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Abstract

Introduction: Based on the premises that maternal
ill health and social disadvantage are inextricably
linked and that local knowledge can provide im-
portant insights into this phenomenon, we devel-
oped a community-based audit of maternal mortality
and severe morbidity in a rural Indonesian district.
Aims & objectives: The study aimed to demonstrate
the “community perspective” as a valid source of
information for health planning. The objectives
were to engage communities in critical assessments
of access to care and quality of care in obstetric
emergencies and to generate recommendations for
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reform.

Methods: Four independent groups of women and
other individuals typically involved in obstetric
emergencies in villages participated in assessments
of cases of maternal death and severe disability. Key
care processes and determining mechanisms were
identified through framework analysis of the discus-
sion narratives.

Results: One repeated and persistent theme related
to how social health insurance (SHI) failed to medi-
ate financial barriers to access and quality. Despite
being designed to protect poor individuals from the
catastrophic costs of care, SHI was frequently seen
to be instrumental in constraining access to quality
services. The scheme was inadequately socialized,
inequitably distributed, complex and bureaucratic,
and led to delays and discriminatory care in the
time-limited emergencies. In addition, people not
officially classified as poor, but for whom emergen-
cy delivery care may have remained unaffordable,
reportedly used SHI. Other problems identified in-
cluded poor birth preparedness, a lack of midwives
in villages, and shortages in emergency transporta-
tion. Recommendations for health insurance reform,
improved resources for village health workers, and
investments in community public health infrastruc-
ture were developed and disseminated.

Conclusions: In this setting, access to good quality
care is constrained by inadequate district health re-
sources and commodified care provision. Health
system reform to promote universal access to essen-
tial delivery care services may be an effective means
to improve outcomes among rural women. The
community perspective yielded rich and vivid in-
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sights into the complex interactions between care
users and providers in emergencies. Routine com-
munity evaluation can inform contextually relevant
implementation solutions that promote the equitable
provision of emergency delivery care.

Introduction
Death and disability in pregnancy and childbirth

Maternal mortality is the leading cause of death
among women of reproductive age (WRA) (UN,
2009). Since the 1990s, approximately 550,000
deaths related to pregnancy, delivery, and/or its
management have been reported annually (WHO &
UNICEF, 1996; WHO et al, 2001; 2004; 2007). Re-
ductions were observed for the first time in 2008,
with estimates suggesting that 358,000 maternal
deaths occurred in that year (WHO et al, 2010). The
inherent imprecision of measurement (Graham et al,
2008), however, makes trend analysis problematic
and considerable uncertainty characterizes infor-
mation on the levels of maternal mortality.

Maternal mortality does not occur randomly.
Over 99% of deaths occur in developing countries
(WHO & UNICEF, 1996; WHO et al, 2001; 2004;
2007; 2010). Within both poor and rich countries,
higher mortality is consistently observed among
disadvantaged groups (CEMD, 2001; Graham et al,
2004). Each year, an additional 20 million women
survive complications in pregnancy and childbirth
but are left with chronic and debilitating morbidities
(e.g., obstetric fistulae and mental health disabili-
ties) (Filippi et al, 2006). Furthermore, the social
and economic consequences of maternal death and
disability, such as household disintegration and re-
duced income-generating capacity, are borne dis-
proportionately by poor families and communities
(Ahmed & Holtz, 2007; Gill et al, 2007; Bazzano et
al, 2008).

Research suggests that over 80% of maternal
mortality is preventable with access to skilled birth
attendance and emergency obstetric care (Mac-
Donagh, 2005; Paxton et al, 2005; Ronsmans &
Graham, 2006). Despite the content of these ap-
proaches being well-defined (WHO, 2004a; WHO
et al, 2009), in low income countries only 40% of
deliveries are attended by a skilled birth attendant
(WHO, 2011a) and only one in three women in rural

areas receive this care (WHO, 2011b). Research
groups and development agencies are beginning to
converge in recognition of the need for implementa-
tion solutions that prioritize the equitable provision
of life-saving delivery care (Freedman et al, 2007;
CSDH, 2008; Navarro, 2009; Amnesty Internation-
al, 2010).

This study sought to respond to these concerns
and was based on two mutually reinforcing premis-
es. First, maternal ill health and social disadvantage
are inextricably linked. It is therefore reasonable to
consider maternal ill health to be socially as well as
biomedically constructed and determined. The se-
cond premise was that the perspectives of those for
whom emergency delivery care has most direct rel-
evance (i.e., those who seek care and those who
provide it) can provide important insights into cau-
sation and remedy. Individual understanding of
health, illness and risk arises from lived experiences
in which biomedical causes are contextualized by
socially constructed meanings (Williams & Popay,
2006). Subjective perspectives may therefore offer
more complete interpretations of health problems,
reflecting both social and biomedical dimensions, as
well as the mechanisms that mediate their interrela-
tion (Blaxter 1983; Popay & Williams, 1996; Wil-
liams, 2003).

Aims and objectives

The study aimed to demonstrate the utility of the
“community-perspective” as a valid source of in-
formation for health planning. The objectives were
to engage with individuals in rural villages to con-
duct critical assessments of access to care and quali-
ty of care in obstetric emergencies and to develop
recommendations for health planning. This paper
presents the results of the assessments. A separate
article in this issue describes the process of imple-
menting a participatory community-based audit
(D’Ambruoso et al, 2013).

Context

The research was conducted in Serang district,
on Java, Indonesia. Indonesia is a lower-middle in-
come country with a population of 227 million
(World Bank, 2010). Over 110 million people live
rural and remote areas, 39 million are estimated to
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live in poverty, and 69 million are classified as vul-
nerable to poverty (World Bank, 2006; BPS & Mac-
ro, 2008). Indonesia has a long tradition of commu-
nity participation in maternal and child health (No-
bles & Frankenberg, 2009). During the primary
health care (PHC) movement of the 1970s, the gov-
ernment capitalized on this tradition, formalizing
social networks and investing in village health infra-
structure and human resources. A network of prima-
ry health centers was established and over one mil-
lion volunteer community health workers (CHWs)
were enlisted to provide basic preventative care
(Berman, 1984; WHO & World Bank, 2000; Utomo
et al, 2006).

In 1999, following the Asian economic crisis,
PHC was radically re-defined and decentralization
policies were implemented with vigor. Decentraliza-
tion devolved public service administration from
central to district level to foster more locally rele-
vant governance. After the crisis, social health wel-
fare (Jaring Pengaman Sosial-Bidang Kesehatan,
JPS) was also introduced (Rabasa & Chalk, 2001;
Kristiansen & Santoso, 2006), which entitled poor
families to free basic care in health centers and to
the lowest level of inpatient care in hospitals (Spar-
row et al, 2008). In 2005, JPS was replaced by a
social health insurance (SHI) scheme called Ask-
eskin (ASuransi KESehatan untuk Keluarga miskIN,
Health Insurance for Poor Families) administered by
the state-owned insurance corporation, PT-Askes
(Sparrow et al, 2008).

In rural areas, village midwives provide integrat-
ed maternal and child health (MCH) services coor-
dinated by health centers (Berman, 1984; Shankar et
al, 2008). Qualified midwives receive government
contracts that reduce their public salary incremental-
ly over three to six years; during this time, midwives
are expected to remain in villages and develop pri-
vate practices (Gani, 1996; Shrestha, 2007). Owing
to issues of social isolation and problematic reten-
tion, there are fewer and less experienced midwives
in rural villages (Ensor et al, 2008; Makowiecka et
al, 2008) and most deliveries occur in homes with-
out professional assistance (Acadia et al, 2007).
Poverty adds a further dimension. Poor women in
Serang are seven times less likely to have access to
professional delivery care (Ronsmans et al/, 2009).

And, despite the national decline in the maternal
mortality ratio (MMR) from 650 deaths per 100,000
live births in 1990 (WHO & UNICEF, 1996) to 245
in 2011 (Lozano et al, 2011), an MMR of 2,303 was
detected among the poorest women delivering in
hospitals in Serang in 2009 (Ronsmans et al, 2009).

The study was undertaken in four villages in Se-
rang. Serang is a rural district with a population of
1.8 million people, 36 sub-district health centers,
one public hospital, and 753 trained midwives (Izati
et al, 2005). The study was conducted as part of a
larger project on care in obstetric emergencies
(D’Ambruoso, 2011), and was conceived following
a confidential inquiry conducted with Indonesian
service providers (D’Ambruoso et al, 2009) and a
verbal autopsy survey of the relatives of women
who had died during pregnancy and childbirth
(D’Ambruoso et al, 2010). These studies suggested
that detailed assessments of emergency delivery
care, from a range of perspectives, have the poten-
tial to provide useful information on how and why
adverse maternal health outcomes occur. As a result,
the present study sought to conduct an in-depth, par-
ticipatory examination of care from the critical per-
spectives of those who use and provide these ser-
vices.

Methods
Audit groups

Permission to conduct the research was obtained
from the district health authority. Four rural villages
were then selected, two with and two without a rec-
orded maternal death in the previous twelve months
(Table 1). In each village, village health workers
invited individuals to an introductory meeting where
the purpose of the study, planned activities, and out-
puts were described. Those who wished to partici-
pate were signed up and informed consent was ob-
tained. In two villages, groups C1 and C2 were con-
vened to represent people typically involved in ob-
stetric emergencies: WRA, family members, neigh-
bors, village leaders, village midwives, CHWs and
traditional birth attendants (TBAs). Acknowledging
the potential for focus group discussions (FGDs) to
become biased towards those with more power and
autonomy (Krueger, 2000), in the other two villages,
the groups were convened to represent WRA only.
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Table 1: Characteristics of villages in which audit groups were recruited

Audit group C1 C2 W1 W2

Population (n) 4692 | 3483 | 4947 | 4196
Farming households” (%) 78 90 52 90
Unemployed (n) 32 70 19 175
Village health posts’ (n) 5 8 5 5
Village midwives (n) 1 1 1 1
Volunteer health workers (n) 10 35 15 15
TBAs (n) 3 2 3 1

Women receiving ANC* (%)

82 52 76 68

Deliveries attended by health professionals® (%)

68 77 57 68

Infant mortality rate” (per 1000 live births)

0 1 0 0

Maternal deaths'™

0 0

‘A group of people living in a physical/census building, or part thereof, who make common provision
for food and other essentials of living from farming, not necessarily the owner of the land
Semi-mobile clinics that provide general preventative, community-based outreach and MNCH care

on particular days

i‘One or more Vvisit(s) to a midwife during the antenatal period
YNurses, paramedics, doctors and midwives who have attended formal education and qualification to

these cadres

" Number of infant (= 1 year of age) deaths per 1000 live births
" Deaths from obstetric complications of pregnancy, delivery, postpartum in the previous 12 months

Sources: Dinas Kependudukan dan Catatan Sipil, Kabupaten Serang, 2007; PODES Kabuapaten
Serang, BPS, 2004; Pemantauan Wilayah Setempat Kesehatan Ibu dan Anak Puskesmas Kramatwa-
tu, Kecamatan Kramatwatu, Serang, 2008; Pemantauan Wilayah Setempat Kesehatan Ibu dan Anak

Puskesmas Ciruas, Kecamatan Ciruas, Serang, 2008.

These groups (W1 and W2) were comprised of
women of different obstetric histories and delivery
care utilization profiles (Table 2). The groups oper-
ated independently of one other during the course of
the study.

Cases

Six cases were selected from a previous study
(D’Ambruoso et al, 2009) to represent a range of
circumstances, events, complications, and outcomes
(Table 3). As part of the previous study, for each
case, interviews had been conducted with family
and community members, formal and traditional
health workers, and the woman herself (if she sur-
vived). The interviews contained information on the
general characteristics of the woman and family,
care in the antenatal period, the onset and progres-

sion of the delivery complication, delivery attend-
ance, and hospital admission (if applicable) until
discharge or death. To convey this information to
participants, storyboards were prepared for each
case with key circumstances and events presented
pictorially and chronologically. These were present-
ed to the groups at the outset of the meetings with
an accompanying narrative (see Sidebar).

Data collection

The groups reviewed one case per meeting using
the FGD method (Krueger, 2000). Meetings were
held at the same time and place each week in partic-
ipants’ homes (C1 and W2), the village leader’s
home (W1), and the village hall (C2). Meetings last-
ed 1.5 to 2.5 hours with lunch or refreshments. In
each meeting, the case was presented, a discussion
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Table 2: Characteristics of audit groups

Audit group C1 C2 W1 W2
Participants (n) 8 9 9 9
Average age (years) 40 41 33 33
Female (%) 67 78 100 100
Married (%) 75 89 100 22
Had junior high education or above (%) 50 56 88 22
Average time in community (years) 37 38 25 31
Average number of children per participant 2 5 2 2
Pregnant women (n) 1 0 2 1
WRAS (n) 1 1

Family members (n) 1 2

TBAs (n) 2 2

CHWs (n) 2 2

Village secretaries (n) 1 1

Village midwives (n) 1 1

Nulliparous (n) 0 2
Participants with 1-2 previous pregnancies (n) 6 2
Participants with >2 previous pregnancies (n) 3 5
Participants delivered with TBA only (n) 1 2
Participants delivered with TBA & midwife (n) 4 4
Participants delivered with midwife only (n) 4 1

N.B.: Six participants dropped-out due to work or family commitments; replacements were recruited by
the second meeting. Table 2 describes the final membership profile. Participants in audit groups C1 and
C2 are categorized by their role in the community; participants in groups W1 and W2 are classified by
obstetric histories and delivery care utilization profiles. Obstetric histories were not taken for WRA in
groups C1 and C2. Family members comprised husbands and mothers-in-law.

facilitated, and a case assessment completed. The
case assessment framework was based on a classic
conceptualization of delayed treatment in obstetric
emergencies, the “three delays” model (Thaddeus &
Maine, 1994). The model posits that delays can oc-
cur in the decision to seek care, the journey to care,
and/or the provision of good quality care in a facili-
ty. The assessment framework prompted partici-
pants to identify the positive and negative contribu-
tions of individuals, families and communities, vil-
lage midwives, and health systems for each phase of
delay (Table 4). Topic guides based on the frame-
work were also used to structure the discussions.

During the meetings, the salient elements were
written down on large pieces of paper so that all
participants could see the evolution of the assess-
ment; the presumption was that this would most
closely capture the collective assessment of the
group. To improve the acceptability of the process,
and to promote ownership and inclusion, we also
invited suggestions for modifications from partici-
pants at regular intervals.

At the end of the series of case reviews, a final
session was held with each group to determine
whether the results of an initial analysis were found
to be plausible, to gather feedback on the process,
and to develop recommendations for planning.
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Table 3: Case profiles

Characteristics Case 1 Case 2 Case 3 Case 4 Case S Case 6
Age 27 27 25 31 25-36 (estimated) 37
Background Gravidity 2 0 3 2 3 2
ANC consultations >4 2 2 0 0 1
Complication Hemorrhage Eclampsia Hemorrhage Obstructed labor Hemorrhage Hemorrhage
Complications Maternal outcome Death Severe morbidity+ Death Severe morbidity Death Death
& Outcomes
Neonatal outcome Survival (twins) Death Survival Death Death Survival
Onset of labor Home Home Home Home Home Home
Labor & Place of delivery Home Hospital #2! Home Hospital Home Home
Delivery
Place of death Home - Home - Hospital Home
1% delivery attendant TBA VMW* TBA TBA TBA TBA
Other attendant/s Nurse' - 2" TBA + healer” | MW'" + OB/GYN | VMW MW
Pelivery Time to MW arrival - - - 1 hour 2.5 hours 3 hours
LT A Time to 1* referral facility - 1 hour - 4 hours 4.5 hours -
| Transportation - Loaned car - Tl . Ambulance -
transportation
Phase 1: Referral . S
decision to seek care Fortbalilm By A Cost concerns Did not call MW Cost concerns Cost concerns No midwife
Delays ?hase 2: - Time to find car - No delay Ambulance delay -
journey to care
Phase 3: Referral to a 2™

care in facility

hospital

Admission denied

No blood supplies

" Defined as “a very ill pregnant or recently delivered woman who would have died had it not been that luck and good care was on her side” (Say, Pattinson and Gulmezoglu

| 2004,p.1).

" Denotes a second hospital accessed after a first hospital denied admission.

¥ Denotes a village midwife, who is responsible, but not necessarily resident in, the village

¥ Nurse was 70 years old and blind
" Refers to a person who practices traditional or alternative medicine within their communities. Traditional healers do not typically have formal education in medicine, and
provide traditional care and treatments, such as herbal medicines, holy water, etc.
" Denotes a midwife available in the emergency by virtue of circumstance or chance, and not with official responsibility for the village.
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Table 4: Example case assessment

Determining factors

Individual, Family, &

Tl Village Midwife Health System
Phase 1: X TBA forbade family v’ Midwife convinced X Family had health in-
decision to from calling midwife in | family of the need for surance, but did not
seek care the emergency referral know how to use it
7
» | Phase 2: X No preparation for v’ Midwife helped to ar- = X No village emergency
5 journey to delivery complications range transportation in transportation available
g care with transportation the emergency free of charge
X No preparation for v’ Midwife accompanied X Hospitals did not have
Phase 3: delivery complications woman to hospital, con- . blood supplies. Family
care in facility | with money or health vinced hospital staff to had additional jour-
insurance admit ney/costs to buy blood

FOCUS ISSUE(S) & RECOMMENDATIONS

Social health insurance

Blood supplies in hospitals

*  Poor women and families should arrange SHI in the antenatal period
*  SHI cards should be distributed by village heads

*  Women and families should be informed of the value and function of SHI

*  Hospital staff should be trained to accept patients who do not pay for care directly

*  Blood supplies should be available in hospitals at all times
*  Blood products should be included within SHI entitlements

v Positive contribution
X Negative contribution
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Sidebar: Example case storyboard and narrative (abridged)

ANTENATAL: Ibu Rahmi never sought
ANC. She planned to deliver with TBA.

COMPLICATION: Ibu Rahmi went into
labor at 4pm. The delivery was breech. She
went to a TBA. The village midwife was
called at Spm, but she could not attend. An-
other midwife was called at 6pm. When this
midwife arrived she examined Ibu Rahmi
and gave fluids. By this time, the baby had
died, undelivered.

REFERRAL: The midwife advised referral
but the family were concerned about costs.
The midwife explained that a poverty certif-
icate (SK7TM) would help with the costs of
care. The woman’s father obtained SKTM.
The family left for hospital at 7pm.

HOSPITAL: The family arrived at 8pm but
was refused entry. The midwife negotiated
for admission with the hospital staff. At
9pm, an obstetrician delivered a stillborn
baby. Afterwards, the woman wanted to
leave because the nurses treated her badly
and because the family worried about further
costs. The woman discharged herself the
following day with a catheter still in place.
Later, the midwife established that the fami-
ly had Askeskin but had not known how to
use it.

Case 4: IBU RAHMI"
COMPLICATION: Obstructed labor
OUTCOME: Severe morbidity

* Pseudonym

Glossary of Indonesian terms
Bayi meninggal  Baby dead

Kasus Case
Pulang Go home
Rumah sakit Hospital
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Twenty-four FGDs were conducted in the course of
this study.

With the permission of participants, the meetings
were audio-recorded and transcribed. The transcripts
were translated from Bahasa Indonesian and the in-
digenous languages Javanese and Sundanese into
English for analysis. Following the fieldwork, an
independent group (Grampian Racial Equality
Council) verified the data. A selection of the Bahasa
Indonesian transcripts was compared with the audio
recordings, and a selection of the English transcripts
back-translated and compared with the Bahasa ver-
sions. Both assessments verified the data as satisfac-
tory reproductions of the discussions.

Analysis

Framework analysis of the discussion narratives
was performed during and after the focus group
meetings. The analytical schedule consisted of a re-
iterative coding of data according to the “three de-
lays” framework and emergent themes. Coding con-
tinued until a sufficient degree of thematic satura-
tion occurred. The coded data and thematic frame-
work were then used to develop sequentially de-
scriptive and explanatory accounts of access, quali-
ty, and outcomes (Pope & Mays, 20006).

Ethical considerations

Informed consent was sought from all partici-
pants. Participants were informed about the re-
search, outputs, what involvement entailed, and the
risks and benefits of participating. Individuals were
assured that participating had no bearing on
healthcare available to them or their families and
that they were free to leave at any time and for any
reason. Participants were reimbursed for time in
meetings: 30,000 Rupiah (Rp.) (~3 USD) was paid
to CHWs, WRA, TBAs and family members, and
50,000 Rp. (~6 USD) to midwives and community
leaders. To protect participants’ identities, all identi-
fying information in study documents was removed.
The storyboards and narratives were also made
anonymous to protect the identities of the women in
the cases. Cases were selected from a district exter-
nal to Serang to minimize the likelihood of their
being known to the participants. The Faculty of
Public Health Research Ethics Committee, Universi-

ty of Indonesia and the Research Governance
Committee, University of Aberdeen approved the
study protocol.

Results

The case assessments and data analysis are ar-
ranged according to the “three delays” thematic
framework (Table 5). Quotes are used to illustrate
the analysis. Because participants often shared per-
sonal experiences, whether a quote related to per-
sonal experience or the case being reviewed is indi-
cated if it is not directly implied.

Deciding to seek care

Birth preparedness: In the cases reviewed, most
women had received antenatal care (ANC), although
some did not receive complete information on their
risk status during the consultation(s). In other cases,
women did not seek care due to fears over costs,
despite ANC being provided free of charge at vil-
lage health posts. Poor birth preparedness was
common as a result. In the discussions, women were
often looked upon poorly for failing to seek ANC.

Facilitator: Why didn’t [Case 4] go to the village
health post [for ANC consultation]?

All: (Laugh)

Woman: Because she was stupid (laugh).
[Group W2, meeting on Case 4]

Preferences for TBAs: In the cases assessed, TBAs
were typically the first choice of delivery attendant
when complications arose. Several reasons were
identified for these preferences: tradition, the more
“complete” care TBAs provide, and shortages of
midwives in villages. Cost was also a significant
factor. Participants informed us that midwives
charge up to 450,000 Rp. (~45 USD) for delivery
attendance, while TBAs charge 10,000 to 150,000
Rp. (~1-15 USD) for intra- and post-partum care.
TBAs can also be paid post-hoc and in installments.
TBAs were described as “dominant” in the provi-
sion of delivery care in villages as a result.

TBA: The cost for the midwife is 450 thousand rupiah
(~45USD) ... people are afraid, how can they get that
amount of money? While the TBA’s cost is up to us, it
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Table S: Themes emerging from framework analysis of discussion narratives

Delay

Themes

Sub-themes

Phase 1:
decision to
seek care

Birth preparedness’

Birth preparedness lacking

ANC access/uptake good

ANC perceived to be unaffordable

ANC consultation provided incomplete information on risk status

Preferences for TBAs
(“TBA dominance”)

TBAs called first in emergency

TBAs preferred due to reasons of cost, tradition, availability and/or
acceptability

TBA does not call or forbids calling midwife in emergency

TBASs do not cooperate with village midwives

Deteriorating condition of woman during TBA care

Availability of village mid-
wives

(“Poor care for poor peo-
ple”)

Village midwife unavailable

Village midwife delivery care unaffordable

Village midwife lacked responsibility to the poor

Attending midwife not officially responsible for the woman or vil-
lage

Attending midwife stabilized woman and facilitated referral
Deteriorating condition of woman during midwifery care/search for
midwifery care

SHI in villages
(“Poor care for poor peo-
ple”)

SHI poorly socialized (any/all: lack of understanding, changing sys-
tems

SKTM used in lieu of Askeskin

SKTM complicated to arrange in the emergency

SKTM only partially arranged prior to admission

Askeskin procedures (identification, listing)

Askeskin administrative errors, reductions in lists of identified indi-
viduals

Askeskin cards withheld by village officials

Askeskin/SKTM used by non-poor/relatives of officials

Phase 2:
journey to
care

Transportation

Emergency transportation unavailable/unaffordable
Use of public transportation
Community transportation networks limited

Phase 3:
care in
facility

SHI in hospitals
(“Poor care for poor people”)

Admissions staff claims that hospital full

Admissions health workers negotiate for entry of women with ina-
bility to pay

Admission of women in critical conditions

Admission as paying patient, SHI only partially arranged
Admission as paying patient, to speed up process

Differentiated services for paying/non-paying patients

Payment of “guarantee-money”’/bribes

Early self-discharge to avoid costs

Blood/other supplies sought/bought outside hospital
Reimbursements for hospitals treating SHI patients incomplete
Reimbursements for patients using SHI incomplete

System constraints (any/all: low pay, understaffed, lack of equip-

ment/supplies)

" Advance planning and preparation for delivery

N.B.: Underlined text denotes theme substantiated by participants’ personal experiences.
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is not enforced. For example, if you have 10 thousand
rupiah, then you can pay 10 thousand rupiah.
[Group C1, meeting on Case 1]

In each of the cases, unexpected delivery com-
plications quickly progressed beyond the capabili-
ties of attending TBAs. Several responded by call-
ing other TBAs, healers, or CHWs, while others
forbade calling midwives. Participants attributed the
lack of cooperation between midwives and TBAs to
TBAs’ unwillingness to compromise their social
standing, aversions to sharing payments, and fears
of being held responsible for a woman in a severe
condition.

Facilitator: Why didn’t the TBA report to the mid-
wife?

Woman: Because she felt she could manage [the
hemorrhage of Case 3] herself, and she was also

afraid to share the money. It is usually like that.
[Group W2, meeting on Case 3]

Village midwives: Delivery complications often
progressed for some time before a midwife was
called. Village midwives were often unavailable and
attending midwives were often not officially respon-
sible for the woman or village. Women were often
in critical condition by the time midwives arrived.
Attending midwives usually attempted to stabilize
women, made referrals, helped to arrange transport
and SHI, accompanied women and families to hos-
pitals, and helped with admissions. Participants
acknowledged these contributions, but also referred
to the general unavailability of village midwives and
their lack of responsibility to the poor.

Woman: The midwife was late. There was a 2-hour
period. If the midwife had arrived on time maybe
[Case 5] would have been saved.

[Group W1, meeting on Case 5]

Woman: I don’t think the midwife is going to help us
if we don’t have money....
[Group W2, meeting on Case 1]

Social health insurance in villages: Emergency ob-
stetric care was usually unaffordable for many fami-
lies in the cases assessed and SHI was often re-

quired. Many poor families had not been issued SHI
cards and those who had often did not know how to
use them. Low use and poor knowledge were also
expressed by participants.

Woman: There’s no proper information about SHI
here! ...

Facilitator: The midwife said that people have been
told?

Woman: Yes ... but nobody ever uses it.
[Group W1, meeting on Case 3]

Facilitator: Did the change from JPS to Askeskin
make people confused?

All: Yes we are all confused.
[Group W1, meeting on Case 5]

In lieu of SHI, an interim fee waiver called
SKTM (Surat Keterangan Tidak Mampu, explana-
tion letter of no capability) was often used. SK7TM is
a poverty certificate issued by village authorities to
verify poor status and clinical eligibility, with which
a limited amount of free care can be obtained in a
two- to four-week period. Several discussions fo-
cused on the complicated process of arranging
SKTM. Participants informed us that several docu-
ments (including referral letters and identification
cards) are required before SK7M can be issued. In
the cases assessed, several families did not posses
identification cards, and were often dependent on
the availability of village heads, village health staff,
insurance desks in facilities, and photocopy shops in
villages to arrange the necessary paperwork. Wom-
en who required urgent or emergent referral some-
times did not have time to complete the SKTM ap-
plication and several women presented at facilities
with incomplete documents.

Woman 1: There is a lot of photocopying of papers,
letters from the health center, SKTM, the SHI card,
and also the letter from the hospital. All of those
should be photocopied.

Woman 2: Family card too ... It’s difficult. For exam-
ple, if we have to take the patient [to hospital] at 12
o’clock, in the middle of the night, the photocopy
place is already closed.

[Group W2, meeting on Case 4]
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The difficulties associated with SKTM led to de-
tailed discussion on SHI, examining why it was not
used. Participants informed us that individuals are
identified as eligible during observational visits by
CHWs, according to criteria” and quotas set by the
state-owned insurance company. Lists of identified
households are then collated in health centers, and
sent to PT-Askes in Jakarta where cards are issued
and returned to villages for distribution. Drawing on
personal experiences, participants described “ad-
ministrative errors” and double entries of names
when the lists are collated in health centers. These
errors effectively reduce the number cards issued.

Volunteer health worker: There is a lot of duplication
of names in heath centers....

Village midwife: It’s weird right? In other villages,
there is a lot of duplication. And also in [a neighbor-
ing village] there is also duplication there....

Facilitator: But is the total amount or number [of
Askeskin cards issued] the same?

Village midwife: The number? Well, yes, the total
number of cards is the same ... but since it was mis-
typed, there is duplication.

[Group C2, Feedback meeting]

The entire village in which one group was con-
vened had been excluded from access to both SHI
and SKTM in this way.

Woman 1: We don’t have SHI in our village....

Facilitator: So that means [this village] is not consid-
ered a less fortunate village?

Woman 2: That’s not quite right, there are many un-
Jfortunate families here, but the data was mistakenly
entered to [a neighboring village] instead of this vil-
lage....

Facilitator: So, people here do not have JPS. What
are peoples’ opinions of this?

Woman 1, 3, 4 [three women speaking]: They all feel
disappointed....

Facilitator: Can they still use SKTM?

*
SHI eligibility criteria include housing materials, edu-
cational attainments, and occupations of family members.

" For example, if 100 people are identified as eligible for

All: No, they can't.
[Group W2, meeting on Case 2]

The cases involved real-life situations in which
village officials withheld SHI cards from villagers.
Participants informed us that officials anticipate that
families would lose the cards because they do not
understand their value or how to use them. Officials
may also want to avoid causing upset in the com-
munity by failing to issue cards to all those identi-
fied as eligible.

Woman: If the cards are distributed, some people
would have it some people would not. Maybe they
would think, “Why were they given it, while I'm not?”
because the card should go to all poor people.

[Group W2, meeting on Case 4]

Further discussions revealed that the relatives of
village officials are often granted SHI and that offi-
cials are coerced into issuing SKTM certificates to
the “non-poor.”

Midwife: Sometimes rich people are also listed [for
SHI]. Relatives of the village head are listed, while
the poor are not.

[Group C1, meeting on Case 4]

Village secretary: The community here does not have
any embarrassment to get SKTM while actually they
do not deserve to have it. They confuse me. They say
that this is [paid for by] the government anyway, so I
have to sign...

Village midwife: Everybody wants it.
[Group C2, Feedback meeting]

Reaching care

Transportation: Transportation was often unavaila-
ble and/or unaffordable in the cases reviewed. Pub-
lic transportation and rented motorcycles were often
used. The discussions indicated that emergency
transportation networks are not widely implemented
in villages.

Facilitator: Has a transport network been implement-
ed in this village? Is there a village ambulance here?

Village midwife: [Laughs] ... notyet.1

In Indonesia, “not yet” is a phrase often used to avoid
saying “no,” which can be regarded as impolite. As such,
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[Group C2, meeting on Case 5]

Receiving care
Social health insurance in hospitals

A repeated and persistent theme (that again did
not focus solely on the cases but also drew on par-
ticipants’ experiences) was the lower standard of
hospital care for patients using Askeskin or other
forms of SKTM. In the cases reviewed, women ar-
riving at hospital were categorized as SKTM/SHI or
“general” (paying) patients. On establishing the use
of SHI or SKTM, hospital staff often claimed that
wards were full and midwives and CHWs often had
to negotiate with hospital staff for admission. The
participants also described hospital staff being rude
to and/or ignoring patients using SHI and families
being too afraid to ask questions.

Woman: If I went to information [admissions], they
would say that they have no room, I did not...

Facilitator: Trust it?
Woman: Yes, I prefer to go to the ward directly.
Facilitator: But, can you enter the ward?

Woman: Yes, if they do not let me in, then I usually
talk and beg.
[Group W2, Feedback meeting]

Village secretary: Before the patient is admitted, they
will ask whether the patient is general or SHI. If the
patient is [using] SHI, the service is different from
general patients. That’s why ... the service is very
slow, not fast, not responsive. We’re not experiencing
that once, but many times.

[Group C2, meeting on Case 1]

In the emergencies, some women were admitted
as paying patients to gain entry to the facility and/or
avoid the poor treatment associated with use of SHI.
Women with incomplete insurance documents were
also admitted as paying patients and became liable
for the full costs of care. In addition, it was often
necessary for family members to seek and buy med-
ications and blood, outside the hospital due to insuf-
ficient supplies and/or pay informal fees, bribes, and

in this context “not yet” may not mean that the imple-
mentation of a transportation network is necessarily
forthcoming.

“guarantee money” (ranging from 10,000 — 500,000
Rp. [~1-55 USD]) for medications and treatments.
Some women discharged themselves from hospital
early to avoid the poor treatment associated with
inability to pay and the spiraling costs of care.
Again, participants recounted comparable experi-
ences.

Woman: Sometimes we have to pay the guarantee
money. If it’s not paid, then we would not be admit-
ted, and we would not get the drugs.

[Group W2, meeting on Case 4]

Village secretary: If the patient needs three packages
of blood, the Red Cross gives only one, so people
could not stand to stay in the hospital any longer and
they ask for discharge. This is the impact of SKTM.
[Group C2, meeting on Case 4]

The discussions repeatedly focused on poor
women arriving at hospitals in critical condition and
being turned away, or being accepted only after ne-
gotiation (“begging”) and/or bribery, and subse-
quently being treated poorly and with contempt.
Participants felt strongly about these issues, describ-
ing them as “inhumane.” There were many refer-
ences to “poor care for poor people,” more than to
any other theme in the analysis.

Perceptions of hospital staff and system constraints:
Discussions on why poor women received lower
quality of care in hospitals focused on how percep-
tions of hospital staff were affected by broader sys-
tem constraints. Participants informed us that hospi-
tals often receive incomplete reimbursements for
care provided to patients using SHI and that this
may foster negative attitudes towards SHI patients,
perceived to be receiving “free” care. Participants
also referred to the large numbers of people, offi-
cially and unofficially, using SHI and the low sala-
ries of hospital staff as contributing to poor quality
care.

Woman: The hospitals always think that poor people
want free services. Actually this is not free of charge
because the government has paid for it. However, the
hospital will not accept this. This is the problem.
[Group W1, meeting on Case 2]
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Woman 1: [Hospital staff] don’t give help quickly,
they just leave people without giving care.

Woman 2: Is it because the funds from the govern-
ment have not come to the hospital? If so, there is no
money in the hospital, and we all know that there are
a lot of health insurance patients.

[Group W1, meeting on Case 2]

Facilitator: According to you, why does hospital staff
act viciously to the poor?

Woman 1: Well...maybe because their salary is

small?! ...

Woman 2: Maybe they are overwhelmed with the pa-
tients, too many patients. Small salary, many patients,
and the patients use SHI ... they say “it’s enough!”
They too are human after all.

[Group W1, Feedback meeting]

Reimbursements for patients: In the cases reviewed,
families made payments at various stages: for TBA
and midwifery care; for arranging SKTM and Ask-
eskin; for transportation; for hospital care, proce-
dures, medications, and blood; and for bribes. Even
when SHI was successfully arranged, families, like
hospitals, often received incomplete reimburse-
ments.

Facilitator: The CHW explained that [Case 5] had a
SHI card, but it was lost. So the hospital refunded the
money [spent on care]. How much was the refund?

Woman: 250,000 Rp. (~28 USD) ... they only returned
a quarter.
[Group W1, meeting on Case 5]

Recommendations

The participants developed recommendations for
health planning (Table 6). Reflecting the content of
the discussions, many of these focused on improv-
ing the administration, entitlements, and coverage of
SHI. Participants recommended that village offi-
cials, religious leaders, village midwives, CHWs,
and TBAs educate poor families about Askeskin,
that transparency in the listing and allocation pro-
cesses should be improved, and that more people
should be eligible. Training and incentives for facili-
ty-based providers to accept poor patients (with and

without SHI) were also proposed, as was the inclu-
sion of blood transfusions, medications, and
transport within SHI entitlements. Participants also
recommended that full reimbursements be paid to
facilities and patients to address the negative per-
ceptions, and implications, surrounding the use of
SHI.

Participants recommended that village midwives
have responsibility for no more than one village, in
which they ideally should reside, and that they
should be provided with housing, transportation, cell
phones, and incentives to provide services to the
poor. Developing partnerships between midwives
and TBAs, inclusive of fair payment mechanisms,
were also recommended. Acknowledging existing
tensions, the participants proposed that village offi-
cials and CHWs broker these partnerships. Further
recommendations referred to utilizing social net-
works for more effective village-based care. Partici-
pants recommended that CHWs should receive sala-
ries, cell phones, uniforms, and training for basic
delivery care. In addition, government subsidies to
encourage women to seek ANC at village health
posts (e.g., with food for mothers and milk for ba-
bies) were recommended, as were village transpor-
tation schemes.

The recommendations were discussed, agreed
upon, and disseminated in a newsletter among the
audit groups (KKM, 2008), and in a policy brief
presented to the District Health Office in Serang,
and the Ministry of Health in Jakarta (KKM, 2010).

Discussion

The discussions provided detailed accounts of
the microprocesses of care seeking and utilization.
Many of the problems identified were seen to be
beyond the control of individuals and could be at-
tributed to the structure and operating conditions of
the health care system. For example, women and
families failed to prepare for delivery emergencies
due to unavailable or unaffordable village midwife-
ry services. Village midwives, in turn, neglected
poor women in rural areas because low public sala-
ries necessitated the maintenance of private practic-
es. Responsibility for several villages also presented
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Table 6: Recommendations

Immediate term

Longer term

SHI In communities In communities
o Repeat identification surveys and issue *  Improve transparency in identification and
cards where necessary listing processes
o Community officials to increase . Extend eligibility quota
knowledge and awareness of SHI among U Extend entitlements to include blood, non-
women and families generic medicines, and transportation
o Do not withhold cards *  Improve reimbursements to families
o Educate poor and uninsured families on «  Simplify SKTM procedures
SHI entitlements
o In health facilities
In healthf acilities . . . *  Provide counseling and incentives for hos-
o Prov%de counseling a}nd incentives for pital staff to receive and treat poor pa-
hpsp1tal s.taff to receive and treat poor pa- tients/patients with SHI
tients/paticnts with SHI ¢ Simplify the admission, care, and medica-
tion procurement processes for SHI users
) Extend services for the poor in hospitals
*  Improve reimbursements to facilities
c Strengthen quality of services, staff, and
supplies for increased throughput
Village mid- o Provide counseling and incentives for o Provide midwives with resources, such as
wives & TBAs midwives to routinely provide SHI coun- housing, transportation, and increased sal-
seling and assistance during ANC aries
o Provide incentives for midwives to pro- e Midwives should have responsibility for
vide services to the poor, especially in ob- one village only, where they should ideally
stetric emergencies reside
o Train TBAs to promote birth preparedness | o Foster partnerships between TBAs, mid-
and SHI wives, and CHWs, including development
of fair payment mechanisms facilitated by
village officials and CHWs
ANC & birth o Community figures (village officials, vil- *  Provide CHWs with resources such as cell
preparedness lage health workers, and religious leaders) phones, salaries, uniforms, and training
to socialize birth preparedness among e Government subsidies with incentives for
women and families ANC attendance at village health posts
o Encourage women to make contact with with food for babies and milk for mothers
midwives and CHWs during pregnancy, c TBAs to receive training to promote birth
and to negotiate delivery assistance and preparedness and SHI
finances in advance, with counseling for
SHI if necessary
Emergency o Encourage women and families to make *  Have government-provided 24-hour dedi-
transportation transportation arrangements during ANC cated emergency transportation and ambu-

at village health posts

lances to rural and remote villages
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serious constraints to the coverage that village mid-
wives could realistically provide. Similarly, hospital
staff turned away poor women, or treated them bad-
ly, as a result of the large numbers using SHI, cou-
pled with insufficient reimbursements from P7-
Askes.

SHI, designed to protect the poor from cata-
strophic costs of care, failed to mitigate these prob-
lems and often introduced barriers to access and
quality in emergencies. In villages, SHI was inade-
quately socialized, inequitably distributed, and
complex and bureaucratic to arrange. In facilities, its
use led to discrimination and serious deficiencies in
quality of care. Moreover, and despite the lower
quality associated with its use, Askeskin was report-
edly used widely by the non-poor. This suggests that
there may be large numbers of people not officially
classified as poor, for whom care remains unafford-
able. Askeskin was recently replaced by an expanded
scheme that targets 19 million impoverished house-
holds (DepKes, 2006). Despite this progressive de-
velopment, it is insufficient, as the number of poor
households reached 35 million in Indonesia in 2008
(BPS, 2008). In addition, initiatives that stimulate
demand must be viewed as incomplete without con-
comitant supply-side strengthening (Lim et al,
2010).

The lack of midwives in villages was an im-
portant finding. Indonesia suffers from serious defi-
ciencies in the numbers of sufficiently trained and
competent health professionals (WHO SEARO,
2007), with approximately 26 midwives per 100,000
population (Hennessy et al, 2006) a third of the 75
per 100,000-target set by the Indonesian Ministry of
Health (Kemenkes, 2010). Following national inde-
pendence, providers were obliged to provide three
years of public services. Under decentralization,
however, many no longer retain civil contracts
(Thabrany, 2006). This gives rise to increased flexi-
bility within and between districts regarding human
resources, but has effectively removed the ability of
central government to monitor and evaluate cover-
age and quality (Heywood & Harahap, 2009). As
stated by the WHO country office for Indonesia:
“decentralization is one of many factors exacerbat-
ing long-standing problems with mal-distribution
and reportedly low productivity and quality of

health workers” (WHO Country Office for Indone-
sia, 2010).

Despite the intent to foster locally relevant gov-
ernance, unintended and adverse consequences of
decentralization have been observed in Indonesia
and elsewhere. These include reductions in district
health budgets, widespread privatization of public
services, escalations in the numbers of health insur-
ers, and increasing inequities in access and quality
(Collins & Green, 1994; Homedes & Ugalde, 2005;
Kristiansen & Santoso, 2006; Baso, 2007; Foley,
2008; Sparrow et al, 2008; Halabi, 2009). Services
that are organized and delivered according to decen-
tralization policies that institutionalize commodified
care provision may introduce an effect whereby the
exclusion of those without the ability to pay for care
becomes socially legitimate. This could account for
the determining effects of the structure and operat-
ing conditions of the health care system on individ-
ual behaviors in the acute situations.

Study limitations

The interpretations should be considered in light
of a number of study limitations. The cases were
selected to represent a range of care pathways and
complications. The selection was intended to facili-
tate generalizability and to ensure a varied meeting
content. To avoid a predominately negative or puni-
tive focus often associated with clinical audit
(Sorensen et al, 2010), cases where women survived
a delivery complication were examined, in addition
to cases of death. Cases without complications and
successful outcomes were, however, not selected for
inclusion, which may have omitted relevant issues
in the provision of successful emergency delivery
care. The findings should therefore be considered in
the context of adverse maternal health outcomes and
delivery emergencies in rural areas.

The emphasis on access to care and quality of
care may have imposed a health system focus on the
assessments and obscured the influence of factors
such as education, religion, gender, and so on. We
took steps to minimize this by prompting partici-
pants to consider circumstances and events that oc-
curred in the home and on the journey to care, as
well as inside the facility. We also incorporated
space within the topic guides and case assessment
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frameworks for unsolicited issues to emerge and be
examined. Otherwise, in the case storyboards and
narratives, efforts were made to faithfully reproduce
the original interviews (which were the basis of the
case descriptions) to provide as complete accounts
of the cases as possible. To foster valid and mean-
ingful assessments, we also sought feedback from
participants on the methods, meeting format, and
preliminary findings, and made modifications in
response.

Otherwise, our attempt to construct a “communi-
ty perspective” may have inadvertently omitted cer-
tain viewpoints. In several of the early meetings, for
example, the discussions suggested that religious
leaders could promote health and educate local peo-
ple about delivery care, SHI entitlements, and so on.
As a result, at the outset of the study, we considered
re-directing resources to establish religious leader
groups. After careful consideration, however, we
opted to maintain involvement in the groups with
which we had already engaged. In addition, those
who agreed to participate may have represented
more informed, autonomous, or socially active indi-
viduals. We therefore recommend that participatory
activities include a process of consultation with
communities, with a view to the inclusion of mar-
ginalized individuals, as well as those who may be
effective agents of change.

Finally, audit is a mechanism for continuous
quality improvement in which care is evaluated and
recommendations are formulated in a continuous
cycle of implementation and re-review (Crombie,
1993; WHO, 2004b; South Africa Every Death
Courts Writing Group, 2008). Authentic community
participation should also occur within a context of
continuous engagement, to contribute towards to the
redistribution of political power and empowerment
goals (Arnstein, 1969). The resources that were
available to the study allowed for neither a long-
term engagement nor the implementation and evalu-
ation of recommendations generated. To address
this, we developed aims and objectives to demon-
strate the utility of the approach, for uptake on a
more sustained basis. The results demonstrate the
depth and coherence of information, the considera-
ble analytical capabilities of communities, and the
relative ease with which meaningful participation

can be achieved when conducted according to prin-
ciples of positive accountability. These findings
contribute to a growing body of evidence on com-
munity participation for MCH in South Asia
(Manandhar et a/, 2004; Borghi et al/, 2005; Kumar
et al, 2008; Rath et al, 2010; Tripathy et al, 2010).
We therefore recommend the method for routine
(i.e., non-research) district health planning settings
and the development of formal partnerships between
communities and health authorities for this purpose.

Conclusion

In the cases reviewed, constraints on quality of and
access to life-saving delivery care could be attribut-
ed to the operating conditions of the health system,
which imposed social norms of eligibility for care
based on ability to pay. These norms were subse-
quently maintained at the individual level among
women, families and service providers. We there-
fore conclude that a health system characterized by
commodified care provision and inadequate re-
sources at district level can effectively legitimize
exclusion from access to quality delivery care. Re-
form that promotes universal access to good quality
life-saving care in obstetric emergencies may be an
effective means to reduce avoidable mortality and
morbidity in this setting. We acknowledge, howev-
er, that such reform will require shifts in prevailing
paradigms of healthcare administration and financ-
ing. The findings are also suggestive of the positive
potential of local audit. The community perspective
yielded rich and vivid insights, situating the behav-
iors of individuals within wider social contexts. This
allowed for detailed, multi-level analysis. Routine
community evaluation may provide a means for the
development of contextually relevant implementa-
tion solutions that promote the equitable provision
of emergency delivery care.
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Abbreviations and acronyms

ANC Antenatal care

Askeskin ASuransi  KESehatan untuk Keluarga
miskIN (health insurance for poor families)

CHW Community health worker

FGD Focus group discussion

JPS Jaring Pengaman Sosial -Bidang Kesehatan
(social safety net for health)

MCH Maternal and child health

MMR Maternal mortality ratio

MW Midwife present in village during the emer-

gency (not officially responsible for village
or woman)

OB/GYN  Obstetrician/gynecologist

PHC Primary health care

PT-Askes  State-owned insurance company

Rp Indonesian Rupiah

SKTM Surat Keterangan Tidak Mampu (explana-

tion letter of no capability)
SHI Social health insurance

TBA Traditional birth attendant

VMW Midwife responsible for (but not necessarily
resident in) village

WRA Women of reproductive age
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