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Context

Indonesia is the fourth most populous country (205 million) in the world after China, India and the United states.  Situated in Southeast Asia, Indonesia is an archipelago comprised of about 17.000 islands, located between the Indian and Pacific Ocean.   About 70 % of the population resides in rural areas, mostly in Java Island.  Java is the home of 60 % of the population, though it represents only 7% of the land area of the country.

Demographic health indicators have improved over the last three decades.  Indonesia has seen a rapid decrease in population growth and an increase in maternal and child survival.  Due largely to the success of the national family program, the population growth in Indonesia has decreased from about 3.0% to 1.6% in the last twenty years. The number of children under-five years is 22 million or about 10 % of the population, and the number of women of reproductive age is 59 million or about 28 % of the population.   The child mortality rate has improved substantially from 1971 to 1999, reported as 145 and 46 per 1000 live births, respectively.  An indirect estimate of maternal mortality rate (MMR) in 1995 was reported as 373 per 100.000 live births.  However, the figures reported are still higher than that of neighboring countries (Malaysia, Philippine, Thailand and Singapore).  

Indonesia has enjoyed political stability and economic development from 1969 to 1997.   Since the middle 1997, Indonesia was suffering from economic and multi-dimensional crises. The new government just established last month under President Megawati, and people expected that the economic and political stability are getting better.  The Rupiah exchange rate, as a simple indicator of the macro economic, is getting stronger, it reduce from about Rp 11.000 to about Rp 8.000 for one dollar (US) during one month of the new government.   

The economic growth of the country is still low   but getting better (between 2-3 %).  Current    GDP consists of   agriculture (21%), Industry (35%), and Services (44%).  Several agricultural commodities has significant contribution into Indonesia economic such as  rice, cassava (tapioca), peanuts, rubber, cocoa, coffee, palm oil, fish, poultry, eggs; while the non-agricultural commodities are petroleum and natural gas, textiles, apparel, and footwear, mining, cement, chemical fertilizers, plywood, and tourism.  

The prevalence of poor families significantly decreased before the economic crises.  The prevalence of the poor in 1970 and 1996 was 60.0 % and 13.5 % respectively.   The prevalence of the poor after one year f the crises (in 1998) was 24.2 %, a figure from the   Central Statistics Agency (calculated based on expenditure for calorie adequacy), and about 40.0%, a figure from National Family Planning Coordination Agency (based on a simple assessment on the five basic need components).  Most f the poor reside in sub-urban and remote rural areas.   The prevalence of poor families in Eastern Indonesia is higher compared to Western Indonesia.

 Macro policies to promote recovery, quality, growth and poverty alleviation has been formulated and done since early 70s.  Since the crises, the government introduced a Social Safety Net (SSN) programs particularly for poor (funded from IMF loan, and other sources of loan and grant).  These SSN includes nutrition and basic health services, food security, social and education subsidies, credit schemes etc.   Recovery from the crisis depends on bank and corporate restructuring, achieving fiscal sustainability and maintaining appropriate monetary and exchange rate policies. In the past, certain trade, industry and credit policies favored inefficient investment and selected forms, including the creation and protected monopolies that resulted in high costs to other sectors and economic players.
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Macro policies to promote recovery, quality, growth and poverty alleviation has been formulated and done since early 70s.  Since the crises, the government introduced a Social Safety Net (SSN) programs particularly for poor (funded from IMF loan, and other sources of loan and grant).  These SSN includes nutrition and basic health services, food security, social and education subsidies, credit schemes etc.   Recovery from the crisis depends on bank and corporate restructuring, achieving fiscal sustainability and maintaining appropriate monetary and exchange rate policies. In the past, certain trade, industry and credit policies favored inefficient investment and selected forms, including the creation and protected monopolies that resulted in high costs to other sectors and economic players.

Health and Nutrition Policy

Although part of   nutrition programs have been implemented since the Dutch colonial, the well documented national policy of the government of Indonesia was started since 1969, when the first stage of the Five Year Development Plan (FYDP) was formulated.  In the first FYDP there was no particular chapter on food and nutrition policy.  At that time the policy on nutrition is very limited and formulated in health policy chapter (for therapeutic/clinical nutrition policy), and in agriculture policy chapter (for community nutrition).  Meanwhile since the second FYDP the food and nutrition policy was exclusively formulated into one policy chapter.  This chapter always exists up till now in the national policy document called PROPENAS (National Development Programs).

The policy stated that the important of nutrition in the human and economic development.  The policy places higher prioritise on nutrition and health of pregnant and lactating mothers, and children form middle and lower income families.  The Indonesian government adopted a nation wide policy and programs on nutrition such as food security, promotion of dietary guidelines,  food supplementation, nutrition supplementation, food fortification and nutrition surveillance.   Policy and programs on controlling micronutrients problems has been done since 1980s, starting with iron tablets and vitamin A capsules distribution, then iodised salt.  In the nutrition- health related policy also includes immunization and sanitation programs, antenatal and pre natal care.
The first Indonesians dietary guidelines, called a guide to have a balance diet, was formulated and published in 1994.  Regarding vitamin A supplementation, twice a year infants between 6 to 12 months of age should receive vitamin A supplementation in the amount of 100.000 IU and children between 1 to 5 years receive 200.000 IU.  Mass campaigns for vitamin A capsules are held every February and August.    Village midwives or health center personnel should provide vitamin A supplements of 200.000 IU to every woman within the first 30 days after giving birth.

Since 1998, the Indonesian government adopted the formulation of Nutrition Plan of Action and called Food and Nutrition Plan of Action (FNPA).  The food and nutrition policy chapter of PORPENAS was then interpreted and formulated in more detail and measurable into FNPA.  FNPA identify prioritized target groups, indicators of the program and targets to be achieved for the next five years, as shown in Table 1.  The FNPA was jointly formulated by three most related Departments (Department of Agriculture, Department of Health, and Department of Industry and Trade), set several target indicators on nutrition for better human development.  

Table 1   Nutrition Indicators and Targets to Be Achieved in Year 2005

	Indicators
	Target groups*
	Year 2000

(%)
	Year  2005

(%)

	Protein calorie malnutrition

Underweight

Severe malnutrition


	Children under-five
	25.0

7.0
	20.0

5.0



	Nutritional Anemia


	Pregnant & lactating mothers

Children under-five

Women productive age
	50.9

40.5

39.5
	40

30

30

	Clinical Vitamin A deficiency


	Pregnant & lactating mothers

Children under-five


	50.2
	30

	IDD

Total Goitre Rate

Coverage of families use iodised salt
	School children


	9.8

65.0
	5.0

90.0


*As a reflection  the magnitude of the public health problems

In terms of food security, the FNPA also directed actions on food security at both the micro and macro levels is a complicated task. Food policy analysis links the macro economy with the rural economy and then traces the impact of changes in both sectors on the poor, mediated through changes in food production and consumption. A concern for Indonesia’s food security, whether at the household level or in national food markets, must incorporate this macro perspective on the food economy in order to achieve good policy design and effective implementation.

Micronutrient Problems 

Micronutrient deficiencies, such as iron, iodine, and certain vitamins deficiencies, are a still serious public health problem in Asian developing countries, including Indonesia.  These problems have increasingly gained attention from the experts and policy makers since they are adverse detrimental effects on human growth and development, increased risk of morbidity and mortality  

The international commitment for reduction of micronutrient deficiencies was first advocated at the World Summit for Children in 1990.  Since that time, micronutrient deficiencies have been the scope of several international and regional conferences, including the Conference for Ending Hidden Hunger in 1991 and the FAO/WHO International Conference on Nutrition (ICN) in 1992.  Eight years after the ICN, on February 2000, the Asian development Bank (ADB) in association with the Micronutrient Initiative (MI) and the Life Sciences Institute (ILSI) held a regional meeting called The Manila Forum 2000:  Strategies to Fortify Essential Foods in Asia and the Pacific.   The Manila Forum 2000 was participated by several Asia Pacific countries representatives consist of policy makers, program coordinators and planners, private sectors and researchers.   

Up till now, there were no current national data  on the prevalence of micronutrients problems, except for coverage of  iodised salt intake.   This is one of the weaknesses of the micronutrients deficiency information system in Indonesia.  Some national data on micronutrients deficiencies were already 6 to 8 years old.   Data from small - scattered studies showed that the problems of micronutrients deficiencies increased after two or three years of the economic crises.   

The prevalence of iron deficiency anemia  (IDA) was still prevalent, namely 50.9 % among pregnant women, 40.5 % among children under-five, 39.5 % among women in reproductive age, and 57.9 % among elderly.  During 1975 to 1995 the prevalence of IDA among pregnant women only decreased about 15 %.   Clinical vitamin A deficiency (VAD) was 50.0 % on children among under-five in 1993. Clinical iodine deficiency disorders (IDD) in school children was 27.7 % and 9.8 % in 1988 and 1999 respectively.  

The prevalence of clinical iodine deficiency disorders (IDD) in school children was 27.7 % and 9.8 % in 1988 and 1999 respectively.  The iodised salt intake was stagnant around 64 %, namely 65.2 % and 64.5 % in 1998 and 2000 respectively.  Historically, the first large-scale survey of iodine deficiency disorders (IDD) after the independence was conducted among 46 elementary schools in four provinces (North Sumatra, West Sumatra, East Java and Bali) in 1973.   The results showed that 60 to 90 % of the children suffered from goitre (TGR).   The second large-scale survey of IDD was done in 26 provinces in 1980-1982.  The results showed that 68.0 % of the selected sub districts were categorized as goitre endemic areas, in which 39.5 % was severe endemic. The magnitude of the problems in terms of number of people is presented in Table 2.

Table 2   Estimated Magnitude of the Nutrition Problems in Indonesia

	Problems & At risk group
	Number of People suffered  (million)

	Anemia

Children Under five

School Children

Teenage girls

Women in    productive age

Young couple  marriage women

Pregnant Women

Elderly


	8.1

17.0

6.3

51.8

13.0

2.5

5.0



	IDD

People in endemic areas

Goitre

Cretin


	42.0

10.0

0.9



	PCM among children under five

Underweight

Severe underweight

Marasmic-kwashiorkor


	5.2

1.7

0.2




Since 1980s the Government and private sectors have received much fund for reducing problem of iodine deficiency disorder (IDD) through salt iodization programs.  Although the problems of IDD still exists, the prevalence of the IDD is decreased very significantly during the last 20 years mainly because of salt iodization.  However, the prevalence of iron deficiency (anemia) is still  a very serious problem.

Scattered data on other micronutrient problems were now available.   Zinc deficiency among pregnant women was about 20 to 65 %.  Vitamin B6 deficiency among school children about 25 %; and folic acid deficiency among pregnant women about 10 to 25 %.   Intake of vitamin B12 and folic acid  are seems to be lower since Indonesians diets is generally lack of meats and fruits.   Several dietary studies showed that calcium intakes of children and pregnant women were less then  two-third of  their calcium RDAs.  

Initiation and Implementation: Food Fortification

 Food fortification programs, particularly wheat flour fortification was chosen for the case study in this paper.   The reason is that this program is relatively new and limited publication available on this program.  

The case study from Indonesia is case study Current opportunities of food fortification are strongly related to the problems of micronutrients deficiencies faced by Indonesians; and related policy has been made.  One of the strategies proposed for eliminating the problem is multi-nutrients food fortification, which is prioritised on wheat flour and complementary foods. 

In 1998, a national food and nutrition workshop attended by the policy makers, experts and related food industry leaders of Indonesia come out with the conclusion that the wheat flour was potential to be fortified with iron several other micronutrients (zinc, vitamin B1, B2 and folic acid) for better nutritional status of the community.  The major considerations for that are: 1) wheat flour getting play an important role in Indonesian diet, 2) centralized wheat flour industries (five flour mills) in Indonesia, 3) wheat flour fortification has been practiced world wide, 4) availability of sophisticated fortification technology,  5) low cost of wheat flour  fortification, and 6)  serious problem of iron deficiency,     While the special target groups strategies for eliminating of anemia, such as iron tablet for pregnant women are still exist.

In the 1998, the Ministry of Health’s Decree Number 632/1998 issued the mandatory fortification of wheat flour.  The wheat flour produced and distributed in Indonesia must be fortified with iron, zinc, thiamine, riboflavin and folic acid.    With support from UNICEF and USAID wheat fortification with iron was initiated in Indonesia.  From January 1999 to January 2000, a grant of US $ 850.000 from USAID through UNICEF was given to the Indonesian Government to purchase 340 metric tons of iron premix, and has been distributed for wheat flour fortification (60 ppm of iron) to Bogasari, Berdikari Sari Utama, Citra, Sri Boga Ratu Raya Flour Mills.  This year (2001) wheat flour industries received 240 metric tons of premix from CIDA.  

In addition to the above decree, in May 2001, Ministry of Industry and Trade issued Decree Number 153/2001 on the Mandatory Application of the National Standard of Indonesia (SNI) for Fortified Wheat Flour.  Both imported wheat flour or domestically produced wheat flour must follow this SNI.   According to the SNI, the wheat flour must be fortified with 50 ppm iron, 30 ppm zinc, 2.5 ppm thiamin, 4 ppm ribovlavin, and 2 ppm folic acid.

The above current policy/regulation provide opportunities for all related institutions such as related sectors of the government, related industries and services, research centers, both local and international NGOs for building a better partnership for better nutrition and health status of the community.

Although the problem of clinical vitamin A still exists, the magnitude of the problems is less serious than the problems of anemia.   Opportunities also open for fortification of selected appropriate foods with vitamin A.   Currently several foods such as instants noodle and margarine are already fortified with vitamin A voluntarily.  Previous studies have been done on fortification of MSG with vitamin A, however no appropriate and feasible technology available currently.  This is also an opportunities and challenges for future research activities.

A big opportunity on food fortification is also growing up for the commercial complementary foods.  All commercial complementary foods for children 6-23 years old in Indonesia have been fortified with micronutrients followed its standard.  Besides, during the crises, this year, the government allocated ADB loan for producing 9.375 tonne of fortified complementary foods for children 6-11 years old among 340 districts.  Those complementary foods are being produced by food industries.

In terms of coordinating institutions, the National Commission on Food Fortification (NCFF) has been reorganised.  Since the Ministry of Food and Horticulture in which the previous Commission attached, was no longer existed, the new home for the NCFF was proposed and accepted, namely, at the Deputy Coordinating Ministry for finance and Industry, under Coordinating Ministry of Economic Affairs.  The new position of the NCFF and its consolidation would have better opportunities to play a better role on coordination of the food fortification programs in Indonesia.

One of the results of the previous Manila Forum, provide an opportunity for NCFF and its collaboration research centers for conducting a preliminary review on the possible areas of the country investment plan (CIP) for Indonesia.  The preliminary review has been done in 2000 by the NCFF in collaboration with Center for Food and Nutrition Policy Studies (CFNPS) of IPB and funded by UNICEF f Indonesia.  The results proposed six areas of the future CIP of Indonesia, as follows:  1) Strengthening related regulation and policy of food fortification, 2) Strengthening capability of related food industries and sectors (capacity building) of food fortification, 3) Improving related monitoring and controlling activities of food fortification, 4) Strengthening advocacy, promotion and social marketing of food fortification, 5) Conducting operational and evaluation studies and developing innovation technology  activities for better food fortification programs, and 6) Strengthening related organisation and management programs for better  food fortification programs.

A decreasing trend in the prevalence of clinical vitamin A deficiency is evident, but, for lack of data, trends could not be assessed for sub-clinical vitamin A deficiency.  Besides, it may also caused by lack of capacity of human resource and institution development for management and evaluation of the selected program at the lower level.  It seems that the rapid adoption and expansion of micronutrient deficiency control programs was not followed by well design, monitoring and evaluation of the programs, and adequate capacity building.   Lack of current data is also because of that. Up till now there is no national data on  current major micronutrient problems, and new emerging micronutrients deficiencies, such as zinc, vitamin B1, vitamin 2 and folic acid.   Therefore, future well monitoring and control, evaluation studies and adequate capacity-building programs on food fortification system are urgently required. 

The Ministry of Industry and Trade Decree Number 153/2001 on Mandatory Application of the National Standard of Indonesia (SNI) for Fortified Wheat Flour, will soon be mandatory enforced (since October 2nd 2001).  Before the Decree will be mandatory enforced, some related policies have to be formulated and issued by the government.   For instance, 1) What kind of policy should be made imported wheat flour or non-fortified wheat flour; 2) How to control the distribution of the non-fortified wheat flour; 3) How to increase the capacity of the local food control laboratories on this issue; 4) How is the implications on food labelling of its derived products, what sorts of policies should be made.  These all be challenges for the Indonesian government in the near future.

Challenges are also faced on additional cost of food fortification for food industries, and lack of knowledge of the people on the health benefits of the food fortification.  However, a feasible and suitable CIP and be complemented with an   initial grant and facilities for the industries, together with a better promotion of food fortification will minimized the challenges.  

Regarding the complementary foods, many research studies showed that nutrition intervention by providing high calorie - protein density as well as micronutrients to underweight children could provide improvement in term of their normal growth.  Meanwhile, the prevalence of underweight among children under-two years is approximately 25% and remains steady until 5 years of age.  The most probable causes of high infant mortality rate in Indonesia are inadequacy food intake and high frequency of infection disease due to poor sanitation and hygiene beside poor health care.   

Some challenges are also faced by the complementary food industries, as highlighted in the previous paper of the Manila Forum 2000, presented by an Indonesia’s food industry, such as: 1) The current national capacity available could not full-fill total requirement (+ 25 - 30%), 2) The reality of short duration in complementary food usage compare to milk usage, 3) The perceive image of complementary food still low among mothers, 4) The regulation especially standard and other rule need to be revised and established, 5) Lack of  long term nutrition strategic plan  and program at regional level. 
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