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1. Background Information 2. Financing 4. NITAG Sy
: : : _ _ _ « The National Immunization Technical Advisory Group
Gavi grant in Indonesia (2002-2019) Transition Total Expenditure of EP! \_/accme 2015-2017 & Projected (NITAG) in Indonesia is officially recognized as “The
Cost 2018-2020 (USD millions) Indonesian Technical Advisory Group on Immunization”
(ITAGI) - was established in 2007 by Minister of Health
2002 08 09 10 11 12 13 14 15 16|17 18 19 37.8 476 843 1451 123.8 212.6 Decree.
-07 7.9 8.1 33.6 14.2 0 0 [t has formal terms of reference and conflict of interest
I 457 557 1179 1593 1238 2126 policy \
1SS 1SS * Represented expertise include Pediatric, Public Health, - <80% 80% - <95%  wm 2395%
Challenges and how they are addressed: nfectious Diseases, Epidemiology, Immunology \ /
HSS * Priority are competitive, many health programs are * The ITAGI has four inter_nal meetings annually which - N
CSO CSO priority. Advocacy to the key stakeholders and Improving occur over 2 days. Emall Corresponden(_:e OCCUrs L
the quality of plan including better projected cost regularly. Meetings are not open to public. Experts, 6 _ Traﬂ SItion PI aln
estimation would help to convince the decision makers. Including representatives from vaccine manufacturers, | | L .
NVS = . High price of new vaccines (especially for import may be invited to make presentations as needed. * Evidence-based country immunization policy and strategy
VIG vaccines). Aside from continuous advocacy to the key \ / should l_oe formulated_ thr_ough the consultation of_experts
REeAD stakeholders at the national and sub national level, an : N ﬁ’g?nreev://:)er\liv of iImmunization related legal and policy
CESAP CESAP_ opportunity to procure imported vaccines through ' ’ .
UFI)\IpICEF -)\//vqicph IS much I?:heaper than comme?cial rate - 5 . COV@rag e an d Eq u Ity * Local research study along \.N.'th NRA labs needs t_o oe
* In 2016, Indonesia was In the last year of the IS being explored. Challenges: undertqklen tlp SP;OW the _sterl:\l/tﬁ/;\;\/r\l/clpsafrehty of_lrlnulu-cllto_se
accelerated transition phase (entered in 2012) and * The availability of operational budget in some regions. « Low coverage in difficult-to-access or remote locations open vial policy 1or vaccine ( L .)' 'S WIT TESUIL I &
fully self-financing pentavalent vaccine since 2017. Implementation of advocacy and socialization on the cost « Social barriers such as poor, migrant, and mobile pqllcy change for_ HS€ of vaccine in field and minimize the
* Gavi transition mission in July 2016 decided to allow of investment in immunization program has been population missed opportunities. .
for no cost extension of HSS until July 2017, However regularly conducted by central level. . From supply side, capacity of health workers and high . NIP_ faces ch_allenge_s thaF Include manage_nal_, systems,
IPV and HPV co financing until 2018 . . In Indonesia’s decentralized context, system of turnover of human resources soclo-behavioural, financial, anq communications
* Indonesia does not receive graduation grant, but the intergovernmental transfers is complex and fragmented, bottlenecks. A number of operational research have been
remaining funds coming from component grant of NVS some earmarked for inputs; district governments have Coverage Disparities: prop_osed to be C_onducte_d durl_n_g the_ transition phase.
& VIG Pentavalent and HSS could be used for discretion over how budgets are allocated, which leads to * Based on RISKESDAS 2013, no disparity in coverage The implementation of this activity will be conducted by
activities to support the activities in the transition wide variations in local health spending. Ir;donesia does between male (59.0%) and female children (59.4%). WHO, Unicef and World Bank in collaboration with EPI
phase. This activities under new component so called not have an explicit result-based orientation in its system » Children in the urban areas has high coverage (64.5%) as . Unit of the Ministry of Health. y
CESAP is now In the process of approval. . . compared to rural areas (53.7%).
of intergovernmental fiscal transfers. . S . g .. IV b 3 q - ~
Government Co-financing in Pentavalent Introduction N / ome regional disparities, especially between Java an
Indonesia, 2013-2017 non Java areas. /. K ey Lessons
100% / \ Strategies: The strength of Indonesian immunization program in
3 . P rocuremnme ﬂt * Advocacy to gain political commitment from authorities to improving coverage among others that could be used as
80% The Central government o responsible for procuring SUppOrt immunizati()n, l.e. deVEIOp regl,”ation that lesson |earnt, are as follows:
. - - o e - - Immunization Is mandatory. » Immunization through Community Based Integrated
60% - vaccines and other Immunization logistics. I\_Iat_lonal policy . Implement/create micro planning in districts and health eath Post (Posyar?du) Yy g
for vaccine and other logistics procurement is in place center level =
40% - under the Pharmaceutical unit of Ministry of Health. The . Supply side: * School Based Immunization | |
0% mode of procurement for vaccine follows existing . Address high operational cost in remote areas by * Strong partnership in the program implementation
_. government regulation covering e-purchasing and open piloting Sustained Outreach Service (SOS) strategy among government and non-government organizations
0% ' bidding including direct procurement. that integrates service delivery, with minimum * Religious based organizations and community
2013 2014 2015 2016 2017 * Currently, intensive discussions in the Ministry of Health package of immunization and vitamin A eade_rs promote |mmumzat|0r_] at _gra§s root level
on the possibility of procuring vaccine through UNICEF supplementation * Prominent professional organization includes
(prioritized to the imported vaccines only, so that it would . Address high risk communities in urban slum areas pediatricians, medical, midwives, nurses
New and planned vaccine introductions with Gavi not disrupt the procurement of locally produce vac_cines). by piloting Reaching Every Community (REC) project associations, etc socialize scientific information
support: Penta, IPV, HPV, MR, and JE vaccine,. e The do_mestlc vaccines have been pl’OdUC?(}I by Biofarma in DKI Jakarta province. regarding vaccine and immunization.
- a I\_Iatlonal \_/acqme M_anufacturer. All traditional or . Improve demand creation: \_ .
routine vaccine including pentavalent produced by - Disseminate immunization communication strategy
DTP3 Coverage 2010-2016 Biotarma. Biofarma also: | among health care workers, train health personnel in =
125 « Imports and distributes new vaccines such as MR, personal communication, and empower the _‘
100 22 o5 190 99 92 92 93 HPV and JE. community in immunization activities aVI e‘
= —_— T . : iati ' ' _ . _ Learning Network for
S e —— Supports cold chain logstics function for EPI vaccine « Continue raising awareness among caregivers on the The Vaccine Alliance Countries in Transition
& o 81 81 83 85 78 78 79 - Notifies government of anticipated supply issues benefit of immunization.
v  Whenever Biofarma has capabilities to produce their own . Improve communications and advocacy initiatives for
S 2° new vaccine, we will surely get more aftordable price for individuals, families, and communities designed to B I LL e ME L I N DA
0 new vaccine, as experienced with pentavalent vaccine. increase understanding of the value of immunization .
T and counteract growing anti-vaccination groups and GATE S fou ndation

—Administrative —WHO-UNICEF Estimates Y, \ / \_ negative campaign on immunization. -




