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ABSTRACT

Background: In Indonesia, the placement of village midwives began in 1989. However, this program was deemed
not to be in line with the reduction in maternal and infant mortality rates.

Aim: To explore the experience of midwives in remote areas and identify the factors inhibiting the success of this
program.

Methods: This study is a qualitative study with an ethnographic approach. Data collection used focus group
discussions (FGDs), in-depth interviews, and observations. Seventy-seven midwives were involved in FGDs, sixty-
three participants were interviewed, and three remote areas within the Indragiri Hilir regency were observed. A
thematical analysis was used to analyze the gathered data.

Results: This study’s findings reveal that one village midwife is responsible for a large area. Geographical
conditions, culture, transportation, and tidal river may delay the referral process. Also, the lack of villager awareness
in regard to health, community culture, and low water quality contributed to the health community status in the
remote areas. Furthermore, village infrastructures, potential hazards, and compensation elucidated village
midwives’ unwillingness to stay in remote areas.

Conclusion: Many factors influence the ineffective village midwife program. Some corrective actions are needed to

narrow the gap between the government’s expectations and the problems faced by the village midwives.
Keywords: Village midwives, remote areas, geographical conditions, tidal river, referral

INTRODUCTION

A remote area typically refers to an area that is some
distance away from assistance. The public health status of
an area like this in this area is generally worse than in urban
areas’. The World Health Organization recommends
training and placing midwives in villages in order to make
health services closer to the community?, as reducing
maternal and infant mortality is the main objective of various
policies in developing countries® 4. The village midwife
program (VMP) has long been in operation in several
countries, including Sudan since 19215, Papua New Guinea
since 1981, and Indonesia since 19893 7°,

In Indonesia, midwifery training for village midwives
(VMs) initially involved existing nurses in a one-year
intensive program. However, this training was deemed
inadequate to meet the needs of skilled midwives who were
ready to be placed in remote areas, so in 1996, the one-
year program was replaced by a three-year direct-entry
midwifery program from high school graduates® 8. The VMP
mission is that each village has a midwife who lives in the
vilage and becomes part of the community that she
serves®. This program includes antenatal, intranatal,
postnatal, perinatal care, family planning, reproductive
health services, and nutritional counseling®.

VMs are a valuable asset to the development of health
services in rural villages®. Some previous studies have
shown the positive impact of a VM'’s presence on increasing
the birth attendance by trained health workers®, effective
referrals?, increasing birth weight of infants®, increasing
nutritional status of children!, and decreasing maternal and
infant mortality rates®. However, other studies stated that
the additional number of midwives in villages is not
considered to be directly proportional to the expected
impact. The Indonesian Demographic Health Survey
reported that the maternal mortality rate (MMR) (per
100,000 live births) rose dramatically from 228 in 2007 to

359 in 2012, while the infant mortality rate (IMR) (per 1,000
live births) showed a slight decrease from 34 in 2007 to 32
in 20122, Makowiecka argued that the high MMR was
caused by midwives’ inability to detect obstetric emergency
cases®.

Regardless, efforts to reduce MMR and IMR require a
top-down health system approach as well as a bottom-up
approach®. The study’s purpose is to explore midwives’
perceptions and experiences of being a village midwife (VM)
and to identify factors causing VMP ineffectiveness.

MATERIAL AND METHODS

A qualitative study with an ethnographic approach was used
to answer the research question. The researchers’ role was
to be a participant-as-observer, where the researchers
become a full part of the group, but they entirely devoted
their efforts to systematic observation. It allows them to
experience firsthand what the research subject was
experiencing®® and to better understand the VMs’ problems
in-depth through their own eyes and ears. It would allow
them to describe explicitly what is implied in the group
through the dynamics of the interaction between the
perspective of insiders (‘emic’) and outsiders (‘etic’), which
is known as reflexivity'* 15,

The data was collected through focus group
discussions (FGDs), in-depth interviews, and observation.
Around 87 midwives from 27 subdistricts have been invited
to join the FGDs. Seventy-seven of them had attended the
FGDs and were divided into five groups. Each group was
accompanied by a facilitator to explore the challenges faced
by VMs. The FGD outcomes were then used as a basis for
developing interview and observation guides.

The in-depth interviews and observations were
conducted from August to November 2016 in Indragiri Hilir
regency, Riau Province, Indonesia, using a snowball
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technique to ensure that information is explored from
various people with different perspectives. The main
participants are VMs. The next participants were determined
from the results of interviews and observations. In-depth
interviews were conducted while researchers were
participating in VM activities using Bugis, Banjar, and
Indonesian languages. The use of language was adjusted to
the language used by the participants. A total of sixty-three
participants were interviewed (including seven Vvillage
midwives, ten midwives at public health centers, three
health service officers, five sampan skippers, six pompong
skippers, eight village officers, seven postpartum women,
seven women's husbands, and ten villagers) and three
remote areas were observed. Data was collected in the form
of anecdotal notes, photographs, recordings, and videos. All
recordings were transcribed in Indonesian. The data was
then analyzed manually via a thematic analysis. A
triangulation method was used during the data analysis to
minimize biases.

RESULTS

Geographical conditions: The Indragiri Hilir regency,
which is the South gate of Riau Province, is located on the
East Coast of the island of Sumatra with land areas of
11,605.97 km3 and water areas of 7,207 km3, surrounded
by large and small rivers, river ditch (or ‘parit’), swamps, and
sea (Figure 1-S-1).

“The Indragiri Hilir River disembogues into Lake Singkarak
(located in West Sumatera province) and has three
estuaries to the Berhala Strait. There are lots of rivers, parit,
and swamps here.” (Village officer)

Transportation system: Most sub-villages are bordered by
a parit. It makes Indragiri Hilir known as the “area of a
thousand parit.” A majority of the villagers live near a parit.
Common water transportation used by villagers are canoe
and skiff (or ‘sampan’), boat (or ‘pompong’), and speedboat
(see Figure 1-S-2). Currently, a sampan is only be used to
carry the patient from their house to a pier as the pompong
cannot trace the parit. Furthermore, the patient will be
moved from sampan to a pompong or a speedboat.

The standard rate for these water vehicles vary
depending on the distance. The shortest trip using a
sampan continued a boat typically costs around 130,000
rupiahs, or $9 per trip for one way. In some remote areas,
VMs have to spend around 1-2 million (or $66.7 to $133.3)
to rent sampan and a speedboat to the main public health
center located in the sub-district. Also, the travel schedule is
greatly determined by the tidal cycle of river water.

“Pompong is not always on standby at the pier, so the VM
should book it before the travel schedule. If the pompong is
unavailable or being used by the owner, she has to
postpone the travel plans.” (Pompong skipper)

The water at the pier will shrink up to 4-5 meters

during the low tide, so the VM has to go down the extreme
steps to get to a water vehicle (Figure 2-S-1). Also, parit
was experiencing drought, so even sampan cannot trace
the parit to reach the villagers’ houses and only reach the
villages’ outskirts. In some remote areas with no pier yet,
even the water vehicle could not reach the village’s edge as
it was muddy. The VM had to cross the mud by walking on a
coconut tree to get to the edge of the village (Figure 2-S-2).
Furthermore, the journey continued by walking for about 4-5
kilometers or asking help from the villagers who have
motorbikes for help getting to the residential areas. On the
contrary, during a high tide, the parit was full of water, so
the sampan could easily trace it and reach the sub-villages
or villagers’ houses (Figure 2-S-3).
“Going down the stairs when the river is in the low tide is not
easy. The distance between the steps of stairs is far apart
from each other. If we are careless, we could fall into the
river.” (Village midwife)

Quality of water: Most of the Indragiri Hilir regency
(93.31%) is the lowland area, namely alluvial areas,
swamps with peat soil, and brackish forest areas (or
mangrove areas). This regency also consists of large and
small islands. The soil structure generally consists of
organosols called histosols or peat soil, which contain much
organic matter. The high content of organic substances
makes the water in this area blackish brown.

The local government has made one bore well in each

village with a depth of about 300 meters to fulfill the need for
clean water for villagers (Figure 2-S-4). Even though the
water produced from drilled wells looks better than river
water, it is still not suitable for consumption. The villagers
prefer to use rainwater to meet their needs. However, during
the dry season, some villagers must use the drilled well
water, and some of them are forced to use river water that is
dirty, smelly, and colored due to the limited amount of the
drilled well water. The low quality of the river water in the
village has been reported to harm the villagers’ health.
“We only have a bore well with its limited amount of water
here. Moreover, its quality is not suitable for consumption,
so villagers prefer to use rainwater for drinking and food
processing. We have no option during the dry season,
instead of using the drilled well water or river water.”
(Villager)
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Figure 1: The Indragiri Hilir River and its water vehicles

Name: Boat or 'pompong’
Utility: Carrying goods

Name: Boat or ‘pompong’
Utility: Carrying passengers

Name: Big skiffs or 'sampan’
Utility: Carrying patients or villagers from a parit to a pier

Name: A canoe or 'sampan’
Utility: Transportation for fishers

Name: Small speedboats
Utility : Carrying passengers

Name: Big speedboats
Utility : Carrying passengers

S-2. Water vehicles along the Indragiri Hilir River

Villagers’ conditions and culture: Most of the villagers
graduated from junior high school with their livelihoods as
coconut harvesters and fishers. Some of them live in
poverty and are illiterate (see Figure 2-S-5). Moreover, the
lack of villager awareness of health and the culture of
seeking help after their health deteriorates further
aggravates the VM'’s duties.

“In this village, there are three generations (three families)
who live together in an old hut made of coconut trees. Other
residents often make donations to them.” (Villager)

Village infrastructure: This research found that the
majority of the road and bridge infrastructure and the
villagers’ houses are quite good. However, there were still
some fragile bamboo bridges in some areas (Figure 2-S-5).

Figure 2: Village conditions in remote areas

Name : A small and big speedboats
Utility: Transportation for government officials

Name: A small speedboat
Utility: Transportation for customs officers

“There are only some permanent bridges in certain areas.
However, for villagers who live far away from the bridge,
they prefer to use a fragile bamboo bridge to cross the river
to save time, even though they know that it is dangerous.”
(Villager)

Each remote area generally only has one primary school
and a junior high school. Most children in the village prefer
to work than continue their education at a senior high
school, located in the sub-district or district. Also, the remote
areas commonly rely on solar power as a source of
electricity. There is no electricity during the rainy season, so
villagers use oil lamps (Figure 2-S-6).
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A pier Pier stairs

S-1. Pier conditions during the low tide

Pier conditions during the low (A) and high (B) tides Parit conditions during the low (C) and high (D) tides
$-3. Pier and parit conditions during low and high tides

Groundwater Clean water source in the remote areas

S$-4. Water sources in the remote area

A villager's home (A)
$-5. Village bridges

A solar panel installation (A) Elementary school (B) and junior high schoal (C) buildings
$-6. Facilities in the remote areas and a villager's home

Figure 3: Challenges and potential hazards in remote areas
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e

A village midwife and patient's family carried out a
patient from their home to a pier

$8-2. Referral process during the low tide

A village midwife accompanied a patient and the patient's
husband to a referral health facility using a big boat

Crocodiles that were caught by the villagers after attacking a village woman

$-3. Safety threats in the remote areas of Indragiri Hilir

Challenges and referral: This study documented some
extreme conditions that made the VM’s job more
challenging, including fragile pier bridges, damaged roads,
deserted plantation areas, and flooding. Even though there
was no rain during the high tide, some areas experienced
flooding, so the VM had to pass the flood to get to the
integrated healthcare center (or posyandu) (Figure 3-S-1).
In urban areas, referral transportation is not an
obstacle. However, in remote areas, a referral is an anxious
period and challenging due to river water’s tidal cycle. The

A victim of a crocodile attack

ditch water will shrink at low tide, so the patient has to be
carried away on a stretcher on foot for several kilometers to
the pier (Figure 3-S-2). Consequently, there are many cases
of late referrals from remote areas. Even in some referral
cases, some patients have died en route.

Potential hazards: Indragiri Hilir Regency consists of 20
districts and 236 villages. Seven of the sub-districts have
extreme potential danger, namely two oil palm plantation
areas (which are the habitat for Bonita tigers or ‘Panthera
Tigris’), a coconut plantation area (which is the habitat of
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pythons), and four swamp areas (which are crocodile
habitats) (Figure 3-S-3).

“There are four sub-districts that are habitat for crocodiles.
Crocodiles usually hide under a collection of water hyacinth
plants. Sometimes they often sunbathe behind the
residents’ houses. Last week, a woman villager was
attacked by a crocodile while washing her feet in the river.
Fortunately, other villagers came on time to rescue her and
caught the crocodile.” (Villager)

Most deliveries occur at night. In an emergency, a referral
process occuring at night is a safety threat to village
midwives, patients, and patients’ families. Both a pompong
and a speedboat are not likely to be equipped with lights, so
the potential for a collision or hitting the coral may occur at
night.

“Last night occurred a collision between the pompong and
the boat, and all the passengers fell into the river.
Fortunately, most of them can swim, but a passenger died
to drowning.” (Villager)

During the rainy season, the pompong skipper should also
be careful because rainwater can cause ripples in the river
water and make the pompong unstable. In this condition,
the pompong may overturn and sink.

“We have also to drive the pompong very carefully when
rainy season because the ripples caused by rainwater can
make the pompong unstable and turn upside down. If the
pompong is turned upside down in the crocodile’s place, we
can all become its prey.” (Pompong skipper)

Compensation: Apart from the heavy workload, extreme
environment conditions, lack of facilities, and threats to
safety, midwives in remote areas earn an incentive of less
than $150 per month (for civil midwives) and $50 per month
(for non-civil midwives). Non-civil midwives expressed that
their salaries could not even cover transportation costs.
Although they are allowed to charge the patients for their
services outside of working hours, most of the villagers can
only afford the health service costs with their livestock,
garden products, and even some of them have no money to
pay the health services.

“The salary given for the civil midwives is Rp. 2,000,000 (or
$133) while the non-civil midwives earn IDR 750,000 (or
$50) per month as their incentives.” (District health officer)
Reasons for the absence of village midwives: Although
the local government has built a midwife house and an army
house next to the auxiliary health center to attract the
midwife’s interest and secure her, some midwives still do
not want to stay in the villages due to safety reasons. Also,
the army house was always unoccupied during the
observation period.

“Village soldier rarely stay in villages. Before married, | lived
in the village for several months, but | felt scared every night
because the village is tranquil and the distance between the
villagers’ houses is very far from each other. Moreover,
there is no lighting during rainy season because this village
relies on solar power.” (Village midwife)

Moreover, the need for education for their children and the
husband’'s workplace location in the city has been
expressed as midwives’ reluctance to stay in the village.

“This is a tough choice for me. | had to choose between my
responsibilities as a VM and as a wife and mother. If we live

in the village, my children and my husband have to
commute every day from the village to the city. It is
expensive and takes time and harm to their safety, so |
prefer to commute from the village to the city. However, if |
know that there is a woman who wants to give birth, |
commonly stay in the village for a couple of days to assist
their births.” (Village midwife)

DISCUSSION

This study’s findings support the previous studies that
many countries have problems with transportation,
communication, and the equitable distribution of health
services in rural areas® 6. The high rate of maternal and
infant mortality in rural areas compared to urban areas does
not only occur in Indonesia but also in many other
countries!? 18,

Some previous studies reported that midwives’ lack of
competence in detecting and handling the obstetric
emergency cases caused a delay in referrals? 8. However,
this study revealed that this was not the only cause of a late
referral. Geographical conditions, community culture,
transportation systems, infrastructure, and potential hazards
have contributed to a delay in referrals. Makowiecka et al.
strengthens that village women'’s culture to seek help after
their condition worsens caused delays in handling
emergency obstetrics®. Another previous study also
reported that VMs were responsible for a greater area and
faced many problems, including transportation issues?®.

The ratio of midwives to a 100,000-person population in
the Riau province is 1:107%°. A VM is commonly responsible
for up to five villages? # and required to be versatile to solve
various non-health and health problems in the village such
as replacing the traditional birth attendance roles that have
already been trusted by villagers for many years, improving
the quality of antenatal care, reducing the incidence of
maternal and neonatal death, promoting immunization,
improving the community nutritional status, and
implementing other health programs® 2. The heavy
workload assigned to VMs makes them not focus on their
main task of providing midwifery services to village
communities?® 2% 22, VMs fend for themselves as service
providers in remote villages??. They also experience
professional isolation, face greater pressure from more
traditional communities, and have fewer career
development opportunities than urban midwives®.

On the other hand, they earn little incentive. The
compensation is considered to be unbalanced with its
burdens and risks® 21, Ensor et al. stated that although the
government allows VMs to open private midwifery clinics
outside of working hours as VMs, this is still not enough to
fix the burden and risks borne by them?3,

MMR and IMR are not only the responsibility of the
VMs, but also the collective responsibility of the
government, other health workers, village officials, and the
community themselves?*. The VMs cannot solve complex
health problems in remote areas alone® °. Even if they
have good skills to manage obstetric complications at home,
they still could not handle the severe complications requiring
intervention with adequate health equipment in referral
hospitals?>.
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CONCLUSION

VMs face complex problems in remote areas. The
VMP’s success is determined not only by the midwives’
performance but is also significantly affected by external
factors. Facilitating a VM’'s needs and finding solutions to
the problems they face are more useful instead of blaming
them. Nevertheless, VM skills are one of the critical factors
that must be continuously addressed.

This research further supports the government in
improving the facilities and infrastructure needed by VMs,
prioritizing the VM career development and the incentive
suitability between the workload and the challenges the
VMs in order to enhance the midwife’s interest in remaining
in the village. Furthermore, the government needs to re-
formulate the VMP policies related to its placement,
monitoring system, rewards, and sanctions.
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