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ARTICLE INFO ABSTRACT

Maternal Mortality Ratio (MMR) in Indonesia remains high, 190 per

Article history 100,000 live births in 2013. World Bank emphasizes that 60% of maternal
Received 23" July 2019 death is contributed by poor quality of care. Lack of attitude, competence
Revised 23" July 2019 and compliance of midwives were found in Indonesia, which indicate
Accepted 25" July 2019 poor quality of maternal health care.

The objective of this study is to analyze factors influencing the quality of
maternal health care in Indonesia

Keywords

Quality of care The literatures from 2004-2014 were selected and reviewed. The latest
Quality assurance framework of 2014 on quality maternal health care by Renfrew et al. was
Midwives used as a guide.

Maternal health

I donesia The quality of maternal health care in Indonesia is influenced by lack of

midwives’ competence, inadequate supervision and monitoring, lack of
drugs and equipment supply, lack of community involvement in health
services.

In order to address the gaps in quality of maternal health care in
Indonesia, six effective interventions are proposed; namely: maternal
health audit and feedback, cultural competence, education, educational
outreach visit, optimizing the role of lay health workers, group prenatal
care and ensure adequate supply of drugs and equipment.

The interventions needs to be carried out through a collaborative
approach, policy change, pilot study and strengthen activities in
implementation level.

This is an open access article under the CC-BY-SA license.

1. Introduction

Maternal Mortality Ratio (MMR) is a key indicator to measure the Millennium Development
Goals 5 (MDGs 5) (Broek & Falconer 2011). About 99% of maternal mortality took place in low- and
middle-income countries and one third occurred in South Asia (WHO 2011). According to WHO
(2014), Indonesia is one of ten countries that contributes to 58% of maternal death globally. WHO
estimated MMR in Indonesia at 190 per 100,000 per live births in 2013 (WHO 2014). The country
targets 102 maternal deaths per 100,000 live births by 2015 (Webster 2012).

Maternal morbidity and mortality bring impacts on economic growth. The Partnership for
Maternal, Newborn & Child Health (PMNCH) study shows that maternal death affects the reduction
of Gross Domestic Product (GDP) in Indonesia by 26 % (Amiri & Gerdtham 2013). According to
cohort study (2012), women with severe complication have a high risk of depression and physical
symptoms resulting difficulties in daily activities and financial constraints (lyengar, Yadav & Sen
2012). The survival of children is also significantly influenced by maternal death. The chance to lose
the child before 12 years old increased by 55% (Anderson et al. 2007). Thus, decreasing maternal
morbidity and mortality could bring positive impact on economic growth and child survival.
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Ensuring the availability and access to Skilled Birth Attendants (SBAs) could save mothers
from the complication related to pregnancy (Natsir et al, 2014). Therefore, in 1989 the government of
Indonesia launched Village Midwife Program (Bidan Desa). The purpose of the Village Midwife
Program is to assign skilled birth attendants in every village to provide maternal health services, such
as care before, during and after labour (Shankar et al. 2008). According to Shrestha (2007) fifty
thousand midwives were trained and posted in villages by 1997. As a result, there has been a
significant progress. The MMR decreased gradually and the coverage indicators on maternal health
such as births attended by skilled providers, antenatal visit and postnatal visit have been increasing
(MOH-RI & USAID 2012).

However, the challenges are remaining, particularly in the rural area. As reported, the
responsiveness of the health care system to women’s needs and friendly attitudes greatly influences
the health seeking behaviour of a woman. The women give these reasons for the preference for a
delivery attended by Traditional Birth Attendants (TBAS) rather than midwife (Titaley et al. 2010a).
Moreover midwives are absent in the village due to frequent travel made by them to the cities.
Furthermore, this leads to mothers preferring home delivery attended by TBAs who are available and
more accessible.

Quality of care was found challenging in a study in rural West Java. This study found that
midwives performed interventions without adequate indication, such as episiotomy and manual
placenta removal (D’ Ambruoso et al. 2009). The above evidence refers to poor quality of maternal
health care. It also relates to the importance of staff attitudes and the availability of staff at the health
facility.

A study revealed that to reduce MMR, the strategies are needed not only for increasing the
coverage and utilization maternal health services, but also for improving the quality of maternal health
care (Raven et al 2012). A study in Kenya found there was a strong relationship between the perceived
quality of health care and the utilization of health services (Audo, Ferguson & Njoroge 2005). World
Bank (2010) emphasizes that poor quality of care contribute to 60% of maternal mortality.
Additionally, van den Broek and Graham (2009) found that in low and middle income countries, the
quality of maternal health care seems to be neglected.

Hulton et al. (Cited in Raven et al. 2012) defined quality of care as “the degree to which
maternal health services for individuals and populations increase the likelihood of timely and
appropriate treatment for the purpose of achieving desired outcomes that are both consistent with
current professional knowledge and uphold basic reproductive rights.” This definition highlights two
essential aspects of care; the quality provision of care and the quality of care that is experienced by
clients. In addition, Graham and Varghese (2012) interpreted good-quality care as “care that is
effective, safe and a good experience for the patient.”

An effective approach is required in order to provide good quality of maternal health care to
people. Renfrew et al. (2014) reveals that midwifery care is an essential component that contributes
to improve quality of maternal health care.

Therefore, | would like to analyse factors determining the quality of maternal health provided
by midwives in Indonesia and identify interventions for improvement.

2. Method

2.1.Study Design

This study explores secondary literatures regarding the quality of maternal health care and
analyse evidence to develop interventions for improvement. The information is collected through
literature review.

2.2.Search Strategy

The search engines used for this review are, VU library as a library catalogue, as well as
PubMed and The Cochrane library as databases. In additional, the data is gathered through specific
websites such as WHO, UNFPA, ICM, World Bank, PMNCH, MOH of Indonesia, USAID. The
Ministry of Health of Indonesia data reports, articles, and policy papers are also used. In order to
provide more relevant evidence, the literatures selected are between year 2004 and 2014.
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2.3. Keywords

In order to explore the information related to factors influencing the quality of maternal health
care, the keywords quality, maternal, health, care, midwife, attitude, value, philosophy, assurance,
education, promotion, screening, competency, perception, complication, delivery, training,
accreditation, rural and Indonesia were used.

Keywords applied to find the most effective strategy to improve the quality of maternal health
care are strategy, intervention, improve, quality, maternal, midwifery, health, responsiveness,
mechanism, quality assurance, supervision, demand side, effective, competence, satisfaction,
utilization, outcome, best practice, rural and care, evidence.

2.4. Conceptual Framework

A conceptual framework is important in every research to guide the process of the analysis and
link to the thesis’s objectives. This study utilizes the latest framework for quality of maternal health
care (Renfrew et al. 2014). There are three main reasons for choosing this framework. First, this
framework covers all dimensions of quality health care, which are effective, efficient, accessible,
acceptable, equitable, and safe (WHO 2006). Second, this framework focuses on maternal health care,
which is the topic of this study (Renfrew et al. 2014). Third, this framework can be applied in all
settings, including Indonesia (Renfrew et al. 2014).

This framework highlights the care and services that women need which contribute to the
quality of maternal health care (Renfrew et al. 2014). The framework will guide in by considering the
client perspective as well as the health provider perspective. The framework will also help to take into
account the need of health care provider for improving quality. There are five major components of
this framework, namely practice categories, organization of care, values, and philosophy of health
provider in the health system, as well as the characteristic of health care provider. All components are
essential aspects of maternal health care and they are interrelated. The importance of practice
categories is that it captures the essential activities in maternal health. For instance, health education
is important for women to understand their needs and for decision-making (Renfrew et al. 2014).

As this study focuses on the primary care level of health facilities and, specifically maternal
health care provided by midwives before, during and after delivery, the more advanced medical
obstetric neonatal services provided by hospitals will not be discussed. The next chapter will discuss
each level in detail.

Below is the conceptual framework:

For all childbearing women and infants
with complication

For all childbearing women and infants

; } Education Assessment Promotion of normal First-line Medical
Practice categories | [nformation Screening process, prevention management obstetric
Health Promotion Care Planning of complication of complication neonatal

service

o Available, accessible, acceptable, good-quality service - adequate resources, competent workforce
Organization of care
Continuity , services integrated across community and facilities

Val Respect, communication, community knowledge, and understanding
alues
Care tailored to women's circumstances and needs

Phil h Optimizing biological, psychological, social, and cultural processes; strengthening woman'’s capabilities
ilosophy
Expectant management, using interventions only when indicated

) Practitioners who combine clinical knowledge and skills with interpersonal and cultural competence
Care providers

Division of roles responsibilities based on needs, competencies, and resources

Fig. 1.The framework for quality maternal health care (Source: Renfrew et al. 2014)
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3. Results and Discussion

There are five components described, namely practice categories, organization of care, value,
philosophy of care and care providers.

3.1.Practice Categories

Practice category is related to technical care as a basic element of quality. Technical care is
provided by applying knowledge and skills of health providers, which bring benefit to the client in
terms of improving health status and reducing risks (Donabedian cited in Izumi, Baggs & Knafl 2010).
According to the framework, this component highlights four aspects, namely: health promotion or
education; assessment, screening, care planning; promotion of a normal process, prevention of
complications; and first-line management of complication (Renfrew et al. 2014).

3.1.1. Education, Information and Health Promotion

WHO defines health promotion as “a process of enabling people to increase control over and
to improve their health” (Groene & Jorgensen 2005). WHO (2013) provides a guideline of counselling
for maternal and newborn health care. The handbook covers general care in the home during
pregnancy, birth and emergency planning, danger signs in pregnancy, post-abortion care, support
during labour and childbirth, post natal care of mother and newborn, family planning counselling,
breastfeeding, women with HIV/AIDS, death and bereavement, women and violence, and linking with
the community. Renfrew et al. (2014) interprets that health education and promotion are important to
support women to understand their condition and to assist them in the decision making process.

According to a study in West Sumatra province, education level of women influences adequate
maternal health care uptake (Agus & Horiuchi 2012). Health information and health promotion are
not able to replace primary and secondary education, but can make a difference in understanding
maternal health issues and improving health seeking behaviour. Several studies emphasize the
importance of this service. For instance, providing health education of the importance of iron
supplement and how to deal with its side effects can prevent anaemia in pregnant women (EIHameed,
Mohammed & Hameed 2012). Another study in Central Java reveals that health education of safe
birth is a recommended approach to reduce maternal mortality (Nuraini & Parker 2005). Furthermore,
giving information about breastfeeding after delivery significantly increases exclusive breastfeeding
up to 6 months (Rosen et al. 2008).

Particularly in rural setting, a midwife plays an important role to provide health information
where the education level of the citizen is relatively low. However, a study in West Java province
shows that midwives did not provide health promotion to the client, such as danger signs of pregnancy,
birth preparedness, including safe place of birth, nutrition and breastfeeding (D’ Ambruoso et al.
2009). As hypertension is the first cause of maternal death in Indonesia, education of danger signs
during pregnancy is essential to prevent further complication and death. The possible reason of not
providing health education is, probably they do not have enough time to provide those services as well
as the lack of compliance to follow the guideline.

3.1.2. Assessment, Screening and Care Planning

WHO guidelines regarding the ANC (Antenatal Care) reveals that midwives should do an
examination of complete general, obstetric, blood pressure, anaemia, fetal growth as well as screening
of haemoglobin, syphilis, HIV, proteinuria, blood/Rh group and bacteriuria during the ANC visit
(Lincetto et al. 2006). Similar to global guidelines, Indonesia has seven minimum standards of
antenatal care which include measurements of weight, blood pressure, the height of fundus uteri,
tetanus toxoid immunization, providing iron tablets, test of STI, HIV/AIDS and malaria, as well as
counselling (MOH-RI 2007). Other than the seven minimum standards, in 2012, Ministry of Health
adds additional examination, including examination of haemoglobin, blood group, urine protein, TBC,
malaria and syphilis (MOH-RI & USAID 2012).

A study in West Sumatra found that only 6% of midwives checked protein urine during ANC
visit. Moreover, only 60% of midwives conducted seven minimum standards (Agus & Horiuchi 2012).
Additionally, considering PPH (Postpartum Haemorrhage) as the first cause of maternal death in
Indonesia, haemoglobin test is a crucial service to detect anaemia in order to prevent PPH. However,
some midwives were not able to do a haemoglobin test due to lack of skill and lack of resources such
as reagent and dip stick (D’ Ambruoso et al. 2009; Widyawati et al. 2014).
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3.1.3. Promotion of Normal Process and Prevention of Complication
3.1.3.1. Partograph Use

In delivery care, using the partograph is recommended by WHO in order to monitor labour and
identify the complication in order to prevent maternal death due to delay in receiving treatment. The
policy of partograph use is also part of labour surveillance in Indonesia (MOH-RI 2012b).

However, studies in two provinces in Indonesia found that midwives did not fill in partograph
regularly (D’Ambruoso, Byass & Qomariyah 2010; Fahdhy & Chongsuvivatwong 2005). They
complained about too many details that have to be completed (Fahdhy & Chongsuvivatwong 2005).
As a result, midwives could not make right care planning, as they were not able to do assessment
properly regarding early detection for complication. Furthermore, 35% of women who were beyond
the alert line were not referred to the hospital by midwives (Fahdhy & Chongsuvivatwong 2005).
Most of midwives tried to handle it by themselves (Fahdhy & Chongsuvivatwong 2005). Lack of
monitoring and supervision might be a factor determining the compliance of midwives in filling
partograph and the appropriate intervention afterward (Shankar et al. 2008).

3.1.3.2. Normal Delivery

Unnecessary intervention during the normal process of delivery can increase the risk of
complication. Romano and Lothian (2008) reveal six evidence-based care practices promote
physiological birth: “avoiding medically unnecessary induction of labour, allowing freedom of
movement for the labouring woman, providing continuous labour support, avoiding routine
interventions and restrictions, encouraging spontaneous pushing in non-supine positions, and keeping
mothers and babies together after birth without restrictions on breastfeeding”. The evidence are
interpreted in the guidelines of Normal Delivery Care (Asuhan Persalinan Normal - APN) in
Indonesia.

In practice, the intervention such as episiotomy is only needed when the complication occurs.
This intervention is indicated as potentially harmful intervention and should be restricted (Ho et al.
2010). It can increase dyspareunia and perineal pain after delivery (Sartore et al. 2004). In delivery
care, midwives are allowed to do episiotomy, but should be with adequate indication. However, a
study in rural Indonesia shows that some midwives conducted episiotomy in order to accelerate baby
to come out (Agus, Horiuchi & Porter et al. 2012). Another reason is that the midwives found it easy
to repair (Ho et al. 2010). In addition, a study in Java, Indonesia found that midwives tried to pull out
the baby with inappropriate force which is not in line with the normal delivery care guidelines
(Ambruoso et al. 2009).

3.1.3.3. Active Management of Third Stage Labour

Renfrew et al. (2014) reveals that active management of third stage labour is effective practice
to prevent haemorrhage as the third cause of maternal death in Indonesia. The International Federation
of Gynecology and Obstetrics - International Confederation of Midwives (FIGO — ICM) defines it
covers three main interventions, which are the use of uterotonic drugs, controlled cord traction and
massage immediately after delivery of the placenta (Stanton et al. 2009). These interventions are also
provided in the APN guidelines in Indonesia (World Bank 2010). However, a study found that
midwives did not follow the guidelines by trying to do the manual placenta removal without proper
preparation and adequate indication (Ambruoso et al. 2009).

3.1.3.4. Early Initiation of Breastfeeding

Early initiation of breastfeeding can prevent bleeding during the fourth stage of delivery (Sobhy
& Mohame 2004). Cochrane review shows the effectiveness of this intervention as well as bringing
several benefits for mothers and babies, which are improving breastfeeding outcomes, cardio-
respiratory stability and decreasing babies’ crying (Moore et al. 2012). Yet a study in Nisa Island
shows that only 39% of midwives promoted skin-to-skin and immediate breastfeeding after delivery
of the baby (Inayati et al, 2012).

The evidence above shows that there is a gap between the actual practice and the guidelines.
Similar to the compliance of partograph use, the monitoring and supervision might be the main factors
that influence those practices.
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3.1.4. First Line Management of Complication

Adequate referral mechanism is essential to manage complications appropriately and save the
mother from death. In rural settings, midwives play an important role to ensure the referral system is
going well. MOH of Indonesia collaborating with WHO, developed the guidelines of basic maternal
health services and referral mechanism for health providers (MOH-RI 2013b). By understanding the
guidelines and following the procedure, maternal death can be prevented on time.

According to the guidelines, midwives should conduct adequate communication with the
referral health facility; bring the essential documents such as form and patients’ history; and bring
certain equipment and drugs such as Doppler, diazepam and magnesium sulphate. However, a study
conducted in West Java province indicated late and poor quality of referrals. In several cases,
midwives did not follow the procedure and did not bring essential drugs and important documents
when referring mother to the hospital (D’ Ambruoso, Byass & Qomariyah 2010). It might be
influenced by the midwives’ knowledge and skill and the guidelines use.

3.2.Organisation of Care

The continuum of care and good quality of service are also influenced by the availability,
accessibility, and acceptability of health care providers as well as policy, adequate resources and
supervision (Renfrew et al. 2014). Even though Quality Assurance (QA) is not mentioned in the
framework, it has to be in place. The mechanism of quality assurance in Indonesia has been described
in the background, including equipment and supply, training, use of guidelines as well as supervision
and monitoring.

3.2.1. Availability and Accessibility

Titaley et al. (2010a) found that midwives were often absent due to travelling out of village
regularly. Nasir et al. (2014) revealed several factors that cause midwives in SW Sumba do not standby
in their assigned village are the availability of basic facility such as clean water and electricity, as well
as having a husband working elsewhere and lack of education facilities for their children.

3.2.2. The Acceptability of Midwife in Community

Acceptability and accessibility of midwives influence the interpersonal relationship between
providers and clients, and the satisfaction of women, which leads to improve the health status of
mothers (ICM 2013a).

ICM (2013a) states, three components regarding acceptability, namely: “a culturally
appropriate physical environment; providers skilled in providing culturally competent care,
information made available to women and families regarding facilities and service”.

In the context of Indonesia, acceptability of midwives in the village are influenced by
community perceptions. Village midwives are perceived to be too young and have little experiences
(D’ Ambruoso et al. 2009; Makowiecka et al. 2008). As a result, they get low acceptance, are seen as
not trustworthy in their competencies and likely isolated in the community. Furthermore, this situation
affects the retention, motivation and job satisfaction of midwives in villages (D’ Ambruoso et al.
2009).

3.2.3. Policy

As per WHO, extraction using vacuum, manually removing the placenta and management of
the sick neonate is the lifesaving procedures that can be safely performed by health workers who have
midwifery skills. Countries have used this fact to review the policies at National level to perform these
procedures (de Graft-Johnson et al. 2006). Similar to WHO, UNFPA indicates that midwives as an
attendant in most of births should be trained how to operate vacuum that can be used to save the
mother from death. Particularly, it is crucial in rural areas where the distance between midwifery clinic
and referral hospital is quite far. However, the policy in Indonesia implied that midwives are not
legally allowed to provide vacuum extraction (White, Patrice & Levin 2006).

3.2.4. Adequate Resources

According to the analysis of World Bank of Indonesia in 2010, the number of maternal deaths
due to eclampsia doubled between 1995 and 2001. This complication can be prevented by using
MgSO4 (Magnesium Sulphate) for pregnant women with hypertension (Duley et al. 2010). In
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addition, however, a study in West Java shows that midwives did not use MgSO4 for treatment

(D’ Ambruoso et al. 2009). Another study emphasizes 80% of midwives did not have MgSO4 (World

Bank 2010). Inadequate supply of drugs and equipment was indicated as the main cause of this issue

(World Bank 2010).

A survey in West Nusa Province reports that only 10% of delivery facilities have steriliser and
resuscitation equipment. While 89% report of availability of delivery kit only 61% report of a midwife
kit being available. In terms of supplies, World Bank reports only 54% of private midwives having
the Hepatitis B vaccine in stock. There are reports of the lack of emergency resuscitation drugs and
equipments from the health centres of the Serang district (GHWA 2013).

3.2.5. Supervision

Supervision is essential to ensure quality of health care providers by assessing their poor
performance in order to identify the needs for further development of competencies. In maternity care,
supervision is needed to assess the performance of midwives and also ensure the supply of equipment
and drugs. Management Sciences for Health (MSH) and United States Agency for International
Development (USAID) (2006) provide international guidelines for supervision called Clinic
Supervisor’s Manual. This guideline was designed to assist clinic supervisors and clinic managers to
reach objective improvements in the quality of health care.

The government of Indonesia has also developed the checklist for supervision; however the use
of this guideline is unclear.

In the midwifery service, supervision of midwives is the responsibility of the health centre
(Makowiecka et al. 2008). Particularly, the head of the nearest primary care clinic is often delegated
in supervising the midwives. However, Shankar et al. (2008) stated that the supervision and
monitoring of midwives in Indonesia was inadequate. Moreover, unclear job description and lack of
supervision skill were identified as a difficulty to monitor midwives’ performance (Hennessy, Hicks
& Koesno 2006).

3.2.6. Continuity of Care

Continuity of care is defined as “fewer cares during pregnancy and the presence of a known
midwife in labour” (Carolan & Hodnett 2007). This influences the quality of care in terms of
satisfaction and support (Carolan & Hodnett 2007).

One of the purposes of the Village Midwife program is to ensure continuity of care provided
by midwives. As seen in the figure below, according to MOH-RI & USAID (2012) there is a gap
between utilization of various services. The coverage of birth attended by skilled providers was lower
than the coverage of first ANC visit, and followed by much more decline coverage in postnatal care
and family planning.

Contraceptive Prevalence
Rate

Antenatal Care (one or
more visit)

Antenatal Care (1-1-2)

Skilled attendant at birth

Postnatal care (Within 2
days after delivery)

Postnatal care (Within 41
days after delivery)

0 10 20 30 40 50 60 70 80 90 100

percentage

National B Rural B Urban

Fig. 2. The continuum of care
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A study shows that geographic factors influence the continuity of care. It is related to barriers,

such as distance and costs of services to access the health facility which has been discussed in the

background. The continuity of care is also determined by the relationship between health providers

and clients as well as the availability, accessibility and acceptance of the providers (Alazri et al. 2007).

The continuity of care provided by health providers is most likely falling short in rural areas.
The absence of midwives in the village is the main cause of this issue. As a result, continuity of care
throughout pregnancy is not optimal. Pregnant women could not visit for antenatal care frequently
and sometimes missed midwives in delivery and post-natal care (Titaley et al. 2010a). In some cases,
antenatal care and postnatal care were often provided by different midwives. Moreover, the absence
of midwives also affects women to seek for TBASs in delivery care.

3.3. Values

Patients’ perception of care quality influences patient satisfaction with services (Raven et al.
2012). The attitude of the health providers significantly influences the satisfaction and compliance of
clients with advice suggested (Kim, Kaplowitz& Johnston 2004). A study in Lombok showed that
there was a significant association between perception of quality care and the compliance and
utilization of health facilities (Saimi 2006).

Some women feel safe if their delivery is attended by a midwife. According to interview data,
the midwives were perceived as providing interventions immediately when a prolonged delivery
occurred. In contrast, the TBA was only waiting and could not do anything. They also perceived that
delivery attended by TBA was not safe, as they delivered a baby without gloves (Agus, Horiuchi&
Porter 2012).

Another study found that women had bad experience during visiting the midwifery clinic. They
felt that a midwife ignored and neglected them, as they are poor. According to the interview with the
clients, the midwife did not really care for the poor people compared to people who paid directly. Poor
people do not need to pay for the service, because the midwives will get incentive from the government
toward health insurance. However, midwives complained that the reimbursement of health insurance
is delayed many times. It might influence the attitude of midwives in their service of delivery
(D’ Ambruoso, Byass & Qomariyah 2010). Additionally, women regarding their attitude while
delivering service, such as lack of respective, less attentive, intentional humiliation and verbal abuse
(Widyawati et al. 2014), had negative perceptions about the midwives. The factor that influences the
attitude of midwives was not found. The skill of midwives in terms of interpersonal communication
might be a factor determining their attitude.

3.4.Philosophy of Care

Midwifery philosophy is defined “as a statement of beliefs about the nature of midwifery
practice or midwifery education” (ICM 2011). The midwife’s view of midwifery philosophy
influences how midwives provide the maternity service. For example, in normal birth, midwives
should not give intervention, such as induction and refer for caesarean section (Lavender & Chapple
2004). However, D’ Ambruoso et al. (2009) found that midwives tried to speed the delivery by pulling
the baby to come out.

A study in West Java reveals that pregnancy, as viewed by women is a part of the normal cycle
of life; it is not sickness and every problem or complication, even death during this period is believed
as fate of God (Agus, Horiuchi & Porter 2012). Particularly for multiparous women, who had more
experience than primiparous women (Finlayson & Downe 2013). Therefore, they tend to rely on TBA
who supports normal birth (Agus, Horiuchi & Porter 2012). Furthermore, they perceive that midwifery
clinic and other health facilities are only needed for complicated cases (Titaley et al. 2010).

Considering the role of TBAs since long time ago, they have a strong cultural understanding in
the community. Women fear if they do not follow TBAs. The emotional closeness between TBA and
community builds trust and creates loyalty among them. Therefore, dukun (TBA in Bahasa) are
perceived to have more experience, more kind, tolerant and patient (Agus, Horiuchi & Porter et al.
2012; Titaley et al. 2010b). A study conducted by Titaley et al. (2010b) showed that midwives left the
women after delivery, while TBA waited patiently and accompanied the woman all along.

The perception by women about good interpersonal response of TBAs leads to women not
wanting to get service from health facility by a midwife. This leads to low coverage of care in a health
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facility. A study shows that some women in West Java province felt comfortable with TBASs as they
gave massage after delivery in order to restore the woman’s body like before pregnancy. The TBA
also took care of the baby’s cord and bathed the baby (Agus, Horiuchi & Porter 2012). Nasir et al.
(2014) reveals that lack of flexibility among health providers in providing local practices such as
massage and hot bath influences the poor perception of service quality. Cultural competence among
midwives seems to be the factor that influences midwives to not be responsive to cultural tradition.

3.5. Care Providers

According to Renfrew et al. (2014), the component of care providers covers “practitioner who
combines clinical knowledge and skill with interpersonal and cultural competence.”

ICM has developed essential competencies for basic midwifery practice in 2010. The document
reveals seven competencies which include "competencies in social, epidemiologic and cultural context
of maternal and newborn care; competency in pre-pregnancy care and family planning; competency
in provision of care during pregnancy; competency in provision of care during labour and birth;
competency in provision of care for women during the postpartum period; competency in postnatal
care of the newborn; competency in facilitation of abortion-related care™ (ICM 2013b). To ensure the
quality of care, midwives should bring varied competencies including clinical knowledge and skill
with interpersonal and cultural competence. The evidences related to those competencies have been
presented in previous components, practice categories, values and philosophy.

4. Conclusion

The evidence indicates that the quality of maternal health care in Indonesia is poor. The lack of
competence, lack of compliance and lack of supply of drugs and equipment are the main factors
influencing inadequate service delivery, particularly in clinical practices. Those factors are considered
due to inadequate supervision and monitoring. On the other hand, the satisfaction of clients is mostly
determined by the lack of responsiveness among health providers who do not combine the skill
competence with the interpersonal and cultural competence. Lack of community participation
influences health seeking behaviour and the absence of particular service provision such as health
promotion due to overload tasks of village midwives.

Several effective interventions are identified to address those gaps in quality of maternal health
care in Indonesia. Providing training of cultural competence education could improve the
responsiveness of midwives in service delivery. Conducting group prenatal care could improve the
satisfaction of clients and the continuum of care. Implementing education, outreach visit and maternal
health audit and feedback as part of supervision and monitoring could improve the compliance and
competence of midwives. Optimizing the role of lay health workers through task shifting could
improve health seeking behaviour. Ensuring adequate supply of drugs and equipment could address
the lack of resources in midwifery clinic.
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