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In this paper I will respond to the questions posed by the Dutch
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arch group as reguested in the invitation sent to the

pants in this seminar.
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The answers I will give are based on a literature study I
did concerning Primary Health Care {(PHL] and on my own research
data which were collected in Gomoketre, a rural village in
Central .ava, Indonesia {September, 1886-January, 1987)
In this paper, I have particularly tried, to elaborate
critical remarks on the subject. First at all for a selfish
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gason: 1 fesl that & discussion about these remarks can help me
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elucidate some of the preblems I have encountered in irying to
use the multilevel perspective as a theoretical framawork for my
Ph.{l. research. Becond, 1 believe that {sound!) eriticisms are
more relevant for further conceptualization of this perspective
at this stage than mere expressions of sgreement and
apprecistion. With thie warning in mind, I hope that the brevity
of my positive commets concerning the multilevel parspective

will not surprise the reader.

1. How do you nerceive the way in which the politigal, economic

and socio-cultural implications of PHC are described in the

nosition paper?

I cen only agree with the assumptions of the position paper
regarding the political and economic implications of PHEC. Too

often PHD is described only in idealistic terms without paying




too much attention to the economic and political considerations
which underly this strategy. These considerations have clear
consequences for the implementation of the various programs which
can be found under the broad ‘umbrella’ of PHC. A critical
evaluation of the aims and results of PHC in political and
economic terms (as the multilevel perspective intends to do) is,

in my opinion, necessary.

i alse feel that attention should be given to the, often
conflicting, political and economic interests of the different
groups invelved at the different levels of the ‘transmission’
line, which goes from the international organizations via
national governments and regional bureaucraciss to the itarget

populations.

Nevertheless, this should not mean that scarcely any
attention is paid to the socio-cultural implications of PHC. It
seems to me that this sspect has received much less recognition
in the position paper. For example, themes such as the
implicaetions which PHC can have {and has) for the transformation
of patients’ideas about 1llness and health and/or for the
introduction of ‘Western’ concepts in developing countries could

be emphasized mors.

I would also like to make a more genera! observation. Whils
reading the position paper I received the impression that
despite the many critical remarks about PHC, the resesarch group
claraly advocates it and aims to make concrete recommendations
for the improvement of basic health care via PHC. The reader is
for example warned about the danger the WHO and UNIDEF may drop
PHC programs altogether in the near future. Nowhere in the paper,
however, can one read the reascns why the research group chooses

+

to support PHC. In my wav of thinking this is also s politieal
1

l

choice and this should therefore he stated explicitly.
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o you find the multilevel perspective useful in
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understanding the functioning of PHLY

I do indeed find the multilevel perspective very usaful.
As already menticoned, I am in fact now using this perspective as
a theoretical framework and analytical tool for my Ph.D.
resgarch. Nevertheless, I fesl that certain aspects need further

definition.

The multilevel perspective offers new insights in the study

o]

of PHD by paying attention to the different organizational levels
of the health-care system and to the connections {linkages]

hetween these levels. Yet one must be aware of the hidden dangars

e

n this appreoach. In Hisken’s words: "‘linkage’ tends to obscure
the fact that guite often communication is not established, that
efforts to link local processes to national development targsts
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can backfire..." {Hisken 1888: 12}. In addition to serching for

links and connections, we must slspo study failing connectiens in
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der to gain insights into the intersction of the different

vels.

[4h]

Anocther theoreticsl problem which I encountered during my
preparatory research concerned the kinds of relationships which
can be anslysed using the multilevel perspective: do
interpersonal, intersectoral and/or interorganizationsl
relationships a1l fall under the term ‘linkage’? If sc, is this
concept then not being stretched too far?

For example, the relationship between the private and public
sgciors of the healith-carse system is of a different nature than
the relationship between the doctor and his patients. Can these
different kinds of linkages be studied using the same multilevel
perspective without their losing their specific natures? I¥ so,

what is the best way to undertake such ressarch?

The study of hierarchical relationships inside the same

organizational level alsc seems problematic
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the muitilevel perspective; this is because this perspective
stresses the connections between the different vertical levels.
Yet also hierarchical {vertical) relationships at the same lavel

are very important and cannot be left out of the picture. For

i

example, district level, in my research there were many

a

relationships at the health center {the Puskesmas}) which
deserved attention; to name a few: doctor-nurse; doctor-
patient; doctor-community health workers; nurss-community health
workers. In these cases, different and conflicting interests
could be at stake and this would have clear consesguences for the
implementation of health programs.

This point is particularly impoertant to me since my Ph.D.
research will focus on nursing personnel in PHC. To study this
subject it is necessary to discern the problems specific to each
kind of health personnel and the relationships between them.
Therefore, I cann’t be content neither with the general term
*doctors and cther medical personnel’ nor with the focus on
‘doctors’ as the embodiments of different societal levels.
Specially in 8 situation such as that in rural Jasva where
doctors are often unavailable for the people and where the
largest share of curative heln lies in the hands of nursing
personnel (mantri and perawsat}, I guestion whether the ceniral

guestion should be “the conflict between the svailability of a

doctor and the self-dependence principle in PHC" (posifion

paper: 11).

On reading the position peper I slso became confused sbout
the meaning of ‘horizontal’® linkages. It seems to me that this
term is used to indicate the relationship between different
sectors in society st large: religion, economy, health etc.

in my research proposal, I interpreted this term somewhat
differently and gave it a narrower meaning. In fact, I used the
concept ‘horizontsal linksges’ to point to the relationships
between the formal and informal health circuits, the private and
public health sectors, the ‘traditional’ and ‘modern’ health

spheres. In other words, I refered to different parallel sectors
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at the same organizational level inside the selected
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configuration (in my case: the hesslth~-care systeml. hough
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these different interpretations are not really antithetical,

elucidations an this point would be welcome.

I also have some doubts shout a number of assumpitions made
in the position paper. Such & great emphasis on difficulties
areated by encourasgement of self-reliance {p. 9) gives ths
impression that the population cannct live without doctors and
thaet they run to the health-center and ask for help for svery
little complaint. This was not the case in my research area (how

to stimulate use of the health center was precisely one of the

=)

major problems!). People managed the largest share (80 to 70%) of

o)

all iliness episondes with self-medication { “traditional’ herbs

and/or ‘modern’ pharmaceutical products). Only if the illness was
taking a long time to heal and if the cluster of symptoms was
defined as a dangerous illness did the family in qguestion look
for professional help {“traditional’ healers or ‘biomedical’
dectors sccording to the illness defined}. Their seif-reliance
was therefore really guite bhigh. This is not, for that matter, a
unigue situation. In Kleinman’s words: "Self-tratment by the
individual and family is the first therapeutic intervention
resorted toe By most pecnle across a wide range of cultures”

{Kleinman 198B0: 51}.

I can, further, rise two guestions regarding the way
‘traditional’ medicine is treated in the paper:

1

e

I doubt whether "the recommendation to have more faith in
traditional medical knowledge and skills does not ring true fo

the villagers™ {p. 9].
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First, that many governments are still far from
making such a recommendation. Second, I wonder why such a
recommendation should sound feke to people. It adds or subtract

nothing to or from the villagers’ faith. In fact, at least in

[N

Java, the people slready have & strong faith in “traditional’

healers, a faith which does not need any encouragement. Perhaps



the apposite recommendation - ‘to have faith in ‘modern’

medicine’ - would be more appropiate for the circumstances!

2] It is toop easy assumed that the “"villagers have come to the

conclusion that the results of...the curative megans of modern

medicine are guicker and more effective” {p. 8} and that they are
ready to give up the ‘old’ means “"increasingly regarded as

g

inferior” {p. 12}.

It is indeed true that ‘modern’ pharmaceutical products are
increasingly being appreciasted due ito their guick
Nevertheless, I do noi know whether it is trus that these
products are also seen as being more effective. T
‘traditional’ herbs and remedies {kerokan, massage...] was never
questioned during my intervieuws. 1f was even often said that

£

*traditional’ medicine was better. With the latter, said my

informants, the disease is permanently cured and the total
balance of the baody is restored, while ‘modern’ medicine cures
only symptoms with the resulf that the disease is only
temporerily suppressed.

ﬁ;
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Also, I do not think that the acceptance of ‘mode

"3

medicine endangers the use of ‘traditional’ remedies. Each kind

£

of medical sid was used by my informants for a special purpose:

to cure a distinct kind of illness. It was not a guestion of ‘or
this or that’. It was “this and that’. ‘Modern’ medicine was just
added ito the already existing medical supplies. It became jusi

one more possible choice in & pluralistic medical system.

Summing up: I think that the multilevel perspective is a
very promising theoretical framework. Also, since this
'§;§$§§§%ive is still in s growing phase, it provides an
attractive challenge: to try to conceptualize those aspects which

still need further discussion and elaboration.

3. Give a short description of the functioning of PHD in the

country where vou do research (if possibly using the
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multilsvel perspective).

It is guite difficult to sum up in such a short paper ail the
availablie infomation about PHC in Indonesia. Moreover, the great
variety of economic, political, sociasl and cultursl conditions
found in the various regions of this country make it almost
impossible to present general statements on the subject.
Nevertheless, I will attempt to give a brief but complete
descriptien of PHC, with the warning that when I falk about local

gituations, I am refering especially to rural Java.

oy

The development of the Indonesian health policy in de past
decades has resulted in a number of five-year governmental
plans. It was not until the second half aof the first five-vear
plan (Pelita I: 1968-1974} that primary health care began to
receive attention. The growing awarness that the urban-oriented
network of facilities would not automatically spread ito the
countryside {as was first assumed) led to the creation of the

Puskesmas {Pusait Kesehatan Masvarakstl) or rural health cenfers.

he previcusly established mini clinics for child and maternal

oy

ealth {BKIA: Balai Keseishtersan Iby dan Ansk] were integrated

into the health centers with related activities, namely

cutpatient treatment, communicable disease control, dental care,

laboratory work, family planning, community health education,
sanitation. In the long run, each center was supposed to be
staffed by one physician, one dentisi, one obstetrician, and a
number of nurses and assistants.

During the secend five-yesr plan {Fe

b od
pois
m

ot
i)
=

it I: 1974-1979)
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aim to establish & health center in esch subdis
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achisved. However, not every center was provided with the
necessary personnel: in 1878 approximatly 50% of the centers in
Jdava and about 60% of thoss outside Javs did not yet have a
doctor (Rienks & Iskander 1988}.

By monitoring the utilizetion of the health centers, the
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Ministry of Health soon discovered that on
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ns ware being served by the centers. In particulsr,
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people with a low socio-economic sitatus were not being reached.

In an initial effort to reach the rural community stress was laid

on mobile treatment: health center nurses were encouraged io

operate as field-workers, visiting the villagers at home in order
to cure simple diseases and to promote preventive healtih
MESSUTES.

The relative scarcity of paramedicsl personnel proved to be
a handicap in this context. Therefore, in a second phase, during
the third five-year plan {Felita III: 1979-1984), emphasis was
iaid on the planning, education and training of volunteers
{kader or village health workers} and on development of Village
Primary Health Care Unit (PKMD]}. The objective of these programs
was "to raise the state of health of the community through the
effarts of the community members themselves” {Ministry of Health,
Hepublic of Indonesis 1878: 24}). It was hoped that, in this way,
use of the health cenfers and coversge of the lpeal population
would be maximazed. This last development in Indonesian heslth
policy was s result of both the worldwide trend itowards involving
village health workers in heslth programs end ths {perceived]
success of an experiment which in fhe early 1970°s was undertsaken
by some physicians supporied by voluntary agencies in the
Banijarnegara regency {Williams & Sstoto 1981},

Initial optimism in Indonesian {and internationall medical
circles regarding the value of village heslth workers has
receﬂiiy diminished. Often, the local population does not even
know that the kader exists; the villagers who do know do not
really understand his/her essentisl tasks.

Further, more and more doubis are arrising with regard to
the official claims of community partecipation in the execution
of the program. It appears that most of the ‘volunteer’ health
workers are in fact appointed by village officisls.

fhe i
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nplementation of this program has also not resulted in

the expected maximization of coverage by the health centers.
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ization is a major problem.

The picture which results from the description above shows a
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strongly centrslized health system. Decisions are made at the
national level and then transmitted downwards. The vertical line
of responsibility starts at the top with the Ministry of Health
in Jskarta. At the other end, the local level, is the village
health worker. In between there are three levels: provinecial
{Provincial Health Service: IKES), district (District Health
Service} and subdistrict (Puskesmas) level. The health system is
furthermore tied horizontally to the government administration
at each level.

Decisions made at the international level alse influence the
policy of this system. The Indonesian government must in fact
aiso take into consideration the wishes of the donor countries
and/or organizations regarding his plans {e.g. World Bank, IGBI}.
Thus international trends affect local development.

It is clear that in the Indonesian health-care sysiem
configuration ‘linkages’ extend from ‘the top’ to ‘the bottom’,
The gquestion is whether the contrary alsoc proves to be frue. As
already noted, we cannot really talk of community participation.
At the national level it was decided that community participation
would be good £5 raise health standards. Willing and unwilling
villagers were expected fo participate in the health programs.

Even the aims of participation were a priori chosen. Even
though in the experimental phase village heslth workers were
involved in sgriculture, fisheries, roed construction etec. {a
concept of health in & broasd sense}, with formal recognition of
this in the later Indonssian government’s plans, if became clesr
that priority was to be given to support of the health center’s
curative health operations {a concept of health in a narrow
sensel .

Is it thaerefore not idealistic to talk sbout self-reliance
and community participation when the necessary space is absent in
the health system in guestion? Can local experiments also be
successful on a national basis? Do they lose their strength if

they are integrated into a strong hierasrchical system?

At the district lesvel, each health center runs different



programs. fhese are: curative and preventive health care; family
planning; improvement of the subdistrict’s hygiene and sanitation
[{with prierity being given to rural water supplies and human
waste disposal}; control of communicable diseases {particularly
malaria, pulmenary tuberculosis, and gastro enteriies);
improvement of nutritional status {particulasrly of pregnant

women and children under 5 years of age); and health education.
These programs ars all parts of @ package handed down from the
top, a8 package called ‘bhasic health strategy’.

One could ask in this context whether it is not pretentious
and unreslistic to burden 8 relatively poorly-staffed health
center with all these sctivities. {In my research area the health
center had 1 doctor, 2 nurses, 1 obsteirician and about 10

assistants -pembantu imunisatie, pembantu umum, pembantu bidan

etc. - for a population of 36,695 inhabitants.]

Is it not to be expected that in thess conditions the
guality of the health service will leave much to be desired? It
seems that attempts to improve guantity are somehow seen as being
more important than sttempts too improve guslity; raising the
number of patient appears to give the health centers more
prestige than ‘dinvisible’ improvements in the guality of care.
After all the facade of successful developments must be kept up
by showing the higher organizational levels tangible,
quantifiable aspects of each program.

Would it not be better to opt for a narrower health
program, which is adapted more fto the limited possibilities of
the health-center staff, than to run after a utopian dream? And
would it net be better to value guslitative evaluation rather

than to strive for guantifiable results? Even if on paper the

success af the family planning program {Keluarga Beresncana) seems

to be confirmed by figures showing that 100 contraceptive have
been distributed in a village with 100 families, the fact

remains that these contraceptive are not being used!

I would like to make one final comment about the role of

‘traditional’ medical praetitioners and remedias in the framework
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of PHC in Indonesia.

Only with respect to ‘traditional’ midwives and
‘traditional’ medicines are some sound attempts being made fg
integrate them with Western medicine. A course for ‘traditional’
midwives {dukun bayi) is being organized at the Puskesmas. In
this course elemantary hvgiene rules are taught with regsard ta
the prevention of tetanus neonatorium. It is assumed thst
tetanus is often acquired via the navel wound after the dukun
bayi cuts eoff the umbilical cord with an (unsterilized] bamboo
knite.

T
i

It must be ssid, howsver, th

and village administration officials

in the dukun bayi and their work. Moreover, the dukun bayi are
not always enthusiastic about following 2 course if they are
given a choice. An old dukun bayi said to me during an
interview: "I have been helping children to be born for 30 years

already, what can the ‘voung’ Puskesmas staff possibly still

teach me that I do not already know?

the Puyskesmas is also promoting the cultivation and use of a

certain number of healing herbs [Apoitik hidup). The government is

also increasingly registering traditional remedies: laboratory
tests are being intensified to prove their effectiveness and to
detarmine possible side effects {thus "measuring their
appreciation of traditional medicine against the biomedical

53}

vardstick” {Position paper:

These timid efforts must not give the wrang impression,

oo

though. YTrue integration of ‘“traditicnal’ and ‘modern’ medicine
is still far in the future. The Indonesian government is still
trying to ignore and deny the important role which indigenous
healers play in providing health cere. Numbers which quaniify the

demand for ‘traditional’ healers {dukun} are playved down in

official surveys and statistics. The fact that, especially in
rural areas. dukun are often consulted is explained in terms of

population’s poverty and ignorance.
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The same line of resasoning can be found in the messages

transmitied via television, radio and newspapers. They describe
the dukun in pegative terms such as dangerous profiteers, who
take advantage of the villagers’ credulity. Villagers in their
turn are accused of holding superstitious beliefs which inhibit
all attempts to improve thair heallth conditions by “modern’
mesns.

Whether this situation can ever lead fo a co-operative

%

enterprise based on equality between ‘traditionsl’ healers, on
the one hand, and ‘modern’ practitioners on the other, is &

guestion which presently can only be answered in the negative.

4. What is vour opinion of the proposed research themes?

Considering the subiject of my Fh.D. research, it is logieal that
I would be particularly interested in the theme: ‘The rols of

medical personnel in PHC’. This is so noitwithstanding the faot

that my focus is somewhat different, since I have choosen as my
central theme the availibility of nursing personnel and the

roblematic relationship

unavailability of doctors instead of the p
hetween the availability of doctors and the self-dependence

principle in PHC.

The other themes also seems really importsnt and worthwhile
studiving. I especially think that discussion of the two themes:

distribution and use of medicines and integration of vertical and

horizontal programs dessrves to be stimulated since these

subjects are of current interest and guite new {as opposed to the

other two themes: traditional medicine and family planning which

have already received considerable attention in the past]}.

It deoes seem that some of the themes discussed in th

[ad
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osition paper, do not emerge in the proposed research themes,.
\ttention for population’s expectations and for contradictions

A
between the community’s wishes and plans at a higher level is,
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for example, such & case. This is surprising because a statement
such as: "research into the need of locasl communities with
raspect to PHC is scarce. ....it seems that this subject has
alwaye been avopided in PHC research”™ {(Position paper: 7} gives
the {wrong?) impression that the Dutch research group wants to

fill this hiatus in medical sociology/asnthropology.

I wonder also how these five themes were chosen. Which
criteria were used: whether or not the theme lends itself to
analysis using the multilevel perspective? 0Or whether or not the
theme is problematic for PHC so that proposed sciutions could
really help improve basic health care? Insight into the relevant
criteris could be useful fo suggest other themes which would fit
with the propnosed ones in order to form & gopd articulated
research plan. This lead me to the domain of the next, and last,

gquestion.

5, What would vou consider the most important fields for

research on PHC in the country where vou do research?

Piease give suggestions for & concrete research design.

As staded before, attention should be paid to populstion’s
expactations concerning PHCD. What do they know about PHC

programs? How do they experience the ‘reguirement’ to

participate? etc. In this context, patient’s choices regarding

14

*ftraditions

Tomd

and “modern’ medicine should also be taken into

consideration.

Another theme which interests me is the atfitude of
‘traditional’ healers towards PHC and ‘modern’ medicine in
general. Too often researchers focus only on the attitudes of
‘modern’ health practitioners towards ‘traditional’ medicine,

without paying sttention to the other side of the coin.

Another aspect which has not yet received much attention

ok
i3
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the relationship between the governmental health system and
volunteer health organizations. Do they co-operate with each

other ar hinder one another?

Research could slso center on the relationship between the
private and public health sectors. This relationship could he
examined at variocus levels. At the lowest levels one could, for
example, examine the relationship between private doctors’ and
nurses’ practices and the Fuskesmas: at the highest levels
studies could focus on the relstionship between public and

private hospitals which cover entire regions.

For those interested in macreprocesses, it could be
appealing to study the influence which development aid given by
donor countries and internationsl danor organizations has on the
Indonesian government’s health policies. A study of the role and
aims of Duch development health policies concerning Indonesia

could alse be ralevant in this context.

Finally, & comparison of urban and rural health services

could provide us with some useful insights. It could show us how
rograms planned at the national level are implemented in
different situastions, sand which consaquences this diversity has
for the results of the various programs. Especially during recent
veares stress has been laid on the study of rural health

services, based on the assumption that urban health services
work better and thus need less attention. It is now time to check

whether this assumption is correct.

It is obvious that these are only a few of the relevant
themes which could be chosen as fields for research on PHC in
addition to the themes already proposed by the Outceh research
group. I chose them on the basis of my personal interests and
thus in an arbitrary way. It cannot therefore he concluded that
these are also the ‘most important fields for research on PHC in

Indonesgia’.
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In this paper I have tried o answer in an exhaustive way all
five guestions posed by the Dutch research group. Despite my
iimited study and research experience, I have tried to formulate
a number of considerations which express my opinions on the
subject. In this way I hope that I have contributed to this
seminar on the multilevel perspective.

I am sure that my theoretical knowledge will be enriched by
the discussions at the seminar. Therefore I am already looking

forward to November 13th.
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