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ABSTRACT

Background: Universal immunization of children against six preventable diseases (tuberculosis,
diphtheria, pertussis, tetanus, polio, and measles) is vital to reduce childhood mortality and morbi-
dity across the world. Although immunization coverage in Indonesia is increasing year by year, it
still falls short of the WHO and UNICEF‘s goals as stated in their Global Immunization Vision and
Strategy: to reach 90% of children under the age of one with routine immunization nationwide, and
at least 80% in every district in the country by the year 2020. Almost half (46.64%) of children in
Indonesia did not receive complete immunization in 2012. This study aimed to examine the quality
of basic child immunization program according to minimum service standard at Community
Health Center.

Subjects and Method: This was a qualitative study with Rapid Assesment Procedure approach
in July 2019. Total of 14 informants were selected for this study including: chief of individual
health unit, program director, and 12 program managers. The study theme was completeness and
quality of basic child immunization program according to minimum services standard. The data
were collected by in-depth interview, focus group discussion, and document review. The data were
analyzed by content analysis.

Results: Input and process of child immunization program were not in accordance with the
minimun service standard set by the Ministry of Health. The number of immunization workers was
lacking, training was uneven, work rotation was too fast, infant data was incompatible, health wor-
kers neglected to wash their hands, and staff knowledge about vaccine-associated adverse events
and anaphylatic shock was uneven. The child immunization target output has been achieved.
Conclusion: Community health center have not maximally performed complete basic child
immunization service in accordance with the Minimum Service Standard set by the Indonesian Mi-
nistry of Health in terms of input and process. The child immunization target output has been
achieved.
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BACKGROUND

According to the World Health Organiza-
tion (WHO), The Children Under-Five Mor-
tality Rate globally decreased from 91 to 43
per 1000 live births in 2015; it has decree-
sed by 53% since 1990 (WHO, 2015). Based

on the data from the Ministry of Health in
2015, the Under-Five Mortality Rate in
Indonesia was 26 per 1,000 live births,
which means that it has met the 2015 Mille-
nnium Development Goals (MDGs) target
of 32 per 1,000 live births. However, Indo-
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nesia must continue to process the outco-
mes of the Sustainable Development Goals
(SDGs) in 2030. One of the outcomes is to
end the preventable infant and children
under five deaths. All countries are trying to
reduce the Neonatal Mortality Rate by at
least 12 per 1,000 live births and Under-
Five Mortality Rate by 25 per 1,000 live
births (Ministry of Health, 2015).

One of the government's strategies
and efforts to support efforts in reducing
the Under-Five Mortality Rate is increasing
immunization coverage, where the 87% of
deaths occurred due to Preventable Disea-
ses by Immunization. This can be conduc-
ted through a complete basic immunization
program (Ministry of Health, 2015).

This is in line with Health Law No.
36/2009 that every child has the right to
obatin basic immunization in accordance
with the provisions to prevent the occurren-
ce of diseases that can be avoided through
immunization. In addition, the government
is obliged to provide complete immuniza-
tion to every infant and child. The imple-
mentation of immunization is also stated in
the Minister of Health Regulation No. 12 of
2017 which was promulgated on 11 April
2017 replacing the Minister of Health Regu-
lation No. 42 of 2013 which states that
immunization is an effort to actively raise
or increase one's immunity against a cer-
tain disease, so that the child will not sick
or only have mild illness if one day is trans-
mitte to the disease (Ministry of Health De-
cree, 2004).

One of the preventive efforts to pre-
vent disease is through the provision of im-
munity. It must be carried out continuo-
usly, thoroughly, and carried out according
to standards, thus giving health protection
and breaking the chain of transmission.
Immunization is one of the health interven-
tions that is proven to be the most cost-
effective because it can prevent and reduce

the incidence of morbidity, disability, and

death due to Preventable Diseases by

Immunization including tuberculosis, diph-

theria, tetanus, hepatitis B, pertussis, meas-

les, rubella, polio, inflammation of the
membranes brain, and inflammation of the
lungs that are estimated to be 2 to 3 million
deaths annually (Ministry of Health Decree,

2004).

Based on case reports of the Prevent-
able Diseases by Immunization in 2017 gra-
dually improved with the target of 100%
complete immunization, namely:

1. The cases of Tetanus Neonatrum in 2016
were 33 cases, while in 2017 it decreased
to 25 cases from 7 provinces with the
number of deaths by 14 cases.

2. There were 15,104 suspected cases of
measles which occurred in almost all
provinces of Indonesia, the number was
higher than the number of cases in 2016
by 12,681 cases. The highest number of
cases of measles suspect (more than
1,000 cases) was from East Java Provin-
ce (3,547 cases), DI Yogyakarta Province
(2,186 cases), DKI Jakarta province
(1,196 cases), and West Java (1,067
cases). The measles Incidence Rate (IR)
in 2017 was 5.77 per 100,000 popula-
tion. It increased compared to 2016
which was 5.0 per 100,000 population.

3. The number of diphtheria cases in 2017
was 954 cases with 44 cases of death
cases, so that the CFR of diphtheria in
Indonesia in 2017 was 4.61%.

4. For polio cases, Indonesia has succeeded
in obtaining polio-free certification (Mi-
nistry of Health RI, 2018).

Health Minimum Services Standard,
abbreviated as HMSS is a reference for Re-
gency/City Governments in providing
health services that are entitled to be obtai-
ned by every citizen at a minimum. Due to
the condition of the ability of Regional
Government resources throughout Indone-
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sia are not the same in carrying out the six

functions, the implementation of these

functions is regulated by a Minimum Ser-
vice Standard to ensure the availability of
these services for all citizens. The MSS has

at least two functions, i.e.

1. Facilitating the local government to
conduct appropriate public services for
the community and

2. As an instrument for the community in
controlling the performance of the go-
vernment in the field of public health
services. These factors make all elements
combined to improve and work together
towards the achievement of MSS targets,
including the fulfillment of health hu-
man resources, especially at the level of
Community health center. It is in line
with Minister of Health Regulation No.
75 of 2014 regarding Community Health
Centers. Community health center as a
first-level health service facility will be
the frontline unit in reaching MSS tar-
gets.

Minister of Health Regulation No. 75
(2014) regarding Community health center
states that Community health center is a
health service facility that carry out public
health efforts and first-level Individual
Health Efforts. It prioritizes health promo-
tion and disease prevention program in
order to achieve the highest degree of pu-
blic health in the working area. Community
health center is expected to be able to
implement health policies to achieve the
goals of health development in their wor-
king area in order to support the realization
of Healthy Districts. It is expected that
6,000 Community health centers in 2019
can provide services according to the stan-
dard. Based on the result of filling in the
self-assessment instruments conducted by
the Community health center in 2017, there
were 3,225 Community health centers that
had provided services according to the stan-

dard, from 3,392 Community health centers
that had reported it to the center.

Universal Child Immunization (UCI)
of village/village office is a description of a
village/village office where >80% of the to-
tal number of infants (0-11 months) in the
village/village office has received complete
basic immunization. In 2017, the coverage
of UCI villages in Indonesia was 80.34%.
There were three provinces with the highest
achievements: Special Region of Yogyakarta
(100%), Special Capital Region of Jakarta
(100%), and Central Java (99.95%). Mean-
while, the provinces with the lowest achie-
vements were Papua (21.43%), North Kali-
mantan (51.98%) and Maluku (59.95%)
(Indonesian Pediatric Society, 2018).

The Community health center in X
sub-district area was one of the main health
facilities in South Jakarta that has received
plenary accreditation and achieved 100%
target in the indicators of labor achieve-
ment in health facilities in 2018. This Com-
munity health center has 11 Immunization
Poly in 10 Community health centers in the
office village and 1 Community health cen-
ter in the distric. It met the UCI criteria
with the 97% achievement in the total tar-
get of 6,387 children under five in 2018.
The researchers and the Team also had pre-
viously conducted a study on the analysis of
MSS in neonatal at X Community health
center due to 2 cases of neonatal deaths. It
occurred due to unpreparedness of neona-
tal services that were not in line with the
standards. In addition, the Community
health center was very useful, so that the
researchers continued study in other MSS
fields. Based on the explanation above, this
study aimed to analyze the quality of the
implementation of health services in chil-
dren under five on the complete basic
immunization programs at X Community
health center through an analysis of the
readiness of inputs and processes in achie-
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ving under-five health services in accord-
ance with standards set by the Ministry of
Health.

SUBJECTS AND METHOD

1. Design of the Study

This was a qualitative study with rapid
assessment design. This study was conduc-
ted at Community health center at X Sub-
district, South Jakarta on July 25-31, 2019.
This study used qualitative data obtained
through in-depth interviews, focus group
discussions, and non-participatory observa-
tion using in-depth interviews, FGDs, and
observation guides. The sources of data
involved were the Chairperson of the Indi-
vidual Health Efforts, the person in charge
of the immunization program, and 12
implementers of the X sub-district immuni-
zation program that spread across 11 villa-
ges; and observation on services, support-
ing facilities, and documents related to
complete basic immunization at X Commu-
nity health center. The data were processed
by making interview transcripts, coding and
summarizing data in the form of a matrix.
The data were analyzed by reviewing all
information obtained, grouping them based
on questions and variables, and identifying
answers that often appeared.

RESULTS

1. Input

a. The implementer for the immuniza-
tion according to the qualification
was divided into midwives and nur-
ses, all of them had Registration Cer-
tificate.

b. There were differences in answers
from management and implementer,
the management felt that the num-
ber of people was sufficient, while
the implementer complained about
the lack of people, especially in the
immunization activities carried out

outside the building, also the heavy
workload due to the 3-5 program
handled by one staff besides the pro-
gram complete basic immunization.

c. The training has not been evenly
conducted to all staff due to the ra-
pid rotation of work (less than three
years)

d. Vaccines were always available at the
sub-district pharmacy, but the mini-
mum stock taking was not in line
with the reference which was 10% of
the total needs.

e. The Complete Basic Immunization
(CBI) program guidelines at X Com-
munity health center were complete
and up to date, followed by the rene-
wal of the SOP.

f.  The supporting tools for the comple-
te CBI program were available, could
be used, and always maintained

2. Process

a. Planning conducted by the parties of
X Community health center was per-
fect, following the rules of the "bot-
tom-up mechanism", where each
program holder would be given a
planning form for one year, which
discussion would be carried out to-
gether with the management

b. The parties of the Community health
center and staff complained about
the discrepancy between the number
of children under five from the data
at the office and the actual number
of children under five, the number of
the discrepancy reached 2-3 times
more than the real number of chil-
dren under five in the region. It
occurred due to the large number of
evictions, the number of offices, and
the high mobility of the population.

c. The 100% target was impossible to
achieved due to the gap in the num-
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ber of children under five, respon-
ded by collaborating with hospitals,
clinics, and Central Bureau of Statis-
tics located in the X Community
health center sub-district area by gi-
ving free vaccines that were replaced
by reporting data on the names of
children under five who were given
the immunization, even though the
children under five did not live in X
sub-district, the data would still be
collected because the children under
five received services in X sub-dis-
trict.

The data of children under five for
reporting was divided into two,
namely projection data and real da-
ta. Projection data was the total
number of children under five im-
munizing in the X sub-district area,
while the real data was the real num-
ber of children under five who lived
in X sub-district and have been im-
munized.

Reporting was conducted with a
children under five cohort, an im-
munization website from the depart-
ment, and was backed up with an
ENA system developed by the par-
ties of the Community health center
to facilitate reporting. However, the
problem of the system was difficult
to track if we want to see the past re-
ports. Therefore, the staff who con-
ducted immunization designed ma-
nual Vaccination records for easy
tracking.

The infrastructure of X Community
heakth center has been perfect, espe-
cially in maintaining vaccine quality,
even in its distribution the parties of
the Community health center would
refuse if other parties who took the
vaccine did not comply with the sta-
ted storage standards.

Even though the placement and
assignment of responsibilities was
not compromised, but directly from
superiors, the implementers conti-
nued to carry out their obligations.
Immunization service was not in line
with the standard, it could be seen
from the officers who did not wash
their hands according to the SOP
that was posted. In addition, the
officers only washed their hands at
the beginning of the service.

Lack of knowledge of immunization
officers could be seen. Although the
knowledge of complete basic immu-
nization was good, but not all offi-
cers understood the symptoms and
management of adverse events follo-
wing immunization (AEFI) and ana-
phylatic shock. In addition, this
knowledge was very important for
officers to know.

For tracking incomplete targets, im-
munization officers carried out
cross-sectoral collaboration such as
with cadres, Neighborbood Associa-
tion, Citizens Associations, and villa-
ge office to help sweep children un-
der five and complete their immuni-
zations in their regions.

The obstacle of the complete basic
immunization program that occur-
red at X Community health center
was the difficulty in monitoring the
status of immunization in children
under five with middle to upper eco-
nomic level. In addition, there were
still parents and schools that were
Anti-Vaccine.

Monitoring and evaluation has been
carried out regularly, both reporting
that was carried out every morning
by the person in charge, and a regu-
lar monthly event that would be
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attended by all relevant program
officers.

3. Output

Eventhough the X Community health cen-
ter has joined the Universal Child Immuni-
zation (UCI) because it always met the
immunization target, even in 2018 it was
recorded 97%, but the implementation of
MSS in complete basic immunization is still
not in line with the standards set by the
Indonesian Ministry of Health. Some of the
shortcomings were the insufficient number
of immunization officers, unbalanced
amount of training, rapid job rotation, mis-
matched data for children under five to
reach targets, negligence of officers in wa-
shing hands, and uneven officers' knowled-
ge of AEFT and anaphylatic shock.

DISCUSSION

This study recorded the suitability of inputs
and processes for outputs of the service
standards set by the Ministry of Health of
the Republic of Indonesia. The shortco-
mings were:

a. The Discrepancy Type and Number

of Officers

As stated in Minister of Health Regulation
No. 43 regarding Minimum Service Stan-
dards for children under five, the human
resources needed in the implementation of
services are midwives, nurses, nutritionists,
doctors, and pediatricians. In the immuni-
zation program at X Community health
center, the types of personnel involved were
appropriate, namely midwives and nurses.
Meanwhile, the nutritionists were in the
other programs which also included in the
children under five services. However, there
were no doctors directly involved with chil-
dren under five health services. If it is
needed, the doctor who was on duty will
help to take over it. The unavailability of
pediatricians at X Community health center

made a mismatch between the types of per-
sonnel listed on the MSS and those avai-
lable at the Community health center.

Based on the Minister of Health Regu-
lation No.12 of 2017 Article 24 paragraph 3,
all management personnel must meet the
qualifications and competencies obtained
from education and training as evidenced
by the competency certificate. In this case,
all midwives and nurses of the immuniza-
tion program had Registration Certificate
with the active validity period. However,
there was a discrepancy in Article 24 para-
graph 2 which states that the management
staff consists of one program manager and
one logistics manager. This was not in line
with the availability of personnel at the
Community health center, where each
Community health center only had 1 immu-
nization officer who became an implemen-
ter as well as logistic staff. The discrepancy
was strengthened by the result of the FGD
which stated that one immunization officer
was responsible for more than 3 programs.
In addition, one officer was also responsible
for the implementation of the immuniza-
tion outside and inside the building.

b. The Rapid Job Rotation

The management staff who had received
training should not be transferred at least 3
(three) years after training (Decree of the
Minister of Health No.4/2017). This was
also complained by the person in charge of
the immunization program during an in-
depth interview. The lack of health workers
affected the rapid job rotation. Therefore,
the person in charge of the program had to
train and educate new staff. It was strength-
ened by the FGD statement which stated
that rotation could be carried out even in
less than 2 years. It was also the main cause
of the uneven education and training of the
immunization workers.
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c. The Uneven Training

Training is an effort to improve the know-
ledge, attitude, and skills of officers/mana-
gement staff of immunization in order to
improve the performance and the quality of
officers. The training is expected to be
accredited and have a certificate. The types
of training are the concept of training (pre
service training, in service training, appren-
ticeship training, formal training, on the job
training, advanced training) and training
development by using an accredited Com-
petency-Based Training (CBT) approach
(Decree of the Minister of Health No.4/-
2017 ). This is not entirely in line with the
training carried out by the Community
health center. The education and training
from the Health Office is only attended by
the person in charge of the program. How-
ever, it will be directly socialized by other
officers. Based on the results of the FGD's
answers regarding the immunization know-
ledge, the officers did not master some
material, such as AEFI and anaphylatic
shock. The result of the observation of the
management, the officer still has not con-
ducted the procedure for giving immuniza-
tions in accordance with the SOP that the
Community health center has.

d. The Low Knowledge of Officers
about the Adverse Events Follow-
ing Immunization (AEFI)

The main purpose of AEFI monitoring is to

detect early, respond to AEFI quickly and

appropriately, reduce the negative effect of
immunization on individual health and on
immunization. This is an indicator of the
quality of the program. The most important
part of AEFI monitoring is to provide com-
plete AEFT information. Therefore, it can be
quickly assessed and analyzed to identify
and respond to a problem (Ministry of
Health Regulation No.12/2017).

Based on the result of this study, all
officers knew the reporting flow of AEFI
However, nobody was able to mention the
signs and symptoms of AEFI completely.
The latest AEFI form has been well sociali-
zed, the anaphylactic kit was complete, sea-
led, and ready to use. However, only 3 out
of 12 officers who knew the symptoms and
the treatment of anaphylic shock. This indi-
cated that the officers' knowledge of AEFI
was uneven. Before carrying out immuniza-
tion services, health workers must also pro-
vide an explanation of Immunization inclu-
ding the type of vaccine, the benefits, the
consequences if the children are not immu-
nized, the possibility of an AEFI, and the
efforts that must be carried out, as well as
the next immunization schedule. If the
officer does not have enough knowledge,
the information provided to parents/guar-
dians of children under five will be ineffec-
tive.

Robert T. Chen has estimated the
course of the Immunization program as
being linked to maturation of community
trust and its effect on a disease. How-
ever,the Immunization program will lead to
a process of maturation of community per-
ceptions regarding vaccine side effects that
may arise. Therefore, the disease will re-
appear in the form of outbreak. Before it
happens, the officers must quickly deal with
AFEFI (Chen, 2015).

e. The Negligence of the Officers in
Washing Hands

WHO has established five opportunities for
hand hygiene: before touching the patient,
before conducting aseptic intervention, af-
ter carrying out the procedure or exposure
to patient's body fluids, after touching the
patient, and after contacting the patient's
environment (Ministry of Health RI, 2018).

The importance of hand washing is
also supported in the training module of the
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Immunization officer unit of Indonesian
Pediatric Society. The overall guidelines for
managing the types of immunization begin
with hand washing (IDAI, 2011).

Based on the result of the manage-
ment observation, the officer only washed
their hands once. It was carried out before
injecting the children under five who came
first. In addition, the hand washing was
also not in line with the SOP of hand wa-
shing listed on the washbowl at X Commu-
nity health center.

f. The Discrepancy Between the Data
of Children Under Five and the
Target Achievement

Determining the number of targets is an
important activity. It becomes the basis of
implementation planning, monitoring, and
program evaluation. The target number is
determined by the Central Bureau of Statis-
tics every 10 years and the Census and the
Inter-Census Population Survey (SUPAS).
The smallest unit is the village. This rate is
the basis for each administrative region to
make projections. Because the smallest unit
is a province, the accuracy of the projection
result is only limited to the province. It
often creates a gap between the projected
number and the actual population. The si-
tuation analysis used is a map of the area
with the number of population/target, re-
gional data, existing immunization service
units, morbidity and mortality data, the
result of the analysis on monitoring local
area, and evaluation (Decree of the Minister
of Health RI, No.1056/2004).

The discrepancy of the projected data
was also complained by the Head of Indivi-
dual Health Efforts at the X Community
health center sub-district area and the per-
son in charge of the program in an in-depth
interview. It occurred due to many residen-
tial areas were evicted into offices, high
migration that were not followed by file

transfers, and the difficulty to reach the
upper middle class community. The nu-
mber of targets which was 3 times more
than the number of children under five
living in the area made the target difficult to
achieve. The officers conducted sweeping
with cross-sectoral assistance such as ca-
dres, Neighborbood Association, and
people in the village. Therefore, the data
collection for children under five living in X
sub-district was more optimal. In reaching
the 95% coverage target, the parties from
Community health center collaborated with
hospitals, clinics, and private midwives lo-
cated in the sub-district area in order to
reach the target. Community heatlh center
provided free vaccines which must be
exchanged with the immunization data. As
a result, all of the children under five who
were immunized at the health service unit
in the X sub-district area could be included
in the achievement target, eventhough they
did not live in the X sub-District area. It
was what makes the achievement result of
the X Community health center always
reached the target.
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