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Glossary and definitions

‘ABC”

AIDS:

Bidan:

Dani:

DHO:

EPI:

FBO:

HIV:

MDG:

MdM:

MoH:

NGO:

PHC:

PHO:

Puskesmas:

STI:

TB-DOTS:

UN :

VCT:

‘Abstinence, Be faithful, Condom use’ approach
Acquired Immune Deficiency Syndrome
midwife

Western Dani are the main ethno-linguistic indigepopulation-group residing in
the district of Puncak Jaya.

District health office

Expanded program of Immunisation: World Health &vigation program
that is implemented by most Ministries of Health

Faith based organisation

Human Immunodeficiency Virus

Millennium Development goals

International medical NGO Médecins du Monde
Ministry of health

Non governmental organisation

Primary health care

Provincial health office

Primary health clinic

Sexual transmitted infection

Tuberculosis- direct observed treatment strategy
United Nations

Voluntary counseling and testing

Village health workers: Community health workers, volunteers, kaders, appdi by the village health leader
to support health staff conducting health servite®uncak Jaya most of them are old nurses (r&htiriained
by the missionaries.

WHO:

World Health Organisation



I. ABSTRACT

Auhor: Remco van de Pas. Program advisor MdM-Papua

Title: Human resources for health, opportunities & chaien in the
Indonesian province of Papua

Year: 2009

Research supervisorMarjolein Dieleman. Royal Tropical Institute Amstam
Research advisor:  Patricia Gaillard, Anthropologist. Head of MissibtdM —Papua.

Abstract: The province of Papua is the easternmost proviotehe republic of
Indonesia. The indigenous population of Papua stsgf 300 ethnic groups that are
becoming outnumbered by migrants from other islandsdonesia. The province has the
lowest human development index of the country &edhtealth status of its population is
characterized by a high infant mortality rate angkaeralizing HIV epidemic (estimated
3% of the general population). The major factot timits access to health services is the
availability of competent health staff within therpary health care (PHC) system. The
study identified factors influencing availability 8HC staff in the highlands district of
Puncak Jaya. It proposes strategies to improveattraction and retention of health
workforce, Methodology:Literature review plus qualitative data-collectioia in depth-
interviews with 12 (village) health workers, polioyakers and key-.informantResults:
Factors at macro-health system, micro-health tgcdind individual level have been
identified. Decentralisation of health authoritiesth limited decision space, human
resource management capacity, expensive living @l a low proportion of indigenous
persons available for the health workforce are rir@n factors.Conclusions:Health
policies that provide more decision space for lheaitthorities to fine-tune its workforce
are needed. Strategies that provide indigenoutage) health workers with education
possibilities and absorption in the workforce andlined. Indigenous health workers can
become a valuable link between communities andimadigenous staff provided that they
are well managed and remunerated. Health workfqizening requires localized
solutions adapted to the socio-cultural environment
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workers
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Introduction

The researcher has been working as medical cotodinad is still program adviser for
international NGO Médecins du Monde (MdM) in Paplihe general objective of its

current 3 year program is to improve health stafuse population living in the two sub-

districts of Mulia and Sinak, part of the largemak Jaya district. The specific objective
IS to improve access to primary health care (PH&YVises; with a special focus on
prevention and treatment of prevalent infectiousedses as HIV/AIDS, Tuberculose
(TB) and Sexual transmittable infections (STI'shig work is done in partnership with
local health NGO PRIMARI and the district auth@#i Health staff and village health
workers (VHW) play a vital role in this capacity ilding program on local health

resources. One of the main determinants that inflee sustainable results of this
program, is the availability and performance of Itheavorkers with all stakeholders;

MdM, the district health office, the district hotgliand two health centers.

Voluntary Counseling and Testing (VCT) serviceséhawly started recently and depend

on motivated and skilled staff. During several getire researcher and NGO have been
working in partnership with the local health auities to address staff training in a more

comprehensive regard, within the rationale of PHC.

Worldwide, shortage and migration of skilled healtbrkers impede that health related
Millennium Development Goals (MDG) can be met. [ekilhealth workers are the core
of PHC and hence the basis of a vital health system

This research hopes to provide some suggestionewdddnce to enhance health staff
attraction, retention and available presence ahéadth post for the district.

The study is mainly targeted for health policy makand authorities in the district of
Puncak Jaya. The NGO MdM, policymakers as wellllbemlth staff will participate in
the discussion on study findings and recommendsitisith the main researcher after
finalisation of the thesis.

Background

Papua consists of the easternmost two provincethefRepublic of Indonesia and
displays a topography that encompasses a cental ofi mountains and large areas of
swampland in the coastal areas. The total populatib Papua is around 2.600.000
people, making up only 1% of Indonesia’s entire ypafon, of which 70 % live in
villages and remote mountainous areas. There ae 280 ethnic groups with different
customs, languages, indigenous practices and béli¢fapua. Moreover, there are 100
different non-Papuan ethnic groups residing thaehaigrated over the last decades to
the province. Literacy rate is 75 %, with only @rizan years of schooling per capita
(BPS statistics 2006). For many non-economic irtdisaof poverty, including those
measured by the MDGs, Papua lags behind most @iwinces. According to the
Indonesian Human Development Index over 1999- Z88%5 2006), Papua ranks lowest



in Indonesia. It actually deteriorated HDI status, which is attributed to declines in
education coverage and income levels (UNPD 20@&/p. Since 2002 Papua has been
granted special autonomy by the central governméms and decentralisation policies
have transferred executive power to the distriatlle

The district of Puncak Jaya is located in the @nhighlands and has 142.500
inhabitants. The main indigenous population isvilestern Dani, one of the largest ethnic
groups in Papua. Although Christianity and civilradistration have brought a lot of
rapid changes in this society; an agriculturalakuvay of living prevails; with a distinct
socio-cultural context, language and health pergeptGaillard 2004). The district is
accessible only by plane. The villages can be exhdly feet and traveling lasts up to one
day. Public services as housing, sanitation, eductatnd health care require
improvement to level it with other parts of the otwy.

Conflicting interests and exploitation over localdanatural resources, like tropical
hardwood, minerals and oil, have resulted in ditmathin this multi-ethic society. The
indigenous population does not have the same adnehiand economic possibilities as
residents originating from Java and Sulawesi. Timigration began as part of a
governmental transmigration program in the 1980&hoAigh this program has stopped,
migration continues informally and unchecked, whgréhe indigenous population is
displaced from jobs and land. This migration patteas led to a demographic shift.
Whereas indigenous Papuans comprised 96% of thelgimm in 1971, they accounted
for only 59% in 2005. Religious and cultural difeces are not well understood between
these population groups (Restsal 2008).

These are the underlying determinants for a lownsity conflict between a separation
movement and the security forces of the Indoneg@arernment. This conflict is rooted

in the grievance by Papuans that, after a periagbeérnance under Dutch colonial law,
in 1962 the area was integrated into the IndoneRegublic. A considerable part of the
Papuan population are dissatisfied that they havté@en consulted in their right of self-
determination. Although the province has receivedpacial autonomous status this
grievance still exists.

The rapid social changes since the eighties hal/#la considerable ‘anomic’ generation
of young Papuans. This generation has difficultgdefine their place in society, as if they
fall between two stools. These youngsters do retdemfortable anymore to participate
in the traditional customary rituals as they coasithem out-dated, but they are not able
to profit from modernization either as they oftacl required qualifications. Members of
this community are easily trapped in situation o€ial deviation. This has led to low
attendance of formal education, considerable almisgicohol and domestic violence
amongst others. The inferiority complex of many iygundigenous people leaves them
viable to falling into poverty and perilous behavibat affects the health status (Sugandi
2008).

National averages indicate that the populationsliger and child mortality has fallen
dramatically. However, Indonesia continues to ufpiform in a number of important
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areas and, as a result, is unlikely to achieve rabw#d its health-related MDGs. In
particular, the country has made very little heagdwa reducing maternal mortality,
improving child nutrition or addressing geographealth disparities (Worldbank 2008,
p.2-3).

Indonesia is undergoing a major demographic transfton that will demand a different
— and more expensive — health system. Indonesiainisan early phase of
epidemiological transition: communicable diseasegsh as TB and measles, albeit in
decline, remain highly prevalent, while non-comnuable diseases, such as diabetes,
heart disease and cancers are increasing (World0tk p.23-25).

Disparity in health status between geographic regioan be reflected in the health
indicators. In the table below are the reportedtheadicators available for the district of
Puncak Jaya and the national average in Indonesia.

Indictors Puncak Jaya Indonesia

Infant Mortality Rate 89/1000 live births/year 2600 live births/year
Under 5 Mortality rate 30/1000 U5 pop./year. 3DA0ve births/ year
Maternal Mortality Rate 397/ 100.000 live birthgfay | 420/100.000 live births/ year

Tabel 1. National and district mortality rates (Didrict health authorities 2007 and WHO 2009)

The comparison indicate that the mortality rates’ddiffer that much, maybe only for
the Infant Mortality Rate. There is a probabilityat data are underreported as no
demographic health survey had been conducted imwaPapfore 2008. Other studies
indicate higher mortality rates for the districie@®et al. 2008).

In Papua the HIV/AIDS prevalence is estimated ta2l#e% of the general population.

HIV infections indicate a slow, but steady groweggdemic that has become generalized
in the highland districts, where the prevalenceesimated to be 3.0 — 3.5 % of the
average population (MoH 2007).

The Indonesian health system has its origins inoat-independence planning and
implementation 50 years ago. The main goal wasmarove access to health services
under the umbrella of PHC, initially establishingh@alth center (Puskesmas) in every
sub-district in which village volunteers are trainéo supervise village activities
(Posyandus). Indonesia committed itself to increasenumber of Puskesmas. In wake of
the Alma-Ata declaration in 1978 the goal was tetam one Puskesmaser 30.000
people, staffed with one doctor and a team of padacal staff. This indicator is more or
less still valuable for staffing and coverage a& fPuskesmas in 2008 (Worldbank 2009,
p.39).

This goal is hard to reach in the district of Pudalya as it is remote, and economic
opportunities are limited. Private provision of hleaervices have not developed (except
one pharmacy in the main city). Service provis®iby the public authorities and by faith
based organizations. The health services in thteéadisow consist of one public general
hospital, one missionary hospital and 6 puskeswdditionally 10 new puskesmas are



allocated to new sub-districts that have been edest 2006. These new puskesmas still
need to be staffed with managers, administratadshaalth staff.

Statement of the Problem

Nature of the problem: limited availability of competent human resources for health
The global health worker shortage has been a nrajediment to making progress on
meeting the health related Millennium Developmenals (WHO 2006, p.19-20).

WHO defined a minimum threshold of 2.28 health qaadessionals per 1000 population
to reach a 80% coverage level of skilled birth rattece. Indonesia is one of the 57
countries identified by the WHO as having a critisaortage in health workers (WHO
2006, p.11-13).

Indonesia’s health workforce has increased ovee timd the ratio of health workforce to
population has improved. However doctors are unggdstributed geographically, and
are mainly working in urban areas. Midwives arddyatqually distributed between urban
and rural areas, and their health worker ratiocaid that they are over-distributed in
Papua in comparison with other parts of Indonesaigerage of 49 midwives/ 100.000
population in 2006). Changes over time have beesitipe for rural and remote areas
(Worldbank 2009, p.17).

The health worker ratio/ 100.000 Population is ¥8r8doctors and 84.5 for midwives in
the province of Papua in 2006 (MoH 2007). Despite mentioned increase of the
workforce nationwide; NGOs and local organizatiofserve that availability of health
staff in the district is not yet optimal. These amgations note that absence of staff in the
more remote PHC and health posts in the villagedraguent. Management and
supervision of staff, staff presence at their posjtattraction and retention of health staff
are challenges for the district health system (VRINI8).

Doctors originating from outside the province ardlimg to work in the district, as it
financially and professional stimulated to workramote areas. Unfortunately, most of
these staff leaves after 1 year of service and esyces in the long-term retention of
health workers remain.

The output of the nursing, midwifery and medicaheas, has increased over the last
years. The number of paramedical schools incre&sed 5 to 9 from 2004 till 2006.
These schools provide a D-Ill degree in nursingjwifiery or related field. A university
public health department and medical school opemexD02. The first batch of doctors
graduates in 2008. The output of these school9@% 2vas 100 nurses, 80 midwives, 50
environmental health staff and 50 nutritionists.ttWa special budget and resource
allocation from the central government targeting thaining of nurses in Papua, an
additional 115 nurses graduated in 2006 (HRD depant of MoH 2007).

The local government subsidizes indigenous promigwuth with a high-school degree
and existing staff to be trained as nurse or miewifis noted by the researcher, that once
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trained, indigenous health workers prefer to cardimvorking in urban areas than to be
retained for their original district.

The ongoing decentralisation and administrativeistiwm of districts have not been

accompanied by support from the central level amdfer the management of the health
system. The capacity of human resource managemmdintited, as is available staff that

has been trained in management capacities. Detieatian has eroded the health

information system, as it isn’t controlled anymé@n the central provincial level. These

two phenomena had its effect on the possibilitteplén, supervise and monitor existing
and new health workforce (Worldbank 2009, p.44-45).

Administrative sub-division of districts has alsedlto a larger need for nursing,
midwifery and administrative staff as the amounthe@lth units has increased. It is
observed that staff that before worked as nurseidwife in a primary care center, have
been promoted to an administrative or managemesitigo. New staff has only partly
replaced the positions that then became vacant.

Before the government opened a public hospital 0042 the Immanuel missionary
hospital provided general and specialized healthices to the population. A foreign
doctor was providing services with trained locatsas. An outreach health program that
linked with 22 health posts in villages managed/BiWwV or so called ‘mantris’ provided
basic health services to the population.

Because of financial reasons and national heaffhlagons most of the missionary clinic
activities have been downscaled since 2002. Cuyremiy a small outpatient primary
care department remains, managed by 8 nurses. d$te m the villages, as well the
inpatient activities have all stopped, or have beansferred to the government services.
The existing staff stopped working or became inooafed as a civil servant in the
government health services.

Major factors influencing health staff availability

Human resource policies and its allocated fundsecérmm different levels (national,
provincial and district), which lead to a complegayly budget provision on health
expenditure and health staff planning at disteetl. Health staff in clinics complains of
frequent salary delays and lack of essential naseto provide services (MdM 2008).

The low-intensity conflict leads to security coastis for the local population. Internal
displacement is seen in some areas in Papua, ingliRuncak Jaya. As this conflict
follows ethnic — and religious lines, distrust dedr exists between indigenous groups
and migrants. The migrant health care workers spemither native language than the
indigenous population, leading to communicationsgagtween the groups.

Since the mid-70’s Puskesmas were staffed througbrad of obligatory government
service Pegawai tidak tetapPTT) for medicine, nursing and midwifery gradsatEor

fiscal reasons, this system ended in 2007, exagpa small number of doctors serving
during six months in a remote area. In additiolarge part of the workforce, indigenous
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auxiliary nurses and midwives are not officiallyoaled to practice anymore in health
clinics and are required to have a full qualifioat{Heywood and Harahap 2009).

Nationwide, the output of midwives and nurses maseiased till 10.000 midwives and

34.000 nurses per year. For doctors the outpuintasased till 5.500 graduates per year.
This growing workforce has problems maintainingqtslity, as the growing number of

private medical school still has to be accredited ifs education. The production of

specialist doctors remains low, at around 1.200ypar. This low production is related to

the limited capacity of the public medical schomprovide specialist training. Only 14

out of a total of 52 medical schools provide sgesti&raining (Worldbank 2009, p.33).

With limited availability of qualified health camsorkers, the health system is restricted
in improving the health status of the populatiohisTstudy searches to identify the core
of this problem and to research major determingms influence human resources for
health availability for the district of Puncak Jaya

Thesis objective

General thesis objective

To identify factors influencing availability of pniary health care (PHC) health staff in
the district of Puncak Jaya, Papua, in order tg@se interventions to improve health
staff availability.

Specific thesis objective
1. To identify determinants for health staff aviaildy in rural areas at global and
national level.
2. To describe human resource policies implemeategrovince and district level
influencing health workers availability for the ttist of Puncak Jaya.
3. To explore technical and organizational facedrkealth clinics influencing health
staff availability for the district of Puncak Jaya.
4. To explore contextual factors influencing healtaff availability for the district of
Puncak Jaya.
To reflect on the research methodology usethimobjectives of the study.
To provide recommended points of actions torowe health staff’'s availability
and greater retention of health staff for the aistof Puncak Jaya.
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Methodology

(For description of complete methodology see anney 8

For the thesis objectives, two study desi%ns haen Iselected. The' bbjective is met
via a literature review while thé"2till the 4" objective are explored via a field research
in the district.

Methodology for the literature review

A desk study was performed on published materibé fain sources for the literature
search were PubMed, Medline and electronic journaky the period 2000-2009. The
study also included consultations of relevant welsiof international institutes and
national health authorities. Inclusion criteria eé&inglish or Indonesian written articles.
Search terms as ‘human resources’ combined withterit®n’, ‘availability’,
‘determinants’, ‘Indonesia’ and ‘Papua’ have beesdi Via advisory documents and
meta-analysis papers a targeted search has beenainadicles in references lists.

Study design for the field research

A qualitative small scale - explorative design vea@st suitable to achieve objectives of
the study. Topics used to reach the thesis obgsive provided in the research tables in
annex 2. The study population consists of healdff,svillage health workers, key
informants like priest, village- and tribal leadess-well health authorities staff working
on human resource management.

The study followed a purposive sampling strategy tfee respondents. Selection was
done via (indirect) partners with which the NGCtloé main researcher works. To avoid
bias, participants were selected that are not @gtinvolved in the program. Gender
balance in the study population was initially ainfed by selecting an equal amount of
men and woman among the respondents. Unfortunegelyf the eventual respondents
are man, two are woman.

Data collection techniques

Data collection and annual reports of WHO, Ministfyhealth (MoH), Provincial health
office (PHO) and District health authority (DHO)xfthe years 2005-2007 were reviewed
regarding human resource planning, training, abditg and performance. National
guidelines on human resource management were adsd$se administration reports of
human resources at district and clinic level wereiawed. In-depth interviews were
conducted to provide insight in the different isstieat lead to health staff performance
and availability. A topic guide is developed foese interviews.

Data collection and analysis

The research team consisted of one researchermaadsistant to translate the informed
consent and interview introduction topics to beradged. The interviews and data
collection were conducted between6f October and '8 of December 2008. Each

interview lasted in between 45minutes and one hour.



Data collection and analysis

The interviews are conducted following an intervigwde (See annex 5). The interviews
are sorted on issues and coded after each sessiordimg to topics. Data are sorted in a
master excel sheet by the principal researcher.

Quality assurance mechanism

The assistant translated the topic and issuescktat the objectives for interviews and
informed consent. Pre-testing of interview guideswanducted during a first interview.
The principal researcher coded and sorted thevietertopics; He crosschecked the
coding with the assistant researcher when in dafbtranslation. Using different
methodologies like literature reviews, guided iatews and observations was done for
triangulation purposes. External validity of theidst will remain low as the specific
geographical and cultural characteristics of therigi and population represent a limited
area in Papua. The results cannot directly be picses] to other districts in Indonesia.

Ethical considerations

The research has been conducted under approvadhy, lsind must follow the mandate

of the organization. It was clearly explained todbstakeholders that this research will
be used to identify possibilities to enhance, intnEaship, human resources for health
availability. The research has been approved byethies comity of the Royal Tropical

Institute.

Planning of research objectives and methodologywels a formal agreement with the
district authorities (DHO or representative from HRRpartment) has been obtained.
Written or verbal consent was obtained from alltipgrants involved in the study.

Anonymity is ensured.

Limitations of the study

Researcher is working within the framework of MdMsogram and is hence not
objective to the situation. Due to his coordinatimggsition time for data collection is
limited and because of time and budget limitatioiginal focus group discussions have
been taken out of the research proposal. The @seafocused on PHC and as such does
not include health workers working in inpatient dgments of the district hospital. The
VCT team of the hospital is however included, as/thave a strong link with outreach
PHC. Perceptions, language, cultural and hieraatigap between respondents and main
researcher do bias the results.

The existing missionary hospital is not includedhrs study as it is not a partner of the
health authorities and the NGO. Due to the siz¢hefstudy and specific, remote and
socio-cultural aspects of the district and its gapon, external validity is low.

Workplan
See annex 4.



Dissemination of results

A first preliminary feedback has been given to tiead of the DHO after conduction of
interviews and first analysis. Final discussiomae after completion of the report, and
scheduled in a future evaluation visit of the cawmatbr to the district (2010).
Recommendations to improve health staffs’ avaiigbivill be shared with local
stakeholders as the health authorities, NGOs, faatfed organisations (FBOs) and UN
agencies.

Conceptual Framework

A conceptual framework for analysing health workersavailability

Saociocultural, economic and political environment:

Poverty, AIDS, war and political conflict, global work opportunities

Determinants
influencing retention

Interventions

Outputs:
retention of staff

Effects:
improved availability

Factors influencing Examples of interventions
retention
Macro-health system:
Macro-health system: Support/ enabling/fob related
Reforms/ roles and Examples: (non) financial
responsibility/ resources incentives/ bonding/
allocation/ regulatory accountability mechanism
framework
Micro-health facility: Outcome:
Micro-heslth facity: B e e reated Health workers: impact on servicos:
Leadership/ Workplace physical working conditions/ Reduced absenteeism
policies implementation/ Improving HRM and ) Reducad staff turmover
teamwork/ availability of teamwork Inqease_d job Reduced waiting fime
resources/ continuous Local (non) financal salisfaction o
Edulizrsld career incentives/ training Increased mofivation Improved staff ratios
oppo . Increased intention to
Individual health workers: remain in the workplace
Individual health workers: Support /enabling
Age, stage in life cycle/ sex/ Examples: )
family situation/ personal Developing/implementing:
drive - gender-sensitive sfrategies
- strategies for specific age
Living circumstances: groups
Insecure environment Living circumstances:
Lack of roads/ schools/ Improving living conditions
AIDS Providing security

Figuur 1. Conceptual framework (adapted from Dielenan and Harnmeijer, 2006)

The conceptual framework to analyse determinantkeafith workers availability has
been used (Dieleman and Harnmeijer 2006). Althaughoriginally limited to retention,
it was considered applicable for health staff'silaslity in this study. The framework
categorizes the factors influencing availabilitytive following broader groups:

* The macro health system

e The micro health facility

e Individual health workers



The determinants are embedded in the local andnatisocio-cultural, economic,
political environments. The literature review antudy framework follows these
categories. For the purpose of logical coherence dategorization is followed in the
study. Distinction between them is not always chaadt overlap does occur between them
and hence also in the presentation of this studiiftanret al 2008).

Definitions

Health workers: People whose job it is to protect and improve Kealth of their
communities. Together these health workers, inthalr diversity, make up the global
health workforce. The data available on health workumbers are generally limited to
people engaged in paid activities, hence the dateiged refer to these workers (WHO
2006, p.1-3). They include the people who proviéalth services - such as doctors,
nurses, pharmacists, laboratory technicians - aadagement and support workers such
as financial officers, cooks, drivers and cleaners.

Retention of health staff The “continued employment of skilled and produetstaff”.

Available health staff: availability of health staff in terms of space atiche:
encompasses distribution and attendance of existimigers. Availability can be split
into three elements; firstly attraction of healtlorkers to a rural posting, secondly
retention of the health worker at that post, tlyiritle actual physical presence of a health
worker in that post. Availability is one of the fodimensions of health workforce
performance, the other being competence, resporesgeand productivity.

Rural areas: considered to be those areas that are not urbamature. An ‘urban
agglomeration’ refers to the de facto populatiomtamed within the contours of a
contiguous territory inhabited at urban densityelewvithout regard to the administrative
boundaries. It usually incorporates the populatioa city or town plus that in the sub-
urban areas lying outside —but being adjacentiw<ity boundaries (WHO 2009, p 6-7).

Results of the study

Literature review
Having remote and rural areas staffed with healthkers, depends on two interlinked
aspects (Dieleman and Harnmeijer 2006, p.9-12):

a. The factors that influence the decision or oha@€ health workers to come to,
stay in or leave those areas.

b. The extent to which health systems policies andrintions respond to these
factors.

This literature review and study analyzes primatilg factors addressing availability.
Health systems policies and strategies addressimd) ienproving health workers
availability will return in the discussion and remmendations of this thesis as to suggest
possible strategies to improve health workers atdity.

10



There are several theories and models exploringrmaenvolved in worker’s mobility.
They range from economic theories as the neo-clagage theory, which explains that
choice of working relation is driven mainly by fim@ng motives. There are also
behavioral theories as the one of Maslow and Hegzlibat put as centre of a decision
making process the expectations and satisfactiwais(health) workers get out of their
job (WHO 2009, p.11). Elements of both theories entegrated in the conceptual
framework for this study.

Factors that influence migration of workforce afee described in “push” and “pull”
factors. “Pull” factors are those, which attractiagividual to a new destination. One has
to think of an increase in income, career and dtutaprospects or better living
conditions. “Push” factors are those, which aateqeel the individual from a location. At
local level one sees that living conditions andiaoenvironment can act as both push
and pull factors, while at national level laboratedns, political and social stability play a
role for health workers to retain in a rural areehimanret al 2008).

The complexity of these factors makes their caiegbon difficult; but they are
generally discussed as individual, organizatiomal broader environment factors. These
factors interact and influence each other in thasiten for location of work (WHO 2009,
p.11). The interactions can be grouped as follows:

Inte-rnﬁtlnnal
Err\.rlmnment

——
MNational environment

“\ Work

[ onvlmnmem
| |lr LGC al environment {

| | , me and sodial) H

\
Rt / _ﬁ_/ /
\,1__ | / /

Figuur 2. Different contextual impact on attraction and retention (Lehmannet al, 2008)
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Determinants at the politic-economical and macrailtie system level influencing health
workers availability

Most commonly cited reasons for departure fromtheabrkers from countries or areas
of origin are low wages and compensation, whichesakimpossible to afford the basic
necessities of life; lack of continuing educatigoportunities and training institutions;
salaries that are not realistic in terms of thé&sriand amount of work; lack of social
and/or retirement benefits; lack of proper equipmén carry out the procedures
professionals have been trained to perform andeleland an unsatisfactory or unstable
political environment. This accounts both to exééras well domestic migration from
remote to more urban areas, and domestic movemantofo public health sector
employment. A study emphasized importance of peecknational security environment.
It found that in Zimbabwe social unrest and conffanked high as reason for migration
(Awaseset al. 2004).

Changes in the socio-political environment haveirdluence on distribution of health
workers. A study in Thailand found that distributioof doctors in Thailand was
influenced by several macro-health system facfong. worldwide movement of primary
health care and the rural health development palicyng 1977 —1987 were the positive
factors that led the Thai government to plan anglément a more equitable distribution
of doctors. Rapid economic growth in 1987-1997 exudease of the international health
service trade in late 1990s, resulted in incregs@date hospital demand. These were
negative factors contributing to an increasing diatribution of doctors.

The same study mentions that if authorities allma&ldractice by health workers it can
have a negative effect on the availability of headtaff in the public sector. Its
implications range from time misuse by spendinglipulonded time in private facilities
to neglecting patients in public service and poanfgrmance from exhaustion (Noree
al 2005).

Hiring caps at the Indonesian Ministry of finanamit a growth of the civil servants
stock for the districts. Fresh graduates can hafieudty finding a position in the public
service (Worlbank 2009, p.37 -38). The quality dbieation from the growing number of
private colleges is not yet accredited. Although tifaining output of health workers has
increased, competencies of these health workensotaways guaranteed (Worldbank
2009, p.34-35).

Decentralisation of government and health autlesitan be done in four types, as is
explained in an overview article (Kolehmainen-Aitke2004). In Indonesia there was
initially a decentralisation where civil servantsamagement was devoluted and not
deconcentrated to the district government. Desgsteertions to the contrary, it brought
no increase in ‘decision space’ about human ressufor health in the districts.
‘Decision space’ is a term introduced by Bossertiéscribe the expansion of choice at
local level of government in the situation of decalisation. “It is the range of effective
choice that is allowed by the central authoritiesbe utilised by local authorities”
(Bossert 1998).
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In the first years of decentralisation of governmen2001 some decision space became
available as districts could ‘contract’ local hkalworkers to be part of the workforce.
However, the central government has recently maweggain control over most of the
public sector staff by converting all non-perman@iT) and contract staff to permanent
civil services. With this policy of ‘re-centralizah’ civil servants management, the
decision space for districts regarding workforcanping is reduced to virtually zero
(Heywood and Harahap 2009). Moreover, becausegimented responsibilities at central
level, the deployment of new civil servants to ditrict can be a time consuming processing
(Worldbank 2009, p.38).

It is estimated that 60-70 percent of publicly eoypd health staff have second jobs, many in
private solo practices or private facilities. Thisctice is commonplace not only for health
staff but also for all civil servants in IndonesTde lack of private practice opportunities in
poor and remote regions is a factor that detertogieyent to these regior{sleywood and
Harahap 2009).

Determinants at the micro health facility levellincing health workers availability

A systematic review found that low salaries weretipalarly de-motivating if health
workers felt that their skills were not valued. ther more, they became overworked
when taking a second job to supplement their inconte same study identified that
supervision and recognition from managers and/teagues are important elements in
health workers motivation. The deepest concernbeailth workers when it comes to
practicing in remote and rural areas are thoséeel® the socio-economic environment.
This doesn’t include only financial security, busa working and living conditions,
access to education for children, availability ofpdoyment for spouses, insecurity, and
work overload. It was reported in Tanzania thabéotrusted by the community was a
crucial component for motivation (Willis-Shattuekal 2008).

Gender is another important determinant at thetleflcility level. Woman health
workers are less likely to occupy positions thablre decision making and more likely
to become unemployed than male counterparts. Warenften expected to conform to
male work models that ignore their special needsh sas childcare or protection from
violence. Women more often than men have to work-tpae in order to be able to
combine gainful employment with family responsiio#ls (Senet al. 2007). As more
females enter the medical profession, the needderstand gender-related differences in
terms of specialty preference, geographical looatibpractice and other characteristics
become increasingly important. A study in Bangladisind that female doctors rarely
live in the same village as their assigned post lamee higher overall absentee rates
(Hossain 1998)Saocio-cultural factors often preclude woman froregating positions in
rural, remote areas for extended periods (Dussadlt~ranceschini 2006).

Determinants at individual and local contextual devinfluencing health workers
availability

Most of the literature addressing individual andalofactors, applies to high-income
countries. Some repeating determinants can bethaemlso apply for middle- and low-
income countries. Lack of housing, health care sottbols are reasons why staff either
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do not join or leave health services in remote sar€dher determinants include qualified
teachers, good drinking water, electricity, roadd txansport (Lehmanet al 2008).

Remote postings may not provide the opportunitaricadequate income for health workers
and therefore may be unsustainable without subdgidgtudy that evaluated the Indonesia
government village midwife program (Bidan di De&&)years after its launch in 1989 found
an inequitable distribution of midwives between amband remote areas. Midwives are
attracted to urban areas because they can gengmbte and sustainable clinical practices
there. Most offer private services outside theivegament working hours, under a formal
arrangement designed to enable public sector peavitb supplement their government pay.
Only in 30% of the surveyed villages the midwifesnaso resident, which is more the case
in urban villages than in remote areas. Assignedwines who are not resident spend less
than half the number of days on village-based @dihivork then residential midwifes, who
spend a median of 20 days per month in the villélgleskowiekaet al 2009.

Health workers uncertainty about their position tad to attrition of the workforce. A study
conducted in the autonomous Navajo region in thé,U8und that non-indigenous health
workers feared institutional reform, namely the gdodity that the facilities would be
managed under indigenous authorities. They werg@datio have less social and financial
benefits as well less decision power. This reforams wited as one important reason for
wanting to leave. Lack of administrative supporstahce from family and friends, poor local
school systems and lack of health care were o#twsons for health staff to leave the area
(Kim 2000).

Health professionals develop a set of individuapiog strategies’ to deal with unsatisfactory
living and working conditions. They choose to wdrk remote areas where income is
‘topped-up’ with financial incentives or the positi provides access to future specialist
training. Examples from Indonesia indicate thatiatly these strategies worked but it proved
expensive and attract providers with ‘wrong’ skdlsd attitudes (Chomitz 1998; Lerbergtte
al. 2002).

Besides economic reasons for retention and atracif health workers, standard or social
norms are equally important and complementary faif 0 be available in remote areas. It
implies that a person’s social background, ethyi@ge, gender, education, values, beliefs
etc. are all factors to be considered for retentind deployment of staff to remote and rural
areas. The individual person needs to ‘fit' with working and social environment. Health
staff growing up in a rural community have beenoemsded with higher probability to
practise in rural areas (Dussault 2006).

Evidence suggests several education strategiea@brhealth level to increase attraction
and retention of health workers (WHO 2009, p.14th%} can be considered for remote
areas:

o To prioritise training health professionals fromailareas as they are more likely

to practice in rural areas

o To have clinical rotations for medical studentsural settings

o To adapt curricula to include rural health issues

o Loan repayment schemes and credits for enteringoaleksident programs can

encourage rural placements
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A major part of the factors at global level thag described in the literature review did return
in the findings of the interviews as shown below.

Field study

Respondents:

12 respondents have been interviewed for the stiotlpwing the interview guide (see
annex 5). Their profiles can be summarized asvialo

Organisational | Health Puskesmas Village | Faith based | Non
level authorities (Mulia and level organisation | governmental
Sinak) organisation
Positions and | Head of HR Manager (n=2) | Village | Religious Director (n=1)
nr. of staff department health leader (n=2)
provincial level | Doctors (n=2) | workers
(n=1) (n=2)
Head of HR
department at
district level
(n=1)
Staff
programming
health services
at district level
(n=1)
Sex and age Male (n=3). 50, | Male (n=3). 37, | Male Male (n=2) | Male (n=1). 43
33 and 34 years| 35 and 34 years| (n=1). 35| 50 and 55 years
years years
Female (n=1). | Female
28 years (n=1). 26
years
Education - Master in - Bachelor in - Junior | -Theological | - Medical
public health public health high college degree (n=1)
(82) (S1) school (n=2)
- Bachelor in - Senior Nursing| (n=2)
public health degree (D-III)
(S1)
- Senior Nursing| - Medical degree
degree (D-III) (n=2)
Working - Since 6 years | - Since 2 years | - Mantri | - Religious | - General
experience in this position, | head of PKM, since 10 | leader and | doctor in PKM
before head of | before nurse in | years bible teacher| in highlands
research several PKM in (30 years) | for 3 years,
department highlands afterwards
working as
- 10 years - Since 1 year |- Kader/ | - Religious | NGO staff.
working at head of PKM midwife | leader, bible | Since 8 year
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DHO, since 1 before working | assistant| teacher and | director of
year in this as nurse in same since 5 | mantri (30 | independent
position before | PKM years years) NGO

in department of
programming
health services

- Works since 5
years at DHO,
before worked

- Works since 4
years in district,
both at PKM and

as nurse in hospital level.

PKM. - Works since
one year in
district at PKM
level.

Tabel 2. Overview of respondents, including age, pdion, gender, education and working experience

The study findings are clustered in 3 groups ofdigcinfluencing availability, which are
according the conceptual framework provided. Thesesist ofthe macro health system,
the micro health facilityand individual health workers factor®Overlap exists between
them, including factors that fthe political, socio-cultural and economic contekhese
contextual factors influence the 3 levels at theesgime and are incorporated in their
respective parts.

The macro health system

Elements of the macro health system include heakistor reforms, regulatory
framework, responsibilities and resource allocatidar human resources for health.
Overlap exists with the micro health facility beatership and career factors have been
incorporated in this section.

Occupied positions for PHC, hospital and administréon in the district

The statistics (DHO 2008) on the health workfontehie district mention a total of 237
health workers with civil servant status workinghe district. A detailed overview of the
composition, distribution, civil servant status asdlucational degree of this workforce
can be found in Annex 3. The following data can ééracted concerning health
workforce deployment in Puncak Jaya.

Distribution
o The DHO consists of 46 persons. (19 % of the distvbrkforce)
o The missionary and government hospital combinegistsof 63 persons. (27 %
of the workforce)
o The primary health clinic in Mulia consists of 3&rpons (15 % of the workforce).

60 % of the total workforce is employed in the cahsub-district of Mulia (hospital,

PHC and DHO). The other 40% of the workforce idritbated over 15 different sub-
districts. In the new 10 divided sub-districts, wha@ew primary health infrastructure is
created, 21 persons (1 %) of total staff works.
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Of the total workforce 75 persons (32 %) work amadstrative/logistic/management
level. 162 (68%) work at curative level.

Echelon:

0 197 members (83%) of all staff receive a salafgchelon Il
0 28 Persons receive a salary in Echelon Ill, 1 ihdkan V. 75% of this group
works at district health office or general hospiéadel.

Education:

The majority of the workforce consists of nursesl anidwives with a
junior degree (called SPK and Bidan ‘A’). Thes® P&rsons make up 66
% of the total workforce.

87 % of all nurses and midwives (N=179) have agudegree.

Of this group, 105 persons (67%) work at primargitrecare level.

58 % of senior nurses, midwives, nutritionists &edlth promoters work
at district health office or in the hospital.

17 persons (50%) of staff with a university degregeneral doctors.
There are 2 dentists for the district.

An additional 8 persons have a university publialtedegree (1 person
has a masters degree).

There aren’t any specialist doctors in the distnor is there a pharmacist.
There is one person with a laboratory degree, twysiptherapist and one
psychologist. They work in the district health ofi

There are only two persons in the districts thateha ‘non-medical’
degree, which might be in administration or manag@m

When we look for the indicators for staffing recumrents set out by the Indonesian
government for its strategy “Healthy Indonesia 20@AoH, Indikator Indonesia Sehat
2010) a table can be created with the availabla, dstsed on the needs for an estimated
145.000 residents residing in Puncak Jaya disfloese includes the main professions in
the health sector, but not administrative and latmoy analytical positions as indicators
for these were not defined for the “Healthy IndoaeX010 Strategy”. These estimations

are made for the public sector and do not inclheeptivate sector, NGOs and FBOs.

Position Available Required | Shortfall of staff | Shortfall of staff
Staff in PJ staff (in numbers) (in ratio to existing staff)

General 17 58 41 241 %

doctor

Specialist 0 9 9 - staff non existent-

doctor

Dentist 2 16 14 700%

Pharmacist 0 14 14 - staff non existent-

Midwife* 82 145 63 77 %

Nurse * 122 170 48 39 %
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Community |13 58 45 346%
health
promoters

Tabel 3. Estimated health staff needs for Puncak Ja (based on indicators ‘Indonesia Sehat 2010")

* Including auxiliary midwives and nurses with ssiadegree (SPK and Bidan A)

0o There is a clear need for university educated ,sta¢pecially medical and
specialist doctors, pharmacist and dentists.

0 There is a quantative need for health promotersijtionists, sanitary personnel
and laboratory staff (The last 3 professions noluidied in the table).

0 There is need for increased stock of nurses andvived, while at the same time
nurses and midwives with a basic auxiliary degraestnbe upgraded in their
educational level.

The registration from the district health authestialso has aggregated data per health
worker if active or not in their position, whethey have been given housing from the
government, and importantly, continuing postgraduaducation. About 24 persons of
these 237 persons, receive at the moment of theaddiection post-graduate training,
ranging from nursing and midwifery degrees to pubhealth management and
specializations for doctors. These persons arénnibeir post in the district. A further 18
persons have a status of being ‘non-active’.

During the interviews with staff from the provintiand district health authorities, the
findings below were found.

An administrative staff responds that in the di$fril52 persons currently have a civil
servants status, plus 42 that have a temporaryaminthonoraire’ status.) These 42 are
not included in the civil servants regulation.

He analyses: We see that we have shortages of all positions dpetifically for
laboratories and informatics personnel, also theatmumber of midwives and nurses is
too few”.

According to him the 152 staff are present at tip@isitions but that it requires control
and coordination from communities and sub-distritissee if all staff is actually
working. In the new sub-districts staff is onlgeigular present.

Another person explains that the problem is that:

“We have way too few workforce in Papua and withited competency. It's both a
qualitative and qualitative problem. The health Wforce is clustered in the cities and
not well distributed.”

And also: We are analysing the workforce needs for all tregritits. We depend on the
central government to allow new civil servants éorécruited”.
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A manager of the Puskesmas observes that he haglestaff, but that in the newly
created districts more trained staff is requir8there need to be 3-5 skilled nurses per
clinic but that’s far the case from the moment”

One of the priests mentions that the churches Hagadats in the past where ‘mantri’
were working; Only 5 of these mantri still are lag¢it health post. Mantri that still work
there receive a small compensation from the govermm

Salary scale and salary developments

The salary depends on the echelon (level of edutatius position) someone has in the
civil (health) workforce. This is uniform all ovémdonesia and regulated by presidential
decree. The range is between echelons I till I\e @kecuting staff, nurses and midwives
are in level Il, PHC and hospital management, healithorities staff are often in level
[, while the head of district office is in echeldV. These echelons consist of 4 sub-
levels. Positions are set and regulated from a eeivant department. Position and
echelon change has to be suggested by this depdytpaet of the local regent’s office,
which then has to be approved by the central deyeentt at national level.

During an active civil servants career, salary eases arstandardised. Regarding the
fixed salary within an echelon each second yearetie adaptation to inflation, for all
civil servants all over Indonesia. There is a sditediincrease in salary or echelon related
to working experience a certain staff member has.

Increase in position (and hence echelon) dependtherevel of education, as well
available positions in that district.

The basic monthly salary for the civil servantsusnmarised in the following table

Echelon Salary per month in IDRp. (1 USD= 10.000 IDRp.)
IA 760.500 - 1.021.700
IB 820.200 - 1.077.100
IC 854.900 - 1.122.700
ID 891.100 - 1.170.200
A 961.000 - 1.398.000
1B 1.036.400 - 1.457.100
Inc 1.080.300 - 1.484.700
D 1.126.000 - 1.583.000
llla 1.200.600 - 1.726.700
1B 1.251.400 - 1.799.700
nc 1.304.400 - 1.875.900
D 1.359.500 - 1.955.200
IVA 1.417.100 - 2.038.000
IVB 1.477.000 - 2.124.200
IvVC 1.539.500 - 2.214.100
IVD 1.604.600 - 2.307.700

Tabel 4. Basic salary scales for civil servants iimdonesia 2007 (Presidential decree, 2007)
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All over Indonesia the salaries scale is the saméhie civil servants but it is not related
to the living costs of the region. One staff frohe thealth authorities respond@ur
salary alone is not sufficient, as costs of livarg very expensive here”

One of the managers of the puskesmas explase ‘tan increase in echelon depending
on position and experience. This is usually afteerg 4 years. Maybe | have to move to
the Dinkes (DHO) if they have shortage over th&tatation is not on fixed rotation but
depends where there is staff shortage”

According to a respondent the church had healtksgbat were paid by the mission, but
these all have stopped; some of these staff hasfénraed to a civil servant position, and
started working in the primary care clinics of tfvernment.

Most of the salaries arrive on time every month, ibdepends on available transport to
the sub-districts.

The doctors have a separate status; one is asgwiant; the other has a temporary
compulsory status (PTT) for 6 months that can bereded. The PTT doctor receives
salary directly from central level. The salary RFT staff is different from other parts of
Indonesia because the district is in ‘a very renat=’. This is a difference with fixed
civil servants.

(Non-) financial incentives

While the salary is fixed nationwide, each distdefcides it's own incentives for staff.
For Puncak Jaya, a financial incentive of 300.000-800 rupiah is provided per staff;
Dependent on the echelon they are in.

According to some respondents this is mainly daneaver the high living costs in the
district. The Puskesmas also have operational hsidpat are partly used to provide
incentives for regular outreach services, but &tsattend deliveries at night or in the
villages. The current incentive scheme was intredu® years ago.

The district human resource manager explains theggs of the incentives as follows:

‘We send salary and incentives to the ‘old’ puslkesiand monitor it via the camat (=
head of the sub-district) office whether staff ¢tivae. We can stop their incentive if they
are not at their place, as these funds are diretteserve the people in the community’

The VHW, whom are not employed as a civil servaegpond that they receive a
standard ‘honorarium’ per month. This is also madadrom the Puskesmas. These
VHW mentions that the honorarium is about Rp. 5000100.000/ month. The

disbursement is irregular and can be delayed Sewenaths.

The PTT- doctors responded that they receive aenine from central level on top of

their salary as they have to work in ‘a very rerhaiea. They receive extra incentive
from the district for their work and an incentive tover the expenses of not being
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allowed to open a private clinic. All medicationsdahealth services are free of costs
under Papuan autonomy law. The district authoritiencially compensated this loss of
income from private practice so as to retain thetals.

The manager of the health services explains thaft st district health authorities,
hospital, managers of puskesmas, doctors as welk senior nurses and midwives live
in a‘rumah dinas; This is housing provided by the district authestand can be seen as
a non-financial incentive also to retain staffte district.

It has been observed by the researcher that @wlasts receive a proportion of staple
food as incentive, like 10 kg of rice/ month, bug respondents have not mentioned this.

Dual positions

None of the participants mention to have a secpngdte) job and their work as a civil
servant is the only position they have. For the VHMjficultural sustenance work
remains an important part of their daily needs.

Career development of health staff

Administrative staff explains that selection focigil servants position is via a test or it is
possible that existing contracted staff is propdsgdhe civil servant departments to be
included in the government ranks.

Since 2003, government regulations stipulate thataf must have a formal degree, like
that for a nurse or midwife. All SPK (auxiliary deg nurses) and Bidan ‘A’ (auxiliary
degree midwives) must be upgraded to a formal @Alirsing or midwife) degree over
time. Over recent years, the district governmerd band staff to these postgraduate
trainings. 24 persons receive this training in 2088nding comes from the district
government. As places are limited in the provinemjority of these staff continues
training outside Papua, mainly on the islands v Jnd Sulawesi.

The provincial human resource manager notes:

"People don’t want to stay longer in the villag&hey feel that after having received a
better degree they have the right to stay at céwulisdrict level”.

The managers at provincial and district level exgd that they themselves had also
received further education, respectively mastedstathelor degree in public health. For
this specialisation the local government finandesit.

One participant noteSThere is a number of midwifes with knowledge ip®a that are
not productive. The village midwife plan from befalid not result in a stable workforce
that remained in the district, as a lot of them ned and then joined their husbands in
the city".

Doctors come from other parts of Indonesia and dwgeeto return to their original area.
During a period of 6 months — one year, they chdosaccess the PTT program. The
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doctors responded that is useful for them to gaditfor working in remote areas, getting

experience, save income for future specialisatidrere are also 8 general doctors that
have a fixed civil servant status in the distriBame of these doctors receive financial
support from the government to continue specialdycation.

The following was said about it by one of the dogtand civil servants in the study:

“I am civil servant since 2007. | would like to loece a specialist, but this is expensive.
A district can help (financially) but it depends thve authorities First | wanted to become
a paediatrician, but because of my age | am nonkihg to become a neurologist. | think
to reunite with my wife, and return to the proviwgdeere | come from”.

According to the provincial health manager; the hamof colleges for (para-) medical
professions has increased in Papua, and they motlyce graduates that can work in the
remote rural areas. He explains:

“The nursing and midwifery school do not producewgh staff yet, especially not for the
village posts in the rural area, It is importantathPapuan people get trained for these
positions as we will not be dependent. We neethpoave general education before for
our local people, so they can enter these schools”.

And for the midwife program the provincial healtlamager says:

“We want to recruit 200 midwives for this. As tlexial and cultural conditions of this

province are so specific within Indonesia, we caattruit from outside Papua as these
migrants won't feel at home. We need to do thib Vaital people. We can't train them
here, as we don’'t have enough capacity but thefi sehd them to Java for further

training”.

Some respondents mention that a current healtbypplan by the provincial and district
health authorities is to open nursing schools sttidt level to guarantee local education.

Participants explain that (para-) medical educatias become expensive. It is hard to
enter, especially if one is not in a civil servagsition to receive a grant from the
government. To enter the civil servants rank viast, one at least needs to have a senior
high school degree. Staff that doesn’'t have a forpasition like the village health
workers can’t enter formal health education as thek the financial support.

Health staff training
The managers realise that continuing educationdweted and monitored in the district
itself is important in upgrading the capacity of tealth staff

“We like to focus this period on the puskesmad,stat to send them to other places but

to do more on-the-job training. Maybe a NGO canoalelp with some managerial
trainings, so that we can improve our functioning”.
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The managers lacked managerial training and said:

“We didn't receive training on health management atrategy until now, we have
limited skills and capacity”.

The provincial human resource manager explainetl deaentralisation of the health
services also had its impact on the health stafhitig that had diminished in quantity
and quality and now have to be organised for alpathe districts themselves.

“Before everyone was trained and prepared at promhlevel, the health staff came
from Java and then were better prepared here fonagament and to work in the local
situation of Papua. Now they leave unprepared dliyeo the districts”.

The VHW and priests stressed the relevance of itgsn and program earlier
implemented by the missionaries and by NGOs:

“I have learned a bit about certain topics, butlistequire more. There are no regular
planning and meetings with the puskesmas staff.tfE@ng that is given comes from
the NGO”.

Leadership
Leadership and supervision are linked to the lazgacity of managers, as well the
policies of the organization in place. The provahtiuman resource officer explains:

“It depends about local leadership, directly fromethead of districts. Capacity for
management is often missing, including financedat@o. In some districts local people
need to learn how to manage the health services,tbdead. They need to learn how to
be accountable for the funds they receive. We teestbnitor this process”

Capacity on management of health services is cel@tghe reform in the health sector.
The manager of the district human resource depatteeplains that the hospitals have
become autonomous and are managed directly by istiecd civil service office. The
district health staff salary is paid and coordidaby the same office. With the creation of
new sub-districts and districts more administrat@pacity is needed, as is explained by
this manager:

“We now also work for future transition of staff ttee new district, as they need support
for that. It is unclear who will move to the newtdct. There are always limitations with
new districts. We began here with 3 persons hereall It takes time to develop new
resources.”

The physical remoteness of (new) clinics and lichitmeans of communication is

mentioned by staff from the health authorities adidics to be a hindrance in the
supervision process.
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The director of the NGO explains the decentralsatiransition in health services as
follows:

“The management system has changed, both in ati#®&and in Puskesmas. Before they
had more systematic and clear program what to dbaaigh it is a more centralistic
program from province to district. These staff lagkidance how to manage the
services”.

PTT doctors fall directly under the managementhef district health officer. Regarding
the medical management of cases they have to depetitemselves, and seek guidance
with colleagues from the hospital or from the Indsian medical association, whom are
responsible for the registration and quality ofpitsfessionals.

Interpretation of results for the macro Health gystfactors

Most of nursing and midwife positions in tbeginal puskesmas are occupied. Because
of the subdivision of districts, due to decentri@n, new puskesmas are opened that
require extra staff, especially nurses and midwiRessitions for staff with special skills
and education are still open for the original pgshas such as nutritionists, laboratorial
workers and specialist as well generalist doctorsife hospital.

The shortfall presented analyses health staffoétsd’t explain a shortfall of supportive

administrative and management staff. Howeveratft lse seen from the district data that
staff with specific administrative, financial or megement education is (despite two
exceptions) absent in the workforce.

With subdivision of districts, more administratisad managerial positions will become
available. Because the administrative processadf ahd echelon mutation (as it has to
be approved by central government) takes time,enargl midwife positions at health
centres factually are temporarily not occupiediakes considerable administrative and
transportation time before a new staff occupiegthstion.

For the respondents (non)-financial incentives aweeha role in stimulating health staff to
be retained and work in remote areas. The (nomahtiral incentives have a role for
persons in wanting to be a civil servant, as iterevexpensive daily food and
accommodation expenses.

Leadership and supervision are crucial for goodtioning health services. Health staff
receive continuing postgraduate training to imprdveir position and capacities. They
become then staff in management and administratégions. Their education however
contains limited elements in organisation and mameamt of services.

Due to reform in the health sector (decentralisadiad new sub-division of districts), a

monitoring and evaluation framework, as well acdability framework have not yet
been well developed
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The micro health facility

The factors presented here work out practices gailbdility of resources at clinic level.
More specifically it looks at staff involvement grecisions and cooperation by health
staff with village health workers and the community

Standards of procedures

According to the administrative staff, standards pobcedures and job profiles are
available for all positions at provincial and distrauthorities’ level. Other respondents
mention that they are not available at the Puskesma

Staff involvement in decisions

The respondents explain that the staff of one mmks comes together monthly or at
one puskesmas once per three months. The last sathe at DinKes level, During this
meeting the service results of the last period drared. It is often a moment when
division of incentives is discussed. One of thetdios answers:

“Staff comes together every month. | don't normg@diy these meetings because it is
always about finance and salary”.

The primary health care workers don’t meet on r@gbhsis with the health authorities.
Their link is via their manager who represents them

Cooperation between health workers and the communds
Several things were said. A local health staff wagkor the district authorities explains
how government health services are functioning $iéearated pillars:

“Now in the government, we communicate not welughowith churches and the
community. We need to understand and include theatt churches in our
communication”.

He also expresses the transition from a more tosmdit society to a modernised one with
an administrative government and financial issuds. explains the necessity to
understand the values of both systems and howitldee integrated:

‘Before, people brought materials and vegetablesnfiall the villages. They exchanged
these goods, but as we have our own district tdags, we need to pay everything and
this is very expensive. Before it was a lot easféhen a tribal head or priest spoke,
everyone was listening and following. Money hasatged a lot, but for our tribe here,
the Lani, it is also good to learn how to deal wittoney, how we can safe money for
instance when someone has to deliver in the hdspithhow we together can collect this
money. We need to learn from outsiders about thMgh our high social nature we
voluntarily help other people. This is what we dnf our nature’.

The provincial health manager promotes integratibrivil servants in the missionary

hospital, as this could bring the services closethe people. Technically integration of
civil servants is already the case for the misdmmspital in Puncak Jaya, that has
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employed existing, older, health staff under alcsgrvants contract. There is some
opportunities as the manager expresses:

“We have already one good example from the highdaMhybe it is possible if there is a
clear agreement between FBOs and DHO, but they teepdy additional incentives for
health workers to work in their services”.

One of the priests in the district mentions hedwally working in an organisation and
proposal to revitalise the missionary hospitalhe district, He is looking for cooperation
and funds into this, but he doesn’t see directipdgies to work with the government.

For non-indigenous staff the reception of the comityudepends on the situation, but is
in general good. They express their opinion:

“We get enough support from the local communitye Tdnguage is a bit difficult. We
need to try to understand them in their own languah can speak a bit of Lani
language”.

Perception and attitudes play a role in how hesti#iff and services are accepted. Some
participants replied the following:

“Because of the knowledge of the community thaffiscted by HIV and depending on
attitude of the health staff people accept the isesvor not. Because the persons in
government hospitals never smile or talk, the paforh thinks the services are less”.

“The community doesn’t want to go to the distriospital, as the doctor doesn’t care for
them. Doctors just arrive, and leave quickly agaire only enter to die in the hospital”.

Cooperation with village health workers

There is a consensus from the managers and adraiivstofficers that cooperation with
village health workers is important and should beoeiraged to reach the community.
One of the managers explains:

“It is important to train new local persons in threw plan of one midwife plus 2 village
health workers per village. (This is a new healthiqy called ‘Desa Siaga’). We need to
find a type of policy that is supportive for tha@iwvolvement. We need to be close in their
villages so they don’t need to come each timeedalistrict”

The director of the NGO also sees the same vabdom to work with village health
workers:

“It should be the same person that combines bathcal work, like the mantri does, and
community work (helping immunisation, growth mamitg, prevention). If there could
be a group of these persons in a village it woilkse experience is that the missionaries
before trained local health workers, that were eeti
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The doctors have mixed opinions about working togetvith the VHW. Doctors are not
so much involved with trainings but see some bé&ndfi the cooperation. They express
difficulty in adapting to the practices of the mant

“We work well the mantri. We need to adapt to waikh them. Unfortunately a lot are
not worthy to receive the financial compensatiandbat they do”.

The VHW would like to learn and cooperate, and @ameayal the cooperation with the
primary care workers is good. What is lacking,dtual time spend with the health staff.
Only registered village health workers are autheatito work together with health staff;
as explained by one of them:

There is a traditional birth attendant that woullld to join these monthly services, but it
is forbidden by the Puskesmas. We cooperate wtill ttwve midwifes of the Puskesmas.
However, they only come once a month for this padyaThey come to do the antenatal
care checks, and then they leave”.

The church representatives also would like VHW #® rbhore involved in the health
services. They have a basic level of health edutdhat is rooted in the training by the
missionaries. VHW should cooperate with the hesti#ifif, because there is a value in that

“The health workers must relay and cooperate wiith indigenous village health workers
to translate the explanation of treatment to thegde, this is very important so they can
understand”.

Interpretation for the micro health facility fac®r

A clear division is seen between government, chamctt adat (customary) structures.
These elements of society are quite separatedroiinial and district health offices the
wish is expressed to work more together with FB3sthey have been able in the past to
manage proper services and the community hasitrts¢ém.

The village health workers participating in thedstinave a willingness to cooperate with
the health clinics. At managerial level there isoalillingness and even plans to bring
health services closer to the communities by inaignt of these VHW.

Individual health workers and living circumstances

This part talks more about the motivation, persairates, family conditions of health
workers and the living circumstances of health woskhat enables them to work in such
arural area.

Motivation and job satisfaction

The managers and staff at provincial and distegel express to be motivated in their
work. They say to have several reasons to be ntedlyamongst others because of a long
history of employment and building the health worke in this remote area, two of them
feel responsible for building their communities tlaesy are originally from this area.
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The VHW and priests mentioned serving god and dleallcommunities as main reason
to serve the people. One VHW said:

“Because of God. To give services to the commuingsew up in this community”

The doctors, including the director of the NGO @g3 several motivational reasons to
work in this remote environment. The first is thhey feel that they can serve and
experience some of the remote communities in InsianeThe second reason is an
opportunity to save funds for future specialisatim gaining credits for it by working in
a remote area as PTT doctor. The NGO doctor said:

“I decided to stay, | don’t know (laughs). | feeddn do more things compared with other
places and at that time | was still planning foesalisation. For collecting my funds |
started to work for an NGO”.

The question on job satisfaction has triggeredngeaof responses. The most common
reason in work related difficulties on day-to-d&ydl was lack of logistics, (medical)
tools, transportation and means of communicatidre distance to the villages is far, and
often can only be reached by foot. One of the @igdnts said:

“Its very hard to get human resources here, as thaye to walk. If the roads already
improve, it would be a lot easier to get to théageés”.

Most of the health staff, including the managersntio&s missing supervision and
monitoring from superiors. The doctors and villdgalth workers feel not supported in
their work.

Electricity and water provision limitations, difeat languages spoken and safety of the
premises were cited as hindering good servicegamdatisfaction. In this regards there
were comments about how to reach the indigenouslatqn.

“There are a lot of difficulties to work here, omeeds to learn and adjust to the
language, secondly there are limitations in medaratand tools available. Thirdly is
maybe the culture of the people, we need to adapite customary laws of the people
and their traditions. For instance, we need to dlawhat our objectives and what we do
as health workers”.

Despite these difficulties, health workers make Hest out of it. A manager of a
puskesmas said:

“I am satisfied with my work despite the constraimf the district. 1 would like to
improve availability and services of my staff”.

The provincial manager mentions that both a quatité and qualitative lack of health
workers leads to a higher workload for other staff:
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“The replacement time of doctors is too long, ploemain empty from 6 months to one
year. It is important that local nurses can do sdask shifting to overcome these gaps in
medical positions”.

Social services and living conditions in the villags
Basic needs are available but prices of commodéresa problem for staff working in
these remote areas. The head of puskesmas Sinadsexpas follows:

“The social conditions to live here are good enougd well food that is local available.
However there is lack of variation and needs ofamals like food that we have to bring
from outside. This is expensive (food, fuel ets.ransportation is via planes. There are
no real social services in Sinak”.

Access to basic services as running water andrieiecis a problem, both for the health
staff as for the VHW. A VHW said:

“We have needs. There is no water and we need gigreslean water to enter the
village”.

The same VHW also expressed that for him it isialiff to stay in the village because
there is no education for his children there:

“I have three children. They can’t go to school @ese there is no teacher”.

Non-indigenous staff expresses the difficulty ofnging their family to the district
because of the social conditions, a doctor said:

“I am not married yet. To live alone is possibletins area. If | would have a family |
would go somewhere else, with better educationilpidtiss, like a city. Costs are to
expensive here”.

Some respondents explained the role of the chuarsbgiety:
“I am protestant. Most protestants (GKI denomina)icare migrants. We often come
together for worshipping and festivities. If welfiemely we don’'t depend on ourselves.

We can find accompaniment with other people thatpart of the church community”

Security
Security is not a direct concern mentioned in tierviews.

Only one respondent didn't feel secure at his curmeorking place or to do outreach
activities. He expresses:

“I don’t have courage to go to the village as mydb colleagues that work already

longer time here advise me not to go. They saytbdobecause you are new here, please
be careful”.
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Customary warfare is something to take into accomhén sending health staff for
outreach services. Health staff cannot visit anéaey are originally from a local
indigenous clan that is in conflict with one otleéan in that area. The manager of the
PKM says:

“Warfare between local clans is a problem for abidion of health staff.”

The local priests see that fear of the unknown iisagon for health staff not to visit a
remote village:

“For non-indigenous health workers it is heavy talkto the villages and they are a bit
afraid to rely to indigenous population, originabm Papua”.

Access to villages and services

This remote area remains, by way of it's its mountas, jungle-covered geography, very
hard to reach. Most villages out of the districeshé¢o be reached by foot. Alternatively,
irregular missionary operated airplanes can relaghmtain villages.

For the VHW,; it is expensive when they have to gahe cities for services. One VHW
said:

“From here it is far to the Puskesmas, if someoasg imoney he takes an ojek, otherwise
he walks. When someone is sick it is expensive to the city, 30.000 rupiah to go and
30.000 back is too much for people here”.

VHW and the local population are used to walk Idmjances to reach markets, and were
also willing to walk long distance for their hea#iucation.

“We received training from missionaries during 6miits in Mapenduma. 3 persons from
this area received training. All other nurses wé@n other side of the mountain. it was
4 nights and 4 days of walking” .

The managers of the Puskesmas in Mulia and healfhoaties state clearly that the
remoteness is a hindrance to the execution ofthealtvices:

“The distribution of TB-Dots medicines is not regulClinic staff cannot reach remote
villages”.

Interpretation for the individual health workersafiving circumstances factors
Difficulties to fulfill one’s work are related tan array of difficulties. In resume one can
see that these are related twganizational factors like logistics, management,
deployment of health workers, attitude of fellowrk&rs and then also contextual factors
like communication difficulties with patients th@hder good services.
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Living costs are high and despite the access tgebigharkets, that brought more food,
(social) services for the villages were not devetbplongside. This makes it difficult for
health workers to stay with their family in the lades, hindering retention of health
workers.

The church plays an important role in creating aseeof togetherness and shared
experiences in this remote area. However, indigeremd non-indigenous populations
visit different church denominations. Interactiosteen those religious denominations
is little, which implies that its followers not ity visit each-others communities. This

could have a negative impact on integration oftheabrkers.

Security is not a main reason to stay away fronwvtli@ges, as is explained by the health
workers. It is more of a perceived risk then tHad security threat itself.

Remoteness of villages is related with the difficélivery of services that is hindered. It
can be a push factor for local health workershag tannot access the basic education or
other services needed by their family.

Discussion

The discussion on the literature and findings tegarised in the factors that may lead to
a shortage of available staff. Availability encorspas health staff attraction, retention
and presence at a health post.

Macro health system factors influencing availabiliy

Decentralisation of health policies has a conshileraffect on the availability of human
resources for the district of Puncak Jaya. It hafoaitive effect as it allows local
government districts to invest in their health sggg and health staff. funds are now
available for the creation of new hospitals andkpamas, with the recognition that these
services needs to be equipped with health staff hlas the competency to provide
qualitative health services.

Decentralisation resulted that public funds for Health system ‘diluted’ over a larger
amount of districts and sub-districts. It createsrenadministrative posts as the amount
of district health offices as well as primary hbatentres increased. These new positions
have been occupied with available staff in theridist that were promoted to these
positions. At the same time nursing and midwifepsipons in the existing and new
puskesmas have become vacant and are not occugtied y

The district government provides financial inceativand scholarships for postgraduate
education to overcome the high living costs in digtrict and retain health staff to work
in the remote area. Financial interventions toimessaff for the district are limited as the
district government being not directly responsilite the salary administration and
remuneration of the civil servants, as outlinedbther studies (Heywood and Harahap
2009).
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The findings indicate that the health workforceckton Puncak Jaya is, according to the
target indicators for the ‘Indonesia Sehat 2010’aipsolute need of competent and
qualified health workers. Besides the numeric galbrof nurses (39%) and midwives
(77%), there is also need fquality improvement as large proportion (87.2%) of them
have an auxiliary degree and are not officiallyradied to work as a nurse or midwife
under new regulations.

It is arguable if the proportion of health staff Puncak Jaya needs to contain so many
administrative and managerial staff. With so mamyv nsub-districts, the population
coverage of a puskesmas decreased considerably.sEnee at the maximum 5.000 —
10.000 population, much less then the 30.000 egecsaWhen applied to health workers
needs in the workforce; it might be more effectivanvest in the existing workforce of
auxiliary nurses, midwives and even village healibrkers then to provide each
puskesmas with its own manager.

The civil servants working in the missionary hoap#re an old-stock that will not be

replaced by new civil servants. Some respondemygestied staff in FBO of NGO clinics

to receive civil servants status as to have sumténhealth workforce presence in an
area. This is not possible under current natioegdilations

The findings make clear that retention intervergiolike obtaining credits for medical

resident programmes and ongoing education for lbeallth professionals have been
implemented in the district. Some doctors are etttich by the provision of civil servant

positions and financial support for future spesmtion. It is however expensive and
evaluations in Indonesia were not positive regaydie longer-term retention of doctors
for rural areas (Chomitz 1998). The long-term dffg#fcthis strategy for the district cannot
be defined yet.

The evidence for financial incentives to attractltie staff to work in a remote area in
developing countries is not conclusive (WHO 2009,7p The evidence from Puncak
Jaya demonstrates that financial incentives dacitthealth care workers. However,
under a weak regulatory and supervision framewagrkdmrlth management, it does not
lead to improved presence of health workers antityud care at health facility level.

Factors at the micro -facility affecting health woikers availability

For Puncak Jaya, one can distillate from the iméevs that attraction of health worker is
possible with incentives and increased trainingpot® To have health care workers
being present at their services remain challengéeen findings are compared with the
civil servants data, one sees that there are pewplée civil servants payroll that have
not been at their position for a long-time.

The respondents in the study reflected the needhtve stewardship by their managers.
These managers miss the skills and capacity teatafédy manage the staff. They have
received limited training in this, and due to tlapid decentralisation, they arrived in
positions where they have not always been well greap for. Job satisfaction and
motivation of health workers is amongst othersteelao the presence of a supervisor or

32



manager who provides guidance and is an examplts tstaff (Willis-Shattucket al
2008).

The findings reveal that there is lack of tools atgiipment at the facility to proper
provide services. Especially in the peripheral digbricts medication was often missing,
as well as nursing materials.

The respondents mention that cooperation with icelgy and customary institutions is
thought to improve motivation of health staiKey persons in this regard are the VHW,
often trained in the missionary hospital. They barbridging’ persons towards the local
population as the VHW have all links to the goveemtn church and customary
structures. While not all of these ‘mantri’ couldter the civil servants ranks after the
introduction of government health services, theyengble to practice at village level and
receive compensation for that. These VHW take otasks that fall under the
responsibility of the health staff, but are notqasely remunerated or supervised. This
problem is more often described in task-shiftingtsigies (Lehmanet al 2009).

Another workforce strategy is suggested by the manaf puskesmas Mulia whom
promoted in his thesis for scheduled position rotet within the health services in the
district. This could stimulate workforce to remaworking in this remote area. The staff
then ‘shares’ the burden of working in a remotetpmss (Krembo 2006).

From the interviews it becomes clear that partibgraeof staff on decisions is limited. It
entails a three monthly feedback on the resultshefservices and is often about the
division of incentives over the staff. Lack of peigation can have a negative impact on
job satisfaction and motivation, and consecutitelyetain staff for the district (Willis-
Shattucket al 2008).

Determinants at the individual level affecting heah worker availability

The main difficulty for health workers is the hidikting costs in the district. Although
health workers receive a financial incentive frdm tistrict government on top of their
salaries, the respondents express difficulties rmogehe daily expenses they have for
food, kerosene used to cook the food, telephoneraoritation etc.

There are several other factors that play a role.imAportant one is the availability of
facilities to support a family, like education, g, running water, electricity,
communication etc. This is available in the centif of the district, but very limited in
the sub-districts. It can explain why staff is offer longer time not at their post in these
remote districts. The gender aspect is also impbrfhe system doesn’t address the
needs of female staff to take care of their childoe to feed her family. Female staff
posted in a remote position, like the village mitda (with auxiliary degree), return to a
more central place to join husband and family éytlare not specially supported and have
the facilities to live in a remote place.

The participants expressed the importance to haeesa to religious services and
communities that fits with their beliefs. It caropide the motivation to remain working
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in an area. At the same time ethnic backgroundeafth staff must be considered when
allocate staff to a village as it could potentiahd to conflict between members of
different indigenous ethnic groups.

Contextual factors influencing availability

The district is geographically remote, mountainansl lacks key infrastructure, so that
logistics and transport requires much energy amgiderable time of health staff. This in
itself is a main challenge to retain health workerghe district.

The experiences of decentralisation in Indonesiactihg available health staff as
described in literature review are emphasised bysthdy findings and policy context of
this study.

To guarantee competency of health staff is oneglsons that the government initiated a
regulation that health staff must have a formakimg and midwifery degree (D-IIl). The
district government indeed invested in providing thducation for part of its workforce.
Upon graduation, decision space on staff absor@iah mutation to a senior position in
the civil service being at central level, delays ttaff allocation to a new position. This
results in a proportion of staff not to return be tdistrict but rather chooses to stay in
urban areas, while still receiving their former ibasivil servant salary. This salary is
often not cut because of the limited monitoring antbrcement capacities.

In Puncak Jaya are limited possibilities for préevgiractice. Only doctors receive a
financial compensation for not being able to opgmiate practice. The findings indicate
that health staff for economic reasons might lethes area and seek employment or
alternative income in urban areas.

A large part of the Papuan province is inhabitedahyindigenous population and the
province already has a special autonomy within réeublic. Indigenous people have
special rights and needs to guarantee their spoméction. Adequate resources to close
the gaps for indigenous health are needed (Grawg\Kang 2007). This suggests that a
specific strategy is needed to overcome the shertddhealth system recourses in this
area.

Non-indigenous staff is rather unprepared aboutldbal conditions and culture when
arriving newly in the district. Most of them domréceive support for that from health
authorities level. The same applies to the indigsnpopulation that has limited
knowledge about the culture of the migrants, esflgcias the social change has
embarked on this population so rapidly.

Strategies that address trust building dialogue @modide socio-cultural education for
both indigenous and non-indigenous health workers kkey community leaders could
improve availability and acceptance of health woske

It is observed that the organisation of the hesygtem is not aligned to the local cultural
context. For instance, the organisation of a hesdtlvice via posyandu at village level is
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not in line with the traditional social organisation ‘parishes’ and ‘hamlets’ (Hayward
1980, p.41-58). Parishes by nature oppose neighfgpparishes, but may be situated in
the same village. This could also hinder mothergiga services in the other parish, and
at the same time hinder health staff to visit aass especially when they are in warfare.

The security point is less of a problem then ifiitiaxpected. Although health workers

have some fear and distrust to visit certain comtias) a true security threat for health

workers is not there according to the respondéwts-indigenous staff, when residing

longer in an area, can get more accustomed tata¢ practices. If indigenous people are
explained well about the objectives of health woskand recognize these as beneficial,
staff is welcome and safe in the villages. Unfosttety, incidences of armed conflict fuel

distrust and fear of visiting remote communitiesl &imder staff to be available in those
positions.

Reflection on research methodology

This small scale purposive-sampling study with apith interviews that followed an
interview guide, as well the inclusion of a litens review on the factors, proved valuable to
research the objectives. The original interviewdgucould have been more specific on
attraction, retention and availability of healtlafgt In that light focus group discussions
would probably provide additional valuable data.

The study population was limited in number andwell gender balanced. Unfortunately, a
lot of nurses and midwifes working at PHC level everot available at the time of data-
collection. In this; the study misses valuable datandividual health workers factors to be
retained for the district.

The major limitation of the study is related toeintiewer bias. The main researcher has
spend two years as NGO coordinator in the disémct, despite all efforts during the design
analysis, he was not a neutral observant duringitine of the data collection. His position in
the district influenced the answers by the respotzdeAt the same time the Indonesian
language capacities of the interviewer made thaiesimformation got lost ‘in translation’. In
reflection it would have been better if an indepamdresearcher or autonomous research
assistant that speaks fluently Indonesian condubeeéhterviews, data collection, coding and
analysis.

Conclusions

The literature review and findings have indicateztedninants at several levels that
influence the availability of health staff in rurahd remote areas. Districts have limited
‘decision space’ on right-sizing their workforce deployment caps for new public health
workers are set by the central government. It Srttilie total expansion of the workforce
in Puncak Jaya.

As the private health sector is often not developedural areas, both the study and
literature indicate that (new) health staff is inetd to work in urban areas. Without
special strategies set by the government, daiipds costs are considered too high for
employees to be retained or attracted to work iial rareas.
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The local district government can attract healthffsto remain in the district by
stimulating ongoing education and career developropportunities. These efforts can
be fruitful, as is shown by the doctors and midwitkat are now specialising and are
scheduled to return working in the district.

The literature and study demonstrate that incestalene are not sufficient to have health
staff be available at their position. Without clsapervision and a regulatory framework
from health (facility) managers, staff might be mpoésent at their position for a longer
period.

There are both absolute and relative needs fortthgabfessionals. Highly skilled
medical personal as doctors and technical persameatequired, as is the upgrading of
auxiliary nurses and midwives to a senior degreéh Wicreased output of medical
schools and nursing colleges in Papua, this coaildidble for the next years. The quality
and accreditation of the education is a point terdion.

It is arguable if the proportion and distributiohtiee health staff in Puncak Jaya requires
a relative high number of trained administrativaffstor that more education and

strategies must be invested in having trained dsctaurses and midwives working in

remote postings. It will be probably both, but thet deserve a priority in this remote

area.

Before 2000 the missionary structures provideddadlgi the only health services in the
district. Most of their services have stopped. a&tf their stock started working in the
government structures. Current regulations do Hotvanew civil servants to work in
faith-based organisations.

Village health workers are often trained by thesssmnary structures and are valuable
‘bridging’ sources that in the current system aretéd involved in the health services.

At individual level, the availability of (social)esvices as schools, churches, water,
electricity, availability of essential food all gla role for health staff to remain working

in a remote position. Security is another pointatention in this area confronted by

regular flares of conflict.

The aspect of gender aspects influencing healtfi atailability came not forward

clearly in the study. Literature indicates thaisiimportant to address the specific needs
of woman staff to remain available in the disthetlth services.

Recommendations

Recommendations can be divided into policy and ame$e aspects. The policy
recommendations are mainly for the national andillatistrict health authorities to
consider, but are also valuable input for the N@@& FBOs working in the district.
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The policy recommendations can be divided in howttact and increase the number of
available health workers; how to retain the worka@ready available in the district and
how to improve the presence of health workers betribeir post.

The attraction of health workers is related toah®unt of civil servants that are allowed
to be deployed by central government. Legal opmaras within Papuan special
autonomy law could be explored to increase theisi@t space’ and consecutively an
increase of workforce for local district governngentStrategies could include
‘contracting’ health staff, having compulsory plawnts and by creating career credits
and finance for doctors by entering a residencersehand consecutively an obligation to
work a minimum amount of years in the district.

Regarding retention it could be explored if speaatonomy law allows FBOs and/ or
NGOs to fill vacant positions and health servidess not a final solution, but could be
one of transition while building up the workforaeethe district and province.

Village health workers could be ‘contracted’ mooenfial under government regulations.
They can link between non-indigenous health worlerd the traditional communities.

Task shifting of basic medical and nursing careenradfinancial-, education - and career
scheme could increase availability of local hepkhsonnel as well at improvement of the
health services.

It is beneficial to invest in ongoing education focal health staff, both nurses, midwives
as well for analyst and medical staff. This mustlude a regulatory and supervision
framework that set conditions of the ongoing edocatwith a compulsive amount of
years that staff must work in the district upondyration. Frequent contact between
health authorities and education centres is netalsde the progress of the health staff.
Accreditation of these education centres, includimg scheduled new nursing school in
the district requires attention.

Local health authorities and NGOs could work togetit management and facility level
to provide capacity in management and human resaofermation systems. At the same
time authorities and NGO'’s could be actively imvadwvith FBOs in providing dialogue,
trainings on socio-cultural elements of the popatats well specific living conditions in
the area.

Stewardship and motivation by a health manager acteange a lot regarding staff's
presence and performance. These managers mustvée tie tools and authority to
either stimulate or sanction health staff to besen¢ or when absent from their positions.
It is suggested to consider a rotation systemhab gtaff rotates between more central
and remote postings as to share ‘the burden’.

Individual aspects and needs of the workforce rhastxplored and addressed. These are
related to socio-economical needs of the staffs ldvised that each staff receives an
personal follow-up from health authorities Spedatentives could be offered like

possibility for children of staff to enter boardisghools, subsidised education etc. In a
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more direct sense, security and access to diraomemication with family must be
guaranteed to retain staff for a remote postingteWdnousing and electricity should be
provided as basic daily needs for civil servarasfst

This study was limited in the number of respondeartd area of investigation. It is
recommended to conduct the research at a larghks, scaseveral districts. As this study
concentrated on the determinants influencing heatifkers’ availability, a consecutive
study could research strategies and policies the¢ lbeen implemented to increase the
availability of health staff. The study must inckudilso political and macro-health
systems research as the policy influences at deleral have a large impact on the
workforce available for remote postings.

It is recommended that a consecutive research sgldnere specific gender determinants
and strategies that hinder or promote health stadfailability. The impact of the
increasing HIV epidemic must be looked into, asaih become an important determinant
for health workforce availability.
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Annex |. Original proposal abstract

Title: Human resources in health, opportunities & chaksnip Indonesian
province of Papua

Duration: September 2008 — February 2009

Total budget: Estimated5.000, -

Donor: Covered under ongoing overhead and activities esgeehy MdM
Papua.
Additional expenses covered on personal funds.

Research team: Remco van de Pas, MD, medical coordinator Médeadinklonde

Translation Flora Sainyakit, field facilitator Médecins du hue

Project

Administrator: Remco van de Pas

Research supervisorMarjolein Dieleman, Royal Tropical Institute, Amstam
Research advisor:  Patricia Gaillard MA, anthropologist, Head of MmsiMdM

Problem statement: Staff shortage and reduced retention of healtff saa factor that
limits health services in the district of PuncakalaAbsenteeism of health staff is frequent.
Geographical and security constraints make allogatof human resources difficult.
Management capacity of health authorities is lichie@d budget allocated to health restricted.
Local human resources and education are few. Hetdtlas of the population is among the
worst in Indonesia and is aggravated by a genedk#lV/ AIDS epidemic.

General objective:  To identify factors influencing retention of prinyanealth care (PHC)
health staff in the district of Puncak Jaya, Papuayder to propose interventions to improve
health staff performance

Study-population:  Health staff at primary care level and health potitakers working in
the district of Puncak Jaya; with a focus on the-districts of Mulia and Sinak

Sample size: For this small-scale explorative study; 8 healthrkecs will be selected ; as
well 5 policy makers and 2 key informants fromiteid villages.

Data collection: Data will be collected through a literature reviesdservations at the
workplace; as well through in-depth interviews whtkalth workers and policy makers.

Expected results: The study will identify elements for improvemengaeding capacity
and allocation of human resources in health. Thesemmendations will be shared with
participants and other stakeholders, aiming to é@mant appropriate human resource
development interventionsat the health authorities and in the clinics.
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Annex 2 -Research Table (1)

General objective: To identify factors influencing availability of jpnary health care (PHC) health staff in the distoicPuncak Jaya,
Papua, in order to propose interventions to impradth staff retention.

Specific objectives

Research topics

Data collem Techniques

Respondents

To identify determinants for
health staff availability in rural
areas at global and national level

HRM in Primary health care
National and provincial policy
on HRM

Brain drain

Retention of health staff
Health staff formation

Review of WHO recommendations

Review of national policy

Review of expert literature and paper

2]

(None)

To describe human resource
policies implemented at provinge
and district level influencing
health workers availability for
the district of Puncak Jaya.

Ratio of occupied/ available
positions at PHC in district
Salary-scale and salary
development

Young professionals support
and career development
Accountability and monitoring
mechanisms

Review of district administration

Review of district annual health repornt Manager + selected staff

In-depth interviews

District health officer

from 2 different PHC

To explore technical and
organizational factors at health
clinics influencing health staffs
availability for the district of
Puncak Jaya.

(Non-) financial incentives
Health staff formation

Job Satisfaction

Standards of procedures.
Dual jobs

Participatory involvement in
decisions (committee of
employees)

Job satisfaction

Work environment

In depth interviews

Review guidelines and SoP

Observations in 2 clinics

Manager + selected staff from
2 different PHC
Selected staff from VCT clini¢
(RSUD Mulia)

District health officer

Administrator of DHO

HR responsible of PHO
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Annex 2 -Research Table (I1)

General objective: To identify factors influencing availability of priary health care (PHC) health staff in the dismidPuncak Jaya,
Papua, in order to propose interventions to impirmadth staff retention

Specific objectives

Research Topics

Data colleati Techniques

Respondents

To explore contextual factors
influencing health staff's
availability for the district of
Puncak Jaya.

Access to village

Social services in village
Living conditions in village
Support from community
Cooperation with Village
health workers.

Security

In depth interviews

Observation in 2 villages (differen
sub-districts)

Selected staff from 2 different PH(

Village health workers (from 2
villages)

Key informants (priest, teachers,
village leader)

To reflect on the research
methodology used for the
objectives of the study.

Study design
Research outcomes
Methodology used

Literature review on methodology

Research guidelines

To provide recommended points
of actions to improve health staff
availability and greater retention
of health staff for the district of
Puncak Jaya.

Recommendations
Points of action

FGD

Dissemination of field report

All stakeholders

)
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Annex 3: Overview civil servants employed in DHO Pncak Jaya (2008)

Echelon PNS Education level of civsil servant staff CPNS/ PNS/ PTT
PTT College university degree Specialist
SD|SMP|SMA|SPK|SMF BidAa" Bi‘éa” SMAK Tora!
gen. D3-| D3- |D3-| D3- Gen. Dr. |Public
Working unit | 1l Il | IV |Dr. |Dentist SPPH|SPAG [Kep.|KEBID.|GIZI|Kesling |Other| Dr. |dentist|S.kep|APT|S.Si|SKM|other|Ahli|health |Other
Dinas kesehatan 1 29 15 | 1 0 0 0| 1 6 |10 O 2 1 0 1 1 5 2 0 3 0 3 0 2 0|1 6 0 0 1 1 46
Puskesmas Mulia 0 32 1 0 1 1 0| 0 0 10| O 4 11 1 0 0 3 2 1 0 0 1 1 0 0 0 1 0 0 0 0 35
Puskesmllu 0 14 1 0 0 0 0| 0 0 8 0 1 5 0 0 0 0 0 0 0 0 1 0 0 0|0 0 0 0 0 0 15
Puskesmas Fawi 0 5 1 0 0 0 0| O 0 1 0 4 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 6
Puskesmas Beoga | 0 10 1 0 0 0 0| 0 0 8 0 0 1 0 0 0 1 0 0 0 0 1 0 0 0|0 0 0 0 0 0 11
Puskesmas llaga 1 15 1 0 0 0 0| 0 0 8 0 2 6 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 17
Puskesmas Sinak 0 21 2 0 0 0 0| O 0 8 0 1 9 0 0 0 4 0 0 0 0 1 0 0 0 0 0 0 0 0 0 23
Dovo 0 1 0 0 0 0 0| 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1
Torere 0 1 0 0 0 0 0] 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1
Wangbe 0 5 0 0 0 0 0| 0 0 4 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0|0 0 0 0 0 0 S
Gome 0 4 0 0 0 0 0| 0 0 2 0 0 2 0 0 0 0 0 0 0 0 0 0 0 0|0 0 0 0 0 0 4
[Agadugume 0 2 0 0 0 0 0| 0 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0|0 0 0 0 0 0 2
Pogoma 0 1 0 0 0 0 0| O 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1
'Yamo 0 2 0 0 0 0 0| 0 0 1 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0|0 0 0 0 0 0 2
Mewoluk 0 2 0 0 0 0 0] 0 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2
Tingginambut 0 1 0 0 0 0 0| O 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1
Jigonigme 0 2 0 0 0 0 0| 0 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2
RS Immanuel Mulia_| 0 8 0 0 0 0 0| 0 0 8 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0|0 0 0 0 0 0 8
RSUD Mulia 0 42 6 0 6 1 0| 0 5 |17 | 1 7 6 1 0 0 3 0 2 0 1 8 1 1 0|0 0 2 0 0 0 55
Total 2 197 28 1 7 2 0| 1 11 |93 | 1 22 41 2 1 1 19 4 3 3 1 17 2 3 0 1 7 2 0 1 1 237
1

Tab.
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Annex 4: Workplan and time schedule.

GANTT chart "Human resources in health, Puncak Jaya Papua"

Week
Activity

Final preparation research paper

Submission of proposol for clearance

Sep 08

Oct

Nov

Dec

Jan 09

Feb

Following months 2009

Translation of interview guide +
introduction to health authorities

Obtain permission from MdM

Planning interviews

Data collection DHO/PKM/ Mulia

Data collection villages/PKM sinak

Data collection PHO/ nursingschool

Proces data + make preliminary
interpretation

Analyse data + write thesis

Feedback of research MdM and with
stakeholders in district
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Annex 5. Interview Guide September ‘08

Dear Mr./Mrs,

| ask your participation in the following study bmman resources in health. The study has as
objective to identify elements that can improveiladlity and quality of existing health staff

in the district. The research is conducted by tleelical coordinator of MdM and is done in
the framework of MdM’s program on capacity buildiof health services in the district of
Puncak Jaya. The research will be supervised byRthal Tropical Institute, Amsterdam,
The Netherlands. The results will be discussed ryedr in a feedback and evaluation
meeting in the district.

| kindly ask you to answer the following questidrigve regarding job position, performance
and possibilities. The interview will be recorded tape, as this makes it possible to
remember answers and organize data. The intervidlwonly be used for this research
purpose. You are free to decide if to participatettiis study or not. Identity will not be
disclosed and not shared with other responderitstbe research report.

If you agree, please sign below:

Respondent:

Interviewer:

Time and date:
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Date:
Interview Nr:
Sex:

Age:
Education:

Position:

Objective 2: Define PHC staff available within thedistrict
(Questions for managers in provincial, district offce and health managers)

1. Can you explain me the different kind of positio(civil servant and non-civil
servant) available with the health echelon? Whaddscwhether they become civil
servant or not? Which institution provides the letdgr their salaries? (Question for
PHO and DHO administrative staff)

2. Can you explain me how many of the positionsoaaipied and which are still open
for recruitment?

3. Can you explain me if and how many of healtfff &§aabsent at their position
within the district and Puskesmas?

Objective 3:
(Focused on managers and health staff, if applicaplalso for village health workers)

1. What is the reason and motivation for you tokaiorthis district?
2. Do you feel prepared with your education toifiour current position?

3. Do you face any difficulties fulfilling your pi®n in the district, and if so which
difficulties?

4. Do you receive trainings and formation to updgber skills and capacity, if so
which?

5. Do you have a (career/ working) plan for theife®
6. Do you receive/ provide support for it from amager/ to your employee?
7. Do you perceive that your salary is sufficiemtyour position?

8. Do you receive it on time?
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9. Is there a possibility for you to increase ysaliary over time?
10. Do you receive incentives for your services whdt kind of incentives are these?
11. Do you have a second source of income besmé&swork-position, if so which one?

12. Is there a guideline for human resource saeales and performances?
(Questions for PHO/DHO/ and managers)

13. Who follows up staff performance? (QuestionD&tO/PHO and managers).

14. Is health staff involved in decision making gesses in the district health office or
health centre?

Objective 4.
(Focused on health workers in the clinics + if apjtable village health workers)

1. Isthere a job description available for yousifion; if so what does it say?
2. Are standards of procedures available for yotividies? If so; which ones.
3. Do you receive supervision of your work? (Pleaggain)
4. Are there regular team meetings? How much petin?o

5. Do you have sufficient material available toydar work properly?
If not, what is missing?

6. Are you satisfied with the job you are perforg#r(Please explain)
7. Do you have the skills and capacity to fulfiliuy position? (Please explain)

8. What do you think of your work environment? @&le explain)

Objective 5:
(Focused on the health workers in the clinics/ villge health workers/ key informants)

51

1. Is the village you have to go for services (agking in) accessible to the nearest
Puskesmas? (Please explain)

2. How are the living conditions in your appointeilage/ where you live? (Please
explain)

3. Are their social services in the village you Wwb(Please explain)



4. How is the support and involvement from the camity you are working with?
(Please explain)

5. How is the cooperation with village health was{eéhealth staff?
(Please explain)

Thank you for your cooperation
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Annex 6: Statement of approval research human resaces in health

Médecins du Monde (MdM) is an international medical Non-Governmental
Organisation (NGO) that is implementing a health program in Puncak Jaya
regency, Papua. MDM supports health staff and communities in improving
the district health situation by technical capacity building, training and
education. MDM focus on Primary Health Care, including prevention of
Sexual Transmitted Infections and HIV/AIDS. Médecins du Monde supports
vulnerable population worldwide to reach an improved health status and
its right to health. MDM works on basis of impartiality and neutrality.

Remco van de Pas, medical coordinator of MdM inudap conducting a research on human
resources in health. This research thesis is pateoMaster of International Health studies
and will be supervised by the Royal Tropical Ingdt{ Amsterdam, the Netherlands. The
head of Mission of MdM in Papua, Patricia Gaillavd|l act as advisor regarding socio-

cultural aspects addressed in the research.

The research will contribute to MdM’s program aities in Papua. It will provide
recommendations for stakeholders and MdM regardungity improvement and allocation
of health staff in the respective health clinics.

The research will be done in the framework of Mdkésence in Papua. As part of the
research stakeholders and beneficiaries of thergmogre interviewed. The researcher will
adhere to mandate, internal and security regulaibdthe NGO.

Research will be conducted alongside ongoing progaetivities and will not harm or
interrupt these activities. In this construction, additional budget requirements are needed
for the research; neither will be provided by MdM.

The research results and recommendations will beiged to MdM and stakeholders for
dissemination and future program implementation.

The researcher will respect confidentiality of mapiating health workers as well MdM staff
involved in the translation of the interview guide.

MdM will not take liability in case of delays in search activities or when additional
expenses have to be made.

As agreed upon, gt October 2008

Remco van de Pas, MD Patricia Gaillard, MA
Medical coordnator Head of Mission

Médecins du Monde Papua Médecins du Monde Papua
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Annex 7: Letter for research approval to health athorities on
‘research human resources for health’

Nomor : MDM/PAPUA/ M/2008/036
Lampiran: 2
Hari/ Tanggal: 31 of October 2008
Perihal : Introduction research on Human Resaurcéiealth
Kepada Yth: Kepala Dinas Kesehatan Kabupatendkuimya
Cc: Kepala Dinas Kesehatan Provinsi Papua

Kepala Rumah Sakit Umum Daerah Mulia
Kepala Puskesmas Mulia dan Sinak

Ketua klasis GIDI Mulia

Ketua klasis KINGMI Sinak

Dear district health officer;

| hereby would like to ask your cooperation regagda research that is conducted by the
medical coordinator of Médecins du Monde (MdM).

This research is focused on the performance awdadibn of health staff in the different

health clinics in Mulia and Sinak. The researchsatm identify elements that can improve
capacity and availability of available human resesr During the research, several staff of
the health authorities, different clinics and ie thilages will be interviewed. The interviews

will be conducted in confidentiality and the resultill be analyzed without disclosures of

the participants’ identity.

| would like to obtain your opinion, and if possbyour agreement, to conduct this study. |
would like to share with you constraints and pasds for allocation and performance of
human resources and what would be the position ah kgovernmental and non-
governmental actors to improve their outcome.

The research interviews will be conducted during tionths October and November 2008.
The research is conducted in the framework of thdMMprogram in Puncak Jaya. The
research is supervised by the Royal Tropical mgtjtAmsterdam, The Netherlands.

The results and recommendations of the researdhbeipresented to all participants and
stakeholders after completion of the study. Thesdfeck will be provided in the second half
of 2009.

With best regards,

dr. Remco van de Pas

Koordinator Medis MdM
+ 62 81344193907
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Annex 8: Complete study methodology

For the thesis objectives, two study designs h@em Iselected. The'bbjective is met via a
literature review while the"d till the 4" objective are explored via a field research in the
district.

Methodology for the literature review:

A desk study was performed on published materiaé Main sources for the literature search
were PubMed, Medline and other electronic jourmmaier the period 2000-2009. The study
also included consultations of relevant websitemtrnational institutes and national health
authorities. Electronic journals and news groupshoman resources have been visited.
Inclusion criteria were English or Indonesian adostis. Original research reports as well as
grey literature was consulted. Editorials and neypsp articles on the topics were included.
Search terms as ‘human resources’ combined witleriteon’, ‘migration’, ‘Determinants’
‘Indonesia’ and ‘Papua’ have been used. Via adyisocuments and meta-analysis papers a
targeted search have been made through the reésrésic

Study design for the field research:

A qualitative small scale - explorative design estsuitable to achieve objectives of the
study. These are only limited explored before byemt (Kerembo, 2006) .A comparison
regarding influencing factors on retention can kedenbetween the central sub-district and
the remote sub-districts.

Topics used in the research

Topics that can be used include:

Spec. ob. 2:  National health policies on humanuess in health.
No. of job positions in primary health care in thstrict
Ratio of occupied/ absent positions at PHC itridis

Topics for specific objectives 3, 4, 5 and 6 a@vjated in Annex 2

Study Population
This consists of health staff, village health waskekey informants like priest, village- and
tribal leadersas-well health authorities staff working on humasaurce management.

Sampling and Recruitment of study population
The study will follow a purposive sampling strateddifferent processes will be used to
conduct the sampling:

« 2 villages, each in one of the sub-districts wil bBssessed on available human
resources in health (health staff or village heualtinkers).

¢ In each village an in interview will be conductedthwa village health worker and
key informant (priest and local leader).

e 2 different staff of the VCT clinic and primary Himaclinic in the central sub-
district, as well 2 health staff of the health @inn the rural sub-district will be
interviewed on perceived jobs satisfaction andquernce.

¢ In-depth interviews will be conducted with 2 seéetthealth staff of the human
resource department of DHO, PHO and the 2 managfetise clinics in the sub-
districts. The director of the provincial nursingneol will be interviewed.
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Selection is done via (indirect) partners with whibe NGO of the main researcher works.
To avoid bias participants will be selected tha aot actively involved in the program.
Gender balance in the study population is aimeddjoselection equal amount of men and
woman among the respondents.

Data collection techniques

Observations

In the clinics staff and health care procedure$ bel observed during their daily activities.

Specifically objective 4 can be assessed by thisspecific check lists will be will be used

for this. However, participant observations haverbeonducted as part of Médecins du
Monde program activities in the years 2007-2008 ilidoe obtained from program reports.

To avoid bias, activity reports from other areasthe district will be compared through

available data from from the health authorities.

Review of available information

Reports of WHO, Ministry of Health, PHO and DHO ftire years 2005-2007 will be

reviewed regarding Human resource availability gedformance. National guidelines on
Human resource management will be assessed, afimcestandards of procedures and job-
descriptions. The administration reports of hunesources at district and clinic level will be
reviewed. It will be used for all specific objeats:

In-depth interviews

In-depth interviews will be conducted to provideight in the different issues that lead to
health staff performance and availability. It wok used for specific objectives 3, 4, 5 and 6.
A topic guide will be developed for these interview

Data collection procedure

The research team will consist of one researchdraanassistant to translate the informed
consent and interview introduction + variablestiéssto be addressed. As part of their current
position within medical NGO MdM, the researcher asdistant are already based in the
district. The researcher will spend time during dnth in the district and villages to conduct
the interviews and data collection. The researghiwisit the provincial capital during one
week of the province to obtain material and intenwithe respective staff of the PHO and
nursing school.

Data collection and analysis

The interviews will be conducted following an intew guide. The interviews will be sorted
on issues and coded after each session accorditggpitts. Checking for completeness and
internal consistency will be done via comparisothwhe research topics to be investigated.
Data will be sorted in a master excel sheet bypthrecipal researcher.

Observations on health staff performance will bikected from health authorities and MdM
reports. These observations have to be indiredtiassis expected with the position of the
main researcher.

Quality assurance mechanism
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The assistant will translate the topic and isswésted to the objectives for interviews and
informed consent. Pre-testing of interview guiddl Wwe conducted during a first interview.
Internal validity and reliability will be improvelly adhering to research topics and conduct
the interviews in a coherent and logical way. Thagipal researcher will code and sort the
interview topics; he will-cross-check the codingtwihe assistant researcher when in doubt
of translation. Both principal researcher and &asishave earlier experiences in conducting
interviews and translation of health idioms.

Triangulation is done by using different methododsglike observations, literature reviews
and guided interviews. External validity howeverjllwemain low as the specific
geographical characteristics of this districts gagulation represent a limited area in the
highlands of Papua, The results can not directlytdamsposed to another districts in
Indonesia

Ethical considerations

The research has to be conducted under approvsidy, and must follow the mandate of
the organization. It must be clearly explainedttksholders that this research will be used to
identify possibilities to enhance, in partnershifpman resources in health and is not a
denouncement of the weak health system. The résdws been approved by the ethics
comity of the Royal Tropical Institute

Planning of research objectives and methodologywek a formal agreement with the
district authorities (DHO or representative from HRpartment) will be obtained. A first
preliminary feedback will be given to this persdier conduction of interviews and first
analysis. With their input further elaboration wik done in a group discussion attended by
authorities and participants.

Regarding the research participants
« Confidentiality will be ensured by explaining td e¢éspondents that identity will be
disclosed, and used only for purposes of this study
» Interviews will focus on the health services antl mot do harm by elaborating local
conflict issues.
Written or verbal consent will be obtained from ghrticipants involved in the study.
Anonymity will be ensured.

Limitations of the study

Researcher has to conduct the data collection é®dits regular position. He has to work
within the framework of MdM’s program and is henuat objective to the situation. Due to
this position time for data collection is limitechch because of this original focus group
discussions have been taken out of the researgogab The research is focused on primary
health care and as such does not include healtkevgoworking in inpatient departments of
the district hospital. The VCT team of the hospisahowever included, as they have a strong
link with outreach PHC. Perception of service métion and clinic visitors is not conducted
as the language, cultural and hierarchical gap dé@mtwisers and main researcher would bias
the results.The existing missionary hospital isydmhited included in this study as it is not a
partner of the health authorities and the NGO. uthe specific, remote and socio-cultural
aspects of the district and its population, extevahdity is low.
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Active cooperation and planning for the researdhlvéi made with the representatives of the
district health authorities. Albeit the presencéhafse persons is limited both written and oral
elaboration of research objectives will be sharét e DHO. In case of absence; staff from
the human resource department of either districtprovincial health authorities will be
contacted for sharing objectives and eventual comsnaf the research.

Workplan
See annex 4.

Budget

All field work is done in the framework of MdMs gyaam activities. Material used, travel
expenses, researcher plus assistant salary, andirmayspend for research purposes is
covered under ongoing MdM program activities.

Dissemination of results

A first preliminary feedback will be given to DHOr oepresentative after conduction of
interviews and first analysis. With his input fuethelaboration will be done in a group
discussion attended by authorities and participanBecember 2009

Final discussion will be done after completion bé treport, and scheduled in a future
evaluation visit of the coordinator to the distiidgtly 2010).

Recommendations to improve services will be shavied local stakeholders as the health
authorities, NGOs, churches and UN agencies.
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