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Abstract

Background: There are many challenges women face to be abtgve birth in health facilities in many parts of
Indonesia. This study explores the roles and olsiens of close-to-community maternal health prevédand other
community members on potential barriers faced bynesw to deliver in health facilities in two distgcwithin The
Archipelago.M ethods. Employing an explorative qualitative approach, EHEbni-structured interviews and 7 focus
group discussions were conducted in 8 villagesomti8vest Sumba, in the East Nusa Tenggara provémekin 8 villages
in Cianjur, in the West Java province. The partais included village midwive®osyandu volunteer (village health
volunteers), traditional birth attendants (TBAs)thers, men, village heads and district healtrcizff. Results: The
main findings were mostly similar in the two studseas. However, there were some key differencegefence for
TBA care, traditional beliefs, a lack of responsiess of health providers to local traditions, dist cost of travel and
indirect costs of accompanying family members wadtéarriers to patients attending health faciditier the birth of
their child. TBAs were the preferred health prov&lim most cases due to their close proximity attiime of childbirth
and their adherence to traditional practices dupnggnancy and deliveryConclusions: Improving collaborations
between midwives and TBAs, and responsivenessatiitisnal practices within health facilities andeetive health
promotion campaigns about the benefits of givinghbin health facilities may increase the use dltiefacilities in
both study areas.
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live births. However, it appears that this targdt mot
be met.

I ntroduction

Indonesia is a predominately Muslim country with a
diverse culture and history. With a total populatiof
237.5 million spread over 17,000 islands, diversity
ethnicity, religion, culture, beliefs, local langes and
socio-economic backgrounds is evident both withnd a
between provinces, districts, and sub-distrid®soviding
maternal health services to this widespread andrsiv
population is challenging and remains an important
public health issue within The Archipelag®dThe 2013
Indonesian Demographic and Health Survey (IDHS) curative, and health promotion activities. The obyje
reported that the maternal mortality ratio (MMR} tbe of these activities was to improve maternal anddchi
period between 2008 and 2012 was 359 deaths per health and were targeted towards mother and child
100,000 live births (with a lower limit of 239 arah health services within communitié$.

upper limit of 478). This MMR is higher when compared
with other Southeast Asian countries with simildDRs

In the latter half of the 20th century, Indonesia
implemented three important health initiatives tong
health services closer to communities. These iradud
the initiation of community health centeiRBugkesmas),

the rollout of the village midwife programme and
community-based maternal and child health extension
services popularly calledPosyandu. The function of
these initiatives was to provide integrated prewvent

The three initiatives have shown remarkable pragnes

per capitd. The 2015 Millennium Development Goals set
a target to reduce the MMR to 102 deaths per 100,00

79

several aspects of maternal health natiorfallyn the
2013 IDHS, 88% of all pregnant women surveyed
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reported to have made four or more antenatal \asits
90% had received care by a skilled health provider,
defined as an obstetrician, gynaecologist, doctorse,

or midwife. Since 2007, births assisted by a stille
provider had increased to 83%; with nearly twodhkir
(63%) taking place in a health facility and 80%eiged
postnatal care. There are, however, several disttiat
still require improvements in maternal health seest

Studies, mostly carried out in districts of Javayén
identified numerous factors that may hinder attewda
for child birth at health facilities by rural wométStudies
have also shown that an important factor contrifguto
maternal death is that rural women are less likelyive
birth at health facilitie$® Considering the diversity and
disparities between regions in Indonesia, we ireduidvo
provinces from different areas within our studeiplore
differences and similarities in factors contribgtito low
attendance at health facilities for childbirth. Ttveo
regions included were Southwest Sumba, a distnct i
the eastern part of Indonesia where aspects ofrnate
health are less researched, and the Cianjur distrtbe
West Java province, which is in the western part of
Indonesia.

Methods

The study was conducted in two districts in twdedént
provinces, Southwest Sumba, a district in the Basa
Tenggara province, and the Cianjur district in WHest
Java province. These areas were selected to pravide
diverse sample group in the study. These two po®&n
are among the five provinces which contributed(&o=of
all maternal deaths in Indonesia between 2007 1220
Factors influencing maternal mortality such as aate!
care coverage, health facility accessibility andlesk
birthing staff attendance differed between thessiteWest
Java, there was, however, health provider in attecel at

80% of births and 56% of births in East Nusa Tergba
Additionally, there are differences between socor®mic
status and cultural factors within the two regioBase

of access for study operation was taken into adcoun
when selecting the districts.

The district of Southwest Sumba is divided intoslib-
districts with 131 villages. There are PRskesmas and
one non-governmental hospital that serve a populaif
302,864 people. This newly created district is
predominantly Catholic, 85% of the population live
rurally and primarily subsist by farming. The Cianj
district has 32 sub-districts and 354 villagesrehare 45
Puskesmas and two government hospitals. This is an
older district with a predominately Muslim commuit
the total population is 2,171,280 people.

Study sites and sampling. A purposive sampling method
was used to select the sub-districts and villagesr a
consultation with district health officials.The theoretical
selection frame used a combination of extreme case
sampling to select well performing and under penfag
villages and villages close to the facility (10 kmless)
and far away (11-20 kni}. Tables 1 and 2 outlines the
maximum variation design used to select participant
within the villages and districts. The study waaduacted

in 16 villages, 4 villages in both the Palla andi&aata
sub-districts of Southwest Sumba and 4 village$ éac
the Sindangbarang and Ciranjang sub-districts aifjGr.
The sub-districts were selected based on the paigen
of deliveries within health facilities and theistince to
the main referral hospital in the district capital.

Participant selection. Interviewees selected provided a
diverse perspective on how and where childbirtraligu
occurs within their district and the main reasorkibd
this, as well as outlining potential barriers tdicery
within healthcare facilities. The participants frotme

Table 1. Villages Selected in Southwest Sumba and Selection Criteria

Radamata sub-district:
Close to the district's capital

Criteria for villages

Palla sub-district:
Far from the district's capital

Well performing and
close toPuskesmas

Village A:
Health facility delivery 63%
1 km, tarmac road to the facility

Village C:
Health facility delivery 65%

Well performing and far
from Puskesmas

Village B:
Health facility delivery 90%
1 km, tarmac road to the facility

Village D:
Health facility delivery 89%

20 km, tarmac and non-tarmac roads to the facilit® km, non-tarmac road to the facility

Under performing and
close toPuskesmas

Village E:
Health facility delivery 41%
10 km, tarmac road to the facility

Under performing and
far from Puskesmas

Village G:
Health facility delivery 48%

15 km, tarmac and non-tarmac roads to the

facility

Village F:

Health facility delivery 53%

7 km, tarmac and non-tarmac roads to the
facility

Village H:

Health facility delivery 37%

~10 km tarmac and non-tarmac roads to
the facility
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selected villages and sub-districts fell within fokkowing
categories:

Health care providers. Village midwives or nurses and
Posyandu volunteer, who are village health volunteers,
were selected from each village using age, geratst,
years of experience as criteria. Whilst the majoat
volunteers are women, particular effort was madaio
include male volunteer. In addition, traditionalrthi
attendants (TBA), known to be active in home
deliveries, were recruited. Health managers arldgel
stakeholders, Heads of thdPuskesmas midwife
coordinators, District Health Officials relevanthtaternal
Health and Village Heads were also recruited by the
researchers.

Health service users. Women who had given birth, at
home and health facilities, in the previous tworgesere
selected in equal numbers.

Data collection. We collected data using semi-structured
interviews (SSI) to obtain in-depth information,dan
focus group discussions (FGDs) to gain an insigtd i
common maternal health misconceptions and issues
faced by service providers. In total 65 SSis adsDs
were conducted in Southwest Sumba and 45 SSis and 4
FGDs in Cianjur. The breakdown of participants #el
number of interviews conducted are outlined in &l

Table 2. Villages Selected in Cianjur and Selection Criteria

Ciranjang sub-district:

Criteria for villages Close to the district's capital

Sindangbarang sub-district:
Far from the district's capital

Well performing and
close toPuskesmas

Village K
Health facility delivery 80.1%

1 km, tarmac and non-tarmac roads to the

facility

Village M
Health facility delivery 77.4%

Well performing and
far from Puskesmas

5 km, tarmac and non-tarmac roads to the

facility

Village O
Health facility delivery 57.7%

Under performing and
close toPuskesmas

2 km, tarmac and non-tarmac roads to the

facility

Village Q
Health facility delivery 53.3%

Under performing and
far from Puskesmas

6 km, tarmac and non- tarmac roads to the

facility

Village L

Health facility delivery 74.25%

300 m, tarmac and non-tarmac roads to
the facility

Village N

Health facility delivery 56.6%

20 km tarmac and non-tarmac roads to the
facility

Village P

Health facility delivery 51.02%

1.3 km tarmac & non-tarmac roads to the
facility

Village R

Health facility delivery 48.89%

8 km, tarmac and non-tarmac roads to the
facility

Table 3. Number of informantsin Southwest Sumba and Cianjur in SSI and FGD

Number of SSls

Number of FGDs

Participant Category

Southwest Sumba Cianjur Southwest SumbaCianjur
Village Midwives 7 8 1 -
Village Nurses 2 - - -
Posyandu Volunteers 11 8 - -
Traditional Birth Attendants 8 - - 2
Village Heads and Heads of Family Welfare 9 i i i
Movement (PKK)
Village Heads - 8 - -
Head ofPuskesmas - 2 - -
Head of PHCs 2 - - -
Midwife Coordinators 2 2 - -
Heads of District Maternal Health Section 1 - - -
Mothers 23 16 -
Men - - 2 2
Total 65 45 3 4
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Prior to conducting the SSis, data collectors ceteu

a five-day workshop about obtaining informed comsen
conducting interviews and transcribing data. Senior
research staff with extensive experience in qualea
research carried out this training. During the rirzg
workshops, key terms were translated into the local
languages and translated back to confirm that #snimg

of terms used was understood in a universal wag. Th
study instruments were field tested during thentraj
and were adapted as necessary.

Staff fluent in Sundanese, the local language osWe
Java including Cianjur, conducted the FGDs foriBés

in the Cianjur region. Research assistants, whoewer
aided by site supervisors that were conversanoéall
dialects, conducted the other FGDs. The SSlIs were
conducted in a safe and confidential environmesually
within the participant home. Interviews with health
managers and district health officials were coneldiéh
their offices. The FGDs were conducted in the site
research office, and all interviews were digitatigorded.

Data quality assurance. The research assistants reviewed
all field notes and recordings at the end of eamhahd
held debriefing sessions with the data collectdise
recordings were transcribed and rechecked agdiest t
original recordings for consistency. Independertgtators
translated the transcripts from Indonesian Language
English, a research assistant who was not invatveldta
collection, had not previously listened to the atajbes,
or seen the transcripts further cross-checked tiata
validity was judged through sources triangulatios i
comparing data from different participants andgialation

of data collection methods i.e. comparing dataectédd
through different means.

Data management. Topic Guides: Data was collected for
a context analysis study on close-to-community mate
health workers in the above-described sub-distridts
such data collection was targeted to include topibzsut
motivation, job satisfaction, supervision, monitagyriand
evaluation, community involvement, service quality,
regional expansion, and the mother and child health
revolution policy (Southwest Sumba region only).
Furthermore, we tailored additional questions quid®
that were specific to our study objective to sesvic
providers, service users, and managers. Theseiguest
included topics on the use of health facilities for
antenatal, postnatal and delivery care, servicditgua
general perceptions of village midwive®osyandu
volunteers, TBAs and their level of cooperationrt@ie
topics on the tasks of village midwives and volense
health policies and systems, and possible suggsstio
improving relationships between midwives, volunsger
and TBAs were also covered.

Framework and analysis. The translated transcripts
were entered into the qualitative data analysisnsoé
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NVivo (v10) software. They were stored on a passiwor
protected computer and only staff working on théada
was given permission to access the information.

Data analysis. The framework that was developed for
this generic, context analysis study focused omofac
that influenced the performance of health providers
This information was subsequently used to develop
topic guides and the coding frame for our analysis.
Barriers to effective service delivery and motivat
behind health seeking behaviours for maternal healt
services within Indonesia were added as a spdoitigs.
This framework, together with an impartial review o
the transcripts, led to the identification of adutial
themes and a further developed coding frameworlo Tw
people coded each transcript and fed them intdlthio
(10) software. We employed thematic analysis ofrtive
data and its themes and sub-themes and summakized t
relevant information to barriers in childbirth wiith
health facilities:**?

Ethical approval. Ethical approval was obtained from

the ethical committees of the Eijkman Institute for
Molecular Biology, Jakarta, Indonesia and the Royal
Tropical Institute (KIT), Amsterdam, The Netherland

Results

Southwest Sumba. The village midwives and nurses were
younger in age (22-40 years) when compared with the
Posyandu volunteer (25-57 years) and TBAs (33-57
years). Over half, (55.5%) of the midwives had
completed a one-year midwifery diploma whilst tlestr
had graduated from the three-year course. Theik wor
experience ranged from three years to more thalt eig
years. The majority of the midwives (86.0%) resided
outside their assigned village of the MHosyandu
volunteer, 54.5% had finished high school whereas
75.0% of TBAs had only completed elementary school.

We interviewed a total of 23 women (mothers), and
90.0% of them were literate. 22% of the women were
primigravid, 26% were secundigravid, and the rehain
were multigravidae (>3 pregnancies). Just over(6al0%)

had delivered at home with a TBA and the others had
delivered either at a health facility or with alld birth
attendant. The men that were interviewed rangeadmst
25-48 years.

Cianjur. The midwives were aged between 17 and 41
years, all had completed a three-year midwiferyreeu
and resided in their assigned village. The volustee
were aged between 17 and 48 years, 50% had comhplete
junior high school while the other half had gragdarom
high school. The TBAs were an older demographic,
ranging between 41 and 47 years, with 80% of thegr
completing elementary school whilst the remaindsa h
no formal schooling.
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The mothers so that between 17 and 40 years. 45% of In Cianjur, giving birth outside the home is a ddased

this group were primigravida, 27% were secundigtayi
and the remainder were multigravidae. 82% had eediv
at home with a midwife in attendance, and the radei
delivered with a TBA present. All the men interviedv
in the Cianjur region were literate and age betwgen
and 48 years.

Common themes emerged regarding potential barriers
and low attendance at health facilities for chitttbi
between the two study districts. They can be bsoadl
categorised into four themes; 1) preference for $BA
and traditional beliefs; 2) practical measurestimdato
access to care; 3) decision makers and decisiaregses
related to delivery; 4) collaborations between ag#
midwives and TBAs.

Preference for TBAs and traditional beliefs. The
most common responses given by all groups withén th
two districts for their preference of a TBA asdikte
delivery were their age, their experience, a pdiopf
trust in the TBA knowledge, the comfort of delivegi
their child in the privacy of the home, and adheesto
traditional practices.

She is good. She helps the labor in the pregnanamo
house, so it could be in their own room, and thenro
door is closed. She also lets the pregnant womarswve
a sarong (SSI, Mother, Southwest Sumba).

We cannot ignore the fact that they have a biggest t
from the society. The community tends to considher t
TBA as a mother (SSI, Midwife Coordinator, Cianjur)

The proximity of TBAs to the home of a pregnant veam
was another important factor. This was the caserirote
areas of Cianjur, despite more village midwiveduding
private midwives being available in Cianjur when
compared to Southwest Sumba. My wife gave birth in
the night, and the midwife was not there at nigmt
there was no transportation. So she finally gavth kit
home assisted by the TBA (FGD, Men, Cianjur).

Traditional beliefsand cultural practices The Southwest
Sumba and Cianjur districts both respect and rethere
traditional practices of the TBAs. However, thedlibfs
differ. In Southwest Sumba, the traditional religics
rooted inmerapu, a belief in which ancestors are perceived
as sacred and that ancestral powers can influeacéges

in the traditional village. As such attendance aalth
facilities for antenatal care, delivery, and usenafdern
medical practices can be considered offensive d¢oeda
ancestral wishes and many believe that this magecau
harm to the current or any future pregnancies. Our
ancestor will not allow it. It can cause miscargagr
they (women) can get pregnant (SSI, Village Head,
Southwest Sumba).

Makara J. Health Res.

a taboo by many women particularly those with ledit
formal education. Additionally the TBAs conductalslic
prayers during the pregnancy and birth, which @gnt

to protect pregnant mothers from black magic arypl
an important role in choosing TBA care over health
facilities. Pregnant mothers with a low level ofiedtion
usually still have many taboos, like the taboo oing
out the house (during pregnancy). Because of thés;
prefer to use TBA services (SSI, Village Midwife,
Cianjur).

Furthermore, the use of herbal medicines, commonly
namedjamu in Cianjur, and the provision of tamarind
infused hot water baths post-delivery in Southv#shba
along with antenatal and postnatal massages pextbrm
by the TBAs was cited as a preference for their ke
community still believes strongly in the TBA becaus
TBA sends the prayers for the safety of both th¢hero
and the baby. Another thing the mothers like isabise
they also give massage apamu (SSI, Village Head,
Cianjur).

| felt nauseous when | was pregnant. | also lost my
appetite. After getting the massage from a TBAelt f
better and got my appetite again. She (TBA) always
gave a massage at my belly. After | had got thesages

| felt more relaxed (SSI, Mother, Southwest Sumba).

Both communities reported the advantages of TBAk an
village midwives, and those in Southwest Sumba also
felt that there was a lack of responsiveness ttitioaal
beliefs and practices at the formal health fae#itiMy
wife gave birth at home, not in thRuskesmas. The
Puskesmas was limited, for example, no warm water.
Here we believe in the custom for mothers to have a
bath with warm water after delivery. They frequegntl
cannot do that in thBuskesmas (FGD, Men, Southwest
Sumba).

Practical measures related to access to care. There
were several practical reasons for why women wess |
likely to use health facilities to give birth, sueb long
distances between home and the health facilityr poo
road conditions, and cost of transport. If the raoth
house is far, it takes the time to get a motorléke to

go to thePuskesmas. The TBA usually live close to her
house, so it is easier for her just to call the T@&D,
Village Midwife, Southwest Sumba).

There are some measures in place to alleviate lpessi
transport difficulties for parturient women, such the
provision of an ambulance service by tReskesmas,
however, there are several factors that hindeuseeof
these transport services. These problems were igeen
both the Cianjur and Southwest Sumba regions.
Sometimes we face difficulties like the ambulanad ho
fuel or the driver refused to come. | tried to dbk
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driver to find another vehicle but no money forttHal
ask the villagers to hire a vehicle many cannottds
because the cost is high (FGD, Village Midwife,
Southwest Sumba).

In some parts of rural Southwest Sumba and Ciaifjur,
a pregnant woman wishes to give birth in a health
facility she will need to travel before the onsetatour
and stay with relatives or friends that live closeithe
health facility. Many families feel embarrassed w@ho
such situations and fear it may be a burden orr thei
relatives. The government health insurance scheyes d
not cover the cost of accommodation or food for
accompanying family members. The difficulty in cowag
these indirect costs is another reason why womtam of
prefer to deliver their babies at home. Even ifriather
wants to deliver ifPuskesmas, the family usually concern
about the cost of accommodation and food for their
family. Even if they have a relative close to the
Puskesmas, they are reluctant to come to the house of
somebody else without carrying things like ricendosas

or chicken (SSlI, Village Midwife, Southwest Sumba).

Decison makers and the decision making process.
Women reported that their husband or elder female
family members often made the decision about where
the birth would take place and if they would sele& t
help of a TBA. It was my husband decision. If my
husband has already called the TBA, | do not (efus
(SSI, Mother, Southwest Sumba).

This situation was also commonly reported in Cianjur.
The midwife made a delivery date prediction and
assignment about who will assist the delivery. The

mother obeyed. However, on the due date she was not

the one who made the decision, but the husbandanot
in law or mother. If their husbands insist on hgvthe
baby with the TBA service, she will just obey (SSI,
Manager, Cianjur).

When a referral is made to attend the health fgcilhe
lengthy decision process complicates the situatiod
leads to delays. Prolonged discussions usuallyt star
within the family about the cost, who will accompan
the mother to the facility, and organizing trangpdm
addition, a mother perceptions of a normal pregpanc
and or previous experience of an uncomplicated/eisfi
can also influence the decision on where deliveily w
occur. | went to thd?osyandu and found out that | am
OK. When my delivery time came, | did not feel much
pain, so we decided to call TBA, and | delivered my
baby at home (SSI, Mother, Southwest Sumba). lim the
experience in giving birth at home with TBA for the
first child, it was fine. So they just delivered tadme
(SSI, Volunteer, Cianjur).

Collaboration between village midwives and TBAs.
Data revealed that a certain degree of collabaratio
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between village midwives and TBAs does exist in som
villages in both study districts. This collaboratis aimed
particularly at encouraging pregnant mothers tenakta
Posyandu for antenatal care and to give birth in health
facilities. This collaboration is stronger in Sowtst
Sumba as their local government has implemented
maternal and child health reforms that are pawdidyl
aimed at increasing births within health facilities

Now TBAs are not allowed to help pregnant women to
deliver, and they must advise the pregnant womajoto
to a health facility to deliver. Before deliverythere is
any pain or uneasiness in their pregnancy, TBAsrole
together with us as volunteers is to suggest thgnant
mother to go tdPuskesmas for examination, as we suggest
in the delivery month that they deliver at the teal
facility (SSI, Volunteer, Southwest Sumba).

Financial incentives for TBAs who collaborate with
village midwives have been put in place, and thian
important scheme. Additionally, initiatives to iease
awareness about current regulations that statsstlite
midwife's responsibility to assist in the delivedowever,
the contributions of the TBAs are still very much
respected.

Some TBAs are good. If somebody reported that they
(pregnant mothers) missed their period, some TBAs
inform me. If there is somebody about to delivezyth
also report to me, and some come with me (to thesdo

of the pregnant mother). Sometimes they take tbgnamt
woman to thdPuskesmas. Now they also can have some
incentive if they accompany the pregnant motheh&
Puskesmas (SSI, Village Midwife, Southwest Sumba).

Similar collaborations between midwives and TBAs
can also be found in Cianjur. If there is delivery, TBA
will call us (midwife). Because the villagers truste
TBA more, we should collaborate with them (SSI,
Village Midwife, Cianjur).

There are, however, difficulties in some cases @ajig
those where TBAs believe their traditional rolesyrba
phased out completely and age and language barriers
can pose further challenges for them. At the begmn
when we said that TBAs cannot assist delivery amgmo
just collaborate with us, they were worried thagythwill

not be used anymore. But then we gave explanatamn t
they can remain to do their tasks like massaging or
taking care of the baby (SSlI, Village Midwife, Sowest
Sumba).

Some TBAs do not want to cooperate. Some do not
understand what we said due to their old age antkso
do not really understand the (official) Indonedamuage
that we use (SSI, Manager, Southwest Sumba). A suynm
of the study results, similarities and differenca®
outlined in Table 4.

December 2016 | Vol. 20 | No. 3



Challengesthat Hinder Parturientsto Deliver in Health 85

Table 4. A Comparision of Challengesto Health Facility Deliveriesin Southwest Sumba and Cianjur

Southweest Sumba Cianjur

Preference for TBAs andinfuenced by Merapu and Catholic beliefs Infuenced by Sundanese and Islamic beliefs

traditional beliefs

The existence of taboos related to pregnantie existence of taboos related to pregnancy

and delivery

and delivery

Geographical and cultural proximity of TBA&eographical and cultural proximity of TBAs

Deep rooted trust to TBAs

Deep rooted trust to TBAs

Tamarind infused warm water baths Herbal medicine

post-delivery

Antenatal and postnatal massage Antenatal and postnatal massage

Merapu and Catholic prayer recitation Islamic prayer recitation

Lack of sensitivity of health facilities to Lack of sensitivity of health facilities to
traditional beliefs and local practices traditional beliefs and local practices

Practical measures Long distance between home and health Long distance between home and health

related to access to carefacility

Poor road conditions

Lack of transportation

Cost of transport

facility
Poor road conditions
Lack of transportation

Cost of transport

The cost of accommodation and food for th&he cost of accommodation and food for the

family members who accompany the family members who accompany the
parturient mother that is not covered by  parturient mother that is not covered by
health insurance (indirect cost) health insurance (indirect cost)

More village midwives including private
midwives being available in Cianjur
compared to Soutwest Sumba

Decision makers and  The decision of where a woman will give The decision of where a woman will give
decision making processbirth is often made by her husband and  birth is often made by her husband and
family members (mother and mother in lawjamily members (mother and mother in law)

Collaboration with TBAs Limited collaboration between village There is more collaboration between village

midwives with TBAs

midwives and TBAs

Financial incentives for TBAs who are Financial incentives for TBAs who are

willing to collaborate

willing to collaborate

Discussion

coupled with the lack of adherence to traditionglidds
and practices at health facilities. The risks ofmneo

Our data revealed that both study districts regorte delivery and awareness of the benefits of deliwveitiin

similar barriers to accessing health facilities the
delivery of their child. The major factor reportes

health facilities were low amongst the interviewed
women, especially those with a previous experiesfce

the high regard for traditional beliefs and TBAs, an uncomplicated delivery at home. Our findings are
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comparable with similar studies undertaken in |retoa
and other developing countries, despite our inolusif
Southwest Sumba, a site that has not previousiy bee
included studie§? These findings suggest the need for
more intensive health promotion programs for pregna
mothers and their families on maternal health issue
such as birth preparedness and the benefits ofedgli
within health facilities'®**

The existing TBA culture and the high regard fogrth
within these communities were strong factors infltieg
home deliveries. TBAs are perceived as extremdiyaide
both for their physical services such as massdyep t
give during pregnancy and their respect of tradélo
practices. The close proximity of TBAs to the wiéa
homes, and the limited availability of village miches

when they deliver in health facilities, were alsatbrs
that influenced whether women attended healthifes|

for delivery. It is these factors combined withaak of
birth preparedness and a poor understanding of the
benefits of delivering at health facilities that@de to
poor attendance by mothers. Support from village
stakeholders plays a crucial role in higher antdnat
attendance and facility deliveries and increases th
enthusiasm of village midwiveé&?°

These findings are important in ensuring highesratance
rates at health facilities. However, we acknowletige
whilst our findings are common across our sample
population, as a qualitative study it cannot beegalized

to the general population. Additionally, althougleey care
was taken to translate correctly from Bahasa Insiame

in their assigned villages, as addressed in several to English, subtle nuances and details of meaniag m

studies, also contribute to a preference for TBgisied
delivery®® These factors show the crucial role of TBAs
among rural populations and indicate the importaofce
maintaining a collaboration between TBA, volunteers
and village midwives.

Currently, there are collaborations between village
midwives and TBAs in several of the villages we
studied. A respect for each other and a willingrtess
work in the partnership are important factors that
influence relationships between traditional and erad
health workers and improve workplace motivatioff.

In Indonesia several studies have advocated steatém
reduce the number of deliveries by sole TBAs, sagh
establishing a TBA-midwife partnership that respect
local beliefs and the cultural importance of TBAma
allows TBAs to be present at delivery to provide
psychological support to parturient women whilsé th
delivery is conducted by a trained midwifeAdditionally,
TBAs are encouraged to refer pregnant women to
midwives or health facilities, and in return, thegeive

a financial incentive. Successful transition froBAS

to skilled birth attendants has been shown in Wasa
where deliveries attended by TBAs reduced from &0%
the 2007 IDHS report to 17% in the 2013 IDHS report

Several practical difficulties that affected refdrand
communications such as transport and travel to the
health facilities due to road conditions and dis&n
were identified. These are not new findings andehav
been highlighted in several studfgsA previous study

that addressed the distance from homes to health

facilities found that 66% of women delivered with a
skilled attendant when their village was close he t
health facility (<5 km), whereas only 9% of deliiesr
were attended by a skilled provider when the regile
village was more than 60 kilometers from the health
facility.*’

The indirect costs, such as the cost of accommmuati
and food for family members who accompany women

Makara J. Health Res.

have been lost during the translation. We belidnesé
limitations did not affect the results, which were
comparable to previous studies in Indonesia amsivblsre.

Conclusions

There is a strong influence of traditional cultuveven
into the decision-making process of where women
should deliver their babies and a great respecttrastl
placed in TBAs. Concerns amongst the interviewees
were similar in both Southwest Sumba and Cianjur
including practical barriers, despite many differes
between the sites. These challenges that wereifident
provide opportunities to improve education abowd th
benefits of giving birth within health facilitiesnd to
strengthen community engagement in birth prepassdne
and the decision process for referrals. Strengtigetiie
partnership between village midwivesPosyandu
volunteers, and TBAs could also contribute to an
increase in deliveries in health facilities at batiidy
sites. In addition, providing a supportive enviramh
within health facilities that respects traditiomahctices
during childbirth should be considered in thesaaeg

to encourage women to give birth in health faeiti
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