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ABSTRACT

Primary Health Care (PHC) was formally adopted as a National
Health Strategy for Indonesia after the Alma Ata conference in 1978.
Prior to that time, small scale efforts utilizing variations of
classical PHC approaches were launched spontaneously in various sections
of the country. One of these efforts began in Banjarnegara Regency in
Central Java Province in early 1970. A group of dedicated physicians
and public servants, responding to the local conditions and community
needs, established a unique approach to PHC and community development.
This approach combined the resources and political commitment of local
government with the f1éxibi11ty and innovation of the private sector
into a quasi non-Government organization (NGO) called "Yayasan
Pembangunan Pengembangan Sosial Ekonomi" (YPPSE). The result was a
relatively successful and socially acceptable health and development
program. It has served as a model for the Government of Indonesia's
national strategy for replicating its PHC program throughout the
country.

Particular attention in the YPPSE approach is focused upon two
components, training and "POLITICALIZATION." The latter is a term
used in this research study to epitomize the process of developing
political commitment and its inculcation in the providers of PHC and
community members.

The research reported here was designed to examine the Banjarnegara
experience in an effort to determine if the approach used resulted in an

identifiable impact upon selected health and socio-economic indicators.




The findings indicated that these two processes, training and
"POLITICALIZATION," working through a series of intervening and inter-
related variables, are related to significant increases in nutritional
and environmental indicators in the Banjarnegara communities.
"POLITICALIZATION" was found to be a process which, in turn, was
related to leadership provided by key policy makers and health managers.

Also substantiated as a crucial mechanism for eliciting community
involvement was the innovation introduced by YPPSE and known as the
"KRING" system. The "KRING" was a planned, systematic process through
which community groups participated in planning, implementation and
budgeting of the PHC and community development program.

The research supperts a recommendation that culturally adapted
variations of the YPPSE approach should be tested in different

Indonesian settings to determine its suitability for replication.
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CHAPTER I
INTRODUCTION

Rationale, Statement of Problem and Research Questions

After two decades of neglect, public health has "reappeared" as
a significant concern among development authorities and institutions
in developing countries. From the mid-1950s through the early 1970s,
efforts to improve human health were often treated, at best, as adding
consumption and, more typically, as contributing in a negative way
to excessive population growth and consequent economic impoverishment
(Golladay & Liese, 1980b).

In the early 1970s, shifts of emphasis in development thinking
restored interest in the health sector. Moreover, the decade of the
1970s was also marked by increasing global concern about poverty,
unemployment, status of women, nonformal education and other social
sectors in the rural areas of developing countries (Carino, et al.,
1982; Chalmers, 1982; Chanawongse, 1986; Golladay & Liese, 1980a;
Knight, et al., 1980).

Alarmed by the magnitude, persistence and perniciousness of those
phenomena, even within the context of reasonable aggregate growth
rates, many developing countries launched efforts directly focused
on the alleviation of those problems, with integrated rural development
and community participation as two of their major strategies (Golladay
& Liese, 1980b; Chossudovsky, 1983).

In 1978, at the joint WHO-UNICEF Conference in Alma-Ata, the

governments of 134 countries, and many voluntary agencies, endorsed




the concept of primary health care (PHC) as the strategy for "Health
for A1l by the Year 2000" (Ministry of Health, Indonesia, 1978;
Soebekti, Haliman & Suwandono, 1980; Suwandono, 1983; The World
Bank, 1985; World Health Organization and UNICEF, 1978;
World Health Organization, 1981la, 1981b). PHC was defined as essential
health care made universally accessible to individuals and the community
by means acceptable to them, through their full participation and at
a cost that the community and country could afford to maintain at every
stage of their development. Self-reliance and self-determination were
stressed as major elements of PHC strategy. PHC was intended to form
an integral part of the country's health system, of which it is the
central function and main focus, and of the overall social and economic
development of the community (Mahler, 1982; World Health Organization
& UNICEF, 1978).

Indonesia, the largest nation in Southeast Asia, has carried out
PHC programs on a nationwide basis since 1979. During the third Five
Year Development Program, the Ministry of Health covered one-third
of Indonesia's 60,000 villages with this program (Yahya, Soerono &
Papilaya, 1985; Yahya, 1985). The PHC program is called Village
Community Health Development Program (VCHD) or "PKMD/Pembanguan
Kesehatan Masyarakat Desa" (Johnston, 1983). The remainder of the
villages are covered by similar PHC activities which are coordinated
by the National Family Planning CoordinatingBoard {"BKKBN"), called
National Nutrition Improvement Program (Rohde & Hendrata, 1983).

The design of these programs owes much to the experience gained

in PHC projects pioneered during the late 1960s and early 1970s by




both voluntary and governmental agencies in several areas of Central
Java Province: the city of Solo, the rural regency of Banjarnegara
and later in the rural regency of Karanganyar (Haliman, Suwandono &
Parmadhi, 1979; Haliman & Suwandono, 1984; Hendrata, 1983; Johnston,
1983; Morley, 1983). The results of these field experiments, though
limited in scope, were quite encouraging. The approach was to embrace
all aspects of rural development under the banner of PHC. As is often
the case with such pilot programs, the outcomes were never objectively
documented although they did tend to be subjectively assessed as
denoting good achievement (Hendrata, 1985).

Inspired by the seeming success of the pilot programs, a policy
decision was made to transfer the basic format of the program across
the nation to thousands of villages. As stated by Taylor (1982) and
Hendrata (1985), it soon became clear in the implementation of this
effort that PHC programs were much more complex than was conceptualized
from the pilot phase. The dissemination of PHC programs to large
numbers of villages which were culturally and regionally diverse
obviously required more mature policies and plans than had been
developed. Particularly absent was an in-depth study through which
the identifiable processes, mechanisms and problems of PHC could be
sufficiently understood to provide a basis for large-scale implementa-
tion (Twumasi & Freund, 1985; Ugalde, 1985; United Nations, 1982;

Walt & Vaughhan, 1982; Werner, 1981).

Such problems are not new. Bryant and White (1982) suggested

that the ideology of community development was seldom translated into

reality in national-wide programs. In spite of the principles which




were delineated, time and again programs were formed and targets set
from above in an éssentially top-down process. A more serious indict-
ment was the claim that the community development approach had a
simplistic view of the development process and ignored conflicting
interests and the need for structural changes in the community. By
focusing on the local community, it ignored the larger economic and
political context that frequently subverted its impact (Bryant & White,
1982).

Korten (1980) reviewed several community development pilot
projects and concluded that "learning laboratories” were needed to
experiment with a variety of techniques, processes and problems
(Korten, 1980, 1981). -

Berman, Gwatkin and Burger (1986) concluded that although
community-based health programs demonstrate increased utilization,
coverage, and equity of curative and preventive services in small-
scale projects, such outcomes do not necessarily follow in large scale.

The exploratory projects in Indonesia were, of course, the subject
of study and analysis. These studies, however, generally dealt with
specific program aspects and not with questions central to the replica-
tion of the process in different places and under different conditions.
Major issues left unsuitably addressed are illustrated by the following
(Chaturvedi & Mitra, 1982; Chen, 1986; Fajans & Sudiman, 1983;

Farugee, 1982a, 1982b; Gellhorn, 1984; Gish, 1984; Golladay & Liese,
1980a; Haliman & Suwandono, 1984; Hendrata, 1985; Jaimez, 1982;
Suwandono, 1983a, 1983b):
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1. The re]atiohship between more intense community participation
and the actual improvement of health and socio-economic
related health indicators in the community;

2. The role of political commitment and how it can be achieved
among members of the community and integrated health teams;

3. The role of the training process in successful PHC
implementation;

4. The dynamics of the relationship of the voluntary organization,
public sector and its impact on program development and out-
come;

5. The program development factors--interpersonal, organizational,
social--which-need to be understood for program expansion
and replication

These considerations and the questions demanding attention are at the
heart of the research which forms this dissertation.

The project of Banjanegara Regency is the focal area of the
inquiry, chosen precisely because it exemplifies an apparently success-
ful collaborative effort of the local government and non-government
organization. The unique aspects of this conjoint endeavor require
an in-depth analysis to provide guidelines and a broader framework

for appropriate replication in other areas of Indonesia.

Objectives

This study addresses factors that influenced the development of
the PHC program in Banjarnegera Regency, Indonesia. Particular
attention is directed to the relationship between the three basic

dimensions of the development effort, namely components relating to




training, political commitment and community participation, and the

outcomes and impact which can be measured by health and health-related

socio-economic indicators. The inquiry is specifically intended to:

1.

Describe and analyze if and how the concepts and actions

through which YPPSE and district-integrated PHC teams -stimu-

lated and enhanced community participation in the village

level of Banjarnegara Regency in 1985.

Describe and assess the scope and outcome of the training

and "POLITICALIZATION" processes for strengthening political

commitment relevant to the implementation and maintenance

of PHC in Banjarnegara Regency from 1974 to 1985.

Describe and analyze the relationship between

a. levels of the community's knowledge, practice, attitude
relating to and participation in PHC programs and the
impact of such processes on health indicators and health-
related socio-economic (SE-RH) indicators among households
of the Banjarnegara community which, in March 1985, had
one or more children under five years of age, and

b. degree of community's knowledge, practice and attitude,
and community participation in planning, implementation,
budgeting and evaluation of PHC among households of the
Banjarnegara community who, in March 1985, had one or
more children under five years of age.

Test for statistically significant differences related to

the community development indicators delineated in objective 3

above between villages which have been developed by the




assistance of the local NGO (YPPSE) and those which had not
up to that time been assisted by YPPSE.

5. Identify additional significant factors that restrained or
facilitated the development of the Banjarnegara PHC program
(1974-1985).

6. Propose recommendations for the further development for

effective PHC programs of the Banjarnegara type in Indonesia.

Organization of the Report

To provide a background within which the context of this study
can be more clearly understood, a brief general introduction to
Indonesia and the country's health problems and health services is
presented in Chapter II. This chapter also covers the geographic,
cultural, socio-economic, demographic, and health aspects of the study
area. The discussion includes a summary of PHC development in the
study area and the role of the local NGO (YPPSE) in Banjarnegara's
PHC development.

Chapter III presents a literature review relevant to the study
and reviews concepts essential to PHC and PHC development including
some controversial issues. The conceptual framework of this study
is discussed in depth. The concept of participation, "POLITICALIZATION,"
political commitment, NGO and PHC program training are explained in
detail. Some aspects of health and socio-economic status as well as
their indicators are discussed in this chapter.

The fourth chapter covers research design, sampling procedures,

survey instruments, personnel used, and data analysis methods.




Technical problems experienced in the household survey and in the
management of data are reviewed.

The results of the study are presented in Chapter V. Data
relating to each of the first five objectives of this study are
presented and discussed.

Chapter VI focuses on interpretation of the findings in which
each of the first five objectives is discussed.

Chapter VII presents the conclusions of this study and, in light
of the research findings, provides recommendations for the further
development of PHC in Banjarnegara and Indonesia. A final section

presents suggestions for future research.




CHAPTER II
BACKGROUND OF THE STUDY

The Country General Profile

Indonesia extends over part of the world's largest archipelago
which forms a crossroad between the Pacific and the Indian Oceans and
a bridge between two continents, Asia and Australia. The nation's
location astride important trade routes has long influenced its
political, cultural, social and economic development.

This largest Republic in the Southeast Asian region has a land
area of 735,354 square miles and claims territorial waters nearly four
times that size. The country comprises some 13,700 islands, of which
about 6,000 are inhabited. It stretches 3,200 miles from east to west
(roughly the distance from San Francisco to Boston) and 1,100 miles
from north to south (Republic of Indonesia, 1983).

The territory and population of Indonesia are concentrated on
six main islands: Sumatra, Java, Bali, a major part of Kalimantan,
Sulawesi and Irian Jaya. The present population {1980 census) is
estimated to be 165 million (Department of Information, Indonesia,
1986). The distribution of the population is very uneven; 61.9% live
in Java, which accounts for only 7% of the island area. This gives
a high variation in population density among the main islands. Java
is the most densely populated with an average of 750 people per square
kilometer and Irian Jaya has only 3 people per square kilometer. The
nation's population is predominantly rural, with an excess of 78%

1iving 1in the rural areas (Republic of Indonesia, 1983).
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The age distribution of the population indicates a large propor-
tion of non-productive young people; 3.6% are under one year of age,
13.0% between one and five years, 22.7% between five and 14 years,
42.1% between 15 and 44 years and 18.6% over 45 years (Ministry of
Health, 1982). The crude birth rate is estimated to be 35.9 per 1,000,
and crude death rate is 12.48. The natural population growth rate
is estimated at 2.3% per year. An intensive and extensive family
planning program as well as a transmigration program from Java to the
outer islands have been carried out as means of controlling and re-
distributing the population. The goal is to reduce the annual growth
rate to 1.9% by the end of 1990. With this assumption, Indonesia's
population is projectéd to increase to 179 million by 1990 and to
about 212 million in the year 2000 (Biro Pusat Statistic, 1984, 198F;
USAID, 1980, 1981, 1983, 1984).

Indonesia has experienced rapid economic growth in recent years.
In the decade prior to 1978 the gross domestic product (GDP) increased,
in real terms, at an average rate of approximately 7.3% per year.
This is in contrast with an increase of approximately 2.0% per year
between 1960-1967. In 1980, real GDP growth of 9.6% was due to the
rapid increase in the price of 0il at the end of 1979 (Republic of
Indonesia, 1983). The World Bank ranked Indonesia for the first time
as a middle income country in 1982 with the GNP of $520.00 per capita
(World Bank, 1985). During the third Five-Year Development Plan (1979-
1984) the GNP has been increasing at an average rate of 6.54% per annum,
a commendable performance in the face of world economic recession

(Ministry of Health, 1983). However, it is predicted that, during
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the fourth Five-Year Development Plan (1984-1989) this rapid increase
of GNP will slow down due to the dramatic decrease of world oil prices
(Hendrata, 1985).

More than half of Indonesia's land is forested, and a significant
amount is mountainous and volcanic. Java alone has 112 volcanoes,
15 of which are active. Most of Indonesia lies along or just below
the equator. The country has a tropical, monsoon-type climate,
featuring slight changes of season and temperature, low winds, high
humidity and periodically heavy rainfall. Because of its climate and
topography, agriculture, forestry and fisheries provide jobs for about
two-thirds of Indonesia's work force. Among them, agriculture is the
dominant sector, accounting for roughly one-third of the GDP in recent
years. The agriculture sector received 21.7%, 19.1% and 14% of govern-
ment development expenditures during the first to third Five-Year
Development Plan periods. The main food crops are rice, cassava, corn,
sweet potatoes, soy beans and peanuts. The most important cash crops
are copra, sugarcane, rubber, oil palm, coffee and tea. There are
several intensive and extensive programs to promote the agricultural
sector such as credits for seed, fertilizer and insecticides, coopera-
tive intensification programs and extension of irrigation facilities
(Biro Pusat Statistic, 1981, 1982, 1983; Republic of Indonesia, 1983).

Approximately 90% of Indonesia's people are of the Islamic faith.
About 5% of the people are Christian. Hindus make up less than 1%
and are concentrated in Bali. Buddhism and other religions play a
similarly minor role in modern Indonesian society (Department of

Information, 1984).
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The Indonesian government has emphasized education as an important
factor in social and economic development. Expenditures for education
have increased respectively from 6.8%, 8.3% and 10.4% of the total
government expenditure in the first to third Five-Year Development
Plans. The ratio of enrollment for the school-age population in 1980
was 85.4% at the primary level, 31.3% at the junior high school level,
18.4% at the senior high school level and roughly 2% at the academy
or university level (Republic of Indonesia, 1983; Suwandono, 1983a).

Indonesians are basically of Malay heritage and are divided into
approximately 300 ethnic groups which speak about 350 languages and

dialects. Fortunately, a national language ("Bahasa Indonesia“) unites

the diverse ethnic groups (Department of Information, 1984).

The present form of Indonesia's government is based on the "1945
Constitution." The basic philosophy of the Indonesian people is
embodied in a set of fundamental principles known as "PANCASILA" or
Five Principles. It encompasses belief in one supreme God, humanity,
the unity of Indonesia, democracy led by the wisdom of deliberations
among representatives and sociai justice for all (Department of
Information, 1986; Republic of Indonesia, 1983).

Government administration below the national level in Indonesia
is divided into 27 provinces. Provinces are composed of regencies
("Kabupaten"), which generally have populations of between 200,000
to 1,200,000. Regencies are made up of districts ("Kecamatan"), with
populations of between 15,000 and 75,000. The average district con-
sists of 10-20 villages or "Desa," each with a population of between

1,000 and 6,000. The district is the lowest administrative level where
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the vertical technical government services are available. There are
also legislative and judicial bodies in each provincial and regency

level {Suwandono, 1983a).

The Country Health Profile

In general, along with the general improvement of socio-economic
conditions, there has been a significant improvement in the health
status indicators of Indonesians. The Infant Mortality Rate (IMR)
was estimated to be 107 per 1,000 live births for males and 98 per
1,000 for females in 1984. This represents a significant decrease
from the 1971 figures, which were 152 per 1,000 for males and 129 per
1,000 for females (Ministry of Health, 1978).

However, compared with the IMR of neighboring countries with about
the same socio-economic and development level, the Indonesian figures
are relatively high. In 1981 Malaysia, the Philippines, Singapore,
Thailand, Sri Lanka had IMR of 44, 65, 13, 68 and 37 per 1,000 live
births respectively (Ascobat, 1981).

About 13 per 1,000 children aged 1-4 years died compared to 23
per 1,000 in 1960. Because of high mortality among the young, average
life expectancy at birth is only about 53 years; however this figure
is up from 41 years two decades earlier (Biro Pusat Statistic, 1981,
1984; Suwandono, 1983b; Taylor, 1983).

The major causes of death among the young are pneumonia and
diarrhea, with malnutrition as the underlying or associated cause.
Rohde, Hull and Hendrata (1978) estimated that about 57% of all deaths

in Java were of children under five years of age. About two-thirds
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of those deaths were caused by a complex set of causes, consisting
of malnutrition, diarrhea and upper respiratory tract infections
(Ascobat, 1981; Rohde & Hendrata, 1983).

A household survey conducted in 1982 (Ascobat, 1981) found that
most neonatal deaths were caused by tetanus. The same survey found
that among the general population, the three most important causes
of death were lower respiratory infection, diarrhea and tuberculosis,
which accounted for 19.9%, 18.8% and 8.4% of the total deaths, respec-
tively.

Significant disparities exist in both mortality and morbidity
among Indonesia's widely dispersed regions, within regions and
provinces, between the rural and urban areas. The average urban
resident in Java is enjoying much better health status and access to
health services than the average rural dweller on other islands. For
example, life expectancy at birth in Yogyakarta (Central Java) is 6]
years compared to 52 years in Sulawesi and 44 years in West Nusa
Tenggara (Ministry of Health, 1978, 1983; USAID, 1983, 1984).

Although the supply of calories and protein in the country overall
is adequate, protein-calorie malnutrition (PCM) remains a serious
problem and is a major cause of Indonesia's still high rate of infant
mortality. This is largely due to problems of food distribution, both
among and within families. Current estimates indicate that 15% of
the population of about 23 million people, principally the urban poor,
small landholders and the rural landless, are malnourished. Within
families, both women as well as children under 5 years are likely to

receive insufficient calories and protein (UNICEF, 1984). Indeed,




15
the Ministry of Health estimates that 33% of children under five suffer
from mild to moderate degrees of protein energy malnutrition; 3% of
them in a severe form. About 13.8% of babies born were under 2,500
grams in weight. The prevalence of xeropthalmia was about 1.6% in
1984 and, it was found in about 16.4% of the under-fives, causing more
than 50,000 new cases of blindness every year. There are more than
12 million persons suffering from endemic goiter, and about 100,000
of them were cretins. Iron deficiency anemia was found in 28-52% of
male workers and in 35-85% of non-pregnant women (Ministry of Health,
1978).

One factor which influences the current health situation is poor
environmental sanitation. A 1975-1976 survey in rural areas discovered
that only 6% of the population used protected water, and only 20% of
the population used latrines for excreta disposal, whereas 80 percent
used rivers, ponds, and gardens (Suwandono, 1983b). The data from
the World Bank indicate that only 19% of the rural population and 40%
of the urban population had access to safe water in 1981. According
to the same source, only 23% (24% in rural and 20% in urban areas)
obtained adequate sanitary facilities (World Bank, 1985). Another
study in 1982 found that about 73% of houses in the rural areas are
built with a dirt floor and 87% have walls made from impermanent

materials such as bamboo (Haliman, Suwandono & Parmadhi, 1979).
Indonesia's Health Service Development

History
Information for this section was taken from the following sources:

Ascobat (1981), Hendrata (1985), Ministry of Health, Indonesia (1983,
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1982), Suwandono (1983b), Yahya, Soerono and Papilaya (1985), and
Yahya (1985).

During the Dutch colonial rule, health services in Indonesia
consisted mainly of hospitals run by missionaries and big estates which
were concentrated in the urban centers. Services in the rural areas
were provided by paramedics with 1ittle institutional support.

In the early years of independence the health service system was
sti1l organized according to the patterns inherited from the colonial
government. This was characterized by a heavy reliance on curative
services and the establishment of hospital services centered in several
big cities and other urban areas.

Realizing that such a system has a very small impact on the com-
munity, the government launched a program of establishing polyclinics
in urban and rural areas. These polyclinics were managed by nurses;
however the services provided were still curative in nature.

Hence, MCH centers in urban and rural areas were created by the
government in the 1950s due to the fact that the mortality of mothers
and children under five was very high. These MCH centers provided
midwifery and child health services, nutritional advice and care,
immunication and treatment of minor ailments as well as health educa-
tion. It was expected that each MCH center would be managed by a
midwife. Since there were inadequate numbers of midwives and tradi-
tional birth attendants were still prominent in the community, the
government trained the traditional birth attendants in personal hygiene,
sterilization of instruments used in deliveries, deliveries of normal

partus, and detection of abnormal pregnancies.




17

In accordance with international efforts to control and eradicate
major infectious and tropical diseases in developing countries, several
vertical programs were initiated in the 1950s to control yaws, smallpox,
cholera, malaria and plague. Those campaigns were successful in
eradicating yaws and smallpox as well as in controlling malaria in
Indonesia.

Poor and deteriorating economic conditions during the late 1950s
and the early 1960s halted any further development of the health
delivery system. Instead, Indonesia needed a massive input of emer-
gency aid. According to the World Bank report (1981), both health
status and organization of health services deteriorated during this
period.

There was political turmoil in 1965-1966 which was caused by the
communist party rebellion. After this upheaval, the New Order
Government developed the first Five-Year Plan (1969-1973) which
included measures for improving health conditions. Although resources
were still limited (the health sector budget was less than 2% of the
national development budget), the concept of the health center (HC)

or "PUSKEMAS" ("Pusat Kesehatan Masyarakat") was initiated by the

government in 1969. It was intended that one HC would be established
in each district and managed by a physician.

With the increase in oil prices in the early 1970s government
resources for development increased dramatically. At the end of the
second Five-Year Plan in 1979, 4,353 HCs had been established (covering
about 80% of the districts of Indonesia), and an additional 4,200

doctors and 15,000 nurses started working. At the end of the third
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Five-Year Plan (1984), there were 5,353 HCs. It is expected that by
the end of the next Five-Year Plan there will be 5,853 HCs.

The numbers above imply a success in the provision of health care
facilities. However, as a matter of fact the majority of the HCs are
still not fully utilized. The HC covers a radius of five kilometers
and treats only 25% sick people who seek treatment.

In overcoming the above problems, Dr. Soebekti (the former
Director General of Community Health Development, the Ministry of

Health) formulated a new strategy called “Pembangunan Kesehatan

Masyarakat Desa (PKMD)" or Village Community Health Development.

Essentially, "PKMD" has a similar approach to the Primary Health Care
concept introduced by W.H.0. The approach used in "PKMD" is to provide
basic sservices of health to the community by encouraging the full
participation of the community in the formulation and implementation
of health care activities, the training and utilization of village
volunteer health workers, the establishment of a village health
insurance scheme as welll as in other supporting activities.

Since 1984, "PKMD" activities have focused on immunication, oral
rehydration for diarrhea disease control, nutrition, vitamin A dis-
tribution for xeropthalmia protection, and MCH/Family Planning programs.
The village unit which carries out these activities is called "POS
YANDU" or Integrated Village Post. The idea is to create a "one-stop"
post at the village level and where those five programs will be made
available. These programs are implemented by joint and integrated
teams from the Ministry of Health, the National Family Planning Coor-

dinating Board and the Ministry of Interior.
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The National Health System

and the Five-Year Development Plan

In 1979, W.H.0. suggested that all governments formulate national
health policies, strategies and plans of action in achieving "health
for all by the year 2000." In Indonesia, after long and serious
meetings, the Ministry of Health announced the national health policy

in the document entitled "Sistim Kesehatan Nasional (SKN)" or the

National Health System. This SKN contains an analysis of health
problems and the socio-economic capacity to deal with them, followed
by the specification of goals and priorities. It will serve as the
policy guideline for those directly involved in the health effort and
for those in other fields related to the strengthening of health
programs (World Health Organization, 1981a).

The strategy and the plan of action are stated in the "Rencana

Pembangunan Jangka Panjang Kesehatan (RPJPK)" or Long-Term Health

Development Plan in achieving "health for all Indonesians by the year
2000." In this section, the objectives of the national health program
are expressed in a very specific and measurable way (Ascobat, 1981;
Hendrata, 1985; Yahya, Soerono & Papilaya, 1985).

The most important objectives to be achieved by the year 2000
are the reduction of the IMR from the present rate of 100 per 1,000
1ive births to 45 per 1,000 live births and the reduction of the
present mortality rate of 40 per 1,000 to 15 per 1,000 for children
under-five. These objectives clearly set the direction of the whoie
health program toward reaching more infants and ciiidren in a more

effective way (Ministry of Health, 1982).
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The heavy emphasis on rural health services and community partici-
pation is another important element of the "SKN" policy guideline.
Although it does not deal sufficiently with the structural and oper-
ational implications of that policy, it does provide the general
direction and legitimacy for the development of community-based rural
health programs (Hendrata, 1985; Ministry of Health, 1982).

Various programs have been developed to achieve the national
health objectives. There are 13 programs under the health sector
sub-system as follows: (1) MCH program, (2) Nutrition program, (3)
Environmental health program, (4) Communicable disease control program,
(5) Inpatient and outpatient care program, (6) Village Community Health
Development program, (7) Health education program, (8) Food and drug
control program, (9) Occupational health program, (10) Improvement
of management and legal aspect in health sector, (11) Health informa-
tion system, (12) Research and development program, and (13) Health
manpower development program. The non-health sector develops in
accordance with the specific areas concerned (Ministry of Health, 1978;
World Bank, 1982).

The implementation of the long-term health development program
is divided into several Five-Year Health Development Plans in con-
formity with the global approach of the national Five-Year Development

Plan or “"Recana Pembangunan Lima Tahun or REPELITA." The latter is

included in the Guidelines of State Policy or "Garis Besar Halauan

Negara or GBHN." Every five years, the GBHN is revised and adjusted

to developments in the 1ife of the Indonesian people and nation. There

have been four "REPELITA" since 1969 (Ministry of Health, 1983, 1982).
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During the "REPELITA I" (1969-1974), the government assigned a
relatively low priority to health and other social sectors. The
government emphasized the agricultural and economic sectors. Public
health activities focused mainly on health education and the prevention
of epidemics; consequently only modest attention was paid to the
development of hospital and rural health services (Republic of
Indonesia, 1983).

During the "REPELITA III" (1979-1984) there were three fundamental
objectives of National Development. They were as follows: (1)
Equitable distribution of development gains, (2) Economic growth, and
(3) The maintenance of political and economic stability (Department
of Information, 1984; -World Bank, 1982). The government emphasized
equity, as well as agricultural and industrial development. In the
health sector, the three government priorities were: (1) to improve
access to health services particularly in the outer islands, (2) to
strengthen the referral system by improving the efficiency and
effectiveness of health facilities, and (3) to promote improved family
health behavior and practices in the community itself through village-
level primary health care programs. These advances were accompanied
by a significant investment in primary and secondary education, in
rural water supply and sanitation as part of the government's overall
approach to improve the social infrastructure and services in the rural
areas (Ministry of Health, 1978).

In "REPELITA IV," "SKN," for the first time, establishes a broad
conceptual foundation for the long-term development of Indonesia's

health system. The National development priorities are economic
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development with emphasis on the agricultural sector in order to con-
tinue efforts towards self-sufficiency in food and to promote these
industries capable of producing their own industrial machines (Depart-
ment of Information, 1986).

The health priorities in "REPELITA IV" are (1) Strengthening health
service delivery, including measures to support and expand primary
health care activities at the community/village level; (2) Strengthen-
ing health manpower development; (3) Expanding activities to improve
nutrition, potable water supply, and the environmental health system;
(4) Establishing programs to strengthen the overall management of the
health system; and (5) Improving the equal distribution of drugs,

medicines and medical equipment (Ministry of Health, 1983).

The Role of Non-Government Organizations

in Health Program Development

The World Bank (1981) estimated that in the fiscal year 1980/81,
about 65% of total health sector finance was derived from non-government
organizations (NGOs). The private sector concentrated its spending
on hospitals, non-hospital treatment and drugs.

In Indonesia, many NGOs have come into being since the establish-
ment of the "REPELITA I." The success of the nation's family planning

program is due largely to the pioneer work of the "Perkumpulan Keluarga

Berencana Indonesia/PKBI" or Indonesian Family Planning Association

long before the "REPELITA I." Development programs in the fields of
health services, nutrition, rural credit, non-formal education,
community development, small-scale industry development, environmental

protection, appropriate technology, and participatory training have,
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in general, achieved their present level of success because of the
experiments pioneered or at least supported by NGOs. The right and
duties of the community organization and NGOs especially in environ-
mental protection and management are gquaranteed by Legisiative Act
no. 4, 1982 on Basics Provisions for Management of the Environment
(Hadad, 1983; Hainsworth, 1983; Pinney, 1983; Sasono, 1982).

Although it has not been clearly stated in the Guidelines of the
State Policy, the Indonesian government has, in fact, given recognition
to, and provided opportunities for, NGOs to take part in development.
Compared to such neighboring countries as Malaysia and the Philippines,
the relationship between NGOs and the government is far more developed

in Indonesia (Hendrata, 1985).

The Study Area Profile

Geographic Description

The regency of Banjarnegara or "¥abupaten Banjarnegara" has a

central position between the north and south shores of Java island
and is located in Banyumas region which is the most southwestern part
of the Central Java province. Banjarnegara is the second poorest
regency in Central Java province (Bappeda, 1980/1981).

The popu]atidn of approximately 708,000 is distributed unevenly
over 1,050 square kilometers. Along the Serayu river where the land
is fertile, population density is greater than 1,500 per square
kilometer. This denseiy-populiated vaiiey area is located 40-300 meters
above sea level, Further to the south, the area is dry and the land

is fallow and hilly rising to an elevation of 300-700 meters above
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sea level. In the north is the mountainous area of the Dieng Plateau
and Mount of Rogojembangan, which rises to an elevation of 400 to 2,200
meters. The climate in this area is cool and the once fertile slopes
of the hills have now been eroded, in many areas, to bare rocks and
sand. There are many active volcanoes in the northern part of this
regency (Suwandono, 1983b).

The capital of the regency, which is also called Banjarnegara,
is about 50 km. east of Purwokerto (the capital of Banyumas region)
and about 155 km. northwest of Semarang, the capital of Central Java
Province (Suwandono, 1983a).

Paved roads reach each of the 18 district capitals in Banjarnegara
Regency, but some of the roads are poorly developed due to landslides,
heavy rains, geographic inaccessibility, and lack of good maintenance.
There are many private businesses which provide transportation for
the community except in some remote and mountainous district capitals.
The transportation and infrastructure among 279 villages are still
poorly developed and scanty, most are in the mountain area. More than
50% of the villages are located in remote areas which can only be
reached by walking or climbing through the mountainous area (Haliman
& Suwandono, 1984). Most of this area is iocated in the northern part
of this regency. However, the present situation is much better as
compared to 10 years ago when more than 80% of the villages in this
area could not even be reached by motorcycles or four-wieel drive

vehicles.
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Administration

The top government official in a regency is the "BUPATI" or regent.
He coordinates all the development programs which are implemented in
his area. Administratively, the Banjarnegara regency is divided into
18 districts or "KECAMATAN" which is headed by "CAMAT." A further
division of the subdistrict is the village or "DESA."

In carrying out the development programs, the "BUPATI" is assisted
by several local government institutions called "DINAS." For example,
"Dinas Kesehatan" is responsible for the health programs, and "Dinas
Pertanian" is responsible for the agriculture programs. There are
also several offices which carry out the national program for each

ministry. This office; the "Kantor Departemen or KANDEP," i.e.,

"KANDEP KESEHATAN," is a federal office which is located in Banjarnegara
and carries out the health program for the Ministry of Health.
Fortunately, until now, in most cases, the chairmen of "Dinas" and
"KANDEP" is the same person (Slamet, Soesartono, Rienks & Rahardjo,
1979; Soebekti, Haliman & Suwandono, 1980; Suwandono, 1983b).

Each "CAMAT" is also helped by several local government institu-
tions. For example, "PUSKESMAS" or HC is an institution which assists
the "CAMAT" in carrying out health programs in a district.

There were 281 villages in this area before 1979. Because of
the eruption of Mt. Dieng in 1979 which was declared a national
disaster, two villages were evacuated and declared uninhabitable by
the government. Thus, there are presently 279 villages in this regency.

Each of the villages is administered by a village headman or "KEPALA

DESA," who is elected by the village members. The village area is
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usually divided into smaller units of nucleated settlement areas called
“DUKUH." Each "DUKUH" has a person in charge called a "BAU" who is
an assistant to the village headman. In order to facilitate coordin-
ation of the development activities, each "DUKUH" is divided into
several hamlets or "RT" coordinated by "KETUA RT" (Suwandono, 1983b).

In Banjarnegara, as well as in other regencies in Java, the "DESA"
is the basic social, economic, and political unit of organization.
Generally, a "DESA" in Banjarnegara has approximately 700-7,000
inhabitants and-is composed of one or more nucleated settlements sur-
rounded by agricultural land. Even though "outside" influences have
brought some changes to the processes of social interaction and trade
in the villages, it remains obvious that the village still retains
its position as the source of social status and security for the
individual {Bappeda, 1980/1981; 1978).

In the rural area, the role of the informal leader is very
important and influential in village life. He is often a key person
particularly in the mobilization of community participation. In order
to utilize this potential, the government has established a channel
by which the community leader can contribute supportive participation
to village development. The channel is a community organization called

"Lembaga Ketahanan Masyarakat Desa (LKMD)" or Village Development

Council. Its duty is to assist the village chief in development
planning and mobilizing community participation in order to obtain
a coordinated development program, from both the governmental and
private sectors. The members of this council are community leaders

such as traditional leaders, religious leaders, traditional healers,
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teachers, youth and women's group leaders. The head of the village
is ex-officio head of LKMD, but the two chairmen and other members
of the executive are elected from the local village community (Depart-
ment of Information, 1986).

Presidential Decree no. 28/1980 provides for these main functions
of the "LKMD": (1) To plan village development based on community
deliberation, (2) To mobilize and to improve ideas and community
participation for integrated development of either government programs
or community programs, and (3) To coordinate community dynamics for
self-defense. There are 10 sections in LKMD and each is headed by
an appointed person. One of the sections is responsible for health,

population and family planning (Suwandono, 1983a).

Village Classification

There are several different kinds of village classifications in
Indonesia. The two types considered the most useful in this research

are: the urban-rural classification, and secondly, a cliassification

based on the level of village development, commonly called "village

typology."

A village can be categorized as rural or urban based on such
criteria as the distance of the village to the nearest city, the type
of transportation, and the availability of such modern facilities as
schools, health facilities, permanent marketplaces, etc. Thirty-four
villages in Banjarnegara regency are thus classified as urban villages.

The second method of village classification uses several criteria
including population factors, physical and environmental factors, human
factors, sociocultural factors as well as the location of the village

toward the center of facilities.
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This method classifies villages into three types: (1) "Desa

Swadaya," (2) "Desa Swakarya," and (3) "Desa Swasembada." The classi-

fication is done by the Directorate of Rural Development, a division
within the Ministry of Internal Affairs (Ascobat, 1981; Bappeda, 1978;
Suwandono, 1983b).

"Desa Swadaya" is a village with strong traditions, very close
human relationships, and social control by the families. The
inhabitants in a “swadaya" village have a common way to obtain their
primary needs. Their productivity is low due to the lack of modern
technology and facilities. Most of the people are engaged in agricul-
ture or fishing. In this society, community participation is generated
more by the authorities than by the people. The Ministry of Home
Affairs provides a scoring system for each type of village. The total
scoring system based on the above description for a ‘"swadaya" village
is in the range between 7 to 11.

"Desa Swakarya" is a village in transition. Outside influences

start to change the way of 1ife of the people from a purely agricultural
society to a mix between agriculture and such small industries as food
processing and handicrafts. Here, community participation is expressed
spontaneously by the members of the community. The score range of
"Desa Swakarya" is 12-16.

"Desa Swasembada" is at the most advanced level of development

of the three village types. In this society, human relationships are
more rational and there are various ways to earn a living. There is
a higher productivity due to the utilization of new technology as well

as to the appropriateness of facilities in the village. This type
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of village usually has a good communication system and market
facilities. The score of this type village is in the range of 17-21.

In June 1984, of the 214 villages classified as "Desa Swasembada,"

180 villages were rural villages. Of the 65 villages classified as

"Desa Swakarya," 100% were rural villages. None of the 279 villages

is still classified as "Desa Swadaya" (Bappeda, 1983/1984; Regent of
Banjarnegara Regency, 1984-1985; 1986-1987; Report of Banjarnegara,
1983-1984) .

Since there are also big differences in socio-economic, occupa-
tional, literacy and geographic conditions among the villages in the
mountainous area and in the plain area, this research also classifies
the villages according to geographic differences. There are 149
villages located in the mountain area as compared to 130 villages in
the plain area. The criteria for deciding in which geographic area
a village is located, is the altitude of the village which is measured
as meters above sea level. The mountain villages are those villages

which are located equal or more than 500 meters above sea level.

Population and Culture

Information in this section was gathered from the following
sources: Bappeda (1978, 1975.1976, 1978/1979, 1980/1981, 1982/1983,
1983/1984); Regent of Banjarnegara Regency Working Plan (1980-1981;
1986-1987) and Suwandono (1983b).

The total population of Banjarnegara Regency as of June 1984 was
708,520 persons (49.6% male and 50.4% female) consisting of 126,259
families. Of this population 47.2% were either under age 15 or above

65 years, and 52.8% were between 16 and 64 years of age. Hence, there
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was still a high dependency ratio. The population growth rate from
1971 to 1984 was 1.47% per year. The crude birth rate (CBR) in 1974
was 26.6/1,000 population and the crude death rate (CDR) 11.4/1,000
population. In 1984, the CBR was 22.8 per 1,000 population and the
CDR was 6.2 per 1,000 population.

Seasonal migration of the population to the big cities occurs
mostly between the times of planting and harvesting. The migrants
are young males and females who are empioyed in urban industries.
Some of them are transmigrants to other islands.

Ethnically, the Banjarnegara population is predominantly Javanese,

specifically they are "BANYUMAS JAVANESE." Cultural and social con-

ditions are very closely related to the quality of 1ife and to health
status. These factors may influence positive support for the health
development program, but in certain situations may become an impediment
if handled incorrectly. In some instances, the cultural and social
conditions or values may have been influenced by false beliefs and
behavioral norms that are hazardous to health.

The people of Banjarnegara are predominantly Moslems. Islam
itself is a very influential religion, not only mentally but also
physically which has powerful implications for health and social
welfare. However, some of the Banjarnegara people are culturally
influenced by the traditional Javanese beliefs as well as the Moslem
religion. The people pay homage to Allah or God, while at the same
time they adhere to their local spirits which sometimes direct them

to specific spiritual acts.
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Another cultural factor is the term "PASRAH" wh{ch describes the
willingness to accept a disease, for example as being predestined.
They think that a disease is part of God's will. The term "NRIMO"
means accepting one's fate. A sense of cohesiveness and slowness in
decision making and work, result in a reluctance to receive something
as charity. Paternalism is another cultural perspective which has
important considerations in the implementation of health programs.

On the other hand, there is a common cultural concept of mutual

self-help called "GOTONG-ROYONG." This applies particularly to cooper-

ation within each community where one finds all members of a village
assisting each other, i.e., in planting, harvesting, and construction
of roads, and houses.- The second positive cultural concept is called
a "RUKUN." This applies, for example, in cases of conflict, where
the guiding principle is to find a reasonable solution which will not
result in resentment between village members. The third common cul-
tural concept is called "MUSYAWARAH" or deliberation, where every
community's decision is the result of joint deliberation.

However, in areas where there is no guidance, what is called "new
colonialism" develops, the richest villagers and sometimes the village
leaders or other respected villagers tend to be autocratic. This
attitude leads to the poor being "left economically behind and static."
Thus, the poor villagers have no chance to express their opinions
other than to answer everything with "YES."

Cultural aspects are discussed here to provide background informa-
tion for the discussion on the research findings and their interpreta-

tion (Chapters V and VI).
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Socio-Economics

The per capita income of this regency was roughly US$50.00 per
annum during the early 1970s. More than 50% of the families made less
than US$30.00 per capita per year and only 5% made in excess of
Us$100.00 or more. However, in 1981 the per capita income was
US$105.00. Most of the poor community is concentrated in the North
and South of this regency. Most of the people (69.3%) subsist on
agriculture or related jobs. Cultivation of corn and cassava has
reached the very peak of the mountains in the Northern and Southern
part, thereby exacerbating the severe erosion problems. Intensive
cultivation of rice, coconut palm, small fish ponds and other agricul-
tural pursuits can only be undertaken in the Serayu River valley
(Bappeda, 1978).

The Agricultural Census showed more than 116,711 farmholdings
occupying 80,672 hectares in this regency. Thus, the average farm
size is 0.7 ha (including home gardens). Most alarming, however, was
the increasing number of farms of less than 0.25 ha; 26.3% of all
villagers fell into this group (Regent of Banjarnegara, 1982-1983).

I1Titeracy exceeded 65% in most areas in the early 1970s. 1In
late 1984 this regency was proclaimed free from illiteracy by the

Ministry of Education (Regent of Banjarnegara, 1986-1987).

General Health Conditions

The Regency Health Service in Banjarnegara is headed by a doctor
and his staff of 56 persons. There is a 60-bed hospital with 2

physicians (GP), 1 pediatrician, 1 dentist, 5 midwives, 10 nurses,
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20 assistant nurses and several aides. There is at least one Health
Center (HC) in each district. In 1975, there were only 5 physicians
available to cover the 18 main HCs which are now staffed by 18 medical
doctors. Five new sub HCs have been added and each has its own
physician. There are roughly 15 to 25 employees per HC including 7
to 12 malaria workers and an additional 3 to 7 family planning workers.
The latter provide technical guidance to the HC and report organiza-
tionally to the district office (Report of Banjarnegara, 1984-1985;
Suwandono, 1983b).

Problems regarding the physical and biological environment are
closely related to the high prevalence of communicable diseases,
especially in the rurdl areas where the 1iving conditions are far below
the minimum standard requirement. The malaria problem in Banjarnegara
creates one of the main economical problems (Report of Banjarnegara,
1983-1984). Since 1982, Banjarnegara has made tremendous progress
in overcoming malaria. The average number of cases per month dropped
from 6,000 to less than 100 by the end of 1982 (Report of Banjarnegara,
1984-1985). However, success will not be fully achieved until the
malaria prevalence rate of zero can be maintained.

Tuberculosis is endemic and respiratory illnesses affect virtually
all children, especially those 1iving in the mountainous area.

Diarrhea is a common cause of death and is aggravated by widespread
malnutrition particularly in the under-five age group. Eye problems,
“skin problems, pertussis, morbilli, worms and other infectious diseases
still appear in every village (Haliman, Suwandono & Parmadhi, 1979;

Report of Banjarnegara, 1984-1985; Suwandono, 1983a).
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During a survey in 1975, it was found that the percentage of
people who had access to clean water was less than 9%, while latrines
were used only among the wealthy rural groups. More than 80% of the
population disposed of their excreta in rivers, ditches, and gardens.
In the period of 1977 to 1979, 3-31% of the rectal swab tests for
gastroenteritis were positive for cholera (Chanthavanich, 1979; Haliman
& Suwandono, 1984; Soebekti, Haliman & Suwandono, 1980; Suwandono,
1983b).

The IMR, which reached 176 per 1,000 in 1972, was reduced to 125
per 1,000 in 1975 and to 80 per 1,000 in 1980. The maternal mortality
rate (MMR) was 4.8 per 1,000 births in 1972 and decreased to 2.4 per
1,000 births in 1980 (Report of Banjarnegara, 1983-1984; 1984-1985).

In 1975 the proportion of children under-five whose weight
increased since the previous month was 42.6%, this proportion increased
to 61.3% in 1979 (Johnston, 1983) and slightly improved to 64.3% in
1984 (Regent of Banjarnegara, 1986-1987).

The "YPSSE" and the PHC in Banjarnegara

History

Information in this section is from the following sources:
Haliman, Suwandono and Parmadhi (1979); Haliman and William (1983);
Haliman and Suwandono (1984); Hendrata (1985), Johnston (1980);
Ministry of Health (1982); Soebekti, Haliman and Suwandono (1980);
Suwandono (1983b); and Tambunan (1978).

The Banjarnegara PHC had its beginnings in 1971, when Dr. Yahya
Wardoyo, a young doctor from a Christian clinic in the small district

town of Klampok began community health work by taking a mobile clinic
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once a week to the nearby village Sirkandi. He tried also to interest
people in that village in a voluntary health insurance scheme to cover
the cost of medical care. The local response'was lukewarm, a few
people utilized the curative service, but they showed no interest
whatever in paying for a health insurance scheme.

Dr. Wardoyo and his team evaluated their efforts, and conducted
a community survey. He found, to his surprise, that the people were
more interested in increasing their meagre incomes than in paying for
health care. This survey also indicated that the people of Sirkandi
were more concerned about agricultural problems than health care.

So he changed his approach. By providing funds and technical guidance
to help villagers build a small dam, they hoped to increase rice pro-
duction. Village health insurance came later. Other schemes followed:
the planting of fruit and clove trees; a revolving loan fund for
purchasing goals; and finally, health activities which were initiated
by training volunteer health workers to begin a nutrition improvement
program for children under-five.

Meanwhile, in a neighboring village, a government HC doctor was
reaching similar conclusions. Dr. Elias Winoto, head of the district
government HC in Klampok, tried to set up a health post in Karangsalam
village and staffed the post with volunteer health workers. He also
supported Dr. Wardoyo's activities in Sirkandi village. The people
of Karangsalam village complained, however, that fhey were too busy
to help run the health post. Dr. Winoto then decided to take more
interest in the people's daily problems and found that they spent

considerable time in collecting feul which was used in the manufacture
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of palm sugar. After some experiments, Dr. Elias Winoto devised a
method of boiling palm sugar while using less fuel. This won him
genuine appreciation from the villagers. From this point onwards the
people started to organize their own health care activities with the
technical guidance of the government HC personnel.

Thus, PHC began modestly in Banjarnegara with loosely structured
programs of multisectoral development activities in several villages.
The early programs consisted of income-generating activities, disease-
prevention and health-promotion as well as curative health care. The
program was implemented largely by voluntary health workers (VHW),
known locally as "KADER" or cadre.

These PHC activities stimulated some of the neighborning villages.
For example, the community leaders of Klampok village began to take
an interest in the latest developments in Sirkandi and Karangsalam.

The innovative village headman of Klampok and several other community
leaders made visits to Sirkandi and Karangsalam to learn from those
who had pioneered community health.

Furthermore, they also visited Solo in which Dr. Gunavan Nugroho
during the late 1960s took the first step towards developing a community
health strategy called "DANA SAKIT" or "sickness insurance." On
returning to Klampok, the village's team drew up plans to develop health
care in their own community.

Although Dr. Wardoyo and Dr. Winoto provided some technical
guidance, this plan was basically the achievement of the village
leaders. Their first priority was not to start an income-generating
scheme, but to train volunteers as village community development

workers, with special emphasis on health and nutrition. Their strategy
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of developing human resources before attempting to implement programs
proved to be totally successful in Klampok village. As a result,
community health care activities developed much faster in Klampok than
in Sirkandi or Karangsalam.

Meanwhile, Dr. Arif Haliman, the Chief of Health Services for
Banjarnegara Regency, also supported and was actively involved in these
community health programs. He attempted to replicate these activities
throughout the regency. However, budgetary limitations, bureaucracy
obstacles, insufficient manpower and other problems impeded his
progress. He was not discouraged by such problems, rather he approached
the regent, the community leaders, the religious leaders and senior
government officials in Banjarnegara about implementing his idea.

His ingenuity, skills in human interaction, confidence, industriousness
and hard efforts resulted in various meaningful achievements. In 1973,
by using the government school health service program or "Usaha
Kesehatan Sekolah/UKS" as a point of entry, he initiated a PHC program
in Gembongan and Karangjambe villages.

Furthermore, in 1974, the newly appointed regent of Banjarnegara,
“Drs." Suwadji, accepted the idea that the local health service should
consider ways of spreading the Klampok approach to other villages
throughout the regency. In order to solve the problems mentioned above,

“Drs." Suwadji and Dr. Haliman established a committee called "PPSE

(PANITIA PEMBANGUNAN SOSIAL EKONOMI)" or “"Committee for Socio Economic

Development." The committee's functions were to promote cooperation
between government and voluntary agencies into the community develop-

ment and PHC. The "PPSE" also acted as a clearing house and channel
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for NGO's assistance. Drs. Suwadji acted as Chairman of the "PPSE,"
and Dr. Haliman was the Executive Director who was in charge of day-to-
day activities. Other members included the local government heads
of Planning Board, Agriculture, Animal Husbandry, Fisheries, Education,
Religion, Rural Development Services, as well as several key persons,
religious leaders, and representatives from private organizations and
donor agencies.

The creation of this organization was based on Dr. Haliman's
critical thought about Dr. Gunawan Nugroho's unsuccessful community
health work in Boyolayar in the late 1960s. Nugroho's failure was
neither due to a technical fault nor a lack of community support.
Rather, he was unsuccessful in his attempts to colloborate with the
local government administrator in order "to move bureaucratic mountains
and eliminate the shortage of funds."

In 1979, the "PPSE" was changed by the regent to "YPPSE" ("YAYASAN

PEMBANGUNAN DAN PENGEMBANGAN SOSIAL EKONOMI") or “Foundation of Socio

Economic Development" in order to gain greater fiexibility for
receiving support from the donor agencies. From this point on, the
"YPPSE" became strictly a NGO. However, "YPPSE" continued to function

in the same fashion as it had previously.

Philosophy

Information in this section is from Suwandono (1983b).

a. The "YPPSE" works with the rural poor community by attempting
to understand their needs and their way of thinking, and becoming close
to them in order to determine what the "YPPSE" can contribute to their

needs.
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b. "YPPSE" strives to be an innovator without being "a new model
of the oppressor" to the rural poor community. It uses the principle
of "Development from Belew." In other words, it attempts to understand
the way people feel, to learn what the people are suffering from, and
to start the activities with what the people have.

c. The "YPPSE" promotes non-formal education to both the com-
munity and the providers in order to raise their consciousness
regarding their problems; and to develop a simple but creative thinking
capacity which will lead to open discussions based on reality.

d. This organization acts as & "bridge" that can articulate the
government's will and the community's needs to create an understanding
which will benefit the welfare of the community.

e. The "YPPSE" stimulates a program based on community partici-
pation, community priorities, a multidisciplinary approach, inter-
sectoral contributions, use of local resources and appropriate

technology as well as cost effective operation.

Program Strategy

This section is based on Haliman, Suwandono and Parmadhi (1979),
Haliman and William (1983) and Halliman and Suwandono (1984).
a. Approaching the people:
Informal: making contact with important people in the village
on such occasions as meetings, wedding parties, and doctor's practice;
and developing a dialogue to encourage these leaders to help their

community. Such contacts are generally followed by a formal meeting.
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Formal: through official channels, such as conferences, work
visits, school health programs, traininé sessions, village meetings

and teachers' meetings.

b. Human Development and Training Strategy (Johnston, 1983;
Suwandono (1983a):

The general operational strategy was to first invest in human
resources, as in the Klampok approach, then moving into program
planning and implementation.

Thus, the first step was to train government staff, including
some Health Service personnel, in basic management principles for
community health and development. Most personnel involved in the
program participated in the 40 day training which took place during
the "fasting period of Ramadhan" in 1976.

The purpose of that training was to sensitize the providers about
their own problems such as working within a bureaucracy, their ingrained
behaviors and attitudes, and their inappropriate managerial techniques.
Also, the trainers illustrated the reality of the community's condition,
the importance of intersectoral approach, the process of community
outreach.

At the beginning of each year, the "YPPSE" decided how many
villages would be covered by the program, and "KADER" training sessions
were organized in the village. Training a group of health and
nutrition volunteer workers is not simply a matter of imparting certain
technical and managerial skills. It also means providing trainees

with a theoretical framework within which they and their communities
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can establish PHC or community development activities according to
local needs and capacities.

Such comprehensive training covers a variety of disciplines:
health, agriculture, fisheries, animal husbandry, nutrition, appro-
priate technology, and simple management. With the improvement of
attitude, knowledge and skills of the above subject areas, the people
are assisted in determining their priorities. Then, repeated training
sessions, refresher courses and workshops are held to expand the
attitude, knowledge and skills of the VHW's so that they might be in
a better position to develop their potential to handle more extensive
activities.

When the desire arises to expand or to increase the scope of the
projects, "YPPSE" provides a portion of the funds, and the balance
is provided by the people themselves. In this way the community becomes
totally involved. “YPPSE" merely participates in and facilitates the

activities.

Expansion of the Program Area (Soebekti, et al., 1980)

First, "YPPSE" organizes a study tour for a group of villagers
to a more developed area. Progress is pointed out to the visiting
group who will later be encouraged to plan improvements in their
respective villages. "YPPSE" and the government will then provide
any technical assistance that is needed.

A second avenue of expansion is through school health training
programs in which the teachers are trained in PHC and community develop-

ment. When they return to their village environment, they initiate
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a community health program which may develop into other integrated
activities.

Third, is the "semi-instruction" method. Here the vertical
hierarchical line from "CAMAT" to village headman is used. The district
head uses "an excuse to ask" (as opposed to order) a village to begin
a certain actjvity. Usually the village headman will comply with the
request, although operationally he will first discuss it with the
villagers. This activity may finally become incorporated into village
life after additional education and motivation from official channels
and the "YPPSE."

Fourth, extension within the developing village itself takes place
by one hamlet stimulating another, as well as through the expansion
of monosectoral projects to become integrated, comprehensive and multi-
sectoral activities.

Fifth, is the use of the "KRING" system which will be explained

in a later section ("Program Follow-up and Maintenance").

The Organizational Structure (Suwandono, 1983a; 1983b; Tambunan, 1978)

“YPPSE" is closely related to both the government and the com-
munity. The composition of this organization's board is as follows:
(1) The Chairman is the Regent; (2) The Executive Chairman is the
Director of Regency Health Services; (3) The Secretary is the Head
of the Planning Board of Banjarnegara Regency; (4) Th? Full-time
Administrator is one of the community leaders; (5) The members are
several Directors of Regency Departments, religious leaders and com-

munity leaders; (6) The Consultant and Head of Training and Education
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is the Head of the Health Education Division of Regency Hea]th‘Services;
and (7) The Treasurer is the Secretary of Regency Health Services.

With this unique board, the "YPPSE" can be called "a quasi non-

government organization." It is a board with a double face, private

sector and government organization. The advantage of such status is
that many bureaucratic barriers may be reduced. This particularly
facilitates the ability to obtain and expend funds directly from the
donor agencies. However, "YPPSE" retains the rights and privileges
of operating under the government's flag which has many advantages.
For example, "YPPSE" has the right to make contact with anyone in its
search for knowledge and support to the community.

“"YPPSE" can thereby communicate directly with the community to
learn the community's needs. Furthermore, the government benefits
from the existence of this organization. For example, if budget
allocations have not been made for specific community projects, the
"YPPSE" will assist the government by providing funds to fulfill those

needs.
Funding (Haliman & Suwandono, 1984)

"YPPSE" has two major funding components: (1) Donors, there are
three types of funding sources--from foreign donors, domestic donors,
and joint sources from local government and government departments;

and (2) the community, in the implementation of village development

programs the community contributes labor, materials, and/or money to

accomplish their objectives.
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Program Follow-up and Maintenance (Suwandono, 1983b;

Yahya, et al., 1985)

One of the most difficult problems is to maintain the enthusiasm
of the community in the programs. The freedom to stop participating
remains the villagers' right, and they sometimes slacken their
activities or drop out altogether. It is up to the community health
worker to see that the members remain enthusiastic and willing to
dedicate themselves.

Several methods are applied by "YPPSE" and the government to
ensure program continuity as follows: (1) Regular supervision, (2)
Refresher sessions or upgrading courses are carried out both within
and outside the Banjarnegara Regency, (3) "Mini" workshops encourage
the VHWs because they are able to confer with VHWs from other villages
and describe their respective successes. It is important for VHWs
from different villages to share their results with pride, (4) Study
tours to areas with positive achievements are organized for the VHWs
so that they may compare their village with others, (5) Guests from
other area§ and from overseas are shown the successes of the develop-
ment, (6) Official governmental activities are sometimes held in
villages with the aim of maintaining community involvement, and (7)
Survey research studies in certain areas indicate support of their
attempts. Such efforts may be critical of development activities.
However, if the criticism is conveyed wisely with a positive tone,
the villagers will be grateful.

One particularly innovative form of motivation and maintenance

of programs is the "KRING" or "circle"” system. A "KRING" is a grouping

of about 10 villages, in which two villages are relatively advanced
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in their development, three are moderate in their developmental level,
and the others are still at an early stage in their developmental
process. Village leaders and key VHWs from each village meet every
three months on a rotating basis in order to examine and discuss the
progress of their villages and to plan village development activities
for the next quarter. Government and voluntary agency personnel are
on hand to give technical or managerial guidance.

Thus, the "KRING" system brings into play the psychology of peer
group pressure and stimulates communities to take new initiatives and

"rewards" those communities which have made progress.




CHAPTER I1I
REVIEW OF LITERATURE AND SUMMARY OF CONCEPTS
BASIC TO THE STUDY

Primary Health Care

Dr. Mahler, W.H.0. Director General (1982), stated that primary
health care (PHC) is the basis of "health for all by the year 2000."
Health is defined as a personal state of well being, not just the
availability of health services, and health is a state of wealth that
enables a person to lead a socially and economically productive life.
Health for all implies, the removal of the obstacies to heaiin, i.e.,
the elimination of malnutrition, ignorance, contaminated drinking water,
and unhygienic housing. Health for all implies that health should
be regarded as an objective of economic and overall development. For
example, "health for all" is ultimately dependent upon literacy for
all. "Health for all" is thus a holistic concept calling for efforts
in agriculture, industry, education, housing and communication just
as much as in medicine and public health. Medical care alone cannot
bring healthto hungry people living in hovels. Health for such people
requires a whole new way of life, to provide themselves with a higher
standard of living.

With the above perspective, an acceptable level of health for
all by the year 2000 cannot be achieved by the health sector alone
(Chanawongse, 1986; Ferranti, 1984; Golladay & Weser, 1977; Jobert,

1985; Navarro, 1982; Petelos, 1981; Werner, 1982; William & Satoto,
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1980; W.H.0., 1981e, 1985). PRC implementation should include an
intersectoral approach since setting the health demands and achieving
improved levels of health for a community depend on interacting factors
which are, for the most part, outside the control of the health sector.
Such factors as housing, income, education, and cultural patterns are

generally defined as "conditioning factors" which affect the health

status of the individual and the society as a whole. The majority

of these factors are within the jurisdiction of other development
sectors with which the health sector needs to be linked and coordinated,
for its own development, as a means and an end to achieve the general
well-being of the population (PAHO, 1982).

This intersectoral approach can only be attained through national
political will and the coordinated efforts of the health sector and
relevant activities of other social and economic sectors (W.H.O.,
1981a). Hence, the introduction or strengthening of the development
process needed to attain health for all requires "unequivocal" political
commitment to bring about the reforms to achieve PHC's goal (Chen,
1986). This will most likely have to be set in motion by political
decisions taken by the government which permeate all sectors, at all
levels throughout the country. To achieve this wider political
commitment, it will no doubt help to actively involve all levels,
sectors, and interests in the development and implementation of national
policies, strategies and plans of action (Bryant, 1980).

Since health development both contributes to and results from
social and economic development, health policies ideally should be

part of overall development policies, thus reflecting the social and
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economic goals of the government and the people. In this way strategies
for the health, social and economic sectors will be mutually supportive,
and together contribute to ultimate goals of the society (Chen, 1986;
Ferranti, 1984; Garcia, 1978; W.H.0Q., 1981b).

PHC forms an integral part of the country's health system as the
main agent for delivering health care. It is also an integral part
of the overall social and economic development of the community, or
more progressively, it is an integral part of overall human develop-
ment. National and community self-reliance and social awareness are
among the key factors in human development (W.H.0., 1981d).

As subjects of human development, people have the right and duty
to participate in the process for improvement and maintenance of their
health. In developing countries, it is impossible for the governments
to assume the overall responsibiiity for the health of their people.
Individuals, families and communities assuwe greater responsibility
for their own health and welfare, including self-care. This partici-
pation is not only desirable, it is a social, economic and technical
necessity (Knight, et al., 1980; PAHO, 1982).

Governments, institutions, members of the health professions,
as well as all agencies involved in health and development, will there-
fore have to devise appropriate ways of promoting such participation,
effectively propagating relevant information, increasing literacy,
and establishing or strengthening the necessary mechanisms. Then,
they have to take measures to enlighten the public in health matters
so as to ensure that people can participate individually and collec-

tively in the planning, budgeting, implementation and control of
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activities for their health and related social development (Ferranti,
1984; Griffin & Ghose, 1984; Rifkin & Walt, 1986; Round Table Discus-
sion, 1981).

In view of the crucial appropriate ways of promoting community
participation, it is important to take vigorous action to ensure the
availability of adequate numbers of the appropriate type of health
personnel. This will involve the reorientation of existing health
workers as necessary, development of new categories of workers in
health and related sectors, the use of voluntary health workers, and
motivation of all manpower to improve community involvement in PHC.
The education of family members or individuals also need to be carried
out, particularly with-respect to self-care and social awareness as
well as the full involvement of community participation as the key
components of PHC strategy (Bryant, 1980; UNICEF, 1984). Community
participation involves not only a temporary involvement in health

actions, but also "a permanent educational process" by which the com-

munity's knowledge, efforts, cultural wealth and resources are
harnessed in a well-informed manner in the pursuit of total well-being
(Werner, 1982; W.H.0., 1981b).

Another important component of PHC is to extend health services
coverage utilizing and adapting appropriate technologies. This means
that the health technologies used must be efficient, effective,
feasible, and in harmony with the sociocultural and ecological setting
in which the population lives (W.H.0., 1981a).

In summary, there are five important tenets of PHC that will be

discussed in this dissertation, they are as follows:
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1. The goals and objectives of the PHC approach do not merely
concern the health‘status of the community but also the improvement
of the socio-economic status of the community.

2. Community participation in programming, implementing, budget-
ing and controling or evaluating their own PHC programs is one of the
most important aspects of the PHC concept.

3. The training of health personnel and village volunteer health
workers as providers who facilitate and stimulate the improvement of
community participation in PHC is a long-term educational process which
will bring about change in communities' knowledge, attitude and skills
regarding the objectives of PHC.

4. The integrated PHC system requires strong political commitment
as well as the arts and strategies of how to translate the political
commitment into action at all levels of the country's administration.

5. The tools for monitoring and evaluating PHC activities so
that the appropriate activities will be implemented to root in the
community way of life.

The concepts and theories of each component will be discussed

in depth later in this chapter.

Conditions for Success and Problems of PHC

in Banjarnegara Regency

There are several major conceptual points extracted from the
discussion of Chapter II that can be held as the basic concepts for

the Banjarnegara PHC successes as follows:
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1. The Banjarnégara PHC program is a small, specific and innova-
tive PHC program which was developed based on trial and error in the
reality of rural life over a 10-year period.

2. The unique status of "YPPSE," which sets up the various NGO
projects in the regency to be more flexible and effective mechanisms
without sacrificing government control of the overall program direction,
is the most important contribution of theBanjarnegara PHC implementa-
tion.

3. The intensive and continued training of providers at all the
regency levels which includes management, PHC, community development
and so on in sensitizing the providers to the basic community needs
and the development process of the community.

4. The intensive efforts to maintain development from below
through the "KRING" system, informal meetings and other meetings.

5. The flexibility of the entry point or starting point for
community activity and the sensitivity of Banjarnegara officers in
Jistening to the community's needs.

6. The involvement of other NGOs in supporting training, budget-
ing, planning, implementing and promoting the PHC programs.

7. The creativity, leadership and dedication of providers at
each level of government administration in the "YPPSE," and in the
community.

The following literature review supports the seven points of
success in the implementaticon of the Banjarnegara approach in develop-

ing the PHC programs.
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Johnston (1983) explained the conditions of success of the
Banjarnegara PHC program as follows: (1) A supportive political
climate by the Regent of Banjarnegara, most government officials, and
community leaders; (2) Decentralized and multisectoral planning for
those communities responsible for designing strategies in training,
expansion and consolidation; (3) Material support from the community
and flexible supplementary funding from the "YPPSE" for training,
transport, equipment, financial incentives for the providers, communi-
cations materials as well a capital investment projects involving water
supplies, small-scale irrigation, and animal husbandry. The usefulness
of this support was not the amount of assistance, but its timeliness
and flexibility of usage; (4) Regular follow-up and maintenance which
consisted of managerial and technical guidance as well as a portrayal
of real interest in development; (5) Willingness by government to make
use of the resources, both human and financial, of voluntary agencies;
and (6) Readiness of voluntary agencies to cooperate with government.

Rohde and Hendrata (1983) also claimed that the critical elements
of the Banjarnegara mobilization of community manpower lie in: (a)
selection of village volunteer workers by the community; (b) the highly
specific nature of the volunteer workers' responsibility to the small
neighborhood they serve; (c) the totally voluntary nature of the work;
and (d) regular supervision and continuous in-service guidance from
department field workers who provide the initial training.

Morley, Rohde and William (1983) summarized that the basic
principles of success in PHC (including the Banjarnegara PHC program)
are as follows: (a) Political commitment to social equity; (b) Com-

munity participation which helps the people gain greater control over
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the factors affecting their health by allowing them to make their own
decisions, organize their own activities, and take greater responsi-
bility; (c) Decentralization in decision making within the health
system and society, and (d) technical suitability, such as the use
of appropriate technology fof training and management strategies, as
well as for monitoring and evaluation using precise indicators by which
a community can gauge its progress in solving health problems.

Williams and Satoto (1980) described that the relative success
of the Banjarnegara program is due to the persistent efforts of the
local government--especially the regent himself--to create a socio-
political climate in which: (1) At the village level, non-village
officers and women play an important role in planning, implementing
and evaluating PHC activities. (Landless villagers, on the other hand,
still have only a very limited role in decision-making processes)
and (2) Between the regency and district levels of government on the
one hand and village level government on the other, two-way communi-
cation is carried out with greater frankness and mutual respect than
is frequently the case elsewhere.

On the other hand, the above authors and several other studies
have shown some problems with the Banjarnegara approach. The problems
can be summarized as follows (Morley, Rohde & William, 1983).

First, the Banjarnegara program suffers from managerial and
administrative deficiencies.

Second, the providers in Banjarnegara are now tremendously
motivated. The program should be concerned if at some time these

people are promoted to higher level positions outside the program area.
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Third, the program budget which is still provided by other non-
governmental donor agencies has to be considered as one of the major
weaknesses of "YPPSE" since it is possible that funding may be dis-
continued at some future date.

Fourth, achievements of the program regarding the poor community
are still insignificant.

Fifth, the lack of adequate evaluation, monitoring and appropriate
indicators are the main problems of this program. There have been
no in-depth studies towards the achievement of Banjarnegara program
goals nor have any reliable base-line data been available.

Sixth, the problems of geographic inaccessibility.

Seventh, there are some controversial studies of the Banjarnegara
program particularly in the effectiveness of VHW performances in pro-
moting PHC, and the correlation between community participation and
the community's health status as well as the community's socio-economic
status.

The following literature reviews show problems of the Banjarnegara
program.

Johnston (1983) said that there are three main problems of the
Banjarnegara program in the evaluation and monitoring process: (1)
What are the most appropriate indicators of a successful PHC program?;
(2) Which indicators are the most meaningful to policymakers, program
planners and the community?; and (3) In what form should these indi-
cators be presented to all parties so that interest is retained, and

critical, creative responses generated?
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Rahardjo et al. (1979) concluded that HEDERA (Health and Develop-
ment in Rural Area) study in Banjarnegara that first, the result of
VHSs performénce in three Banjanegara villages is 26% (low), 42%
(medium) and 32% (high). This means that only three out of 10 villagers
feel some impact from the program, four out of 10 villagers feel some
limited influence, while the rest remain completely untouched. Second,
the VHWs program is not yet a tangible reality for the rural poor
(Iskandar & Rienks, 1979; Slamet, Soesartono, Rienks & Rahardjo, 1979).

Chanthavanich (1979) concluded in his study at Singomerto village
(5 km east of Banjarnegara town) that the overall PHC program did not
seem to work well. There was a lack of community participation in
selection, supervisiom and joining the program, a lack of regular
technical supervision and of ongoing training. As a result, the PHC
program has not yet solved the problem of the influence of socio-
economic status on both health status and the use of health services

Hendrata (1985), and William and Satoto (1980) also showed that
YPPSE suffers from managerial and administrative deficiencies as well
as lack of motivated manpower and financial self-sufficiency.

The YIS ("Yayasan Indonesia Sejahtera") and LP3ES ("Lembaga
Panelitian, Pendidikan dan Penerangan Ekonomi dan Sosial") from their
research in the Northern part of Banjarnegara (1979), found that most
of the funds, energy and time of development, due to geographic con-
straints, are absorbed by the areas near the central village and the
outlying areas are unaffected. Because of this, they recommended that
it is necessary to search for a method to equally distribute develop-
ment programs and activities to these villages or units that most need

them.
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Conceptual Framework and Propositions

Based on the above discussion and literature review, it is clear
how important it is to study this "mother area" of PHC in Indonesia
especially as a basis for recommending further PHC development in
Indonesia in terms of political commitment, training, providers,
community participation, as well as health and socio-economic outcomes.
There is a big question mark raised by Hendrata (1985) about whether
this unique extra-structural mechanism of the Banjarnegara program
is a viable and acceptable approach to intersectoral coordination and
PHC program in other locations (Hendrata, 1985).

There are two distinct components to the implementation of this
study, first, the components at the district and regency level, and
second, the components at the village levels. Both of them will be
illustrated by using a scheme in order to delineate the six study
objectives mentioned in Chapter I. This scheme can be seen in Figure
3.1 which can basically be explained as follows:

1. Components at the District and Regency Level

The first component concerns the following variabies:
(a) "POLITICALIZATION"
(b) knowledge, attitude and practice of providers

(c) training

2. Components at the Village Level
At this level, there are several variables as follows:
{a) knowledge, attitude and practice of the community,

{b) community participation and “KRING" system
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(c) health indicators, and

(d) health related socio-economic (SE-RH) indicators

Figure 3.1 also shows the relationship between the two components

through the knowledge, attitude and practice of the providers, and

the knowledge, attitude and practice of the community.

Based upon the conceptual framework mentioned above, some research

propositions can be drawn as follows:

a.

"POLITICALIZATION" is the most important component in
determining the level of knowledge, attitude, and practice

of the providers at the district and regency levels;

"POLITICALIZATION" is manifested in one of the training
systems in Ba;jarnegara called the "KRING SYSTEM" which will
strengthen both the "POLITICALIZATION" itself and the training
by influencing the knowledge, attitude and practice of the

providers;

The District administrator and HC doctor are the two most
influential providers at the district level with regard to
the coordination and integration of the district team of PHC

and community development;

The "Kring" system is a very important tool for maintaining
PHC and community development activities, stimulating program
expansion and improving community participation in planning,
implementation, budgeting and evaluation of PHC and community

development programs;
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there are correlations between knowledge, attitude, practice,
community participation, health indicators, and SE-RH indi-

cators of the community at the Banjarnegara Rural area;

the higher the level of knowledge, attitude and practice of
the community in PHC, the higher will be the levels of the
health indicators and SE-RH indicators of the community

through the improvement of community participation;

the improvement of community participation is influenced by
the increase of knowledge, attitude and practice scores of

the community in PHC;

there will be significant differences among the health indi-
cators and socio-economic related health (SE-RH) indicators
between the area developed by Government and others (GO);

the area developed by Government and others with the assistance
of YPPSE 2-5 years (GOY25); and the area developed by Govern-
ment and others with the assistance of YPPSE for more than

5 years (GOY>5);

there will be significant differences between mountain and
plain areas in terms of the components mentioned in the

conceptual framework Figure 3.1;

Some of the SE-RH components will be confounding factors
for the other components mentioned in the above conceptual
framework, they are not purely affected by YPPSE program

outcomes;




k. community participation in evaluation will not be related
to the knowledge, practice and attitude of the communities

in this research;

1. In addition to "POLITICALIZATION" and training provided by
YPPSE in Banjarnegara there are other important factors that
influence the knowledge, attitude and practice of providers

in carrying out the PHC program;

m. Some typical leadership is needed in the regency level as
well as a typical organization which is able to actualize

the political commitment.

The following sections will discuss each variable outlined in

the conceptual framework (Figure 3.1).

Political Commitment and "POLITICALIZATION"

Morley (1983) summarized the basic principles of success in PHC
as follows: (1) Political commitment to social equity, (2) Community
participation which has control over the factors affecting health--by
making decisions, organizing appropriate activities, and taking greater
responsibility, and (3) Technical suitability such as appropriate
technology, extends to training and management strategies; and to
monitoring and evaluation using precise indicators by which the com-
munity can solve its own health problems (Morley et al., 1983).

He also mentioned that political commitment is (1) a supportive
political climate, in which health is viewed as part of human develop-

ment and the right of each individual, and {2) a commitment to ensuring
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universal coverage by health services and the integration of health
with other sectors of development.

The W.H.0. (1981) pointed out that the identification of suitable
indicators of political commitment presents particular difficulties.
It is difficult to quantify the political commitment indicators, the
indicators will be largely qualitative due to the process of political
commitment. The five indicators of political commitment are: (1)

Declaration of high-level commitment--this indicator consists of a

record of whether or not a relevant declaration exists, or perhaps

of whether it is in preparation; (2) Allocation of financial resources

--this is the most important indicator of political commitment to
strategies for health for all and includes the following factors:
(a) proportion of gross national product spent on health services,
(b) proportion of gross national product spent on health-related
activities, and (c) proportion of total health resources devoted to

PHC; (3) Degree of equity distribution of financial resources, i.e.,

the distribution of per capita expenditure on health between geographi-
cal areas or between the capital city and the rest of the country,
the ratio of hospital beds, doctors and other health workers to popula-

tion in different parts of the country, etc.; (4) Community involvement

or participation is one indicator of the seriousness of political

commitment in decision making and of the existence of effective
mechanisms for people to express demands and needs. Another pertinent
indicator of community involvement is degree of decentralization of

decision making; (5) The establishment of a suitable organizational

framework and managerial process for national health development, i.e.,
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(a) whether there is effective communication between different organi-
zational levels and departments within the health sector and with other
relevant sectors; (b) whether mechanisms exist to facilitate this
communication and to implement joint policy and programming--such as
national or district health development committees; (c) whether all
technical divisions in a ministry of health participate in the joint
management of PHC programs to ensure full integration of services;
and (d) whether professional groups, medical and nursing schools and
other university departments are adequately involved in research and
service functions relevant to the development of PHC. The second
aspect of this indicator is an appropriate managerial process for
national health development which should include monitoring, evaluation
and related indicators (W.H.0., 1981c; 1981e).

Both Morley, et al. (1983) and W.H.0. (1981c) stated that political
commitment is likely to be of particular importance in the early stages
of a successful PHC program. Morley also said that this commitment
is rare on a national basis, but it is often found to some extent within
a community or at an intermediate level of the government hierarchy.

He also stresses that even with strong political commitment to equity
and broad-based community participation, a country may still need
several years to develop an appropriate PHC program.

In Indonesia, the national political commitment has been well
developed especially in the declaration of high level commitment and
the degree of community involvement as discussed in Chapter II; however,
the problems which arise are: (1) how to channel the political com-

mitment to lower levels of gvernment hierarchy in order to carry
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out effectively the 1ntegrateq and comprehensive PHC program in 40,000
villages; (2) how to manage the intersectoral coordination with
budgetary limitations and varying degrees of knowledge, attitudes and
practices related to PHC; (3) how to maintain and improve the quality
of PHC with both inadequate appropriate technologies and monitoring
systems, because PHC activities require time to have an effect; (4)
how to translate the high national coomitment in simpie, understandable
terms which can be accepted by all levels of the government hierarchy
as well as by the community; and finally, (5) How to involve the com-
munity in every stage of the initial assessment, the definition of
problems, as well as in the planning, implementation, and evaluation
(Golladay & Weser, 1977; Haryono, 1984; Helfenbein, 1978; Johnston,
1983; Lincoln, 1980).

In this study, the researcher will attempt to show and con-

ceptualize the process of political commitment and the arts of

carrying out the political conmitment in Banjarnegara regency with

regard to actualizing the political commitment in the development of

PHC. The process of actualizing the political commitment in this

research is called "POLITICALIZATION" or the degree of acceptance to

which political commitment is manifested and actualized in the develop-

ment of PHC in Banjarnegara.

The transformation of political commitment to "POLITICALIZATION"
implies a degree of acceptance which shall be defined as follows:
First, degree of providers' commitment toward the philosophy of

the "YPPSE."
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Second, degree of provideré' invoivement in planning, implementa-
tion, budgeting and evaluation process in Banjarnegara's PHC and
community development.

Third, flexibility of the YPPSE's managerial process in the
delegation of authority, in using money, and in the setting of
priorities for program development.

Fourth, degree of providers' involvement in training process.

Fifth, degree of providers' involvement in maintenance and
evaluation of PHC and community development through "KRING" system.

Sixth, providers' attitude and perception related to the goal
and future of integrated PHC and community development in achieving

"health for all in the year 2000."

The measurement of these six critical variables of "POLITICALIZA-
TION" is based on the questionnaire interviews of the providers at
the regency and district level. There are several statements where
the answers are decided upon by the respondents and surveyers together,
by using the “Likert" scale. Some of the yes/no and open-ended
questions are also used in this research in order to explain the process

of "POLITICALIZATION."

Training

Training is'given to providers at three levels of government
administration: regency, district and village. The variables are
related to training which are measued in this research: (1) Frequency
of basic and refresher training; (2) Length of training; (3) Materials

and (4) Methodologies.
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The frequency of training is undoubtedly an important variable
for improvement and maintenance of knowledge, attitudes and practices
of the providers. Rohde and Hendrata (1983) stated that continuing
education has the greatest emphasis in training the barefoot doctors
in China. These activities provide continuous motivation and improve
specific skills. Usually refresher courses are carried out every six
to 12 months. In Sri Lanka Patrick (1978, 1982) used bimonthly follow-
up by each of the Public Health staff. In Banjarnegara, refresher
training is given to the regency and district levels once a year.
At the village level, training for village providers is provided every
three months through the "KRING" system which usually is also a good
refresher and practice- for the providers from the regency and district
levels (Haliman & William, 1983; Yahya, Soerono & Papilaya, 1985).

Length of training is another important variable in this research.
Patrick (1978) suggested that the total period of initial training
should be 60 hours, spread over two months (15 half days). In
Banjarnegara, the provider at the regency level usually has an initial
training which varies from 7 to 40 days, and the pro?ider at the
district level has an initial training which varies from 2 to 7 days.
Usually the provider obtains 6-10 hours of training per day (Haliman
& Suwandono, 1984; Suwandono, 1983a). The Ministry of Health,
Indonesia, suggests 4-6 hours a day (Yahya, 1985). Since there are
some technical, resource and budget problems, the number of days of
training in Banjarnegara is reduced while the number of hours of train-
ing per day are extended. In this research, length of training is
measured by "number of training hours per day multiplied by the number

of training days."
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Training materials are usually designed based on the needs of
the trainees. Some suggestions are usually collected several days
before the training, then the suggestions are matched up with the
curricula desired and past curricula. In the "KRING" system the
curriculum is decided at the last "KRING" meeting and is based on the
agreement and felt needs of the trainees. This study measures the
degree of acceptance of training materials by the providers at each
governmental level. The Likert scale is used for this measurement
(very useful, useful, not so useful, useless, and very useless).

Methodology is the final variable in this part. The training
method consisted of a composite model derived from several methods
of nonformal adult learning from Hilgard (1966), Srinivasan (1977)
and Freire (1981). Hilgard (1966) explained that basically there are
three theories of learning: (1) Stimulus-response Theory (S-T); (2)
The Cognitive Theory; and (3) The Motivational and Personality Theory.
Srinivasan (1977) encouraged the Problem-Centered Approach and the
Self-Actualizing Approach in the nonformal adult learning process for
a community based program. Freire (1981) suggested "problem-posing
education” which is based on creativity and stimulates true reflection
and action upon reality {Carthy, 1980: Freire, 1970: Gronlund, 1978;
I11ich, 1977; Maslow, 1977; Rogers, 1980a, 1980b; Seers, 1977).

Based upon the above theories, in the Banjarnegara PHC program,
the regency and district level training program has several principles
as follows: (1) Active rather than passive listening by trainees;

(2) Encouragement of trainees to tell the trainers about their

problems; (3) Cultural appropriateness, for example, the trainers
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deliver the training materials and conduct discussions based on Moslem
beliefs and traditional Javanese ways of thinking; (4) Group dynamics,
sharing ideas and problems, discussion, brainstorming, and on-site
field observations; (5) positive reinforcement after training; and
(6) Timely follow-up of initial training.

At the village level, the training is based upon the following
principles: (1) Passive listening by trainees with attempts by trainers
to stimulate active participation; (2) Cultural and religious accept-
ability; (3) Extreme emphasis of actual practice and field training;

(4) Frequent repetition; (5) Village is the training site; (6) In-
dividual and group development is carefully considered by the trainers
with the goal of stimulating serious involvement and a high degree

of responsibility; and (7) The necessity of psychological reward,
personal supervision and follow-up training.

In this research the Likert scale is used to measure the providers'
opinions of the training (very interesting, interesting, not so

interesting, not interesting and very uninteresting).

Knowledge, Attitude and Practice of Providers and Community

Good training and "POLITICALIZATION" will enhance the provider's
knowledge, attitude and practice regarding the PHC program and com-
munity development. Clark and Gakuru (1982) found that in rural Kenya,
training specifically designed to increase feelings of competence,
develop adult skills through collaborative activity, and relate
appropriate health, nutrition and other development concerns will yield
positive results. Johnston (1980) emphasized that in order to obtain

success in PHC, training should achieve changes in providers' attitudes
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and provide skills in simple management and administration, communica-
tion, integration, as well as in simple and practical health services.
Fajans and Sudiman (1983) recommended that cadre (village volunteer
health workers) performance would improve by improving the process
of cadre selection, strengthening cadre training through use of
educational modules emphasizing acquisition of skills through partici-
patory methodologies, improving regular cadre supervision by program -
staff, and providing continuing education for cadres on a regular basis.
Berman, Gwatkin and Burger (1986) concluded that two out of three
important factors which compromised the quality of community health
worker activities were the failures of both training and supervision.

In this study, the concept of knowledge, attitudes and practices
for the community basically refers to knowledge, attitudes, and
practices related to immunization, vitamin A, nutrition, oral rehydra-
tion, and PHC. However, for providers at the regency, district and
village levels, the concept of knowledge, attitudes and practices means
the providers' knowledge, attitudes and practices in integration, PHC,
community development, participation, training, and simple management.

Further explanations of these variables can be seen in Chapter V.

Community Participation

Ahmed (1980) suggested that the major dimensions of community
participation include: (1) The organization of services on a community
basis with wide and easy access to the services; (2) The contribution
by the community to the operation and maintenance of the services;

(3) The participation of the community in the planning and management

of the services within the community; (4) community input into the
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overall strategies, policies, and work plans of the program; and (5)
Overcoming the factionalism and conflict of interest in the community
in order to achieve a broadbase of participation, particularly on the
part of disadvantaged groups.

Morley, Rohde and William (1983) discussed community participa-
tion as the key to the successful organization of PHC. This is
commonly misinterpreted to mean simply the mobilization of the people's
resources of money, labor, and materials in order to carry out govern-
ment planned and controlled programs. Such contributions from the
people are usually desirable, but they are only one aspect of partici-
pation. A more sensitive approach is to view community participation
as a process through which people gain greater control over social,
political, economic and environmental factors related to health. By
acquiring appropriate knowledge, skills, organizational capacities
and a heightened sense of individual and collective responsibility,
low-income communities can achieve remarkable improvements in health
status. The community must participate, not just in implementation,
but in every stage of the health program as follows: (1) initial
assessment of the situation; (2) defining the main health problems;

(3) setting the priorities for the program; (4) impliementing the
activities; and (5) monitoring and evaluating the results.

Mishra (1984) divided community participation in rural development
as follows: (1) Participation in decision making; (2) Participation
in implementation; (3) Participation in sharing the benefits; and (4)
Participation in monitoring and evaluation (Munoz, 1982).

Based on the discussion above, the community participation that

is used in this research is to define the endeavors of the local
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community to become actively involved in a community-based program
through the principles of mutual self-help and deliberation. Involve-
ment of the community is measured in this study in terms of five
components:

1. involvement in program planning,
2. involvement in program budgeting,
3. dinvolvement in program implementation,
4. involvement in program evaluation, and
5. total activities.
Levels of participation for each component (except total activities)
are recorded as either involved or not involved for the purpose of
this study. Total activities per capita are divided into three
categories:
high (more than or equal to six activities per adult in the
family),
medium (three to five activities per adult in the family)
and
low participation (less than three activities per adult
per family).
The total of these five components is called the "PARTICIP" composite
variable which is categorized into high, medium and low participation

based on the mean and standard deviation.

Health Indicators and Socio-Economic Indicators Related to Health

The W.H.0. (1982) defined these indicators as an indication of
a given situation, or a reflection of that situation. In the W.H.0.'s

guidelines for health program evaluation, indicators are defined as
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"variables which help to measure changes." The suggested indicators
are grouped under four broad categories: (1) health policy indicators;
(2) social and economic indicators related to health; (3) status indi-
cators. There are more difficulties in gathering relevant information
for some of these indicators than for others. The list of suggested
indicators are defined as follows: (W.H.0., 1981b, 1981c)

1. Health policy indicators: political commitment to health

for all; resource allocation; the degree of equity of dis-
tribution of health resources; community involvement in
attaining health for all; and organizational framework and

managerial process.

2. Social and ecbnomic indicators related to health: rate of

population increase; gross national product or gross domestic
product; income distribution; work conditions; adult literacy

rate; housing and food availability.

3. Indicators of the provision of health care: Coverage by

primary health care and coverage by the referral system.

4. Health status indicators: Nutritional status and psychological

development of children; infant mortality rate; child mortality
rate; life expectancy at birth or at other specific ages;

and maternal mortality rate.

Ascobat (1981) used income, properties and occupation for economic
data; disease patterns, decision making for treatment and type of health
service sought, health service preference, and price of health service
for health data in analyzing demand for health services in rural area

of Karanganyar Regency, Central Java, Indonesia.
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Satoto et al. (1984) used the following indicators in evaluating
nutrition intervention pilot projects in Ngawi and Bojonegoro regencies,
East Java, Indonesia: (1) Socio-economic status of family: family
occupation, family income, land ownership in the family, income of
land, and family possessions; (2) Morbidity; (3) Housing and environ-
mental sanitation and sanitation facilities such as personal hygiene
of the children, housing condition, drinking water source and toilet
facilities.

The indicators suggested by W.H.0. are usually used at the national
level. Since this study was done in a small regency area in Indonesia
with a population of only 708,000, as well as with time and budgetary
limitations, some of the indicators suggested by W.H.0. were not appro-
priate (Levinson, 1974). Hence, for the purposes of this study the
W.H.0. indicators and the variables suggested by Ascobat and Satoto
were modified as follows:

1. Health Indicators:

Weight per age of children under five; increased weight per
month of children under five; infant mortality and under-five
mortality as well as crude mortality; births; number of sick
persons; pattern of disease; degree of severity of illnesses;
first aid preference; bedroom space available per square meter
per capita; hygiene and sanitary facilities; hygiene and
sanitation of each room in the house; food availability in
the day observation and monthly food habits; and personal

hygiene.
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2. Socio-economic Related Health Indicators:

level of education of both head and spouse of the household;
literacy level of both head and spouse of the household; total
income per capita/month; total monthly living expenditure/
capita; value of possessions (cattle, furniture, secondary
possessions, agricultural items and food storage); area of
land; area of nutritional garden; housing material; occupa-
tion; total fruit and lumber trees available in the garden;

number of children; and family planning involvement.

Since there were abundant variables collected in this research,
the details of the data reduction techniques, the composition of the
variables and operational definition of the variables will be discussed

in Chapter V, "The Research Findings."




CHAPTER IV
METHODOLOGY

Research Design

The present inquiry utilized three methods of gathering data:
an archival review, observation and the interview method. Each of
the three approaches contributes complementary aspects of the range
of data required and generates what Bouchard (1976) has described as
the "triangulation" which occurs when multiple measures converge on
a common finding, providing a convergent validity. The research was
conducted with regard to the values and limitations of each of the
methods with regard to the values and limitations of each of the
methods. Relevant issues of validity and reliability are discussed
in the following section.

Besides the Tow cost of acquiring a massive amount of pertinent
data, one common advantage of archival material in a study is its

“nonreactivity." Webb (1966) stated that one out of four large classes

of unobstrusive measures is an archival review. Although there may

be substantial error in such material, it is not usual to find masking
or sensitivity because the producers of these data know they will later
be studied by some scientist. Webb, Campbell, Schwartz, Secrest and
Grove (1981) said that the risks of error implicit in archival sources
are not trivial, but if they are recognized and accounted for by
multiple measurement techniques, the errors need not preclude use of

them.
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Selective perceptions and the incomplete nature of human observa-
tion certainly cast doubt on the validity and reliability of observation
as a major method of scientific inquiry. Scientific inquiry using
observational methods requires disciplined training and rigorous
preparation. The fact that ordinary persons experience particular
situations differently does not mean that trained and prepared observers
cannot report with accuracy, validity, and reliability the nature of
a particular situation (Maxwell, 1975; Spector, 1983).

Patton (1983) has said that there are two pertinent points in
field observation. First, the folk wisdom about observation being
nothing more than selective perception is true in the ordinary course
of participating in day-to-day events. And second, the skilled
observer is able to improve the accuracy, validity, and reliability
of observations through intensive training and mature preparation.

Direct, personal contact with and observations of a people's
activities have several advantages and disadvantages which should be
understood and considered before one chooses this method. According
to several experts such as Kluckhohn (1940), Vidich (1955), Seltiz
(1959), Polansky (1960), Becker and Geer (1960), Babbie (1973), Webb
(1981), and Klemmack and Atherton (1982), in order to avoid influencing
the subjects being studied, the type of observation used in this study
* is not a complete participant observation. As Babbie (1983) suggested,
"observer-as-participant” is employed in this study. An "observer-as-
participant" is one who identifies himself as a researcher and inter-
acts with the participants in the social process but makes no pretense

of actually being a participant. Observing "what does not happen"
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is a precarious venture, because it can take the observer into the
area of speculation about "what might have been" when such speculation
may be inappropriate. Thus what is meant by observation in this study

is “"observer-as-participant."

A set of questions, carefully worded and arranged, was asked of
each respondent in the same sequence and essentially in the same words.
Any clarifications or elaborations were written into a notebook by
the interviewers. This note-taking solved the problem of identifying
important topics which were neither anticipated nor covered by the
standardized open-ended interview. However, this method still has
several other weaknesses such as: (1) constraints are placed on using
different lines of questioning with different people based on their
unique experiences, and (2) difficulties of analysis.

Based on the three research methodologies described above, the
research objectives of this study were achieved according to the

following research design:

1. To achieve research objectives nos. 3 and 4, primary data

were collected directly from the community by interviews and observa-
tions. Community involvement in planning, implementation, budgeting

and evaluation of PHC and community development were observed and inter-
viewed based on the questionnaires M-1 and M-2 (see Appendices A and

B). Some specific questions on knowledge, practices, and attitudes
(KAP) related to PHC and community development were asked in addition
to health and SE-RH indicators mentioned in Chapter III. The M-1
questionnaire form served as a guide for observing the community

activities, and the M-2 form was used to gather data and to interview
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respondents about community activities, fémi]y demographic and health
and SE-RH indicators. The unit of research in this design was the
family. The interviews and observations were conducted from February
1985 through June 1985 and used the framework of the "static group

non-experimental study" (Campbell, 1982) which is designed as follows:

X1 01
X2 02
X3 03

in which X1 was an intervention of PHC and community development
program given by the government and other
organizations;

X2.was an intervention of PHC and community
development program given by the government and
YPPSE for 2-5 years; and

X3 was an intervention of PHC and community
development program given by government and
YPPSE for more than 5 years;

01, 02 and 03 are the village householids with at
least one under-five child, which have received
intervention from government and others; from
government and "YPPSE" for 2-5 years; and
government and "YPPSE" for more than 5 years

respectively.

2. To achieve the other research objectives, a “"descriptive and

qualitative study" was conducted to obtain primary data by interviewing

and observing the providers at the regency, district and village levels.
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A search of the archives at the regency level was also performed.
At the regency level, in-depth interviews of government officials,
political leaders, non-governmental leaders and informal leaders were
conducted by specifically addressing those who were involved directly
in the PHC and community development developed by the "YPPSE" as well
as those who were not involved. The same target groups for in-depth
interviews were carried out at the district level with the exception
of the non-governmental leaders. The major topics of the interviews
included: training, "POLITICALIZATION," perception, knowledge,
attitudes, strengths, weaknesses, components as well as requests for
constructive criticism of "YPPSE" and PHC activities. The unit of
analysis for the providers at district and regency levels was the
individual. The interviews' guidelines can be seen in Appendices D
(PR or providers at the regency level) and C (PD or providers at the
district level).

Secondary data from 1974 to 1984 were also collected at each level
of government by the research supervisors from the monthly reports
on socio-economic and health development of each level of government,
from the "YPPSE's" reports, and from other resources such as the donor
agencies' papers and reports, student theses, etc. These data were
used for additional information in order to achieve each objective
of this research such as the comparison of YPPSE and Government

expenditures since 1976 and the "KRING" system development.

Sampling Procedure

To select the sample of households, a multi-stage stratified random

sample was employed. As mentioned earlier in Chapter II, the area
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of study contains 18 districts which consist of 279 villages, 34 of
which are urban villages which were excluded. The 245 remaining
villages were divided into two categories: (1) mountain (129 villages)
and (2) plain (116 villages) areas. This division provided two popula-
tion subgroups. Since three different levels of development were
examined in this research, each subpopulation was divided according
to three levels of development: (1) those which have been developed

by the government and other organizations (GO), (2) those which have

been developed by government and "YPPSE" for 2-5 years (GOY25), and

(3) those that have been developed by government and "YPPSE" for more

than 5 years (GOY>5). Since the proportion of villages at each of

the three different levels of development was almost identical in both
the mountain and plain areas, two villages were chosen randomly for
each level of development per each geographic category. Hence, there
were six villages selected from the mountain area of which two villages
were at level GO of devopment, two villages were at level GOY25 of
development and two villages were at level GOY>5 of development.
Similarly, the six villages in the plain area were comprised of two
villages for each level of development. Hence a total of 12 villages
were examined for the purposes of this research.

Negotiations with the local government and "YPPSE" officials
resulted in agreement about the villages and household sample criteria,
sample strategies, sample procedures and total samples. It was decided
that in addition to representing two geographic areas, three levels
of development and only rural villages, the sample villages should

be those classified as "SWAKARYA" villages in 1975 and increased to
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be "SWASEMBADA" villages in 1985 with an improvement score of 3 or

more over the period of 1975-1985 (for definition of SWASEMBADA and

SWADAYA refer to Chapter II, pp. 28-29). One hundred thirty-one
villages could be considered as possible sample villages according
to this final criteria. Of these 131 villages, 59 villages were in
the plain area and 72 villages in the mountain area. Simple random
sampling was used to select two villages from each geographic area
and from each developmental level. The sample villages are shown as

follows (Table 4.1).

Table 4.1

Sample Villages According to Geographic Area and
Development "Level in Banjarnegara Rural Area, 1985

Geographic Area

Level of

Development Mountain Area Plain Area

1. Government + Bakal village Gumingsir village
other org. Sirongge village Sered village
(GO)

2. Government + Darmayasa village Simbang village
YPPSE 2-5 yrs Karekan village Badamita village
(GoY25)

3. Government + Majatengah village Singomerto village
YPPSE >5 yrs  Kasmaran village Bondolharjc village
(GOY>5)

Hence, the village was the first stage sampling unit, the "dukuh" or
subvillage was the second stage sampling unit, and the household with

child/children under-five years old was the third stage. The unit
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analysis then was drawn randomly using the list of households that
had children under-five years old as the sampling frame (Figure 4.2).

The criteria for selecting a Househo]d with child or children
under-five years were: (1) The household should have been living in
the village for at least two years, and (2) The head of the household
should be a permanent resident of the village.

A total of 480 households were selected according to calculations
employing the formula suggested by Fisher et al. (1979).

n = zzép.q
in which z (the standard normal deviation) = 1.96; p (the proportion
of a target populatioﬁ estimated to have a particular characteristic)
= 0.3; and d (degree of accuracy desired) = 0.05. The households were
distributed evenly among all the sample villages. There were a total
of 12 sample villages in this research; thus 40 households were studied
in each sample village.

In deriving individual samples at the regency and district areas,
simple random sampling was conducted. The size of the samples was
as follows:

1. A11 8 providers involved directly with "YPPSE" were inter-
viewed, then 17 government officials and others who were involved
directly in "YPPSE" or used to be involved were also chosen randomly
and interviewed as samples of providers at the regency level.

2. By employing the same procedures, samples of 48 providers

at the district level were selected.
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Data Collection Instruments

As mentioned in the general design of this study, instruments
used in this study were the questionnaires and the guidelines for
observation. These instruments were designed to obtain information
about the component variables of the study, as well as to gather other
relevant information. There were an observational guideline and three
different questionnaires used in this study. The observational guide-
line (M-1) deals with general observations such as housing conditions,
environmental sanitation, sanitation facilities, daily food patterns,
personal hygiene, socio-demographics, daily activities, PHC and com-
munity development activities of the family. The first questionnaire
(M-2) collects detailed information which includes: attitude,
practice, and knowledge of the community concerning PHC and other
community development programs, indepth socio-economic data, number
of sick persons in a family during the month prior to the interview,
symptoms of diseases, disease patterns, degree of severity of illnesses,
health service preference, cost of health services, number of crude
deaths, nutrition status, involvement in management components of PHC
and community development, as well as perceptions and suggestions for
improvement of PHC, nutrition, and community development activities.

The two other questionnaires (PD and PR) are used to interview
the providers of the district and regency levels respectively. The
component variables related to training, political commitment and
"POLITICALIZATION" as welil as to the providers' attitudes, knowledge,
practice, perception and suggestions regarding community development,

PHC and "YPPSE" were collected in the PD and PR questionnaires.
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A11 questions and observation guidelines were written in the
Indonesian language and were designed to be easily used by non-health
professionals. Appendices A, B, C, and D show the translated observa-
tional guideline and questionnaires.

The M-1 and M-2 questionnaires were tested and revised four times
before the implementation of the research. The first pretest was
carried out by two midwives in each of the two geographic areas,
mountain and plain. The second pretest was implemented by the
researcher and the research supervisors in each of the two geographic
areas but in different villages than those selected in the first pre-
test. The third and fourth pretests were executed by the interviewers
during the training sessions before they went to the sample villages.
They carried out the questionnaire pretest in each of the two different
geographic areas and three different areas of development but in
villages which were not sample villages.

The PD and PR questionnaires were pretested two times by the
researcher and supervisors. The questionnaire pretests were carried
out with the district and regency provider§ out of the selected

individual samples.

Personnel

Due to the complexity of the questionnaires and the importance
of interviewing people with low educational levels, highly-skilled
professional interviewers were needed. However, interviewers with
such qualifications were prohibitively expensive to hire and perhaps
not the most appropriate people to conduct interviews in remote rural

villages. The interviewers were required to stay in the villages for
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roughly four months. They were to follow and accept the local living
conditions which were completely different from the conditions in the
urban areas.

The local field advisors and local authorities agreed that the
criteria for the selection of interviewers should include the following:
(1) Interest in the community health development programs in the rural
area; (2) Interest in the research; (3) Dedication to rural development
research as evidenced by past academic participation in such research;
(4) Ability to speak the Javanese language, preferably the Banyumas
Javanese dialect; (5) Enrollment in their final grade of university
or completion of their bachelor degree program; (6) Knowledge of some
principles of research methodology; (7) Recommendation of academic
advisors; and (8) Willingness to live in a rural area for an extended
period of time.

Interviewers were recruited from among students majoring in
Sociology, Political Science and Anthropology, at the University of
Gajah Mada, Yogyakarta, Indonesia. Twelve interviewers were selected.
Most of them had completed their bachelor's degree and had an excellent
command of the Javanese language.

The interviewers were supervised by six research supervisors (one
physician, one master in Sociology and Political Science, one master
in Anthropology, one master in Public Health, one bachelor in Political
Science and one senior nurse). In addition to these supervisors, one
senior midwife and one dentist were hired to assist the researcher
in conducting the interviews at the regency level and in collecting
secondary data. The supervisors also assisted the interviewers in

collecting secondary data at the district and village levels.
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Data Collection Management

The household observations and interviews were conducted in the
months.of March to May 1985. The first two weeks were used for making
observations as well as gaining familiarity and acceptance with the
community in the sample villages. During this two week period, inter-
viewers and supervisors were required to live continuously in the
sample village. There was a break for a week to discuss the results
and problems of observations, cultures, techniques, sampling conditions
and so forth in order to develop the strategy for the next steps of
the study and to revise the M-2 questionnaire. After this break, the
interviewers returned to the sample villages for 10 weeks.

During this 10 week period, each interviewer received supervision
from either the researcher or a supervisor at least three times a week.
During supervision, either the researcher or supervisors were required
to do a cross-check or control interviews of at least 10% of the total
sample households in each village by simple random selection. The
supervisors were also given the task of collecting secondary data from
the villages. The sources of these data were the village head and
his staff as well as those records available in the village office.

The interviewers were required to participate in some PHC and
community development activities as well as to attend meetings and
other activities in the village. Since only one interviewer was
assigned to each village, and each household interview required two
days (at roughly 8 hours per day), 80 working days were needed by one
interviewer to compiete 40 househoid interviews. This time inciuded

participation in and observation of the villagers' meetings and
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activities. The remainder of the interviewer's time (roughly two weeks)
was used for interviewing the providers at the district levels which
took approximately 3 hours per provider.

The interviewers were given the freedom to translate the question-
naires from Indonesian to the Javanese language. They were instructed
to paraphrase in translating the questionnaire in order to be more
clearly understood by the villagers and providers. However, uniformity
in interpretation was maintained through the guidelines and training
based in the pretest findings and quality control in the supervision.

At the regency level, the interview of providers, the review of
archival studies and the secondary data collection were carried out
by the researcher and two assistants. An average of 3-4 hours was
required to complete each interview at the regency level. The total

sample of 25 regency providers was completed within 30 working days.

Coding and Data Analysis Method

The coding procedure for the M-1 and M-2 questionnaires was done
by the same interviewers with the assistance of several officers of
the regency health services and of "YPPSE." Coding verification of
M-1 and M-2 questionnaires and coding process of questionnaires PD
and PR were performed by the researcher in Honolulu. The final editing,
data entry, analysis and all computer work were done at the Computing
Center of the University of Hawaii at Manoa, Honolulu, Hawaii.

In order to analyze objectives 3 and 4, some statistical analysis
techniques were used. A1l of the data was analyzed by using SPSSX
(Statistical Package for Social Sciences-X) and BMDP (Biomedical

Computer Program) computer programs. Basically, there were five
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statistical techniques used in this research. They were: (1) Factor
Analysis; (2) Multivariate Analysis of Variance (MANOVA); (3) Canonical
Analysis; (4) Chi-square and contigency table, and (5) Student t-test.

The factor anaiysis in SPSSX was one of the statistical tools
used to reduce the variables found in this research (Kim & Mueller,
1982a; 1982b). This analysis was also used in variable groupings in
order to create most of the composite variables used in this research.

The canonical analysis in BMDP provided analyses between two sets
of variables such as those mentioned in objective 3 of this research
(Huck, Cormier & Bounds, 1974; Thompsbn, 1984). Development identifi-
cation, area identification, knowledge, attitude and practice of
community as well as community participation would influence health
and SE-RH variables of the community. Hence the first set of variables
would be the development identification, area identification, knowledge,
attitude, practice and community participation composite variables
and another set of variables would be health and SE-RH composite
variables.

MANOVA was used to analyze the interactions among the variables.
Together with the student t-test or Range Test, the use of MANOVA
analysis was related to the fourth objective of this study in comparing
three independent samples of equal size (Scnedecor & Sochran, 1978;
Tabachnick & Fidel1l, 1983). These samples were (1) the GO group, (2)
the GOY25 group, and (3) the GOY>5 group. These three groups were
compared as to whether or not there was a significant difference among

the health and socic-economic indicators of the communities® samples.
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The Chi-squre methods were primarily concerned with the analysis
of frequency data occurring in the form of cross-classification or
contingency tables. Basically, this is a test of association because
it answered the questions of whether there is any association between
a factor and an outcome. The qualitative part of objectives 1 and
2 consisted primarily of cross-tabulations and Chi-squre calculation
(Davis, 1971; Evezitt, 1977).

The descriptive part was done by using the logical inference
suggested by Mitchell (1984). Furthermore, the detailed discussion
of these five statistical analytic methods would be discussed in

Chapter V, "The Research Findings."




CHAPTER V
RESEARCH FINDINGS

Introduction

This chapter presents the research findings with separate sections
focusing on each of the study's specific objectives. Preliminary to
this presentation is a discussion of the quality of the data and their
limitations and a summary of the demcgraphic, socio-economic and some
health characteristics of the sample population at the community,
district and regency levels. Provided in this summary is basic
information about the sample population. In addition, distinctions
between segments of the community sample which will have bearing upon

the statistical techniques chosen for analysis are discussed.

The Quality of Data and Their Limitation

To assure the validity and reliability of the data collected in
a research study, various methods of data coilection were utilized.
Questionnaires were pretested at least three times per questionnaire.
Interviewers were preselected for educational background and experience
and were given intensive training and supervision to guarantee
uniformity in data collection and to obtain valid information from
the respondents.

It must be understood, however, that data collection was conducted
within a field context which presented several problems: (1) Geographic
inaccessibility of study area which caused supervision difficulties;

(2) Incomplete secondary data or archival data in the study area; (3)
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Data collection during periods of heavy rain, and/or harvesting and
plantation time; and (4) Unexpected problems such as disease outbreaks
in some villages, surveyors illness and personal problems of sur-
veyors.

These problems had to be taken into account in the interpretation
of data and led in some cases to a decision not to include certain
data in the analysis. For example: (1) some of the data such as
disease pattern for a one-month recall period, had to be interpreted
carefully; and (2) some secondary data from village, district, and
regency level such as mortality, migration and birth data were found
to be incomplete and disorganized. These data will not be used in
data analysis, although they will still be presented here as supple-
mentary information. In cases where original respondents were found
to be busy with harvesting and planting during the period of this study,
they were replaced by new respondents. It was impossible to observe
some activities due to heavy rain and geographic inaccessibility.

Furthermore in data analysis, ordinal and interval data were chosen
'for some continuous data such as total income, total monthly expenses,
value of ownership, age, weight of under-five children and so on.

This decision was made due to digit preference problem by the
respondents in expressing some number due to their low level of
education. This problem can only be solved by applying classes or
groups of age, income, expenditures, value of ownership and so on in
data analysis.

Open-ended questions in the questionnaires required transition

coding before they could be coded for the final data analysis. Some
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of the answers which were improperly coded were eliminated from the
data analysis or put into the missing value. Some of the data could
not be coded or quantified, and these were only for descriptive
explanation and analysis.

Some members of the original sample at the regency could not be
interviewed. In order to achieve the sample size expected, they were
dropped and replaced randomly by other providers. However, two of
the respondents at the regency level could not be replaced due to
limitations in the numbers of providers as determined by the operational

definition and they were dropped from the samples.

Summary of Findings of the Demographic, Socio-Economic and Health
Characteristics of Respondents in the Sample

A total of 480 households with one or more children under-five
years of age comprised the sample, resulting in a sample population
of 2,683 individuals. Age composition of the sample showed a high
dependency ratio. The statistical mean for sample family size was
5.6. There was a substantial difference in almost all of the health
and socio-economic conditions of the samples in plain and mountain
areas.

The education level of married individuals was low, particularly
in the mountain area. More than 60% of the sample either never attended
or had not completed elementary school. Only 25% of the samples had
completed elementary school and it was lower in the mountain area.

Not surprisingly, the illiteracy rate was roughly 30% among the married
individuals, with illiteracy rate much higher in the mountain area

as compared to the plain area. More than two-thirds of the heads of
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households were engaged in agricultural activities as the main source

3 of income. Most of the wives did not participate in the formal labor

sector, preferring instead to work as traders and sellers in the non-

formal labor sector.

Average monthly household income was US$53.00 or Rp. 58,160.00
(US$1.00 = Rp. 1,120 in June 1985) with monthly expenditures on average
of US$56.00/month or Rp. 61,893.30. However, income was maldistributed
with a large range between highest and Towest monthly income. This
disparity was most pronounced in the mountain area, where the highest
average monthly income was US$2,300.00 compared to the lowest average
monthly household income of US$10.00.

The average value ‘of material possessions per household was
US$162.00. Households in the mountainous area seemed to have more
material possessions due to several households with extremely high
values. However, in the plain area the average value of material
possessions was more evenly distributed. The mean of land ownership
was 3,562 m2. Households in the mountain area had more land ownership
when compared to households in the plain area. Probably due to the
substantially cheaper price for land and lower productivity of land
in the mountain area as compared to the plain area. Total numbers
of fruit and lumber trees, which serve as a supplementary source of
food and income, was again higher in the mountain area than in the
plain area. Corn was the carbohydrate staple for the mountain area
households, and rice was the carbohydrate staple for plains area house-
holds. Cassava was not very popular as a main carbohydrate source

in either geographic area. Consumption of vegetables, animal protein,
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colorful fruits and green leafy vegetables was considerably higher
in the plain area. However, red or other colorful vegetables were
available in small quantities in both mountain and plain'areas, with
slightly higher consumption of colorful vegetables in the mountain
area. Milk is generally unpopular and consumed in small quantities
in both geographic areas, with milk consumption slightly but not
significantly higher among people in the plain area.

Wood and bamboo were the predominant housing construction materials
in the meuntain area, and bricks were used in the plain area. Floors
were still mainly soil in both areas. Other floor materials used in
the mountain area were cement, while in the plain area tile floors
were more popular. Homes in the mountain area had corrugated iron
roofs. Clay tiles were the roofing material of choice in the plain
area. Rooms in the mountain area were darker as compared to those
in the plain area. Room conditions were cleaner, less humid and better
ventilated in the plain area.

Cement water catchment tanks for drinking water storage were the
most common water resource in the mountain as compared to shallow
protected wells in the plain area. Communal bathing and latrine
facilities were commonly used in both areas; however, bathing and
latrine facilities in the house were more common in the plain area.
Bathing facilities infested with mosquito larva were most prevalent
in the plain area. Bathing facilities in the mountain area were more
generally moldy, had mud floors, and poor drainage. Both areas were
generally remiss in covering the latrines, with no significant

difference in this practice between the areas.
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The number of live births in the entire sample during the five
year period (May 1980 to May 1985) was 1,153. Each family had roughly
2.4 live births during that period. The number of surviving children
was 1,001 children or approximately 2.1 children per family, meaning
that 13.3% of all children born to households in this sample died before
the age of five. Among the 153 deaths occurring in the sample, 53.9%
occurred among children less than one year old. The major causes of
death were tetanus neonatorum, diarrhea, pneumonia and fever.

A total of 556 persons reported at least one illness during the
previous month, which was about 20% of the total number of individuals
in the sample or one month prevalence. Dermatitis was the major cause
of morbidity in the plain area while upper respiratory tract infections
caused the most morbidity in the mountain area. Children in the 0-4
and 5-9 years age groups accounted for 65% of all morbidity. The high
prevalence was probably caused by a seasonal outbreak of certain
diseases such as morbilli, dermatitis, influenza, conjunctivitis, upper
respiratory tract infections, etc. Seventeen percent of the total
morbidity could be categorized as severe illness. The highest first
aid preference in both areas was health centers; the second highest
was village health post and third was self-treatment.

The nutritional status of children under-five was adequate, with
one of the children under-five categorized as severely malnourished
(less than 60% of weight for age as determined by weight standard card
of Department of Health). Nutritional status of children under-five
in the mountain area was poorer than those 1living in the plain area.
The regularity of monthly weighing and the frequency of monthly weight

increase was higher in the plain area.
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Physical infrastructure in the mountain area was considerabiy
worse than the plain area. There were two villages in the mountain
areas that could not be reached by either motorcycles or cars. The
remaining villages were accessible by motorcycle but it required several
hours from the capital of Banjarnegara. Only two villages in the plain
area were located in slightly inaccessible areas easily reached by
motorcycle. However, accessibility to those two villages was com-
promised during the rainy season.

The sample of providers at the district level were mostly govern-
ment officials, 20 persons out of 48 respondents (41.7%) from Department
of Health, 15 persons (31.3%) from the Department of Interior and the
remaining were from the Department of Education (6.3%), National Family
Planning Coordinating Board (6.3%), Department of Agriculture (4.2%),
Department of Information (4.2%), Department of Animal Husbandry or
Fishery and Department of Social Welfare (each of them was 2.1%).

Only one community leader was interviewed (2.1%) in this sample.

Most of these respondents were well educated, having graduated
from senior high school (47.9%), or an academy or university (21.3%).
The rest were lower than senior high school but at least graduated
from the elementary school. Forty-four percent of the providers were
under 35 years old and had worked at the district level for an average
of 9.5 years. Most of them were married.

At the regency level, 60% of 25 providers sampled were government
officials, five persons (20%) were from NGOs, three persons (12%) were
from political parties and the remainder (8%) were businessmen and
community leaders. Most of them (96%) were 35 years old or more.

A1l of them were married. Four providers (16%) out of 25 were women.
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Fu}]y 64% h§d graduated from an academy or university, and only one
respondent stated his maximum educational attainment as elementary
school. Their mean of length of employment in Banjarnegara was 14.8
years.

From the above discussion clear differences in health and socio-
economic status emerge between communities in mountain and plain areas.
Education, literacy, income, size of land holdings, value of posses-
sions, housing, accessibility, morbidity, nutritional status, water
and sanitation are all affected by topography and geography. The
analysis underlines the importance of differentiating the sample between

these two areas for the purposes of this study.

The Findings of Research Objective I

. As mentioned in Chapter I, the first objective of this research
is to explore the process for increasing community participation in
PHC programs developed by providers of PHC at the district and village
levels. This process will be presented qualitatively and descriptively
in this section. This process cannot really be explored without doing
direct observation of what is going on in the study area.

In developing a response to this first objective, the researcher,
supervisors and interviewers directly observed some providers and com-
munity meetings, training sessions and other activities being carried
out during the research period (February 1985 to June 1985). The
results of those observations were discussed at weekly supervisors'
meetings, during the researcher's routine supervision visits to the
interviewers, and in every interviewer, supervisor and researcher

meeting.
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The results of those discussions were recorded by the researcher.
The research team recorded observations from at least two vi]lagew
meetings per village; five district integrated team meetings per
district; five "KRING" meetings; two combined village, district and
regency providers training sessions; two integrated regency and YPPSE
meetings; and supervisory visits to several different activities at
the community level.

In this section, only findings related to district and regency
integrated team meetings, supervisory visits and community activities
including the "KRING" system will be presented in depth. The training
process will be discussed in the findings of objective IV.

Generally the findings of this section indicate that community
participation in PHC increased through several categories of inputs
as follows: (1) Promotion of the integrated team in PHC and community
development, (2) Consolidation of the regency and district integrated
team, (3) Approach and social preparation of the community, (4) Estab-
lishment and organization of simple community based activities, (5)
Inclusion of the village in the "KRING" system, (6) Maintenance and

supervision of village activities.

1. Promotion of the Integrated Team in PHC and Community Development

Promoting the integrated team in PHC and community development
in Banjarnegara Regency is done through formal and informal channels.
The research teams' empirical findings indicate clearly that the
personal and informal approaches favored by YPPSE were most effective
in promoting the PHC regency and district integration teams in

Banjarnegara.
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Most of the village providers (82%) had never heard of YPPSE,
probably resulting from YPPSE's policy of functioning as a facilitator
and assistant to local government at the regency level, not as the
prime mover. YPPSE stresses the fact that its programs are carried
out through the government channels, and maintains a low profile as
a facilitating agency. Village providers claimed that they learned
about PHC and community development from district integrated teams,
district administrator, HC's doctor or HC's staff member, teacher,
and another district department officer. Although some respondents
heard about these activities personally, most of them claimed that
their major source of information came from meetings and information
from the government. TFen percent of them were familiar with YPPSE
through the "KRING" system. The remaining village providers (8%) knew
YPPSE by chance because the location of their villages were close to
the capital of Banjarnegara.

Most of the respondents in the regency level (82%) claimed that
they knew about YPPSE from the Regent and Chief of the Banjarnegara
Regency Health Office personally in the middle of the 1970s. The
Regent and the Chief of the Banjarnegara Regency Health Office were
the Chairman and Executive Chairman of YPPSE at that time. The remain-
ing providers were informed by either the Chief of Banjarnegara Planning
Division or other local department officers. All of the providers
at the district level recognized that they obtained firsthand informa-
tion about YPPSE from the HC doctors, the Chief of Banjarnegara Regency

Health Office and the Banjarnegara Regent.
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Most of the HC doctors (52% claimed that they were introduced
personally to YPPSE, PHC and community development programs by the
Chief of Banjarnegara Health Service Office when they came to work
in Banjarnegara for the first time. Some of them (45%) received their
information during their training in Klampok and Karangkobar HCs.

There is a tradition in Banjarnegara that a new doctor must receive

2-3 weeks training at either of those two HCs after the first or second
month 6f his/her assignment as a HC doctor. The remaining HC doctors
got firsthand information from other YPPSE staff members, regent,
district administrators and others.

In the researcher's observation, the YPPSE staff members
especially the chairman, vice chairman, and the full-time personnel
actively motivated every new HC doctor and paramedical personnel who
were assigned by the President's decree to the HC. Although the Chair-
man of YPPSE was also the Chief of the Banjarnegara Health Service
O0ffice, the motivation process was slow and laborious. During the
researcher's observations, there were three new HC's doctors and five
paramedical personnel who were informed by the Chairman of YPPSE about
PHC and community development. The Chairm;n motivated them gradually
every time they met, providing personal attention where possible.

For instance, he accompanied the new HC doctors or paramedical per-
sonnel to their new destinations, introducing them to the local
district administrator and other local department officers. The
Chairman or other YPPSE members conducted two to three follow-up visits

to each of the HCs during the first month of their assignments. Then
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they were given the opportunity to visit other HCs which were headed
by senior HC doctors.

In these observations it was found that new HC doctors and para-
medical personnel were generaily disinterested with PHC and community
development upon their arrival in Banjarnegara. A1l of these new
personnel (100%) were more interested in working in well-equipped HCs
in locations easily accessible to Banjarnegara. 'They also complained
about inadequacy of HC facilities, unsuitable housing conditions,
personnel insufficiency, and geographic inaccessibility (87.5%).
However, following some practical experiences working in the HC, several
meetings with the YPPSE Chairman and training with other senior HC
doctors, 75% of the providers claimed interest in and enthusiasm for
PHC and community development. Only 25% of the providers were still
not interested in PHC and community development after six months of

observation.

2. Consolidation of District and Regency Integrated Teams

Consolidation of regency and district integrated teams is one
of the most important factors in improving the community participation
in PHC and community development. One of the YPPSE's functions is
to facilitate consolidation of the integrated teams. Local political
commitment and training are the two critical components in establishing
that consolidation. These two important components will be discussed
in the research findings of objective II. This section will discuss
the perception of district and regency providers about their role in

the integrated teams.
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District administrators and HC doctors play the most important
role in the district integrated team in the development of community-
based programs either in PHC or community development. The integrated
teams in the district level were most dependent upon whether or not
one of these key persons was interested in PHC and community develop-
ment. In only two out of 10 districts surveyed (20%), neither
district administrators nor HC doctors exhibited interest in PHC and
community development. In four of the remaining districts, the
district administrators (40%) alone played the key role. In two of
the districts (20%) observed, the HC doctors assumed the leadership
of important roles. And in the two remaining districts (20%) both
district administrators and HC doctors played important roles in
initiating the development of PHC and community development.

In the interviews of the providers at the district level, Table
5.1 shows perceptions of 48 respondents regarding coordination, inte-
gration and participation of their own integrated teams.

Between 50 to 60% of the respondents felt that the coordination
and integration in their own integrated teams at the district level
were good. About 70-80% of respondents felt that participation among
the providers in the integrated temas were good. However, there were
still many respondents who felt uncertain regarding the coordination
and integration fo their teams. In order to explain why there was
still high frequency of uncertainty about coordination and integration,
Table 5.2 presents a cross-tabulation of providers' perception by the

key role of the initiator.
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Table 5.1
Level of Providers Perception by Coordination, Integration and

Participation Functions at the District Level
in Banjarnegara Regency, June 1985

Coordination,
Integration, and . .
Participation Level of Providers Perception
Functions
Very Good Good Uncertain Insufficient
N % N % N % %
Coordination
1. PHC 2 4.2 26 54.2 20 41.7 0 0.0
2. Com. Dev. 1 2.1 23 47.9 22 45.8 2 4.2
Integration
1. PHC 0 0.0 28 58.3 18 37.5 2 4.2
2. Com. Dev. 1 . 2.1 26 54.2 18 37.5 3 6.2
Participation
1. PHC 1 2.1 35 72.9 11 22.9 1 2.1
2. Com. Dev. 1 2.1 38 79.1 7 14.6 2 4.2

Notes: 1. Com. Dev. = community development, it means non-PHC
community based activities such as farmer club,
religious groups, etc.

2. In the questionnaire there are five criteria, very good.
good, uncertain, insufficient, and very insufficient.

The Very Insufficient box is empty, it is excluded from
this table.

Table 5.2 describes the important role of district administrator
was the prime initiator, provider perceptions of integration and coor-
dination in community development were higher, but unsatisfactory for
PHC. The important role of both district administrators and HC's

doctors as co-prime initiators is emphasized most strongly by the
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Level of Providers Perception by Key Role Initiators, and Coordination

and Integration Functions at the District Level

in Banjarnegara Regency, June 1985
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Key Role Coordination

Level of Providers Perception

Initiators and
Integration Very Good Good Uncertain Insufficient
Functfons? N % N % N % N %
Ne‘ltherb Coordination
1. PHC 0 0.0 4 36.4 7 63.6 0 0.0
2. Com. Dev. O 0.0 3 27.3 6 54.5 2 18.2
Integration
1. PHC 0 0.0 5 45.4 5 45.4 1 9.1
2. Com. Dev. O 0.0 3 27.3 5 45.4 3 27.3
HC'< Coordination
Doctor 1. PHC 0 0.0 7 77.8 2 22.2 2 0.0
2. Com. Dev. O 0.0 2 22.2 7 77.8 0 0.0
Integration .
1. PHC 0 0.0 6 66.7 3 33.3 0 0.0
2. Com. Dev. O 0.0 4 44,4 5 55.6 0 0.0
District Coordination
Adminis- 1. PHC 0o 0.0 8 42.1 1 57.9 0 0.0
trator 2. Com. Dev. O 0.0 11 57.9 8 42,1 0 0.0
Integration
1. PHC 0 0.0 9 47.4 9 47.4 1 5.2
2. Com. Dev. O 0.0 12 63.2 7 36.8 0 0.0
HC's Coordination
Doctor & 1. PHC 2 22.2 7 77.8 0 0.0 0 0.0
District 2. Com. Dev. 1 11.1 7 77.8 1 11.1 0 0.0
Adminis- Integration
trator 1. PHC 0 0.0 8 88.9 1 0 0.0
2. Com. Dev. 1 11.1 7 77.8 1 . 0 0.0

1. Com. Dev. = community development, it means
such as farmer club, religious groups, etc.

2. In the questionnaire there are 5 criteria, very good, good, uncertain, bad, and

non PHC community based activities

worse. Since the worse box is empty, it is excluded from the table.

bNeither HC doctor nor district administrator
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results of Table 5.2 where the perception of providers toward coordin-
ation and integration in both PHC or community development was
absolutely satisfactory.

From the researcher's observations, well coordinated and integrated
teams exhibit regular supervision and meeting schedules; good personal
relationships and communication among the team members; an equal degree
of knowledge, practice and attitude about PHC and community develop-
ment; equal opportunity for involvement in program planning, budgeting,
implementation and evaluation for each member of the team; a priority
of program development that has to be solved; a commitment to a multi-
sectoral rucus of development rather than unisectoral focus to develop-
ment; and a dedicated-coordinator (district administrator) who is
assisted by an equally dedicated HC doctor.

At the regency level, the findings of providers' perceptions
toward consolidation of YPPSE can be seen in Table 5.3. Almost all
of the YPPSE officials (87.5%) were not satisfied with the management
performances of YPPSE. A1l of the YPPSE respondents (100%) were dis-
satisfied with uncertainty and insufficiency of YPPSE performance in
coordinating and integrating in evaluating programs. And 87.5% of
the YPPSE's officials felt that coordination and integration in the
budget area had not shown good management. Only in the program
implementation (87.5%) did they express satisfaction with YPPSE's
performance. A1l of the respondents at the regency level agreed that
the budget of YPPSE was used for the PHC and community development,

but recommended that a better financial reporting and recording system
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Table 5.3
Level of Providers Perception by Management Functions and

Level of Involvement in YPPSE at the Regency Level
in Banjarnegara Regency, June 1985

Level of Management Level of
Providers Functions of Providers Perception
g:vgggggent Coori;gat1on Good Uncertain Insufficient
Organization Integration N % N % N %
in:
Not 1. Planning 1 20.0 2 40.0 2 40.0
Involved 2. Implementation 3 60.0 O 0.0 2 40.0
Directly 3. Budgeting 1 20,0 1 20.0 3 60.0
4. Evaluation 1 20.0 1 20.0 3 60.0
5. Overall 2 40.0 1 20.0 2 40.0
Used to be 1. Planning 5 41.7 3 25.0 4 33.4
Involved 2. Implementation 8 66.7 2 16.7 2 16.7
Directly 3. Budgeting 5 41.7 3 25.0 4 33.4
4. Evaluation 2 16.7 3 25.0 7 58.4
5. Overall 8 66.7 2 16.7 2 16.7
Involved 1. Planning 1 12.5 4 50.0 3 37.5
Directly 2. Implementation 7 87.5 O 0.0 1 12.5
3. Budgeting 1 12.5 4 50.0 3 37.5
4. Evaluation 0 0.0 & 50.0 4 50.0
5. Overall 1 27.3 3 37.5 4 50.0

be developed and made available. They also suggested that YPPSE should
strive to achieve self-sufficiency and not depend primarily on external
donor resources.

The same pattern of perception was shown by the providers who
were not involved directly in the organization of YPPSE but who work
as their partner in the integrated team at the regency level. They
perceived that YPPSE's coordination and integration was only satis-

factory in program implementation.
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However, perceptions of providers formerly used to be involved
directly with YPPSE felt that its overall integration and coordination
was good. In the area of implementation, almost 70% of them agreed
that coordination and integration were good. Coordination and inte-
gration in budget and planning were chosen by 40% of the providers
as good. Among this group of respondents, evaluation was still con-
sidered poor. This difference in perception might be caused by the
transformation of PPSE to YPPSE in 1980. The YPPSE was a real NGO
and PPSE was the "quasi NGO." The explanation of this transformation
will be discussed in Chapter VI.

The above findings do not imply that YPPSE was really ineffective
in its management or made no effort to coordinate and integrate its
components of activities with the regency level integrated team. Almost
all of the providers at the regency level claimed that they still
needed YPPSE and they supported YPPSE as an organization that could
help the government in achieving its development goals. They had
reservations about YPPSE because they felt that YPPSE could be more
efficient and effective in its management system. The chairman of
YPPSE and other senior officials also recognized these management
deficiencies but claimed that budgetary constraints had caused manpower
shortages in personnel areas essential for good management. This
situation was caused by the growing needs of the community and local
government in PHC and community development along with increased work-
load.

A1l of the providers surveyed at the regency level claimed that

they were involved to some degree in the four management components
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of YPPSE. Of these respondents, 36% (9 providers) claimed that they
were not so involved in the planning section; 24% (6 providers) stated
that they were not so involved in the implementation program; 56% (14
providers) felt that they were not so involved in the budgeting section;
and 68% (17 providers) of them were not so involved in the evaluation
section.

Even though it is impossible for an organization to permit all
of its members and partners to be involved in all aspects of management
components of the organization, it is important for members and partners
to know what is going on with the four management components. The
partial involvement of providers in the four management functions,
then, is not unexpected.

Most providers did not feel that YPPSE was rigid in financial
management, delegation of authority and program priority. Only in
the area of flexibility of financial management and delegation of
authority did an appreciable number of regency level providers express

some dissatisfaction.

3. Approach anu Social Preparation of the Community

Based on the resarcher's subjective observations of the integrated
team and during interviews of the providers at the district level,
some principles of approach and social preparation of the community
emerged. usually, members of the integrated team established a
schedule for visiting villages, and official letters were sent to inform
the village in question at least two weeks in advance of the visit.

On the appointed day, the district integrated team, consisting

of 5-10 district providers, visited the village. The district
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administrator or his staff member and the HC doctor or his staff member
formed the core of the team. In general, the village was represented
by the village head man, the other village officers, the sub village
head man, religious leaders, informal leaders, political leaders,
traditional healers and other key persons in the community.

Following a formal ceremonial welcome, the district administrator
or his staff member explained the purpose of the integrated team's
visit. Then a HC doctor or his staff explained the importance and
advantages of PHC. Following these explanations, the general and health
problems of villages were discussed, the causes were postulated,
efforts to solve the problems were reviewed, and human, financial and
material resources possessed by the villagers were identified.

Upon concluding these discussions the district administrator
emphasized that the government would assist the village in solving
their problems to the extent possible, but that government funds were
limited, and that the communities' own contribution, both financial
and material, would have to constitute the major input toward solution
of their problems. This plea for community participation capitalized
upon the traditional Javanese value of "gotong royong," and stressed
once again the importance placed upon community participation as
probably the single most critical ingredient to the success of the
PHC and community development program.

YPPSE was invited to join the second or third informal meeting
between the district integrated team and the villagers. By this time
a joint plan of action had been drawn up and arrangements had been

made to provide a training program as the first input into this process,
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with YPPSE providing.the training. The content of the training program
is drawn up with the villagers, and is geared toward the introduction
of some simple yet visible activity as the first step toward achieving
the objectives of the communities' PHC and development plan. This
component of the YPPSE strategy is discussed in more detail in the
next section.

The whole process of social preparation takes from 4-6 months,
involves a series of formal and informal meetings, and is designed
mainly to involve the community as a full and active partner in
solving their own problems. YPPSE's role is as facilitator and pro-
vider of technical assistance. The role of the district providers,
and the integral part they play in approaching the community and
eliciting their cooperation and participation, is probably the critical

element in the success of YPPSE's approach to the community.

4, Establishment of Simple Community Based Activity

and Its Organization

In the villages observed during this study a simple activity was
introduced first which yielded quick and very visible results. Some
examples of these initial activities are:

(a) Health Post or Village Health Insurance. Volunteers were

trained to treat about 10 common complaints, simple illnesses and
frequent minor accidents, with operational responsibilities for 20-30
households. This unit of households, usually a hamiet, chose the
volunteers, bought the initial supply of medicines from the HC (with
50% discount from the retail price) and determined regulations Tor

membership, fees, and access to care. Where villages were in close
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proximity to the HC, the operational unit paid the fees for members'
care at the HC. In this study, it was observed that 60% of these
health posts had closed because of the low cost of HC service. But
20% of health posts maintained some form of village health insurance
for emergency care. This activity was very useful in the remote

villages which were far away from the HC.

(b) Nutrition Club or Weighing Program. Involved monthly weighing

of children under-five, and recording of weight on a government
supplied growth monitoring card by the village volunteer. The weighing
sessions became social gatherings where mothers, assisted by the
volunteers, exchanged ideas about child nutrition status, and in some
clubs, provided a communal meal prepared by mothers at the time of
weighing. The material for that meal was contributed by the mother
from their own home gardens. This stimulated gardening and animal
raising, as well as effectively changed feeding pattern in the family.
Some other activities such as family planning pill and condom distribu-
tion, health education, simple treatment, vitamin A and oral rehydra-
tion package distribution, immunization and some income generating
activities were provided by the HC's supervisors. The weighing program
has been most effective as the initial activity, with the monthly
weighing post becoming institutionalized in the village under the

Family Welfare Movement or "PKK."

(c) School Health Program, provided simple curative care, environ-

mental sanitation, school gardening, animal raising, food preparation

demonstrations and health education using the school as community focus.




112

(d) "ARISAN," this is a collective lottery activity or social
gathering to which members contribute the same amount on a monthly
basis and funds are distributed via a monthly drawing. Contributions
are in cash or kind, and all members must win the lottery at least
once before any member can win a second time. In the observations
and interviews of this research, it was found that this activity had
been particularly successful to provide the funds for housing rehabili-
tation, latrine construction, well building and so on.

These are only examples of initial activities introduced via YPPSE,
as the entry point for PHC and community development. What all initial
activities had in common was the role played by the community and the
requirement for some community contribution in either manpower, money

and material.

5. Putting the Village in the "KRING" System

Following the activities mentioned in the previous section, the
villages in this stage were put in the "KRING" system. This was a
grouping of about 10 to 15 villages, of which two to four villages
were relatively advanced in their development, two to four were in
the medium stage in their development and the remaining were new
participants or in the initial stage of their development. In observa-
tions and interviews of this research it was found that this configur-
ation was not rigid, some villages which had not yet started the
initial visible activity were included in the "KRING" system because
YPPSE had hoped that the new villages would receive stimulus from the

more advanced villages.
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The "KRING" system is unique to YPPSE's approach, and operates
as follows: About 5-6 village leaders from each village, usually the
village headman, chief of the village council, informal community
leaders, and some village volunteers, met every three months on a
rotation basis to discuss one another's development and plan village
development activities for the next quarter. The members of the
district integrated team, YPPSE, and representatives from the regency
level attended as facilitators. The "KRING" meetings last for three
days and all participants, including the facilitators, stayed in the
village.

During the meeting each village gave a status report on the
programs being implemented in their communities, how they were financed,
what problems were being faced, what solutions were possible, and out-
lines of the next quarterly plan. Villages with similar problems worked
in small groups, and assisted by the facilitators, brainstormed
successful solutions, and presented them in plenary sessions.

Each group then wrote their suggestions about subjects that they
still needed to obtain inputs of training refreshers. Later on after
the meetings were completed, while the participants took a rest for
1-2 hours, the moderators and facilitators discussed the inputs that
the participants still needed. The priority of inputs were decided
based on the resource persons who attended that meeting. The others
would be given in the next meeting.

The same night, the meeting was continued with lectures on topics
arising from previous discussions of the last meeting and inputs raised

at the afternoon meeting. Some of the facilitators did not give formal
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lectures, but instead presented materials on a case study, a story
of successful programs, simulation exercises in management and other
simple but appropriate methods. After the meeting, the participants
were assigned to stay in the local villagers' houses which again pro-
vided opportunites to hold informal discussions with the owners of
the houses.

"KRING" members visited the local community on the second day,
examining housing, sanitation and water facilities, family planning,
and community health and socio-economic conditions. Panel discussions
were held following the field visit to discuss the findings ‘of their
tour and make suggestions for improvements in the village being used
for the "KRING." .

On the final day of the "KRING" meeting, participants were again
divided into small groups, each group containing members of the same
village, to finalize planning for the upcoming quarter for PHC and
community development and to develop proposals. The time and agenda
for the next "KRING" meeting was also set.

Following completion of the "KRING" meeting, the district inte-
grated team formulated a composite proposal for submission to the
Regent and YPPSE, with action taken within one week of its submission.
The villagers, in turn, returned to their communities and presented
results to fellow villagers. Revisions of plans developed at the
"KRING" meeting were possible in the rare cases where plans were
rejected by the community.

The "KRING" meeting moved every three months to another village

location decided upon at the last meeting. Then, it returned to the
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initial village after a meeting had been held in all villages joined
in that “KRING."

In the observations, interviews and secondary data reviews, it
was found that, by May 1985, the Banjarnegara Regency had 12 "KRING's"
covering 134 villages. The first six "KRING's" with 82 villages were
mostly located in the northern and middle part of the Regency ("KRING"
nos. I to VI). The other six "KRINGs" with 52 villages were mostly
Tocated in the middle and southern part of Banjarnegara Regency
("KRING" nos. A to F). This meant that almost 50% of the total
villages in Banjarnegara Regency were included in this "KRING" system.

YPPSE provided a budget of roughly $130.00 for each "KRING"
meeting, to cover transportation for facilitators, and supplies for
the meeting. The village hosting the "KRING" provided food and lodging
for all participants. YPPSE provided a contribution for the first
10 "KRING" meetings. Costs for all subsequent meetings had to be borne
by the villages in the "KRING."

The findings of observations, interviews and archival search
related to the "KRING" system describe some important benefits of the
"KRING" system as follows:

a. Maintenance and improvement of community participation in

existing PHC and community development activities in

participaing "KRING" villages.

b. Stimulation of community participation in PHC and community
development in the villages that are not yet developed by

the YPPSE,
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Enhancement of the friendship among the participants in the
"KRING" meetings and between those participants and the local

communities.

Rewarding the villages hosting the meeting if the result of
their participation in PHC and community development is good,
and to make the participants proud of their achievements

through their reports and panel discussions.

Providing opportunities for exchanging experiences either
among the participants or between the participants and the

villagers who Tive in the village used for the meeting.

Improvement in villagers' self confidence in their abilities

to participate in PHC and community development activities.

Establishing more collegial relationships between the village
volunteer workers and the local community and district and

regency providers.

Improvements in knowledge, attitude and skill of the villagers
and participants in managing and using appropriate technologies

for PHC and community development.

Increasing actualization of political commitment among the
district and regency providers due to their close association,
the intimate opportunity they had for three days to view
village 1life firsthand, the chance to discuss problems with

villagers and get to know them personally.
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J. Monitoring the village activities every three months, so that
the YPPSE can know quickly and accurately the status of each

village's development activities.

k. Deeper understanding of community needs enabling YPPSE's

assistance to more suitably meet the community needs.

1. Solving the supervision problems created by a lack of man-

power, budget and geographic inaccessibility.

m. Mutual stimulation of the learning process of both villagers

and providers in PHC and community development.
Disadvantages and problems of the "KRING" system are as follows:

a. This system needs special funds, especially for the first
10 meetings and for some development assistance for proposed

community programs.

b. Requires an experienced, mature and dedicated integrated team
at the district level as well as a high degree of political

commitment from the providers at the regency level.

c. Requires an extensive lead time before substantial results
can be seen (at least 1 or 2 years after the system

implementation).

d. Unexpected climatic problems, or social, cultural and agri-

cultural events delay the "KRING" meetings.

e. Creation of a boomerang effect it the plans of action developed
at the "KRING" meeting do not receive immediate responses

from Regent or YPPSE.
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d. Local culture should be carefully considered and local
adaptations must be made in the general process and sequence

of the "KRING" described in this manuscript.

6. Maintenance and Supervision of Village

Based Activities

Maintenance and supervision of village community based activities
were conducted by the integrated team or individual department from
either the district or regency levels. This function had to be con-
ducted both in those villages already involved in the "KRING" system
and those not yet involved. Maintenance and supervision in the
villages which were noq involved in the "KRING" system was more
frequent, in order to perform the functions carried out by the "KRING"
system and to prepare those villages for their later involvement in
the "KRING" system.

Home visits, activities observations, and attendance at village/
subvillage and hamlet meetings were mostly done by all members of the
district integrated team. Technical guidance and management as well
as administrative assistance were usually provided by the team. Super-
vision also served to reinforce community participation as a visible
sign of the district providers' interest and concern for the villagers'
problems. Basic cultural and religious approaches were things that
could be accepted without any hesitation by the community.

However, in the research observations, not all the supervisions
that were scheduled éither at the district level or regency level could
be conducted. There were two villages that were supervised only once

by the district integrated team and they were never supervised by the
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regency staff members during the five months of this research period.
Both of these villages were located in the remote mountain area. Most
of the villages were supervised two to three times during the research
periods by the district teams and once by the regency team. Villages
in the plain area obtained more supervision as compared to those in
the mountain area. The exception was in the two districts, whose
district administrators and HC doctors were both interested in PHC
and community development. Villages in these two difficult areas
received more supervision than those in the other districts. The
schedule of supervision, coordination, and integration of the teams
as well as delegation of authority from the district administrators
were more organized as-compared to other districts.

Maintenance and supervision problems were due to personnel
insufficiency, geographic inaccessibility, lack of infrastructure and
unexpected weather conditions particularly in the mountain area. But
management difficulties, especially poor coordination and integration
still plagued some of the district level integrated teams. These
problems also occurred at the regency level. Sometimes supervision,
meetings, "KRING" meetings and training (basic or refresher) were pre-
empted due to other activities. Some of the providers at the village,
district and regency complained that there was no refresher training
or traing evaluation during the previous three-year period from the
YPPSE.

The Findings of Research Objective II

Objective I1 attempts to describe the effect of the process of

training and "politicalization® upon strengthening the political
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commitment of the Banjarnegara programs. In other words, how do these
two important variables influence the knowledge, practice and attitude
of the providers and influence their commitments to the maintenance
and promotion of PHC and community development.

In this section, qualitative, quantitative and descriptive analyses
are used to explain the relationships relevant to this objective.
Finidngs for both providers at the regency and district levels are
presented.

As previously discussed, "POLITICALIZATION" is used in this study
as an expression of the degree to which political commitment is mani-
fested and actualized in the development of PHC and community develop-
ment in the Banjarnegara Regency. The component variables are: (1)
the degree of commitment toward the philosophy of the YPPSE; (2) the
degree of involvement in the planning, implementation, budgeting and
evaluation process in Banjarnegara PHC and community development;

(3) flexibility of the managerial process in delegation of authority,
budgeting, and priorities for program development; (4) the degree of
involvement in the training process; (5) the degree of involvement

in the maintenance of PHC and community development through the "KRING"
system; and (6) attitude and perception of providers toward the goal
and future of integrated PHC and community development in achieving
health for all by the year 2000.

Training variables are (1) Frequency of basic training and
refresher training; (2) Length of training; (3) Usefulness of training

materials; and (4) Level of interest in training methodology.
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Knowledge and attitude are measured in relation to these factors:
(1) PHC, (2) community development, (3) community participation, (4)
training, (5) integration, (6) "KRING," (7) function of YPPSE, (8)
programs of YPPSE, (9) volunteerism, (10) PHC management, and (11)
appropriate technologies.

Practice is measured through observation of the following factors:
(1) team leadership, (2) level of integration in a team, (3) level
of participation in a meeting or team, (4) activities as trainers in
a training session, (5) personal approach in a team, meeting or train-
ing, ‘and (6) level of technical assistance in a meeting or activity.

These variables are used in the findings discussed in this section.
For purposes of clarity, the discussion will be divided into several
subsections: (1) "POLITICALIZATION" and Training at the district level;
(2) "POLITICALIZATION" and Training at the regency level; and (3)

Relationship of providers in both levels.

1. “POLITICALIZATION" and Training at the District Level

a. "POLITICALIZATION"

Commitment toward YPPSE philosophy in PHC and community develop-
ment was found to be strong at this level. The strongest commitment
was found in the districts where both the district administrator and
HC doctors were interested in PHC and community development. Where
only the district administrators were interested in PHC and community
development, a strong commitment was also established. However, in
the districts where only HC doctors expressed interest in PHC and

community development, or where neither district administrators nor
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HC doctors were interested in.PHC and community development, commitment
to the YPPSE philosophy was not as strong as in the others. This
statement was supported by Table 5.4. In this table, high commitment
toward YPPSE philosophy was shown where both the district administra-
tors and HC doctors were interested in PHC and community development
(33.3%), and in the districts where district administrators alone

played the key role in PHC and community development (21.1%).

Table 5.4

Level of Providers Commitment to the YPPSE's Philosophy
by Key Role Initiators at the District Level
in Banjarnegara Regency, June 1985

Key-Role Initiators in PHC and Community Dev.

Level of

Providers District District
Commitment a Adminis- Administrator &
to.YPPSE's Neither™ HC Doctor trator HC's Doctor
Philosophy N o N 9 N 9 N %
Low 4 36.4 4 44 .4 3 15.8 1 11.1
Medium 5 45.5 4 44.4 12 63.2 5 55.6
High 2 18.2 1 11.1 4 21.1 3 33.3
Total 1 100.1 9 99,9 19 100.0 9 100.0

dNeither HC Doctor nor District Administrator.

Their major source of information about the YPPSE philosophy came
from their interactions with the YPPSE and from their informal dis-
cussions with some of YPPSE officials. In the training they were never
taught the YPPSE's philosophy by the trainers. The main reason for

their commitment to the YPPSE's philosophy was that they felt that
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this philosophy most closely coincided with the purpose of their jobs
in developing the Indonesian people in their entirety.

The second component variable in "PCLITICALIZATION" was the degree
of provider involvement in planning, implementation, budgeting, and
evaluation of PHC and community development. Provider involvement
in budgeting was found to be low at the district level. Only 22.9%
(11 providers) out of 48 providers claimed that they were involved
in the budgeting process, and most of these were the district
administrators and HC doctors. However, in the districts where both
HC doctors and district administrators played key roles in PHC and
community development, 55.6% of the providers in these areas stated
that they were involved in the budgeting process.

This research also found that the involvement of providers in
the planning and evaluation process were reasonably high. Fully 60.8%
and 47.9% of total samples claimed that they were involved in the
planning and evaluation process of PHC and community development
respectively. The highest involvement in planning was found in the
area where both district administrators and HC doctors were key role
initiators. However, the highest involvement in evaluation was found
in the districts where district administrators played the key role
in PHC and community development (Table 5.5).

The third variable of "POLITICALIZATION" was flexibility of the
managerial process in PHC and community development. Table 5.6 shows
the flexibility of budgeting used, delegation of authority and estab-

lishment of program priorities.




Table 5.5

Level of Providers Involvement in Management Functions
by Key Role Initiators at the District Level

in Banjarnegara Regency, June 1985
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Level of Involvement

Key
Role Management
Initiators Functions
in PHC and of PHC and Not
Community Community Not So Involved
Development Development Involved Involved at all
N % N % N %
a 1. Planning 5 45.5 2 18.2 4 36.4
Neither 2. Implementation 7 63.6 4 36.4 O 0.0
3. Budgeting 1 9.1 3 27.3 7 63.6
4. Evaluation 1 9.1 4 36.4 6 54.6
1. Planning 3 33.3 1 1.1 5 55,6
HC's 2. Implementation 8 8.9 1 11.1 0O 0.0
Doctor 3. Budgeting 2 22.2 1 1.1 6 66.7
4. Evaluation T 1.0 1 a7 77.8
1. Planning 13 68.4 4 2.1 2 10.5
District 2. Implementation 16 84.3 2 10.5 1 5.3
Administrator 3. Budgeting 3 15.8 7 36.8 9 47.4
4. Evaluation 15 79.0 2 10.5 2 10.5
District 1. Planning 8 8.9 1 11.1 O 0.0
Administrator 2. Implementation 7 77.8 1 11,1 1 1.4
and HC's 3. Budgeting 5 55.6 O 0.0 4 44.4
Doctor 4. Evaluation 6 66.7 1 1.1 2 22.2
1. Planning 29 60.4 8 16.7 11 22.9
Total 2. Implementation 38 79.2 8 16.7 2 4.2
3. Budgeting 11 22.9 11 22.9 26 54.2
4. Evaluation 23 47.9 8 16.7 17 35.4

3Neither HC doctor nor District Administrator




Table 5.6

Level of District Integrated Teams Flexibility in Budgeting,
Delegation of Authority and Program Priority
by Key Role Initiators at the District Level

in Banjarnegara Regency, June 1985
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Management Level of Flexibility
Key Role Specification
Initiators of YPPSE in
in PHC and PHC and Not
Community Community Not So Flexible
Development Development Flexible Flexible at all
% % N % N %
b 1. Budgeting 3 27.3 3 27.3 5 45.5
Neither 2. Deleg. of Aut. 1 9.1 2 18.2 8 72.7
3. Program Prior. 3 27.3 4 36.4 4 36.4
1. Budgeting 2 22.2 5 55.6 2 22.2
HC's 2. Deleg. of Aut. 3 33.3 3 33.3 3 233.3
Doctor 3. Program Prior. 4 44.4 33.3 2 22.2
1. Budgeting 9 47.4 8 42.1 2 10.5
District 2. Deleg. of Aut. 8 42.1 8 42.1 3 15.8
Administrator 3. Program Prior. 9 47.4 7 3.8 3 15.8
District 1. Budgeting 6 77.8 3 33.3 0 0.0
Administrator 2. Deleg. of Aut. 8 88.9 1 11.1 0 0.0
& HC's Doctor 3. Program Prior. 6 66.7 2 22.2 1 22.2
1. Budgeting 20 41.7 19 39.6 9 18.7
Total 2. Deleg. of Aut. 20 41.7 14 29.2 14 29.2
3. Program Prior. 22 45.8 16 33.3 10 20.8

aDe]eg. of Aut.
Program Prior.

b

Delegation of Authority
Program Priority

Neither HC Doctor nor District Administrator
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Roughly 41% to 42% of the providers perceived managerial flexi-
bility in PHC and community development. Similar perception patterns
occurred in involvement in the management process. In other words,
the areas where both district administrators and HC doctors played
key roles as initiators of PHC and community development, there tended
to be bettern management flexibility.

The fourth variable measuring "POLITICALIZATION" was involvement
in the development training process. This variable was measured by
combining the district providers' involvement in planning implementa-
tion, budgeting and evaluation of the training process for village
volunteer workers. The individual variable measurement can be seen
in Table 5.7. Overall-involvement in development training was high
at the district level except for involvement in budgeting. However,
in districts where both district administrator and HC doctors worked
together, scores for this variable were slightly higher.

The fifth variable was involvement in the "KRING" system. Less
than one-third of the providers (29.2%) were involved in the "KRING"
system. In the districts where neither district administrators nor
HC doctors were involved actively as the key role person, a high
percentage of providers either were not involved or were only marginally
involved (9.1%). In the observations and discussions with some of
the district administrators and HC doctors, two of them refused to
become involved in the "KRING" system. However, they did not refuse
to assist YPPSE to develop the "KRING" system in their districts.

The distribution of providers involvement in the "KRING" system can

be seen in Table 5.8.




Table 5.7

Level of Providers Involvement in Management Functions
in Training by Key Role Initiators at the District Level
in Banjarnegara Regency, June 1985
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Management
Functions of
Training for

Level of Involvement

Village Not
Key Role Volunteer Not so Involved
Initiators Workers Involved Involved at all
in PHC and in PHC and
Community Community
Development Development N 9 N q N 9
a 1. Planning 8 72.8 0 0.0 3 27.3
Neither 2. Implementation 9 81.8 1 9.1 1 9.1
3. Budgeting 1 9.1 4 36.4 6 54.5
4. Evaluation 9 81.8 0 0.0 2 18.2
1. Planning 5 55.6 1 11,1 3 33.3
HC's 2. Implementation 7 77.8 2 22.2 O 0.0
Doctor 3. Budgeting 2 22.2 3 33.3 4 44.4
4. Evaluation 7 77.8 1T 1.1 1 11
1. Planning 17 89.5 1 5.3 1 5.3
District 2. Implementation 17 89.5 2 10.5 O 0.0
Administrator 3. Budgeting 4 21.1 7 36.8 8 42.1
4, Evaluation 17 89.5 2 10.5 O© 0.0
District 1. Planning 6 66.7 2 22.2 1 1.4
Administrator 2. Implementation 6 66.7 2 22.2 1 1.
and HC's 3. Budgeting 3 33.3 5 55.6 1 11.4
Doctor 4. Evaluation 5 55.6 2 11.1 2 22.2
1. Planning 36 75.0 4 8.3 8 16.7
Total 2. Implementation 39 81.2 7 14.6 2 4.2
3. Budgeting 10 20.8 19 39.6 19 19.9
4. Evaluation 38 79.2 5 16.7 5 10.4

3Neither HC Doctor nor District Administrator
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Table 5.8

Level of Providers Involvement in "KRING" System
by Key Role Initiators at the Distric Providers
in Banjarnegara Regency, June 1985

Level of Key Role Initiators in PHC and Community Dev.
Providers
Involvement
in "KRING" District
System a HC's Adminis- Administrator &
Neither Doctor trator HC's Doctor
N % N % N % N %

Not Involved

at all 5 45.1 1 11.1 1 5.3 1 11.1
Not so Involved S5 45.5 5 55.6 11 57.9 5 55.6
Involved 1 9.1 3 33.3 7 36.8 3 33.3
Total 11 100.1 9 100.0 19 100.0 9 100.0

INeither HC Doctor nor District Administrator

The last variable measuring "POLITICALIZATION" was attitude toward
the goal and future of PHC and community development for health for
all by the year 2000. These attitudes were measured by open-ended
questions with some key important words. High scores for attitude
were measured if respondents indicated a belief that PHC and community
development was one of many ways to achieve health for all in the year
2000 with supporting reasons. Medium scores for attitude were measured
if respondents indicated a similar belief but without any supporting
reasons. Low scores for attitude were measured if respondents indicated

a lukewarm belief or worse in PHC and community development as a way
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to achieve health for all. The detailed results of this variable

measurement is presented in Table 5.9.

Table 5.9

Level of Providers Attitude Toward Future of PHC
Community Development by Key Role Initiators
at the District Level in Banjarnegara Regency,

June 1985
Level of Key Role Initiators in PHC and Community Development
Proyiders
e e L
Future of a HC's District Administrator &
PHC and Neither Doctor Administrator HC's Doctor
Community N % N % N % N %
Development
Low 3 27.3 T 1.1 1 5.3 1 11.1
Medium 5 45.5 4 44.4 6 31.6 3 33.3
High 3 27.3 4 44.4 12 63.2 5 55.6
Total 11 100.1 9 99.9 19 100.1 9 100.0

3Neither HC Doctor nor District Administrator

The highest scores for attitude were achieved in the districts
where district administrators played the dominant role as the initiators
of PHC and community development (63.2%), followed closely by providers
in the district where both district administrators and HC doctors
played equally important roles as initiators of PHC and community
development (55.6%). The lowest scores for attitude were found in

those districts where neither the district administrators nor HC
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doctors expressed particular interest or involvement in PHC and com-
munity development (27.3%).

Therefore, the findings presented in this section support the
proposition that better relationships and cooperation between district

administrator and HC's doctors would create better "POLITICALIZATION."

b. Training

About 69% of the providers at the district level had attended
at least one training program at PHC and community development pro-
vided by the Government and YPPSE. Only two providers out of 48
sampled (4.2%) claimed that they had attended more than four training
programs of PHC and community development provided by the Government
and YPPSE since they séarted to work in Banjarnegara. About 35% said
that they were trained twice by Government and YPPSE in PHC and com-
munity development since they started to work in Banjarnegara. The
frequency distributions of training in PHC and community development
are shown in Table 5.10.

In districts where neither the HC doctors nor district administra-
tors were interested in PHC and community development, the percentage
of never trained providers was highest (36.4%), and lowest in districts
where HC doctors were the key initiators only (22.4%). In the remain-
ing groups, one third or less of the providers had never been trained.

Those providers trained in the "HC doctor" group attended at least
two training programs (77.8%). Providers in the “"none" group claimed
that 36.4% of them received training two times or more. About 50%
of the providers in each of the remaining groups stated that they were

trained two times or more.
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Table 5.10

Frequency of District Providers Training by Key Role
Initiators in Banjarnegara Regency, June 1985

Frequency of

Providers Key Role Initiators in PHC and Community Development
Training
in PHC & District
Community a HC's District Administrator &
Development Neither Doctor Administrator HC's Doctor
N % N % N % N %
Never 4 36.4 2 22.2 6 31.6 3 33.3
One Time 3 27.3 O 0.0 4 21.1 1 11.1
Two Times 3 27.3 7 77.8 4 21.1 3 33.3
More than 1 9.1 0O 0.0 5 26.3 2 22.2
Two Times
Total 11 100.1 9 100.0 19 100.1 9 99.9

8Neither HC Doctor nor District Administrator

The median length of training was three days (75.7%). Table 5.11
presents the details of length of training in days.

The average number of hours of training per day was 10 hours
(51.3%), ranging from 4 hours/day to 14 hours a day. The fewer the
training days, the greater the number of hours of training that were
carried out. For example, the two day training programs contained
12 to 14 hours of training per day. The three day training programs
consisted of 8 to 10 hours training per day. Two day training programs
with 12 to 14 hours of training per day were usually for the refresher
training and in an emergency condition. The average number of hours

of training per day is reported in Table 5.12.
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Length of District Providers Training by Key Role

Initiators in Banjarnegara Regency, June 1985

b?gg:?c:f Key Role Initiators in PHC and Community Development
Providers . .

. . District
g:a;ﬂéng ) a HC's Dis@rict Administrator &
Community Neither Doctor Administrator HC's Doctor
Development N % N % N % N %
Two Days 0 0.0 0 0.0 1 7.7 0 0.0
Three Days 6 85.7 5 71.4 8 61.5 6 100.0
More than 1 14.3 2 28.6 4 30.8 0 0.0

Three Days
Totalb 7 100.0 7 100.0 13 100.0 6 100.0

dNeither HC Doctor nor District Administrator

b

Total trained providers only 33 persons (N = 33)

According to the trained providers interviewed, training consisted

mostly of some practical management principles in integrated team and

community-based activity; some key speeches from the Regent and/or

other important persons from the regency level about the policy and

goal of PHC and community development; case studies of PHC and com-

munity development programs; the purpose and management of the "KRING"

system; culture, community participation and volunteerism in PHC and

community development; presentations from the district administrators,

HC's doctors, village headman, and village volunteer healt

workers
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Table 5.12

Average Daily Hours of District Providers Training by
Key Role Initiators in Banjarnegara Regency, June 1985

Average
Daily Hours Key Role Initiator in PHC and Community Development
of District

Providers . .

. . District
I;a,’,aé"gn ; o, HC's District Administrator &
Community Neither Doctor Administrator HC's Doctor
Development N % N % N % N %
Less Than 2 28.6 1 14.3 4 30.8 0 0.0

10 Hours
Ten Hours 3 42.8 4 57.1 6 46.1 6 100.0
More Than 2 28.6 2 28.6 3 23.1 0 0.0
10 Hours .
Tota'lb 7 100.0 7 100.0 13 100.0 6 100.0

3Neither HC Doctor nor District Administrator

bTota] trained providers only 33 persons (N = 33)

regarding their experiences in developing PHC and community develop-
ment; and appropriate technologies in supporting PHC and community
development.

The training time scheduie, outline of each subject to be
presented in the training, and summaries of key speeches were given
to the participants before the training began. However, some handout
of subject presentations were distributed at the end of each training
day. Additional reading materials about subjects of interest were
given out upon request by the participants. Daily evaluation sheets

were distributed at the end of each training day. Funds for the
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training including accommodations for the participants and incentives
for the teachers were mostly paid by the YPPSE. The local government
contributed some manpower and facilities of training. Table 5.13
presents the perception of district providers regarding the training

materials.

Table 5.13

Perception of District Providers Toward Training
Materials by Key Role Initiators in
Banjarnegara Regency, June 1985

Perception Key Role Initiators in PHC and Community Development
Toward
Training

. District
?ztg;ga;s _ a HC's District Administrator &
Community Neither Doctor Administrator HC's Doctor
Development N % N % N % N %

Not useful 2 28.6 1 14.3 1 7.7 0 0.0
Useful 5 71.4 6 85.7 12 92.3 6 100.0
Total®? 7 100.0 7 100.0 13  100.0 6 100.0

aNeither HC Doctor nor District Administrator

bTotal trained providers only 33 persons (N = 33)

Most of the trained providers (87.9%) perceived that the materials
of training were useful and only 12.1% of trained providers did not
feel the usefulness of those materials in implementation of PHC and
community development in the field. Surprisingly, almost all of the
providers who perceived that the materials of training were not useful

were HC doctors and staff members. Most of the district administrators
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felt that the materials of training were very useful for PHC and com-
munity development implementation.

Training methodologies included lectures, simulation games, group
dynamics, field study and case presentations. Audiovisual assistance
was always used in these training sessions. Only 30.3% of total sample
providers perceived that the training methodologies were interesting.
Most stated that the training methodologies were not so interesting
(45%). About 25% of them claimed that the methodologies were not
interesting at all. Table 5.14 will lead into the detailed perception
of the providers toward those training methodologies.

From the researcher observations during two training sessions,
although theoretically the materials and methodclogies were very
important and interesting, some teachers who carried out the method-
ologies were not capable. In the providers' individual evaluations,
the professional teachers from the NGOs and some YPPSE officials
received high ratings from most of the participants.

From the findings in the training section, it can be summarized
that most of the district providers attended two training programs
conducted by YPPSE. The length of training was generally three days
with an average of 8 to 10 hours of training per day. Most providers
perceived that the training materials were useful for the implementa-
tion of PHC and community development in the field. However, most
of them felt that the training methodologies were not so interesting.

This factor being mostly dependent upon the skills of the trainers.
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Table 5.14
Perception of District Providers Toward Training Methodologies

by Key Role Initiators
in Banjarnegara Regency, June 1985

Perception Key Role Initijators in PHC and Community Development
of District

Providers . .
Toward . . District
Training a HC's D1s§rjct Administrator &
Methodologies Neither Doctor Administrator HC's Doctor
in PHC N % N % N % N %
Not

Interesting 2 28.6 2 28.6 3 23.1 1 16.7
Not so

Interesting 3 42.8 3 42.8 6 46.1 3 50.0
Interesting 2 28.6 2 28.6 4 30.8 2 33.3
Total® 7 100.0 7 100.0 13  100.0 6 100.0

aNeither HC Doctor nor District Administrator
bTota] trained providers only 33 persons (N = 33)

¢. Knowledge, Attitude and Perception of the Providers
After running the factor analysis in SPSSX, the result of
this analysis suggested that the 11 variables of knowledge and attitude
as well as six practice variables could be classified into three

categories: KNOWLDG or KNOWLEDGE SCORE, ATTITUD or ATTITUDE SCORE

and PRACTIC or PRACTICE SCORE. These three new composite variables

were created by adding each of the 11 component knowledge variables
for KNOWLDG, 11 component attitude variables for ATTITUD and six

practice component variables for PRACTIC. Mean and SD were used to
create cut off points in order to categorize these three composite

variables into three categories: high, medium and low.
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The same techniques were also used to create the composite variable

POLITICA or "POLITICALIZATION" SCORE from six "POLITICALIZATION" com-

ponent variables. The POLITICA was also categorized into three levels:
high, medium and low. The training variable TRAINING, was divided
into two categories: trained and untrained providers. POLITICA which
represented the six "POLITICALIZATION" component variables, together
with TRAINING would be used to analyze their relationship to the
providers' knowledge, attitude and practice. As mentioned before,

the knowledge, attitude and practice of district providers were

represented by KNOWLDG, ATTITUD and PRACTIC composite variables.

Empirically, the trained providers shuld have higher knowledge,
attitude and practice scores as compared to those untrained providers.
Table 5.15 presents the distribution of trained and untrained providers
based on their knowledge, attitude and practice scores.

Knowledge score and attitude score showed a significant difference
between trained and untrainad providers. However, practice score was
not significant at p < 0.01, but was significant at p < 0.05. It could
be explained that there was only a slight difference between untrained
and trained providers in terms of their practice score. Hence, there
might be another factor that caused significant differences in practice
score.

The POLITICA composite variable should also have some impact on
knowledge, practice and attitude scores. Table 5.16 describes in
detail the differences in knowledge, practice and attitude scores after

cross tabulation with POLITICA. There were significant differences
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Table 5.15
Knowledge, Attitude and Practice Score of District

Providers by Training Status
in Banjarnegara Regency, June 1985

Knowledge, Attitude Training Status of Provider
and Practice of District
Providers Untrained Trained
Subject Score N % N %
1. Knowledge a. Low 4 26.7 0 0.0
b. Medium 7 46.7 6 18.2
¢. High 4 26.7 27 81.8

p = 0.0002; Chi-Square = 16.75; DF = 2; Min E.F. = 1.25

2. Practice a. Low 1 6.7 0 0.0
b. Medium 6 40.0 5 15.2
¢. "High 8 53.3 28 84.8

p = 0.419; Chi-Square = 6.34; DF = 2; Min E.F. = 0.313

3. Attitude a. Low 3 20.0 1 3.0
b. Medium 8 53.3 1 3.0
c. High 4 26.7 31 93.9

p = 0.0000; Chi-Square = 23.88; DF = 2; Min E.F. = 1.25

among those three variables by POLITICA at p < 0.01. The results from
Tables 5.15 and 5.15 suggest that POLITICA might influence knowledge,
practice and attitude score more than TRAINING variable. The relation-
ship between POLITICA and TRAINING variables can be seen in Table 5.17.
There was a significant difference between POLITICA and TRAINING at

p = 0.0013. Table 5.17 also showed that these two variables were
mutually supportive. The trained providers at the district level had

higher scores of "POLITICALIZATION" more than untrained providers.




Table 5.16

Knowledge, Attitude and Practice Score of District Providers

by Level of "POLITICALIZATION" in Banjarnegara Regency,

June 1985
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Knowledge, Attitude and
Practice of District

Level of "POLITICALIZATION"

Providers Low Medium High
Subject N % N % N %
1. Knowledge 4 40.0 0 0.0 0 0.0

b. Medium 5 50.0 7 36.8 1 5.3
1 10.0 16 63.2 18 94.7
p = 0.0000; Chi-Square = 28.44; DF = 4; Min E.F. = 0.83
2. Practice 1 40.0 0 0.0 0 0.0
b. Medium 8 40.0 3 15.8 0 0.0
1 20.0 16 84.2 19 100.0
p = 0.0000; Chi-Square = 30.23; DF = 4; Min E.F. = 0.21
3. Attitude 4 40.0 0 0.0 0 0.0
b. Medium 4 40.0 4 21.1 1 5.3
2 20.0 15 78.9 18 94.7
p = 0.0001; Chi~Square = 24.68; DOF = 4; Min E.F. = 0.83
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Almost all of providers with high "POLITICALIZATION" were trained

providers (94.7%) and vice versa.

Table 5.17

Training Status of District Providers by Level of
“"POLITICALIZATION" in Banjarnegara Regency,

June 1985

Training Status Level of “"POLITICALIZATION"
of District
Providers Low Medium High

N % N % N %
Untrained 7 70.0 7 36.8 1 5.3
Trained 3 30.0 12 63.2 18 94.7
Total 10 100.0 19  100.0 19  100.0

p = 0.0013; Chi-Squre = 13.24; DF = 2; Min E.F. = 3.13

d. Quantitative Analysis

Canonical analysis was performed to analyze the relationship
between POLITICA and TRAINING as a set of independent variables (IV) with
KNOWLDG, PRACTIC and ATTITUD as a set of dependent variables (DV).
The BMDP6M (Dixon, 1985) was used in analyzing these sets of variables.
Results of the canonical analysis of the relationship between the IV
and DV set is presented in Table 5.18. As suggested by Bartlett's
. test in this analysis, only the first canonical factors will be used
in this analysis. In other words, only one canonical factor from two
canonical factors created by the BMDP6M was statistically significant
as suggested by Bartiett's test. The detail discussion of the

canonical analysis can be seen in Chapter V objective number III.




147

Table 5.18

Result of Canonical Correlation Analysis Between
Variable Sets at the District Level
in Banjarnegara Regency, June 1985

Variable Sets? First Canonical Variable

Can. Var. Loadb St. Coef. can.C

IV Set

1. Politica 0.996 0.922
2. Training 0.685 0.120
Percent of Variance 0.730

Redundancy 0.513

DV Set

1. Knowidg 0.886 0.175
2. Practic . 0.862 0.528
3. Attitud 0.865 0.451
Percent of Variance 0.759

Redundancy 0.534

Canonical Correlation 0.838

v = Independent Variable and DV = Dependent Variable
bCanom’ca] variable loading
CStandardized coefficients for canonical variables

Source: BMDP Statistical Analysis 6M.

That canonical correlation is 0.83866, representing 70.34% over-
lapping variance between the first pair of canonical factors. MWith
the cut-off point 0.3, both of the IVs and all three of the DVs are
relevant to the canonical factor. Taken as a pair, the canonical
factor indicates that those with a high score in "POLITICALIZATION"
and those who were trained by YPPSE tend to have higher scores in

knowledge, practice and attitude. The analysis also shows that
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"POLITICALIZATION" is a more important composite variable in influencing
the knowledge, practice and attitude score of district providers as

compared to the training variable.

2. "POLITICALIZATION" and TRAINING at the Regency Level

a. "POLITICALIZATION"
In this level, commitment toward YPPSE's philosophy in PHC

and community development is a little bit stronger (24% of providers
had a high level of commitment) than at the district level (20.8% of
providers had a high level of commitment). Providers involved directly
with YPPSE demonstrated much higher commitment as compared to the
others. However, providers who were formerly directly involved showed
a substantial commitment as compared to providers who were not involved
directly with YPPSE. Table 5.19 shows the frequency distribution of
the commitment by involvement level in YPPSE of regency providers.

The degree of involvement in planning, implementation, budgeting
and evaluation in PHC and community development is presented in Table
5.20. Most of the providers who were involved directly with YPPSE
claimed a substantial involvement. No respondents from this category
answered that they were not involved at all. The degree of involvement
of other categories of providers was somehow much lower as compared
to those who were involved directly with YPPSE. Only in the imple-
mentation component, were they highly involved. However, there were
still some providers who claimed that they were involved or at least
had minimal involvement in the remaining components of management in
PHC and community development. Most of them were providers from other

governmental departments and working closely with the YPPSE program
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Table 5.19

Level of Providers Commitment to the YPPSE Philosophy
by Level of Involvement at the Regency Level
in Banjarnegara Regency, June 1985

Level of Level of Involvement in YPPSE
Providers ,

Commitment Not Involved Used to be Involved
to the Directly Involved Directly
YPQSE'S

Philosophy N 9 N % N 9
Low 4 80.0 4 33.3 0 0.0
Medium 1 20.0 7 58.3 3 37.5
High 0 0.0 1 8.3 5 62.5
Total - 5 100.0 12 99.9 8 100.0

such as the Departments of Health, Interior, Education, Fisheries,
Animal Husbandry, Social Welfare, Agriculture, Religion, and the
National Family Planning Coordinating Board.

In comparison to the degree of involvement at the district level,
involvement in most of the management components at the regency level
was lower than those at the district level. The only exception was
budgeting, with 22.9% of the district providers and 28% of the regency
providers involved in the budgeting. This could be explained by the
fact that YPPSE was most visible at the regency level and its budgeting
process was concentrated there.

The distribution of the third "POLITICALIZATION" variable, the
degree of flexibility in budgeting, delegation of authority and program

priority is presented in Table 5.21. Flexibility of all three




Table 5.20

Level of Providers Involvement in YPPSE Organization by Level
of Involvement in Management Functions at the Regency Level
in Banjarnegara Regency, June 1985
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Management Function Involvement

Level of Management
Providers Functions of Not so Not Involved
Involvement  YPPSE in PHC Involved Involved at all
in YPPSE and Community
Organization Development N % N % N %
1. Planning 0 0.0 1 20.0 4 80.0
Not 2. Implementation 3 60.0 2 40.0 0 0.0
Involved 3. Budgeting 0 0.0 2 40.0 3 60.0
Directly 4. Evaluation 1 20.0 1 20.0 3 60.0
1. Planning 2 16.7 6 50.0 4 33.3
Used to be 2. Implementation 10 83.3 2 16.7 0 0.0
Involved 3. Budgeting 1 8.3 2 16.7 9 75.0
4. Evaluation 0 0.0 2 16.7 10 83.3
1. Planning 7 87.5 1 12.5 0 0.0
Involved 2. Implementation 6 75.0 2 25.0 0 0.0
Directly 3. Budgeting 6 75.0 2 25.0 0 0.0
4. Evaluation 5 62.5 3 37.5 0 0.0
1. Planning 9 36.0 8 32.0 8 32.0
Total 2. Implementation 19 76.0 6 24.0 0 0.0
3. Budgeting 7 28.0 6 24.0 12 48.0
4. Evaluation 6 24.0 6 24.0 13 52.0

components was generally higher at the regency level than at the

district level especially for delegation of authority and program

priority. The majority of providers directly involved perceived that

there was not much flexibility in the three components of the YPPSE

program. On the contrary, the majority of the providers who used to

be invoived in YPPSE were satisfied with YPPSE's flexibility in those

three components.




Table 5.21

Level of Providers Involvement in YPPSE by Level of Flexibility

in Budgeting, Delegation of Authority and Program Priority
at the Regency Level in Banjarnegara Regency, June 1985
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Level of Flexibility

Level of Field
Providers Specification Not
Involvement  of PHC and Not so Flexible
in YPPSE Community Flexible  Flexible  at all
Organization Development
N % N % N %
Not Involved 1. Budgeting 0 0.0 3 60.0 2 40.0
Directly 2. Deleg. of Aut. 3 60.0 2 40.0 0 0.0
3. Program Prior. 2 40.0 3 60.0 0 0.0
Used to be 1. Budgeting 8 66.7 2 16.7 2 16.7
Involved 2. Deleg. of Aut. 7 58.3 2 25.0 2 16.7
3. Program Prior. 8 66.7 3 25.0 1 8.3
Involved 1. Budgeting 3 37.5 4 50.0 1 12.5
Directly 2. Deleg. of Aut. 6 42.1 2 42.1 0 0.0
3. Program Prior. 3 47.4 5 36.8 0 15.8
1. Budgeting 1T 44.0 9 36.0 5 20.0
Total 2. Deleg. of Aut. 16 64.0 7 28.0 2 8.0
3. Program Prior. 13 52.0 11 44.0 1 4.0

aDeleg. of Aut.
Program Prior.

Delegation of Authority

Program Priority

The fourth variable was the degree of involvement in the training

management process.

Most providers (50-60%) were involved in each

phase of the training management process with the exception of the

evaluation of the training which was usually done by the providers

who were directly involved in the YPPSE organization {especially trom

the donor agencies or other NGOs).

The degree of involvement of the

providers at the regency level was lower than of those at the district
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Level of Providers Involvement in YPPSE by Planning, Implementation
Budgeting and Evaluation of Training at the Regency Level

in Banjarnegara Regency, June 1985

Field Management Function Involvement
Specification
of Training for Not
District Provider Not so Involved
Involvement in PHC and Involved Involved at all
in YPPSE Community
Organization Development N % N % N %
Not 1. Planning 3 60.0 1 20.0 1 20.0
Involved 2. Implementation 4 80.0 1 9.1 0 9.1
Directly 3. Budgeting 3 60.0 1 20.0 1 20.0
4. Evaluation 0 0.0 1 20.0 4 80.0
1. Planning 7 58.3 4 33.3 1 8.3
Used to be 2. Implementation 5 41.7 6 50.0 1 8.3
Involved 3. Budgeting 5 41.7 6 50.0 1 8.3
4. Evaluation 1 8.3 8 66.7 3 1.1
1. Planning 6 75.0 2 25.0 0 0.0
Involved 2. Implementation 7 87.5 1 12.5 0 0.0
Directly 3. Budgeting 6 75.0 1 12.5 1 12.5
4. Evaluation 4 50.0 2 25.0 2 25.0
1. Planning 16 64.0 7 28.0 2 8.0
Total 2. Implementation 16 64.0 8 32.0 1 4.0
3. Budgeting 14 52.0 8 32.0 3 12.0
4, Evaluation 5 20.0 1 44.0 9 36.0
level. Only in the area of budgeting were the providers at the regency

level more involved than those at the district level. Table 5.22 above
shows the frequencies of distribution of this variable.

Furthermore, involvement of the regency providers in the "KRING"
system was found to be satisfactory, about 52% {13 out of 25 providers)

claimed that they were actively invoived in the "KRING" system. Of
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the 16% (4 providers) who stated that they were not involved at all,
none were providers who were directly involved in the YPPSE organiza-
tion, rather they were mostly providers who used to be involved in
YPPSE. Table 5.23 presents a detailed frequency distribution of the

regency providers' degree of involvement in the “"KRING" system.

Table 5.23

Level of Providers Involvement in "KRING" System by Level
of Involvement in YPPSE Organization at the Regency Level
in Banjarnegara Regency, June 1985

ti;g}dgis Level of Involvement in YPPSE Organization
Involvement
in "KRING" Not Used
System Involved to be Involved
Directly Involved Directly Total
N % N % N % N %
Not Involved
at all 1 20.0 3 25.0 0 0.0 4 16.0
Not so
Tnvolved 3 60.0 4 33.3 1 12.5 8 32.0
Involved 1 20.0 5 41.7 7 87.5 13 52.0
. Total 5 100.1 12 100.0 8 100.0 25 100.0

The last variable measured for "POLITICALIZATION" was attitude
toward PHC and community development for health for all by the year
2000. Most claimed that they believed the contribution of PHC and
community development to obtain health for all by the year 2000. In
other words, 48% of providers (12 out of 25 providers) demonstrated
high attitude scores and 36% (9 providers) presented medium attitude

scores regarding the goal and future of PHC and community development.
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Only 16% (4 providers) demonstrated low attitude scores toward PHC

and community development achievements in Banjarnegara.

Table 5.24

presents the distribution of attitude responses as mentioned above.

Table 5.24

Level of Providers Attitudes to the Future and Goal of PHC
& Community Development by Level of Involvement in YPPSE
Organization at the Regency Level in Banjarnegara Regency

June 1985
Level of Level of Involvement in YPPSE Organization
Providers
Attitudes Not
Toward Future Involved Used to be Involved
of PHC & Directly Involved Directly Total
Community
Development N . % N % N % N %
Low 3 60.1 1 8.3 0 0.0 4 16.0
Medium 1 20.0 5 41.7 3 37.5 9 36.0
High 1 20.0 6 50.0 5 62.5 12 48.0
Total 5 100.0 12 100.0 8 100.0 25 100.0

b. Training

Providers at the regency level claimed that about 32.0% (8

providers) never received training directly from YPPSE.

Most of the

providers (40%) stated that they attended only one training session.

About 28% of all providers acknowledged that they attended at least

two PHC and community development training programs provided by the

Government and YPPSE since they started to work in Banjarnegara.

Table 5.25 illustrates the frequency distribution of the number of

training programs attended by the regency providers.
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Table 5.25

Frequency of Providers Training by Level of Involvement
in YPPSE Organization at the Regency Level
in Banjarnegara Regency, June 1985

Frequency of Level of Involvement in YPPSE Organization

Providers
M Not Used

Eﬁa;ﬂéng Involved to be Involved

Community Directly Involived Directly Total
Development N % N % N % N %
Never 3 60.0 2 6.7 3 37.5 8 32.0
One Time 2 40.0 7 58.3 1 12.5 10 40.0
Two Times 0 0.0 2 6.7 1 12.5 3 12.0
More than

Two Times 0 0.0 1 8.3 3 37.5 4 16.0
Total 5 100.0 12 100.0 8 100.0 25 100.0

Most regency providers (15 persons or 88.2% out of 17 trained
providers) had received a 40 day training program during the "Ramadhan"
month or Moslem fasting period, for an average of 3 to 4 hours per
day. The training started daily at 7:30 p.m. after breaking the fast.
The remaining providers who had attended training programs (11.7%)
claimed that the length of training was roughly 3 to 7 days with
approximately 8 to 12 hours of training per day. For providers who
attended two or more training programs, the first one was usually basic
training and subsequent training was refresher.

The regency providers mostly stressed that the training materials
were heavily concentrated in the management of PHC and community

development, leadership, community participation, voluntarism, and
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analysis of case studies. Mostly the materials were developed based
on the W.H.0. Management Training and some NGOs Training in voluntarism
and community development. Almost all of the trained providers
acknowledged that the training materials were useful or very useful
in the implementation of PHC and community development in the field.
Only one provider out of 17 trained providers (4.0%) complained that
the training materials were not useful.

The training methodologies used were group dynamics, brainstorming,
simulation games in management, and case presentations. None of these
providers claimed that the training methodologies were "not so
interesting" or "not interesting." All of them stated that the
training methodologies  were interesting (64.7%) or very interesting
(35.3%).

It seemed there was a different perception between regency and
district providers about methodologies of training. The difference
was caused by (1) quality of trainers; in the 40 days training, the
trainers were professional trainers, who really knew and mastered the
'training methodologies being utilized. However, at the district
training, not all of the trainers fully understood and mastered the
training methodologies. Most of them were volunteers and sometimes
a designated trainer sent inexperienced replacements if they could
not attend the session; (2) Too much material was included and tiven
in the three day training programs, thus there was insufficient time
to adequately use the designated training methodoiogy; and (3) Dis-
satisfaction of several new providers in the district level who had

just graduated from high school or colleges stemmed from the different
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approaches and methodologies used in informal as opposed to formal
training, and their lack of familiarity with the former as opposed

to the 1latter.

c. Knowledge, Attitude and Perception of the Providers
The SPSSX factor analysis, the same method used in analyzing
providers at the district level was also executied for this analysis.
Table 5.26 depicts a cross tabulation between knowledge, practice,

attitude and training obtained by the providers at the regency level.

Table 5.26

Knowledge, Attitude and Practice Score of
Regency Providers by Training Status
in Banjarnegara Regency, June 1985

Knowledge, Attitude and Traning Status of Provider
Practice Score of . .
Regency Providers Untrained Trained
Subject Score N % N %
1. Knowledge a. Low 4 50.0 2 11.8
b. Medium 1 12.5 10 58.8
c. High 3 37.5 5 29.4
p = 0.0479; Chi-Square = 6.078; DF =2; Min E.F. = 1.92
2. Practice a. Low 4 50.0 5 29.4
b. Medium 1 12.5 8 47.1
c. High 3 - 37.5 4 23.5
p = 0.2436; Chi-Square = 2.824; DF = 2; Min E.F. = 0.31
3. Attitude a. Low 4 50.0 1 5.9
b. Medium 0 0.0 10 58.8
c. High 4 50.0 6 35.3

p = 0.0058; Chi-Square = 10.29; DF = 2; Min E.F. = 1.60
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It seemed that the practice of regency providers was not influenced
by training attended. There was no significant difference between
providers with training and without training in terms of practice in
PHC and community development. However, attitude of the providers
showed a highly significant difference as compared to those who did
not attend the training. Knowledge was somehow influenced by training
in some proportion. The chi-square showed a slightly significant

difference at p between 0.01 and 0.05.

Table 5.27

Knowledge, Attitude and Practic Score of Regency Providers
by Level of "POLITICALIZATION"
in Banjarnegara Regency, June 1985

Knowledge, Attitude and Level of "POLITICALIZATION"

Practice of Regency

Providers Low Medium High

Subject Score N % N % N %

1. Knowledge a. Low 6 75.0 0 0.0 0 0.0
b. Medium 2 25.0 7 77.8 2 25.0
c. High 0 0.0 2 22.2 6 75.0

p = 0.0001; Chi-Square = 23.85; DF = 4; Min E.F. = 1,92

2. Practice a. Low 8 100.0 1 11.1 0 0.0
b. Medium 0 0.0 8 88.9 1 12.5
c. High 0 0.0 0 0.0 7 87.5

p = 0.0000; Chi-Square = 49.99; DF = 4; Min E.F. = 2.56

3. Attitude a. Low 5 62.5 0 0.0 0 0.0
b. Medium 3 37.5 6 88.9 1 12.5
c. High 0 0.0 3 33.3 7 87.5

p = 0.0002; Chi-Square = 21.56; DF = 4; Min E.F. = 1.00
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"POLITICALIZATION" showed a significant influence upon the
attitude, knowledge and practice variables. The three variables were
significantly different after they were cross tabulated with the
“"POLITICALIZATION" variable at p< 0.0001 or the same to 0.0001
(Table 5.27).

The cross tabulation between "POLITICALIZATION" and the training
variables can be seen in Table 5.28. There was no significant dif-
ference between trained and untrained providers in the degree of their
"POLITICALIZATION." It seemed that "POLITICALIZATION" is more
important than the training variable in influencing the providers'

knowledge, attitude and practice at the regency level.

Table 5.28

Training Status of Regency Providers by Level of
“POLITICALIZATION" in Banjarnegara Regency, June 1985

Training Level of "POLITICALIZATION"
Status of
Regency . .
Providers Low Medium High

N % N % N %
Untrained 4 50.0 1 12.5 3 37.5
Trained 4 23.5 8 47 .1 5 29.4
Total 8 32.0 9 36.0 8 32.0

p = 0.2115; Chi-Square = 3.107; DF = 2; Min E.F. = 2.56
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d. Quantitative Analysis
The IV and DV sets used in analysis at the district level
were also used for analysis at the regency level. The IV set was
POLITICA and TRAINING variables. The DV set consisted of KNGWLEDG,
PRACTICE and ATTITUDE variables. In order to investigate the relation-
ship of these two sets of variables, a canonical analysis was also
applied by using BMDP6M on the two sets of variables.
Results of the canonical analysis of the relationship between
those two sets of variables is presented in Table 5.29. Bartlett's
test of this BMDP6M analysis indicated only one out of two canonical

factors created in the canonical analysis was considered necessary.

Table 5.29

Result of Canonical Correlation Analysis Between
Variable Sets at the Regency Level in
Banjarnegara Regency, June 1985

First Canonical Variable

Variable Sets a b
Can. Var. Load. St. Coef. Can.

IV Set

1. Politica 0.986 0.952

2. Training 0.361 0.170

Percent of Variance 0.552

Redundancy 0.483

DV Set

1. Knowledg 0.876 0.331

2. Practice 0.987 0.799

3. Attitude 0.875 -0.090

Percent of Variance 0.865

Redundancy 0.733

Canonical Correlation 0.838

%Canonical variable loading

bStandard'ized coefficients for canonical variables
Source: BMDP Statistical Analysis 6M.




155

The canonical correlation of two set variables in the first
canonicé] factor is 0.93619, representing 87.64% overlapping variances
between the first pair of canonical factors. At the desired cut off
point set at the 0.3 level, both variables in the IV set and all three
variables in the DV set are highly relevant to the canonical factor.
Taken as a pair, the canonical factor indicates that those with high
score in "POLITICALIZATION" and those who obtained training from YPPSE
tended to have higher knowledge, practice and attitude scores. The
analysis also shows that the "POLITICALIZATION" variable is more
relevant to the practice, knowledge, and attitude of the regency

providers respectively as compared to the training variable.

3. The Relationship Between Providers at the Regency

and District Levels

As mentioned before, the channel used by the YPPSE uses existing
government channel. In this channel, of course, some bureaucracies
still existed. The district providers were a lower hierarchical
administration in the government structure. As mentioned in Chapter
II, autocratic leadership is usually carried out in this channel.
However, on the other side, some paternalistic attitudes of lower
providers frequently appeared in the relationship to the upper level.

In this research, several observations of this relationship were
also carried out. Although training of sensitivity was conducted
several times, these attitudes were still found to exist, whether in
the formal or informal meeting between these two levels of bureaucrats.
In a particular situation, a traditional "father” figure was sometimes

needed in the PHC and community development. 1t is a part of the
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culture thét has deep roots in the hearts of people in the Banjarnegara
area. It could not be changed directly by providing a training which
lasts only 30 hours.

YPPSE attempted also to reduce these particular relationships
in every program development. The combined regency, district and
village training was one of the mechanisms by which the YPPSE was
trying to improve feelings of mutual understanding and awareness among
the bureaucrats. In this combined course, a group dynamic consisting
of various level of providers was used as the main training method.
The purpose of this combined training was to build a good team in which
providers could know each other without any barrier to their position
in the government structure. Another good example in solving the above
problems by YPPSE was through "KRING" meetings. In these
meetings all levels of providers could better understand and be more
aware about the relevance of an integrated team based on the reality

they were experiencing and finding in the community level.

The Findings of Research Objective III

Data relevant to this objective were collected for roughly 170
component variables in an effort to define health composite variables
and for roughly 240 component variables to define the health-related
socio-economic (SE-RH) composite variables. Since time and budget-
constraints precluded the use of this quantity of data for analysis,
the "factor analysis" data reduction technique, available in the SPSSX
statistical program, was used. In the first step of fﬁctor analysis,

the two sets of variables were inputted for analysis. In the second
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step, the "principal component factor analysis" technique was used
to analyze the set of health variables and SE-RH variables separately.
The purpose of this analysis was to obtain a reduced set of composite
variables, or factors, with eigenvalue greater than or equal to one.
Results of the principal component factor analysis suggested the
extraction of six factors underlying the health-related variables and
nine factors underlying the SE-RH variables. In the third step
"principal axes factor analysis with varimax rotation" was conducted,
identifying variables that loaded most highly (0.30 or more) among
the factors. In the fourth and final step, a reduced set of new com-
posite variables was created based upon the results of the factor
analysis in step three. Six health composite variables as indicators
of health were created and labeled ILLINDEX, WEINDEX, SANITFAS,
HOSSANIT, WT and BRSINDEX. Nine composite variables as indicators
of SE-RH were created and labeled TOTINCOM, ENDINEX, TOTAL, TOTMEX,
VALOWN, ARENU, HOUSEIND, AREAIND and FODINDEX. These new reduced sets
of health and SE-RH variables are defined and described below.

The ILLINDEX composite variable is a combination of three
components: (1) whether or not there was a sick person in the family,
(2) his/her preference to seek first aid, and (3) the degree of
severity of the illness. WEINDEX connotes the monthly increase,
decrease or stability of a child’'s weight in a 40 month weighing
program of under-five children in the family, divided by the difference
between the child's age in April 1985 and the child's age at the first
time he/she was involved in the weighing program (calculated in months).

WT is the percentile ranking of under-five children's weight in April
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1985, based on the Health Card criteria from the Department of Health,
Indonesia. HOSSANIT represents a variable created by the calculation
of sanitation, humidity, ventilation and illumination of living room,
bedroom, kitchen and other rooms in the family house. SANITFAS
represents a composite calculation of bathroom and latrine facilities
in the family as well as their sanitation conditions. BRSINDEX is
a composite value of the total number of bedrooms, width of bedrooms,
and their ratio per person in the family.

TOTINCOM is the per capita family income per month. EDINDEX is
a composite score of the education level and degree of illiteracy of
the husband and wife in the family. TOTAL is defined by a score which
weights numbers of trees owned by a family calculated based upon the
species and age of the trees. TOTMEX is a per capita monthly expendi-
ture in a family. VALOWN is a per capita indicator of cash value of
furniture and home supplies, housing equipment, food supplies on hand,
livestock and other material wealth in a family unit. HOUSEIND is
a composite calculation of the quality of building material used for
the floors, roof, walls and windows in a domicile. AREAIND represents
the per capita area of land owned by a family for their garden, housing,
and farming. ARENU is the composite per capita value given to the
total garden area planted as source of supplementary food plus
varieties of nutritious plants in the garden owned by a family.
FODINEX represents food varieties on the day observed and the monthly
food habits of the family.

The same factor analysis technique was used in order to create
the KNOWLEDG (knowledge), PRACTICE, ATTITUDE, PARTICIP (participation)

and other variables in this research as described in Chapter IV.
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A "canonical analysis" using the BMDP6M program was carried out
to achieve the third objective of this resarch. The purpose of this
analysis is to identify different dimensions representing relationships
between two sets of variables. As mentioned in the description of
the conceptual framework of this study in Chapter III, it was
hypothesized that the community's knowledge, attitude and practice
and the degree of community participation would influence health and
SE-RH indicators of the community. Consequently, in this analysis
KNOWLEDG, ATTITUDE, PRACTICE and PARTICIP comprised the Independent
Variables or IV and, health and SE-RH indicators comprised the Dependent
Variables or DV. It was also hypothesized that location of the com-
munity (AREAID-area identification: mountain and plain) and degree
of exposure to the YPPSE program (DEVEID-development identification)
influenced health and SE-RH indicators. DEVEID was operationalized
to represent three groups: (1) communities developed by government
and others or "G0"; (2) communities developed by government, others
and YPPSE 2-5 years or "GOY25"; and (3) communities developed by
government, others and YPPSE more than 5 years or "GOY>S5." These two
composite variables were also included as IV.

Hence, there were six composite variables in the IV set: (1)
Development Identification, (2) Area Identification, (3) Knowledge
of community, (4) Practice of community, (5) Attitude of community
and (6) Community participation. There were 15 composite variables
in the DV set as mentioned in the previous paragraph.

Results of the canonical analysis of the relationship between

the IV set and DV set are presented in Tables 5.30 and 5.31. As shown
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in Table 5.30, the Bartlett's test indicated that only the first four
functions of the analysis were statistically significant. In view
of the complexity of this analysis, the canonical as well as four
significant functions will be explained to aid comprehension of the

major findings.

Table 5.30

Canonical Correlations and Significance Levels for Sets
of Canonical Correlations in Community Sample at
Banjarnegara Rural Area, April 1985

Ngﬁber Bartlett's Test for
Canonical - Eigen- Remaining Eigenvalues
Eigen- Correla- values . .
: Chi-Square Tail
values tion Removed Test DE Probability
0 1027 .84 90 0.0000
0.71863 0.84772 1 436.90 70 0.0000
0.41609 0.64505 2 186.19 52 0.0000
0.22790 0.47739 3 65.66 36 0.0018
0.06743 0.25967 4 33.13 22 0.0600
0.05099 0.22581 5 8.75 10 0.5564

0.01859 0.13635

Source: Selected BMDP6M Output, June 1986.

The first canonical correlation is 0.84772, representing 71.86%
overlapping variance between the first pair of canonical factors.
The second canonical correlation is 0.64505, representing 41.61% over-
lapping variance between the second pair of canonical factors. The
third canonical correlation is 0.47739, representing 22.79% overlapping
variance between the third pair of canonical factors. The last

canonicai correiation is 0.25967, representing 6.74% overlapping
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variance between the fourth pair of canonical factors. Although they
are highly significant, only the first two canonical correlations
represent a substantial relationship.

Analyses of the four significant pairs of canonical factors that
accompany the four canonical correlations are shown in Table 5.31.
Table 5.31 presents the correlations between the variables and the
canonical factors, standardized canonical factors coefficients, within-
set variance accounted for by the canonical factors (percent of
variance), redundancy indices, and canonical correlations. Total
percent of variance and total redundancy index indicate that the
canonical analysis is more efficient for the first set of variables
(IV) as compared to the second (DV) set of variables. The size of
canonical correlations indicates that interpretation of the third and
fourth pairs of canonical factors should proceed cautiously.

The first function of the analysis represents the first dimension
underlying the relationship between the two sets of variables. This
function identifies those variables that are most important in
describing the relationship between IVs and the DVs. According to
Tabachnick and Fidell (1983), the cutoff correlation used for interpre-
tation is generally 0.3. With this cutoff point, the IVs relevant
to the first canonical factor are, in order of magnitude, DEVEID (.92),
ATTITUDE (.77), KNOWLEDG (.75), PARTICIP (.61) and PRACTICE (.59).
Among the DVs, WEINDEX (.88), WT (.83), SANITFAS (.67), HOSSANIT (.49),
TOTAL (.49) and FODINEX (.44) are relevant to the first canonical

factor.
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Table 5.31

Results of Canonical Correlation Analysis
Between Variable Sets in Community Samples
at Banjarnegara Rural Area, April 1985

Variable First Second Third Fourth Total
Sets LR T L LN I PR TS PR

IV Set

1. Knowledg .75 .22 .06 -.02 -.44 -.35 .01 -.59

2. Practice .59 -.,05 .12 -.06 -.26 .06 .63 1.23

3. Attitude .77 .24 .00 -.01 -.44 -,49 .26 0.42

4. Particip .61 .05 -.09 .04 -.50 -.65 -.20 -.61

5. Areaid .21 .15 .98 1.00 .05 .19 .04 -.22

6. Deveid .92 .68 -.21 -.,19 .30 1.05 -.04 -.21
Percent of

Variance .46 A7 .13 .09 .85
Redundancy .33 .07 .03 .01 .44
DV Set

1. I1lindex .10 .06 -.06 -.06 .12 .10 -.62 ~-.63

2. Weindex .88 .40 -.14 .19 .01 .08 .01 .06

3. WT .83 .30 ~-.10 .03 .03 -.10 -.03 -.22

4. Totincom .05 .10 .22 .07 -.39 -.11 A7 -.08

5. Hossanit .49 .13 .22 .25 -.28 -.1 .07 .36

6. Sanitfas .67 .26 -.17 -,19 -.,22 -.04 .17 .19

7. Brsindex .21 .06 .50 .52 -.41 -,02 -.09 -.05

8. Edindex .24 .07 L1 -.01 -.37 -.07 -.40 -.44

9. Total .49 .20 -.17 .16 .34 .63 -.09 -.22
10. Totmex .02 -.10 .17 .13 -.40 13 -.08 .1

11. Valown 13 -.06 -.15 -.19 -.80 73 -.12 -.12

12. Houseind .21 -.05 .03 -.11 -.50 -.16 -.35 -.48

13. Arenu .15 -.03 -.60 -.43 -.08 -.12 .04 .06

14. Areaind -.08 -.10 -.70 -.49 -.13 .03 .0l 10

15. Fodinex 44 .08 .05 .08
Percent of

Variance .18 .08 .13 .06 .45
Redundancy .13 .03 .03 .01 .20

Square Can.

Correlation .72 .42 .23 .07
8% = Canonical variable loading
b2* = Standardized coefficients for canonical variables

Source: Selected BMDP6M Qutput, June 1986
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Taken as a pair, the first canonical factor indicates that those
communities developed by Government and YPPSE, with high scores in
knowledge, attitude, practice and participation tend to have higher
scores on weight increase among children under-five, nutritional status
of children under-five, sanitation facilities, housing sanitation,
total number of trees in the garden and food pattern during the day
of observation and monthly food habit. In short, the first canonical
factor suggests that development by Government and YPPSE is the most
important variable in the relationship and determines the variables
mentioned above.

The relationship of the IV set and the DV set in the first
canonical factor of this analysis is shown in Figure 5.1.

Figure 5.1 depicts the square canonical correlation in the first
canonical factor in which 72% of the variance is shared between the
IV and DV sets. The first canonical variable from the IVs extracts
46% of the variance from the DVs and only 18% of the IVs' variance is
extracted by DVs.

The sécond function of the analysis represents the second
dimension underlying the relationship between the IVs and DVs. This
function identifies those variables that are most important in the
relationship between the two sets of variables, after the first dimen-
sion has been removed or accounted for.

The variable relevant to the second canonical factor in the IV
set is only AREAID (0.98). Among the DV set, AREAIND (-0.70), ARENU
(-.60) and BRSINDEX (.50) are relevant to the second canonical factor.

Taken as a pair, these variables suggest that households from the plain
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area have higher bedroom space per capita as compared to households
from the mountain area. However, households from the mountain area
have higher scores in nutritious home gardens and total land area
owned as compared to those in the plain area.

Figure 5.2 illustrates the relationship between the IV and DV
sets for the second canonical factor. In this figure, it is shown
that roughly 42% of the variance is shared between the IV and DV sets.
The second canonical factor from the IVs extracts 17% of the variance
from the DVs, while only 8% of variance from IVs is extracted by DVs.

The third function of the analysis represents the third signiti-
cant dimension underlying the relationship between the IVs and DVs,
after the first and second dimensions have been accounted for.

The variable that is most relevant to the third canonical factor
among the IVs is PARTICIP (-0.50), followed by KNOWLEDG (-0.44),
ATTITUDE (-0.44) and DEVEID (0.40). The variables relevant to the
third canonical variable among the DVs include VALOWN (-0.80), HOUSEIND
(-0.50), BRSINDEX (-0.41), TOTMEX (-0.40), TOTINCOM (-0.34), EDINDEX
(-0.37), FODINDEX (-0.36), and TOTAL (0.34).

Taken as a pair, these variables suggest that lower knowledge,
attitude and participaﬁion are associated with lower total income per
capita, lower bedroom space per capita, lower education and literacy
level, lower total monthly expenses, lower value of ownership, lower
cost of housing material used, and lower food consumption on the day
of observation and poorer monthly food habits. The findings also
suggest that the greter the involvement of YPPSE in the development,

the greater number and variety of trees in the households sampled.
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Figure 5.1. The Relationship of IV Set and DV Set in the First
Set of Canonical Variables

T 1
il L il
il i DV

]
|

i i
]

m:i;f;s sz

HETHHTTHHH

v §

IHHHHA

42% |

Figure 5.2. The Relationship of IV Set and DV Set in the Second
Set of Canonical Variables
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Furthermore, the square canonical correlation in the third
canonical factor indicates that 23% of the variance is shared between
the IV and DV sets. The third canonical factor from the IVs extracts
13% of the variance from the DVs and the same percentage of IVs'
variance is extracted by DVs.

The fourth and final function of the analysis represents the
fourth significant dimension underlying the relationship between the
IVs and DVs, after the first, second, and third dimensions have been
removed.

The variable relevant to the fourth canonical factor among the
IVs is only PRACTICE (0.63). Among the DVs, ILLINDEX (-0.63), FODINDEX
(0.51), EDINDEX (-0.44), HOUSEIND (-0.35), and HOSSANIT (0.35) are
relevant to the fourth canonical factor. Taken as a pair, these
variables suggest that communities with higher practice scores have
higher scores for food preferences in the day of observation, and
monthly food habits, as well as a higher score for housing sanitation.
Further, these communities have a lower prevalence of sick persons,
higher utilization of health facilities, lower degree of severity of
illnesses, lower education levels and literacy levels, and lower value
of housing materials used.

The square canonical correlation for the fourth canonical factor
shows that roughly 42% of the variance was shared between the IV and
DV sets. The fourth canonical factor from the IVs extracts 9% of the
variance from the DVs, while only 6% of variance from IVs are extracted

by DVs.
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Hence, all four canonical factors extract 85% of variance in the
DVs and 45% variance in the IVs. In other words, 85% of DV variance
can be explained by the IV set and 45% of IV variance can be explained
by the DV set.

As mentioned in the beginning of this section, composite variables
used in this analysis were created by several component variables.

One of these composite variables is community participation or PARTICIP,
formed from five participation component variables. They are INVINPLN
or involvement in the planning of PHC and community development;
INVINIMP or involvement in the implementation of PHC and community
development; INVINBUD or involvement in the budgeting of PHC and com-
munity development; INVINEVA or involvement in the evaluation of PHC

and community development; and TOTACTI or total activities that are
involved in PHC and community development.

In order to determine how these community participation component
variables are related to KNOWLEDG, ATTITUDE and PRACTICE, as specified
in the third objective, additional canonical analysis was conducted.

In this analysis, KNOWLEDG, ATTITUDE and PARTICIP are the IVs and the
five participation component variables are used as the DVs. Bartlett's
test shows that only one canonical factor out of two is significant.

The results of canonical analysis are presented in Table 5.32.

It shows that all of the IVs in the first set (KNOWLEDG, PRACTICE and
ATTITUDE) are relevant to most of the participation component variables,
except the community involvement in evaluation of the PHC program.

Taken as a pair, this analysis indicates that higher knowledge,

practice and attitude of the community is associated with higher
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Table 5.32

Results of Canonical Correlation Analysis Between Variable Sets
(KNOWLEDG cs. and Participation Components) in
Community Samples at Banjarnegara Rural Area
April 1985

First Canonical Variable

Variable Sets a b
Can. Var. Load. St. Coef. Can.

IV Set

1. KNOWLEDG 0.902 0.451
2. PRACTICE 0.884 0.485
3. ATTITUDE 0.797 0.206
Percent of Variance 0.743

Redundancy 0.278

DV Set

1. INVINPLN . 0.613 0.087
2. INVINIMP 0.646 0.317
3. INVINBUD 0.552 0.322
4. INVINEVA 0.249 0.043
5. TOTACTI 0.863 0.642
Percent of Variance 0.381

Redundancy 0.143

Canonical Correlation 0.612

3Canonical variable loading

bStandardized coefficients for canonical variables

Source: Selected BMDP6M Output, July 1986.

involvement of the community in planning, implementation, budgeting

and total activities (TOTACTI). The community involvement in evalua-

tion is not relevant for the IV set used in this analysis.
Furthermore, in order to see the relationship between the set

of DEVEID and AREAID variables and the set of KNOWLEDG, PRACTICE,

ATTITUDE and five component variables of PARTICIP, another additional
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canonical analysis waﬁ conducted. The DEVEID and AREAID were the IVs
and the remaining composite variables were the DVs.

Bartlett's test shows that both of the canonical factors are
significant. Table 5.33 shows that only one variable (DEVEID) in the
IV set and all of the variables in the DV set are relevant to the first
canonical factor. Taken as a pair, this analysis shows that the longer
YPPSE has been involved, the more the community is involved in planning,
implementation, budgeting, and in total community-based activities.

The data also show that with longer YPPSE involvement, knowledge,
practice and attitude of the local community are higher. The second
canonical factor suggests that the community in the plain area has

a higher level of practice but less involvement in planning.

In summary, the analyses conducted to meet the third resarch
objective suggest that the implementation of PHC and community develop-
ment programs by the Government of Banjarnegara and YPPSE is associated
with greater knowledge, practice, and attitude of the Banjarnegara
households who have a child or children under-five years of age. It
was also found that the increased level of development with the
assistance of YPPSE is related to increased community participation
in planning, implementation, and budgeting and increased community
involvement in total activities.

The analyses also indicate that the most important factor in the
relationship is PHC and community development programs carried out
by the Government of Banjarnegara and YPPSE. This factor determines
weight increase among children under-five, nutritional status of

children under-five, housing sanitation, sanitation facilities, total




Table 5.33

Results of Canonical Correlation Analysis Between Variable
Sets (DEVEID & AREAID and KNOWLEDGE cs.) in Community

Samples at Banjarnegara Rural Area, April 1985

First Can. Fac.

Second Can. Fac.

Variable Sets 1%2 2*b 1% o%
IV Set

1. AREAID 0.249 0.252 0.968 0.968
2. DEVEID 0.968 0.968 -0.252 -0.249
Percent of Variance 0.499 0.501

Redundancy 0.416 0.087

DV Set

1. KNOWLEDG 0.827 0.195 0.196 0.372
2. PRACTICE 0.775 0.247 0.413 0.804
3. ATTITUDE 0.842 0.373 0.022 -0.307
4. INVINPLN 0.561 0.190 ~0.497 -0.572
5. INVINIMP 0.473 0.079 0.286 0.442
6. INVINBUD 0.529 0.185 -0.158 -0.359
7. INVINEVA 0.305 -0.003 -0.214 0.021
8. TOTACTI 0.625 0.163 -0.297 -0.469
Percent of Variance 0.213 0.063
Redundancy 0.177 0.011

Canonical Correlation 0.653 0.356

31* Canonical variable loading

box Standardized coefficients for canonical variables

Source: Selected BMDP6M Output, July 1986.
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numbers and varieties of species of trees in the garden, and daily
food availability and monthly food habits. The intervening variable
(AREAID = mountain and plain area) shows a relationship with bedroom
space per capita, size and quality of home garden, and area of land
ownership.

The analyses also indicate that lower community participation,
lower knowledge, and lower attitude of the community are associated
with lower total income, lower total monthly expenditure, lower value
of ownership, lower value of housing materials, smaller bedroom space
per capita, lower education and literacy levels, and poorer food
patterns and habit. The relationships between higher practice scores
reflecting the community's ability to utilize health technologies and
services, lower disease prevalence, lower degree severity of illnesses,
lower education and literacy levels and lower value of housing

materials are established by this analysis.

The Findings of Research Objective IV

As mentioned earlier, the fourth objective of this resarch was
to determine the extent to which the community development variables
used in this research were significantly different in the family
samples which have been developed by Government and others as compared
to those who live in the village which have beeﬁ assisted by YPPSE.

In order to control for the confounding effect of geographic
location of the villages sampled, area identification (AREAID) was
also used in this analysis. The significant influence of this variable
was shown in the previous discussion about socio-demographic character-

istics of the sample population. The discussion showed that the
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geographic differences between communities in the plain and those in
the mountain area must be considered in the analysis of community
development efforts.

To test the effects of PHC, three groups of communities based
on the development identification (DEVEID) were compared with the
variables described below. The three groups were 'GO', 'GOY25' and
'GOY>5' (see pages 79 and 159). These groups were further divided
according to their location in either mountain or plain areas (AREAID).
Thus, DEVEID and AREAID are the two independent variables (IV) used
in this analysis.

A 2 X 3 between-subjects multivariate analysis of variance or
MANOVA was performed on the 19 variables: knowledge ('KNOWLEDG'),
attitude ('ATTITUDE'), practice ('PRACTICE'), community participation
('PARTICIP'), index of illnesses ('ILLINEX'), bedroom space per capita
(*BRSINDEX'), index of food ('FODINDEX'), value of ownership ('VALOWN'),
area of nutrition garden ('ARENU'), education level ('EDINDEX'), total
trees owned ('TOTAL'), area of farm and garden ('AREAIND'), index of
housing ('HOUSEIND'), total weight per age ('WE'), index of weight
('WEINDEX') housing sanitation ('HOSSANIT'), sanitation facilities
(*SANITFAS'), tofélimonthly expenses ('TOTMEX') and total monthly per
capita ('TOTINCOM').

The SPPSSX MANOVA program was carried out for this analysis with
the hierarchical or default adjustment for nonorthogonality. Order
of entry of IVs was area identification and then development identifi-
cation. Total N = 480 was reduced to 477 due to missing data with

deletion of all within-cell outliers with p < 0.01. Results of
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evaluation of assumptions of homogeneity, normality and linearity were
satisfactory after deletion of outliers. However, determinant_of
variance-covariance matrix showed a value that was very close to 0,
which indicated that many variables in this analysis had a very small
eigenvalue with some multicollinearity. Despite this problem, some
expertrs say that the results of MANOVA may still be interpreted with
caution.

Overall results of the MANOVA are presented in Table 5.34. Using
all of the multivariate criteria reported in this table, the combined
DVs are significantly affected by development identification, area
identification, as well as their interaction. For example, with the
use of Wilks' criterion, the combined DVs were significantly affected
by development identification, F(38,906) = 30.55007; area identifica-
tion, F(19,453) = 21.71185; and interaction between area identification
and development identification, F(38,906) = 5.52916.

To investigate the effects of each main effect and interaction
on the individual DVs, a stepdown analysis was performed, on the basis
of an a priori ordering of the importance of the DVs. Thus each DV
was analyzed sequentially, covarying for DV's of higher priority.
Homogeneity of regression was achieved for all components of the step-
down analysis. All DVs were judged to be sufficiently reliable to
warrant stepdown analysis. Table 5.35 summarizes the results of the

stepdown univariate analyses. Table 5.36 presents n2 (eta square)

for the effects development identification, area identification and

their interactions. The n2

is the ratio between sum of squares for
the effect of interest and the total sum squares, and describes the

strength of association between an IV and the DV.




Table 5.34

MANOVA Test of Significance: Main Effect and First Order
Interaction of Development and Area Identification on
the Set of Dependent Variable at the Community Sample,

in Banjarnegara Rural Area, April 1985
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1. EFFECT AREA IDENTIFICATION

Multivariate Tests of Significance (S=3, M=8, N=225 1/2)

No Test Name Value Approx. F  Hypothesis Error Signif.
DF DF of F

1 PILLAIS .47662 21.71185 19.00 453.00 0.000

2 HOTELLINGS .91065 21.71185 19.00 453.00 0.000

3 WILKS .52336 21.71185 19.00 453.00 0.000

4 ROYS .47662

2. EFFECT DEVELOPMENT IDENTIFICATION

Multivariate Tests of Significance (S=2, M=8, N=225 1/2)

No Test Name Value Approx. F Hypothesis Error Signif.
DF DF of F

1 PILLAIS 1.00327 24.05134 38.00 908.00 0.000

2 HOTELLINGS 3.18756 37.91514 38.00 904.00 0.000

3 WILKS .19214 30.55007 38.00 906.00 0.000

4 ROYS .73876

3. EFFECT AREA IDENTIFICATION BY DEVELOPMENT IDENTIFICATION

Multivariate Tests of Significance (S=2, M=8, N=225 1/2)

No Test Name Value Approx. F  Hypothesis Error Signif.
DF DF of F

1 PILLAIS .37435 5.50233 38.00 908.00 0.000

2 HOTELLINGS .46709 5.55588 38.00 904.00 0.000

3 WILKS .65894 5.52916 38.00 906.00 0.000

4 ROYS .22902

Source: Selected SPSSX MANOVA Output, July 1986
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Effects of (Top to Bottom) AREAID, DEVEID, AREAID by DEVEID
Interaction on Dependent Variables as Determining by

Univariate and Stepdown Analyses at Community Level

in Banjarnegara Rural Area, April 1985

IV pv UNIVARIATE STEPDOWN

No Name No Name F DF F DF SIG.

1 AREAID 1 KNOWLEDG 30.49 1/471 30.49 17471  0.000*
2 PRACTICE 49.85 1/471 24.30 1/470 0.000*
3 ATTITUDE 16.90 1/47 0.45 1/469 0.503
4 PARTICIP 0.15 1/47 8.38 1/468 0.004*
5 ILLINDEX 0.36 1/471 0.09 1/467 0.768
6 WEINDEX 4.85 1/471 0.39 1/466 0.530
7 WT 6.51 1/47 1.10 1/465 0.295
8 TOTINCOM 9.19 1/471 4,75 1/464 0.030**
9 HOSSANIT 26.58 1/471  13.59 1/463 0.000*
10 SANITFAS 0.03 1/471 1.63 1/462 0.203
11 BRSINDEX 63.80 1/471  46.23 1/461  0.000*
12 EDINDEX 4.79 1/47 0.37 17460 0.544
13 TOTAL 0.05 1/471 1.10 1/459 0.295
14 TOTMEX 5.29 1/471 1.75 1/458 0.186
15 VALOWN 4.19 1/471  42.81 1/457 0.000*
16 HOUSEIND 0.65 1/471 3.12 1/456 0.078
17 ARENU 60.74 1/471  74.91 1/455 0.000*
18 AREAIND 126.98 1/471 55.96 1/454 0.000*
19 FODINDEX 6.07 1/471 0.90 1/453 0.342

2 DEVEID 1 KNOWLEDG 115.35 2/471 115.35 2/471  0.000*
2 PRACTICE 85.07 2/471  15.65 2/470 0.000*
3 ATTITUDE 159.03 2/471  38.52 2/469 0.000*
4 PARTICIP 91.12 2/471 17.78 2/468 0.000*
5 ILLINDEX 2.16 2/4N 3.95 2/467  0.020**
6 WEINDEX 260.09 2/471 101.72 2/466  0.000*
7 WT 200.19 2/471  17.58 2/465 0.000*
8 TOTINCOM 2.83 2/41M 7.67 2/464 0.001*
9 HOSSANIT 27.26 2/4N 0.75 2/463 0.471
10 SANITFAS 159.79 2/4717 48.80 2/462 0.000*
11 BRSINDEX 1.33 2/47 1.01 2/461 0.366
12 EDINDEX 5.08 2/471 0.92 2/460 0.399
13 TOTAL 68.87 2/471  34.47 2/459  0.000~*
14 TOTMEX 3.26 2/471 3.75 2/458 0.024**
15 VALOWN 3.65 2/4717  13.81 2/457 0.000*
16 HOUSEIND 1.70 2/471 1.81 2/456 0.150
17 ARENU 8.94 2/471 0.58 2/455 0.508
18 AREAIND 5.27 2/471 6.91 2/454 0.001*
19 FODINDEX 35.62 2/471 3.96 2/453  0.020**

*Significant at p <0.01; **Significant at 0.01 >p < 0.050
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Table 5.35 (continued) Effects of (Top to Bottom) AREAID, DEVEID,
AREAID by DEVEID Interaction on Dependent
Variables as Determining by Univariate and
Stepdown Analyses at Community Level in
Banjarnegara Rural Area, April 1985

IV v UNIVARIATE STEPDOWN
No Name No Name F DF F DF SIG.
3 AREAID 1 KNOWLEDG 5.56 2/471 5.56 2/471  0.004*
BY 2 PRACTICE 0.37 2/471 3.54 2/470  0.030**
DEVEID 3 ATTITUDE 2.30 2/471 0.81 2/469 0.445
4 PARTICIP 3.34 2/4N 5.43 2/468 0.005*
5 TLLINDEX 7.37 2/471 6.71 2/467 0.001*
6 WEINDEX 16.92 2/471 19.62 2/466  0.000*
7 WT 4.64 2/471 0.34 2/465 0.716
8 TOTINCOM 2.44 2/471 2.65 2/464 0.072
9 HOSSANIT 3.47 2/47 2.68 2/463 0.069
10 SANITFAS 0.70 2/471 1.07 2/462 0.345
11 BRSINDEX 2.98 2/4N 3.25 2/461  0.040**
12 EDINDEX 1.04 2/41 2.80 2/460 0.062
13 TOTAL 14.26 2/47 17.81 2/459  0.000*
14 TOTMEX 1.51 2/471 2.14 2/458 0.118
15 VALOUWN 3.79 2/41 7.66 2/457 0.001*
16 HOUSEIND 13.91 2/41 13.19 2/456  0.000*
17 ARENU 0.40 2/47 0.43 2/455 0.653
18 AREAIND 1.60 2/47 0.87 2/454 0.421
19 FODINDEX 2.98 2/471 2.1 2/453 0.123

*Significant at p < 0.01; **Significant at 0.01 > p < 0.050

Source:

Selected SPSSX MANOVA Output, July 1986
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A unique contribution to predicting differences among three groups
of community as mentioned before, GO, GOY25, and GOY>5 is made by
KNOWLEDG (knowledge of community). The importance of KNOWLEDG in
explaining the differences between the three groups of communities
can be seen in Table 5.35 and Table 5.36 showing that KNOWLEDG has
F(2/471) = 115,35, p <0.001 and n2 = 0.31. Turning to the mean
KNOWLEDG scores.for the three communities, Table 5.37 shows that com-
munities developed by YPPSE for more than 5 years (higher DEVEID) have
greater knowledge than the other two groups of communities. After
the pattern of differences measured by KNOWLEDG is entered, a dif-
ference is also found on WEINDEX, stepdown F(2/466) = 101.72, p < 0.000

and n2

= 0.287. Looking at the group WEINDEX means presented in Table
5.38, communities who were developed by the assistance of YPPSE
programs have higher score of continuity in increasing the weight of
children under-five than those communities in the lower DEVEID (GO)
group. The third variable that aiso makes a contribution to differ-
entiating the three groups of communities, is SANITFAS, stepdown

F(2/462), p< 0.000 and n’

= 0.173. Table 5.38 shows that YPPSE com-
munities have higher sanitation facilities score as compared to the
non-YPPSE communities. Other variables which contribute significantly
to differentiating the DEVEID groups are PARTICIP (community participa-
tion), PRACTICE (practice toward PHC), WT (weight per age of under-
five), ILLINDEX (illness index), ATTITUDE (attitude toward PHC),
TOTINCOM (total income per capita), FODINDEX (food index), TOTAL (total
trees in the garden), VALOWN (value of ownership) and AREIND (area

2

of garden and land owned) respectively. The DF, F and n" for each




Table 5.

36

Summary of n? (ETA)? for Effects of AREAID, DEVEID
and AREAID by DEVEID Interaction on DVs at Community
Level in Banjarnegara Rural Area, April 1985

22mng Eta Square (nz) for Effects of:
No Variables AREAID DEVEID AREAID X DEVEID
1 KNOWLEDG 0.041 0.310 0.015
2 PRACTICE 0.046 0.059 0.013
3 ATTITUDE 0.001 0.1 0.003
4 PARTICIP 0.016 0.068 0.021
5 ILLINDEX 0.000 0.016 0.027
6 WEINDEX 0.001 0.287 0.055
7 WT 0.002 0.070 0.001
8 TOTINCOM 0.010 0.031 0.011
9 HOSSANIT 0.028 0.003 0.011
10 SANITFAS _0.003 0.173 0.004
11 BRSINDEX 0.090 0.004 0.013
12 EDINDEX 0.001 0.004 0.012
13 TOTAL 0.002 0.122 0.063
14 TOTMEX 0.004 0.016 0.009
15 VALOWN 0.079 0.051 0.028
16 HOUSEIND 0.006 0.008 0.054
17 ARENU 0.141 0.003 0.007
18 AREIND 0.106 0.026 0.003
19 FODINDEX 0.002 0.017 0.009

2

Note: n“ was calculated based on
Tabachnick and Fidel (1983, p. 277)

variabie are shown in Tables 5.35 and 5.36.

a formula suggested by

Means for the three

groups on these variables are shown in Tables 5.37 and 5.38.

Nine DVs, KNOWLEDG, PRACTICE, PARTICIP, TOTINCOM, HOSSANIT,

BRSINDEX, VALOWN, ARENU, and AREAIND significantly distinguished

between those communities located in mountain and plain areas.

A

unique contribution is made by ARENYU, the highest priority DV, in
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differentiating the difference among the communities, stepdown F(1,455)




Table 5.37

Individual Observed Means for AREAID and DEVEID in

Community Sample at Banjarnegara Regency, April 1985
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Individual Observed Means for:

Name of
No Va2¥§b1es Area Identification Development Identification
Mountain Plain 1%8 Z*b 3*C
1 KNOWLEDG 1.8125 2.1435 1.3333 2.2550 2.3481
2 PRACTICE 1.6583 2.0633 1.3345 2.0750 2.1709
3 ATTITUDE 1.8042 2.0338 1.2138 2.2937 2.2468
4  PARTICIP 1.8500 1.8734 1.3019 1.9688 2.3152
5  ILLINDEX 1.9375 1.8903 1.8113 1.9187 2.0112
6  WEINDEX 1.9542 2.0675 1.2327 2.1250 2.6772
7 MWT 2.0292 2.1899 1.2516 2.3000 2.7785
8 TOTINCOM 1.8292 2.0338 2.0189 1.8250 1.9494
9  HOSSANIT 1:5333 1.8903 1.3601 1.8125 1.9620
10  SANITFAS 1.8125 1.8228 1.1824 2.1937 2.0759
11 BRSINDEX 1.5625 2.0675 1.7484 1.8750 1.8165
12 EDINDEX 1.7917 1.9409 1.7174  1.9063 1.9747
13  TOTAL 1.8958 1.8776 1.4465 1.8063 2.4414
14  TOTMEX 1.8167 1.9873 2.0126 1.7816 1.9114
15  VALOWN 2.0125 1.9650 1.8553 2.0750 1.8861
16  HOUSEIND 1.8125 1.8692 1.7547 1.8500 1.9177
17  ARENU 2.1917 1.6033 1.6918 1.9250 2.0823
18  AREAIND 2.3417 1.5781 1.8616 2.1125 1.9114
19  FODINDEX 1.7625 1.9283 1.4465 2.0938 1.9938
3x Developed by Government and others
bZ* Developed by Government and others plus YPPSE 2-5 years
C3x Developed by Government and others plus YPPSE 5 years

Source:

Selected SPSSX MANOVA Output, July 9, 1986.




Table 5.38

Combined Observed Means for AREAID and DEVEID in
Community Sample at Banjarnegara Regency, April 1985
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Name of Combined Observed Means
No DVs.
Variable Mountain Plain
12 2*b 3#C 1% 2% 3

1 KNOWLEDG 1.0875 2.2250 2.1250 1.5823 2.2750 2.5769
2 PRACTICE 1.1500 1.8375 1.9875 1.5190 2.3125 2.3590
3 ATTITUDE 1.0250 2.2500 2.1375 1.4051 2.3375 2.3590
4 PARTICIP 1.2625 1.8750 2.4125 1.3418 2.0625 2.2179
5 ILLINDEX 1.6250 2.0625 2.1250 2.0000 1.7750 1.8974
6 WEINDEX 1.0250 2.0125 2.8250 1.4430 2.2375 2.5256
7 WT 1.0555 2.2250 2.8125 1.4557 2.3750 2.7436
8 TOTINCOM 2.0253 1.7125 1.7625 2.0253 1.9375 2.1410
9 HOSSANIT 1.11256  1.7625 1.7250 1.6076 1.8625 2.2051
10 SANITFAS 1.16256 2.1625 2.1125 1.2025 2.2250 2.0385
11 BRSINDEX 1.5875 1.5250 1.5750 1.9114 2.2250 2.0641
12 EDINDEX 1.6500 1.8875 1.8375 1.7848 1.9250 2.1154
13 TOTAL 1.2238 2.0375 2.4125 1.6582 1.5750 2.4103
14 TOTMEX 2.0125 1.6250 1.8125 2.0127 1.9375 2.0128
15  VALOWN 1.8750 2.2875 1.8750 1.8354 1.8625 1.8974
16 HOUSEIND 1.5250 2.0750 1.8375 1.9873 1.6250 2.0000
17 ARENU 1.9376 2.2500 2.3875 1.4430 1.6000 1.7292
18 AREAIND 2.2375 2.5750 2.2125 1.4810 1.6500 1.6026
19 FODINDEX 1.3250 2.1250 1.8375 1.5696 2.0625 2.1539

A% Developed by Government and others

b

2* Developed by Government and others plus YPPSE 2-5 years
C3x Developed by Government and others plus YPPSE >5 years

Source: Selected SPSSX MANOVA Qutput, July 1986




181

- 74.91, p <0.000, n?

= 0.141. The mean ARENU scores shown in Table
5.37 indicate that communities in the mountain area have statistically
higher area of nutritious garden than those located in the plain area.
AREAIND is the next significant variable that distinguished mountain
and plain communities, stepdown F(1,454) = 55.96, p < 0.000, n2 =
0.106. The mean area of land ownership scores in Table 5.37 show that
people who live in the plain area have lower area of land ownership

as compared to those who live in the plain area. The third variable
that significantly distinguished the difference between plain and
mountain area is BRSINDEX variable, stepdown F(1,461) = 46.23,

p < 0.000, n?

= 0.090. Communities located in the plain area have
owned higher bedroom per capita as compared to those who live in the
mountain area. This figure can be seen in Table 5.37. The remaining
variables on which plain and mountain area communities differ signifi-
cantly are VALOWN, KNOWLEDG, PRACTICE, HOSSANIT, PARTICIP and TOTINCOM.
Seven variables have demonstrated their unique contribution to

distinguishing between six different groups representing development-
by-area effects. The variable that uniquely distinguished the group

is TOTAL, stepdown F(2,459), p <0.000, n?

= 0.063. Communities
located in mountain area and only developed by GO have the lowest total
trees in their gardens. The highest TOTAL mean was found in those

who live in both areas (plain and mountain) and developed by GOY>5.
WEINDEX is the second unique priority DV, stepdown F(2,466), p < 0.000

and n2

= 0.055. Communities in both plain and mountain areas that
received the assistance of YPPSE more than 5 years, have the highest

WEINDEX. However communities in the mountain area and developed by
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GO, has the lowest mean. The third unique variable is HOUSEIND, step-

down F(2,456), p< 0.000 and n?

= 0.054. The mean shown in Table
5.38 indicates that HOUSEIND is highest among communities in the
mountain area and developed by GOY25. The remaining variables that
distinguish the six groups are, in decreasing magnitude, VALOWN,
ILLINDEX, KNOWLEDG, PRACTICE as well as BRSINDEX (see Table 5.35).
Correlation of each variable can be seen in Table 5.39.

In summary, the analysis for research objective 4 shows that (1)
People who live in villages developed by GO have less knowledge, lower
skill, less positive attitude, and less participation of PHC rather
than those who live in the villages developed by GOY25 and GOY>S.

They also have been less active in weighing programs for their children
under-five, have lower weight per age for their children under-five,
have poorer sanitation facilities, have fewer total trees in the garden,
have lower value of ownership, and have less area for gardening and
farming. However, these villages have a higher per capita income than
those villages developed by GOY25 and GOY>5. (2) Communities in the
plain area are more knowledgeable, more skillful, and participate in

PHC more than communities in the mountain area. Those who live in

the plain area have higher per capita income, better housing sanitation,
and more bedroom space per capita. However, they have lower levels

for value of ownership, area of nutritious garden, and area for
gardening as well as agriculture as compared to those who live in the
mountain area. (3) Village communities which were developed by G0Y25
and GOY>5 and lived in the plain area have greater scores of know]edgé

and participation in PHC than the plain communities developed by




Table 5.39

Pooled Within-Cell Correlation Among Variables at
Community Level in Banjarnegara Rural Area, April 1985

Name of 1 2 3 4 5 6 7 8 9 10 n 12 13 14 15 16 17 18 19

No Variables KNOW PRAC ATTI PART ILLI WEIN WT TOTI HOSS SANI BRSI EDIN TOTA TOTM VALO HOUS AREN AREI FODI

1 KNOWLEDG .66

2  PRACTICE .46 .63

3 ATTITUDE .53 .34 .61 .

4  PARTICIP .37 .36 .27 .68

5  ILLINDEX 01 -,15 -,07 -,04 .85

6  WEINDEX .28 .11 .11 .11 -.05 .57

7 W .26 .08 ,20 .08 -.06 .49 .69

8 TOTINCOM L1913 .14 (23 -.02 .02 .02 .74

9  HOSSANIT .20 .10 ,2% .14 .06 .16 ,03 .17 .76

10 SANITFAS 20 11 14 15 -,06 .09 .03 .11 (17 .55

11 BRSINDEX .19 .08 .18 .20 -.03 .04 -,03 .30 .14 .20 .69

12 EDINDEX 13- .06 .09 .27 -.03 .06 .06 .30 .18 .10 .39 .75

13 TOTAL -.04 .01 -.03 .00 -.14 -,00 .01 A7 .10 .00 .07 .08 .73

14 TOTMEX .20 .15 14 .22 =09 .08 .06 .79 .19 .13 .30 .33 17 .81

15 VALOWN .25 .17 .38 .36 -.09 .11 .01 .49 .27 .25 .45 .38 .21 .53 .79

16  HOUSEIND .20 .05 .23 .22 .03 .12 .02 .37 .49 .22 .29 .31 .06 .39 .43 .79

17  ARENU .10 .07 .08 .04 -.14 .07 .10 .16 .04 .00 .21 .12 .42 .25 .25 .08 .82

18 AREIND -.02 .04 -,05 .07 .01 -.04 -,08 .17 .10 .04 .14 .24 .31 .17 .29 .14 .29 .74

19  FODINDEX L7 .16 .19 .18 -,03 .13 .04 .18 .20 .16 .28 .19 .14 .25 .34 .29 .16 .14 .74

Notes: 1., Standard Deviation on DIAGONAL

2. Source:

Selected SPSSX MANOVA Output, July 1986

€81
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G0. They are more active in the weighing program, have more trees
in their garden, have higher value of ownership and better score of

housing materials than the villagers developed by GO.

The Findings of Research Objective V

This objective addressed the question of whether there were other
factors than those studied influencing knowledge, practice and attitude
of the providers either at the regency or district levels. To respond
to this objective, qualitative, quantitative and descriptive findings

are presented in this section.

1. Qualitative and Descriptive Findings

Findings were based on researcher, supervisors and interviewer
observations of selected events, activities and discussions of pro-
viders at each level of government administration. Some archival
reviews were also used in the interpretations of these findings which
will be presented in Chapter VI.

Statistically, it was shown that the composite variable named
“"POLITICALIZATION" influenced the knowledge, attitude and practice
of the providers in improving some of the health and SE-RH indicators
of the community. However, there were other factors that were diffi-
cult to quantify but appear important to note in supporting the
findings of the research objective.

First, the opportune timing for YPPSE to introduce PHC and
Community development activities: From 1972 to 1974, as previously
mentioned, the budget allocations for health services and other

sectoral programs were unsatisfactory. The manpower, facilities,
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government programs, and infrastructure were in an uncertain condition.
At that time, the government of Banjarnegara was very pleased with
the idea of establishing the YPPSE which could contribution additional
budget and appropriate activities for the welfare of the people.

During this period several new and old NGOs were seeking opportunities
to obtain appropriate ideas and concepts for the practical implementa-
tion of PHC and community development programs. With the introduction
of the "PPSE" (the name of YPPSE before 1980) as "a unique quasi-NGO,"
which physically was a NGO but politically was a branch of the govern-
ment body. It provided a good opportunity for the other NGOs to
develop close relationships with YPPSE. This was due to the failure
in several NGOs' programs to develop PHC and community development
without involvement of the government. The NGOs needed an organization
which was flexible, good in management and not too strong in bureau-
cracy. Hence, this period was a very desirable time for "PPSE" to
obtain strong support from NGOs, government and the community.

Second, there were three types of “dedicated" manpower: (1) A
dedicated and brilliant manager with his ability to look to the fore-
seeable future as well as the needs of providers and community; (2)

A dedicated "FATHER" figure who influenced and helped motivate the
providers, with his patience, love, kindness, compassion, honesty,
and understanding; and (3) Dedicated and hard-working workers in the
field, who were respected and accepted by the community as informal
or formal leaders. This was supported by the research findings which
indicated that most of the providers with high and medium levels of
knowledge, practice, and attitude were motivated first by the above-

mentioned three components.
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Third, the way YPPSE behaved in PHC and community development.
YPPSE policy had been to refrain from seeking credit for itself. It
used and promoted the popularity of the government in the community.
Thus the jealous feelings from other formal government departments
did not exist. Most of the providers did not perceive themselves as
working for YPPSE; instead YPPSE assisted them. In fact, however,
they were managed by the YPPSE in their programs.

Fourth, the socio-cultural aspects of the community still had
a pure feeling of participation (see Chapter II). This could be
hypothesized that the area was isolated for a long time due to non-
cooperation of the former regents with the Dutch. These regents always
stressed and encouraged self-sufficiency among the Banjarnegara com-
munity rather than depended on the Dutch.

Fifth, the government programs, especially through the President's
Instruction which provide some additional manpower, budget, facilities
and development of infrastructure were big contributions toward the
YPPSE programs.

Sixth, the presence of several NGOs' ahd universities specializing
in PHC and community development work which provided technical
assistance in training, program design, and appropriate technologies
("Yayasan Indonesia Sejahtera or YIS," "Dian Desa," "OXFAM," "Lembaga
Pembinaan Usaha Bersama," "University of Gajah Mada,” "Institut
Pertanian Bogor," etc.) as well as some financial assistance ("YIS"
and "OXFAM") to YPPSE for PHC and community development programs.

There were some other factors such as the use of Banjarnegara

for field studies by several universities, Department of Health, Family
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Planning Coordinating Board and various NGOs which might have played
some role in encouraging the improvement or maintenance of knowledge,

practice and attitude among the providers.

2. The Quantitative Findings

Again, canonical analyses were used in the quantitative part of
data analysis. Through this technique of data analysis, relationships
among the two sets of variables could be detected. Instead of running
only POLITICA and TRAINING variables, other variables suggested by
the factor analysis were used in this analysis.

The findings are presented in two subsections as follows: (a)

at the district level and (b) at the regency level.

a. At the DISTRICT Level

The IV set contained 11 variables. The variables were
POLITICA, TRAINING, AGE (age of providers), NUMBER (key role initiator),
OCCUP (occupation of providers), SEX (male or female), EDUC (level of
education of providers), LEWBAN (length of working in Banjarnegara),
LEWARE (length of working in the district studied), MARRIED (marital
status), and CHILDNO {number of children he/she has). The DV set still
consisted of three variables: KNOWLEDG, PRACTICE and ATTITUDE.

Table 5.40 shows the results of canonical analysis of those two
sets of variables (IV and DV). The IV variables relevant to the
canonical factor are POLITICA (0.907), TRAINING (0.641), NUMBER (0.347),
OCCUP (0.328) and MARRIED (-.344). The DV variables are all related
to canonical factor. Taken as a pair, the canonical factor indicates

that those with high "POLITICALIZATION" score, ever attended a training,




Table 5.40

Result of Canonical Correlation Analysis Between

Variables Sets (11 Variables in POLITICA cs. and 3

Variables in KNOWLEDG cs.) of District Providers
in Banjarnegara Regency, June 1985

First Canonical Variable

Variable Sets Can. Var. Load.? St. Coef. Can.b
IV Set
1. POLITICA 0.907 0.892
2. TRAINING 0.641 0.129
3. NUMBER 0.347 -0.067
4. AGE 0.054 -0.266
5. 0CCup 0.328 ~0.062
6. SEX -0.056 0.072
7. EDUC 0.168 0.083
8. LEWBAN 0.152 0.319
9. LEWARE -0.249 -0.052
10. MARRIED -0.344 -0.272
11. CHILDNO -0.274 -0.030
Percent of Variance 0.724
Redundancy 0.153
DV Set
1. KNOWLEDG 0.911 ~0.405
2. PRACTICE 0.846 1.112
3. ATTITUDE 0.870 ~-0.658
Percent of Variance 0.309
Redundancy 0.110
Canonical Correlation 0.851

aCanom’ca] variable

bStandardized coefficients for canonical variables

Source: Selected BMDP6M Output, July 1986
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work in the area developed by both district administrator as well as
HC's doctor, work at the department of interior, and married tend to
have high knowledge, practice and attitude scores and vice versa.

These relationships are strong encugh and the IV can explain about

76.76% of variance created by both sets.

b. At the REGENCY Level

There were 15 variables found in the IV set. They were
POLITICA, TRAINING, AGE, SEX, EDUC (education level), OCCUP (occupa-
tion), OTOCCUP (other occupations), LEWBAN (length of work in
Banjarnegara), KNYPPFS (length of know YPPSE), FROM (know YPPSE from
whom), INVYPP (involvement degree in YPPSE), LEWYPP (length of work
in YPPSE), POSITION (position in YPPSE), REASON (reason involve in
YPPSE), and ACTIV (degree of activity in YPPSE). The DVs set contained
the same variables as provider at the district area (Table 5.41).

With a 0.3 cut-off point in canonical variable loading, the IV
relevant to canonical factor are, in order of magnitude: POLITICA
(0.898), ACTIV (0.761), INVYPP (0.733), LEWYPP (0.721), FROM (0.548),
POSITION (0.544), TRAINING (0.398), REASON (0.322), and EDUC (0.306).
Among the DV, all of the variables were relevant to canonical factor.
Taken as a pair, the canonical factor indicates that those with high
"POLITICALIZATION" score, high activity involvement in YPPSE, involved
directly in YPPSE, longer work with YPPSE, get motivation and informa-
tion about YPPSE from the Regent, and higher position in YPPSE organi-
zation tend to have higher score in knowledge, practice and attitude.
Training involvement, better reason in involvement in YPPSE and higher

education also tend to have higher knowledge, practice and attitude




Table 5.41

Result of Canonical Correlation Analysis Between
Variable Sets (15 Variables of POLITICA cs. and 3
Variables of KNOWLEDG cs.) of Regency Providers in

Banjarnegara Regency, June 1985

Variable Sets

First Canonical Variable

Can. Var. Load.? St. Coef. Can.b

1V Set

1. POLITICA 0.898 0.454
2. TRAINING 0.398 -0.002
3. AGE -0.220 -0.065
4, SEX -0.008 -0.012
5. EDUC 0.306 0.014
6. OCCUP 0.125 0.107
7. OTTOCUP 0.057 -0.031
8. LEWBAN 0.039 ~-0.020
9. KNYPPFT 0.288 0.121
10. FROM 0.548 0.166
11. INVYPP 0.733 0.243
12. LEWYPP 0.721 ~-0.059
13. POSITION 0.544 0.033
14. REASON 0.322 0.048
15. ACTIV 0.761 0.296
Percent of Variance 0.227

Redundancy 0.226
DV Set

1. KNOWLEDG 0.915 -0.937
2. PRACTICE 0.948 0.691
3. ATTITUDE 0.863 -0.594
Percent of Variance 0.827

Redundancy 0.227
Canonical Correlation 0.851

3Canonical variable loading

b

Source: Selected BMDP6M Output, July 1986

Standardized coefficients for canonical variables
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scores although their relevancy was not as high as the first six
variables. In short, the first six variables were the most important
variables in the relationship and were related to knowledge, practice

and attitude scores of the providers.




CHAPTER VI
INTERPRETATION AND DISCUSSION OF RESEARCH FINDINGS

This chapter consists of five sections as follows: the process
of improving community participation; the influence of training and
"POLITICALIZATION" upon the knowledge, attitude and practice of the
providers at the regency and district levels; the relationship between
the level of community participation, community's knowledge, practice,
and attitude and the health and socio-economic indicators found in
this research; the influence of YPPSE upon the variables mentioned
in Chapter V; and the other factors {nf1uencing knowledge, attitude
and practice of the providers at the regency and district levels.

Each section will be interpreted and discussed independently.

Process of Increasing Community Participation

Community participation is not a new concept in Banjarnegara
Regency. It has been an integral part of the culture since ancient
times. The concept of "gotong royong" or mutual self-help, and other
cultural concepts such as "mufakat" and "rukun" have been a part of
life in Banjarnegara Regency for generations. They are the traditional
mechanisms for providing the social support necessary for dealing with
everyday problems. In village organizations in Indonesia, the doctrine
fo community participation reflects the institutionalization of
consensus as the essence of democratic decision making. During the
war with the Dutch for independence, charismatic political leadership

successfully mobilized community participation for the purposes of
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achieving independence. Community support and involvement, then, is
a national resource waiting to be mobilized.

However, mobilizing community participation requires an appro-
priate approach and strategy. The approach and strategy empioyed by
YPPSE and described in Chapter V is presented schematically in Figures
6.1 and 6.2. The critical element in this approach and strategy is
the regency and district integrated teams, which are characterized
as "providers" in this research study. One of the major factors in
this strategy is the knowledge, attitude and practice of those pro-
viders. YPPSE played a facilitating role in improving their knowledge,
attitude and practice. The providers played the primary role.

The study shows that upon arrival in Banjarnegara Regency, the
health providers (doctors and health auxiliaries) were poorly informed
and generally disinterested in PHC and community development. Given
the medical and curative nature of their technical training, this
finding is not surprising. Following training and meetings organized
by YPPSE, 75% of the providers reported interest in and enthusiasm
for PHC and community development.

The district administrator was the other essential provider in
the integrated team. Where the integrated team functioned as a coor-
dinated unit, PHC and community development programs tended to be more
successful. Again, knowledge, attitude and practice of the providers
was an important variable. In those integrated teams where the district
administrator and the HC doctor were well motivated and interested,
the perception of providers towards coordination and integration of*

PHC and community development was satisfactory. The research indicates
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that YPPSE's role in educating and motivating providers in the district
teams, in particular, and the regency teams to a lesser but still
significant extent, had substantial impact upon the consolidation of
those teams. Well consolidated teams are much more effective in
engaging the villages, promoting their inclusion into the "KRING"
system, and consequently in mobilizing community participation.

Given this motivational or educational role, the providers per-
ception of YPPSE, as presented in this study, requires further con-
sideration. In general they were supportive of the YPPSE role in PHC
and community development, but found management deficiencies. They
also expressed some dissatisfaction with the distance that seems to
be developing between YPPSE and the government providers. This per-
ception can be explained by the organizational transition which YPPSE
effected in 1980, changing its status from a quasi-NGO to a full NGO.
While maintaining quasi-NGO status, YPPSE had direct institutional
linkages to the government through the Regent's position in YPPSE
management. When a new Regent was assigned to Banjarnegara in 1980,
the Chairman of YPPSE and several key persons in YPPSE, in anticipation
of the possibility that the new Regent might be less supportive of
YPPSE, changed its status to a full NGO. While the new Regent was
equally, if not more supportive of YPPSE than his predecessor, the
organizational transition to full NGO deprived YPPSE of the special
relationship that it previously had with governmenf, and possibly
explained of the providers' reservations about YPPSE.

YPPSE staff members themselves were even more critical of the

organization's performance than other providers, and this finding
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indicated an awareness of impending managerial problems. Their per-
ceptions of YPPSE's managerial deficiencies were viewed by the
researcher as a healthy sign that these deficiencies could be addressed
and eventually overcome.

The process of social preparation as described in this study is
clearly dependent upon the knowledge, attitude and practice of the
providers. The process is time consuming, and only highly motivated
providers will persevere through the 4 to 6 months process. YPPSE
plays an important facilitator role, and is involved in the social
preparation process almost from its inception. However, it is the
district integrated team that makes the first contact, that must have
a sufficient understanding of village problems, and who must work with
them jointly in finding solutions. The volunteer training provided
by YPPSE, and the introductory community based activity are visible
products of the support that YPPSE and the government are willing to
provide.

The "KRING" system is unique to Banjarnegara Regency and is con-
sidered by the researcher to be one of the most important mechanisms
for generating community participation in all phases of PHC and com-
munity development. It capitalizes upon traditional community values
of pride and self-help. It also institutionalizes the community's
role in planning, proper implementation, budgeting, monitoring,
evaluation and maintaining PHC and community development programs.

And it lays the foundations for eventual self-sufficiency. It is the
researcher's view that, at the present time, the "KRING" system

functions to a large extent through the unifying and motivating role
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played by the facilitators, and the core support provided by YPPSE.
The facilitating role provided by the district integrated team will
be a continuing long term need to guarantee operation of the "KRING"
system. From the observations of the researcher, it is not possible
to predict, at this point, when that facilitating role will no longer
be necessary; and it is also difficult to predict the fate of the
"KRING" system once core support from the YPPSE ceases. These questions
could be the subject of further research.

The role of YPPSE and the district integrated team in mobilizing
community participation is presented schematically in Figure 6.3.
In general, well-consolidated integrated teams are the catalyst for
effective social preparation of avillage and its eventual inclusion
into the "KRING" system, the mechanism identified by this research
as most effective in generating community participation. Well-
consolidated integrated teams are enhanced by positive knowledge,
attitude and practice of the providers, in this case the district
administrator and HC doctor, about PHC and community development.
It is YPPSE, through the process of training and "POLITICALIZATION,"
that can most directly influence the knowledge, attitude and practice
of providers.

The Scope and Outcome of the Training and "POLITICALIZATION"

Processes in Strengthening Political Commitment Relevant
to Implementation and Maintenance of PHC
in Banjarnegara
Data presented in Chapter V indicated that both training and

"POLITICALIZATION" variables showed a high correlation with increased
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knowledge, practice and attitude of the providers. Between those two
variables, "POLITICALIZATION" was more relevant as compared to the
training variable. However, training seems to reinforce "“POLITICALIZA-
TION"; providers who had been trained tended to have high scores in
that category.

The findings of objective II establish clear statistical corre-
lations between "POLITICALIZATION" and training of providers at the
district and regency level and their KAP in PHC and community devlop-
ment. The single most important factor which seems to effect
"POLITICALIZATION" at the district level was the interest and the
enthusiasm of the district administrator and HC doctor in PHC and
community development. Every component variable which had been
factored to create the composite variable "POLITICALIZATION" was
influenced by the key initiator of PHC and community development.

The most favorable situation existed when the HC doctor and district
administrator played the key initiator role. Such a situation would
strongly favor "POLITICALIZATION" and knowledge, attitude and practice
(KAP) of providers. However, these findings indicated that, though
less favorable, situations where either the HC or district administra-
tor were key role initiators, “POLITICALIZATION" also took place though
to a lesser extent. Where neither the HC doctor nor district
administrator was involved as a key initiator, a very unfavorable
situation existed for "POLITICALIZATION" and consequently increased

KAP of providers about PHC and community development. This finding

had implications for decision makers in Banjarnegara Regency.
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At the regency level, "POLITICALIZATION" was quite acceptable
probably due to the special relationship which existed between YPPSE
and the regency government, and to the motivational and leadership
role played by the Chief of Regency Health Services and the Regent.

A significant degree of dissatisfaction and disinterest was
expressed by district providers with the YPPSE training programs.
Daily length of training seemed excessive (10-14 hrs/day) and questions
were raised as to whether there was a point of diminishing returns
with the number of training hours per day. Training methodology was
also found deficient in this study, probably related to the skills of
the trainers in the YPPSE team. Professional trainers were not the
norm in district training. Trainers frequently hold structural
positions in the district level bureaucracy and have no qualifications
as trainers.

A mixture of several different theories of learning was combined
in the methodology of provider training in Banjarnegara. For example,
it seemed that in the regency and district level, the training placed
more emphasis in the S-T theory, Motivational-Personality theory by
Hilgard, and Self-Actualizing Approaches described by Srinivasan.
However, in the village level, training focused more in the Cognitive
theory, S-T theory by Hilgard and Problem-Centered Approach.

District and regency level training programs placed more emphasis
on the classroom rather than in the field. On the other hand, the
"KRING" system placed more emphasis on field training. Both YPPSE
and the district and regency level integrated teams need to spend more

time on training preparation, and in integrating participatory training
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methodologies into the curriculum. If this is not done, training
quality suffers and the "foundation" of KAP of providers will be
reduced accordingly.

From the researcher observations of some "KRING" meetings and
combined regency, district and village trainings, as well as inter-
views conducted during the course of this research, it seemed that
the training preparation was insufficient. Fifty percent of sample
providers at the district level claimed that the training methodology
was not so interesting and 16.7% stated that it was not interesting
at all. However, most providers at the regency level stated that the
methodology was interesting or very interesting. As was mentioned
previously, one of the probable reasons for the difference was a high
degree of professionalism among trainers in the regency training and
relative lack of professional trainers at the district level. Of those
district providers who perceived that the training methodology was
interesting, most had obtained their training before 1980. Those
trained after 1980 expressed greatest dissatisfaction with the training.
This finding indicates that the training quality of YPPSE has decreased,
and one of the causes was lack of good training preparation. Post
training evaluations were not generally utilized and analyzed properly
to improve the next training program. Too many participants were
trained at one time and there was an attempt to cover too much material
in a 2-3 day training program. Some trainers did not really know what
their didactic responsibilities to the trainees were.

Training materials were found to be mostly useful and very useful

by the trainees, either at the district or regency level. As mentioned
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in Chapter V, almost all of the providers who perceived that the train-
ing materials were not useful were HC's doctors and HC's staff members.
The reasons most frequently expressed were (1) the training materials
were not appropriate to conditions in their HCs and district teams,

(2) the training materials were too general in community development

in which they were not involved directly and (3) approaches taught
during the training were too idealistic, and could not be carried out
in reality, or were excessively time consuming. From this result,

it could be interpreted that although the Chief of Banjarnegara Regency
Health Office attempted to convince the HC's doctor regarding the
significance of PHC and community development, some of them were still
reluctant to accept the concept of PHC and community development.

Another problem was limitation of training follow-up. As an
example, following completion of a 40-day regency providers training
in 1976, there was an agreement that the follow-up and refresher
training would be carried out one year post training and at yearly
intervals thereafter. For various reasons, however, this schedule
could not be adhered to, and training follow-up was not conducted again
until 1978, and then in 1985 when this research study was conducted.

Figure 6.4 is a schematic representation of training in the
"KRING" system as described in Chapter V.

The training methodology used in the "KRING" system was more
fundamentally dialogical like the "participatory training" described
by Kurian (1983) with both trainers and trainees contributing to the
learning situation. Self-awareness and self-confidence on the part
of trainees were considered an invaluable outcome of the training

process (Dayrit, 1984).
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The opportunity provided by the "KRING" meeting for interaction
among trainers (represented by YPPSE, district providers and regency
providers), trainees (village volunteer workers and village leaders)
and the local community seemed to develop a very favorable climate
for mutual learning as well as indirect training feedback. Individual
and group learning seemed to be enhanced during the unique interaction
provided by the "KRING." The personal relationships developed between
the trainers, trainees, and local community members while 1iving and
working together during the "KRING" period, where the providers stayed
in the local households, ate together with the community members, spent
leisure time together, and conducted community needs assessments
together, reinforced-learning and compensated for training deficiencies
providers experienced during district training and regency training
in particular and training in general.

The "KRING" system seems to encourage both the community and
providers to: (1) improve political commitment in the village,
district and regency team toward the development of PHC and community
development; (2) stimulate the community's and providers' degree of
involvement in planning, implementation, budgeting and evaluation of
PHC and community development; (3) increase the quality of the training
process; (4) maintain and improve the implementation, budgeting, super-
vision and monitoring of their activities; (5) reduce the managerial
bureaucracy and improve the flexibility of the managerial process based
upon the community needs; and (6) speed up the dissemination of the

PHC and community development program.
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In other words, "KRING" system was one of the tangible manifesta-
tions of "POLITICALIZATION" which actualized political commitment of
district and regency providers in development of PHC and community
development in the Banjarnegara rural area. The research also shows
that, in addition to being a manifestation of "POLITICALIZATION," the
"KRING" system also has an added feedback input which tends to enhance
"POLITICALIZATION" of providers mainly by strengthening their political
commitment to PHC and community development. In April and May 1985,
the Regent of Banjarnegara, "Drs." Winarno Adisubrata twice arranged
three-day meetings to discuss more efficient utilization of the "KRING"
meetings. Those two meetings were attended by all district administra-
tors, chiefs of regency departments, heads of district sectors, village
headmen, village counsel chairmen, and village volunteer workers in
the villages involved in the "KRING" system as well as some NGO
partners of YPPSE. The meeting adopted the "KRING" system as a media
for exchange of information, an instrument for monitoring and stimu-
lating the community, and as a training strateqgy for the total develop-
ment in Banjarnegara regency.

In some villages, the village headmen adopted a mini-"KRING"
system as a motivational development, and monitoring tool and
stimulating system for their villages. In this spin-off model, the
hamlets or "RT" within those villages were grouped in a small "KRING"
system, with rotating meetings in a fashion similar to the implementa-
tion of the "KRING" system.

One indicator of the seriousness of political commitment (WHO,

1982) was the level of community involvement in health decision making
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and the existence of effective mechanisms for people to express demands
and needs. WHO also suggested that an indicator for both political
commitment and community involvement was the degree of decentralization
of decision making, which facilitates more effective involvement at
the community level and ensures that it would produce results that
could be implemented. With the "KRING" system it was clear that all
of the planning, implementation, budgeting, and evaluation was
developed by the community. This would provide a high degree of com-
munity participation in health and community development decision
making based on their need and demands.

The "KRING" system, with its provision for involvement of all
components in planning, implementation, budgeting and evaluation could
also be interpreted as an "action research" process or AR. McGill
(1974) described AR as a continuous process of doing research which
leads to learning and further action. The essential elements of the
process were planning, implementation and review, carried on in a cycle
by researchers and community members participating in full and equal
roles.

Peters and Robinson (1984) stated that there were at least three
minimal requirements of AR: (1) the involvement in change character-
istics, i.e., problem-focused and directed toward the improvement of
some existing social practice; (2) it shared the organic process
characteristics i.e., research consisted of a series of systematic
cyclical or iterative stages of fact finding, reflection and planning,
strategic action, and evaluation; and (3) it shares the collaborative

characteristic, for example research was carried on as joint and
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cooperative endeavors among participants. AR should proceed in a
"Spiral Step" management process in which each step is composed of
a small circle or loop of planning, action and evaluation of the action
results (Peters & Robinson, 1984).

Considering the discussion above, the "KRING" system manifests
the AR concept, in which each circle of the "KRING" represents each
loop of AR. Figure 6.5 presents an illustration of the "KRING" system
in light of the spiral steps of the AR process.

In conclusion, there are two pertinent components related to the
strengthening of political commitment in implementation and maintenance
of PHC and community development in the Banjarnegara rural area. The
first one is "POLITICALIZATION" or the degree of acceptance to which
political commitment is manifested and actualized in the development
of PHC and community development. The second is training, which is
needed to initiate the development of "POLITICALIZATION." Although
the training quality of YPPSE seems to have decreased due to problems
of inadequate professional trainers, insufficiency of budget and a
growing range of activities, the "KRING" system seems to compensate
for the decreased quality of training. The "KRING" system is one of
the manifestations of "POLITICALIZATION" in the implementation and
maintenance of PHC and community development in the Banjarnegara
Regency, and has an impact upon the improvement of integrated team
performance, interpersonal relationships between providers and com-
munity, ability in simple management system, supervision, and monitor-
ing. The "KRING" system is also an example of simnle action research

in PHC and community development. The prospect of utilizing the
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"KRING" system in the foreseeable future for implementation and mainte-
nance of PHC and community development activities is undoubtedly
positive. However, this system has several limitations as follows:
(1) should be properly prepared in each level of government administra-
tion; (2) need more time and effort in implementing this system; (3)
need some additional budget; (4) there will be a period of confusion
during the implementation of this system; and (5) should be matched

with the local culture or tradition.

Relationship Among Community Participation; Community's
Knowledge, Practice, and Attitude; and Health
and Socio-economic Related Health Indicators

The findings of objective 3 in Chapter V showed that (1) villages
developed by the Government and YPPSE with high scores in knowledge,
attitude, practice, and participation tend to have high scores on
weight increase among children under-five, nutritional status of
children under-five, housing sanitation, sanitation facilities, total
trees in the garden and food consumption on the day of observation
and monthly food habits; (2) villages in the plain area have higher
scores in bedroom space per capita as compared to those in the mountain
area, but samples from the mountain area have higher scores in
nutrition garden and land ownership as compared to those in the plain
area; (3) lower community participation, knowledge and attitude was
associated with lower total income per capita, lower bedroom space
per capita, lower education level, lower literacy, lower total monthly
expenditure, lower value of ownership, lower value of housing material,

and lower food consumption on the day of observation as well as monthly
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food habits; (4) the more YPPSE 1is involved in the development, the
greater number of trees and kinds of trees among samples households;
(5) the higher the practice score of the community, the lower the value
of housing material and the higher food consumption on day of observa-
tion and monthly food habits; (6) the higher practice levels of the
community, the lower the possibility of having sick people, the lower
degree of severity and higher preference to choose first aid, lower
education, and lower literacy; (7) the higher knowledge, practice and
attitude score of households who have a child or children under-five,
the higher their participation in program planning, implementation,
budgeting, and total activities; and (8) the influence of PHC and com-
munity development prdgrams by combined Government and YPPSE efforts
correlates with higher scores for knowledge, practice, attitude, and
community participation.

Based on the findings mentioned above, the relationship among
the variables is presented schematically in Figure 6.6.

The results suggest the importance of YPPSE's assistance to the
Government in the dissemination of PHC and community development
programs, and several critical health indicators. The findings show
that the YPPSE approach, which emphasizes the crucial role of the
community and focused its resources and assistance at that sociologic
unit, has a significant impact upon increasing the level of the com-
munity's knowledge regarding health, its attitude towards positive
health behavior, and its utilization of health resources and tech-

nologies offered by the Government.
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However, the impact upon these community participation composite
variables is an intervening step only. The canonical multivariate
analysis indicates that community KAP (Knowledge, Attitude and
Practice) is correlated with community participation in planning,
budgeting and implementing PHC programs, resulting in a greater sense
of the community's involvement in and responsibility for its own health
programs. As a result, in communities where YPPSE and the Government
jointly introduce and maintain a PHC program, total community involve-
ment in PHC activities tends to be higher, and in these communities
nutritional status is better, more attention is given to sanitation,
housing conditions are superior, food habits support good nutrition,
and households are taking the initiative to engage in agricultural
practice, particularly in planting trees whose produce can supplement
food supply or income.

The analysis also shows that there were several intervening vari-
ables such as geographic area, socio-economic status, education and
literacy level and land ownership. However, those intervening
variables can also be interpreted that the YPPSE mostly started to
work in the villages or communities with low education and socio-
economic status. Communities with higher scores for KAP and participa-
tion showed a relatively higher level of education and income. However,
personal observations of the researcher indicate that even in com-
munities with higher KAP and consequently statistically higher income
and education, the poorer strata in those communities do not generally
participate or take advantage of health and development activities

available through the Government and YPPSE. While the research shows
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that the program has some impact on education and SE-RH indicators,
it was the opinion of the researcher that these gains were most
prominent among the higher socio-economic groups within the community
and still do not reach the poorest of the poor.

The improvement in nutritional status among YPPSE villages is
illustrative of the advantages of the YPPSE approach. There is a
monthly nutrition surveillance/intervention program introduced by the
Government and YPPSE, characterized by the monthly weighing of children
under-five. By mid-1980 there were 282 village or subvillage weighing
posts in Banjarnegara regency. At the present time, almost all
villages are covered by this program. In the villages included in
the sample for this study, there was a minimum of one weighing post
in each vi}]age, each with a minimum of three village nutrition
volunteer workers.

The marked improvement in numbers of village weighing posts can
be attributed to the Family Nutrition Improvement Program ("UPGK")
introduced by the National Family Planning Coordinating Board ("BKKBN")
in 1982. This program provided weighing scales and nutrition related
supplies such as iron tablets, vitamin A, oral rehydration solutions
and educational materials. The program also trained the village
nutrition volunteers, or "kader" to weigh children and record their
weight monthly on a growth card held by the mothers, distribute the
iron, vitamin A and oral rehydration solutions as necessary, and advise
mothers on proper nutritional habits for their children based upon

results of monthly weighings.




215

In the villages where the nutrition program was introduced without
YPPSE assistance, the inputs were rigid and unidimensional. Training
packages were standardized, and training sessions for the "kaders"
were rote exercises in what Freire (1980) calls the "Banking System"
of education where knowledge transfer is a one-way process stored in
the mind of the trainee or community but with no guarantee that it
can or will be understood and utilized. Weights were being inaccur-
ately recorded on weight charts and health education messages were
either being inaccurately transmitted or not at all. Attendance had
fallen substantially (20-30% during 2 years) and some of the weighing
post activities had been discontinued.

In those villages where the program was instituted with YPPSE's
assistance, the community was consulted and involved in the decision
to introduce the nutrition program, and the standardized inputs were
adapted to the communities perceived needs and local cultures. Although
the physical act of weighing children was a constant in all villages,
some villages chose to emphasize nutrition education, while others
emphasized home gardening, food preference or credit union activity.
The standard training packets were then adapted accordingly. The rote
lecture/question/answer training technique which predominates in the
Government and YPPSE "kader" training, was abandoned in favor of more
participatory training methodologies which involved the trainee as
an active participant in the training program. The statistically
significant improvement in nutritional status in the YPPSE and Govern-
ment villages found in this study was accompanied by higher attendance
and longer continuity of weighing post activities, and was testimony

to the effectiveness of the YPPSE approach.
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Home gardening, housing, water, and sanitation are important com-
ponents of the YPPSE program. YPPSE has emphasized the importance
of trees as a source of food and income, since its inception, and has
actively encouraged communities to plant trees in and around housing
areas. Working with the Department of Agriculture and Family Welfare
Movement ("PKK"), they have disseminated new varieties of guava, papaya,
clove, coffee, tea and other fruit trees in the area. The study shows
that positive results have been most pronounced in the mountain areas
where a particular program was stressed and land ownership favors the
proliferation of trees. These factors explain the study's findings
that total trees have increased in YPPSE and Government area.

In 1980, YPPSE's archives revealed that 56 villages developed
housing improvements programs. By the time this study had been con-
ducted, that number had doubled. YPPSE has trained distict integrated
teams and HC staffs about the importance of basic housing improvements,
and had assisted villages to establish community local funds to finance
them. Whitewashing walls, expanding window space, construction of
earthern hearths, and placement of river stones for flooring material
make substantial improvements at affordable costs. Housing improve-
ments were common among village plans submitted to the "KRING" system.

Three sample viilages assisted by YPPSE and government had home
improvement programs. In the first step of the program, only house-
holds with higher ber capita income could participate in this effort
due to high cost of building materials. In two of those villages,
agreements were reached to hire laborers from the lower income com-

munity within their own village for home improvement programs.
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Proceeds of 30-50% salaries were deposited into a fund for each lower
income laborer and eventually used to fund improvements in the
laborer's own home. The multiplier effect of this system expanded
home improvement benefits to more families, particularly the lower
income families, and probably accounted for the relationship found
in this study. YPPSE does not encourage the use of expensive housing
materials for home improvement.

The 1980 YPPSE archives show that 45 villages have drinking water
and irrigation systems. By the time of this study that number had
tripled. The assistance provided through YPPSE and government through
special Presidential Instruction program ("INPRES") is postulated as
a primary reason for the improvements. The "INPRES" program provides
pipes, cement, cylinders, pumps, and other building materials. While
water and sanitation systems were being built, these efforts were

plagued with routine maintenance problems.

With YPPSE's assistance, the villages were motivated to participate

in the building and maintenance of the latrine and water systems, con-
tributing their manpower and some local materials. Through the
influence of the "KRING" system, YPPSE was also able to motivate the
villagers to maintain latrines. While only two villages sampled in
this research provided any funds for latrine and water supply mainte-
nance, these funds were only sporadic (once or twice in the past seven
years). However, both the number and condition of latrines and water
supply in the YPPSE villages were consistently higher.

Other auxiliary findings concerning objective 3 indicated that

better community health practice is related to lower ILLINDEX, EDINDEX,
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HOUSEIND and FODINDEX. This relationship should be interpreted
cautiously for several reasons. Firstly the canonical correlation
is weak (see Table 5.31) and extracts less than 10% of variance. Thus,
it is difficult to draw any conclusions. Secondly, especially in the
case of the composite variable ILLINDEX, the components variables are
diverse, and very significantly among themselves. Prevalence of
disease, one of the component variables, was artificially high due
to an outbreak of several diseases during the study period. Preference
for seeking health services is also very high, but the final component,
severity of illness is low and moderate. There is also no clear
unifying construct underlying the component variables, as is the case
with EDINDEX, HOUSEIND-and FODINDEX. As a result, the researcher
mentions this relationship but will not infer any conclusions from
the relationship.

From the findings of this study it can be concluded that the YPPSE
approach is the major independent variable influencing KAP and community
involvement with resultant impact upon critical health indicators.
However, the findings also suggest that topographic characteristics
(AREAID) and the YPPSE/Government development model (DEVEID) work
through a set of intervening SE-RH or health related socio-economic
variables (TOTINCOM, TOTMEX, VALOWN, BRSINDEX, HOUSEIND, EDINDEX, ARENU
and AREAIND) to reinforce the relationship. What is not clear is
whether DEVEID influences the SE-RH directly, or whether the DEVEID
and SE-RH relationship result from the selection criteria imposed by

YPPSE in choosing villages for inclusion into its program. Such
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determinations are beyond the scope of this study, but require further

study and analysis.

The Differences Between Villages (GO, GOY25, and GOY 5)
in Knowiedge, Practice, Attitude, Participation,
Health and SE-RH Indicators

As described in Chapter V, the MANOVA analysis for research
objective 4 showed that: (1) People who live in villages developed
by GO have less knowledge, lower skill, less positive attitude, and
less participation of PHC rather than those who live in the villages
developed by GOY25 and GOY>5. They also have been less active in
weighing programs for their children under-five, have lower weight
per age for their children under-five, have poorer sanitation
facilities, have fewer total trees in the garden, have lower value
of ownership, and have less area for gardening and farming. However,
these villages have a higher per capita income than those villages
developed by GOY25 and GOY>5. (2) Communities in the plain area are
more knowledgeable, more skillful, and partjcipate in PHC more than
communities in the mountain area. Those who live in the plain area
have higher per capita income, better housing sanitation, and more
bedroom space per capita. However, they have lower levels for value
of ownership, area of nutritious garden, and area for gardening as
well as agriculture as compared to those who live in the mountain
area. (3) Village communities which were developed by GOY25 and GOY>5
and lived in the plain area have greater scores of knowledge and par-
ticipation in PHC than the plain communities developed by GO. They

are more active in the weighing program, have more trees in their
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have higher value of ownership and better score of housing materials
than the villagers developed by GO.

Research objective 4 attempts to test the statistical significance
of differences between the mean of villages which have been developed
by the assistance of YPPSE and those which have not yet been assisted
by YPPSE in the KAP, community participation, health indicators and
SE-RH indicators. This research objective is related to proposition h,
which was mentioned previously in Chapter IV of this study.

Proposition h. states that there will be significant differences in
the health indicators and SE-RH indicators between the area developed
by Government and others (GO), the area developed by Government and
others with the assistance of YPPSE 2-5 years (GOY25), and the area
developed by Government and others with the assistance of YPPSE for
more than 5 years (GOY>5).

Although the results of 2X3 between-subjects MANOVA analysis used
in this research support research objective 4 and proposition h., they
do not identify which one of the three development programs is signifi-
cantly different. Statistically, the significant differences among
those three programs of development can be tested by using a range
test, such as Scheffe, Turkey, LSD, Duncan tests, etc. However, due
to time limitations and technical difficulties, it was not feasible
to perform such tests.

However, rough differences among the three areas can be isolated
by studying the differences among the means of composite variables
in each area of development. As described earlier, there was a signif-

icant main effect for DEVEID on 14 of the 19 composite variables.
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Inspection of Table 5.37 suggests that large differences exist between
the GO and GOY25 groups, as well as between the GO and GOY>5 groups,
are probably significant on most of the composite variables. These
differences are much more likely to be significant than the differences
between the means of the GOY25 and GOY>5 groups. In other words, it
appears that there are strong differences between the GO group and
either GOY25 or GOY>5, but there is uncertainty as to the significance
of difference between the GOY25 groups for the composite variables
that are significant in the stepdown analysis.

Regarding the significant interaction between AREA IDENTIFICATION
and DEVELOPMENT IDENTIFICATION, the MANOVA analysis suggest that the
differences between the three development groups (GO, GOY25, GOY>5)
on nine of the composite variables differs significantly, depending
on the geographic location of the villages (i.e., mountain or plain
areas). Specifically, significant interaction effects were found on:
KNOWLEDG, PRACTICE, PARTICIP, ILLINDEX, WEINDEX, BRSINDEX, TOTAL,
VALOWN, and HOUSEIND. In studying the mean scores presented in Table
5.38, it can be seen that in the plain area, the GOY>5 group has the
highest mean scores on seven of the nine significant composite vari-
ables. These composite variables are: KNOWLEDG, PRACTICE, PARTICIP,
WEINDEX, TOTAL, VALOWN, and HOUSEIND. However, in the mountain area

the GOY>5 group has the highest mean scores on the following composite

variables: PRACTICE, PARTICIP, ILLINDEX, WEINDEX, BRSINDEX, and TOTAL.
In summary, the statistical result related to objective 4 of this

study appear to confirm the expectation that Government and YPPSE

programs (i.e., GOY25 and GOY>5) are relatively more successful than
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Government only programs in terms of the community participation,

health and some of the SE-RH indicators.

Additional Significant Factors Influencing the Banjarnegara
PHC and Community Development Programs

This research demonstrated that training and "POLITICALIZATION"
are the two most important factors in the development of PHC and com-
munity development in Banjarnegara regency.

Furthermore, the findings of research objective 5, Chapter V,
can be summarized that there were several additional factors influenced
to the Banjarnegara PHC and community development program as follows:
(1) the opportune timing of YPPSE to introduce PHC and community
development in Banjarnegara; (2) there were three types of “"dedicated"
manpower: (a) a manager and conceptor, (b) a father figure, and (c)
creative and hard workers in the field who are accepted and respected
by the community; (3) the way YPPSE behaved without raising its flag
or name in PHC and community development; (4) socio-culture aspects
of Banjarnegara community which aided participation; (5) there were
some Government programs especially through President Instruction which
provided additional manpower, development of infrastructure, facilities
and budget; (6) several NGOs and universities specializing in PHC and
community development provided budget, technical assistance and pro-
motion about PHC and other Banjarnegara community development programs;
{7) reward from the Government by adapting several models of
Banjarnegara programs; (8) at the district level, the close relation-
ship and mutual understanding between the HC's doctor and district

administration provided a very important influence to the achievement
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of PHC and community development programs; and (9) the better per-
formance of providers at the regency level was correlated with more
active participation and direct involvement in YPPSE organization,
Tonger in length of work with YPPSE, higher position in YPPSE as well
as motivation by the Regent.

However, the Banjarnegara PHC and community development programs
also suffered from several factors as follows: (1) poor management
of YPPSE organization, especially in integrated planning, budgeting
and evaluation; (2) lack of qualified manpower with high administra-
tional and organizational skills; (3) dependency of YPPSE on other
NGOs‘budgets; (4) decrease of training quality for providers and lack
of training follow-up;_ (5) overloaded activities; (6) decrease of the
strongest supports and involvements from chairmen of non-health sector
government agencies that YPPSE ever had before it changed its status
to become a pure NGO; (7) difficulty in providing motivation to the
intern health sector personnel and (8) "boomerang" effect of YPPSE
program that has been adopted to the national program and then carried
out again as a program package in the Banjarnegara area.

Most of the additional facilitating and restraining factors were
already discussed in Chapter V, only several additional important
factors such as budget provided by YPPSE, dependency of YPPSE to other
NGOs, the need of qualified YPPSE manpower with high quality of
administrational and organizational skills, overloaded activities and
the "boomerang" effect would be explained and discussed in depth in

the following paragraphs.
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Figure 6.7 shows the comparison of absolute budget of YPPSE to
health sector budget. The health sector budget comprised the opera-
tional budgets for MCH, Nutrition, Heaith Education, Hygiene and
Sanitation, Public Health Nursing, School Health Services and Drug
and Food Control. The Communicable Disease Control division's budget
was eliminated since there was a special budget for the malaria control
program which was an exceptional budget as compared to other Regency
Health Service Offices. Office and personnel budgets were not included
since the data were not available. The YPPSE budget was for community
develoment, education, personnel, logistic as well as administrative
purposes. The per capita budget per year for the health sector since
1976 was Rp. 265.50 as compared to Rp. 22.67 per capita budget per
year of YPPSE or Rp. 14.56 per capita per year (since 1976) without
administration, logistic and personnel budget to be counted. Thus,
input given by YPPSE was less than 5.5% of the health sector budget.
The per capita per year budget of total development budget in
Banjarnegara Regency was Rp. 7,112.00. As compared to this total
development budget, the input of YPPSE did not mean anything, or only
a very small amount of input.

However, Figure 6.8 shows the percentage budget of YPPSE used
for training as compared to the health sector budget for the same pur-
pose. Approximately 40% of the YPPSE budget was used for training
and education in PHC and community development programs as well as
"KRING" system. On the contrary, however, less than 3% of the health
sector budget was used for education or training in community health
development such as MCH, traditional birth attendant, school health

services training, nutrition and other activities.
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Both of these figures showed, at least, that YPPSE supported
almost all of the training and the "KRING" system in PHC and community
development in Banjarnegara. This was one of the biggest contributions
of YPPSE in PHC and community development in Banjarnegara which in
turn influenced strong political commitment among the providers.

The second interesting discussion was the dependency of YPPSE
on other NGOs. Almost all of the YPPSE budget was dependent on other
NGOs. The two biggest contributors or donor agencies were OXFAM and
YIS ("Yayasan Indonesia Sejahtera"), the others were:.Yayasan Bina
Swadaya," "Dhian Desa," some universities such as IPB Bogor, University
of General Sudirman, and many other small NGOs. Not all of them con-
tributed money or were-donor agencies, but some universities con-
tributed technical assistance.

Budget dependency could create a big problem in the future of
YPPSE, because it seemed that some of the donor agencies used the
"business" principles in helping the YPPSE. It meant that they
expected certain advantages such as approval and benefits from other
larger NGOs as well as the Government by helping or joining YPPSE.

Some NGOs tried to be "brokers" to promote YPPSE activities, and usually
the brokers would get more advantages than the owner. In other words,
they maneuvered and compromised YPPSE to gain some benefits for them-
selves. Some NGOs attempted to "piggy-back" on the popularity of YPPSE
for the benefit of their own development and opportunities. Some

of them used YPPSE as a field of trial and error for their organization
needs. Thus, not all of the NGOs that helped YPPSE, did so based on

the purpose and philosophy of YPPSE, they used YPPSE for their own
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advantages. Hence, some efforts toward independence had to be made,
or at least maintenace of relationship should be continued only with
a few bona fide NGOs whicﬁ directly funded YPPSE activities.

The third factor that should be mentioned here is the need for
qualified YPPSE staff members who had a high ability in organization
and administrative skills. YPPSE had several good, dedicated and
“field oriented and practical" staff members. These staff members
were not adequate for the growing needs of the organization with
enhanced activities and responsibilities for the PHC and community
development programs in Banjarnegara. Most of the departmental
officers in Banjarnegara cherished the hope that some day the Govern-
ment of Banjarnegara, with the assistance of YPPSE, would be able to
bring all of the Banjarnegara community to an improved state of well-
being without any dependency. This was the time that YPPSE was not
only satisfied with the assistance it was giving in emergency
situations, for example to malnourished community, and to small scale
local developmernt. This was the time that the YPPSE needed a real
institutionalization of suitable system development with a mature
concept of development and an appropriate management system, and not
only action programs. The internal focus of organizational development
was needed in the NGO which was in the "stage" of YPPSE recently.
Figure 6.9 shows the stages that had already been developed by YPPSE
and the proposed stage as mentioned before, with some features that
existed.

The fourth factor was an overload of activities. With limited

budget and personnel, YPPSE was too ambitious and tackled too many
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programs. This was due to the fact that the starting point of most
programs begin with the needs expressed by the local community. In
one hamlet of a village, the program of milk production was developed
based on the meeting decision; in another hamlet goat or sheep develop-
ment; in another village agriculture garlic development; in another
village from another district nutrition, credit union, income gener-
ating and family planning development programs; village in the urban
area raised "TRICYCLE" program; another district wanted to develop
a disability program; in another one a health post with a credit union;
in another, housing improvement; then water resources program for com-
munities in the mountain area; irrigation programs for communities
in the dry area and so on. There were more than 25 different
activities mentioned by Rohde (1980), and in this research, there were
36 different activities outside of training and "KRING" system found
which had been taken on by YPPSE. Although these were really amazing
and one has to admire the YPPSE achievement, to have the idea that
YPPSE should start with what people needed, in reality it was a kind
of suicide. It is astonishing that donor agencies and technical
assistance from the other NGOs continue to suggest that YPPSE develop
yet other new programs instead of advising the YPPSE to focus on several
useful programs. In the interviews, some of the donor agencies
realized this practice overloaded activities, but they were happy when
YPPSE found something new for them to sell. In addition, many NGOs,
there were often two to three visits each week. This was a serious
problem for YPPSE because with limited staff members, YPPSE had to

use its staffto take the gquests to the village, sometimes for a whole
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day. Although it was good for promotion, frequent visitors caused
boredom and waste of the providers' time.

The last factor was the "boomerang" effect of the program when
it was adopted at the national level, and then spread out as a package
to almost two-thirds of the villages in Indonesia. Fortunately, many
of the villages in Banjarnegara were in that program. According to
most of the village, district and regency providers, they had to repeat
the development process of the program from the very beginning. In
several villages used in this research, the old program including the
administration, reporting and recording system had to be changed to
the new system. There were several district and village providers
who claimed that they were really confused owing to the uncertain
situation and new instructions from the new program. Some providers
claimed that they had to change the administration system, weighing
card, reporting and recording system two to four times during the last
three eyars.

Another program, the "Integrated Village Post," the new program
package with immunization, oral Eehydration, MCH, family planning and
nutrition programs were carried out in 1984/1985. The idea was to
create a "one-stop" post at the village level where those five programs
were available. This was achieved by creating a mechanism for joint
planning, implementation and supervision between the Ministry of Health
and the National Family Planning Coordinating Board (BKKBN). The plan
was to have at least one complete post for every village by 1986, while
maintaining the present activities or posts until they were all

transformed into the complete posts in the years to come.
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Since there were some misinterpretations, or according to some
HC's doctors, it was direct instruction from the Ministry of Health
and "BKKBN," in some villages used in this research, there were some
old health posts or nutrition and family planning programs that were
stopped and then changed to the new approach. Some village volunteer
health workers were confused and some of them did not want to continue,
they perceived that all of their responsibilities would be taken back
by the HC. Then, other programs that supported the health insurance
scheme were also stopped. This meant that while some of them continued
as independent and separzate programs, others stopped.

It was interesting to note that the terms "PKMD" or "PHC" were
not even mentioned in relation to this new program. In reality, this
new approach was a conceptual and managerial breakthrough from the
old "PKMD" model which was perhaps more compatible with the nature
of the present health system. Rifkin (1986) described this new type
of PHC as "Selected PHC."

In the National Health System mentioned in Chapter II, the major
emphases were the reduction of infant and childhood mortality and the
reduction of morbidity of several infectious diseases and nutritional
deficiencies. The purpose of the integrated village post was effective
delivery mechanism rather than to act as a catalyst in an overall
development process. In the old "PKMD," the health sector was just
an equal contributor, however, in the new "PKMD" it seemed that the
health sector should take the leading role in this coordination. In
the concept of community participation, it was no longer that the

community played a critical role in determining their health needs
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and then the health sector responding to the needs. On the contrary,
community participation was a mechanism to get the community to utilize
the service packages which were designed and delivered by the health
system.

Of course, in Banjarnegara, as one of the pioneers of the old
"PKMD" this was a completely different development philosophy. However,
when this new program was instructed to be carried out, the YPPSE could
not do anything, because of bureaucratic problems and the new program
was a politically powerful national program to achieve the goal of
national health system which should be carried out. The result, as
mentioned before, was the "boomerang" effect that restricted the

development of the original concepts of the program called "PKMD."




CHAPTER VII
CONCLUSIONS AND RECOMMENDATIONS

Primary health care (PHC) forms the basis for the strategy of
health for all by the year 2000 by using a comprehensive integrated
team approach and full participation of the community. PHC has been
adopted as an integral part of Indonesia's national health system and
of the overall social and economic development of the community.

A PHC program has been carried out in Banjarnegara Regency on
a pilot basis since 1972 and in the country as a whole, though
sporadically, since 1979. The Banjarnegara proy: im has manifested
itself in several dif%erent kinds of activities such as village health
insurance, village health posts, integrated nutrition programs,
integrated village health posts, improved housing and sanitation and
others. However, as has been observed by many experts in PHC, the
implementation of this program is still not optimal, and wide scale
replication will be even more complex.

This research study was carried out in Banjarnegara Regency,
Central Java, because it represents one of the country's first combined
PHC and total community development programs developed by either a
government or non-governmental organization (NGO). The Banjarnegara
experience was unique because it represented a combination of commitment
and resources from the Government with the innovation, flexibility
and enthusiasm of an NGO in developing a PHC program considered to

be an integral part of the entire community development effort.
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This study addressed several factors influencing the development
of the PHC program in Banjarnegara Regency. Attention was directed
toward obtaining significant and reliable information about the
relationships among training; political commitment and "POLITICALIZA-
TION"; knowledge, attitude and practice (KAP) of providers and com-
munities; community participation in planning, implemention, budgeting
and evaluation of PHC programs and community development; and their
individual or combined effect upon health and health-related socio-
economic (SE-RH) indicators. The conclusions obtained from this study
raise important issues which can provide meaningful input to assist
decision makers to improve the quality of PHC program implementation
in Banjarnegara Regency in particular and Indonesia in general.

This chapter will be organized into four sections as follows:
Conclusions; Recommendations to YPPSE and the Banjarnegara Regency
administration; General recommendations regarding the relevance of
the Banjarnegara experience for the dissemination of PHC and community

development in Indonesia; and Recommendations for further research.

Conclusions

YPPSE model was considered appropriate for PHC and community
development in Banjarnegara Regency. YPPSE was established in 1974
to assist the local government to face the challenges of community
development in an atmosphere of budget stringency and insufficiency.
Its development at that time was opportune since development expendi-
tures were still quite low prior to the worldwide rise in oil prices
of the mid-to-late 1970s which substantially increased goevernment

revenues, and subsequently development expenditures. Its existence
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is still considered essesntial today as the reduced world demand for
0il has severely constricted availability of financial resources for
health and development.

YPPSE is a non-government organization or NGO, although most of
its senior members are Government officials, and it maintains a special
relationship with local Government. Hence, it is a quasi NGO which
bridges the gap between other NGOs and Government, other NGOs and com-
munities and communities and Government. YPPSE sets up flexible
mechanisms to coordinateand manage the various Government and NGO
projects from the regency level, and carries them out in the rural
communities without sacrificing Government control over the overall
program direction. YPPSE also prepares communities for PHC and com-
munity development programs through increasing their awareness about
these programs, and eliciting their full and active participation as
equal partners in programs affecting their communities.

Based upon the findings of this research study and their inter-
pretations, the researcher has drawn the following conclusions:

1. "POLITICALIZATION" is defined as the degree to which political
commitment toward PHC and community development by integrated teams
of providers can be manifested and actualized. The composite variable
"POLITICALIZATION" consists of six component variables: (1) the degree
of the providers' commitment toward YPPSE philosophy; (2) the degree
of the providers' involvement in planning implementation, budgeting
and evaluation of PHC and community development programs; (3) the
degree of YPPSE's flexibility of budgeting, delegation of authority
and program priority; (4) the degree of the providers' involvement

in the training program; (5) the degree of the providers' involvement
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in the "KRING" system; and (6) the degree of the providers' attitude
toward the future and goals of the YPPSE. In this research it was
found that the high values for the composite variable "POLITICALIZA-
TION" had a very strong correlation with high values for the composite
variables for the KAP of the providers. From these findings it can
be concluded that "POLITICALIZATION" is the most important factor

increasing the KAP of the providers.

2. The canonical analysis also shows that the training composite
variable is the second important variable which relates to the KAP
of the providers. However, the canonical relationship between these
two variables is weak which leads the researcher to conclude that the
training variable works through "POLITICALIZATION" to influence the
KAP of the providers rather than influencing it directly. This con-
clusion does not demean the importance of training to the YPPSE
approach. The result of this study implies that training is a funda-
mental factor which serves as an entry point to reinforce the degree
of "POLITICALIZATION" of the providers, but it is the "POLITICALIZATION"

which actually has more influence on their KAP.

3. The concept of a "key role initiator" in the district level
is an important factor in developing "POLITICALIZATION." The district
administrator and HC doctor are the key role initiators who have most
strongly influenced the degree of the providers political commitment
toward the YPPSE philosophy. The mutual understanding and cooperation
between the district administrator and the HC doctor have highly
influenced the degree of the providers' involvement in the management

functions of PHC as well as other "POLITICALIZATION" component
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variables such as involvement in training management, involvement in
the "KRING" system, and the providers' attitude toward the future of

PHC and community development.

4. The "KRING" system is an important factor in reinforcing the
"POLITICALIZATION" composite variable. The district and regency pro-
viders stay together in the village during the "KRING" and experience
the reality of community life. From the researcher's observations
this opportunity which lasts for at least three days creates a degree
of intimacy and understanding among the regency and district providers
which naturally strengthens their political commitment toward the PHC
and community development. Conversely this research also demonstrated
that the "KRING" systéh created by YPPSE is one of the manifestations
of "POLITICALIZATION" which strengthens the interdepartmental commit-
ment toward the integrated team approach to PHC and community develop-
ment at the regency, district and community levels. Hence, the new
and unique approach embodied in the "KRING" system mutually reinforces
the "POLITICALIZATION" of providers, their commitment toward an
integrated approach toward PHC and community development, an under-
standing and empathy towards problems faced by villagers and the com-
munity's participation in the planning, budgeting and implementation

of PHC and community development programs.

5. The providers at the regency and district level had
significantly different perceptions regarding the quality of training
provided by YPPSE. These differences were primarily caused by the
level of professionalism of trainers at the district and regency level

and the degree of education of the providers; and probably result from




240
the fact that professional trainers conduct regency level training
while non-professionals are frequently called upon on an ad-hoc basis

to provide the district level training.

6. The findings indicate that, using the YPPSE system, increased
KAP of the providers will correlate highly with increased KAP of the
communities and subsequently with increased community participation.
However, the study found that there were several other intervening
factors which influenced this relationship as follows: (a) the degree
of consolidation of the integrated district teams, with those teams
being most effective where the key role initiators are both HC doctor
and district administrator; (b) the degree of social preparation by

the district integrateﬂ teams; (c) the "KRING" system.

7. The YPPSE PHC and community development approach correlates
positively and strongly with improvements in several health indicators
found in this research among others, they are: nutrition status of
under-five children, index of weight increase of under-five children,
housing sanitation, sanitation facilities, housing materials, tctal
trees in the communities' gardens, and food consumption on the day

of observation as well as monthly food habits.

8. The YPPSE PHC and community development approach achieves
this effect through the improvement of community participation in
planning, implementation, budgeting and total community involvement

in PHC and community development programs.

9. The YPPSE approach correlates positively with several SE-RH

indicators. However, it is not clear whether this correlation is due
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to the YPPSE approach directly or to other intervening variables.
The SE-RH variables which show some correlation are total monthly income
per capita, total monthly expenditure per capita, education and literacy
level of household and spouse. value of ownership. and bedroom space
per capita. The canonical analysis also indicates that these SE-RH
variables also correlate to the KAP of the communities. MWhat is not
clear from these findings is whether the YPPSE approach influences
these SE-RH variables, or whether inadvertent pre-selection criteria
favored the inclusion of villages with higher SE-RH variables into
the YPPSE program. The researcher hypothesizes that the latter is
probably the case, and the SE-RH variables are intervening variables
which favor higher community KAP. Area of idenEification (geographical
area), mountain or plain, seems to be an important intervening variable

effecting the SE-RH indicators.

10. There is a significant difference in health and SE-RH
indicators mentioned in conclusion no. 8 in villages assisted by YPPSE
as compared to those indicators in the villages which have not yet

been assisted by the YPPSE.

11. This research also found that there are mostly no significant
differences in these health and SE-RH indicators based upon the length

of YPPSE involvement, whether 2-5 years or more than 5 years.

12. Three key of personality types among leaders are considered
to be the most important elements in successfully carrying out
"POLITICALIZATION." The first is a charismatic individual with ability

as a manager and a thinker; second, is the "BAPAK" or ‘'father' figure,




242
.an individual who, by virtue of his position and reputation, has
authority to provide strong leadership and serve as a role model for
other providers; and the third element is a diligent, dedicated and
enthusiastic core of providers to carry out the pHC and community
development program. These three types of providers should exist
simultaneously and work together as a team.

In the YPPSE model, the Chief of the Banjarnegara Regency Health
Office has emerged as the charismatic manager, thinker, and leader.
Through his role as the 'father' figure, the Regent of Banjarnegara
Regency promoted YPPSE and its philosophy and legitimated its existence.
The dedication of a core group of district administrators and HC
doctors provided the impetus for carrying out the YPPSE approach.
Without their joint contributions, the researcher concludes that the
degree of "POLITICALIZATION" of the providers would be significantly
compromised.

The first component variable of the composite variable of

"POLITICALIZATION," or degree of commitment toward philosophy of YPPSE

was high at the regency area since the Regent active]y.motivated the

providers. At the district level, the district administrator and HC

doctor strongly influenced the degree of providers' commitment toward
the YPPSE philosophy.

The second component variable or the degree of involvement in

planning, implementation, budgeting and evaluation in regency level

is dependent upon the ability of the charismatic manager and thinker.
In Banjarnegara, where the Regent has delegated some of his authority

and prestige to the executive chairman of the YPPSE the providers'
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degree of involvement in planning, implementation, budgeting and evalu-
ation is adequately high. At the district level, the example of mutual
understanding between the district administrator and HC doctor has
a strong influence upon the degree of providers' involvement in those
management components in PHC.

The same reasons seem to explain the flexibility of delegation

of authority, money, and program priority as well as other "POLITICAL-

IZATION" variables, involvement in training management, involvement

at the "KRING" system as well as the attitude toward future of PHC

and community development.

13. There are several other factors found in this research that
influence the degree of "POLITICALIZATION" of YPPSE such as the
assistance of other NGOs and universities, YPPSE's sensitivity regard-
ing its relationship with Government and willingness to give all credit
to the government, the opportune timing for establishing YPPSE, and
the legacy of strong "gotong royong" or community self-help existing

within the local culture.

14. From the researcher's observations, it seems that the change
of status of this organization from a quasi NGO to a pure NGO is
diminishing the degree of "POLITICALIZATION" of YPPSE, YPPSE continues
to exist because most of the governmental officials and community
members surveyed perceived that they still need YPPSE assistance to
achieve the goal of health and development in Banjarnegara Regency,
are supportive of its existence, and recognize its accomplishments.
However, some reservations and suspicions seem to be surfacing,

especially among those providers who used to be closely involved with
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YPPSE before it assumed full NGO status. Hence, the researcher con-
cludes that YPPSE will function better as a quasi-NGO than a full NGO
because full NGO status establishes some distance between YPPSE and
Government and jeopardizes the special relationship that YPPSE has

traditionally enjoyed with Government.

15. The YPPSE PHC and community development approach is an
effective and socially appropriate way to optimize health and develop-
ment resource allocation, maximize resource utilization and effect

real changes in community health status.

16. The regency is a very important administrative unit in which
to foster the process of "POLITICALIZATION." The district is a very
important administrative unit for PHC and community development imple-
mentation especially with regard to the performance of the district
integrated team and its eventual success in carrying out the PHC and
community development programs in the rural area. Finally, the village
is the most important administrative unit for reinforcing "POLITICALI-

ZATION," and engendering community participation.

In ‘summary, this research study concludes that, although there
are identifiable weaknesses requiring management and organizational
attention, YPPSE has assisted the Banjarnegara government and community
to improve the actualization of political commitment and integrated
team performances as well as to provide informal training for providers
and communities. The result has been improved knowledge, attitude
and practice of the providers and communities, which in turn has
elicited greater community participation and involvement in planning,

budgeting and implementation of their own PHC and community development
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programs. The final result has been improved nutrition status of
under-five children, better housing and sanitation, improved sanitation
facilities, better food preferences and habits, the introduction of
new crops to provide the community with a source of supplemental
nutritious food or additional income, and the introduction of some

appropriate technologies for PHC and community development.

Recommendation to YPPSE and Banjarnegara Regency

This research was conducted in Banjarnegara Regency, Central Java,
Indonesia. The conclusions of this research, of course, have particu-
lar relevance for the qualitative improvement of PHC and community
development in this area. Based upon the findings, interpretations,
and conclusions of thi; research, some suggestions to improve the

quality of PHC and community development in Banjarnegara can be

formulated as follows:

1. YPPSE should consider the possibility of reverting to the
status of a quasi-NGO especially since the decree which bestows such
status is still valid. This organizational transformation will increase
YPPSE's cooperation with local government and allow for a more open

managerial style.

2. Efforts should be made to improve the managerial, administra-
tive and training skills of YPPSE personnel. New staff with these
skills will be needed to assist YPPSE as it moves into its third phase

of organizational development as mentioned in this research.

3. An on-line recording and reporting system should be developed

which can provide timely monitoring information and can enhance YPPSE's




246
ability to evaluate the outcomes of its activities. Evaluation was
recognized as a management deficiency by both YPPSE and non-YPPSE

providers in this study.

4. The training program for regency and district providers needs
more emphasis in terms of frequency and quality in light of the
important part training plays in the "POLITICALIZATION" process,
expecially because of the high mobility of district and regency pro-

viders.

5. The understanding and mutual cooperation between district
administrators and the HC doctors should be improved and maintained
by encouraging a closer relationship between the Banjarnegara Health

Officer and the Regent.

6. Efforts should be started to pursue financial self-sufficiency
and independence from too many external donor resources by identifying
local and other indigenous resources which can provide long-term

sponsorship and permanent income for YPPSE.

7. YPPSE should build better relationships with universities
and research institutions to conduct action research which can provide
new insights regarding program quality and direction and especially
with regard to strategies to reach the poorest of the poor in the rural

areas.

8. More in-service training should be provided for YPPSE staff
members especially in practical management of PHC and community

development, accounting and simple statistical techrnique and analysis.
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9. Programs directed toward under-five growth survei]]aqce,
immunization, family planning, appropriate simple treatment of diseases
and injuries, "arisan," credit unicn, improvements in housing and
sanitation facilities, health education and the introduction of new
crops for additional income generation will achieve the best results
in improving some of the indicators of health status found in this

study.

10. YPPSE should work more closely with Banjarnegara Health
Office and the Banjarnegara National Family Planning Coordinating Board
to carry out their integrated health and family planning as well as
integrated health post programs to prevent duplication of programs

and confusion among the providers and the communities.

11. The close relationship between YPPSE and the Family's Welfare
Movement (PKK) should be encouraged since most of the correlations
established by this research relate to programs already mentioned in
the "Sepuluh Segi Pokok PKK" or the ten major programs of Family's

Welfare Movement.

12. The development of future manpower for YPPSE who will be

needed to continue the YPPSE's program should begin now.

13. Special attention should be given to motivating and educating
the Banjarnegara Regency Health Office and HC staff members in PHC

and community development.

14. The "KRING" system should be supported and expanded to be more
effective and efficient in its management and steps should be taken

to assure its continuity.
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15. The YPPSE should work with those donor agencies or NGOs that

can really assist the Banjarnegara community rather than with NGOs
more concerned with personal benefits or the publicity which may accrue

to their organizations from their assistance.

16. Promotion of good and dedicated providers should be considered

in addition to "psychological" rewards.

Recommendations for Central Government

1. The involvement of local indigenous NGOs at the regency
level should be encouraged and supported as partners to local Govern-

ment in implementing PHC and community development programs.

2. National level NGOs should be encouraged to work through
local indigenous NGOs and local Government in providing health and

development assistance to rural peoples.

3. The YPPSE PHC and community development model should be
tested in other settings to assess its potential for replicability

on a wider scale.

4. Special efforts should be made to orient, educate and
motivate HC doctors in practical preventive medicine, primary health
care and community development from the very beginning of their educa-

tion and prior to their deployment to rural health centers.

5. Consideration should be given to strengthening the preventive
medicine, nutrition, public health and community development orientation
of medical school curricula to better prepare physicians technically

and philosophically for their work in the health centers.
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6. Joint HC doctors and district administrators training
programs should be developed and tested whose purpose is to encourage
their cooperation and collaboration, and to facilitate the development

of integrated PHC and community development teams.

7. Some culturally acceptable variations of the "KRING" system
should be developed and tested to explore their potential for wider

replicability.

8. Cooperation among the triangulation of Department of Health,
Department of Home Affairs especially the Family's Welfare Movements
and the National Family Planning Coordinating Board should be demon-
strated in a more practical way in the process of actualization of

their political commitment expressed on paper.

9. More research in PHC and community development especially
in specific cases similar to the Banjarnegara program should be

encouraged.

10. Special incentives should be provided to the HC doctors and
district administrators who are interested in the development of rural

PHC and community development.

Recommendations for Future Research

The experience provided from this research highlights several
issues which are considered to be important for future investigations

as follows:

1. This study cannot establish direct causality between the
YPPSE approach and the SE-RH indicators nor the relationship between

individual component variables. The impact of this relationship could
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be better analyzed quantitatively through path analysis or cohort

qualitative study with participant observation.

2. A comparative cost benefit analysis between the YPPSE program
and other Government or NGO programs in areas other than Banjarnegara

regency.

3. The cost effectiveness and efficiency of YPPSE's "KRING"
system as well as the sustainability of "KRING" system following dis-

continuation of external funding.

4. The testing of the validity and reliability of the "COMPOSITE"
variables used in this research in areas other than Banjarnegara

Regency.

5. A study similar to this one but which uses a regency other

than Banjarnegara as a control area.




APPENDIX A

OBSERVATIORAL GUIDELIRRE R-1 (CORRURITY LEVEL)

Date of ocbservation: Manth ....., Day ...., 1985.

u.-. O‘ Qb-.rv.r! ® 2 9 0000800 ELLLELLRELSPAEssELESEEDLELIELIEBEESEDLETS

Observer’s signature®: ...cssescecccscscccsccscsscsccscssnas

Supervision:

1.

3.

4.

Date of supervision: Month ....., Day ...., 1938,
Name of Supervisort ...cceeccccccanconsscsscssscsnscasssce
Signature of SUPErvimor: ....cccccccccsscssssasssnnecs
Action to be taken: Accepted/Rechaserve for page ..../
Cross-check/Revise page ..../Eliminate from survey.
Date of supervision: Month ....., Day ...., 1985.
NHame of Sup®rvisSoOrt c.ccccscescaccscacscscssscnssssssnnsnse
Signature of SUPErviSOr: ...c.csccccctcsssscssssacssss
Acticn tc ko taken: Accented/Reocbserve for page ..../
Cross~check/Revise page ..../Eliminate from survey.
Date of Auporviaion: Month ....., Day ...., 1983.
Name of Supervisor: ......cccecececcccccsccccscssossons
Signature of SUPErviSOr: ...ccccescccsssccsncassccassss
Action to be taken: Acceptad/Recbserve for page ..../
Cross~check/Revise page ..../BEliminate from survey.
Date of sunervision: Month ....., Day ...., 198S5.

Hame of supervisor: ...ccccecccccccsccnnscccsscsnsssscs
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Signature of SUPErviSOrt ..c.ccccsesccsssssssosssscnaans
Action <o be taken: Accepted/Recbserve for page ..../
Crosa~-check/Revise page ..../Eliminate from survey.
Sample crass-check:
Date of cross-check: Month ....., Day ...., 198S§.
Name of Supervisort ..c.cccccecccacnccccconscscsncnansesnssne
Signature of SUPErviMOrt: ..ccccccsceccctscotascenscsacae
Action to be taken: Accepted/Recbserve for page ..../
Crams-check/Revise page ..../Eliminate from survey.
Final checking by resesrcher:
Date of final checking: Month ....., Day ...., 1985.
Action to be taken: Accepted/Recbserve for page ..../

Crosa-check/Revise page ..../Eliminate from survey.

Househeld (HH) Identificationt
I. Name of head of househald: Last name : ......cce00c000
First name : .....ca00000e0

II. Household code: _.. .. / so oo Soo oo /oos oo/
HH no. Sub-village Village District

III. Area of identification: 1. NMountain 2. Plain

IV. Developwment identification:
1. Developed by Government & others, without YPPSE
2. Developed by Government & others + YPPSE 2-5 yrs.

3. Developed by Government & others + YPPSE > S5 yrs.
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A. Housing Conditions and Sanitary Facilities

1. The Wall Materials of the Following Rooms_ is Made by:

Living- Bedraom Kitchen Other
Materials Troom rooms*)

]
0

Wood

Wood and River
Stone

Wood and Brick
Wood + Bamboo
Brick

River Stone
Bamboo

Other +»)

Do not know

CeNOUSML N+

Please wmark "X" for the ansver in the proper column
.) Sp.cify ® 6 8 4 & & 0 5 4 6 6 S 8 O 0 8 6 8 8 QG S S 4 A8 IS LA S E 680080000 s a s a0
“OTEICOHHE“T : @ 6 8 @ 60 @ @ 00 0 6000 0000040000008 S RS0 G0N0 00 a8 o

® ® 6 6 85 008 4460600604600 684a4 0 0060400 08 4AaCE 0848648004048 00606aa000s080820 a0 s

2. The Floor Materials of the Following Rooms is Made by:

Living=- Bedroom Kitchen Other
Materials room Rooma#)

Soil

Cement

Tile

Wood

Bamboo
Brick

River Stone
Othexr »)

Do not know

PNOULAWWNPF

Please mark "X* for the ansver in the proper column
’ ) speciiy @ @ 6 @ @ 0 & O 0 08 O 8 6 S A 6 A S S A0 A S B LSO A s e e a s e o
"0TE= 6 @ 0 0 @ O 8 0 & 8 46 8 5 A4 8 68 68 A4 A 08 G 0SS A0 A4 s L e 0L s s e s e

@ ® @ 4 O F @9 9 P 0 G 9GS E O AEAL NG LA A S GL G s 0SB AG S 00000 sl e o
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3. The Roof HMateriala of Roocms is Made by:

Living- Bedraoom Kitchen Other
NojMaterials room Roama+ )

11Tiled without
glaas roof and
the room is
dark

2]Tiled without
glass roof but
the room is not
dark

3|Tiled with
glass roof and
the room is not
dark

4!1Tiled with
glass roof but
the room is
still dark
S|Palm leave, -
fibre, strawv or
hay and the
room is dark
6|Palm leavae,
fibre, strawv or
hay and the
room is not
dark
7]1Corrugated iron
and the room is
not dark
8|Corrugated iron
and the room is
not dark
9]0ther #»»)

Please mark "X" for the ansver in the proper column

’) Spﬂﬂify ® 6 8 8 0 6 8 5 00 0 8 8 00 0088000850886 LE IS eae 6 s a0 0ass e
”, spﬁcify 4 8 0 8 00 04 00 00 0 00 800S00 CAA800460 0406040660668 00080608 00080

“OTE/COH“E“T: @ 8 8 0 0 0 4 0 8 084 00008 G I G 8 L0800 0806060608066 00 as0aeasa

© © 0. 6 8 0 00 00 080040000 0660000480646 060 89580606 00000606000066aa94e46e06060060s06ao0ssas
LR B R I I A AP A A IR P R A B R R R B A B R B B AP A A 2C R Y A A B R R RR AP Y B B B R RN B IR B R Y R N N ]
® 4 0 8 8 0 6 4 4 0 85 080460400060 408 008040060608 48800048806664aa006064¢046060680a8a8a68a60aaaon

® 6 0 8 0 0 02 C G G GO0 E G E 0O G AC S OO GG 0 AE0 0 40406 GE04E040 8000460600808 04s0so0
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4. The Cleanliness and Ventilation of the Following Rooma:

Condition of

Living-
room

Bedraoaom

Kitchen

Other
Rooms+)

NbdWNP

Cleanliness
Dry & dusty
Dry & clean
Wet & no mold
Wet & woldy
Muddy

0 d W N e

Ventilation

No swell and
no stuffinecs
Smelly but

no stuffiness
Stuffiness but
no smell
Swmelly and
stuffiness
Very swelly & -
stuffiness

Please mark "X" for the answver in the proper column

.) sp.ﬂify @ 6 8 064 0 G 000060 0640464460640 488060 0604a006060680060604a06004¢08aa0ae0s 060

NOTE/CONMMENT 3

@ 6 8 8 8 8604060000404 0 0484008480864 46060088064a008490° 6604840008

S. Do _you see cowdung and cowmpost in the following roowms?

Condition

Living-
room

Bedroom

Kitchen

Other
Rooms+ )

WN P

Cowdung
Plenty

Fevw
None

WNe

Compost
Plenty

Few
None

6. Howv many bedrooms do you see in this house?
Circle the best ansver!

2.
3.

None
One
Tvo

4. Three
S. Four
6. More than four
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S. The Windows of the Following Rooms

Living- Bedraon Kitchen Other
No Conditions room Room# )

-

Wood, has never
been opened
Wood, has often
been opened
Glass

Other »»)

No window

Wb N

Please mark "X" for the ansver in the proper column
. ’ Sp.cit? @ @ O B 8 6 0 06 00 04 4 G GO OGS SO0 0SBSOS SO ES OSSR Ea e s
' L 4 ) sp.cifv @ 8 0 & 0O 6 0 6 09 A8 4 6 QG 6 E S E O A IS 0SS G S AB S0 E GGG S e e s s

&. urCe of Water D

Circle only the best ansver for the following:

a. Superficial hand pump vell

b. Deep hand pump well

c. Well with cemented lip

d. Well with bamboos lip

e. Well without 1lip

£f. Tap water source (spring) with cemented wall and iron
or plastic pipe

g. Tap vater source (apring) without cemented wall but
it uses iron or plastic pipe

f. Tap vater source (sapring) wvith cemented wall but
without iron or plastic pipe

g. Tap vater source (spring) wvithout cemented wall and
wvithout iron ar plastic pip=

h. Clear/pure river without latrine

i. Clear/pure river with latrine

j. Dirty river

kK. Other (.....ciccccscssscssncssssosnsssccssscsssssoscnssss

1. None
The source of vater drinking vas established on:
csesscsses (month), and in : ...... (yeard); by.........

Distance from the houme: ........:..0... meters

Was there any other source of watzr drinking kefcre one
mentioned above? Answer: ...... {choose from the above
list of =ource of water drinking). When? Ma. .... Y¥rs...
Reason vhy they do not use the old one anymore? ........




Z. Sanitation Facilities:
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3. VWet floor
& wosqui-
to larva
(+)

4. Vet floor
& wosqui-~

Circle Only the Best Distance in
No Sanitation Ansver for the Following| meters from:
Facilitiea
Kind of Conditions Houme{Clean
Sanitation of Sanit. Water
Facilities Facilities Saurce
1|Bathing room |1. Private 1. Dry floor
2. Collec- & momqui-
tive to larva
(river) (+)
3. Collec- 2. Dry floor
tive & mosqui-
(other) to larva
4. Other (-)

to larva
(=)
2|Latrine 1. Private 1. The la-
2. Collec- trine
tive hole is
(river) closed by
3. Collec- something
tive 2. The la-
(£fish- trine
pond) hole is
4. Collec- not
tive closed by
( INPRES) something
S. Other

8. The Number of C=zttle Do You See:

No{ Kind of Cattle Total no. |Explain Stable Condition
1|Buffalo/Covw eee MX coo M =T ,.0000 M2
2|Goat/Sheep Location: ....cccc0ccces0e
3jChicken/duck Distance to house: .... m
4i{Rabhit Ventilation: ccceeccccoss
S|Other ...ccccca0.. Cleanliness: .......:.c:00




9. Fishpond

Be cace M X seee W

B cencss -2§
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h. Kind Qf Fi.h: ® 8 ® ® 98 60 605000 P S OLESASSESELELSIOESSES BT

c. Number of Fish:

10. Food Pattern D

® ® 5 0006005 SO SPSLEL000s00000800000s00s0

d. Where did you get the fingerlings? .....ccccececsascs
.‘ wh.n did yo“ g.t/huy th.-? ® D ® 6 & 8 860 s sSSP e e s e 0 a0
f. Do you see any human faeces in the pond? ........¢..

g. Oth.r: ® 5 2200000000 CLELE0ELRLROLSLNEEEsS s 0eess

the of Ob

ervation:

Please circle the right one of the followving food

pattern:

B, RiIC® ..cccccenvcccccscsncscsnsanansens Yem
h. corn ® 6 & 0 BSOS LB SR EEDLE NS L S Es e Y.-
c. c.--.v. ® B 5 &0 > > 2 OGS OOLESLD® OSSOSO ESEDLSLDEDNITDIDETDS Y..
d. Other carbochydrate saurce .......... Yes
e. Vegetable protein .....ccccccecnccsse Yom
f. Animal protein .....ccecvccccsccccss Yesm
g. Dark green leafy ....cccccceccsnccee. Yom
he Kind of nutsm ...ccctesccccsascsnccsss Yom
i. Tomato/carrot (...cccccacecsccccsses Yeom
J. Colarful fruit ...sccessscccncacssss Yem
Re MilR cccccccecscsccncsscncsnsssncaccs Yom
1. oth.r ‘....l.l.....l.....l...l.....) Y.-

No
No
No
No
No
No
Ne
No
No
No
No
No

NMNNSNSNNNSNSNNNNN

11. Please t o aod ven to under-five year old
c d b u our observation:
Food Age Classification
Classification 0 - 1 year >1 - 3 years
Carbohydrate

Animal Protein
Vegetable Protein
Vegetables
Fruits

Breast feeding
Other milk

Other ....c000...

NOTE: Write dowvn something that is special in your obser-
vation about hov the family prepares food for
rdinner! ® 0 & 6 0 0 5 0600608 06606 06 60 0 060 08 0 s 0o

today’s lunch o




12.

Person
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ene d Observed Symptom of Illnesses
(Mark X in for the right answver in the proper column)

Peraonal
Hygiene
and
Synptom
of an
Illness

Children
age of

6 - 12
years number:

Children

age of

0-35

years number:

b 2 3 4

1 2 3 4 S

[

CVUOND U dWN

[

Hair dis-
order
Runny Nouse
oMP
Conjuncti-
vitis
Skin dis-
order
Dirty nail
Frog belly
Pale
Dirty feet
Other

13.

If among the children mentioned asbove and other house-
hold wembsers there are sick person as defined in the

criteria of sick.

¥rite thewm down and consult with the

supervisor and researcher for further diagnosist

® & 0 0 4 000860000008 00680 0060000468040 0804806648088 06060608 0806066608 080600 00080

oueho P

a. Name of activities:

icipa in PH

Household wmembers involve:

Position in the activities:

d Comm ty Developwment

Nanagement component that he/she is involved:
- Pl.nning"..I‘..O..Cl..‘...l“‘ll‘l.Gl.‘.l...l.l.

~ Implementation:

- Budgeting:

. = Evaluation:
b. Name of activities:

Household members involve:

Position in the activities:

® 8 8 8 8 0480848488838 06404 4040060460606 064a44a8460606060¢600 000

6 8 & @0 80000600 000846846460a80688040060600000

®@ 6 @ 0806006060608 0000660606006 00s600e

Management component that he/she is involved:
- Pl.nning:“..‘.......“.l..‘.‘.‘l...l.‘..l.‘..l.l

- Implementation:
- Budgeting:
- Evaluation:

# 6 0 &6 0068546444868 0640648806800 8 0606484868688 04060800 008600




260

Name of activitiesm: .....cccccccececaccascsacacncccncs
Household members involve: .....ccccceecacsccaccccscsnse
Position in the activities: ......cccccccveccccacccs
Hanagement component that he/she is involved:
-Pl.nning:‘..‘.“...‘.‘.CC.I‘.‘.‘..O..IC.......l...
- Ilpl."ntltion: 0 0 a e 0 e ac00s0acsss0e0aacacacacncocaccHntoe
- Budg.ting’ e @ @ @ @ ¢ @ @ & & &8 & 4 48 4 4 48 8 8 8 4488 4488 ads a4 a0 e
- Ev.lu.tion: @ 0 06 0600064 c6a0e60606s8e6as0606s808sacccccaaacosacdsoe
Name of activities: .....cccceccocccccsacsacaancannas
Household members involve: .....ccccccccecseccaacacas
Position in the activities: .....cccccecvceccacccncs
Management componant that he/she is involved:
"Pllnning:...-.......-........-...................
- I.Pl...nt.tion’ ¢ e e e e 0000060060000 00000sdaasaBsasssssss
- Budg.ting’ @ 6 @ 4 & 0 4 6 8 9 8 4 0 0 6 08 09 00888 a0 90 a8 8 s s e
- EVGlUItion: ® @ 0666086060608 0606000606008 0606aa00aaaas0c000c6s6edesanos
Name of activities: .....ccccecceccccccacscncccccnns
Household members involvVes .....cccccecccecccoccsscna
Position in the activities: .....cccccecececccccccca
Management component that he/she is involved:
-Pl.nning“.l.....“QO0.0.......0...‘.............
- I.pl...nt.tion: @@ 0a0 0000000000000 000cs000000acaccc
- Budg.ting’ @ & 6 6 0 4 © @ & A 6 4 0 & 6 O 8 0 0 8 6 0 SO O A a9 0 e S e e s e
"Ev.lu.tiﬂni o 6 0 & 0 4 0 @ 0 G S 00 6 0048 00 Q00 S e e %A s e 8 o8 a
Name of activities: ...cccccvccecccccsccccccccccsanns
Housenold members involve: .....cccccccccccccocccccne
Position in the activitiess ........cccceecccccacace
Hanagement component that he/she involve:
-'Pl.nning’cca-aaa-.o.oc-..aa..c.oac.occc--ao--a.ono
- I.pl.-.nt-tion’ € 6 6 4@ 0 0060606060600 000000aaddcssaacesasaca
- Budg.ting’ © 0 0 06048006060 0806006 ¢0060060a0s0s06060606s6naacacac0cssoas
-E!Illu-tiot‘t @ 0 80000400606 6aa80606060608806060s006006assc08s80assssesoe
Name of activities: .....c.cccccccvvecccaccscacccccsnsnse
Household members involve: ....c.ccccvcaceca0c0ecccssce
FPosition in the activities: .....cccccccccecceccecnansne
Nanagement component that he/she involve:
- Plenningt..ccceccccccsoccevsscscssssssasossccssnsss
- I.pl.-.nt.tion’ ® @ 066 060800680600 060868088060¢00800s0ac6acsescaososa
- Budg.tingz @ 8 0 069 000606080 006a680606006006aa00006ass06s606acsssaca
-EV..‘.UItionl @ 6 @ 0646 0 0060806006060 068680606060060606060600608060s00600cs0as
Name of activities: ...ccccccccccccccccocccnccaccnsces
Household members involve: ...ccccccvccscsccscsssssas
Position in the activities: ....cccccccceccaceccccen
NManagewment component that he/she involve:
-Pllhning:.............................-..........
- Implementation: ....cccccvv00ccctvccaccsccnancacse
- Budg.ting: ® ® 006060000 vOeOeIIereetseecacesaeancaasacassae
- EvRluation: ...cccccccccccscccctcccscoccscscccccsnecse
Name Of activitiem: ...ccccicccvccccccoccccccoanccncns
Household members involve: .....cccccccocccccacecnas
Position in the activitiems:

3 3 EE LSS S s e e e e e ew e e s
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NHanagement component that he/she involve:
- Pl'nning’...“Q.O...l.d.ld.'........--......IIOI.
-I'pl.-.nt-tion’ S @ & & & & 4 ¢ 4 0 0 @ 0 & QA O O 0 a0 0SS0 e 0w e 800
- Budg’ting: @ 6 @ 060000060 006a000cactassscscoscascoccsanccca
- EVIL“Ition: € e e e 0P 00es0s00000c000aaccstscssssoacaecn
J. Name of activities: .....c.cccecveave00accccccascnsas
Household mewmbers involve: .....cccccccececacscacnascse
Position in the activities: .......ccccccccvccacanas
Hanagewment component that he/she involve:
- Pl.nning".'.O.l....‘.“....l‘l.0.‘...Q‘C.l.'..ll
- I.pl."nt.tion: € 0 0 00 @00 06§08066$e60000800600e80080s8080c6a06000a0
- Budg.ting: €6 e 0 ce000steccssc0000000cecs0s0s0000a000000
- Ev.lu-tion‘ ® 6 6 @ 08 0868660060666 04806060060600080600s60c06060aa0se0
k. Name of activities: .......cccccccvs00cse0ccscancncas
Household members involve: .....cccccccccccccsaancacaa
Position in the activities: .......cc00cc0cce0acacss
Hanagement component that he/she involve:
- Pllnning:............-.‘........-....-o--.-...-..
- I.pl.‘.nt.tion’ @0 000000 s000s000s0r0s0000000000000
-Budg.ting’ ® @ & 6 4 ¢ 0 4 6 0 8 40404 8 045 68 S 0L O e a0 08 s s e 8o
- EVILUItionS €@ € 8 80000806060 ¢C€0C00a0AQC006C680060606s06006060s0806080
l. Name Of activities: ....ccccccescaccncccassascanacansce
Household members involve: .....ccccccvccscsncsscccascs
Position in the activities: .......cccccc0ccccscnces
Hanagement component that he/she involve:
Plﬁ"“ing,“.ld.ll.ll.l‘!.l.l...l‘..-.l‘.lll.‘....
-I-pl.-.nt-tionf 4 @ @ 0 0 @ 4 6 & 04 6 405 0 8 0 54 0 eSS 8 8 6B s 0 e oo
Budgetingi .cccccoceccecccasccacscccsccssnancsscas
EVIlultioni © 4 0600606066806 6600600060a000000a0ccscosanascasaoeososance

14. Pleame write down everything that related to thig HH

vrite it dow the b of othe o

1S. Ple o dow our observation in

each community activity (what, when, wvhere, why and
how) and do not forget to write something that is
t

you got in the training! Write them down in your yellow
note!




APPENDIX B

SURSTICRRAIRE -2 (CORRURITY LEVEL)

Date of intervievw: Month ....., Day ...., 1985,

".“ of int.r\li.'.rt ® & 0 808080800080 000000080008000aa0e00808080

Interviever’s signatur®t .....cccecceccvcssccccccasessccne

Supervision:

1.

3.

Date of supervision: Month ....., Day ...., 19A5.
Name of SUp@rviSOr: ..c.ccecsescassccsecscsnsccssnsasscses
Signature of SUPerviSOrt ....ccccecessscccsccassscncse
Action to be taken: Accepted/Reinterviev for page ..../
Craoss-check/Revise page ..../Eliminate from survey.
Date of supervision: Month ....., Day ...., 19885.
Name Of SUPErvVimOr: ..cccssseccsccscscsssccsscccnscssse
Signature of SUPErViSOr: ..ccccsssessssccccssssncssses
Action ta be taken: Accepted/Reinterviev for page ..../
Craoss-check/Revise page ..../Eliminate from survey.
Date of supervision: Month ....., Day ...., 198S.
Name Of SUpP@rviSOr: ....cccccescecsssasscssscnscansasss
Signature of SUPETrViMOre ...cccesccssscsccsscsssncacss
Action to be taken: Accepted/Reinterviev for page ..../
Cross-check/Rovize page ..../Eliminate freom zurvey.
Date of supervision: Month ....., Day ...., 19885.

Name Of SBUD@YVISOXr: .cccccerosessssnssnssesnnsscncssasss
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Signature of SUPErvViMOr: ...ccascscccteccaccrassssacss
Action to be taken: Accepted/Reinterviev for page ..../
Crass-check/Revise page ..../Eliminate from survey.
Sample cross-check:
Date of crass-check: Month ....., Day ...., 19858,
Name Of SUPETrVIMOr: cc.coceccrnrsosnnsscscnccascnnsnnnssne
Signature of SUPErvViSOr: ...ccccecsssccncsssssssossscns
Action to be taken: Accepted/Reinterviev for page ..../
Croas-check/Revise page ..../Eliminate from survey.
Final checking by researcher:
Date of final checking: Month ....., Day ...., 1985.
Action to he taken: Accepted/Reinterviev for page ..../

Cross-check/Revise page ..../Eliminate from survey.

Household ¢(HH) Identification:
I. Name of head of household: Last name : ......ccc0c0000

First name : .....ccc0cccee

Ii. Household codes _.. .. / s s oo /oo oo [/ oo oo _/
HH no. Sub-village Village District

III. Area of identification: 1. Nountain 2. Plain

IV. Development identification:
1. Developed by Government & others, wvithout YPPSE
2. Developed by Government & others + YPPSE 2-S yrs.

3. Developed by Government & others + YPPSE > S yrs.
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A. _Vital Information on Each Household’'s Newbers

Fawmily size: ...... persons

No. of child bearing age couple in this household: ......
couple/coupies.

No. of children under-five years old: ..... child/children

Nawe of Sexe) |Age Last| Place of| Relation|Marital
HH Member Birthday| Birthe#)|to HHe#e) |St, eses)

VONOUBSLWN-

«eecesscONntinued on page 4

Note: HH wmswmbers are included head of the housshold
Choose only the right answver and write only the code number
of the right answver for the following subjects:
*) Sex:
1. Nale;
2. Female
#») Place of births
1. In the same village
2. Another village, but atill in the same district,
regency, and pravince
3. Anather village and diatrict but still in the sanme
regency and pravince
4. Another regency but atill in the same province
S. Another province
9. Do not knav or no anawer
#«#) Relation to household:
1. Child; 2. ¥Wife/Husband;
3. Parent; 4. Others;
9. No anmver
#aa+) Marriage statua:
1. Married; 2. Living tagether;
3. Separate; 4. Divorce;
S. Widaow; &. Qther;
9. Ho anaver
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Continuation from page 3

No|Education-|Length ofjIlliteracy Occupation s«s+)
al Level:) jEduc. #¢)|Level «¢+*e) Hain Additional

DENOUADLDWNP

o o o o e
WD

cscesccssc.cCOntinued on page 3

Choose only one ‘ansver and vwrite only the code number of
the right ansver of the following subject.

")

*e)

*ne)

sean)

Note:

Education level:

1. No school at all;

2. Elewentary school 1-3 grede;

3. Elementary school 4-6 grade;

4. Graduated elementary school; S. Junior high
school; 6. Graduated junior high school; 7. Senior
high school; 8. Graduated senior high school;

9., Acadewmy; 10. University; 11. Other; 99. No Anaver.
Length of education in years which is counted by

the highest education completed by each respondent in
years. For example, if the respondent finished third
grade of elewmentary schcol, the right ansver wvould be
3 years. Hovever if the latest enducation vas third
grade elementary school and the respondent did not
finish it, then the right ansver would be 2 years.
Literacy level:

1. Be able to read and write Indaonesian language
only; 2. Be able to :ead and write Indonesian
language, Javanese and/or Arabic language;

3. Be able to read and write Javanese and/or Arabic
language only; 4. Illiteracy; 9. Na Ansaver.
Occupatian:

1. Farmer(ovner); 2. Farmer(vorker);

3. Farmer{(contractor); 4. Farmer(other); 5. Paid
vorker; 6. Government official; 7. Village official;
8. Army; 9. Businessmsan/vendor; 10. Retired;

11. Qther occupations; 12. No job; 99. No ansver.
Main occupation is the most productive occupatien.
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B. Morbidity, Mortality snd Birth

. Mo it d eference, d ee of savexrit nd_co

of sid
Continualion Ircw pages 4.

No|Ever Sick Symptoms of Degree of Estimate of
During Last Iliness Severity Diagnosis
Month «) *e) see) enes)

1
2
3
4
S
6
7
a
9

10

11

12

13

14

15

Total =

essesss cantinued on page 6
#) Ever sick during last month: 1. Ye=; 2. No
9. No answver

se) Symptom of illness: 1. Fever; 2. Cold; 3. Cough; 4.
Runny nose; 3. Pain all of the body; 6. Painfully
tired; 7. Diarrhea; 8. Vomiting; 9. Headache; 10.
Stomachache; 11. Convulsion; 12. Shortness of breath;
13. Red spots on the body; 14. Itching; 15. Inflamed
eye3 16. Toothache; 17. Earache; 18. Inflamed-skin;
19. Wound & bleeding; 20. Bone fracturej; 21. Luxati-
on; 22. Pain in the joint; 23. Worm; 24. Coughs up
blood; 25. Blood in vomitus; 26. Incoherent; 27.Pale;
28. Nosme-bleading; 29. Problem of urination; 30. Low
back pain; 31. Muscle pain and neuralgia; 32. Others
(specify on the back of this questionnaire); 99. HNo
symptons

##+) Degree of severity: 1. Sick, didn’t reduce appetite

and daily activities; 2. Sick, appetite and daiiy
activitiesa vere decreased; 3. Sick, no appetite and
bedridden.

#=e=s) Emstimated diagnosis: by supervisor {(physician) aiter

doing some cross-check interviev and looking at facts
such ag HC, private physician and hospital disgnosmes.
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Continuation from page 35

First Aid {Initi-|{Reasmon|{Duration |Cost| Follov up
Preference{ated esee) lof Ill- LA d

*) by #e) neagtees) [#&) 1ie)l 2#)) 3e)

VENDOADWLN P

Choose only one ansver and vrite only the code number of
the right ansver the following subjects: (except cost
and duration of illness)

L & 4

»)

.w)

*e)

*%)

*e)

2%)
3e)

First aid preference:

1. Homspital; 2. HC; 3. Private ND.; 4. Nurse;

S. Midvife; 6. Village volunteer health vorker;

7. Traditional birth attendant; 8. Traditional
healer; 9. Drug store; 10. Market or shop;

11. Self-treatmwment; 12. Others; 99. No ansver

First aid vas initiated by: 1. Husband; 2. Wife; 3.
Grandfather/mother; 4. Other HH wewmber; 5. Neighbor;
6. Village volunteer health wvorker; 7. Other;

8. None; 9. No ansver

Reason for first aid preference: 1. No other
treatment available; 2. No money; 3. Severe degree
of illness; 4. Hild or moderate degree of illness;
S. By chance; 6. The closest place; 7. Transporta-
tion problem; 8. Geographic inaccesibility; 9. Tra-
dition; 10. Confidence; 11. Other; 12. No reason;
13. Do not know; 99. No ansver

Duration of illness: approximate length of time from
the onset of illness until the sick person felt
vell. It has to be written in .... days.

Cost: howv many ’‘rupiahs’ was spent by respondent for
the first aid.

Follaw up preference, smee the criteria for firat aid
preierence.

Recaover (1) or not yet recovered (0)

Coat in ’rupiahs’ for the followv up
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Harriage, Birth & NMor-
tality

Household
Head

Other
Couple 1

Other
Couple 2

Age at time of marriage
of: a. husband

9: 'i:.

Total
in

the
HH.

Live born baby/babies
a. male number
b. female number

c. total numberx

Children still alive
a. male number
b. fewmale number
c. tot

Children who died befo-
re the age of 1 wmonth
a. male number
b. symptoas
c. year of death
d. female number
e. symptoms
f. year of death

a. total number

Children wvho died betvw.
the age 1 mo. ~-12 wo.
a. male number
b. symptoms
c. year of death
d. female number
e. symptoms
f. year of death

g. total nuwber
Children wvho died betw.

the age>l yr.-5 yrs.
a. male number
b. sywmptoms
c. year of death
d. fewmale number
e. symptoms
f. yesar of death
— 9. total nuwber
Still births
a. male number
b. symptoms
c. yeaar
d. female number
e. symptoms
f. year

g. total number
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C. Nonthly Incowme and Expenses

ad come by Fami om upiah ( )
Type of Monthly Income#«)}| Total Monthly
No Nawme Earned
Cash Othexr #+») Income
1
2
3
4
S
6
Total Household

=) Total wmonthly income should be calculated by using both
income from wmain and additional occupations. For each
occcupation there are some specific questions to be an-
svered. For farmer (owner and coniracstiosr) ariea of agri-
cultural lands, kind of crops planted, production per
hectare or local measursment, local prices and harves-
ting tiwes per year should be asked. For farmer(vorker)
and paid vorker, wage per day/week/wmonth and working
days per month should be asked. Governwment officials,
village officials and military as vell as retired per-
sons, should be asked about their position or their
last position, vork time, official rank or last offici-
al rank (retired persons) but not salary because this
can be seen on the list of government salaries. Bus-
nessuan or seller should be asked about their capital
and assets.

#=#) Converted to 'Rupiah’ by their monetary valuesa

according to the local market price

o ncome: Twvo, Five a en Yesrs o

No Level of Income 2 Yrs. Ago|S Yrs. Agoll0 Yrs. Ago

Lower than now
The same as now
Higher than now
Do not know

o WN -

Put X wmark in the right ansver
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3. -] 1 o8 O i u ¢ )

Type of Expenses Monthly Expenses in Rp.

Food

Health

Children’s schooling
Transportation

Clothes

Secondary things

Gifts to relatives
Savings

Taxes

Agriculture
Electricity/lighting
Fuel/firewood
Contributions

a. Burial service

b. Village health insurance
c. Nutrition program
d. Village council

e. Women velfare movement
f. Agriculture club

g. Wedding presents

he Other ceremonies

i. Hosque/religiocus

J. Other contributions
14|0Other expenses

DOENOURDWNF

e o o p
WNHO

Total wmonthly expenses in Rp. #)

Note:
Expenses that cannot be cacalculated in monthly based
should bhe counted yearly and then divided by 12. For
example: coat of clothing, agriculture expenses,
secandary things and health expenses.
*) Rp. = Rupiah.

No Level of Expenses 2 Yrms. Ago|S5 Yrs. Ago|l10 Y¥Yrs.Ago

Lover than now
The same as now
Higher than now
Do not know

b WN -

Put X mark in the right ansver
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S A
= How do you plan to improve family income? .....c.cs0004

= What is your plan for saving mone@y?....cccccccecccaocce
= How do you plan to economize in your wmonthly spending?

= Please tell me vhat are your steps for prioritizing
your .xp.nditur.-’ ® 0 6 8 6 6 6 60 0 9 0 4 S 00 O 9 E SO S E e OGS S s s e

@ 8 & 0 0 064040040880 06066606 4080066660608 48 066466060666 4806080868 ¢6€4806060086 6060600006000

6. Rursl Cowmunjity Activities That Improved Both Community

a. Are there rural community activities that improved
both community health and socio-economic conditions?
Circle only one best ansver!

1. Noj; 2. Yes; 3. Do not know; 9. No ansver

b. 1£ YES8, list the activities wentioned sbove starting
frowm the most improved to the least improved
r“mtiv.ly’..‘l..‘.Q.C.CC.‘.C‘C..OO.CIC.‘.....I....

c. What are the reasons? or Why have they improved the
socio-~economic and health conditions of the
co--unitY? 4 & @ 0 8 @ @ 68 8 O 6 68 06 00 ¢ 8 0 4G 0886608 06 a S s a8 s s a0e

d. If£f NOT (no improvewments resulted), vhat are the
reasons? or Why? ...cccccccccscaccscccscscsscsacanaacnscses

@ @@ @ 6 00 a0 6006000080800 80606000608 060648 8000608406060 06806060600asaovse

Z. Suggestions
Please list some suggestions for the Government and
other organizations abcut hov to be more effective in
improving socio-economic and health conditions in rural
communities for each of the followving itema:
8. Planning:z ...cccesccessccccnsscosssssessssssossossosnscsce
b. I-pl."nt.tiﬂnt Ss 08 s s st saNsssALR s LA LRLILSISLILGLIEGELES
C. Budgeting: ...cccccecccossssscsccncsscsosnsocssnsncssscse
d. Evaluation: .....ccccceevsccscssscccssssonssocncscsnssss
@. Community participetiont ......csccccvcsccccccnsasscss
i. Tr.ining: > & 0 A 05 5P OSSOSO SLLL PO DLELOE N LPS L P PO LSS
ge Trainerst ...cccoccecsecscsccsssnscsccacsossnnsscncssse
Do Traine®m: ,....s.sc00c000000000s000s003000s0ass00sss0sss0
1. Services: .....cccccecssccssccessssscsssassssssssccss
J. Transportation: ....cccccceccsccoscssssssssnsnssessssse
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e ¥Ya O w e a en Ye
Livina R. Bed R. Kitchen Other R
No|Haterials 21 S] 10] 2] S| 10} 2] S} 10} 21 S)10

VONOTULDW NM

Wood

Wood and River
Stone

Wood and Brick
Wood + Bamboo
Brick

River Stone
Bamboo

Other »)

Do not know

Pleass wmark "X" for the ansver in the proper column

Notes 2,

S and 10 mean 2,

S and 10 years ago

.) sp.CifY @ 0 8 0648 60600 8086006000006 0848400606808 00640 ¢ 006060064648 0460a0saase

® 0 6 0 40068864400 0680 55068 ¢6E G40 0800C0A8E8006066068 0606006066066 a8086s6s 000

@ 6 8 8 8 8000 0668048466480 0846600606648 4845 8080060406848 0060600608 0686066808606 060 4608 00a40a

@ 8 8 0000600006486 004800 4668060860606 0808 0684880800608 0880648 4660600060606 060600 6860384000

. The Floo [

i

1 Two, Fiv

d

Te

Yo ()

Materials

—Bed R, |

2

10

Kitchen

2

10

ONOUBLWWNPF

Soil

Cewment

Tile

Wood

Bamboo
Brick

River Stone
Other =)

Do not know.

Please wmark "X* for the ansver in the proper column

Note: 2,

®)

S and 10 mean 2,

S and 10 years ago

Sp.CifY @ 0 6 8 8 8 08 96060680060 006048006468066040608 0606488080066 060484808008406066048s080as0a

8 5 8 8 8 4 82 08288 8 008808 8440888424808 3482480818480 482480848808480844aa584800858085508 a0

® 85 8 86 000006600 E ¢ 6088864806448 0806CA8 8800000648680 0606060606060 064606000820 soa

® 4 @ 0 0400060400000 000040046060 4880608806088 80606060606 06600608 0006680060000 0s 60000
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3. Roof Nater (=)

Living R. Bed R. | _Kitchen |_Other R
No|NMaterials 2] S| 10] 2] S} 10] 2] 5] 10y 2] S)10

1iTiles without
glass roof
Tiles with
gless roof
Corrugated iron
Palwm leaves,
fibre, strawv or
hay

Other #»)

Do not know

bW N

0w

Please wark "X* for the ansver in the proper column
Note: 2, S5 and 10 mean 2, S and 10 years ago
.) sp.city ® @ 6 6 @ 6 6 & 68 8 6 4 8 A4 8 8 6 8 06 G A0 088 A A0S e aa A 6" e aaa 0 e e 0 e e s

® 0 6 ¢ 00008 ACE G 0GP 9 C G EEAEAQ 0SS E 0008808000083 00008t sssen

T vo v T Y A
Living R. | Bed R. | Kitchen | Other R
No| Condition 2] S5) 10| 2| S| 10] 2} S| 10] 2} S110
1|Lighting
a. Darker
b. Similar

c. Brighter

d. Don’t know

2] Ventilation

a. Less

b. The same as
novw

c. Nore

d. Don’t know

3} Cleanliness

a. Dirtier

b. Similar

c. Cleaner

d. Don’t know

Please wmark X" for the ansver in the proper column
Note: 2, S and 10 mean 2, 5 and 10 years= ago
.) sp.cify @ 8 6 6 8 6 8 0 0 8 A 4 9 0 O 0PSO E S SO O S E s 08 N A s 8080l s s

LK B AR A IR BC R BE RN BE R IR I B B X 20 B B IR B B B B R DU ER BC B RE B B A B B B BN B B B R I I R R R B Y N N R N B )
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S. e Wind o 00 A Five a T 2] (-]
Living R. | Bed R. | te | Other R
No Conditions S| 10} 2 10 31 10| 2 10
1|The sawme am now
2]|No wvindows
3|Less wvindows
than now
410ther =)
S}|Do not know
Please wark *X*" for the ansver in the proper column
Note: 2, S and 10 wmean 2, S and 10 years ago
.) sp.city ® 6 0 6 6 4 6 6 4 6 A D © 66 P A0 6 G E A A6 0O S A8 S OGS OGS A OGSO OO ss e e
6. Sanjtation Facilities: Two, Five and Ten Years AQO
Bathing R|__Latrine| Water R. | _Other
No Conditions S| 10} 2 10 S 10| 2 10
1 iWorse than now
2| The same as nowv
3| Better than now
4]10ther »)
35|Do not know

Please mark "X" for the ansver in the proper column

Note: 2,

S and 10 wmean 2,

S and 10 years ago

.) sp.cifv 6 @ 6 0 80 0 006009 0466400 8006000000 00806006606080606068 466080080 0so0

7. The Condition of Stable: Twg, Five and Ten Years Ago

Stable Condition

2 yrm.

S yrs.

10 yrs.

ago

BhWNP

Worse & dirtier

The same as now

Cleaner & better
Other =)

Do not know

Please wmark "X" for the answver in the proper column

’) Sp.cify ® 6 6 O E GG OGO SV E S NG DG I EEE 0000 G G0 L NS GG S sSSsNes e
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8. The Number of Cattle: Two, Five and Ten Years Ago

No|Stable Condition 2 yra. agoj S yrs. ago| 10 yrs. ago

Less than now
The same as now
Hore than now
Other #)

Do not know

A WN P+

Please mark "X* for the ansver in the proper column
.) Sp.cify ® 6 6 6 0 & 04 8 6 0 6 8 04 0 O 00 G GBSO 8 G EE S0 A SO S eSO eSS sa e

9. of Be 3 Two - d Ten Yea Ago

Stable Condition 2 yrs. ago| S yrs. ago| 10 yrs. ago

None

One

Two

Three

Four

More than four

OARWN M-

Please mark "X" for the ansver in the proper column

E._Value of Possesions

1. Food Storage

Kind of Food Total Value of Food Storage
No| Available in in local in Rupiah Based on the
Storage weasurement Local Market Price
1] Rice
2} Corn

3| Cassava
or "Gaplek"

4] "Oyek®/"Leye”

S| Other

Total Value of Food in the Starage| Rp.
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<. Applisnces in House and Trangportation Ownership

Appliances in House Total Estimated Status
No| & Transportation Number Value Based of
Ownership on Local Owner-
Market (Rp.) ship «)

1} Demsks and Chairs

2] Nattreses

3] Display Cabinets

4| Kerosene Stove

S| Sewving Nachines

6] Radio & Taperecorder

7] TV (Black and White)

8] TV (Color)

9! Kerosene Pump Lamp -

("Petromak”)

10| Clock

11} Hormse

12} Bicyecle

131 Tricycle

14} Notorcycle

13| Car

16] Others

Estimated Total Value Rp.

#) 1. Owned; 2. Borroved; and 3.

Bought on credit.

Kind of Housing
Materials
in Storage

Total
in local

wmeasurement

Estimated Value in
*Rupiah” Based on
the Local Market

OQVENGOUBAWN-

e
N

Pillar ("soko®)
Rafter (Tusuk®)
Plate ("blabag®)
Other lumber
Ce=ent

Roofs (glass)
Roofs (others)
River Stone
Bricks

Sand

Bamboos

Others

Togal Value

Rp.




4. Cattle Owned
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Owned

Kind of Cattle

Total
Cattle
Owned

Estimated Value in

"Rupiah® Based

the Local Market

ONOULWNM

Cow

Buffalo
Goat/Sheep
Chicken
Duck

Goose
Rabbit
Other

Total Value

Rp.

3. Fish-pond

a.
b.

Total E.1 + Total E.2 + Total E.3 +
Tot.l El‘*?ot.l E.s o & 6 4 0 & & 48 & 4 0 s

Area of fish-pond:
Kind of fish:

easspessase

5 3¢ X % X

. Rp.
@ Rp.
@ Rp.
@® Rp.
. Rp.

E. AGRICULTURAL OWNERSHIP
1. Area of Land Property:

a.
b.
c.

a.
b.
c.
dl
o,

a.
b‘
c.
d.

Ar.. Of G.rd.n S8 a8ssssssesessaansanse s
Ar.. Of “O\I.. a e aessseseB00 0808 ss08000s0
Ar.. O‘ F.r.ing > 68580000000 000s0 000800 00

Total of Land Property
ic

al

.-x LI NN Y

Me ® Locceoae M2

Subtotal Rp. ..
Subtotal Rp. ..
Subtotal Rp. ..
Subtotal Rp. ..
s o .

Total value = Rp ..cccs0c0ccea

€. Qversl)l Total of Value of Ownership

Ovned:

.Rpa ® 00 0000490

mnl.
n2l-

s 8 o8 a0
———

LA B RE B B B BB B B RE Y B R B IE B B B B R S B B B B R A B B R I B I A )

@ 6 0 0 8090 Q0G0 G0 GSEAE0C G066 80 90 Gs e oacas

® € @ ¢ 0 0B GEAAGCEGEE S8 66064080008 3060s000eoe

3. Fertilizer and Insectized Owned:

® 8 @ 0 08P 80 A G QL E0E 0008400446058 000060P000

® 6 6 0 8 0G0 0 C A GG ELE S0 0 G IS N eNs OGS esaass




4.

278

- ve

u v - dens
Kind of Total Trees or From wvhom you
Trees and Area oif Vegetables get the seed?
Vegetables in m2. and When?
1. Fruit:

a. Local Guava
b. Bankok Guava
c. Orange
d. Apple
®. Banana
£f. Papaya
g. Coffee
h. Clove
g. Other:
2. Vegetable:
a. Spinach
b. Onchoi
c. Carrot
d. Onion
e. Garlic
f. Green Onion
g. Cabbage
h. Beans
i. Other:

3. Lumber:
a. Jack fruit
b. Accasia
c. "SUREN*"
d. Other:

4, Other:
a. Cassava
b. Corn
c. Taro
d. Sveet Po-
tatoes
2. Qther:

@ 468 000800
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No| Food Frequency of Eating #)
Classification

1 2 3 4 S 6 7

1| Carbohydrate

a. Rice

b. Corn

c. Cassava

d. Other (......)

2| Protein

a. Vegetable

b. Animal

3| Vegetable

a. Dark grsen
leaf

b. Geans

c. Tomato/
carrot

4| Colored

fruit

S| Milk

*) Mark X for the best ansver in the proper line for the
followvings 1. Never
2. Seldowm, less than 1 time per month
3. One time per month
4. Less than three time per veek
S. At least three time per veek
6. One tiwme daily
7. More than one time daily

(Criteria from NMelly G. Tan et. al.: Social and Cultur
) = o , : . . h Fiy
1) d o ealth, Jakar-
ts, 1970).
NoTBz S & 5 68 550> OO OLLEDLODLES LSO DL OSSO L DL L LDLLL®>OEDP S LD LEPS P LS
o P @, or U ~-five dren

a. Breast feeding started: ........ months old.
Breast feeding atopped: ........ months old.

b. Reason for giving breast feeding? .....ccco00c000s0000
Are there any loom) heliefa for hresat feeding? .....
Reason for stopping breast Ieeding? ...cssecssessssss

® 6505 0800000000000 0050008800006080000060000000000000800s>s
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c. For under one year children, vhen did the wmother
start to feed the follawing food?

1

« First molid food ........ months

2. Second molid food ....... months
3. Vegetables ........ months

4. Fruits ........ months

8. Protein vegeteble ....... months
6. Protein animal ........ months

G. KNOWLEDGE. ATTITUDE AND PRACTICE OF THE COMMUNITY:
1. Knowledge of:

t({circle only one right ansver for

each of the following queastion)

What is the purpose of immunization? (key: body
protectjon tovard digeage) 0. Does not know

1. He/she knovs

- Does the head of household or his wife knov the

followving vacocination?
BCE ..ccevescccacaccsceccse 0. Do@s not know

1. Yes, he/she does
DPTI.nd II 4 & 4 6 4 9 & & 00 800 0‘ Do.. not kno'

1. Yes, he/she does
POliOo ...c0040c04c0cacessecs 0. Does not know

1. Yes, he/she does
Horbilli ...cccvccceccecaecas 0. Does not know

1. Yes, he/she does

What is the purpose of health card (KHMS)?
(Key: Note for under-five vears old wveight de-
velopment) O. Does not know
1. She knava
Can she explain the chart written in the KMS5?

(Key: If the veight chart incresge, it wil] shov a
e a ® W
Q. t+ will show that
ongt ) v the c d der the red
W w + hild is i1l or has bad
t (=) tum)
c. Orna ehyd on (0O )2

‘Yhat iz CRALIT? O. Does not know
(Key: Diarvhea) 1. She knows
What is "Sugar Salt Solution®? O. Does not know

(Key: Diarrhea) 1. She knows

What is "blue spoon®"? O. Does not know

(Key: Diasyrrhea) 1. She knows=

What is the purpose of the three things above?(key:
for rehydration) 0. Daes nat know 1. She knows

Daoss she know wvhen it haa to be given to her child?

(key: every time her child hams diarrhea)
O. Does not know 1. She does know
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- Can she explain the dose of ORALIT?

(key: 1 _glags of ORALIT pexr ] tiwe diarrhea)
O. She cannot 1. She can
d i v z

- Does wmother knavw the advantage of vitamin A?
(key: to prevent frow xeropthalmia or "kotok ayam")
O. She daoes not
1. She does
- At wvhat age should a child cbtain a high domse of
vitamin A? (key: 1 - S Year)
0. She does nat know
1. She knows
~ Does she know the interval of giving a high dose of
vitamin A? (key: 6 _manth)
O. She does not
1. She knows

@. Primary Health Csre:
= What are the most inport.nt principles in PHC?

{key: "gotong ;ngng . _integrated, comprehensive,
a olo ealth care)
0. Sho/ho does not understand
1. She understands
- Who should carry out the PHC and for vhom?
(key: by the people and for the people themgelves)
0. She/he does not understand
1. She underastands
- What is the most important principle for a "KADER"
in PHC implewmentaticgn? (key: voluntariswm)
0. She/he does not understand
1. She understands

2. Practice of:

a. Imwmunjizations:
-~ Does the folloving household member have BCG scar
in the righ upper arm?

No Household wmewmber Yes / No

Head of the household
Spouse

Child no. 1.

Child no. 2.

Child no. 3.

Child no. 4.

Child no. S.

Child no. 6.

Child no. 7.

10] Child no. 8.

11] Other ...cccccceveee
12) Other .ccvccceccssses
13) Other ..ccccceconcses

VONOWLWNE
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- Do the follovwing children obtain complete DPT vac-

cination?
According to:
Children:
Interview Health Card| HC Record
Age O - S years
number 1. yes/no yes/na yes/no
2. yes/no yes/no yes/no
3. yes/no yes/no yes/no
4. yes/no yes/no yes/no
3. yes/no yes/na yes/no
Age 6 -~ 12 years
number 1. yes/no yes/no yes/no
2. yes/no yes/no yes/no
3. yes/no yes/no ye=/no
4. yes/no yes/no yes/no
S. yes/no yes/no yes/no

- Doems the wmotlier have a

of her children?

0. No,
1. Yens,

she does not
she does

the health cardas?

0. No,
1. Yes,

0. “Q.
1. Yenm,

If are not filled in completely,

they do not
they do

it is not
it ia

Are the Health cards completely filled in

health cards are not filled in?

® & 0565 580080000006 0800050000000800000808s0000000808080s0sas

health card for at least one

Do all of the children under-five years old have

9

vhat part of the

to £ill in the health

card?

Can mother demonstrate how

0. No, she cannot

1. Yesm,

she can

0. No, she cannot

l. Yem, ahe can
c. Oral Rehydrationt

- Can wmother demonstrate how
0. No, she cannot

1. Yes,

she can

- Can mother demonstrate hovw
salt and sugar®?
0. No, she cannot

1. Yes,

sha can

Can mother demconatrate hov to veigh the children?

to make "ORALIT"?

to make "Solution of water
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If she cannot, vhat are the errors that ahe nmakes?

omse o n :
Does wother knov hov to give a high dose of vitamin A
to her children? (key: gut the top of the capgule
vith a _scisgor, press it then give it to the chil-
dren) O. Ho, she does nat
1. Yes, she does
Prima t
Did you choose the village volunteer health vorkers
in this village?
0. NHo, he/smhe did not
Then, wvho chose them? ...cccccccccccsncscccces
1. Yes, he/she did
Did you choose the village volunteer nutrition
vorkers in this village?
0. No, he/she did not
Then, vho chose them? ....cccccecessesovsssnne
1. Yes, he/she did
Did you chocose the other villsge volunieer workers
in this village?
0. No, he/she did not
Then, wvho chose them? ....cocceccesscnsssscse
1. Yem, he/shc did
Were you involved in forming the PHC program in this
village?
0. No, he/she did not
Then, vho formed them? ....cccccsocccossssses
1. Yes, he/she did
Is he/she apitting in the iwmproper place vhen you are
interviewing him/her?
O. Yes, she/he is
1. No, she/he is not
Are the vindowvs opened vhen you are interviewing
him/her?
Q. No, they are not
i. Yes, they are
¥Write dowvn some other important things in practice of
PHC that are not mentioned in this questionnairet

® 8 8 8 5080608806000 043085000008 8058000000608 00008808s08sa80a0ss

3. Attitude of:

How youn are going to protect vour family, especially
your children, toverd the infectious diseases and
nutrition problems? Why? ......ccccsscscsnnscsccssses

® 5 5 5 0 865500500005 000 0080006600060 00080058000006066000005000000s00
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Do you believe that through the weighing program your

children will achieve better nutrition status? Why?

® &8 6800008500600 Aa800000 0008080008600 0000 086608080088 06800080

® &2 2 200008 S 00000 0E0E000L0SR0000sNP00S0ESseEDSESILIOESESSEOSITSS

Do you atill helieve traditicnal wvay= to cure the
gastroenteritis diseases are more effective than

using Oralit?Why?

Do you also still helicve traditional vays to cure
"kotok ayam®™ are more effective than high dose

vitamin A protecti on? Why?

® 5 00 0805000806008 800000000800000080000es0ssss0s00s008s00s

Do you believe that through PHC the community in this

village will obtain itz velfasrs in the foraeeable

!“t“r., 'hy?--..b....b.l..lobonocolb..n..........00..

How do you propose to improve the implementation of
P“c in your vill.g.? > & 5 0 5 PO 0> OS LSS OE P OSSO PEE S e s e e

® 868800050465 2800008080032805060820800080858a880s8080808s008000s0s0



APPENDIX C

QUESTIONNAIRE FOR PD (DISTRICT PROVIDERS)

Di.trictz 5 8 8 080080 LEL L L 0L ELPNLL 00NN sEN 0S8 L000000008080800e

Date of interviewv: Month ....., Day ...., 1985,

Name Of interviever: ...ccccececccccccncasscsoccscccscssassscs

Interviever’s signature®t ........cccecesvccccscsssssssssscas

Supervision:

Dete of supervision: Month ....., Day ...., 19835,
Name Of SUpPerviSort ....ccccscecescsscccsssscssccssccss
Signature Oof SUPErViSOr: ...cccccccscccesscsnsscsccnces
Impression: Accepted/Reinterviev faor page ..../

Cross-check/Revise page ..../Eliminate from survey.

Final checking by researcher:

Date =2f final chesking: Menth ....., Day ...., 198S5.
Impression: Accepted/Reinterviev for page ..../
Croms~check/Revise page ..../Eliminate from survey.

R.-..rch.r'- initi.lt ® 5 6880800000066 00600000s00000800

1.

2.
3.
4.

Provider’s complete name: Last name 2 .....ccc0cc0a0
First name : .....cs000s0.

Age at the last birthday: ..... years.

Sex: Hale/Female (circle the right one).

The highest level of education completed: (circle the

right lettar)

a. Elementary School d. Acadewmny

b. Junior High Scheol e. University

c. Senior High School f. Other ......c0000s00




3.

1.

2.

3.

4.

Main occupation:

the blank)

286

(circle the right letter and £ill in

a. Goverment official: Department ....ccccccesvescesns
Position ..ccsccccccescccnccces
bh. Political figure: Party ....c.cccccccceccnccccnssses
Po.ition > ® 655 & 00O 00 OB S SO LS s
c. Infarmal figure: What? .....ccccceveccacnccscnsccns
Pomition .....cccccccccccssncaccan

d. Qther:

What?

Additional occupation (vrite letter in accordance with

no. S):
Note:

es e ssaseenoesep

Length of duty in this district ....

Length of duty in Banjarnegara

years ....
years ....

years ......

PO.itiOl’l ® 0 0000000000800 000008080800

months
manths

years,
years.

Marital status: {(circle the right letter)

a. Harried

b. Single

C. OLh@r ..ceccaccccnsacnseanssncsscsssscscsacnacaansscsssa
Number of childrent ..... children,

® a8 608 y..r.. - o 5 0 0 y..r-' L3N BN IR )

According to you,

vhat. is wmeant by the following?

a. Community Development (CD)t...ccccccccccccoscnscsssca

b. Primary Health Care (PHC):

According to you, are CD and PHC closely related?......
Expl.in‘ - 6 5 O 65 00 DO LS LSOO DLL LS LSNPS S SE S8 a8 sl e
Do you have both of the CD & PHC activities in this
district?
Activity|{l. Yes #)| When Stated| Who Pioneered| Your
2. No It (month (name, occu- Role
3. Do not| & year) pation & po- in It
know sition)
i. €D
2. PHC
Note: ») write just the number!

Related to the elements of management and your role in
the above activity in wvhich element do you think you
are involved? Give your reasont

Activity

Planning

Implementation|Bugdeting

Evaluation

1. CD »)
Z. PHC»)

2) Puf numhar
involved®;

(1) for "nat involvad®.
(3) for "uncertain®; (4) for “involved”

and (2} for "very wmuch involved®

(2) for "not an
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Then w wn _w )
is each coluwn should be filled & no "X" MARKS

should be written. Use the back of this paper if
column space is not sufficient.

S. What guggestions do you have for improvements to each
element of both programs wmentioned above? Write the
chstagles also!

a. CD: - Planning: Suggestionmst....cccccecenccccsscccas
ob.t-cl.-'.......l..ll..........l“‘
- Implementation : Suggestionst....cccoccevcocsn
Obstacleam:....ccccecoassansscscccnnse
- Budgeting: Suggestions:.....cccses0c0sc0ecseses
Obstaclesm:......cccocevovcscccncense
- Evaluation: Suggestion®t......seseeccccescec00
Obstacles:......iccccccvscccsocscccasces
b. PHC:~- Planning: SuggestionSt......ccsscsecs00ec0c00es
Obataclem:...cccocsssacsccscnsssssas
- Implementation : Suggestions:.....cccocvcecacee
Obataclemt.....cccoccccccecnsscnaces
- Budgeting: Suggestionst....ccccccs0ccssaecsces
Obstaclemt......cccoc00sc0cncssccases
- Evaluation: Suggestionst.....cccscces00c0s0s00
) Obstaclest...ccocccceavsccccsnnnnccs
If the respondent have suggestions on manpowver and
arganization development, please write it decwn on the
back of this page!

6. In CD and PHC praograms, there are an district integrat-
ed teams to carry out the programs. Could you tell your
impression of these teaws?

Subject Level of Reason
Impression +#)

CD:
-Coordination
-Integration
-Participation
PHC:
-Coordination
~Integration
-Participation

#) Put number (1) for "BAD"; (2) for "Not msc good®;
{3) for "Uncertain®; (4) for "Good";
and (S) for "Very Good".

7. What are the obstacles of the above integrated teamns
and vhat are your suggestion to impraove the work of
the teams?

a. Coordination: Chstacles: .......sc0cccass00sss000ss00
Suggestion®: .ccaisscccsncrscsarsesanss

b. Integraticon: Obstacles: ........ccccccesncccccacsses
Suggestions: ....cccssc000000000000asss




9.

8.
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Ce Plrticipltiant Dhltlleﬂl "o 00 nrasBsB0BLLESLSLGLAEBRGLOEEOLEBEEOES
Suggestions: .....ccccctc000rc0r00s00n

Would you please describe management processes in

delegation of authority, budgeting and program priority

in your diatrict integrated team?

a. Delegation of Autharity ......ccececccccncccacacccns

h. Budg.ting ® 6 & & & 0O OO SO OO LSS S LE DL S SN LI eSS S P E e e e
C. Program priority ....cccecececccccsncssssccsccrcsccas

® & 502008 DB SO SLAsENS NSNS LLSEELSSNLLLEDNsELE L AENNSsese

In your apinion hov ias the flexibility of those three
components mentioned in no 8. in your district inte-
grated team? Write the right number only for each
subject!

Subject |(5) Very| (4) (3) Un-{(2)Not sol (1) Not
Flexible|Flexible|certain|Flexible |Flexible

Delega-
tion of
Author.

Budget.

Program
Priori-

ty.

You certainly have heard of the organization called

YPPSE in Banjarnegsra,

a. When did you hear sbout this organization for the
firat tiwe? month ........ ye&ar .......

b. ¥Who told or informed you about it?
Nam@: ......cccsuc000sss000 Pomition: ...c.vcscccenn
Name@t .......c000c0cccs0s00.. Pomitiont ...ccccccccecns

c. Would you describe the aims of YPPSE; why it vas
formed, vhose a_ 3 ¥a and how it vorks? (Write
down the respondent’s ansver on the back of this
page!)

Do you agree with the statements helov to be the vay

of life or philosophy of YPPSE? (Show the enclosed

cards fraom numher 1 till 10 one by ane, then f£ill the

above columnms in accordance with the given statement

and write down the number wvhich matches the respondent
answver!)



10.

11.

12.

13.

14.

1S.

16.
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Statement| (1)Stronly| (2) (3)Un- }(4) (S5)Strong-
disagree Disagree|certainjAgreel|ly agree

Stat. I
II

III

IV

v

VI

VII

VIII

IX

X

What are the advantages and disadvantages of the YPPSE

assistance to your villages due to its physical or non-
phygical support?
Advantages: a. PhySical: ....c.ceceeccscccccccccsccscns
bo “Ol’l"ph?.icllt s s e0sacsssss st 000800000
Disadvantages: a. Physical: .....cc0cccc00c00c0c0s0ss0s000
b. “on-phy-ic.l‘ > 5 6 & 5 50000 00 e s Se
YPPSE has assisted the poor pecple in the rural village
of Banjarnegara Regency through CD and PHC especially
in developing their socio-economic conditions and in
improving their health status.
Do you agree with this stateaent? What is your reasons?
What have been the efforts of YPPSE in giving direct or
indirect advantages to the poor in the rural village of
Banjarnegara Regency?
B, Direct: .....ccacescctncssssecssncnssonsssssssssnsanse
b. Indir.ﬂt: > 0 8 00 OO OO S OL OO LODSLLS OSSOSO E SO LSO PSP
Do you think that the poor have succeeded in developing
their avareness about the problems they have? What is
yaur r..-on? > & 2 00 085 08 H s S OO LELELELLSDELLESLL S L0 e b
According to yau, have the poor succeeded in increasirg
their avareness about their inability to overcome their
overall problems and been able to prioritize their pro-
blems? And also could they realize their own capacity
and potential either in CD and PHC? Please, give your
TERBONM], . c.coccconsncssssnssncsccnnsscsssnsansssnsassssssscs
As a figure in this subdistrict town, do you believe
and agree that the society’s members. especially the
pcoxr, can help themselves to solve their problems ? And
do they have enocugh potential to overcome those
prohlema? Give your ressmon and explain., ........cc0c000

® 06 5 5060 0000500500000 00000 0P OLePOLLLELLEPLLLPLILSEEESIDLSDBPIELIELIOGIEOSESES

Do you believe that YPPSE cagn help the Banjarnegaras




17.

ia.

19.

20.
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ve m
@l ommu MW @ ly t [=3 Ve

t!!.;l E!OQJ..!? Expl.in.n....Q......o..o...l.l.......l.

Do you think that :

a. YPPSE has been appropriate in supporting Banjarne-
gara local goverment to develop the smocial-economic
and health status of community of Banjarnegara? Ex-
PlBiNt..cccceescerecaccccacasssssesscssasnsenaccannse

b. CD and PHC in_ your subdistrict have been appropriate
for helping the village scciety wembers develop
their social economic condition and improve their
h..lth. Rx'pl.in.....n...........l.l...Dl..ll.l-..l..

According to you, vhat should YPPSE’s participation in

local government be in terms of CD and PHC to achieve

proapzrity of the community in this “PELITA" (=five
year development plan) era and in the coming period?

Expl.in...............I.‘.......I.I...I.l...l.b........

State the S5 main sectors or departments that gain great

advantages from YPPSE & its activities!

Explain your choices.

1. ® & & 80000080 0800 B ASS LS OE eSO SLOEEDdSLNSLDLE e s e s s e
2. ® & 0 5 OSSOSO S ESEES PSS LS NS SN LS EENLELLLIEE S Ss e s ae s
a. ® 2 5 800 0H OB AS LSS OEDESOELOS L SESH OSSN0
4. - 5 & 0 D000 S LSS0 LS DL LSS SO0 LS eSS LEsE L eEELsss s
5. & & & 5600000 H S eSS eL eSS 0SS LD L SN NS LD LN Bees s s e s
Among following,

A. Which do you consider esn activity of YPPSE?

B. Which do you consider an activity of CD?

C. Which do you consider an activity of PHC?

D. Which do you consider activities chosen by the
community members?

E. Which do you think can meet the needs of the mociety
(especially the poor) to improve their health in
this subdistrict?

F. Which do you think can meet the needs of the society
{empecially the poor) in impraving their socio-
econaomic condition?

G. Vhich is the most uvseful for the vomen’s role in
developeent?

H. Which is the most helpful in developing the village
as a vhole?

I. Which is the most useful for the development of your
subdiatrict in the future?

J. ¥Which are you active in?

Mark X in the columan of the respondent choice. The res-

pondent can give =more than one anasvers.
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Activities A|BICIDIE|FJH|I|J

1. Educating cadres on

a. Health

b. Nutrition

c. Agriculture

d. Non-formal Education

e, Total Vililage Development

f. Others (mentionsz....cccc00c0e.)
2. "Kring" LKND/PKND seminars
3. Management Course for Regency 0ffic.
4. Management Course for Distr. Offic.
S. MNanagement Cours= for village Offic.
6. Integrated Village Health Post
7. Nutrition Center
8. School Health Service
9. Family Welfare Movement ("PKK")
10. Farmer’s Group
11. "BUUD/KUD"
12. YPPSE Activities
13. "Klomp. Pendengar/ Klompen Capir®
14.Village Housing Improvement
15. Toilets/"SPAL"/Environmental Clean.
16. Wells/Healthy Drinking Waters
17.0th.r. ’ ® 5 & 8 5 00608 aa 08B e S OO S SG S e e s

21, You wmust have participated in or heard about the
training held by YPPSE in this district. Could you say
something about it 3
a. Howv many times did you attend?

( Circle then give the exact date that you began. )
1. One tiwme ( month ........ year ....... )
2. Two times ( month ......... ye&ar ........ )
3. Three times ( wonth ....... Y®&r ..cccac )
4. NMore than three timesms ( .......cc00000..
S. Have not attend but have heard about it.
b. For how many hours a day vas it done?..........¢c0...
For how many days was it held?......ccccccccccaccaas
c. What wmethods vere used for training? (e.g.: group
discussion, lecturing, simulation or others) .......
Was the overall training method interesting for you?
Circle one: 1. Not interesting at all
2. Not smo interesting
3. Uncertain
4. Interesting
S. Very interesting
d. ¥hat materials were used? (e.g.: management, leader-
ship, LKHD, or others)........ccccc0tccssc0aasssccsas
Was the overall training material useful for you in
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order to implement CD and PHC in the field? Circle
the best one only: 1. Unuseful
2. Not =0 useful
3. Uncertain
4. Useful
S5. Very useful
@. Who were the instructors / lectures? (mention three
names and their positions and rate their ability in
teaching wmethods by using your own opinion).
l‘ l...lﬂ“.‘...l.ﬂ‘.(po.ition ..-0.........-..0...)
2. cecccecccsacsacsccc(pOomition .. .ciccccccccccnccaas)
e cecccesccccacacecc(pomition .cccccecceccccccaaa)
f. Which part of the training did you like the most?
WhyYy? o iienceciaeeceacacacceascacsactsacscsacsanscscscsnsasss
g. Please describe the follow-up of training / course
that you attended? ....cccccccccccccscocsscsccscnnncas
h. Did you participate as an instructor in the ccurses
held in villages or subdistricts? Why? ..........c00
i. Were there any changes in vour attitude, knowvledge
and skills of management of development and PKMD
after you attended the training?....cccccccceevsaces
j. What are your proposals and suggestions for
improving the YPPSE courses at the district level?
Could you @laborate? ....ccccccceseccasscccssccanans
ke In the initial training for the village volunteer
health vorkers vhat is your level of involvement in
the following management components of training?
Write only the number that chose by the respondent.

Subject | (S5) Veryj(4) In-|(3) Un-|(2) Not mo|(1) Not
Involved|volved |jcertain|Involved Involve

Plan-
ning
Imple-
menta-~-
tion
Budget -
ing
Evalua-
tion

Would you ansver the following questions concerning

"KRING” system in the villages of this district?

a. Whose idea was it to hold these "KRING" asystems?

b. For how many cycles have the seminars heean given in
this district ? ..cccecccccccccocccccccsscscscsssncana

c. How many villages participated? ........ccccccccue-. .
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d. For hov many days wvas the "KRING" system carried
out? For how many hours par day? At vhat time of day
'.. 1t don.? 4 8 @ 0 & ¢ & & 4 4 8 & 0 4 0 4 A9 G O QA A0S a 9 e SO0 e a0 e e

e, Could you please describe the process of "KRING"
system?

1. Pr.p.r.tionz ® & 6 & & 0 4680000000 SLSE LSS S LSS L e s e s e s s
2. Budg.ting‘ 2 ® &6 & 0PSO OS &SP S BSOS E SO S S PSS eEN S L P e s e
3. Implementation: ....cccaccccccscscccsacsasssascsns
‘. Follo‘-“p: ® 6 0 0 5 S 66060 s LR sEESSsL LS e RS es s e s s a

® S PP 0P OB S LS OSSP OSSP SS0LLDDLSSPSLL PSP SGES S es

f. What things could be of some benefit for the
district integrated team, village integrated team,
village volunteer health vorkers and village
community from this "KRING" system? .......c.cc00c00

g. What vere the disadvantages of the "KRING" system?

h. ¥What are your suggestions in order to improve the
implementation of the "KRING® aystem? .....cccoc0c0c0.

i. In the *XKRING" system vhat is your level of
invalvement in the following management components
of "KRING" system? VWrite only the number that chose
by the respondent.

Subject | (5) Very|(4) In-|(3) Un-{(2) Not soj(l) Not
Involved]volved jcertain|{Involved Involve

Plan-
ning
Imple-
menta-
tion
Budget -
ing
Evalua-~-
tion
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23. (a) Please explain with your own wvords wvhat the
folloving subjesct means for youl
(b) Then explain hov each of the items listed below can
be carried out, and/or wvorked out, and/or achieved,
and used in the Banjarnegara development program.
1. Integrated Weighing program
(a) 4 @ @ 8§ € @ 8 @ ¢ &a & 8 & &8 &8 &8 &8 A4 8 8 4 8 4 486 4 4408 448 4a8a8a 8 4a4as4aa a8 s s s
(b) @ & @ @ & @ ¢ & ¢ & 8 4 G 0 0 5 8 6 G C 6 9 8 0O A0 9 S A8 & G0 a0 e 88 s e O ana
2. Integrated Village Health Post
(-) @ @ @ 0 6 0 6 8 6 G 9 S 0 0 A S 6 G GO 8GO A E A S eSO S A SO S E G S S e
(b) 4 @ @ & @ 6 ¢ 0 0 06 O 8 4 0 6 4 & 8 6 6 A6 8 O O G 4SS A8 S0 eSS0 8 s e a0 e o
3. Coordination
(.) ® 5 & & & 8 0> 0 8LSOSSOLL S S POE S L EE OO LNLE L E e e s e
(b) > 5 &0 50 00D LSS SR AES SISO L SIS BSOS LN LN N
4. Integration
‘.) ® 6 & & & 60O O OB E LSS S eSS EL s PP NSO B sSSP L e e s e e
€B) .cecevesracncscescssncncoronsosonsssnsssnscasncses
S. Community participation
‘.) ® & 5 850 00050080000 & 5SS S00S LSS LLL PSS NEE S0 s a0
‘h) ® & & & & 5 8060850080000 s s eLe e eI ESLSPLLDSESSSEE S s
6. Health for all by the year 2000
(B) ..ocvcccccsscccssonsssccscssssnsscanssscsscsscsnoscse
(b) ........‘..D.-.............lI..l.’.’............‘
7. Volunteer/volunteerism
‘.) > 5 & 6 000 000t E s 0SS s e e P ee SO Oe S LS PO e s s 000 8o
‘b) A ® BSOS 0O LA ED e sS SO L sS e s ELEEN N dES s Es s e
8. Training
‘.) ® & & 5 5 5 0008080 SO S S HS SO OSSO LLSOLL LSS LSS S e
(h) - & & 6 86006 00D SOOHS S S LSS L LD LELSDL LD LSS N s e s e
9. Appraopriate technology
CB) ..cceccscacnsocssancsssansscsccossssssssscsssasnss
(h) ® & & 5 5800 e S LSO LSS LSS L 6L LS e N EL LN s e e s
10. Management in community based activity
(.) > & & & 50 0B SO LLS LSO LELOSOL OO LSS LSS O L sSSP L e e
(b) > & & OO SO A S SSL L EL L L LD LDI OO LLEESISDE L LS NL s e e e
11. Functian of NGO and YPPSE
‘.) > 5 & & 5 5 8 88 6885 C 338 S S 8BS s S Se 8 8 8L 8B 8 80888880888

(b) ® 8 8 880 000080880800 06060 0050808800808 0850880000000080sas8s08s0s

24. In the regency meetings, trainings, and "KRING SYSTENM"
as vell as community-based activities (CD & PHC),
Please cbserve hov this respondent acts in the
follovwing subjects:

8. leadership:

- Meeting 1:

- Meeting 2:

- Meeting 3:

= Training :

~ KRING wmeeting 1:

- KRING wmeeting 2:

- community hamed activitiea 1:
- community based activities 2:
- community based activities 3:



h.

integration (attention to other sectors) in

regency, district and village PHC teamsa:

participation (gives suggestion,

Heeting 1:

Heeting 2:

HMeeting 3:

Training @

KRING meeting 1:

KRING wmeeting 2:
coamunity hased activitiesm
community based activities

1:
23

community based activities 3:

propaosal and other):

personal approach in decision and problem solving

Meeting 1:
Meeting 2:
Heeting 3:
Training :
KRING wmeeting 1:
KRING meeting 2:

Meeting 1:

Meeting 2:

Heeting 3r

Training

KRING meeting 1:

KRING weeting 2:
cammunity based activities
community based activities
community based activities

technical assistance

Meeting 1:

Meeting 2:

Meeting 3:

Training :

KRING meeting 1:

KRING meeting 2:
community basmed activities
community based activities
community based activities

other activities:

Meeting 1:

Meeting 2:

Meeting 3:

Training :@

KRING meeting 1:

KRING wmeeting 2:
community based activities
community based activities
community based activitiesm

1:

3:

the
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rational objection,



APPENDIX D

QUESTIONNAIRE FOR PR (REGENCY PROVIDERS)

Date of interview: Month ....., Day ...., 198S5.

Name of interviever: .....cccccrceccccsscccnscscannssosascnss

Interviever’s signature: .........csceesvsccccscssccccssocs

Supervision:

Date of supervision: Month ....., Day ...., 19385,
Name Of Supervisort ....ccocecesccccscsnssssnnsssssancssscs
Signature of supervisSor: ...cccccecccoescossnnsssssssocss
Impresaion: Accoptodlnointorviov for page ..../

Cross-check/Revise page ..../Eliminate frow survey.

Final checking by researcher:

Date of final checking: Month ....., Day ...., 198S.
Impression: Accepted/Reinterviev for page ..../
Cross-check/Revise page ..../Eliminate from survey.

R.-..rch.r’- initi.l: ® 5 5 5 5258880000000 0008500a08s8000s000

1.

2.
3.
4.

v

Provider’s complete name: Last name : ........000000
First name : .......cc...0

Age at the last birthday: ..... years.

Sex: Hale/Female (circle the right one).

The highest level of education completed: (circle the

rirht latiar)

a. Elementary School d. Academy

b. Junior High Schooli e, liniversity

c. Senior High School f. Other ......c00c00s.




S.

6.

7.

9.

1.

2.

Main occupation:

t+he blank)

b.

d.
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(circle the right letter and £fill in

Goverment official: Department ......cccececsacsces

PO.itiOn ® ®® 800600000008 08s0054a000s00

Political figure: Party ....c.ccccccsscccscccsscsces

Pa.ition e o B & &6 ® & B G S SO S B OO ESLe 0e s>
c. Informal figure: What? .....cccececcnceraccsccnnsanaas
Po.ition ® & 8 5 & 60 & 8 082 0000088 s e s aa

Oth.r: “h.t? S &8 60 P 0L SLSEES S LN0 0SS LSS LERLSsLEsEase

Additional occupation (write letter in accordance with
n°.5)= . ® 6 & 080080y Pa.ition e ® & &6 6 & 508 8 SS OB S Ss e e

Note:

Length of duty in Banjarnegara .... years .... months
Marital atatua: (circle the right letter)

a. NMarried
bh. Single

C.

Oth.r ® 8 ® 6068 P 0SBSOS PO E SN OO PSS EE S 0LBDPELLEN 00N AEsE s

Number of children: ..... children, ages...... years,
- & s y..r-' *> o > 000 y.-r-’ L I I A y.-r. & & > 0 Y..r-.

Are

a. Yes, I am involved directly

b. Yes, I am involved indirectly
c. No, I am not, but I used to be involved
d. No, I was never involved

1t

If

b.

3.

and guestion no. 3.

question no. 2.

you involved in YPPSE? (Circle the besat ansver only)

the ansver is a, b, or c then go_to guestion no. 2.

the anaver is d then go to guestion no. 3 and skip

When did you start to be involved in YPPSE? Month ..

Yrs ..

Why are you involved? Please give brief explanation!

® & 8 0808000606000 080000808000008080460000800000080-0000s

The follawing question is only for the provider who

used to be involved in YPPSE!

Why are you not involved anymore? ....ccccecesscceees

® 8 5 58885860000 00000 080000 Ps 00D SLONE OSSN ssLE s

® 5 8 8 808P B P S LLLE PO LS PSP PP PP DL L SLS SN PDPOPSEsEENEEEDSL.

What is or vas your position in YPPSE?

1. Chairmen (aince ............ through ....ccccc...)

2. Executive Chairman (since ........

through ......)

3. Vice-chairman (since ......... through .....csc..)
4. Secretary (since ........... through .....c..c0...)
S. Treasurer (since ........... through ......c00...)
6. Member (mince .........c:.c.s through .c.iccscesces)

7. Field Full Tiwmer (since .....cc...
8‘ Dther ..‘..l...‘b(aince &> & & 6 &5 8 A >

through ......)
through ......)

When did you hear about this organization for the
first time? maonth ........ year .......




4.
S.
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b. Who told or informed you about it?
Nam@: .....ccccnccceccccess Pomition: ..ccccicncccan
Nam@t ...cccceccceccccnccss Pomition: ...cveeccccens
c. Could you tell we in brief how, vhy, vhat vere the
reasons, and the history of YPPSE? Write down the
ansver on the back of this page.
Same question as in Appendix C question no. II. 9.
Related to the elements of management and your role in
the YPPSE’a activity in vhich element do you think you
are involved? Give your reasoni

Elements of Degree of Brief
Managewment Involvement +) Reasons

1. Planning

2. Implementation

3. Budgeting

4, Evaluation

#) Put number: -
(1) for "not involved®; (2) for "not so involved®;
(3) for "uncertain®; (4) for "involved"
and (4) for "very much invoived®
Would you please tell me the praoblems that you encoun-
ter and your asuggestion to improve the 4 element of
management in YPPSE organization?
a. Planning: Problems: .....ccccccevsescsoscsscccnssans
Suggestions: .....cccccerccccsssscsssssseas
b. Implementation: Problems: ......cccccccscsvcccscssss
Suggestions: ..:...:.ciccis000000000000000
a. Budgeting: ProblemS: .....cccoccvcscocccsccscscsnccscs
Suggestions: ......cc.cccc000000000sn00000
b. Evaluation: Problems: .....ccccccccccovsssssssasssse
Suggestions: ......cscc000000000ss00000ns0
In the implementation aof PHC and community development
programs, there ias s regency integrated teams vhich is
ccordinated by YPPSE. Could you tell your impression of
this team of the followving components?

Subject Level of Reason
Impression +)

-Coordination
-Integration
~Participation

#) Put number (1) for "BAD®"; (2) for "Not =0 good";
(3) for "Uncertain”; (4) for "Good”"; and (5) for
*VYery Good".
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8. ¥What are the obatacles of the above integrated teams
and vhat are your suggestion to impraove the vork of
the teams?

a. Coordination: Obstacles: ......ccrestevccavsncsccccsns
Suggesations: .....cccccctccccscncnncscs

b. Integration: Obstacles: ........cc0s00s00c00c00000s00
Sugpe=tionM: ....cctctctsctcnnssnnnnnens

c. Participation: Obstacles: ......ccccccssccccsncncces
Suggestions: .....ccscc0c00c0cc000082s

9. ¥Would you please describe of wmanagement procesgea in
delegation of authority, budgeting and praogram priority
of YPPSE ¢
a. Delegation of Authority ......c.c0c0cccvvcccoccscsacns
b. Budgeting ....ccccccecrccnconncssscccssscsascssnscanss
G. Program priority ...ccececccccccsccccssascscssonccnsce

10. In your opinion haov is the flexibility of thome three
componentas mentioned in no 8. in YPPSE organization ?
¥Write the right number only for each subject!

Subject (5) Very|(4) (3) Un~-|(2)Not moj(1) Not
Flexible{Flexible|certain|Flexible |Flexible
Delegation
of Authori-
ty.
Budgeting
Program
Priority
- » »
Same question as in Appendix C question no. II. 21
and II. 22
v. P ACTIVITIES

Same question as in Appendix C from question no.
II. 10 to II. 20.

v ND ITUD
Same question as in Appendix C queation no. II. 23

VI. PRACTICE
Same question as in Appendix C gueation no. II. 24




N¥ID0 IV

Wt T L seasnme e

.

Log 8bed asS

NVIDO NVIS INCKI

A ey e

a VISAV IVIY

VAS WRIMD HN0S

V3YY AGNLS 40 d¥W QNY YIS3NOGNI 40 dvW °3 XIAN3ddv




CENTRAL |JAVA PROVINCE

\~
. : . .
. ‘ PROVINCIAL CAPITAL and MUNKIIPALITY : e 3
M MUNICIPALITIES ‘ N—J i
~1}
@ SHIRE CAFLTALS : : R WP
Y4TE% PROVINCIAL BOUNDARY ~..\,\"\\(3
%% RESIDENCY BOUNDARY

sHiRE BOUNDARY ( REGENCY SOWP\RY)
=3 BANJARNEGARA REGENCY |

LOE



REFERENCES

Ahmed, M. (1980). Community participation, the heart of primary health
care. CONTACT, Special Series no. 3, 19-28.

Ascobat, G. (1981). Demand for health services in rural area of
Karanganyar Regency, Central Java, Indonesia. Unpublished Dr.PH
dissertation, School of Hygiene and PubTic Health, Johns Hopkins
University.

Atherton, C. R. & Klemmack, D. L. (1982). Unstructured observation.
In Research methods in social work (pp. 118-202). Lexington:
D. C. Heath and Co.

Babbie, E. (1983). Survey research, field research, unobtrusive
research, evaluation research. In The practice of social
research, 3rd ed. (pp. 208-329). Belmont: Wadsworth Publishing
Co.

Babbie, E. (1973). Survey research methods, 1st ed. Belmont: Wadsworth
Publishing Co.

Bappeda (Bureau of Planning) (1980/1981). Banjarnegara: village
potency survey. (unpublished)

Bappeda (Bureau of Planning) (1978). Banjarnegara: the erosion of
the slope of Karangkobar Hills. (unpublished)

Bappeda (Bureau of Planning (1975/1976). Banjarnegara: Banjarnegara
in number. (in Indonesian language)

Bappeda (Bureau of Planning) (1978/1979). Banjarnegara: Banjarnegara
in number. (in Indonesian language)

Bappeda (Bureau of Planning) (1980/1981). Banjarnegara in number.
(in Indonesian language)

Bappeda (Bureau of Planning) (1982/1983). Banjarnegara: Banjarnegara
in number. (in Indonesian language)

Bappeda (Bureau of Planning) (1983/1984). Banjarnegara: Banjarnegara
in number. (in Indonesian language)

Becker, H. S. & Geer, B. (1960). Participant observation, the
analysis of qualitative field data. In Human organization

research, field relation and techniques {pp. 267-28%9). Homewood,
11z Dorsey Press.




303

Berman, P. A., Gwatkin, D. R. & Burger, S.E. (1986 January).Community
based health workers: head start or false start towards health
for all?. PHN Technical Note 86-3. Washington: Population,
HeaTth and Nutrition Department World Bank.

Biro Pusat Statistic (Central Bureau of Statistic) (1981). Welfare
indicator 1979, BPS SSN 0126-2963; BPS dJakarta.

Biro Pusat Statistic (Central Bureau of Statistic) (1982). Welfare
indicator 1983.,: BPS SSN'0126-2963; BPS Jakarta.

Biro Pusat Statistic (Central Bureau of Statistic) (1984). Welfare
indicator 1984, BPS SSN 0126-2963; BPS Jacarta.

Biro Pusat Statistic {Central Bureau of Statistic) (1985). Welfare
indicator 1985, BPS SSN 0126-2963; BPS Jakarta.

Bouchard, T. J. (1976 Feb.). Unobtrusive measures, an inventory of
uses. Sociological Method & Research, 1(3), 267-300.

Bryant, C. & White, L. G. (1982). Managing development in the Third
World. Boulder, Colorado: Westview Press.

Bryant, J. H. (1980). W.H.0. Program of Health for A1l by the Year
2000: a macrosystem for health policy making--a challenge to
social science research. Soc. Sci. Med, 14A, 382-390.

Campbell, D. T. & Cook, T. D. (1979). Quasi-experimentation design
and analysis issues for field settings. Boston: Houghton Mifflin
Co.

Carino, L. V. et al. (1982). Integration, participation and effec-
tiveness, an analysis of the operations and effects of five rural
health delivery mechanism. The Philippine Institute for
DeveTopment Studies. Manila: Regal Printing Co.

Carthy, B. M. (1980). Learning styles: what are they? The 4 Mat
System. Excel Inc.

Chalmers, I. (1982). Indonesia's new economic nationalism: what class
of new order? PRISMA, The Indonesian Indicator, no. 26, 46-62.

Chanawongse, K. {1986). The social and political challenge of the
primary health care movement in the developing nations of Asia.
ASEAN Training Center for PHC Dev. Mahidol University. Salaya,
Nakhonprathom, Thailand. Ralph Sachs Lecture.

Chanthavanich (1979 December). A study of the health status of under-
fives in relation to family socioeconomics status and use of
health services in Singomerto Village, Regency of Banjarnegara,
Indonesia. ODissertation presented for the M.Sc. in MCH, Institute
of Child Health, University of London.




304

Chaturvedi, H. R. & Mitra, S. K. (1982). Citizen participation in
rural development. New Delhi, Bombay, Calcutta: Oxford and IBH
Pubtishing Co.

Chen, L. C. (1986 May). Health policy response to economic crisis:
an approach derived from the China and India experierces. Paper
presented at the Second TAKEMI Symposium Health, Nutrition, and
Economic Adjustment: Achieving Better Health and Nutrition in
veveloping Countries 1n a World ot Recurrent Economic Crises.
Boston, Harvard School of PubTic Health.

Chossudovsky, M. (1983). Underdevelopment and the political economy
of malnutrition and i1l health. International Journal of Health
Services, 13(1), 71-87.

Clark, N. M. & Gakuru, 0. N. (1982). The effect on health and self-
confidence of participation in collaborative learning activities.
Hygiene, 1(2), 47-55.

Davis, J. A. (1971). Elementary survey analysis. Englewood Cliffs,
NJ: Prentice-Hall.

Dayrit, M. M. (1984). - The methods and politics of participatory
training. LINK, 3(1), 1-7.

Department of Information, Indonesia (1984). Indonesia 1984, an
official handbook. Department of Information, Directorate of
Foreign Information Services, 3rd ed. Jakarta.

Department of Information, Indonesia (1986). Indonesia 1986, an
official handbook. Department of Information, Directorate of
Foreign Information Services, 1st ed. Jakarta.

Dixon, W. J. (1985). BMDP statistical software, 1985 printing.
Berkeley-LA-London: University of California.

Evezitt, B. S. (1977). The analysis of contingency table. New York:
John Wiley & Son.

Fajans, P. & Sudiman, H. (1983). The Indonesian National Family
Planning Nutrition Improvement Programme (UPGK), a case study
of seven villages. A Report submitted to UNICEF Jakarta.

Farugee, R. (1982a). Analyzing the impact of health services, project
experience from India, Ghana, and Thailand. Washington, D.C.:
World Bank Staff Working Papers no. 546.

Farugee, R. (1982b). Integrating family planning with health services,
does it help? Washington, D.C.: World Bank Staff Working Papers
no. 2io.




305

Ferranti, D. D. (1984 September). Paying for health services in
developing countries. Washington, D.C.: The WorTd Bank, PHN
Technical Notes, GEN 27.

Fisher, A., Laig, J. & Stoecel, J. (1983). Handbook for family
planning operations research design. New York: The Population
Council.

Freire, P. (1970). Pedagogy of the oppressed. New York: Seabury
Press.

Garcia, J. S. (1978). The auxiliary health worker in community health.
Tropical Doctor, 8, 90-94.

Gelihorn, A. (1984). National security and the health of people:
human needs and the allocation of scarce resources. Soc. Sci.
Med, 12(4), 307-332.

Gish, 0. (1984). Values in health care. Soc. Sci. Med., 19(4),
333-339. ——

Golladay, F. L. & Weser, K.C.K. (1977). The new policies for rural
health: institutional, social and financial challenges to large-
scale implementation. Proc. R. Soc. Lond. B., 199, 169-178.

Golladay, F. L. & Liese, B. H. (1980a). Rural health care looks to
the future. Proc. R. Soc. Lond. No. B-209, 173-180.

Golladay, F. L. & Liese, B. (1980b). Health problems and policies
in developing countries. MWorking Paper No. 412, Washington,
D.C.: World Bank Staff.

Green, L. W. (1983 April-May). New policies in education for health,
World Health, 13-14.

Griffin, K. & Ghose, A. K. (1984). Growth and improverishment in the
rural areas of Asia. In C. K. Wilber (Eds.), The politic economic
of development and underdevelopment, 3rd ed.) {pp. 242-273].
New York: Random House.

Gronlund, M. E. (1978). Stating objectives for classroom instruction,
2nd ed. New York-London: MacmilTan PubTishing Co., Inc. and
Collier Macmillan Publishing Co.

Hadad, I. (1983). Development and community self help in Indonesia.
PRISMA, The Indonesian Indicator, no. 28, 3-20.

Hainsworth, G. (1983). Private voluntary organization and socio
economic security and equality in Indonesia. PRISMA, The
Iindonesian Indicator, no. 28, 46-83.




306

Haliman, A., Suwandono, A. & Parmadhi (1979). Primary health care
in multidisciplinary approach, a Banjarnegara experience.
The 4th Asia & Pacific Social Development Seminar Document.
(pp. 229-24T]. Seoul: ASPAC.

Haliman, A. & William G. (1983). Can people move bureaucratic
mountains? Developing primary health care in rural Indonesia.
Soc. Sci. Med. 17(19), 1449-1455.

Haliman, A. & Suwandono, A. (1984). The Banjarnegara Health
Development Program and its acceptability among disadvantaged
groups. In T. R. Bender & J. Raymond (Eds.), International Health
Promotion. (pp. 47-54). Honolulu: School of PubTic Health,
University of Hawaii. B

Haryono (1984). The role of non-government organizations in the
fourth Five Year Plan. VIBRO, 42, 4-6.

Heaver, R. (1984). Adapting the training and visit system of family
planning, health and nutrition programs. WorlTd Bank Staff Working
Papers No. 66Z. Washington, D.C.

Helfenbein, S. (1978): The role of voluntary health organizations
in developing countries: a case study of the VHO role in
Indonesia. UnpubTished Master of Science thesis, School of Public
Health, Univeristy of Hawaii.

Hendrata, L. (1983). Bureaucracy, participation and distribution in
Indonesian development. PRISMA, The Indonesian Indicator, 28,
21-32. -

Hendrata, L. (1985). Beyond Alma-Ata, an analysis of the organizational
perspectives of primary health care development in Indonesia.
School of Public Health, Harvard University. Unpublished.

Huck, S. W., Cormier, W. H. & Bounds, W. G. (1974). Reading statistics
and research. New York, Evanston, San Francisco, London: Harper
& Row Publishers.

I11ich, I. (1977 April). Revoiting development. Report Magazine,
16-18.

Iskander, P., Rienks, A. A., Soesartono & Sunarsih (1979). Pengamatan
Anthropologis Tentang Pembentukan dan Pelaknaan Program Kader,
Laporan Hedera 2; Pusat Penelitian & Studi Pedesaan & Kawasan.
University of Gajah Mada; Yogyakarta (pp. 1-150). (Indonesian
language)

Jaimez, Z.G.T. (1982). Reflection of grassroots workers in Asia.
Idea and Action, 145, 21-24.




307

Jobert, B. (1985). Populism and health policy: the case of
community health volunteers in India. Soc. Sci. Med, 20(1), 1-29.

Johnston, M. (1980). Development of a community health programme.
CONTACT, Special Series No. 3, 109-118.

Johnston, M. (1983). The ant and the elephant, voluntary agencies
and government health programmes in Indonesia. Practicing health
for all. (pp. 170-189). Oxford: Oxford Unive: sity Press.

Johnston, M. (1985a). Incentive for growth monitoring, why and how.
VIBRO, 11(43).

Johnston, M. (1985b). Women in development. VIBRO, 12(44).

Kim, J. 0. & Mueller, C. W. (1982a). Introduction to factor analysis,
what it is and how to do it. Quantitative applications in the
Social Science Series no. 13; 9th ed. Beverly Hills, London:
Sage University Publications.

Kim, J. 0. & Mueller, C. W. (1982b). Factor analysis, statistical
methods and practical issues. Quantitative appTlications in the
Social Science Series no. 14, 8th ed. Beverly Hills, London:
Sage University Publications.

Klecka, W. R. (1982). Discriminant analysis. Quantitative applica-
tions in the Social Science Series no. 19, 4th ed. Beverly Hills,
London: Sage University Publications.

Kluckholn, F. R. (1940). The participant-observer technique in small
communities. American Journal of Sociology, 46, 331-343.

Knight, P. T. et al. (1980). Implementing programs of human develop-
ment, World Bank Staff Working Paper no. 403. Washington, D.C.
The World Bank.

Korten, D. C. (1980). Community organization ard rural development,
a learning process approach. Public Administration Review, 40(5),
480-512. —

Korten, D. C. (1981). Management of social transformation. Public
Administration Review, 41(6), 609-618.

Levinson, F. J. (1974). Morinda: an economic analysis of malnutrition
among young children in rural India. Cambridge, Mass.: CorneTl/
MIT International Nutrition Policy Series.

Lincoln, Y. S. (1980 April). Documentary analysis and record
utilization: new uses for old methods. Paper prepared for
Annual Meeting American Educational Research Association, Boston.




308

Mahler, H. (1982). The meaning of "Health for all by the Year 2000."
World Health Forum, 2(1), 5-22.

Maslow, A. H. (1977). Self-actualizing and beyond. Further reaches
of human nature. (pp. 40-51). New York: Penguin Books.

Maxwell, A. E. (1975). Analysing qualitative data. London: Chapman
and Hall.

McGill, M. E. (1974). Training for action research. Washington, D.C.
National Training and Development Service.

Ministry of Health, Indonesia (1978). The Third Five Years Health
Development Plan. Jakarta.

Ministry of Health, Indonesia (1983). The Fourth Five Years Health
Development Plan. Jakarta.

Ministry of Health, Indonesia (1982). National Health System.
Jakarta.

Mishra, S. M. (1984). Participation and development, 1st ed. New
Delhi: NBO Publishers.

Mitchell, J. C. (1983 May). Case and situation analysis.
Sociological Review, 31(2), 183-211.

Morley, D., Rohde, J. E. & William, G. (1983). Conclusion. Practicing
health for all. Oxford: Oxford University Press.

Munoz, H. (1982). The various roads to development. From dependency
to development, 2nd ed. (pp. 1-4). Boulder, Colorado: Westview
Press.

Nangave, E. et al. (1985 June). Community participation in health
programs: experiences from the Masai Health Services Project,
Tanzania. Center for Population and Family Health Faculty of
Medicine Columbia University, Working Paper #18.

Navarro, V. (1982). The crisis of the international capitalist order
and its implications for the welfare state. International Journal
of Health Services, 12(2), 169-189.

Navarro, V. (1984). A critique of the ideological and political
position of the Willy Brandt Report and the W.H.0. Alma Ata
Declaration. Soc. Sci. Med, 18(6), 467-474.

PAHO (1982). Managerial analysis of health system, Technical
Discussion; Provisional Agenda Item 20, CSP21/DT/1, rev. 1.




309

Patrick, W. K. (1978). Community participation in health, volunteer
health worker in Sri Lanka. Health Education Series, No. 4.

Patrick, W. K. (1982). Veluntarism in health care: a model for
community participation. Unpublished Ph.D. dissertation,
Department of Education, The University of Michigan, Ann Arbor.

Patton, M. Q. (1983). Evaluation through observation. Qualitative
evaluation methods. (pp. 121-189). Beverly Hills: Sage
Pubfications.

Petelos, M. M. (1981). Community participation in development, a
tortuous exercise. ~UNICEF. Ubolratchatanee, Thailand.

Peters, J. & Robinson, C. (1984). Characteristics of action research.
Journal of Applied Behavioral Science, 20.

Pinney, A. (1983). Partners in development? The government and non
government organization in Indonesia. PRISMA, The Indonesian
Indicator, 28, 33-45.

Polansky, N. et al. (1960). Problems of interpersonal relations in
research on groups. Human Relations, 2, 281-353.

Rahardjo, P. (1980). Study Pola Penyakit di Masyarakat Pedesaan
Banjarnegara, Pusat Panelitian dan Study Pedesaan dan Kawasan,
Universitas Gajah Mada, Laporan Hedera no. 4. Yogyakarta, pp.
3-37. (Indonesian language)

Regent of Banjarnegara Regency: Working Plan. 1980-1981; 1982-1983;
1984-1985; 1986-1987. (Indonesian language)

Report of Banjarnegara Health Service Office. 1981-1982; 1983-1984;
1984~1985. (Indonesian language)

Report of YPPSE Banjarnegara Expenditure: 1976-1985.
(Indonesian language)

Report of YPPSE Banjarnegara "KRING" System: 1981-1985.
(Indonesian language)

Republic of Indonesia (1983). Indonesia; Official Handbook of
President Soeharto Visit to USA.  Jakarta.

Rifkin, S. & Walt, G. (1986). Strategies for child survival program
vs. process. WEI Reports, pp. 9-11.

Robinson, D. (1982). Factor affecting the structure of Indonesian
capitalism. PRISMA, The Indonesian Indicator, gg, 35-45.




310

~

Rogers, C. R. (1980a). Do we need a reality? A way of being
(pp. 96-108). Boston: Houghton Mifflin Co.

Rogers, C. R. (1980b). The foundation of a person centered approach.
A way of being (pp. 96-108). Boston: Houghton Mifflin.

Rohde, J. E. & Hendrata, L. A. (1983). Development from below, trans-
formation from village-based nutrition projects to a national
family nutrition program in Indonesia. Practicing health for
all (pp. 253-271). Oxford: Oxford University Press.

Round Table Discussion (1981). World health forum, 2(1), 69-75.

Sasono, A. (1982). From guided democracy to guided capitalism.
PRISMA, The Indonesian Indicator, 26, 17-34.

Satoto, et al. (1984). Nutrition intervention pilot project (NIPP)
evaluation. A cohort study of children in seTected project and
comparison villages in Indonesia, The Medical School, Diponegoro
University, Semarang, Indonesia.

Scnedecor, G. W. & Cochran, W. G. (1978). Statistical methods, 6th
ed. Ames: Iowa State University Press.

Seers, D. (1977). The meaning of development. International
Development Review, 14, 2-7.

Slamet, Y., Soesartono, Rienks, A. A. & Rahardjo, P. (1979).
Hasil Survey Sociologis Tentang Kader dan Klien. Pusat Penelitian
dan Study Pedesaan dan Kawasan. Unicersitas Gajah Mada, Laporan
Hedere no. 3. Yogyakarta, pp. 4-117.

Soebekti, R., Haliman, A. & Suwandono, A. (1980). A case study on
primary health care in Indonesia, The Banjarnegara Regency,
Indonesia. A paper presented at Asia Pacific Regional Workshop
on Development PHC, Chieng-May.

Soemarwoto, 0. (1985 Dec.). A quantitative model of population
pressure and its potential use in development planning.
Indonesian Journal of Demography, 24(12), 1-16.

Spector, P. (1983). Research design, Series Quantitative applications
in the Social Sciences, No. Z23. Beverly Hills, London: Sage
Publication Inc.

Suwandono, A. (1983a). To further humanize the nutrition integrated
development program in Banjarnegara Regency, Indonesia. A paper
submitted for MPH Degree Final Oral Presentation. School of Public
Health, University of Hawaii. (Available at the School of Public
Health Library.)



31

Suwandono, A. (1983b). My experiences with a "Quasi Non-government"
organization in bridging the gap between the Government programs
and the community needs in rural health development of Banjarnegara
Regency, Central Java Province, Indonesia. A paper submitted
as a partial requirement for the Dr.PH Qualifying Examination,
School of Public Health, University of Hawaii, Honolulu.

Tabachnick, B. G. & Fidell, L. S. (1983). Using multivariate
statistics. New York: Harper and Row Publishers.

Tambunan, M. (1978). YPPSE Kab. Dati II Banjarnegara, INDHHRA Biro
Pengabdian Masyarakat IPB, Bogor, Pub. no. TT/S. Bipemas IPB,
pp. 1-24. (Indonesian language)

Taylor, C. E. (1982). Experiences from the worldwide primary health
care movement relevant to Indonesia. Seminar on Health for All
by the Year 2000 in Indonesia. Health and DeveTopment Project,
Faculty of PubTic HeaTlth, University of Indonesia, Jakarta.

Taylor, C. E. (1983). The potential impact of health care on infant
mortality. Seminar on Infant Mortality, Jakarta.

Thompson, B. (1984). -Canonical correlation analysis: uses and
interpretation. Quantitative applTications in the Social Sciences,
Sage Univ. Paper no. 47. Beverly Hills: Sage Publications.

Twumasi, P. A. & Freund, P. J. (1985). Local politization of primary
health care as an instrument for development: a case study of
community health workers in Zambia. Soc. Sci. Med., 20(10),
1073-1080. —

Ugalde, A. (1985). Ideological dimensions of community participation
in Latin American health programs. Soc. Sci. Med., 21(1), 41-53.

United Nations, Economic and Social Commission for Asia and the
Pacific (ESCAP) (1982). Poverty, productivity and participation,
an analysis of some recent Asian experiences. Bangkok: ESCAP.

United Nations Children's Fund (UNICEF) Executive Board (1984). The
Indonesian National Family Planning Improvement Programme: Analysis
of Programme experience, a policy review No. E/ICEF/1984/L.3/
Add.1.

USAID. Indonesia Family Planning Program. Orientation booklet.
June 1980; June 1981; June 1983; June 1984.

Vidich, A. 3. (1955). Participant observation and the collection and
interpretation of data. American Journal of Sociology, 60,
354-360. -




312

Walt, G. & Vaughan, P. (1982). Planning and management in primary
health care. Ideas and Action, 145, 40-43.

Webb, E. J., Campbell, D. T., Schwartz, R. D., Sechrest, L. & Grove,
J. B. (1981). Participant-observation, Archives I: Running
Records. Nonreactive measures in the social sciences (pp. 199-
202; 78-143). Boston: Houghton MitfTin Co.

Webb, E. J. et al. (1966). Unobtrusive measures. Chicago: Rand
McNally.

Werner, D. (1981). The village health workers: lackey or liberator?
World Health Forum, 2(1), 46-68.

Werner, D. (1982). Participation and accountability of community
health workers based on a Mexican experience. Idea and Action,
145, 26-32.

William, G. & Satoto. (1980). Socio-political constraint on
primary health care; a case study from Java. Development Dialog,
No. 1. Upsala: Dag Hammerskjoud Foundation.

The World Bank (1982). Indonesia, financial resources and human
development in the eighties. Report no. 3795-Ind.  Washington,
0.C.

The World Bank (1985). World development report 1985. Washington,
D.C.: Oxford University Press.

World Health Organization (W.H.0.) and UNICEF. (1978). Primary health
care. Report of the International Conference on Primary Health
Care Alma-Ata, USSR, 6-12 September 1978. Geneva: WHO Publica-
tions; Health for A1l Series No. 1.

World Health Organization (W.H.0.) (1981a). Formulating strategies
for healtn for all by the year 2000. Guiding principles and
essential 1ssues. Document of the Executive Board of the World
Health Organization. WHO Publications, Health for All Series
no. 2, 2nd ed. Geneva.

World Health Organization (W.H.0.) (1981b). Global strategy for health
for all by the year 2000. WHO Publications, Health for ATT Series
No. 3. Geneva.

World Health Organization (W.H.0.) (1981c). Development of indicators
for monitoring progress towards health for all by the year 2000.
Health tor AIT Series No. 4. Geneva.

World Health Organization (W.H.0.) (1981d). Managerial process for
national heaith deveiopment. Guiding principles for use in support
ot strategies for Health for All by the Year 2000. WHO
Publications. Health for A1l Series No. 5. Geneva.




313

World Health Organization (W.H.0.) (1981e). Health programme evalua-
tion. Guiding principles for its application 1n the managerial
process for national health development. WHO Publications.
Health for A1l Series No. 6. Geneva.

World Health Organization (W.H.0.) (1985 April). Toward future health
and medical manpower: new strategies in education for the
XKIst century. Tokyo.

Yahya, S., Soerono, A. R. & Papilaya, A. (1985). Primary health care
in Indonesia, management aspect and training issues in a framework
tor progress. Jakarta.

Yahya, S. (1985). Health development in Indonesia. Paper presented
in the International Symposium on Effectiveness of Rural
Development Cooperation.” Amsterdam.

YIS & LP3ES. (1979). Report of the Research in Community Develop-
ment Dynamic in Rural of Karangkobar, Banjarnegara. Jakarta.
(Indonesian language)






