affordability of health services.

Indonesia has undergone a process of decentralization in the
health sector. This has shifted the responsibility for service delivery
and implementation of health programmes to the district level
with the national government providing policy guidance, setting
of standards, and epidemic control.

The country has started a programme called Askesin. This 1s a
form of health insurance under which the government pays
premia for 80 million of its poorest population to provide free
access to medical care.

The strategy for Mational Health Development includes
(1) initiating health-oriented national development,
(i} professionalism, (i) community-managed health care
programmes, and (v} decentralization.

Health paradigm introduced in 1998 focused on health
promaotion and prevention rather than on curative and
rehabilitative services.

The Mational Health Information System (HIS5) has been reformed
to support the ‘Healthy Indonesia 2010° vision. Adequate
infrastructure has been provided from the national down to the
sub-district level. Regional Autonomy Implementation will

E-health kerangka teknologi..., Bagus Pursero, FASILKOM Ul, 2008
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consicder HIS as an impnrtant support for the heaalth |1r-::rvider in
c-::-m'inn:ing other related sections about the usefulness of HIS in
decision making.

The Mational Social Safetynet Programme (1998) supports routine
MCH services, and ensures lending for basic service prm—isic-n.

A framewaork for Health Priorities for Indonesia has been
developed. This outlines the guidelines for all programmes of
the Ministry. Donor assistance will also focus on supporting the
priorty programmes identified in the document.

Achievements

Fram 60% of the population being below the poverty line in
1970, Indonesia has made great strides to reduce it to around
17% in 2004. The Literacy rate among children 10 years or mare
increased from 61% in 1971 to 91% in 2002. Thus, social
indicators have shown tremendous improvement.

The infant mortality rate has gracdually declined from 142 in 1968
to 30 in 1998 and 32 n 2005.

Leprosy has been eliminated with prevalence <1 per 10,000
population.

Legislation

Health Law No. 23 (1992} stipulates the goal of the health
programmes to increase awareness, willingness and ability of
everyone to live a healthy life. The law emphasizes
decentralisation of operational responsibility and authority to the
local level as a prerequisite for successful and sustainable
development. The law envisages that health systems are
implemented by the community with the government only as a
facilitator. Also, that the private sector plays an active role in the
health sector.

Law Mo. 23 on Child Protection (2002) aims to ensure better
and more 1:-|::||:|-|:-rtur'|ities for children to live health}f lives. This

E-health kerangka teknologi..., Bagus Pursero, FASILKOM Ul, 2008
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states that every child has the right to obtain health services and
social security according to his/her physical, mental, spintual
and social needs.

+ Renewed efforts have been made b':.-‘ the government to address

in1|:|-lemer1tati-::-n IS5LIES b':,f re*..-ising the Iegislatinn gnverning
decentralization in 2004,

« |n 2000, F‘Eﬂple‘s ﬁ'-.ssemblg.-f amended the 19435 Constitution to
include the right of Every citizen to live in a healthg,f environment
and have access to health services and social insurance.
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What are the constraints and
challenges of the health system?

Financial constraints
+ The total health expenditure was at 3.1% of GDP in 2003.

« General government expenditure on health was 36% of the total
health expenditure in 2003.

Expertise and other physical constraints

+ Availability of health persennel is imited, especially in remote
areas.

* In the wake of decentralization, the new roles for all levels are
to be fully developed and defined. The main constraint is
inadequate managenal expertise at vanous levels and willingness
to assume responsibilities conferred through the decentralization
process.

Social constraints

+  Two-third of male adults are regular smokers

Inequalities — Cender

Expectation of life at birth F2M 1.06 2002 n3
Female share in employment inon-agricultural sector) (%) 28.3 2002 5}
Seats held in parliament - F (%) 28 1999 5}
Ratio of girls to boys in primary schools (3:) 100 2002 5%

Inequalities — Spatial
Measles immunization (32

Urban 78 2002 {5}

Rural 13 J002 {3}
Infant mortality rate (per 1000 live births)

West Musa Tenggara 74 1998002 {3

Yogyvakarta 20 1982002 {3

E-health kerangka teknologi..., Bagus Pursero, FASILKOM Ul, 2008
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Health sector constraints

+ Limited effective mechanism for financing health care,
procurement and distribution of essential commaodities,
delrvering basic services, providing access to the most vulnerable
sections, and for surveillance and monitoring the results.

+ Low utilization of public health facilities despite vast investment.
One of the reasons is poor quality of services, partly due to the
fact that most health professionals provide private services after
office hours, creating conflict of interest.

+ The concept of autonomous hospitals, launched in 1988, allows
hospital managers to retain part of the revenue. This may have
improved the quality of services. Since the fees are usually high,
access to services by the poor is even more difficult.

Challenges

Mutrition

+ Reachingthe poor, especially children and women, and providing
them adequate and nutritious food at an affordable price.

Health services

* Decentralization of health services has created confusion
regarcling the roles of different levels of admimistration in health
development, particular by at the provincial level.
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# Improving health seeking behaviour for pregnancy, safe delivery
and appropriate care after birth is more difficult compared to
the direct causes of infant and under-five deaths. Eecent data
show that midwifery services to the vulnerable groups has
decreased.

« LUlrban-rural and region&l clisp&rities are wide.

# |Indonesia has been successful in m-:nbilizing resources for health.
The cha_llenge now 15 to sl:rengthen the c&pacit}f to absorb and
utilize these resources.

# Health needs are rapidly increasing due to: (i} increase in
issues. Epidemioclogical transition toward noncommunicable
diseases has added to the burden of disease, associated with
high levels of morbidity. It is not limited to the affluent population
in urban settings alone but is also affecting poorer people,
reducing their earning capacity, and, as such, contributing to
further impoverishment.

Lifestyle

+ In 2001, 62% of male adults were smoking regularly with the
percentage in::re&sing to 67% in rural areas. The smc:nl-:ing habit
in the younger pnpulatic-n Is increasing.
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What does the country hope to
achieve in the near future in health?

* The goal of 'Healthy Indonesia 2010 is to inibiate and provide a
health dimension to national development. It hopes to maintain
and enhance individual, family and public self-reliance in
improving the environment, maintain and enhance quality,
equitable and affordable health services, and promeote public
self-reliance in achieving good health.

+ Food and nutrition policies aim at empowering poor families
and other vulnerable groups to develop self-sufficiency in food
through community-based activities. They also stipulate
strengthening of the early warning system for food and nutntion;
improve the guality of nutrition and food services and integrate
them in poverty reduction programmes; and enforce laws on
regulation of food and nutrition.

* The National Development Programme hopes to improve in
reproductive health services, achieve better control of
communicable diseases, improve in basic and referral health
services, reduce chronic diet energy deficiency and reduce in
anasmia among women.

+ |ndonesia hnpes to arrest the decreasing trend in immunization
In certain |:|1:u:l~:et5. The coverage 15 not -:ur'll'_..-' to be sustained but
imprn::nued as well.

* Indonesians are increasingly exposed to health nsks from
environmental hazards such as air pollution, water
contamination, free availability of potentially harmful chemicals,
food contamination, and forest fires. The people hope the
government will lay clear guidelines on responsibilities of various
institutions in both the public and private sector in view of the
complexity of such issues.
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# There are strong pu::nliti::al movements towards g-::u::ud governance
and reforms in the functicvning of the pul::li:: sector. Ch&ngﬂ in
these areas may have a m&jn::ur effect on the health sector.

* F‘n:-jects such as Askesin are EKpEﬁtE'd to allisviate some of the
fianancial barrners in access to medical care for the poor.

+ In March 2006, the Ministry of Health issued a new Strategic
Plan 2005-2009 emphasizing the new wvision ‘self-reliant
communities to pursue healthy living” and its mission ‘to make
people healthy’. The values underlying the vision and mission
include: being people-oniented, providing rapid and appropriate
response, fostering team work, high integrity, transparency and
accountability.
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How is WHO collaborating with
the country?

Policy development and planning

+ WHO 15 a member of the UN country team and 15 actively
involved in the UM development assistance framework (LINDAF).
It is currently a lead agency for a number of UNDAF outputs
related to improved health and nutrition. In order to achieve
these outputs, WHO will help coordinate actrvities closely with

other UM agencies working in health, in particular with UNICEFR,
UNFPA, ILO and FAO.

* WHO support is focused on the development and adoption of
standards and norms, implemented through technically sound
health interventions. Support being provided to develop a more
equitable and efficient health system.

* Support is also being provided for developing responses and
taking a pro-active stance on issues of decentralization,
privatization, civil services reform, poverty reduction and other
elements of overall reform.

* Donor-assisted imitiatives to impmve health 1s h-eing supp-:rrl:e-cl-
Man}f prﬂjects focus on innovations rather than routine
programmes. Technical support is provided to facilitate their work.

Health system management

*  Much of WHO efforts are concentrated on background work %
analysing current data and providing papers on these areas and
on key policy issues. Where necessary, imited field trials or
training are undertaken to pilot appropnate changes.

+ Considering motrvational and performance factors among health
care personnel, technical support has been enhanced to health
care services and training models developed, which could be
implemented in many parts of the country.

# There has been detailed invohement in suppc:nrting the government
on work relaﬁng to health system strengthing and decentralization.
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* Programme evaluation, assessment for identifying current needs, and
short-term technical training for all health units have been supported.

* Expertadvice and the best technical practices has been provided
at short nofice when necessary to facilitate access to decision
and policy-makers in the Ministry.

Promotion of healthy lifestyles and settings

* As indonesia 1s prone to both natural and man-made
emergencies, technical support and assisting government's
coordination efforts are deemed important to mitigate the health
impact of emergencies.

* Support to health promotion activities in areas such as tobacco-
free initiative and control of cccupational diseases, and help in
developmental efforts in these areas have been provided.

Prevention and control of priority diseases

* WHO, together with FAQ, is taking a lead role in coordinating
the UN approach to support national capacity to respond to
avian influenza and pandemic preparedness, and to build
necessary capacity.

* Technical support is being provided to high pricrity diseases such
as sexually transmitted diseases and HIV/AIDS, tuberculosis
contrel and integrated management of childhood ilinesses (IMCI),
for developing new guidelines and protocols, and their testing.

* Communicable disease control programmes, including EPI are
being strenghtened, at the district level.

* There is a increase emphasis on control of vector-borne diseases,
especially malaria, dengue, and filanasis.

* Health laboratory services are being strenghtened.

Tsunami conse (quences

* The tsunami in December 2004 killed an estimated 121,000
pecple in Indonesia. Nearly 114,000 were reported missing.
Within days, cases of pneumonia and respiratory tract infections
were reported. WHO led the country-level planning and activibies
and assisted with logistics, resource mobilizabion, international
communications and inter-agency coordination.

* WHO is an achive member of the UM technical working group
for disaster risk reduction which aims to improve UN
coordination and facillitate support to manage nisk for, and
respond effectively to, disasters.
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LAMPIRAN 2:

Health in the Millennium Development Goals

feclth Torpels  Heallh Indicalors

Goal 1: Eradicate extreme poverty and hunger
Target 1 Hatva, bebessn 1950 and 2015, the propartian of paapke whoss Incoma b kss than one dolar a day

Target 2 Halve, between 1950 and

2015, the propartion of peaple
who suffer from hunger

Goal 2: Achieve universal primary education
Target 3 Ensure thiat, by 2015, chikdren everywhnars, bays ard qiis alke, will b2 able 1o comipets a full
coursa of primany schooling

Goal 3: Promote gender equality and empower women
Target 4 Elrminate gander disparity In prmary and secondary education, preferably by 2005, and ai al
kel of education na later than 2015

Reduce by two-thinds, betwsen
1980 and 2015, the under-five

moraliy rate

Goal 7: Ensure environmental sustainability

Target 9 Iitegrate the principles of
sustairable development Into

Couniiry paldes and programmes
and reyersa the kass of

anyronmental resources
Target 10 Halve by 2015 the propartion af
peaple without sustainable acess

10 5afe drinking-water and sanitation
Target 11 By 202010 hawe achieed &

signHicart improvement I the
Ives of at keast 100 millon sum
dwellers
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Goal 8: Develop a global partnership for development

Target 12
Target 13
Target 14
Target 15

Target 15

Target 17

Target 18

Develop furifier an open, nk-basad, pradictable, non-discriminatory trading and firardal systam
Andress the specldl needs of the east developed counfries

Ankdress the specldl needs of landiocked countries and small sland developing states

Deal comprehensively with the debt problems of developing countries through nationa and
mernational measures i onder 10 make debt sustainatle in e l:fl; 1erm

In cooperation wih developing countries, desskp and Implement strategles for dacent and
productive work far pauih

N cooperation with 4. Proportion of population with acess 1o atfomable essenta
phiarmacaiical companies, drugs on a2 sstanable bask

provide access o alfordable

essantial orugs In developing

counries

In cooperation wilh the private secior, make avallable the benalits of new technologiss, espedally
Informiation and communicatkans

Sources: “Implementabion of $a Unkad Maiors Milanniom Dadaration *, Raport of 1he Soaeiany-General, ASTET0 (31 July 2003, firsl
annual reporl fEsed on e “Road Map towsnds i i mplamaniaton of tha Unied Mabors MBannkm Dedaraton® , Report of 1w
SarTwiEr -GEnedl, ATEEEE (6 Sepamb er 2001% Unied Kalions Statsiks Divsion, MU Indicios Dakebass, vearfied in July 2004;
Worid Hialth Organistion, Deperimant of MDGs, Heslth and Devaloprent Folioy HDPL
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LAMPIRAN 3:

WHASS.28 eHealth
The Fiftv-eighth World Health Assembly,
Having considerad the report on aHealth:'

Ioting the potential impact that advances 1n information and compumication technologies could
have on health-care delivery, public health, research and health-related actiities for the benefit of both

low- and high-income countnes;

Aware that advances in information and conumnication technologies have raised expectations

fior health:

Eespectmg human rights, ethical 135ues and the principles of squity, and considering differences
m cultwre, education, language, zeozraphical location, physical and mental ability, age, and sex;

Fecogmzimg that a WHO eHzalth stategy would serve as a basis for WHO s activities on
eHaalth;

Fecalling resclution WHASLS on cross-border advertismgz, promotion, and sale of medical
products throngh the Internet;

Stressing that eHealth 15 the cost-effective and secure use of mfmmation and commminications
teclnologies m support of health and health-related fields., including health-care services, health
swrvelllance, health literaturs, amd health education, knowledge and research,

1. TURGES Mamber States:

(1} to consider drawing up a leng-term strategic plan for developing and implementing
eHealth services in the various areas of the health sector, mchuding health admimistration, which
would mchide an appropriate legal framework and infastucturs and encovrage public and
private parmerships;

2y to develop the infrastuctore for informaton and commmmocation technologies for health
as deemead appropiiate to promeote equiable, affordabls, and umiversal access to their benafits,
and te continme to work with mformation and telscommumeation agencies and other partners m
order to reduce costs and make eHealth successful;

(3} to bwld on closer collaboration with the private and non-profit sectors m mformanon and
commmmication techneologies, so as to fmther public services for health and make use of the
eHealth services of WHO and other health orgamizations, and to seek thewr suppert in the area of
eHealth;

(4}  to endeavour to reach commumnities, ncluding vulnerable zoups, with eHealth serices
appropriate to their neads;

! Document A58,
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(37 to mobilize nmltizsctorzl collaboration for determinimg evidence-based sHealth standards
and norms, to evaluats sHealth achvities, and to share the knowledze of cost-effective modsals,
thus ensuring quality, safety and ethical standards and respect for the punciples of
confdentiality of information, prrvacy, equity and equality;

(8]  to establish netional centres amd networks of excellence for eHealth best practice, policy

coordination, and techmoeal support for health-care delivery, service improvement mfmmeation
to cifizens, capactty building, and surveillance;

(77 to consider sstablishing and mmplementmg national electome public-health mfonmation
systems and to mprove, by means of mformation, the capacity for swveillance of, and ramd
response to, dissase and public-hezlth emergencies;

EEQUESTS the Director-Creneral:

]

(17 to promots mifemabonzl, opmlbsectorzl collaboration with a wiew fo Improving
compatitbility of adoumistrative and techmeal selutions and ethical zndelmes m the area of
eHealth:

(27 to expand the use of electrome mformation through the subnussion of regular reports, to
document and analyse developments and trends, to inform policy and practice in countzes, and
to report regularly on wse of eHealth worldwnde;

(37 to facilitate the development of model eHealth solutions which with approprats
modification, could be asfablizhed m national centres and networks of excellence for sHealth:

(4} to provide techmical suppert to Member States m relztion to eHealth products and services
by dizsemvinating widely experiences and best practices, i pateunlar on telemedicime
technolozy, devising assessment methodologies, promeiing research and development, amd
firthering standards through diffesion of gmdelines;

(31 to facilitate the mfegration of eHealth in health svstems and ssrvices, meluding 1 the
daployment of telamedicine mfrastruchure m conntiies where medical coverage 12 madaouate, m
the faimmg of bealth-care professionals, and in capactty bulding, in order to improve access to,
and quality and safsfy of cars;

(B8]  to contomme the expansion to Mamber States of mechamsms such as the Health Acadenty,
which promote health awareness and haalthy lifestyles through sl earning;’

(77 to provide suppert to MMamber States to promeote the development, application amd
management of netional standards of health mformation; and o collect and collate availabla
information on standards with a wvlew to estzblizhimg nationzl standardized health mfommation
systems m order to facilitate easy and effective exchange of mformation ameng Membar States;

(8] to support m the arsa of eHealth regional and interrezional imtiatives or those ameng
groups of countiies that speak a commeon langnazs;

'elearning is underssood o dhis comtenst to man vse of any elecmonic technelozy and media iv suppert of leaming.
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(%7 to submet to the Executive Board, at 1tz 117th sessien, a list of propesad specific actiities
upon which the Secretamiat will focus, whach should be entirely aimed at tools and sernces that
hlemher States can incorporate wmto thewr own national selubions or adapt as necessary, and an
puthne of the budgetary implications of proposed actrizties.

iTnth plenary mesting, 25 Bay 2005 -
Commnuttes A, saventh report)
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LAMPIRAN 4:

INDIKATOR INDONESIA SEHAT 2010

A. DERAJAT KESEHATAN

INDIKATOR

TARGET 2010

MORTALITAS:

1. Angka Kematian Bayi per-1.000 Kelahiran Hidup.

2. Angka Kematian Balita per-1.000 Kelahiran Hidup.

3. Angka Kematian Ibu Melahirkan per-100.000 Kela-
hiran Hidup.

4. Angka Harapan Hidup Waktu Lahir

MORBIDITAS:

5. Angka Kesakitan Malaria per-1.000 Penduduk

6. Angka Kesembuhan Penderita TB Paru BTA+

Prevalensi HIV (Persentase Kasus Terhadap Pen-

duduk Berisiko)

8. Angka “Acute Flaccid Paralysis” (AFP) Pada Anak
Usia <15 Tahun per-100.000 Anak

9. Angka Kesakitan Demam Berdarah Dengue (DBD)
per-100.000 Penduduk

STATUS GIZI:

10. Persentase Balita Dengan Gizi Buruk
11. Persentase Kecamatan Bebas Rawan Gizi

40
58
150

67.9

0.9

2

80
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B. HASIL ANTARA

INDIKATOR

TARGET 2010

KEADAAN LINGKUNGAN:

12. Persentase Rumah Sehat
13. Persentase Tempat-tempat Umum Sehat

PERILAKU HIDUP MASYARAKAT:

14. Persentase Rumah Tangga Berperilaku Hidup Ber-
sih dan Sehat

15. Persentase Posyandu Purnama & Mandiri
AKSES & MUTU PELAYANAN KESEHATAN:

16. Persentase Penduduk Yang Memanfaatkan Puskes-
mas

17. Persentase Penduduk Yang Memanfaatkan Rumah
Sakit

18. Persentase Sarana Kesechatan Dengan Kemampuan
Laboratorinm Kesehatan

19. Persentase Rumah Sakit Yang Menyelenggarakan 4
Pelayanan Kesehatan Spesialis Dasar

20. Persentase Obat Generik Berlogo Dalam Persediaan
Obat

80
80

1,5

100

100

100
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C. PROSES MASUKAN

INDIKATOR

TARGET 2010

21.
22.

23.

24,
25.
26.

29.
30.
31.
32.
33.
34.
35.
36.
37.
38.

30,

PELAYANAN KESEHATAN:

Persentase Persalinan Oleh Tenaga Keschatan
Persentase Desa Yang Mencapai “Universal Child
Immunization™ (TJCI)

Persentase Desa Terkena Kejadian Luar Biasa
(KLB) Yang Ditangani <24 jam

Persentase Ibu Hamil Yang Mendapat Tablet Fe
Persentase Bayi Yang Mendapat AST Eksklusif
Persentase Murid Sekolah Dasar/ Madrasah Ibtidai-
yah Yang Mendapat Pemeriksaan Gigi dan Mulut
Persentase Pekerja Yang Mendapat Pelayanan
Kesehatan Kerja

Persentase Keluarga Miskin Yang Mendapat Pela-
vanan Keschatan

SUMBERDAYA KESEHATAN:

Rasio Dokter Per-100.000 Penduduk

Rasio Dokter Spesialis Per-100.000 Penduduk
Rasio Dokter Keluarga 1.000 Keluarga

Rsio Dokter Gigi Per-100.000 Penduduk

Rasio Apoteker Per-100.000 Penduduk

Rasio Bidan Per-100.000 Penduduk

Rasio Perawat Per-100.000 Penduduk

Rasio Ahli Gizi Per-100.000 Penduduk

Rasio Ahli Sanitasi Per-100.000 Pddk.

Rasio Ahli Kesehatan Masyarakat Per-100.000
Penduduk

Persentase Penduduk Yang Menjad: Peserta Jamin-
an Pemeliharaan Kesehatan
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--- lanjutan ---

INDIKATOR TARGET 2010

40. Rata-rata Persentase Anggaran Keschatan Dalam 15
APBD Kabupaten/Kota

41. Alokasi Anggaran Kesehatan Pemerintah per-Kapita 100
per-tahun (ribuan rupiah)

MANAJEMEN KESEHATAN:

42, Persentase Kabupaten/Kota Yang Mempunyai Do- 100
kumen Sistem Kesehatan

43. Persentase Kabupaten/Kota Yang Menuliki “Conti- 100
ngency Plan™ Untuk Masalah Keschatan Akibat
Bencana

44, Persentase Kabupaten/Kota Yang Membuat Profil 100
Kesehatan

45, Persentase Provinsi Yang Melaksanakan Surkesda. 100

46. Persentase Provinsi Yang Mempunyai “Provineial 100
Health Account”

KONTRIBUSI SEKTOR. TERKAIT:

47. Persentase Keluarga Yang Memiliki Akses Terha- 85
dap Air Bersih

48. Persentase Pasangan Usia Subur Yang Menjadi 70
Akseptor Keluarga Berencana

49. Angka Kecelakaan Lalu-lintas per-100.000 pen- 10
duduk

50. Persentase Penduduk Yang Melek Huruf 95
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