Public health surveillance in Indonesia: whose job is it anyway?
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On paper, public health surveillance remains the domain of the Directorate General of Communicable Disease Control and Environmental Health (P2M PLP) at the central level. There are several directorates within the Directorate General. One deals with epidemiology and immunisation, and includes a sub-directorate for surveillance. This covers surveillance of malaria, TB, influenza as well as a host of other communicable diseases. Because of its position in the ministry, responsibility for the surveillance of non-communicable diseases is not clear. HIV surveillance stands outside the regular surveillance system: it remains the responsibility of the sub-directorate of HIV, within the directorate of communicable diseases.

Under the decentralisation laws, the centre has retained responsibility, at least on paper, for public health surveillance. This is a good thing. Infectious diseases do not recognise district or provincial boundaries; a rational surveillance system must ensure that key geographical and risk distributions are covered, regardless of local variations in human or financial capacities, or local political sensibilities. Public health surveillance is by definition a public good; its immediate relevance at the local level may not be appreciated, and devolving responsibility to that level may lead to the breakdown of essential information systems.

This is true for any disease or health condition, but is especially true for HIV. In Indonesia HIV is a highly stigmatised disease which remains concentrated in groups such as injecting drug users and male, female and transvestite sex workers. In addition, an HIV epidemic takes many years to develop into an epidemic of AIDS and then of funerals. In the current political climate, where the debate is increasingly polarised around religion and where rhetoric surrounding “morality” wins votes, devolving decision-making about HIV surveillance to the local level can be dangerous. 

The first danger is that Bupatis and others who control local funding decisions will deliberately close their eyes to risk behaviour in their areas. Knowing that, at least politically, no information equals no problem, they will simply refuse to support behavioural and serological surveillance that concentrates on gathering information from groups at highest risk of infection (in the Indonesian context, male and female sex workers and their clients, injecting drug users and men who have sex with men). The second danger is that local authorities will support “surveillance” as long as it identifies the individuals who are infected with HIV. National guidelines oppose such case finding activities; HIV surveillance is intended merely to measure trends in infection over time and international standards are that it should be performed on specimens taken for other purposes which have been delinked from any individual identifiers. Case finding has in several parts of Indonesia led directly to the significant abuse of people’s rights. It presents a secondary problem for data analysis. In some situations, but apparently not all, people identified in “surveillance” as HIV positive are imprisoned, deported from the cities in which they work, or otherwise removed from the pool of people included in surveillance. It is therefore not possible to be sure whether surveillance is measuring the proportion of the population currently infected (prevalence), or only new infections (incidence).

It is, therefore, a good thing that surveillance of public health, including HIV, is protected in principle as a nationally-led activity in the current decentralisation laws. Centralised surveillance systems ensure that data of a predictable (if imperfect) quality are routinely available. These data can be used at a national level to warn of patterns of spread of infections, to predict their course, and to plan prevention activities to protect areas where no danger might be noted if surveillance systems were localised. Centralised systems guarantee a minimum national coverage for essential information systems, and should provide reliable quality control on both laboratory and systemic issues. They do not preclude use of data at the local level, nor do they prevent local authorities from expanding surveillance systems around behaviours or diseases that are locally prevalent.

Currently, it is not clear to what extent a “national minimum” surveillance system is supported by financial structures.
 At present, the Ministry of Health at the central level buys HIV test kits for surveillance according to plans presented by health ministry officials at the provincial level, supplying them to provincial reference labs. There is no distinction in the budget line between reagents (test kits) for HIV surveillance and reagents for blood safety. This is potentially problematic since if there is a shortage of test kits blood safety may take precedence over surveillance, leaving the country short of information around which to plan and evaluate its response to the epidemic.

P2M provides guidelines for site selection, sample sizes and testing protocols in order to ensure the integrity of the surveillance system. However they are not in a position to enforce these guidelines.  It is not entirely clear how provinces arrive at their surveillance plans: there seems to be no technical input from the centre, and once developed, plans are not critically reviewed by central level technical staff to ensure that key sites are maintained over time, that sample sizes are sufficient, that key populations are covered, etc. Having been allocated a certain number of kits, the provinces call a planning meeting of district surveillance staff. It is here that the final decisions are made about what groups, sites and sample sizes will be included. These meetings are often attended by rather junior staff with no training in epidemiology or public health, let alone specialised training in surveillance. With the exception of the cost of test kits (central) and laboratory staff (provincial), all other costs of surveillance, including sample collection, transport and storage, staff time etc, are currently born at the district level. Reporting requirements are very unclear – by mid 2003 only eight provinces had reported any HIV surveillance data for the year of 2002 to the central level.

Currently, most health sector staff at the peripheral levels remain in the habit of following protocols from the central level. With the exception of deliberate case-finding, most of the conceptual drift is evident in the HIV surveillance system is due to lack of training and oversight rather than wilful digression from recommended procedure. However the centrifugal forces in Indonesia are gathering force, and many departments of government are increasingly deliberately diverging in practice from centrally devised standards. In HIV, the first major impact of decentralisation has been in data reporting. While districts continue to collect surveillance data, they often do not report it promptly to the central level, and frequently do not report it at all. 
HIV is likely to become more politically sensitive in the near future. Currently, regular HIV surveillance is limited largely to sex workers; efforts to broaden the system to include injecting drug users and men who have sex with men as regular sentinel populations are very much needed. While this, together with the systematisation of behavioural surveillance in these groups, will greatly increase the utility of data for HIV prevention and programme planning purposes, it is unlikely to prove politically popular.

The danger is that local political pressure may obstruct effective HIV and other public health surveillance systems in Indonesia, unless a clear mandate for a minimum structure of centrally-designed surveillance activities is backed up with a budget that covers all costs of surveillance, not just reagents. Certainly, the experience of decentralisation of health systems in other countries such as Zambia and Ethiopia led to the near-total collapse of surveillance systems. Other countries, such as Uganda, which successfully decentralised health service delivery, were careful to retain tight central control and financing for public health surveillance activities. In practice, these activities continue to function as vertical programmes. It is not clear that it  would be desirable to create and maintain an entirely parallel staff and operational structure to ensure a minimum public health surveillance structure at the national level in Indonesia. But it is critical to find a mechanism, both regulatory and financial, which guarantees that health department staff and resources can be used to maintain a minimum set of public health surveillance activities across the country, independent of resource allocation or political decisions taken at the local level. A mechanism which allowed the central government to contract selected districts to provide surveillance according to national protocols, and which required the timely reporting of the resulting data as a deliverable, would be a good start.

� HIV surveillance may differ from other systems in that responsibility for surveillance lies within a vertical programme, while in most areas of health Indonesia is working towards integrated surveillance for communicable diseases





