
starting from scratch 
A community health programme in Indonesia which 

stresses health, not disease, and focuses less on 

the individual than on the community as a whole 

F ive years of experience in government 
service in Indonesia convinced me of the 

need to review the existing health care deliv
ery system, particularly in the rural areas. 
The basic aim of providing primary health 
care had not been fully achieved and it was 
evident that the costs involved and the effort 
expended were out of proportion to the 
results obtained. When I looked at the in
adequacies, the lack of medical and auxiliary 
staff and of health facilities , the immensity of 
the health problems and the available bud
get- a mere US $0.32 per capita annually- it 
seemed essential to consider devising a com
pletely new way of raising the health stan
dards of the people. It remained to be seen 
how far this could be realized , in the light of 
the shortages of finance , staff and implemen
tation techniques. 

Fortunately, in 1963 the government as
signed me and my wife, who is also a physi
cian, to the Foundation for Christian Hospi
tals in Solo, the second largest city in Central 
Java, with a population of about 400,000. 
The foundation had existed since 1950, its 
aim being to coordinate church activities in 
the health field throughout Central Java. 
Built on the western outskirts of Solo, the 
foundation had a small maternity clinic of 20 
beds with an outpatient clinic attached. 
Because of its location, a large number of 
patients came from the edge of the town and 
the surrounding villages. 

Daily management was in the hands of a 
midwife and auxiliary nurses , under the 
supervision of a doctor who came at certain 
appointed times. Occasionally financial sup
port and equipment was received from pri
vate organizations overseas. This was the sit
uation until the beginning of 1963. 

Drawing on my own and others' ex
perience and attempting as close an adapta
tion to local conditions as possible, I tried to 
formulate some basic principles that could be 
used as a new foundation for drawing up a 
working programme. It seemed to me that 
the maternity clinic could be used as a base 
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for providing health care activities for the 
surrounding areas . 

My programme was intended not merely 
to serve those people requiring treatment nor 
merely to prevent disease. The problem of 
health was not exclusively one of disease 
alone; health had a very close relationship 
with all aspects of life, and a health pro
gramme should promote the concept of how 
to live healthily. At such an early stage this 
thinking was too far-sighted. 

INDONESIA IN FIGURES 
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Sources. WHO. UN. World Bank. 

I felt strongly that the provision of health 
services should not always be dependent on 
overseas experts and aid; somehow a way 
must be discovered of progressing indepen
dently of outside assistance. 

In order to achieve this aim, it was essen
tial that the maternity clinic should be reor
ganized as a base and drastically cleaned up. 
This process was carried out first of all by 
improving conditions for the staff and in-

creasing their wages to an adequate level. By 
the end of 1965, the staff were now conscious 
of their respective duties and the feeling had 
been cultivated that they also shared in the 
ownership of the clinic. Good teamwork and 
a sense of commitment had to be developed 
and carefully nurtured. 

First the maternity clinic was upgraded to 
become a maternity hospital where abnormal 
cases could be assisted . It was also equipped 
with a children's ward and a family planning 
clinic. The idea was that the base hospital 
should also function as a referral hospital for 
the surrounding health facilities ; it could 
also be run with greater financial efficiency as 
a maternity hospital. The improvement in 
the health care provided by the hospital was 
accompanied by simplification in all fields. 
There was no expensive and complicated 
equipment. In place of an incubator, for ex
ample, a glass box heated with an electric 
light was used, because most of the auxiliary 
staff were untrained village girls. 

Auxiliaries were employed because of the 
shortage of qualified nurses, but also out of 
financial considerations. It was also part of 
the family planning programme to postpone 
early marriages among unemployed girls by 
providing job opportunities. Special courses 
were organized to prepare them for mother
hood and responsible parenthood. Basic 
standards of cleanliness were observed and 
the patients' diet and the atmosphere of the 
hospital were adapted more to conditions in 
the patients' own homes. 

From information gathered in the outpa
tient clinic and from local observation it was 
apparent that the underprivileged group of 
the community was excluded from the health 

Thanks to a mini-dam built by the community 
with village labour and the help of a small loan 
from the health centre, Sirkandi village 
increased its rice production by 25 per cent in 
one year. (Photo WHO/G. Nugroho) 





service provided by the hospital, mainly 
because of the cost. An attempt was made to 
discuss this problem with the community 
through meetings organized by the hospital 
staff in cooperation with the headman of the 
hamlet and several prominent people of the 
community. But this gesture was misinter
preted politically, so the first attempt to in
troduce a "community health programme" 
in which the community would actively par
ticipate failed. 

The failure was taken as a challenge to find 
other ways of getting into the community. 
This was only possible if the doctor could 
spend more time outside the hospital. It was 
then decided that my wife would run the 
maternity hospital so that I could concen
trate more on the community health prob
lems. 

Begajah is a village with a population of 
approximately 3,500 inhabitants, 20 kilome
tres south of Solo. It was a poor area which 
regularly experienced a chronic shortage of 
food. Each year there were many patients 
who came to the outpatient clinics suffering 
from various forms of malnutrition. 

With no preconceived concept or design a 
flexible programme, based on what had been 
learnt from observation and personal con
tact, was drawn up. A village development 
committee proposed by the clinic staff was 
set up. The community was involved in the 
decision-making process through meetings 
where individuals were free to express their 
opmwns. 

The infant mortality rate was around I 00 
per 1,000 and many children were suffering 
from malnutrition, obviously caused by the 
low food production. In 1966 the average 
family holding was 0.2 hectares of irrigated 
riceland and 0.1 hectares of dry land , which 
could produce 480 kilograms of rice and 175 
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kilograms of other products such as soybean, 
peanut, cassava, sweet potatoes and corn, if 
the weather was favourable . This was enough 
for the average family to subsist on. It was 
clear that heavy rains or a long drought 
would be disastrous for the village. 

By using a demonstration plot, the village 
development committee was able to intro
duce new rice strains, the use of fertilizers 
and new agricultural methods in close coop
eration with the government service. 
Through "food for work" programmes, 
whereby labour was provided by the commu
nity in return for Bulgar wheat, the irrigation 
system was improved significantly. By early 
1970 the rice production had almost doubled 
(from 442 tons in 1966 to 854 tons in 1970) 
and this alone could explain why during an 
evaluation survey in that year not a single 
case of malnutrition among the children was 
encountered. The infant mortality rate went 
down to 69 per 1,000. 

Health and nutrition education in con
junction with increases in agricultural yields 
had accelerated the achievement of the 
target. It was clear that this achievement 
would not have been possible without local 
participation in the community development 
activities. 

Viewed from the angle of cost and benefit, 
these activities were exceedingly cheap yet 
effective. In 1969, for example, through the 
"food for work" programme, 9.8 tons of 
Bulgar wheat were given to the community 
for improving irrigation canals, and this pro
duced an increase of 31 per cent in the 
average yield. For the first time it had been 
proved that a comprehensive approach in 
raising health standards through community 
development with community participation 
could be implemented , and was cheap and 
appropriate. 

A similar situation existed in the Klampok 
district, 200 kilometres west of Solo. Sirkan
di was a poor and backward village in this 
district, with its main income from palm sug
ar. Money lenders controlled the palm sugar 
business. No wonder that the average farmer 
could make only 10,000 to 12,000 rupiahs 
(around $27.50) a year. 

The doctor in charge of the nearby health 
centre developed a comprehensive communi
ty health programme. To provide primary 
health care for the community, he relied on 
his cadre farmers from the village, who at
tended a short application course on health 
matters. The programme also included a pre
paid medical care scheme, as well as home 
care for a variety of patients, which had 
results comparable with hospital care. The 
programme was thus completely run by the 
people and even paid for by them, under the 
guidance of the doctor. 

Because the basic problem was that of 
food production, the initial steps were not 
health activities but the improvement of the 
village's irrigation systems. A " mini-dam" 
was built by the community with the help of 
a loan from the health centre. It was finished 
in about two months and had a tremendous 
impact on the economy of the village. With 
an input of 275,000 rupiahs ($700) it in
creased the rice production by one and a half 
million rupiahs ($3,750) annually. 

Following the successful completion of 
these infrastructures, the community became 
aware of its own potential capacity and the 
whole programme gathered speed and 
momentum. 

In one of the hamlets of Solo, a pro
gramme called Dana Sehat has been started. 
This is a community-based health insurance 
scheme of prepaid medical care. After 
"social preparation" through meetings and 



Above: A paddy field in the village of Begajah. 
Comprehensive community development 
enabled villagers to produce two crops a year. 
(Photo WHO/G. Nugroho) 

Opposite page: The irrigation system in the 
Begajah village was improved significantly 
through a programme whereby labour was pro
vided by the community in return for Bulgar 
wheat. (Photo WHO/G. Nugroho) 

discussions, the community was encouraged 
to analyse its problems, so that residents un
derstood their situation and their own poten
tial to solve these problems. "Social prepara
tion" is a most important part of any com
munity programme time. It was made clear 
that the minimum health care the people ex
pected from this scheme was the provision of 
inexpensive treatment for the sick and the 
introduction of measures so that the commu
nity could remain healthy. Apparently the 
situation in this hamlet was not too bad. The 
community was well organized. The average 
family income of 5,000 rupiahs ($12) per 
month for approximately five persons al
lowed them to have at least two meals a day 
consisting of rice and vegetables. Health 
problems among the underprivileged were 
due to poor sanitary conditions, inadequate 
housing and ignorance of health standards. 

Each member pays only five rupiahs (one 
and a half cents US) per month which en
titles him to obtain medical care and, apart 
from this, there are related activities such as 
preventive measures, family planning, the 
weighing of children under five, and health 
and nutrition education through home visits. 

The role of the community in this scheme 

is more than just paying five rupiahs per 
month. The promotion of awareness and of a 
sense of responsibility, which essentially 
costs little, is an important part of the input. 

An interesting aspect of this scheme was 
the total cost of the health care provided, 
including the salary of the staff providing the 
health care. The cost of preventive care im
plemented through home visits carried out 
by a qualified midwife and a social worker 
was about 70 rupiahs (17 cents) per person 
per year, and the medical care was 60 rupiahs 
(15 cents) per person. Thus the total cost of 
health care per capita per year was 130 
rupiahs (32 cents), an amount equivalent to 
that currently provided by the Indonesian 
government. In this scheme the community 
paid 46 per cent of the total cost-a signifi
cant proportion. 

Thus a community health programme 
which may initially require considerable in
put will in the long run become an increas
ingly less expensive activity which can ulti
mately be borne by the community itself. 

Health care provided through hospitals, 
health centres and outpatient clinics is the 
practice of medicine as applied to individ
uals. It emphasizes the control of disease, 
which from the doctor's viewpoint is the ap
propriate application of his medical know
ledge. 

A community health programme, on the 
other hand, directs its attention to health 
rather than to di-sease and focuses not only 
on the individual but rather on the communi
ty as a whole. It is concerned with the total 
community in its total environment. The 
well-being of the community can be more 
quickly attained if all its members unite their 
efforts so as to create conditions whereby the 
community can progress towards greater 
welfare. 

If such a programme is to be closely 
adapted to the situation and conditions of 
the local area, it should be flexible and devel
oped from below with guidance from above. 
Development from below means involving 
the community from the very start in the 
planning and programming. Providing guid
ance means helping to develop the communi
ty members' will and competence to manage 
their own affairs and, where necessary, to 
assist with the technical implementation. 

The next step is to determine how to allow 
for the great variety of aspirations and 
desires of the community- which at times 
may be completely irrelevant to their real 
needs-so that all parties concerned will be 
satisfied. 

Community participation involves a coop
erative effort to create conditions which will 
enable the community to live a healthy life, 
and not merely to free themselves from dis
ease or the threat of disease. This does not 
negate the need for individual medical care; 
on the contrary this care should be an insepa
rable part of more extensive activities, not 
standing alone but integrated into the overall 
programme. With this form of health care, 
the doctors and auxiliary personnel should 
not play a dominating role but rather one of 
guiding the community. They should stimu
late the community actively to promote and 
raise its own health standards so that it does 
not have to depend continuously on outside 
assistance but relies primarily on its own ef
forts to solve its health problems. 

In essence, the success or otherwise of a 
community programme in raising people 
from the depths of poverty and suffering 
does not depend on outside activities but 
rather from within, from the people and 
their desire to awaken and struggle out of 
the depths themselves. il 
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