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Summary 

This research explores the effect of structural violence on the infant and child mortality 

amongst the native population of Papua Barat, Indonesia in the context of Human Rights. 

Structural violence creates unequal opportunities between dominant- and subordinate 

groups in society which manifests itself in discrepancies in the infant and child mortality 

rate. Three groups were investigated; the Papuans in rural areas, the Papuans in urban areas 

and non-Papuans. The differences in infant and child mortality rates between the groups are 

significant. The rural Papuans had a percentage of 18,4 (38 deaths/ 207 live births), the 

urban Papuans 13,9% (38 deaths/ 274 live births) and the non-Papuans had a percentage of 

3,6 (2 deaths/ 56 live births). These statistics indicate a vast inequality in society. The 

group-interviews held amongst the different groups confirmed that discrimination is 

anchored in society and systematically disadvantages the Papuans. Participatory 

observations in hospitals and health centres have shown that structural violence is at play in 

the health care system as well; the urban areas are better equipped with quality health 

service than the remote inland. In the rural areas there is not enough medical personnel or 

equipment and there is an insufficient, unvaried stock of medicine that is often past the 

expiration date. The Indonesian government has not taken sufficient steps to improve the 

dire situation, which affects Papuans disproportionately due to the almost homogenous 

Papuan population in the inlands. As a result of years of Indonesian transmigration politics 

over 50% of the population of West Papua now consists of non-Papuans. Whereas the urban 

areas are mainly populated by non-Papuans, the rural areas are inhabited nearly exclusively 

by Papuans. The remoteness of the area and governmental corruption has made adequate 

primary care unobtainable which has a disastrous effect on the infant and child mortality 

rate. The lack of accessible healthcare is a violation of both the special rights accorded to 

children in the Rights of the Child and of the judicially required minimum standard of 

healthcare enumerated in the Maastricht Guidelines as a requirement of the Economic, 

Social and Cultural Rights. As Indonesia has ratified both these treaties, failure to fulfil 

these obligations is prohibited by law. Nevertheless structural violence is nearly completely 

obscured from sight by the legitimization and justification of the injustice as a result of 

cultural violence. Non-Papuans legitimate the violence with rationalizations regarding the 

alleged primitive lifestyle of the Papuans. Amongst Papuans the cultural violence has been 

internalized which normalizes the structural violence and has led to feelings of hopelessness 

and a dejected acceptance of their lot in life.  
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1. Introduction 
 

“We have to take care of ourselves alone. All the programs here are meant for the Papuans 

but we can't do that kind of work so we just watch from afar. We are not included; we are 

the others in our own land.” 
        (Papuan respondent in Ayawasi) 

 

“The way they treat us, it feels like we don't have any government.” 

 
        (Papuan respondent in Manokwari) 

 

These citations of Papuan respondents during group-interviews illustrate the general 

feelings of abandonment and desolation towards the Indonesian government. A child born 

to the indigenous population of the Indonesian province Papua Barat1
, has a rough life to 

look forward to; a lack of basic and social services, exploitation, weakening of local 

institutions, erosion of traditional culture and norms, uneven distribution of wealth, military 

atrocities, and discrimination, that is, if they even survive to adulthood. The Indonesian 

government poses serious threats to the survival of the indigenous people of West Papua, 

since the 1960s the conflict over the provinces has cost thousands of Papuans their lives. 

Additionally the deteriorating health situation as a result of the lack of available health care, 

the HIV/AIDS explosion, the transmigration and persistent underdevelopment of the 

inlands have led to a rapid and threatening demographic transition which have turned the 

Papuans into a minority in their own land (Elmslie, 2010). The recent aerial attacks on 

Papuan villages as well as the shootings by the Indonesian army on demonstrators of a 

peaceful pro-independence demonstration in the Papua provincial capital, Jayapura stand 

out as the latest deadly incidents that are part of a string of violent attacks on the Papuan 

population (HRW, 2011). As the physical manifestation of the conflict rages on, the more 

concealed injustice and discrimination that influences the lives of Papuans every day 

garners hardly any attention at all. The lack of accessible health care, education and 

economic development has left the indigenous population without any opportunities to 

escape the vicious poverty cycle. Development programs and policies aimed at alleviating 

the plight of the Papuans have remained largely unsuccessful. In fact, Indonesian policies 

have sustained and probably worsened the appalling socioeconomic realities of the Papuans 

by imposing discriminative systems in Papua Barat that creates unequal life opportunities 

between Papuan and non-Papuan communities (Bonay & McGrory, 2005). This process is 

defined by Galtung (1969) as structural violence which causes the avoidable suffering in 

                                                           
1 

Previously the Indonesian provinces Papua and Papua Barat were a single province known as West Papua; to 

refer to both provinces simultaneously its former name will be used.   
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daily life where the choices of the victims are predetermined for them by a structure and not 

of their own choosing. At the core of the structural violence in West Papua lies the 

incredibly high infant and child mortality rate of 11,7% (117/1000) which is over twice as 

high as the average 5,6% (56/1000) of the rest of Indonesia  (Blair, 2003). The statistics are 

presumably even higher in remote areas where the only investigation on this subject in the 

inlands revealed an infant and child mortality rate of 26,8% (181/675) (Bronsgeest, Den 

Haan & Van Ooijen, 2008). Previous research by Haines (2011) has established that the 

outcome of structural violence is evident in the discrepancies of infant and child mortality 

rates between different segments of society. Nevertheless no research has been conducted 

that addresses the differences between Papuans and non-Papuans in Papua Barat.  

Despite the horrific statistics, the subject of infant and child mortality has remained 

largely hidden from the public eye due to Indonesia's refusal to grant journalists and 

scientists access to certain parts of West Papua. International institutions have started to take 

notice of the appalling health status of children and infants in the Indonesian province, yet 

references have been scarce and obscured in general reports; mentioned only arbitrarily in 

single paragraphs dedicated to West Papua (USAID, 2009, UNICEF, 2010). The lack of 

attention seems partially vindicated by the cultural violence that legitimizes the structural 

violence against the native population (Galtung, 1990). The Indonesian government 

explicitly uses a stereotypic representation of Papuans as primitive, savage people to 

appropriate their land and resources under the guise of modernizing and developing the area 

(Kirsch, 2010). As a result Indonesia has been awarded the luxury to remain silent on the 

topic by the international community. Overall a low priority has been accorded to children 

and native peoples in the human rights discourse which turns them into invisible victims of 

structural violence. Previous research on structural violence by Haines (2011) Schwebel & 

Christie (2007) and Pilisuk (2008) has refrained from addressing the aspect of culpability 

within the context of human rights. Nonetheless the harmful effect of structural violence on 

the health status of children should be addressed as infringements on their specific rights to 

good treatment and protection from harm which were enumerated in the Convention of the 

Child (CRC) (ICRC, 1992). Additionally the Maastricht Guidelines (ICJ, 1997) offer a legal 

framework to address the culpability of the state with regards to structural violence by 

identifying the process as a violation of economic, social and cultural rights. Enforcement 

of these rights through international instruments can provide an appropriate structural 

remedy to a structural problem. Structural violence is a reality in Papua Barat that must be 

confronted and changed to realize a more just and sustainable peaceful society. 
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2. Theoretical framework 

In the theoretical framework the concepts of structural and cultural violence will be 

explored within the international context of the Convention of the Child and the Maastricht 

Guidelines. The conceptualization of these themes will be used to investigate the causes of 

the high infant and child mortality rate amongst the indigenous population of Papua Barat. 

In this analysis the responsibility of the state for the effects of structural and cultural 

violence on infant and child mortality will be the key point of interest.  

 

2.1 Structural violence and infant and child mortality  

The theory of Galtung (1969) clarifies the relation between violence and power within the 

context of militarization, poverty and political repression; conditions that are prevalent in 

Papua Barat. Violence is typically conceptualized as physical and/or psychological harm 

and injury caused by direct, and in some cases intentional, action through the application of 

vigorous or extreme physical force (Parsons, 2007: 174). Galtung (1969) argues that we 

must include indirect harms that cause avoidable suffering in daily life under the notion of 

violence, such as people dying from lack of access to proper medical care. Structural 

violence is established when somatic and mental realizations of human beings are below 

their potential realizations; the (avoidable) violence in the normality of everyday that 

impedes personal growth and deprives people from what is potentially possible. In other 

words, violence is what causes the gap between the potential and the actual; "what could 

have been and what is". Accordingly when the potential is obstructed by forces outside the 

subject-action-object relations of direct violence - instigated by the activity and intentions 

of particular agents - and there is no clear actor involved, the violence that occurs is called 

structural or indirect. The objects or victims of structural violence are the individuals that 

are forced into particular situations where their choices are predetermined for them by a 

structure and not of their own choosing. As such, the power structure is set up to benefit 

certain groups and disadvantage others, in the best cases, or to preserve certain groups and 

to kill off others, in the worst case scenario (Parsons, 2007). In his article Galtung (1990) 

stresses that the structures that produce indirect violence are not a natural and immutable 

occurrence, but a reproduction of the existing power relations that encompass forms of 

injustice such as oppression, marginalization, inequality, exploitation, domination and 

repression. Foucault (1988) describes the state of domination as set and congealed relations 

of power where one group lacks the ability to alter and shape such structural arrangements; 
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power is no longer substantially identified with an individual who possesses or exercises it; 

it becomes machinery that no one owns. Nonetheless dominant groups intentionally use 

their influence and power over others to preserve the ways in which organized relations and 

practices benefit their own interests and keep subordinate groups powerless to change such 

relations (Marcuse, 1966, in Parsons, 2007).  

This inequality has resulted in discrepancies in socio-economic status in Papua Barat 

that have especially affected the Papuans. The process of fast-flowing transmigration 

leading to better-educated settlers dominating the growing market economy has sidelined 

Papuans and excluded them from the economic benefits (Elmslie, 2010). As such structural 

violence leads to an overall lower standard of life for the disadvantaged group regardless of 

individual potential. A trend that frequently befalls native peoples, as Subramanian, Smith, 

Subramanyam and Hales (2006) have found a pattern of unequal health status and health 

care access between indigenous and non-indigenous groups in society due to socio-

economic status differentials. A proven highly effective method to measure inequality in 

society is to investigate the infant and child mortality rate between the different groups 

(Haines, 2011). Traditionally the focus in infant and child mortality research is on the input 

of factors such as occupation and education of the father or mother, family income, race, 

ethnicity, and residence. In his article Haines (2011) introduces the infant and child 

mortality rates as an outcome of these socio-economic variables that determine the health 

status to represent the inequality in society, especially for certain segments in society that 

are disadvantaged. In lieu of his research the infant and child mortality rate will be used to 

indicate the outcome of structural violence and as a comparative measure between Papuans 

and non-Papuans. 

 The theory of structural violence provides a useful framework for the understanding 

of structural violations of human rights as a constraint of individual agency to the extent 

that fulfilment of fundamental human rights is unattainable. Structural violence 

fundamentally comes down to the unequal distribution of resources resulting in 

disproportionate life chances which leaves the disadvantaged group with a higher 

prevalence of poverty and disease without the means and ability to battle or prevent these 

conditions. This process is not accidental, the existing inequality is caused by uneven 

distribution of power and can further trace its origins in the societal hierarchy that 

systematically disadvantage those who do not hold much power, if any power at all. In other 

words structural violence restricts the opportunity of the underprivileged to make choices 

and take action to the extent that individuals are unable or lack the capability to fulfill their 
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basic needs and rights as human beings. By removing the restrains instituted by social, 

economic and political inequalities that confine their agency, individuals can secure their 

basic capabilities (Ho, 2007). Chapman (1996) discerned structural violations of human 

rights as violations (1) resulting from action and policies on the part of governments (2) 

related to patterns of discrimination (3) related to the state's failure to fulfil the minimum 

core obligations of enumerated rights. Although this framework sets up a core perceptive on 

structural violence within the context of human rights, a concrete understanding of what 

structural violence truly entails and which exact rights are violated remains without 

description; leaving the theory of Chapman (1996) without a proper grounding in reality. 

Research
2
 focused on the effects of structural violence on the health status of children is 

often conducted on a global scale and the responsibility of the international community is 

underlined. Even though in this aspect of research on structural violence the attention is 

drawn to the accountability and perpetrators, the effect is lost by referring to the 

responsibility of the international community as a whole without citing which specific laws 

have been violated and how to achieve persecution.  

Discerning and persecuting structural violence offers a difficult challenge to the 

international law mechanisms. Whereas in direct violence there is physical damage related 

to a specific event with an identifiable victim and perpetrator, structural violence causes 

harm indirectly often through a slow and steady process, with no clearly identifiable 

perpetrators. Kent (2006) has described the structural violence as an overarching 

classification for the detrimental socio-economic conditions and holds the state accountable 

through the concept of deliberate neglect. In accordance with Haines (2011) Kent (2006) 

depicts the presence of structural violence as observable on the societal level in the high 

infant and child mortality rates. This governmental neglect of children must be understood 

as being intentional even if the culpability is not individual but systemic (Kent, 2006). An 

impressive body of research is focused on the identification and impact of structural 

violence, yet a concrete study on how to hold the agency-constraining parties accountable 

and how to take legal action against them remains unexplored; a gap exists between the 

investigation of the effect of structural violence on society and the prosecution of these 

cases. In the aggregate, much more harm results from child neglect than from direct child 

abuse, which constitutes a moral triage situation; the worse indirect harms often go 

unnoticed while outward harm gets widespread attention. A trend that is maintained by the 

                                                           
2
 Schwebel & Christie (2007), Pilisuk (2008) and Kent (2006) 
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lack of specific case studies which convey the suffering of these children in a more concrete 

manner and investigate accountability of states. Even though direct violence against the 

Papuan population has been the subject of many scholarly papers
3
; more research is needed 

to address structural violence and the effect it has on the high child and infant mortality rate, 

in order to provide an overarching insight into the underlying inequality in society.  

 

2.2 Cultural violence and infant and child mortality 

As has been previously stated within the analysis of structural violence an inherent 

difficulty is discerning the everyday violence within society. In his article, Galtung (1990) 

has defined this non-phenomenon as cultural violence. Cultural violence is the 

legitimization of direct- and structural violence that makes it look and even feel right. 

Where structural violence denotes the systematic disadvantage of certain segments of 

society, cultural violence represents the rationalizations of said violence. As Galtung states; 

‘the culture preaches, teaches, admonishes, eggs on, and dulls us into seeing exploitation 

and/or repression as normal and natural, or into not seeing them (particularly not 

exploitation) at all’ (1990: 295). The structural violence that is manifested in the 

discrepancies between social, economic and political standing between groups is condoned 

and concealed by cultural violence in discourse. Cultural violence eases over the 

incorporation of structural violence in society and excuses the perpetuating effects. Power 

relations that favor the dominant group are reproduced by the narratives in society, leaving 

the subordinate groups at a disadvantage. Whereas direct violence is an event and structural 

violence a process, cultural violence is more permanent in nature, given the slow 

transformations of basic culture.  

 Although several studies have focused on structural violence that targets indigenous 

groups in society, no special investigation has been conducted to reveal in what way cultural 

violence legitimizes the violence against them (Butt, 1999, Sugandi, 2008). The structural 

violence that restricts agency and limits opportunities for native peoples is rendered 

invisible by holding their ‘primitive ways’ responsible for their substandard position in 

society. While he does not refer to cultural violence, Sugandi (2008) has pointed out that 

indigenous people commonly get labelled as backward and stone-age people even after 

integrating in modern society. These methods of stereotyping and stigmatization are 

effectively employed to normalize the structural violence that disadvantage the indigenous 

                                                           
3
 Kirsch, (2010), Trajano (2010) and Wing & King (2010) 
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population. In this line of reasoning the inferior position of the Papuans in society is not due 

to a systematic cut-off from resources and means to fulfil their basic needs, it’s because of 

their ‘inherent inferiority’ which prevents them from getting ahead in life. These same 

mechanisms of cultural violence are subsequently used to substantiate the claim for the 

need for Papuans to assimilate to Indonesian culture. Modern lifestyles are imposed on 

indigenous people based on the assumption that their original culture is solely responsible 

for their position in society. The Koteka operation carried out in Wamena, Papua in the late 

1970s, exemplifies these tactics; indigenous people were forced to drop their traditional 

values and adopt modern lifestyles, including clothes instead of penis gourds for men 

(Sugandi, 2008). In this sense cultural violence against native people is especially 

destructive; not only is the structural violence that degrades them disregarded but their 

culture is deemed responsible for their subordinate position in society, subsequently the 

dominant group sets out to eradicate this impediment through assimilation. In other words 

cultural violence keeps the subordinate group in their place and reinforces the superiority of 

the dominant group by offering rationalisations such as an inferior culture to legitimize the 

inequality in society. Decades of direct violence and oppression of the Papuans by the 

Indonesian government have seeped into society and anchored as massive structural 

violence with non-Papuans as the elite group and Papuans as the primitive group, producing 

and reproducing cultural violence with these racist ideas (Galtung, 1990). 

 Cultural violence is a tactic that can be employed to restrain agency within 

subordinate groups and block consciously motivated and collectively organized methods of 

resistance (Galtung, 1990). As has been previously stated, structural violence creates needs-

deprivation a serious injustice that elicits two possible responses; one reaction is direct 

violence against the aggressor, another inward directed aggression in the form of feelings of 

hopelessness, deficiency and frustration that outwardly manifests as apathy and withdrawal. 

Cultural violence is internalized not just by members of the dominant group but by the 

subordinate group as well. Consequently victims of structural violence start to believe in 

their own (contrived) inferiority creating a sense of complacency and dejected acceptance 

of their fate due to the illusion of normalcy. This response is favoured by the dominant 

group, preferring stability and governability over violent insurgences. Although 

communities can actively resist structural violence through non-compliance, non-

participation and active rebellion, the real struggle should be focused on changing the 

subordinate position of the group. To establish conditions whereby they are not subject to 

harms and injuries as a result of routinized relations and practices designed to reproduce 
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inequality and benefit dominant groups (Parsons, 2007). In fact, even if the subordinate 

group resorts to direct violence the dominant group can keep the stability intact by blaming 

the victim of structural violence for casting the first stone, an effective rationalization tactic 

of cultural violence (Galtung, 1990). In Indonesia this tactic can be discerned in the 

depiction of the Free Papua Movement
4
 (OPM) as a dangerous and violent organization 

without a legitimate cause which is to be countered with fierce opposition. Whether or not 

victims of the fierce Indonesian ‘opposition’ are involved with the OPM at all is often 

beside the point, what matters is the legitimization of the violence that firmly keeps the 

existing power relations in place. This development has been researched by Kirsch (2010) 

who detected culturally violent us-and-them narratives employed by the Indonesian 

government to represent the Papuan population as inherently violent, utilizing images of 

violent tribal people and resistance by the OPM to reproduce the stereotypical 

representation of the Papuans as primitive savages. Consequently the use of direct violence 

as well as the rationale of the Indonesian state for appropriating their land and resources in 

the name of development and modernization (whilst continuing to militarize the province) 

is legitimated (Kirsch, 2010). Framing the conflict in this manner has proven to be 

extremely effective, not in the least due to the dominating international perception of 

Papuans as the stereotypical violent primitives which has prevented comprehensive 

inquiries of reported mistreatment. Within this setting cultural violence does not just 

constitute the legitimization of retaliatory violence against aggressive insurgents, it justifies 

structurally violent policies and dismisses protest on the preconception of an inherently 

violent people.  

 The cultural violent stereotype of the savage Papuans is translated to the subject of 

healthcare and infant and child mortality. Papuans live and raise their children in ways so 

culturally distinct from mainstream Indonesian culture that the pejorative 'primitive' is 

assigned to them to make indigenous people appear inferior. The research by Butt (1999) 

refers to this rhetoric as political mythmaking; the normal health status of indigenous 

infants is ‘inherently poor' and only through assimilation and state medical care can it be 

improved. The culturally violent assumptions spread by Indonesia of the ‘inherently 

unhealthy' indigenous infants reinforces the internalized belief in the innate inferiority of 

native people, further concealing the effects of structural violence on the high infant and 

                                                           
4
 The contested annexation of West Papua to Indonesia during the Cold War in 1969 has spurred on     

separatist tendencies, exemplified by the Free Papua Movement or Organisasi Papua Merdeka. This   subject 

is elaborated upon in Appendix I. 
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child mortality rate. Previous research has made it apparent that the highly politicized 

nature of the Indonesian policies is a means for the government to control political activism 

and to inculcate values of national citizenship in culturally distinct communities (Butt, 

1999). In particular, health objectives targeted specifically at infants can condense political 

messages about the need for assimilation. Using the pretext of providing medical care to 

further a political agenda is perilous; the very people that are supposed to be aided by 

providing accessible healthcare might refrain from visiting the clinics due to their suspicion 

of the double agenda. The practice of traditional healing is still widespread amongst Papuan 

communities, where a combination of native medicine and modern western medical care is 

used to treat illnesses (Courtens, 2008). Whether traditional healing has been included in the 

culturally violent rhetoric to legitimize the inferior position of Papuans in society, especially 

with regard to infant and child mortality, has previously been left unexplored but will be 

elaborated upon in this thesis. 

Regrettably research in Papua Barat has not been specifically focused on the use of 

cultural violence against native people as a rationalization of structural violence. The focal 

point has been the obliteration of Papuan culture without an in-depth analysis to explore the 

reasoning behind the seemingly senseless destruction and what the implications might be 

within society. As such the extent to which cultural violence rationalizes and veils the 

effects of structural violence on infant and child mortality within Papua Barat will be 

investigated. 

 

2.3 Human rights and infant and child mortality 

As has been aforementioned previous research on structural violence often neglects to 

address the specific human rights that are being violated. Even so, broad studies
5
 on the 

effect of structural violence on children often refer to the Convention of the Child (CRC) as 

a legal framework to address the issue. The Convention on the Rights of the Child 

incorporates the full range of human rights —civil, cultural, economic, political and social 

rights - which covers all children under the age of eighteen within the jurisdiction of a state. 

The Convention sets out the rights in 54 articles and two Optional Protocols; the right to 

survival; to develop to the fullest; to protection from harmful influences, abuse and 

exploitation; and to participate fully in family, cultural and social life. The four core 

principles of the Convention are non-discrimination; devotion to the best interests of the 

child; the right to life, survival and development; and respect for the views of the child 

                                                           
5
 Schwebel & Christie (2007), Pilisuk (2008) and Kent (2006) 
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(ICRC, 1992). Additionally the Convention protects children's rights by setting standards in 

health care; education; and legal, civil and social services.  

Indonesia signed the Convention on January 26, 1990 and ratified these rights on 

September the fifth that same year (ICRC, 1992). By agreeing to undertake the obligations 

of the Convention, national governments have committed themselves to protecting and 

ensuring children's rights and they have agreed to hold themselves accountable for this 

commitment before the international community. States parties to the Convention are 

obliged to develop and undertake all actions and policies in the light of the best interests of 

the child (ICRC, 2002). In the research by Yousefzadeh (2012), focused on child poverty 

and deprivation in Iran, the Convention of the Child is used to identify and categorize the 

dimensions of deprivation and the three P’s approach of Provision, Protection and 

Participation is employed to determine which minorities in society are most affected. 

Although her study is not specifically focused on structural violence, the conditions of 

deprivation affecting certain groups in society essentially constitute the effects of structural 

violence. In lieu of this research the Convention on the Rights of the Child will be 

employed as a legal guideline to identify structural violence as a violation of human rights.

  As this thesis is specifically focused on whether the influence of structural violence 

on infant and child mortality is a violation of human rights the focal point will be on article 

24 of the CRC which refers to infant and child mortality and the provision of primary health 

care standards; “1. States Parties recognize the right of the child to the enjoyment of the 

highest attainable standard of health and to facilities for the treatment of illness and 

rehabilitation of health. States Parties shall strive to ensure that no child is deprived of his or 

her right of access to such health care services forth in the present Convention and in other 

international human rights or humanitarian instruments to which the said States are Parties. 

2. For this purpose, States Parties shall provide, as they consider appropriate, co-operation 

in any efforts by the United Nations and other competent intergovernmental organizations 

or non-governmental organizations cooperating with the United Nations to protect and 

assist such a child and to trace the parents or other members of the family of any refugee 

child in order to obtain information necessary for reunification with his or her family. In 

cases where no parents or other members of the family can be found, the child shall be 

accorded the same protection as any other child permanently or temporarily deprived of his 

or her family environment for any reason, as set forth in the present Convention. States 

Parties shall pursue full implementation of this right and, in particular, shall take 

appropriate measures: (a) To diminish infant and child mortality; (b) To ensure the provision 
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of necessary medical assistance and health care to all children with emphasis on the 

development of primary health care; (c) To combat disease and malnutrition, including 

within the framework of primary health care, through, iner alia, the application of readily 

available technology and through the provision of adequate nutritious foods and clean 

drinking-water, taking into consideration the dangers and risks of environmental pollution; 

(d) To ensure appropriate pre-natal and post-natal health care for mothers; (e) To ensure that 

all segments of society, in particular parents and children, are informed, have access to 

education and are supported in the use of basic knowledge of child health and nutrition, the 

advantages of breast-feeding, hygiene and environmental sanitation and the prevention of 

accidents; (f) To develop preventive health care, guidance for parents and family planning 

education and services. 3. States Parties shall take all effective and appropriate measures 

with a view to abolishing traditional practices prejudicial to the health of children. 4. States 

Parties undertake to promote and encourage international co-operation with a view to 

achieving progressively the full realization of the right recognized in the present article. In 

this regard, particular account shall be taken of the needs of developing countries” (ICRC, 

1992: 11-12). The article recognizes the right of the child to enjoy the highest attainable 

standard of healthcare and the obligation of states to strive to ensure that no child is 

deprived of his or her right of access to such health care. In other words the Convention has 

expanded the traditional notion of ‘harm’ beyond physical abuse to other pernicious forms 

of harm including medical negligence; a child has the right to be protected from this harm.  

 Although the Convention offers a legal framework to address the effects of structural 

violence, for example the effects that are demonstrated by the high infant and child 

mortality rates, it provides difficulties in addressing culpability of the state with regard to 

the process of structural violence which denies certain groups in society their rights. 

Whereas the lack of adequate healthcare can be condemned, the underlying structural 

violence which has resulted in this violation mostly affecting a certain group will continue 

to fester. The Convention covers state accountability through the language of obligations on 

behalf of children, placing a directive upon states to institutionalize the protection of 

children and the provision of assistance for their basic needs, yet the document refrains 

from specifying what these obligations exactly entail and what constitutes a violation 

(Simon, 2000). The obligation of states to strive for improvement of inadequate health care 

is imprecise and states can therefore not be effectively held accountable if their efforts to 

improve the situation are not enough, which can be especially difficult to assess as 

structural violence is hidden from plain sight through normalization as a result of cultural 



16 

 

violence. The culpability of the state in these instances is depicted in the Maastricht 

Guidelines which will act as an overarching legal framework to address the obligations and 

responsibility of the state on a grander scale. The document offers a legal framework to 

address structural violence by identifying the discrepancy between Papuan and non-Papuan 

groups with regards to opportunities, resources and overall poverty as an infringement on 

economic, social and cultural rights. The International Covenant on Economic, Social and 

Cultural Rights was ratified (a) by Indonesia on February 23, 2006 obligating the state to 

uphold these rights (ICESCR, 1995). The Maastricht Guidelines provide a concrete 

meaning to what constitutes a violation of economic, social and cultural rights and imposes 

three different types of obligations on States: the obligations to respect, protect and fulfill, 

failure to perform any one of these three obligations constitutes a violation of such rights. 

Additionally the Guidelines set a standard for minimum core obligations in article 9; 

“Violations of the Covenant occur when a State fails to satisfy what the Committee on 

Economic, Social and Cultural Rights has referred to as ‘a minimum core obligation to 

ensure the satisfaction of, at the very least, minimum essential levels of each of the rights [. 

. .]. Thus, for example, a State party in which any significant number of individuals is 

deprived of essential foodstuffs, of essential primary health care, of basic shelter and 

housing, or of the most basic forms of education is, prima facie, violating the Covenant.’ 

Such minimum core obligations apply irrespective of the availability of resources of the 

country concerned or any other factors and difficulties” (ICJ, 1997: 3). In article II part 6 

failure to meet the obligation of states to provide essential primary healthcare is specifically 

mentioned as a violation in accordance with the Limburg Principles article 72;“A State 

party will be in violation of the Covenant, inter alia, if: – it fails to take a step which it is 

required to take by the Covenant; – it fails to remove promptly obstacles which it is under a 

duty to remove to permit the immediate fulfillment of a right; – it fails to implement 

without delay a right which it is required by the Covenant to provide immediately; – it 

willfully fails to meet a generally accepted international minimum standard of achievement, 

which is within its power to meet; – it applies a limitation to a right recognized in the 

Covenant other than in accordance with the Covenant; – it deliberately retards or halts the 

progressive realization of a right, unless it is acting within a limitation permitted by the 

Covenant or it does so due to a lack of available resources or force majeur; – it fails to 

submit reports as required under the Covenant” (ICJ, 1997: 4). Aforementioned not only 

compels states to take necessary action it condemns states that neglect to undertake 

adequate action to uphold these rights. Discrimination on any grounds that impairs equal 
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enjoyment of economic, social and cultural rights constitute a violation, in addition special 

mention is made to certain groups that suffer disproportionate harm in this respect, such as 

indigenous and tribal peoples (ICJ, 1997). Through this research insight will be provided in 

the relation between structural violence and infant and mortality within Papua Barat and 

how this should be addressed in the context of human rights.  

 

3. Research question 

The theoretical framework has demonstrated the aspects of structural- and cultural violence 

in relation to the health status of children within different groups in society that need further 

investigation. The necessity of an analysis on how to address this process as a violation of 

Human Rights by the state has especially been made apparent. In order to effectively 

research whether the effects of structural violence on the high infant mortality rate 

constitute a violation of human rights, the following main- and sub-questions have been 

formulated. 

 

“Can the structural violence that affects infant and child mortality amongst the 

indigenous population of Papua Barat, Indonesia be regarded as a violation of Human 

Rights?” 

 

OPERATIONALISING QUESTIONS DATA COLLECTION 
TECHNIQUES 

DATA OUTCOMES GENERATED 

Are Indonesian government health 

policies part of the structural violence 

that affects the infant and child 

mortality rate? 
 

1. Literature research 

 

2. Participatory                                                   

observation 

 

3. Group-interviews with 

Papuans 
 

- Human Rights violations 

- Structural violence Indonesian 

government 
 

 Is there a difference due to structural          

violence in infant and child mortality           

between the Papuans in remote areas 

and cities and non-Papuans? 

1. Group-interviews with 

indigenous population  in 

villages and cities in 

Papua Barat  

 

2. Group-interviews with 

non-Papuan population  
 

-  Infant mortality rates 

-  Discrepancies in socio-

economic status 

- Experiences with structural 

violence  
 

What role does cultural violence play 

in obscuring the effects of structural 

violence on infant and child mortality 

amongst Papuans? 

1. Group interviews with 

non-Papuans  

 

2. Group-interviews with 

native population 

- Reflection on stereotypes and 

experiences 

- Legitimizations of structural 

violence 

- Response to cultural violence 
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4. Methodology 

In this chapter the key concepts and methodology of the research are defined. The research 

questions are answered using a qualitative approach. Qualitative research has been chosen 

because the method has the potential to gain meaningful understanding of the way in which 

structural violence has effect on infant and child mortality.  

4.1 Operationalization 

To provide insight in the structural violence that affects infant and child mortality, the 

constructs in this research are defined and operationalized. 

Child mortality rate is defined as the number of children who die between the age of one 

and five, per thousand live births per year, which is a leading indicator of the level of child 

health and overall development in countries. (WHO, 2010) 

 

Infant mortality rate is defined as the number of deaths of babies under one year of age per 

1,000 live births. The rate in a given region is the total number of new-borns dying under 

one year of age divided by the total number of live births during the year, then all multiplied 

by 1,000 (WHO, 2010). Miscarriages are not counted as the death of an infant but will 

receive special mention. 

 

Structural violence is defined as institutionalized discrimination that creates unequal life 

chances between dominate- and subordinate groups. The indirect harms that cause 

avoidable suffering in daily life and create the gap between the potential and the actual, 

where the choices of the victims are predetermined for them by a structure and not of their 

own choosing 

 

Cultural violence is defined here as any aspect of a culture that can be used to legitimize 

violence in its direct or structural form. Cultural violence justifies direct and structural 

violence and reveals the way in which the act of direct violence and the fact of structural 

violence is legitimized and thus made acceptable in society (Galtung, 1990: 3). 

 

Papuans are defined as the indigenous (Melanesian) population of Papua and Papua Barat. 

In this thesis no distinction will be made between the different tribes, unless the communal 

ties and culture is relevant to the subject. 
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Non-Papuans are defined as the inhabitants of Papua who are not of Melanesian origin and 

(originally) hail from other parts of Indonesia. They are frequently referred to as the 

Javanese but the term is incorrect as not all of them are from Java. The term transmigrants 

is likewise unsuitable as it has a negative connotation and not all non-Papuans came to 

Papua through the transmigration program nor do they consider themselves as such.  

 

4.2 Research methods 

Investigating the effects of structural violence on infant mortality in Papua Barat and its 

place in human rights literature requires several qualitative research methods. The general 

design of the research is explorative in nature as well as descriptive.  

 

4.2.1 Group-interviews 

The main research method is the conduction of group-interviews. Indonesian culture and 

especially Papuan culture is strongly community based therefore group-interviews are likely 

to initiate a more open and comfortable environment for the respondents. One-on-one 

interviews lack such familiar settings and might make the (politically) sensitive subject 

matter seem too daunting to discuss with a foreign researcher. Group-interviews offer the 

respondents strength in numbers in addition to providing the opportunity to interview more 

respondents altogether. The interviews were open for the main part to accommodate honest 

and in-depth responses. At the end of the interview a small survey was held to gather 

personal information with regard to the infant and child mortality rates for comparison 

between the respondent groups. 

 Data was gathered from three different focus groups in Papua Barat in two 

conceptual research locations; Non-Papuans, Papuans living in the urban areas and Papuans 

living in remote areas. Information gathered from 15 group-interviews demonstrates the 

role that infant and child mortality plays in the community and the discrepancies in socio-

economic living standard. Two group-interviews were with Non-Papuan groups, four of the 

group interviews were with Papuans living in cities and seven of the group interviews were 

conducted amongst the Papuans living in the inlands of Papua. At each interview an 

interpreter was present and the proceedings have been recorded on tape and transcribed. 

Two interpreters were used for the different groups to avoid bias as a result of the presence 

of either a Papuan or a non-Papuan interpreter during sensitive discussions. During 

interviews with the Papuans the Papuan priest P. Titit translated and for the group-

interviews with the non-Papuans a non-Papuan woman C. Uidjaja translated. The different 
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groups have been chosen to display the differences between the remote areas that are 

mainly inhabited by Papuans and the urban area where mostly Non-Papuans reside. These 

differences in the enjoyment of economic, social and cultural rights as well as children’s 

rights between the two areas will demonstrate structural violence on a grand scale. The 

variations in child care and infant mortality between the Non-Papuans and the urban 

Papuans will exhibit the divergences between the groups who supposedly should be able to 

gain access to the same resources, institutions and services. The non-Papuan group will 

function as a control for the Papuan groups. The data gathered from these interviews will 

provide material to draw comparisons between different segments of society in Papua Barat. 

Differences found between these groups on these domains will demonstrate structural 

violence within society. Additionally the effects of policy on the inlands of Papua will be 

demonstrated.  

 

4.2.2 Experts 

To provide a contextual framework, five experts on the field of development work in Papua 

have been interviewed in depth. These experts have firsthand experience with governmental 

policies in Papua and can critically assess the situation offering valuable information. 

Keeping in mind the security factor, these experts shall remain anonymous. The interviews 

have been recorded on tape and can be accessed for verification by contacting the 

researcher. Two of these experts are no longer stationed in Papua and were interviewed at 

Bali and Lombok, Indonesia; both were development workers of the NGO Stichting 

Duurzame Samenleving Papua Barat (SDSP). One of the three remaining experts resides in 

Senopi and the last two in Sorong and Manokwari, all are affiliated with the Catholic 

Church in Papua Barat. These experts have been part of several projects to support the local 

population in different parts of Papua Barat and have extensive experience with 

developmental work in other parts of Indonesia as well. Their overview of the situation and 

familiarity with government policies will provide additional contextual information to the 

group interviews. The observations and experiences of the experts in different parts of 

Papua Barat and the rest of Indonesia offer a rare and greatly valued perspective on the 

research.  

 

4.2.3 Literature research 

To substantiate the claim of structural violations of human rights of the Papuans by the 

Indonesian government a literature research has been conducted to gain understanding of 
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the laws concerned and the previous findings on the matter. However, as international 

institutions such as UNICEF, Amnesty International, Human Rights Watch, Cordaid (exiled 

in 2011) or the Red Cross (exiled in 2009) are not or just barely (UNICEF) allowed 

entrance in West Papua, available statistics are rare and often unreliable. Still the proffered 

statistics and estimations on child and infant mortality and available healthcare services will 

provide a contextual framework for other more reliable methods of gathering information.  

 

4.2.4 Participatory observation 

The final research method that has been utilized was participatory observation in hospitals 

and health clinics in the remote areas and cities. The hospital Sele be Solu was visited in 

Sorong and three health centers in Ayawasi, Suswa and Senopi called; Balai Pencobatan St. 

Maria, Ayawasi, Puskesmas Distrik Mare, Suswa and Balai Pencobatan St. Rita, Senopi. 

The observation functioned as an assessment of the availability and quality of medical 

equipment and personnel and to make a comparison of the resources in the remote areas and 

the cities. The observations made during these visits to the health centers were documented 

in field notes. 

 

4.3 Research locations 

The research locations have been selected in accordance with the focus-groups; remote 

areas and urban areas situated in the Bird’s head, Papua Barat. The Bird’s head in Papua 

Barat has been deliberately chosen for the previously established contacts that reside there, 

providing a way to gain access to the focus-groups. Two cities have been selected as 

research locations for the demographic constitution of the population; Sorong and 

Manokwari. Both cities have a non-Papuan as well as a Papuan population who mainly live 

in separate communities within the city. The presence of both Papuans and non-Papuan 

Indonesians provide an excellent backdrop to discern structural violence and to research the 

differences between these groups. For the group-interviews in the remote area several 

villages have been selected; Senopi, Ayawasi, Kokas, Kunja and Suswa. In the inlands the 

population consists nearly entirely of Papuans which offers a parallel to the situation in the 

city and serves to demonstrate the different policies for the coasts and the inlands. These 

villages in the inlands of Papua were accessed by car, Ayawasi is a nine hour drive from 

Sorong, the villages Kokas, Kunja and Suswa are located near Ayawasi; the furthest village, 

Suswa, is a three hour drive away. The last visited village Senopi is a six hour drive away 

from Manokwari.  
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Figure 1: chart of Papua Barat (Courtens, 2008: 4) 
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4.4  Institutional contacts and network 

The research was conducted in collaboration with the Stichting Duurzame Samenleving 

Papua Barat (SDSP), a small scale non-governmental organization (NGO) with a main 

office in the Netherlands that runs several developmental projects in Papua Barat. The 

organization is mainly focused on development issues but has ventured into the area of 

human rights. Although they remain low-key, they have previously published an article on 

the infant and child mortality rate amongst the Papuans in Senopi (Bronsgeest, Den Haan & 

Van Ooijen, 2008). The SDSP has facilitated my research with their knowledge of the area 

and bringing me into contact with their established network. In Papua Barat my network 

was expanded with the Catholic diocese Sorong-Manokwari. Within the church my contacts 

consisted of the priests T. Tromp and priest P. Titit whom enabled the trips into the remote 

areas and facilitated the group-interviews. Priest P. Titit interpreted during the group-

interviews with the Papuans. During my course of Bahasa Indonesia at the school Wisma 

Bahasa in Yogyakarta - to be able to engage the respondents in basic conversation before 

group-interviews to induce to an open and friendly atmosphere - contact was made with the 

Indonesian-turned-Canadian C. Uidjaja whom agreed to come to Papua Barat to interpret 

during interviews with non-Papuans. 

 

4.5 Population 

The respondents in the group-interviews participated according to three criteria. First the 

respondents resided at the designated research locations, either a village in the remote areas 

or in one of the cities. Second the respondent was either a non-Papuan or a Papuan 

dependent on the group-interview at the time. This separation was instated as an 

intermingling of both Papuans and non-Papuans during interviews increased the probability 

of socially acceptable, biased answers. Finally the respondents that were interviewed were 

at least 18 years old. The latter criterion was added after three group-interviews with 

Papuan students, ages ranging from 14 to 17, yielded no useful information; these 

interviews have been removed from the data. No prearranged division
6
 has been made 

between men and women in the group-interviews. Although usually infant and child 

mortality research is conducted amongst women in this thesis men have been included as 

structural violence and the health of their children concerns both genders. 

 

                                                           
6
 During the group-interview in Kunja it was discovered that a baby from the village had just died in Ayawasi, 

so the women left the interview to grief.  
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Focus group: Papuans in remote area 

This group consists of the Papuans that were interviewed in the remote areas. Within the 

villages Kokas, Suswa, Kunja and Senopi one group-interview was held respectively and in 

Ayawasi three group-interviews were conducted. The seven group-interviews ranged from 

1.5 hours to 3.5 hours with groups from 8 to 18 respondents. In total 62 Papuans 

participated in the group-interviews of whom 32 were men. The respondents were 

interviewed in the community centers. The following graph demonstrates the gender and 

ages demographics of the participants;  

 

 

Figure 2: Papuan respondents in the remote areas 

 

Focus group: Papuans in the urban area 

The group of Papuans that live in the urban areas were interviewed in Sorong and 

Manokwari. The four group-interviews in Sorong were held in the church and the 

community center and the one group-interview in Manokwari was conducted in a 

community center as well. The five group-interviews ranged from 1.5 hours to 2.5 hours 

with groups from 6 to 20 respondents. In total 74 Papuans participated in the group-

interviews of whom 21 were men. Figure three on the following page demonstrates the 

gender and ages demographics of the participants. Due to the subject matter being related to 

children’s health a greater initiative was shown among women to participate in these 

interviews.  
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Figure 3: Papuan respondents in the urban areas 

 

Figure 4: non-Papuan respondents 

 

Focus group: non-Papuans  

The two group-interviews with the non-Papuans were conducted with 9 respondents in 

Sorong which lasted 1.5 hours and 11 respondents in Manokwari which lasted 2 hours. The 

group-interview was held in the community center in Sorong and in the church in 
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Manokwari. In total 20 women participated in the group-interview. Figure four on the 

previous page demonstrates the age demographics of the group. This group consists solely 

of women due to the nature of the subject and the fact that most respondents were part of an 

existing women’s group within the church.  

 

4.6 Data analysis 

All group-interviews were recorded, transcribed and divided into fragments. First, the 

meaningful fragments correlating to the main subject of structural violence and infant and 

child mortality were identified. Then the fragments have been further interpreted and 

reduced to main- and subthemes using the theoretical framework providing insights in the 

perceptions of infant and child mortality and the effects of structural violence.   

 

4.7 Limitations and ethics 

Respondents were informed beforehand about the content of the interviews, participated 

willingly and approved the recording of interviews. In a similar manner specific approval 

was asked for the use of respondent’s images and photographs of health centers and 

hospitals in this thesis. The research methods encompass some limitations that need further 

reflection. First the differences between the researcher and the respondents, such as age, 

culture and sex, might have affected the data. In anticipation of this bias a Papuan 

interpreter was employed during the interviews with the Papuans and during the interviews 

with non-Papuans a non-Papuan interpreter was used to avoid socially acceptable answers. 

In some cases the interpreter has brought bias to the data as he formulated some questions 

in a leading manner. By following a course of Bahasa Indonesia a basic understanding of 

the language was developed which provided the opportunity to detect the bias and remove it 

from the data.  

 

5. Results 

In the following section the empirical findings of the research on the effects of structural 

violence on infant and child mortality will be presented. The results will be divided in three 

parts. First the analysis will focus on the influence of Indonesian health policies on infant 

and child mortality. Second the prevalence of structural violence will be discussed by 

depicting the infant and child mortality statistics and experiences with structural violence. 

Finally the influence of cultural violence on infant and child mortality will be discussed. 
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5.1 Indonesian governmental health policies  

Previous research shows that the health care system in Indonesia is fragmented and 

devolved, which challenges the capacity to sustain a comprehensive and concerted focus on 

maternal and child health (USAID, 2009). In this chapter the quality of the health centres in 

Papua Barat will be discussed alongside the distribution and effectiveness of the existing 

health programs. 

 

5.1.1 Accessible and qualitative care in Papua Barat 

In the general health policy of Indonesia emphasis is placed on increasing access to and 

quality of basic services for the poor as well as improving the general health of mothers and 

children through nutrition and immunisation programs. The specific objective stated in the 

Government’s Annual Plan of 2007 for the healthcare sector is to “increase access to and 

quality of basic services for the poor, increase the quantity and quality of health personnel, 

focusing on preventing and eradicating infectious and transmittable diseases (including 

diarrhoea), improving nutritional status for mothers and children, increasing use of essential 

generic drugs, and revitalizing the family planning program; priority diseases mentioned in 

the Annual Plan include TB, dengue fever, malaria, and HIV/AIDS” (USAID, 2009: 6). A 

major issue that the government of Indonesia and the regional government of Papua Barat 

are struggling with is the provision of accessible basic health care in the villages due to the 

lacking infrastructure and remoteness of the area. In the effort to fulfil the policy objective 

several health centres and hospitals have been set up in the remote areas of Papua Barat. 

The quality of these health care centres, however, differs from village to village and is 

substantially lower than that of the hospitals in the cities. To investigate discrepancies in 

accessibility and quality of the provided care between Papuan and non-Papuan groups in 

society participatory observations were conducted in the remote villages Ayawasi, Suswa 

Senopi and the city Sorong. The difference between these areas becomes significant due to 

the demographic composition of these areas; Sorong is populated mainly by non-Papuans 

and the villages are (nearly) homogeneously Papuan (Elmslie, 2010). In line with the 

aforementioned Government’s Annual Plan healthcare directive the analysis of the 

participatory observations will be focused on the accessibility, the quality of medicine, the 

presence of qualified healthcare personnel, overall healthcare service and treatment of the 

patients.  
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Sele Be Solu, Sorong
7
 

The hospital in Sorong is situated in the centre of the city and consists of a three-story main 

building and several side-buildings. They have a first aid, radiology, neonatal ward, 

intensive care and dermatology department, an operation room and they can use an 

ambulance. The first-aid area is crowded, patients Papuan and non-Papuan are lining up in 

front of the nurse station to get registered. Most patients at this department are being treated 

for superficial wounds and dehydration. The room is filled with beds behind curtains where 

people are being treated, the personnel is mainly non-Papuan. There are several offices 

assigned to doctors such as the dermatologist, neurologist and other specialists. Most of 

these offices are closed. In the centre of the hospital the halls are quiet; several groups of 

people are patiently waiting on benches in front of specialist offices and the main pharmacy. 

Other departments are empty except for a stray cat wandering around. At the pharmacy a 

pharmacist is providing medicine and instructions on how to use them. Throughout the 

hospitals doctors can be seen making their rounds and diagnosing the patients assisted by 

the nurses. Several student nurses are being taught procedures, practicing their craft and 

showing patients around due to the local nursing academy providing them with internships 

in the hospital. At the neonatal department a woman is giving birth in one of the rooms, the 

rest of the rooms are filled with measuring equipment, a gynaecologist chair, fridges for 

medicine, beds, nutritional charts and two incubators. The attending doctor at the front 

office is showing some new nurses how to measure the medicine for painkiller injections 

and working on patients charts. Out of three side-buildings two are in use; one building is 

for mentally ill- and chronically sick patients and the other building is specially reserved for 

sick children. The children’s department is covered by five nurses, a paediatrician and a 

general doctor. The doctors are not physically present; one of them checks up on the 

children once a day and is on call for the rest of the day. There are several rooms and a 

small courtyard cluttered with unused bed frames. During the observation four children 

were treated with an IV-drip with medicine for malaria and for dehydration. The medicines 

are kept in cabinets at the nurse station along with oxygen cylinders and intubation packets. 

The pharmacy for children within the building is closed for the day.  

 

                                                           
7
 Field notes: hospital in Sorong was visited on May 9, 2012 and May 11, 2012. 
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Incubators at the neonatal ward of Sele be Solu 

 

Balai Pencobatan St. Maria, Ayawasi
8
  

The hospital Balai Pencobatan Saint Maria in Ayawasi is situated in the middle of the 

village. The hospital is mainly funded by the Augustinians of the Catholic Church but 

receives government funds as well to run the maternal and child health program. The 

building is small, there is no doctor, three nurses run the centre. Two of the nurses are of 

non-Papuan origin, coming from Flores, Indonesia. The nurse that is in charge is a nun as 

well; the youngest nurse is only 21 and has been here for a mere six months. The Papuan 

nurse sits at the front of the building behind a counter where patients describe their illness. 

Behind the counter the medicines are neatly kept in cabinets, the hospital is stocked with the 

basic resources; tablets for malaria, painkillers (aspirin and ibuprofen), antibiotics, vitamin 

and cough syrup. There is an overabundance of cough medicine lining up the shelves, some 

are nearing the end of the expiration date and several boxes are past it. Beside the counter is 

a small room for private examinations, with a desk, a nutrition- and growing chart with 

pictures of Caucasian babies and a bed behind a curtain. There is no doctor, no operation 

room, no fridge for medicine or vaccines, no incubators or any higher quality care 

resources. Several mangy dogs keep walking on the premises, shooed away half-heartedly 

                                                           
8
 Field notes: the health center in Ayawasi was visited from April 20 to 22, 2012. 
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only to return five minutes later. The young child of one of the nurses is eating yellow rice 

seated on the floor; the quality of hygiene is poor. The ten patients that have come to the 

clinic during the observation are not examined, they state their symptoms at the counter, 

receive their medicine, pay and leave. Most of them are there for cough- or malaria 

medication, the five children that pass through are accompanied by their mothers. All of 

these children are so small that their heads appear enlarged and they have discoloured 

(yellowing) hair; a sign of malnutrition – a common sight in the area. The mothers receive 

free vitamin along with their medicine as a part of the maternal and child health government 

program. The instructions for the medication are minimal, the nurse describes how to use 

the pills but not how they work. For severe cases there is a building next to the clinic with 

twenty beds for patients; a woman is giving birth in one of these beds. The rest of the 

building is empty; the young nurse reveals that yesterday a baby from a neighbouring 

village died in one of the beds during birth. The position of the baby was wrong and there 

were no resources to help the mother and her child. Although they would have been able to 

help her in Sorong there were not enough funds to get the mother the help she needed. 

 

 

The counter of the health clinic in Ayawasi  
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Puskesmas Distrik Mare, Suswa
9
 

The government health centre (Puskesmas) in Suswa is completely abandoned. The 

building is fairly new and quite large but there is nothing; no staff, no patients, no fridge, no 

beds, no chairs, no equipment, nothing. One of the villagers explains that the (Papuan) 

nurse that is supposed to be there is at home because there are no resources. She further 

explains that the government program for immunisation and maternal and child health 

should be in function here, but it hasn’t been for years. On top of a cupboard, clearly put 

away, is a growth card for babies, a card with information about AIDS and a baby scale; all 

unused and covered in dust. One of the rooms is used to store farm equipment. Patients 

never come to the health centre, the whole village and surrounding area is aware that there 

is nothing. The few medicines that are there are either far past the expiration date or only 

have one more month left. Most of the medicines are painkillers and penicillin; the boxes 

have never even been opened. Only one bottle of antiseptic and ibuprofen has been opened, 

the content poured in a mortar and left there. The villagers are embarrassed and explain that 

there used to be a better health centre down the road, but it has been closed down; they 

don’t know why.  

 

 

The shelves at the health centre of Suswa 

                                                           
9
 Field notes: the health center in Suswa was visited on April 23, 2012. 
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Balai Pencobatan St. Rita, Senopi
10

 

The policlinic in Senopi is located in the middle of the village and run by two Papuan 

nurses. The health centre is funded by the government and from time to time receives some 

additional funds from the church. The medicines are kept in cabinets; tablets for malaria, 

painkillers and vitamin pills - the basic resources, there are no resources for a higher level 

of health care. During the observation a pregnant woman came by for a check-up and to 

receive some iron pills. Five patients are lining up outside to get a consult. The nurse states 

that during the time that the Dutch development workers were in Senopi
11

, the women were 

given trainings about nutrition and child care. Once they left the training ceased but the 

pregnant women still seek her out for consultations, either at her home or at the policlinic. 

She also explained that the development workers used to get additional medicine in Sorong 

to complement the medicine they receive from the government, the government-sent 

medicine they showed were near the expiration date and consisted only of one type of 

painkillers, medicine which they already have.  

 

 

A pregnant woman at a consultation in the health centre of Senopi 

 

                                                           
10

 Field notes: health center in Senopi was visited on May 22, 2012. 
11

 Two Dutch development workers from the SDSP stayed in Senopi from 2008-2011. 
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Analysis 

The observation reports clearly demonstrate huge discrepancies between the health clinics 

in the remote areas and the hospital in Sorong. The hospital in Sorong has more resources, 

competent personnel and overall offers better care, whereas the health clinics in the remote 

areas range from non-existing to providing low-quality basic health care; a disservice that 

affects mainly Papuans. The Indonesian policy of provision of hospitals and healthcare 

service has institutionalized structural violence as the unequal distribution of quality health 

care throughout Papua Barat has created disproportionate life chances between Papuans and 

non-Papuans. In Sorong - where mostly non-Papuans live- a good hospital is nearby there 

are doctors and quality medicine whereas in the remote areas - where Papuans live - there 

are only health centres low-quality medicine, no sufficient instruction and no doctors at all. 

The hospital in Suswa is an especially grievous example of the lax governmental attempt to 

improve the health care situation in Papua Barat and an explicit violation of the Convention 

of the Child (CRC). The Indonesian government has failed on article 24 (b); ‘to ensure the 

provision of necessary medical assistance and health care to all children with emphasis on 

the development of primary health care’ (ICRC, 1992:11). The fact that the Indonesian 

government has not faced any repercussions for the substandard healthcare in Papua Barat 

might be related to the lack of proper documentation. Two experts situated in the remote 

areas revealed that the government often builds hospitals and even sends doctors to the 

villages for a day to have ‘something to report’. During the group-interview in Suswa when 

asked to describe the status of healthcare in the village, the government trend of sending 

doctors to a village for a day was confirmed;  

 

Respondent Two weeks ago there were two doctors from the government here, they gave some 

people a consultation and there is a nurse but now the health care service doesn’t 

function. 

 

This fragment demonstrates that the government takes some action to provide basic health 

care, however, these are not adequate steps; sending doctors to the village for a day does not 

improve the quality of healthcare in the village in a structural manner. In part the lack of 

development of healthcare in the inlands is due to the difficulties in governing such a 

remote and vast area. Simply building an adequate hospital is incredibly costly; all the 

materials and builders have to be transported by car which can take hours if not days due to 

the lacking quality of the infrastructure. Furthermore the medical personnel that is send to 
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these villages are often disinclined to stay. Without the incentive of additional pay, the lack 

of resources and the overall remoteness and underdevelopment of the area potential health 

workers are discouraged rather than encouraged to seek employment in the villages. 

Especially without a previously established relation to the area the city is vastly more 

appealing. Even if nurses and doctors get send to the area they often end up taking some 

time off to go to Sorong and do not return. These problems, however, could be solved by 

effectively making use of the development budget provided for each village. Unfortunately 

experts state that the complications in governing the inlands have led to widespread 

malpractice and corruption. The distance not only poses problems in developing the area, it 

also makes mismanagement more difficult to detect. Routine assessments by government 

officials to document the progress of development projects are limited to once a year and 

these officials have been suspected of corruption as well. By building hospitals and sending 

medicine, whether functional and useful or not, the state has seemingly made the effort of 

the convention’s obligation to strive to better the standard of healthcare, regardless of 

whether it actually changes the lives of those involved for the better or not.  

The fact that such insubstantial methods to improve healthcare are recognized as an 

authentic effort by the state to improve the health care situation reveal an underlying 

problem with the conceptualization of what constitutes adequate steps to improve 

healthcare. Fortunately, the Maastricht Guidelines have established standards of the 

obligation of states to provide essential basic healthcare which are built on the Limburg 

Principles’ description of what constitutes a violation of economic, social and cultural rights 

(ICJ, 1997). The failure to meet the requirements to fulfill the obligation of primary 

healthcare that are applicable to this case are documented in article 72 of these Principles; 

‘the deliberate retardation or halt of the progressive realization of a right and the willful 

failure to meet a generally accepted international minimum standard, which is within its 

power to meet’ (ICJ, 1997: 5). The deliberate retardation to realize the right to primary 

healthcare is manifested in the common occurrence of medicine past their expiration date in 

the remote areas. As well as the lack of refrigerators in the health centres which ensures that 

some medicine and most vaccines will not keep. Nevertheless if the state can get past-the-

expiration-date medicine to the villages, it is within their capability, within their budget, to 

send decent medicine to the remote areas as well. Sending only one type of medicine or 

past-the-expiration-date medicine are prime examples of a government that has the means 

to provide basic health care – they can set up health centres, get (useless) resources and staff 

to the remote areas – yet deliberately refrain from doing so adequately. In Suswa especially 
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the trend of wilful failure to meet the requirements for primary health care can be discerned. 

The government took the effort to build a hospital and employ a nurse, yet they do not 

provide the resources to maintain primary care. Merely two weeks before the participatory 

observation two government-sent doctors visited the village; however they did not bring 

any resources to help the local nurse set up long-term adequate care in the health centre. As 

such the lack of decent primary health care in the remote areas is deliberately maintained by 

the government. They have proven themselves able to reach the standard of primary care 

yet they refrain from doing so. In other words the government is aware of the lack of 

(quality) health care in these areas but does not take sufficient steps to the best of their 

ability to improve the situation and provide primary health care, which negatively 

influences infant and child health and mortality and directly violates the both the CRC and 

the Maastricht Guidelines.  

According to Chapman’s (1996) directive this constitutes a structural violation of 

human rights as well; (1) the hospitals and their inadequate care are the result of 

government action, (2) the differences between the quality in healthcare are related to 

patterns of discrimination as Papuans are affected by the lack of primary care whereas non-

Papuans are not (3) the state has failed to fulfil core obligations by failing to provide 

primary medical care. Significant is the fact that the only functioning health centres able to 

provide primary health care, in Senopi and Ayawasi, have received additional support from 

the Catholic Church and development workers. When the nurses were questioned about the 

support, they answered that it mainly consists of adjusting the health program to meet the 

needs of the village; creating training for women about nutrition and care, getting medicine 

to create a comprehensive stock of basic medicine; all actions the government is able to 

take. All in all the government approach to providing basic primary care in the remote areas 

is deliberately neglectful. Distribution of health service providers is inequitable and favours 

urban areas. On a greater scale the discrepancy in health care quality creates unequal 

opportunities between the inhabitants of the city and the remote areas and thus between the 

non-Papuans and Papuans. 

 

5.1.2 Distribution of health care programs   

The government program called Rencana Strategis Pembangunan Kampung/RESPEK (or 

Strategic Village Development Plan) was set up to improve the condition of infrastructure 

and sanitation that affect the general health standard in the villages. Through this program 

each village in Papua receives a block grant of Rp 100 million (€ 8.650) to use for 
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community development. Papua RESPEK coordinator Wem Ngamelubun specified that a 

total of Rp 166 billion (€ 14.4 billion) from this year's provincial budget, or 70 per cent of 

all RESPEK funds, had been distributed to rural areas (Somba, 2009). In addition to this 

program a budget has been created specifically to improve the health care standard named 

the Special Allocated Health Development Fund (DAK Kesehatan) (USAID, 2009). 

Nevertheless the substantial variations in the quality of healthcare from one area to the next 

raises doubts regarding the distribution of these programs and the effect it has on the infant 

and child mortality. The previous paragraph described the state of the health centres and 

hospitals; this paragraph will describe the experiences of Papuans with unequal distribution 

of these programs and will look into the main benefactors. In the following fragment an 

inhabitant from Kunja describes the long process of contacting the government to inform 

them about the lack of medical assistance and to improve the state of health care in the 

village:  

 
Interviewer Why are there no health care centres here? 

Respondent Because we have to ask the government step by step, for a government program. In 

2006-2007 seven babies died so we are trying to find a solution by asking help from the 

government in Kumotek [village] which was the centre of the district but also from the 

hospital in Ayawasi to help us here, so the nurse of Ayawasi came here within a month 

[but went back]. But there is no program here, there is a Puskesmas [health centre] but 

it's just the building. In maybe a couple of years there will be medicine and a health 

official. 

 
Interviewer Are there no regulations, can you complain? 

Respondent It depends on the needs here, like when the seven babies died we asked the government 

again with a letter to solve the situation. To get help, so then recently [2012] the 

government sent a nurse here just to care for the pregnant women, just because of the 

year 2006-2007. Only the nurse she has a problem here because she is here to care for 

the pregnant women and the babies so she asked the government for help, for health 

care [facilities] and medicine, but there is no response yet.  

 

Interviewer When was the report issued? 

Respondent Every month, but there is no response at all. For ten years, no response from the 

government! In Kokas [nearby village] it was the same, the government had to care for 

the medicine and so on but because of the political situation now it makes it difficult. 

When the nurse asked the government official here to send to us health facilities, 

medicine there was no response because of the situation here. 
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In the fragment several issues are addressed; (1) the lack of primary health care has had a 

devastating effect on infant mortality in 2006-2007 (2) the new health centre is still not 

functional (3) the nurse has no resources (4) reporting these facts does not procure a 

response from the government (5) the political situation forms an obstacle in improving the 

health care. The second and third statements confirm the lack of primary healthcare in the 

remote areas that has been exposed in the previous paragraph and found to be a violation of 

both the Maastricht Guidelines and the CRC’s obligation to provide primary healthcare. The 

first notion depicts the results of such a violation. Most significant in this exchange are the 

latter two declarations with regard to the reports. First, the government has received reports 

regarding the inadequate healthcare situation and has yet to respond to these reports, which 

once again reinforces the previous finding that the government is aware that the primary 

health care in the remote areas is not up to standard but does not take adequate action to 

improve the situation. Second, the mention of a political transition having an effect on the 

availability of healthcare programs sheds light on the underlying reason behind the unequal 

distribution of policy programs. The effect of the political transition turned out to be a major 

theme in district Ayawasi and was mentioned during the group-interviews in Kunja, Suswa 

and Kokas. The difficulties the government a change poses to the health policy programs is 

further elaborated upon in this fragment from the group-interview in Suswa; 

 
Interviewer Why are there no government development programs here? 

Respondent It’s difficult because of the political situation, because when there were elections 

someone from here, Josef Black, ran in the elections but he lost. So when they [Bernard 

Sagrim] won from Ayamaru, we got no help here. There were already people from 

Ayamaru in the government so he had more chance. Three people have run here but they 

never win so we get left behind. Those that already worked as government officials were 

left jobless [after the election]. The Meibrat government official does not give us, the 

Mare people, any priority, it’s hopeless. 

Nurse  I work especially for the women and children in the hospital and here there was an 

immunization program with vaccines. If the vaccines are ready we give the 

immunization for the pregnant women. But it is less with the government now; there are 

no vaccines so we can't give them anything 

Respondent  But from the government they just leave us to ourselves without any help or attention. 

For other places the government makes sure there is development but here in Meibrat 

it’s difficult because we have different characters [tribes] like here and Ayawasi and 

Ayamaru quite different characters. So the government official who comes from this 

village he can give good attention to this village but those that do not come from this 
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village no. Like right now with Ayamaru, just look at the buildings, their houses are all 

very nice but not here because the government official is from there. 

 

This exchange describes the impact that losing the elections and thus not having a 

representative from the same village has on the distribution of development programs and 

projects. A very clear winner-takes-all mentality can be discerned, the local candidate lost 

so the previous government officials were ousted from the regional government. In addition 

to depicting rampant corruption, the fragment captures a different form of structural 

violence than has been previously described, namely between different Papuan groups. The 

fact that the respondents refer to themselves as the Mare people and the government official 

as being from Meibrat indicates that the distribution of government healthcare programs, 

previously tied to being from the same village, is firmly rooted in tribal relations. Here the 

Papuans who became government officials are the elite that create structures to benefit their 

own tribe. In this case gaining favor in the elections due to affiliated relations already being 

in the government and creating better opportunities for their group by setting up healthcare 

programs in their villages. As the elected government official, Bernard Sagrim, is from the 

village Sauf, Ayamaru the development programs in district Ayawasi are halted and main 

attention is redirected to Ayamaru. Consequently new dominant- and subordinate groups are 

established within the Papuan population creating unequal opportunities between different 

Papuan groups. This structural violence leaves its marks on the infant and child mortality; 

the nurse from Suswa draws a direct relation between the political transition and the lack of 

vaccines for the immunization program. The fragment demonstrates the concrete effects of 

structural violence within the distribution of health programs on the health care situation in 

the villages; no representation in the government means no resources. As the government 

officials are state parties the infringement on the economic, social and cultural rights of 

certain Papuan groups by refraining from setting up development programs in their villages 

constitutes a violation of the Maastricht Guidelines. Besides the unequal distribution of 

resources the government officials are accused of embezzling money from the development 

budget. As is evident in this fragment from the group-interview in Kunja; 

 
Interviewer  What is the development program like? 

Respondent  There is Otsus [special autonomy]  in Papua region so well there is plenty of money that 

is purposed for the Papuans but seems that for the small and poor people [village 

people] they have nothing. All the money goes to the government official what does it 

mean by government official -the Papuan one!- what does that mean just in the terms of 



39 

 

the budget for the government official? Shopping!  

Respondent  They use the term to get the special autonomous money which is addressed to the poor 

people and all the Papuan people but they use that to buy a car for the government 

official, to build a house for the government official to buy a motorcycle for the 

government official. So that is how 30 percent of that money goes to the government 

official, so we get nothing; zero. 

 

Not only do the respondents state that the corruption in the government is draining the 

budget for development projects, they differentiate between the non-Papuan government 

officials and the Papuan government official and find the most fault with the latter. The 

reproach reinforces the difference between the elite Papuans that can set the structures to 

their hand and the regular Papuans that have no power over the resource distribution. 

Additionally an explanation is offered on the subject of the disappearance of the funds for 

RESPEK and DAK Kesehatan. The expert in the remote area stated to encounter these 

small-scale instances of corruption on a daily base with regards to the funds for RESPEK;  

 

Interviewer Have the public restrooms here been built by RESPEK? 

Expert No actually the Dutch development workers
12

 made those, but some officials have 

noticed them and reported them as RESPEK work. There’s just so much going on with 

the corruption of the funds from RESPEK, the government officials just apply for funds 

for things we already have and take the money themselves. 

 

The documentation of development projects of NGOs as work provided by RESPEK proves 

that the government merely makes a token effort to improve the healthcare situation and 

thus intentionally fails the obligation to provide primary health care as stated in the 

Maastricht Guidelines (ICJ, 1997). In the group- interview with Papuans in Sorong similar 

accusations of corruption were made only with emphasis on the network between the 

hospital owners and the government officials which results in variations in quality of the 

medicine; 

 

Respondent There is networking in the government and the hospital owners. So they can divide it; 

the good quality medicine and the none [bad quality medicine] to sell in the pharmacy 

and so. That is why the kind of sickness supposed to be recovered from in two or three 

days but because of the kind of medicine it takes more time one or two weeks, that is the 

difference. 

                                                           
12

 The development workers from the SDSP 
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Distributing good- and bad quality drugs according to a corrupt system negatively affects 

transparency, accessibility and confidence of general healthcare. Transparency is affected 

because people are unaware of which hospitals hold the quality drugs and even if they are 

the quality drugs will be in the high-end hospitals creating problems with accessibility as 

only the wealthy can afford to go to these hospitals and finally the confidence of people is 

shaken if the drugs take so long to work. To a lesser extent than in the remote areas this has 

a derogatory effect on infant and child’s health. 

All in all the corruption have led to structural violence within the healthcare 

programs. The distribution is no longer dependent on need of the villages but on who is in 

the government and where they hail from. This causes discrepancies between healthcare 

accessibility between Papuan groups in the remote areas, which as a result negatively 

affects the infant and child mortality.  

 

5.1.3  Maternal and child health program  

To improve the infant mortality rate the Indonesian government has set up the maternal and 

child health program at health centres and hospitals. Previous research by USAID (2009) 

has found that the program for mothers and children is not well attended and most pregnant 

women do not routinely check the progression of their pregnancy at the community health 

centre nor do all children participate in the vaccination program. Within this paragraph the 

fragments relating to mother and child health program and the unequal participation 

between Papuans and non-Papuans will be analysed. According to the following fragment 

from a group-interview in Ayawasi the main problem with attending the maternal and health 

check-ups is the distance and the costs to attend them; 

 

Interviewer And if you’re pregnant do you get special care?  

Respondent  For the pregnant women here there is a health consult every five days where you can 

visit the health care service to be measured; how old the pregnancy, how long the 

pregnancy, how the baby is positioned inside the womb and so on. 

Respondent  Every month 

Respondent  No every five days here, it depends on the pregnant woman if you go every time the 

birth will go fine but if you don't go you can have difficulties when giving birth. But it's 

easy to go if you live here. 

Interviewer Why do you think some women don't go to the check-ups? 

Respondent  Because it’s far 

Respondent  Because they can't pay! They don't have the money. 
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This fragment shows that there is a positive response to the government program to improve 

maternal and child health. The same responses were found in Senopi, where the health 

center is located in the village and the consults are free. The respondents in Suswa, 

however, paint a different picture; 

  

Interviewer Are there check-ups for pregnant women and children? 

Respondent No there's not 

Respondent No not here, the program like in Ayawasi has not been done here and it’s quite far to go 

there, especially every month. 

 

In the remote areas the functionality of the health centers is once again the main issue in 

effectively running health care programs. Suswa is a long way from Ayawasi, almost a day 

by foot approximately. As such the price of the consultation is no longer the only factor that 

influences whether or not women attend the maternal and child program. Distance seems to 

be the most influential factor as it consists of either physical costs of walking to another 

village for half a day or the added financial cost of arranging transport. The accessibility of 

the maternal and child healthcare program is considerably reduced by these factors; as such 

the lack of functional healthcare centers not only violates the lack of primary care in the 

remote areas, but crosses over into the breach of the obligation to provide information and 

maternal care in order to diminish infant and child mortality. The CRC has in article 24 

established the objective (d) to ensure appropriate pre-natal and post-natal health care for 

mothers; (e) to ensure that all segments of society, in particular parents and children, are 

informed, have access to education and are supported in the use of basic knowledge of child 

health and nutrition, the advantages of breast-feeding, hygiene and environmental sanitation 

and the prevention of accidents and (f) to develop preventive health care, guidance for 

parents and family planning education and services (ICHC, 1992: 12). The maternal and 

child health program was set up to fulfil this obligation. As the situation in Suswa 

demonstrates now there is no pre-natal and post-natal care for mothers and no preventive 

care and guidance for the parents and worse yet the lack of these programs affect a certain 

segment of society disproportionately; the Papuans in the remote areas. Even more 

significant, however, is the difference in the attendance of the maternal and child program 

between the Papuans and non-Papuans in Sorong and Manokwari, where the accessibility 

should be equal. The following fragments concern the difference in attendance; 
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Manokwari Papuans 

Interviewer Are there controls, check-ups when you’re pregnant and for the children? 

Respondent  No there is not, it costs too much money 

Interviewer Do you go to the program? 

Respondent We don't really go to the Puskesmas [health center] because there is no program there, 

but there is a midwife in the certain area and we can just go there and consult the 

midwife during the pregnancy and were given cards [information] and sometimes we 

just go to the midwife. 

 

Sorong Papuans 

Interviewer Are there preventive measures to keep the baby healthy? 

Respondent Yes, there is a government program for controls and care for mothers, but we usually go 

to the midwife that lives here. 

 

Sorong non-Papuans 

Interviewer What do you think about the health care for children? 

Respondent At the hospital, especially the Posyando [health centre] the nurse gives the nutrition for 

the baby, and gives information on what’s best for developing the bones like milk and so 

on. 

Respondent When I went to the hospital the midwife advised us to eat a special vegetable [sort of 

spinach] to increase the strength of the milk, so we ate it. She said we should eat good 

quality food to get a healthy baby. 

 

As established in these fragments, the Papuans rely more on the nurse or midwife that lives 

in the county to provide information than the maternal and child health care program. 

Regrettably the information received from these midwives might not be up to standard with 

the maternal and child health program. The quality of aforementioned medical personnel 

differs considerably from one person to the next. The required standard to be admitted to 

these professions is still being contested in Indonesia; current regulations allow physicians 

and midwives to establish private practices. The government does have a system of 

registration and licensing of health care providers at province and district levels, however 

providers only have to fulfil a series of administrative criteria rather than demonstrate the 

minimum competence required to perform professional work. There is an accreditation 

commission for public and private hospitals, but the commission does not regulate the many 

solo private practices run by midwives (USAID, 2008).  

Moreover within the fragments the non-Papuan respondents communicate concrete 
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information about nutrition and child growth they received at the maternal and child health 

program whereas the Papuans answer superficially and refrain from describing what exact 

information they were given (even upon further prodding) either by the midwife or at the 

program. This could indicate that the non-Papuans who go to the maternal and child health 

programs get more information out of these consults. An underlying issue related to this 

notion was signified by a Papuan expert living in Sorong; the nurses in the health care 

centres are often of non-Papuan descent making it difficult for Papuans to fully submit to 

their care. As Butt (1999) has established before, health objectives targeted specifically at 

indigenous infants can condense political messages about the need for assimilation. 

Discussing the way to raise children is a culturally sensitive subject especially in a 

governmental setting from a position of (contrived) inferiority.  

Abbreviated the lack of attendance of the maternal and child health programs by 

Papuans in the remote areas is driven by their low socio-economic standing which renders it 

impossible to go to the health centres on a regular basis. However, in Sorong the 

accessibility to these programs is supposed to be equal for both the Papuans and non-

Papuans, yet the non-Papuans attend these programs more frequently. The preference of 

Papuans for the Papuan midwife instead of the non-Papuan nurse as well as the statement 

by the expert indicates an unwillingness to adhere to the Indonesian governmental health 

program, which might be inspired by an underlying message conveying the supposed need 

of assimilation.  

 

5.1.4 Jamkesmas and Askes policy 

In 2004 Indonesia committed itself to achieving universal health insurance coverage by 

establishing a health insurance program for the poor; Jamkesmas and Askes
13

. Indonesia 

transitioned from a publicly funded health system towards an insurance-based system, 

where the government pays the health insurance contributions of the poor. To enhance the 

accessibility of healthcare the Askes and Jamkesmas offer benefits packages that include 

inpatient and outpatient care, and prescription drug benefits. With Jamkesmas, patients are 

only permitted to receive primary care at government health clinics, while private hospitals 

tend to focus on providing narrow specialty services and maternity care. This paragraph 

focuses on how the Indonesian Jamkesmas and Askes policy has affected the accessibility 

of healthcare in Papua Barat (USAID, 2009).  

                                                           
13

 Initially called Askeskin 
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Jamkesmas and Askes of a respondent in Manokwari  

 

During the group-interview amongst Papuans in Manokwari it came to light that only 5 out 

of the 22 people had the Jamkesmas to get a discount. The following exchange describes the 

process of getting the card;  

 

Interviewer Why don't you have the card? 

Respondent  We applied for it, but we haven't gotten it yet, it takes years 

Interviewer  Years? 

Respondent  A couple of years 

Interviewer  And for children too? 

Respondent  Yes as well 

Interviewer  Why does it take so long? 

Respondent It's been three years but we don't know what happened, sometimes the staff changes and 

the file does not carry over to the new government 

Interviewer  You have to apply through the government? 

Respondent  There are a few different ways of getting the Jamkesmas card, like sometimes this 

government official comes in and they take the names and process it in a group and then 
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there are some people that go to the hospitals and somebody comes and takes it through. 

But what happens, once that persons sends the form the file just never gets through to 

the next level of the government so then there's really no set time of what is going to 

happen, if they have a staff member that goes around the relations around town, that's 

just what it is. Every year somebody comes around and asks, and these guys come 

random. 

Interviewer What if a child is suddenly ill and doesn't have a card? 

Respondent No we don't usually apply right away and it usually takes some time to apply for it but if 

your child gets sick you can get a letter from the head of the community, which does not 

guarantee a free treatment but at least it cuts some costs. 

Respondent If you have the Jamkesmas, the discount card it costs less but when it's so expensive, it's 

now you have to raise so much money for each kid to take to get tested and get check-

ups, we don't have that money. 

 

This fragment discloses that getting the Jamkesmas can be quite difficult; there is no 

standard way of getting it nor is there a guarantee that if you go through the trouble of 

applying for the card you will get it. In case of an emergency that can be problematic, 

although the letter from the head of the community can offer some relief it does not 

guarantee a discount. Moreover getting the letter takes time as well. Hospitals usually 

demand up-front payment and without the Jamkesmas discount the respondents are not able 

to afford the high costs (USAID, 2009). The fact that acquiring the Jamkesmas poses such 

complications has a derogatory effect on the initiative to enhance the accessibility of 

healthcare institutions. In addition the complications with getting the Jamkesmas and the 

necessity of it in order to pay for the hospital fee has led to some unpleasant experiences for 

the Papuan respondents in the cities; 

 

Sorong 

Interviewer what are your personal experiences with the Jamkesmas? 

Respondent The problem is with the administration fee, when we bring the baby to the hospital, they 

ask about the Jamkesmas so the care is too late and the arrangements are too. If we bring 

our pregnant wives to the hospital they do not help, we have to arrange all the 

administration first. They are always asking so many questions so they do not give us 

the best solution for our health; they are only concerned with the card.  

Respondent  They just keep asking do you have this card do you have that card it’s only about how 

much money we have. They do that with the Papuans; they just keep asking and do not 

give us any service until the administration is done. They do not treat us well.  

Respondent When my grandson was sick we took him to the hospital but we did not get the care 
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immediately, they just kept asking questions; where was he born, how old is he, and so 

on there is no immediate help, and he was really sick, he had a really high temperature 

and they finally gave an injection, but his health problem was still really dangerous and 

he needed help to breath, he needed oxygen but they would not give it immediately, so 

he died.  

Manokwari 

Interviewer Do they treat Papuans differently in the hospitals? 

Respondent If you are in the hospital and they know you are a native and you don't have any card 

they just leaving hanging and when there are newcomers they treat them differently. 

Respondent Just like the first few times when I had to go to the hospital when I had fallen they just 

kept me waiting and I had to go find the nurses and doctors for help 

 

These experiences demonstrate how the Jamkesmas influences the relation between the 

Papuans and the accessibility of healthcare. The respondents perceive the Jamkesmas as an 

obstacle in receiving the aid they need even in desperate situations because of the 

difficulties in attaining the card. Furthermore they describe how the insistence of the 

healthcare staff on the presence of the card is tied to their identity as Papuan. Although the 

Jamkesmas policy is designed to improve the accessibility of health care for the lower 

classes in some ways it can also hinder the accessibility. Not all hospitals accept the 

Jamkesmas and as over a third of health care is in private hands in Indonesia this can prove 

to be problematic. As the Papuans in the group-interviews in Sorong and Manokwari 

describe; 

 

Sorong 

Interviewer Is there a difference in the care between Papuans and non-Papuans in Sorong? 

Respondent No it’s dependent on the money, they treat you different. For those who are able to pay 

the health service, the high costs, they give very good quality of medicine and for those 

who don’t have the money they give the bad quality medicine. If Papuans would be able 

to afford high care they would get the same care but right now it’s mostly the 

Indonesians [non-Papuans] that get the high quality care.  

Respondent As a government official I get a discount at the government hospital, so that’s where I 

go. The other hospital is too expensive for me. I prefer to go to the specialist, there is 

good quality but it’s too expensive. 

 

Manokwari 

Interviewer And when you have the Jamkesmas which hospitals do you go to? 

Respondent The Jamkesmas card only works for the Puskesmas [health center] or the general 

hospital so if you take it to a private or the navy hospital they don't take it. And those 
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hospitals are much better.  And it's a lot of work to get one, you have to go to the head of 

community and they ask for and you have to fill in your income and all that stuff. 

 

In this fragment the problem with only being able to take the Jamkesmas to government 

hospitals is addressed. The private hospitals often offer better care but they do not accept 

the Jamkesmas leading the lower classes to end up with lower quality healthcare. 

Additionally it widens the gap between the rich and the poor segments of society. As 

Papuans are disproportionately represented in the lower economic class compared to non-

Papuans, the Jamkesmas inadvertently leads to discrepancies in the enjoyment of quality 

healthcare service between these two groups (Elmslie, 2010). Although the Jamkesmas does 

not set out to differentiate between the Papuan and non-Papuan groups in society, it does 

perpetuate the divergences in the accessibility to the higher quality healthcare provided by 

private hospitals due to the limited acceptance of the Jamkesmas in these healthcare 

facilities. In other words the high quality hospitals are already more accessible for non-

Papuans compared to Papuans because of their socio-economic stature and the Jamkesmas 

does nothing to change this fact, which in turn maintains the structural violence.   

 

5.2 Structural violence in Papua Barat 

This paragraph will focus on the effects of structural violence on the infant and child 

mortality rate. The chapter will first focus on the differentiating infant and child mortality 

rates between the three focus-groups. Secondly the role of traditional healing and restricted 

agency will be described, afterwards the experiences of Papuans with structural violence 

will be depicted. 

 

5.2.1  Infant and child mortality rate statistics 

Previous research by Blair (2003) determined that the infant mortality amongst the natives 

in West Papua consists of 11.7% (117/1000), by comparison the average infant mortality 

rate of Indonesia is 5.6% (56/1000), making the event of a child dying over twice as likely 

in West Papua than in the rest of the country. The numbers are even higher in remote areas 

such as the Kebar valley of West Papua, the only investigation on this subject in the inlands 

revealed an infant and child mortality rate of 26,8% (181/675) (Bronsgeest, Den Haan & 

Van Ooijen, 2008). The acute causes of death of the indigenous infants were determined to 

often be the result of malnourishment and a lack of available health care. However, these 

researches have never differentiated between the Papuan- and non-Papuan groups in 
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society. As has been stated previously, infant and child mortality is an effective indicator of 

inequality in society as the outcome is dependent on factors such as occupation and 

education of the parents, income, race, ethnicity, and residence (Haines, 2011). Accordingly 

discrepancies in the infant and child mortality rates between certain segments in society will 

reveal the underlying structural violence that disadvantage specific groups. In this 

paragraph the results of a survey to calculate the infant and child mortality rates between 

Papuans in the remote areas, the Papuans in the urban areas and the non-Papuans will be 

analyzed. Table 1 and 2 below demonstrates the infant and child mortality rate and cause of 

death amongst Papuans in the remote areas of Kokas, Ayawasi, Kunja, Suswa and Senopi; 

 

Infant and child mortality Papuans in remote 

area 

Amount Percentage Male Female 

Total live births 207 100% 100 107 

Total deceased children  38 18.4% 18 20 

                         of which:     

- Children < 1 year       32 15% 14 18 

- Children > 1 year < 5 years 6 3,4% 4 2 

- Children > 5 years < 18 years - - - - 
Table 1 

 

 

Presumed cause of death 

Papuans in remote area 

Amount Percentage of the total amount 

of deceased children (38) 

Malaria  6 15,9% 

Fever [Panas] 4 10,5% 

Diarrhea  4 10,5% 

Pneumonia 1 2,6% 

Skin disease 2 5,3% 

Neglect [post-natal depression] 1 2,6% 

Fatal accident 1 2,6% 

At birth [wrong position] 9 23,7% 

Stillborn
14

 2 5,3% 

Unknown 8 21,1% 

Table2 

Compared to the average 5,6% infant mortality rate of rest of Indonesia, the infant and child 

                                                           
14

 As the subject of infant mortality came up a respondent mentioned abortions to terminate pregnancies out of 

wedlock (respondent: a lot of babies die here because of illegal marriage [sex outside of marriage] so they 

don't allow the baby to live. The presence of the baby is not acceptable they are malu [ashamed/humiliated] 

for the family and relatives if they are pregnant like this) interesting as this is, further evidence of abortions 

could not be obtained nor does it fit into the infant and child mortality concept, therefore the notion has not 

been included in the results. 
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mortality rate of 18,4% (infant mortality rate 15%) in the remote areas indicates the lower 

level of development in Papua Barat. Approximately one in five children does not survive 

to its fifth birthday in the inlands of Papua Barat. Additionally the three most common 

causes of death are malaria, fever and diarrhea, conditions that are easily treatable with 

adequate primary health care. The high mortality rate around childbirth is caused by the 

absence of a well-functioning infrastructure of health services at community level, which 

makes it difficult for pregnant women to obtain medical assistance and other basic health 

services during pregnancy (USAID, 2009). Table 3 and 4 below demonstrates the infant and 

child mortality rate and cause of death amongst Papuans in the urban areas; Manokwari and 

Sorong.  

 

Infant and child mortality Papuans in urban 

area 

Amount Percentage Male Female 

Total live births 274 100% 116 120 

Total deceased children  38 13,9% 20 18 

                         of which:     

- Children < 1 year       30 11% 15 15  

- Children > 1 year < 5 years 7 2,6% 4 3 

- Children > 5 years < 18 

years 

1 0,4% 1 - 

Table 3 

 

 

Presumed cause of death 

Papuans in urban area 

Amount Percentage of the total amount 

of deceased children (38) 

Malaria  9 23,7% 

Fever [Panas] 7 18,4% 

Diarrhea  4 10,5% 

Pneumonia 2 5,3% 

Skin disease 3 7,9% 

Tuberculosis 1 2,6% 

Infection 1 2,6% 

At birth [wrong position] 1 2,6% 

Stillborn 1 2,6% 

Unknown 9 23,7% 

Table 4 

 

The infant and child mortality rate of Papuans in Manokwari and Sorong is 13,9% (infant 

mortality rate: 11%), which is still over twice as high compared to the rest of Indonesia. The 
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difference in infant and child mortality between the Papuans in the urban areas and the 

Papuans in the remote area consists of 4,5%. This difference in statistics demonstrates the 

detrimental effect of the lack of primary care on the infant and child mortality and an 

inequality in healthcare distribution between the cities and the villages. Nevertheless, 

despite the better accessibility to healthcare institutions in the cities the easily treatable 

main causes of death, malaria, fever and diarrhea, are still taking their toll. Table 5 below 

demonstrates the infant and child mortality rate amongst non-Papuans in the urban areas 

Manokwari and Sorong.  

 

Infant and child mortality non-Papuans in 

urban area 

Amount Percentage Male Female 

Total live births 56 100% 27 29 

Total deceased children  2 3,6% 1 1 

                         of which:     

- Children < 1 year       - - - -  

- Children > 1 year < 5 years 1
15

 1,8% - 1 

- Children > 5 years < 18 

years 

1
16

 1,8% 1 - 

Table 5 

 

The infant and child mortality rate of the non-Papuans is incredibly low, a mere 3,6% which 

is even lower than the average of the rest of Indonesia. The most jarring proof of inequality 

in society is demonstrated by the discrepancies between the child and infant mortality rates 

of the Papuans and the non-Papuans. The infant and child mortality rate is a prime indicator 

of underlying structural violence (Haines, 2011). Even though the survey was small scale, it 

was still conducted amongst the Papuans and the non-Papuan in the same urban area, the 

huge difference of 10,3% is indisputable evidence of structural violence. The power 

structure in Sorong and Manokwari is set up to benefit the non-Papuans and disadvantages 

the Papuans, which causes avoidable suffering in daily life demonstrated in the 

disproportionally high infant and child mortality. Within the city the Papuans are unduly 

disadvantaged compared to the non-Papuans, to the point that they are not able to profit 

from the available resources on an equal basis. The Papuan children are still dying of 

malaria and diarrhea, diseases that should be treatable in the cities, whereas the illnesses to 

which the two non-Papuan children succumbed were untreatable.  

 
                                                           
15

 After an accident where the five year old girl fell down she suffered from internal bleeding, she died after 

spending a week in the hospital.  
16

 The boy suffered from a hereditary heart condition to which he succumbed at age 12. 
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5.2.2 Restricted agency and traditional healing 

As the subject of the high infant mortality rate amongst Papuans was broached during 

group-interviews with non-Papuans a recurring response was the allusion to traditional 

healing as an obstacle in seeking medical care. In this paragraph the extent to which 

traditional healing is detrimental to accessing health care will be discussed as well as the 

role restricted agency of Papuans in this matter.  

 As Courtens (2008) has described in her research, the arrival of the Dutch Catholic 

mission in Ayawasi and the founding of the mission hospital (1963) have introduced 

Western notions of illness and medical treatment. The few people who do not seek medical 

help at the clinic are mainly older people who rely mostly on indigenous methods, and 

people without the resources to afford it. Most villagers will visit the clinic at some point in 

their search for healing. The following fragments confirm the coexistence of traditional 

healing and western medication in the villages; 

 

Kokas 

Interviewer How do you decide whether to use traditional medicine or to go to the hospital? 

Respondent It depends on the condition of the sick person. If we bring the person to the hospital and

  they are still ill we have to use the traditional way. 

 

Ayawasi 

Interviewer What happened [when your baby died]?  

Respondent She was depressed so she did not take good care of the baby, the baby kept crying but 

  nobody cared . 

Interviewer How did you get out of the depression? 

Respondent I stayed at the hospital with the Dutch sister for weeks and got intensive care. But I was 

  also healed the traditional way by cutting my face and getting rid of the bad blood.  

Interviewer Why were you depressed? 

Respondent Because of the ancestral spirits 

Respondent Because of the soul of the dead, they [traditional healers] asked the leaves what had 

  happened and the bad blood had to get out. 

 

These fragments demonstrate that both traditional healing and modern medical care are 

practiced in Papua Barat. The respondent from Kokas describes the choice between 

traditional healing and modern medicine as dependent on the illness of the patient. A 

process that has been described in the research of Courtens (2006) before; the Papuan belief 

system traditionally states that a person does not become ill or die of natural causes unless 
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they are really young or old. If this is not the case malicious intent is involved. As Keck 

(1992:319, in Courtens, 2008:5) says of the Yupno people of Papua New Guinea: ‘be it that 

the sick person has misbehaved or that another person voluntarily made somebody sick out 

of rage or hatred’. The arrival of the missionaries has changed the outlook somewhat and 

the existence of diseases such as malaria is now widely accepted as a natural occurrence. 

Both explanations of disease co-exist within the general narrative of the community and 

therefore both forms of healing, traditional and modern, are still in practice. The second 

fragment demonstrates how the modern and traditional way of healing are intermingled in 

the village. There is no strict division between the forms of healing as both are seen as 

complementary. If the community is of the opinion that the patient is ill because of 

witchcraft or a malevolent spirit the traditional healer will be sent for. If traditional healing 

proves ineffective or if the cause of the illness is believed to be by a natural occurrence 

modern medicine and health care will be used. The use of traditional medicine as a 

preventive measure, another previous finding by Courtens (2008), has been confirmed in 

the following fragment; 

 
Senopi 

Interviewer When a baby is sick do you use the traditional medicine?  

Respondent We take it to the policlinic first  

Midwife Sometimes, you can't tell if they already gave the child traditional medicine at home but

  they treat it as if it's the first time they get any treatment.  

Interviewer What if the traditional medicine lessens the function of the medicine?  

Midwife It doesn’t  

Respondent We don't drink it when it's preventive  we just rub it on the skin 

 

In this fragment the midwife implies that the use of traditional medicine may cause a delay 

in reaching the hospital, yet she does not describe the effect of the traditional medicine as 

detrimental to medical treatment. Two experts confirmed the use of traditional medicine as a 

preventive measure; ‘of course, if you see your child sick you want to prevent it somehow 

before you take them to the clinic, it’s only rubbed on as preventive measure, but nobody 

would ask, nobody talks about it, so at the clinic they just treat it like the first time’. He 

explicitly states that parents have often used preventive measures before taking their child 

to a health center to the point that it’s a assumed that the parents have already tried to heal 

their child in this manner. Nevertheless, another prospect such as higher quality medical 

treatment is not considered to be a valid option by the respondents in Ayawasi;  
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Nurse Yesterday a baby died here, the baby was in the wrong position in the womb, and we 

asked here to go to Sorong because we could not help her. She needed to go to the 

hospital there but she didn't go because there was no money and the baby died. And two 

died in Kunja some time ago for the same thing. 

Respondent I went to the hospital with him [son] but it’s too far, we were too late each time. We 

were in the village [Kokas] and had to go to Sorong, it was too far, it is more than seven 

hours to drive.  

 

Besides the lack of primary care in the remote areas, a major issue that prevents Papuans 

from accessing health care facilities in the cities is the lacking infrastructure. The 

geographical setting of Papua composed of mountains and forest, and the scattered villages 

are the main obstacles in establishing health infrastructures and providing medical staff 

(USAID, 2009). As has been stated by Parsons (2007) the victims of structural violence are 

the individuals forced into particular situations where their choices are predetermined for 

them by a structure and not of their own choosing. These fragments demonstrate this 

constricted agency in gaining access to modern medical care, in many cases the choice of 

traditional medicine is predetermined by the lack of adequate healthcare in the area and the 

deprivation of means to go to the hospital in the cities. As the fragments demonstrate the 

Papuan respondents in the remote areas generally did not demonstrate an outright 

preference for modern medicine although they did not consider going to the hospital to be a 

valid option either due to a lack of funds or the distance. In Sorong the trend of restricted 

agency was described in a more concrete manner with regards to traditional preventative 

measures;   

 

Interviewer Are there preventive measures?  

Respondent Yes but we can’t afford them, so we use the traditional way of using the leaves. We boil

  the leaves of the papaya to rub on the skin against malaria 

 

This fragment describes the use of traditional medicine as an alternative to modern 

medicine out of financial consideration. In the cities the Papuans are more exposed to the 

modern medicine and hence there seems to be a greater motivation to gain access to the 

hospitals. When to use traditional medicine and when to go to the hospital is further 

described in this fragment from the group-interview in Manokwari;  
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Interviewer Do you prefer the hospital or traditional healing?  

Respondent If there's a choice I would rather go to the hospital, only if there's no choice  will we use

  the traditional means 

 

This fragment demonstrates a preference for modern medicine amongst the Papuan 

respondents in the urban area as well as the structural violence in society. Even though the 

respondent resides in Manokwari where the healthcare facilities are available, she does not 

consider the option of going to the hospital as self-evident. Either way the use of traditional 

medicine should not be considered as a significant obstacle for Papuans to get medical care. 

As the option is predetermined by the socio-economic standing of the Papuans in the remote 

area and even in the urban area that renders access to higher quality health care impossible. 

 

3.2.3 Experiences with structural violence   

In this paragraph the experiences with structural violence and ensuing strive between the 

Papuans and non-Papuans will be discussed. Generally the Papuans in the remote areas 

stated not to have much experience with inequality between them and the non-Papuans as 

they do not reside in the remote areas. As such the involvements of the Papuans in the 

remote areas have been limited, as a respondent in Kokas responded; 

 

Interviewer Do you think there’s discrimination? 

Respondent Not here because there are only Papuans but in Sorong there is [discrimination] But 

  from the government they just leave us to ourselves without any help our attention. 

 

The respondent states that there is no discrimination in the inlands of Papua because there 

are no non-Papuans. In the urban areas of West Papua eyewitness accounts put the non-

Papuan population as a clear majority in excess of 70%. Whereas in rural and remote areas 

the Papuans still constitute a majority, leaving them largely excluded from mainstream 

economic activity as well as adequate health and educational services (Elmslie, 2010: 6). 

The lack of development of these areas translates into a resentment of the government for 

negligence in this fragment. This sentiment was frequently found in the villages, with a 

focus on the changed demographics which have led to the Papuans becoming a minority in 

their own land. As Elmslie (2010) has presented in his study, as of 2010 the Papuan 

population composes 48,74% of the population and the non-Papuans 51,27% (1,760,557). 

The demographics of West Papua rapidly changed from 96.09% (1,852,297) of the 

population in 1971 to an estimated 28.99% of the population in 2020 due to a considerate 
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discrepancy in the growth rate of 10.82% for the non-Papuans and an annual growth rate of 

1.84% for the Papuans. Anger over this transition has mainly been centered on the 

Indonesian transmigration plan
17

; 

 

Kunja 

Respondent There's a big gap between the transmigrants [non-Papuans] and the Papuans because for 

  the transmigrants everything has been prepared by the government arranged like houses, 

  land and to the transmigrants come from Java and just stay in the house that is already 

  prepared. But for us...that's another problem and the Javanese have their own skill like 

  farming and we get left behind.  

Interviewer And Papuans that come to Sorong can they settle in?  

Respondent No there is nothing, the Javanese [non-Papuans] already own everything so it's not  

  possible to start the new economy. We live there side by side and there is a big 

  competition but in the end the transmigrants are the winner and we lose because we get 

  no opportunities. 

 

The respondents’ description of the controversial
18

 Transmigration program confirms the 

view of Elmslie (2010) of the program as fuel for Papuan resentment of the government due 

to better-educated settlers dominating the economy and, in the process, sidelining Papuans 

from the resulting economic benefits. In other words the Papuans admonish the structural 

violence that ensued after the Transmigration program set in because the non-Papuans 

became the dominant group in society and effectively shut them out. In the city Manokwari 

the respondents gave concrete descriptions of their experience with structural violence; 

 

Interviewer Is there inequality in the city between Papuans and non-Papuans?  

Respondent  Yes. It's not the same, it’s not the same  

Respondent If you' re native you can’t even take a loan, and newcomers they just take that loan and 

  get pay monthly  

Respondent Even though I don't like that feeling, I still feel it [discrimination] 

Respondent I don't like to see the newcomers [non-Papuans] coming because they take over our 

  shop, if I'm selling the betel nuts and then the newcomer sells the betel nuts too 

Respondent They just have a monopoly, you see less and less natives selling vegetables on the  

  markets 

                                                           
17

 The Transmigration program was an initiative to relocate the population from densely populated areas of             

Indonesia such as Java and to a lesser extent Bali and Madura to less populous areas of the country including     

Papua, Kalimantan, Sumatra, and Sulawesi. The stated purpose of this program was to reduce the considerable   

poverty and overpopulation on Java and to provide opportunities and a workforce to better utilize the natural       

resources of the outer islands (Rees & Silove, 2007) 
18

 The program is deemed controversial as native population fear the ‘Javanisation’ and ‘Islamization’ 

especially  in the predominately Christian West Papua (Elmslie, 2010) 
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Respondent The newcomers just do not show respect  

Respondent There is a big difference between the Papuan and the non-Papuan here. they give the 

  capital, the money for economic development to them mostly. For us, the women, to sell 

  the vegetables, they give maybe Rp 1 million, for non-Papuans they get a lot more than 

  that, Rp 5 million, Rp 10 million and above. We don’t the Papuans don’t get the chance. 

Interviewer What do you think about the treatment of Papuans by the government?  

Respondent The way they treat us, it feels like we don't have any government   

Respondent Because  the native population is not big enough, the government, because the  

  newcomers make more money the government is for them.  

Respondent Those who the government officials are mostly consist of non-Papuans and the projects 

  and capital is handled by non-Papuans, so they just give the money, the big amount, to 

  their people, not for us or only a small amount. 

 

This fragment demonstrates how the dominant group of non-Papuans in Papua Barat use 

their influence and power over others to preserve the ways in which organized relations and 

practices benefit their own interests and keep subordinate groups powerless to change such 

relations (Marcuse, 1966, in Parsons, 2007). The respondents refer to an economic 

monopoly which leaves them without any chances to escape their position of inferiority in 

society. The notion that the government is not for the Papuans speaks volumes about the 

distorted power structure in society. The power to decide over the distribution of resources 

is unevenly divided leaving the Papuans at a disadvantage, which they are powerless to 

change. Additionally during an interview a Papuan expert described another form of 

structural violence within Papuan culture that restricts agency and the ability to participate 

in the market-based economy set up by the non-Papuans; ‘There is a difference between the 

Javanese and the Papuans. First of all the Javanese only work for the family - the mother, 

father and children - they work for food, drinks and clothes, so they can work hard and save 

money and everything goes nice and smooth. But not for the Papuans, because the social 

life is much larger, this family has to help that family, we can't live like the Javanese. It’s 

like, if one of the children of that family becomes sick we have to help and give something. 

That is why a business is not going [to survive] because if we try to have a kios [small shop] 

a member of the family can come to the kios and say I need a kilo of sugar without payment 

and you have to give it because they are related’. In this sense Papuans are caught between 

two conflicting structures that both confine their agency. He went on to describe the 

difference in work culture between the non-Papuans and Papuans; ‘The Javanese will just 

work any job, standing knee-high in puddles to plant rice for example, but we Papuans we 
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won’t do that. We look around us and think we are so rich, with all this forest and the food it 

provides in that sense we are spoiled, we don’t want to work in rice fields like the Javanese 

and get paid so little, we’re not used to it and we don’t know how.’ This fragment further 

elaborates upon the process of exclusion from the market-based economy that the Papuans 

experience. Setting up a business fails due to the different fabric of social life in Papuan 

culture and the employment of Papuans in non-Papuan enterprises fall short due to vastly 

different work ethics. In this sense the emergence of a modern economy has made the non-

Papuan manner of working dominant and the inability and, in some cases, unwillingness to 

adapt has sidelined the Papuans. From the perspective of the dominant group in society, the 

non-Papuans, the inequality in society is regarded quite ambiguous;   

 

Interviewer Do you think the government treats Papuans and non-Papuans differently? 

Respondent Actually in my neighborhood there's no difference, I don't feel that one is superior to the 

  other but it's more the government, the government said you know what would help just 

  giving a sack of rice but different households and different ethnicity have different  

  needs some Papua doesn't want rice but they would rather have something else but they 

  [the government] don't care what it’s about, the government program is run in such a 

  way that it fits the need of certain groups and so it's just like I’m giving this to you and 

  everybody gets the same but everyone's mindset is different.   

Respondent I have this Papuan friend that trying to run a salon and then she found this place and the 

  walls and pipes were pretty run down so she's asking for funds of the government but

  the government never answers the Papuans, but nobody really gets it why the 

   government is like that. And then there’s the Papua that made it that just never looks 

  back because all they care about is the point is their personal wealth even if that means 

  they have to work with non-Papuans or they get  comfortable, that distance away.  

  

On the one hand within this fragment the structural violence is acknowledged; development 

programs are not tailored to the needs of the Papuans but to the non-Papuans and on a more 

personal level a Papuan friend is unable to get funding from the government, an injustice 

that is described to extend to all Papuans. Nevertheless in a display of cultural violence the 

inferior position is rationalized by holding the Papuans that achieved a higher social-

economic standing accountable for not improving the existing structures. 

 All in all the personal experiences of Papuans with unfair treatment by the 

government demonstrates the structural violence that is prevalent in society in Papua Barat. 

The resources are unequally divided and a disadvantage of the Papuan group ensues. A 

finding that is further verified by the accounts of non-Papuans describing the structural 
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violence that befalls Papuans. The incredibly rapid way in which the demographic 

composition of West Papua was altered has further complicated the power structures in 

society. The non-Papuans quickly established a market-based economy from which the 

Papuans are cut off either due to living in the remote areas or because of the restraining 

structures imposed by the communal ties of Papuan culture. 

 

5.3  Cultural violence and rationalizations 

As the structural violence has been discussed, the time has come to investigate the related 

topic of cultural violence in Papua Barat. In this chapter both the views of the non-Papuans 

on the effect of structural violence on infant and child mortality will be analyzed as well as 

the manner in which Papuans have internalized cultural violence to cope with the structural 

violence.  

 

5.3.1 Cultural violence and non-Papuans 

During the group-interviews in Manokwari and Sorong it became clear that the non-

Papuans  have their own views on the disproportionately high infant and child mortality rate 

among the Papuans in society. Different rationalizations were provided to explain not only 

the high infant and child mortality rate but also the subordinate position of Papuans in 

society in general. The most common response when asked about the high mortality rates 

amongst Papuans was a referral to the remoteness of the villages and the lack of  healthcare 

facilities, however aspects of the traditional Papuan culture were held responsible as well; 

 

Manokwari 

Interviewer Why is the infant mortality so high in Papua? 

Respondent It's the transport, in Java there much more if your children get sick, there's buses there's 

  ojeks [motorcycle taxi’s] everything to go to the clinic but over here there's just no 

  kinds of transportation. 

Nurse  It’s because of low income, there’s no budget, as long as you see your children look 

  healthy you don't take them to the clinic or immunization because you have to feed your 

  other children and then the problem is with the transport, sometimes, the transport with

  the vaccine has an expiration date before it gets there it's expired and then if it gets 

  there, there is no [cooling] system so they have no place to keep it, so it’s even if the 

  mothers want to have their children healthy there are all these factors intruding, there's

  not enough support from the government 

Respondent It's the diet, the families that actually feed their children fish they have the protein in
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  there, but the Papuans just ignore this and for weeks only eat vegetables then at that 

  young age they don't get enough protein and I guess that nobody will tell them that you

  can’t eat just plants and fruits and stuff like that. (…) and then there’s actually a lot of 

  parents they have so many children they just figure, they're full... that's why they feed 

  their kids but there is not enough protein, not enough meat. 

 

This fragment demonstrates the awareness of the respondents of structural violence in 

society and centers on the unequal division of resources with regards to the remote areas for 

which the government is held accountable. Cultural violence has not normalized structural 

violence in society to the point that it’s completely concealed from the perceptive observer. 

The third respondent, however, demonstrates an opinion that has been colored by cultural 

violence. First of all she justifies the inferior health status of the children by mentioning the 

one-sided diet of Papuans. In the villages the diet of Papuans is often one-sided, no fault can 

be found with this statement which has been verified in several reports (USAID, 2009, 

UNICEF, 2008). Cultural violence that has a basis in factual information is arguably more 

believable and thus a more effective tool for rationalization of structural violence. Secondly 

the respondent seems to grant more significance to a factor that the inferior group has 

power over, their diet, than the structures (lack of resources, facilities, distance to the 

hospital) that leave them powerless. By focusing on a factor that the Papuans have control 

over, the non-Papuans can normalize the structural violence in society and blame the victim 

for their subordinate position. Additionally, the referral to nutrition underlines the 

differences between the groups; the Papuans have a culturally distinct diet with food items 

such as sweet potatoes and sago
19

 which considerably differs from the non-Papuan diet. The 

following fragment further underlines the differences between the Papuans and non-

Papuans; 

 

Sorong 

Interviewer There’s still a difference between infant and child mortality rates amongst non-Papuans 

  and Papuans even in the city, why is that? 

Respondent There is still quite the difference because the Javanese [non-Papuans] have so much 

more when they come here, the pregnant women just know what they should do [to keep 

a child healthy]. The Papuans don’t know yet, they just use the traditional way, even 

now still 

 

                                                           
19

 Sago is extracted from the core of various tropical palm trees and  is traditionally cooked and eaten in a 

variety of forms, such as rolled into balls, mixed with boiling water to form a paste, or as a pancake. 
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In this fragment a non-Papuan woman holds the traditional way responsible for the high 

infant and child mortality rate within the cities. The fact that she states that the Papuans still 

use the traditional way indicates a negative connotation, which can be understood to mean 

that the Papuans still have a primitive manner of living and thus their children suffer 

accordingly. In accordance with Galtung’s (1990) description of cultural violence this 

respondent adheres to the stereotypical representation of the primitive Papuan to rationalize 

their lot in life and consequently disregards the structural violence that confines the 

Papuans. Moreover she states that the Papuans are ignorant of the ways to keep their 

children healthy, whereas the non-Papuan women do know how to take care of their 

offspring. In Manokwari the same tendency to refer to the ignorance of Papuans to justify 

the high infant and child mortality rate was demonstrated; 

 

Interviewer Why do you think infant mortality is so high amongst Papuans in Papua? 

Respondent Because of the situation; the remote area and the lack of medicine. 

Respondent Because the parents don't have enough knowledge, to go to the clinic or take their 

children to the check-ups. 

Respondent With the infants, they don't know what is important especially the young mother, she 

does not look for it [information] and nobody will tell them what is important, such as 

vitamins 

Respondents In all this the parents play a huge role in understanding, in helping the health of the 

children, if they're inside the house you can control what they eat and what they do but 

well when they go out to play they decide what they eat and it's not the cleanest 

environment and if the parents do not make rules, like yesterday with the rain and the 

children play in the gutter, they have no control. And the parents don't know how to tell 

their kids; don't go out and running around. It’s easier in the city but in the villages 

where the parents go hunting and stuff it's just like this. 

 

The remoteness of the villages and the lack of medicine as the reason for the high infant and 

child mortality rate are mentioned immediately which emphasizes that cultural violence has 

not obscured the inequality in society completely. However, the respondents do reiterate the 

opinion that the Papuans lack knowledge on how to raise a child and criticize them for not 

looking for information as they neglect to visit the clinic and go to the check-ups. More 

significantly the general style of how Papuans raise their children is criticized - they are not 

clean, they do not set up rules or care for hygiene – and casually linked (by mentioning 

hunting), once again, to the primitive lifestyle of Papuans. Another aspect of holding 

Papuan culture responsible for the high infant and child mortality rate was discussed in the 



61 

 

group-interview in Manokwari  and referred to the culturally defined Papuan construction 

of family life and marriage; 

 

Interviewer In your view how does Papuan culture affect the children’s health?  

Respondent Over here [amongst non-Papuans] in most cases the father is the provider of the family 

but in Papua it's more the mother because of her costing money, because of the dowry
20

, 

so she has to repay that dowry in such a way that she works harder which comes down 

to.. she doesn't have enough time for taking care of the children. She believes that she's 

cost so much so she feels; ‘okay, because you gave so much money too my family I 

have to repay you by working so hard’ she has to repay her husband so she works so 

hard, and she is away from the family. So how does a woman that has to take care of 

herself like that, how does she take care of the children? 

Respondent It's more with Papuans, people that come here [non-Papuan] probably have a little bit 

better understanding, not necessarily education but understanding, how women and 

marriage work, [Papuans] get married at such a young age they're not ready for it yet, 

and if you're not ready you don't know how to take care of your children and if you're 

non-Papuan you know a bit better and don't get married when you get your first 

menstruation.  

 

In the first fragment the respondent holds the Papuan way of life responsible for the high 

infant and child mortality in an interesting way. She describes structural violence within 

Papuan culture by acknowledging the restricted agency of women and its consequences for 

the health of the children; the dowry obliges women to repay their costs preventing them 

from taking proper care of the children. An expert has stated that Papuan women do most of 

the hard work especially as the provider of food which is not beneficial for their health. 

Courtens (2008) has signified this phenomenon as well, although whether this is because of 

the dowry is up for debate. Nevertheless the respondent holds Papuan culture accountable 

for the high infant and child mortality does not mention the structural violence that favors 

non-Papuans over Papuans. In the second fragment the high infant and child mortality is 

blamed specifically on Papuans getting married too early. An interesting part of the 

statement about women and marriage is the implication that non-Papuan women regardless 

of education just have a better understanding of when to get married, have children and 

what to do after. The high infant and child mortality rate is normalized as a natural result of 

Papuan culture. The remark over getting married as soon as a girl starts menstruating 

indicates an underlying presumption of Papuan primitiveness. In this final fragment the 
                                                           
20

 In Papuan society the man has to pay a dowry for a bride (Courtens, 2008) 
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cultural beliefs of Papuans are specifically stated to obstruct children’s health; 

 

Manokwari 

Interviewer Do the cultural differences play a role in the hospitals? 

Respondent The cultural differences is that they believe so much in those.., for instance some child 

will have a fever and they believe it's part of growing up, so they don't take the child to 

the hospital. 

Respondent There was this baby in the hospital and they needed to put an IV on him but the parents 

were so mad because it goes against whatever they belief in, to put needles in an infant. 

So they didn't and they took the baby home, because they just think - they didn't belief - 

it worked like that, you know how they belief somebody is trying to kill the baby and 

it’s not because of the disease. And technical medicine is just tribulation like a doctor 

and then one of the reasons, is when your house has a window you shouldn't have open 

windows because the spirits come and stuff like that.  

 

The traditional belief system of the Papuans is held responsible for the high infant and child 

mortality rates. The underlying assumption seems to be that the traditional beliefs of the 

Papuans stand in the way of modern medicine and result in a heightened infant and child 

mortality rate. What is interesting about this fragment and the group-interviews in general is 

the fact that the inequality in society and the lack of access to healthcare facilities is referred 

to as an obstruction for the remote areas, yet the inequality in the cities is justified by 

mentioning the one-sided diet, the culturally defined gender roles and the Papuan belief 

system. In other words structural violence is noticed yet the acknowledgement of the 

inequality is too painful to fully adhere to. The fact that the Papuans have a subordinate 

position as a result of the settlement of transmigrants is a reality the non-Papuans are 

reluctant to face. All in all the structural violence is not completely obscured from vision yet 

cultural violence has diminished the understanding of the extent and consequences of the 

inequality to a minimum.  

 

5.3.2 Papuan response to cultural violence 

In this paragraph the Papuan response to the cultural violence that legitimates the structural 

violence in society will be discussed. The focus will be on the internalization of cultural 

violence and the outlook on structural violence. The following fragment depicts the Papuan 

reasoning for the superior position of non-Papuans in society; 
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Kokas 

Interviewer Do you think the non-Papuans get more opportunities than the Papuans? 

Respondent Yes, they get so much more opportunities; because they are really patient people and 

  diligent so they come here in Papua and start many businesses and they build their life 

  here. Because they have more basic skill and patience they get more opportunity. 

 

The respondent acknowledges the inequality in society by stating that the non-Papuans get 

more opportunities, yet he also the credits the superior position of non-Papuans in society to 

their personal attributes of patience and diligence. This statement hints at underlying 

feelings of inferiority, which was often repeated in group-interviews with the Papuans by 

lamenting their lack of skill compared to the non-Papuans. Especially when the Papuans 

were asked about opportunities to develop their own skills to the same skill level as the non-

Papuans; respondents often had little confidence that they could reach that level at all, 

indicating their own sense of inadequacy. Although the lack of adequate schools in the 

inlands were often referred to when questioned about the development of skills as well as 

the inability to send their children to the expensive schools in the city, there seemed to be no 

sense of the possibility to improve the situation significantly by schooling at all. When 

asked about this a Papuan respondent in the city Sorong stated that ‘The Javanese [non-

Papuans] usually only hire Javanese [non-Papuans] anyway, they just have more skills’. 

Overall reactions to the subject of development of skills mostly consisted of dejection and 

hopelessness, disbelief in their ability to rise above the circumstances. The cultural violence 

that represents Papuans as inferior to non-Papuans has been internalized. As Galtung (1990) 

has predicted the victims of structural violence have grown withdrawn and depressed when 

confronted with the realities they face every day. Although one respondent in a group-

interview in Sorong expressed particular anger at the subordination to the non-Papuans; 

 

Respondent It’s supposed to be us the Papuans who should be the richest because it’s our homeland! 

  But the transmigrants [non-Papuans] just come here and take it all. We get no chances, 

  we can't get money from the bank and transmigrants just get it all to run their shops and 

  everything. But when we ask they only keep asking questions; can you pay it back, do 

  you have more recommendation letters and many, many more. Papua for the Papuans!  

 

The fragment demonstrates resistance to the cultural violence, the legitimization of 

structural violence has not been internalized by this respondent. This respondent leaned 

more towards the first reaction of rebellion and retaliatory action as was depicted by 
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Galtung (1990). Even though he pleaded for a free Papua in a crowded room, the other 

Papuan respondents did not join in. He was the only one to demonstrate his frustration so 

fiercely and to make mentions of a free Papua as a solution. Ultimately, as Galtung (1990) 

has depicted, the topic of structural violence was met with a dejected detachment. The 

fragments of these interviews are unable to convey the sense of hopelessness and frustration 

that underlie the discussion of these themes. As the Papuans have to face the deprivation of 

their needs due to structural violence every day a sense of normalcy has set in.  

 Cultural violence has proven very effective for the Indonesian government as the 

Papuans have drifted away from the first response to structural violence, namely direct 

violence and insurgencies, and have given in to the sense of hopelessness and despair, 

which ultimately makes it much harder to fight back against injustice.   

 

6. Conclusion and discussion 

 

This research explored the impact of structural violence on the infant and child mortality 

rate of the indigenous population in Papua Barat. The institutionalized structural violence of 

the Indonesian government health programs and policies has been depicted as well as a 

statistic representation of structural violence in society and the personal experiences. The 

culpability of the state for the structural violence that disproportionately affects certain 

segments in society has been addressed through the framework of the Convention of the 

Child and the Maastricht Guidelines. Finally the rationalizations of structural violence have 

been unveiled as instances of cultural violence. In this chapter the conclusions of the 

research are presented and discussed and an answer is provided to the main- and 

operationalization questions. The question central to this thesis was: “Can the structural 

violence that affects infant and child mortality amongst the indigenous population of Papua 

Barat, Indonesia be regarded as a violation of Human Rights?” To answer this question 15 

group-interviews were conducted, a small-scale survey was held, five experts were 

interviewed, existing literature was conceptualized and participatory observations were 

made in the field. The answer to the main-question will be provided by answering the 

operationalization questions.  

 

6.1 Structural violence in governmental health policies  

The first operationalization question was; ‘Are Indonesian government health policies part 

of the structural violence that affects the infant and child mortality rate?’ In the results the 
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quality of the provided healthcare was assessed, alongside the government distribution of 

healthcare programs, the maternal and child health program and the Jamkesmas and Askes 

policy were investigated to provide an answer to the question. The quality of the hospital in 

Sorong and the health centres in Ayawasi, Suswa and Senopi were depicted through the 

method of participatory observations. It was found that the primary care in the villages was 

either non-existent or of poor quality, in addition the government is aware of the sub-

standard condition of health care in the villages and does not take adequate steps to improve 

the situation. Rather the government takes symbolic action by sending expired medicine 

and doctors to the remote area for a day to appear to be striving for an improved standard of 

health. The failure to provide primary health care is a direct violation of the Convention of 

the Child (CRC) article 24 (b); ‘to ensure the provision of necessary medical assistance and 

health care to all children with emphasis on the development of primary health care’ (ICRC, 

1992:11). Additionally the fact that the provision of primary care in the remote areas was 

deliberately neglected constitutes a failure of obligation as depicted in the Limburg 

Principles’ (in ICJ, 1997: 5) description of what constitutes a violation of economic, social 

and cultural rights article 72; ‘the deliberate retardation or halt of the progressive realization 

of a right and the wilful failure to meet a generally accepted international minimum 

standard, which is within its power to meet’. The governmental approach to providing basic 

primary care in the remote areas is intentionally neglectful, which indicates institutionalized 

structural violence as this policy creates unequal opportunities between the inhabitants of 

the city and the remote areas and thus between the non-Papuans and Papuans. This failure 

to provide basic healthcare in the villages negatively affects the infant and child mortality. 

As such the answer to the main question is answered in the affirmative; the effects of 

structural violence on the infant and child mortality of the indigenous population of Papua 

Barat are violations of Human Rights.   

 An examination of the distribution of the health care programs in the remote areas 

revealed another form of structural violence. Within the villages dominant and subordinate 

groups were established based on communal ties within the Papuan population, this created 

unequal opportunities between different Papuan groups. Health programs are subsequently 

distributed according to the established structures that favour certain groups which causes 

discrepancies in health care accessibility between Papuan groups and ultimately has a 

derogatory impact on the infant and child mortality status of the disadvantaged groups. The 

investigation of the maternal and child health program further corroborated the violation of 

the Maastricht Guidelines and the CRC to provide primary health care and crossed over into 
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the breach of the obligation to provide information and maternal care in order to diminish 

infant and child mortality which is stated in article 24 (d) of the CRC as well (ICRC, 1992). 

Within the remote areas attending the programs on a regular basis is rendered impossible 

due to a lack of funds as a result of the substandard socio-economic status of the Papuans. 

The group-interviews with the Papuans in the urban area revealed an unwillingness to 

submit to the care of the non-Papuan nurses and a preference for the Papuan midwives. 

Care should be taken to avoid an underlying missive of the need for assimilation within the 

maternal and child health programs as this lowers the accessibility of these programs for the 

Papuans, which perpetuates the structural violence in society and decrease the health status 

of the children.  

 The Jamkesmas and Askes program was initiated to improve accessibility to health 

care facilities for the lower segments of society. The effects of the Jamkesmas on 

accessibility were diverse. On the one hand the card offers a financial resolution and grants 

the opportunity to access health facility resources; on the other hand the Jamkesmas only 

provides access to the governmental hospitals. As the private hospitals offer a higher quality 

of care this perpetuates the uneven distribution of resources and maintains the structural 

violence that affects the Papuans. All in all it has been revealed that the governmental 

health policies intentionally and inadvertently have incorporated structural violence that 

disadvantage the Papuans and have a derogatory impact on the overall child health status.  

 

6.2 structural violence; Papuan and non-Papuan communities 

The second operationalization question was; ‘Is there a difference due to structural violence 

in infant and child mortality between the Papuans in remote areas and cities and non-

Papuans?’ In the results the divergences in the infant and child mortality rates were 

analysed, the restriction of agency and traditional healing was discussed as well as the 

personal experiences with structural violence in everyday life. In lieu of the research of 

Haines (2011) the infant and child mortality rates were utilized as social indicators of 

structural violence in society. The result of the small-scale survey revealed that the Papuans 

in the remote area have an infant and child mortality rate of 18,4%, the rate of Papuans in 

the urban area consists of 13,9% and finally the non-Papuans have an infant and child 

mortality rate of 3,6%. These huge differences prove that structural violence in Papua Barat 

is widespread and has led to this outcome. The fact that the non-Papuans and Papuans in the 

urban area, with the hypothetically equal access to health care facilities still leads to such 

discrepancies indicate the extensive inequality in society. The incredibly high infant and 
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child mortality rate in the remote area points to an utter lack of governmental attention and 

development. Additionally the investigation of the cause of death, which were untreatable 

conditions for the non-Papuans and conditions that are easily treatable with correct primary 

care for the Papuans (Malaria, fever and diarrhea) further drive the point of inequality 

home.            

 Traditional healing was a subject that was often indicated by the non-Papuans as the 

reason of the high infant and child mortality rates amongst the Papuans, as it presumably 

provides an obstacle in seeking out medical care. In the group-interviews with the Papuans 

this notion was not shared. The use of traditional medicine should not be considered an 

obstacle for Papuans to get medical care as the option is predetermined by the socio-

economic standing of the Papuans in the remote area and even in the urban area that renders 

access to higher quality healthcare impossible. With regards to personal experiences with 

structural violence, the Papuan respondents lamented their inability to gain access to the 

market-based economy and stated the opinion that; the government is for the non-Papuans, 

not the Papuans. These experiences reveal that the dominant non-Papuans use their 

influence and power over others to preserve the ways in which organized relations and 

practices benefit their own interests and keep subordinate groups powerless to change such 

relations (Marcuse, 1966, in Parsons, 2007). The power to decide over the distribution of 

resources is unevenly divided which leaves the Papuans at a disadvantage which they are 

unable to change.          

 All in all the results of the investigation of structural violence in Papua Barat has 

made it quite clear that the differences between the non-Papuan group and the Papuan group 

are considerable and the disadvantage of the Papuans in society affect the health status of 

their children. The infant and child mortality is much higher amongst Papuans than amongst 

non-Papuans which is a clear indicator of the inequality in society. 

 

6.3 Rationalization of structural violence  

The last operationalization question was; ‘What role does cultural violence play in 

obscuring the effects of structural violence on infant and child mortality amongst 

Papuans?’ In the results the rationalization of the high infant and child mortality rate 

amongst Papuans by non-Papuans and the responses to structural- and cultural violence by 

the Papuans were analysed.   

 During the group-interviews with the non-Papuans the respondents were quick to 

point out the instances of structural violence that sustained the inferior position of the 
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Papuans in society, such as; the lack of attention from the government, the inaccessibility of 

health care facilities and the distance to the remote areas. However, underneath these 

statements the notion of the inferior ‘primitive’ Papua culture was employed to rationalize 

the inequality in society. Referrals were made to the traditional belief system, inherent 

ignorance, the one-sided diet and the culturally defined gender roles in Papuan society to 

justify the high infant and child mortality rates amongst the Papuans. Cultural violence has 

not rendered the structural violence that affects Papuans completely invisible. However, the 

perception of the inherently inferior, primitive Papuan can still be discerned as a 

rationalization to justify their lot in life. In general the response to the structural violence of 

the Papuan respondents was a dejected acceptance of the violence of everyday. The process 

of cultural violence has led the Papuans to belief that their suffering is normal; the 

persistent presentation of Papuans as inherently inferior has been internalized. Statements 

regarding the better and more skilled non-Papuans were made to acknowledge and even 

condone their own subordinate position in society. Only one respondent outwardly 

demonstrated the anger and frustration that lies underneath the complacent façade. 

Generally the response to the structural violence has been utter hopelessness and despair, 

which falls into the second category of responses depicted by Galtung (1969).   

 All in all cultural violence has played the role of obscuring the structural violence by 

justifying the high infant and child mortality amongst the native population of Papua Barat 

as a natural manifestation of their inherent ignorance and primitivism. Cultural violence has 

prevented the non-Papuans from perceiving the entire scope of the effects of structural 

violence whereas the Papuans have internalized the cultural violence and subsequently 

started to believe in their own (contrived) inferiority. 

 

6.4 Discussion 

In this paragraph the insights and limitations of this thesis will be discussed by examining 

the aspects that need additional research. First and foremost the statistics that were gathered 

for this thesis reveal an extremely high infant and child mortality rate that is deserving of 

further investigation to bring attention to this dire predicament. A large-scale survey needs 

to be conducted to substantiate the indicative statistics that demonstrate the discrepancies in 

the infant and child mortality rates between Papuans and non-Papuans. In this research a 

large-scale assessment amongst hundreds of respondents was unfeasible. An extensive 

survey needs to be held amongst more respondents which includes the Papuans in villages 

that can only be reached by foot.  
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Secondly more research is needed to uncover the entire scale of structural violence in 

society. Within this thesis the emphasis was on the outcome of structural violence in the 

form of infant and child mortality, but the variables that create the disadvantages need to be 

further explored. The relation between the non-Papuans and Papuans demands additional 

examination. Tension between these groups has been rising and the different dimensions 

such as culture, socio-economic status and religion need proper attention. Within structural 

research there is little consideration for the dynamic between dominate- and subordinate 

groups, especially with regards to cultural violence that keeps insistent stereotypes in place 

Thirdly the role of traditional healing in the accessibility of health care needs to be 

assessed at length, preferably by a researcher with an anthropological background, to confer 

the implications for the health care situation in Papua Barat. On that note the traditional 

gender roles in Papuan culture and the effect it has on the enjoyment of equal rights and 

health status of mothers and children need to be more attentively researched.  

 Finally the rampant corruption in Papua Barat needs to be addressed in order to curb 

its harmful effects on the development of the inlands. The expenditures of the development 

budget need to be more transparent and government officials should be held accountable. 

Further research is needed on the subject of structural violence within the context of human 

rights to provide an extensive body of research that will address these matters in the pursuit 

of a structural solution. Hopefully more research will bring the limelight back to Papua 

Barat and alleviate the invisible suffering of Papuan children in their daily lives.   
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Appendix I - Case Study: West Papua, Indonesia  

 

West Papua (then known as New Guinea) was a former colony of the Netherlands that was 

mainly used for its resources; the Dutch were slow in setting up administrative institutions. 

At the time Indonesians that rebelled against Dutch colonial rule were exiled to Tanah 

Merah (red earth) in West Papua. Indonesians grew to fear West Papua due to its frequent 

malaria outbreaks and isolated position amidst jungle tribes creating hostility against the 

West Papuans. During World War II (WWII) the Dutch fled and Japan took control of the 

area, which came to an end when the area was liberated by the American-led forces. After 

WWII the Dutch administration gradually returned to West Papua.  In the meantime 

Indonesian nationalists declared independence on August 17, 1945; their version of 

Indonesia included the territory of West Papua. During the four-year struggle over 

independence that followed the Papuan question was largely ignored. At the 1949 Hague 

Round Table Conference, which established independent Indonesia, the Dutch refused to 

cede control of West Papua to the Indonesians, preferring to keep it as a final foothold of 

Dutch imperialism in Southeast Asia (Brundige, et al., 2004: 16). Additionally annexation 

of West Papua with the newly independent Indonesia was strongly opposed by the Papuans 

who made it clear they had no interest at being grouped with Indonesia. The Dutch 

maintained control of the area promising Papuan independence at some point in the near 

future. As fear of the Indonesian communist threat grew among the Western countries, the 

Dutch vowed to bring West Papua into the modern world by educating and training the 

indigenous Papuans to govern the country and then pulling out of the area. In the 1950s, the 

Dutch began the process of nationbuilding in earnest. By 1957 the Netherlands had created 

numerous positions for Papuans in government services, and the goal of an independent 

West Papua seemed within reach (Brundige, et al, 2004).     

 By the end of  the 1950s the Dutch development plan was well on its way to success, 

unfortunately it was cut short by the Indonesia’s escalating diplomatic and military pressure 

on the Dutch to yield the control over West Papua. Indonesian president Sukarno used the 

lingering resentment of the Dutch colonial rule to play on Indonesian nationalism and 

emphasized the need to annex West Papua, a ploy to draw attention away from the 

deteriorating economy. Indonesia amassed weapons from the Soviet Union in a military 

build-up intended to intimidate the Dutch as well as the international community at large. 

Faced with such pressure the United States, the United Kingdom and Australia, seeking to 
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avoid a Cold War confrontation, chose not to support the Papuans and instead sought to 

placate the Indonesians. Nevertheless the United Nations (U.N.) General Assembly failed to 

pass a resolution either backing Sukarno’s claim to the territory or affording the Papuans 

the right to self-determination. The Dutch government proposed the ‘Luns Plans’ that 

would continue the establishment of a Papuan political elite, a process that was started by 

the instatement of the West New Guinea Council in 1961. The plan called for the 

termination of Dutch sovereignty followed by a U.N. administration and the establishment 

of an international study commission that would supervise the Council and organize a 

plebiscite to determine the territory’s status. On December 1
st
 1966, the Council agreed on 

the name of West Papua for their new nation, drafted a Manifesto for Independence and 

Self-government, created a national anthem and adopted the Morning Star Flag; the day that 

is now celebrated by West Papuans as their Independence day. In response, the Indonesian 

government launched a paratroops’ assault on West Papua resulting in a stand-off between 

the Indonesian and Dutch navies on the shores of West Papua. With outright war as an 

imminent threat president John F. Kennedy took on the role of negotiating a peace accord 

between the parties. On August 15, 1962, the New York Agreement was signed by both 

parties under the auspices of the U.N. The Netherlands transferred their authority to the 

United Nations Temporary Executive Authority (UNTEA) an interim administration that 

would hand the territory over to Indonesia after May 1
st
 1963.  The agreement further 

provided a U.N. supervised election, to be held sometime after Indonesia’s take-over, which 

would allow the Papuans to decide their own fate; to remain part of Indonesia or not 

(Brundige, et al, 2004).        

 Prior to the arrival of UNTEA, various Indonesian commanders who claimed they 

had liberated West Papua (or Irian Jaya as they now called it) asserted their rule over the 

locals through military force. After the UNTEA security forces arrived, the military 

oppression of the Papuans continued combined with exploitation of the natural resources, 

mandated use of the Indonesian language in schools and initiated mass emigration and 

settlement of 400.000 Javanese in the area. This resulted in massive strive between the 

Indonesian government and the Free Papua Movement OPM often resulting in violence that 

targeted civilians. Shortly after a US-based multinational mining operation, Freeport 

Indonesia, signed a contract with the Indonesian government which gave them broad 

powers over the resources and the local population, including the right to appropriate land 

and other property and to resettle the indigenous population while providing ‘reasonable 

compensation’. In 1969 the now infamous Act of Free Choice was conducted. Under 
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Article 18 of the New York Agreement of 1962, all adults from the West Papuan territory 

were eligible to participate in the act of self-determination, which was to be carried out in 

accordance with international practice. Nevertheless the Indonesian government was 

controlling the Act from behind the scenes. Out of 1.026 participating voters only the 

selection of 195 people was supervised by the U.N. leading to the choice of Indonesian 

control without dissent (Brundige, et al, 2004: 15). The official report expressed 

disappointment and dissatisfaction with the Indonesian government over the process and the 

overall mission, stating that the referendum had taken place in accordance with Indonesian 

practice, omitting any reference to ‘international practice’ which was a requirement of the 

New York agreement. Nevertheless the General Assembly acknowledged Indonesia’s legal 

claim to West Papua resulting in the situation of today.  

 


