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ABSTRACT 

 

One of the objectives in Milennium Deveopment Goals (MDGs) is decreasing maternal 

mortality rate (MMR). Currently, by the end of MDGs in 2015, MMR in Indonesia is 

recorded at 359, out of the target that it should be decreased to 102. This resarch is a 

multy years program, aiming at reducing maternal death by providing sheltes services 

in rural areas. 
There are many methodologies will be used during the period of research. The 

methodology of an action research approach will be implemented. In the first year, a  

qualitative study  already conducted and designed  need assessment tools before 

developing the program further. The researcher from Germany and Indonesia 

developed a training modul to be used in an experimental study for the Mid-Level 

Providers (MLP). In the second year, the researchers team from Indonesia will visit 

Germany to develop shelter model with expert from Germany. An qualytative research 

will be  planned by conducting a shelter model pilot project and training of trainer for 

midwifes. The result of this trial will be evaluated and discussed qualitatively with 

stakeholders. The evaluation from the second year then will be a concern to conduct a 

qualitative study in the final year for model redevelopment and national conference 

dissemination. 
The output in second year  were  international reputated publications (Scopus 

Index Q4 accepted in Global Health Action),  invited speaker in scientific 

international forum 2 Times in Yogyakarta and Surabaya (Proceeding Scopus), 

Two monograph books : Panduan Kader Bagi Kesehatan Ibu Hamil and Scalling 

Up Nutrition The future of Indonesia, Copyright : Panduan Deteksi Kebutuhan 

Ibu Hamil Bagi Kader Kesehatan  

 
Key words: maternal health, maternal mortality, shelters, rural areas, mid-level 

providers 
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Chapter I 

INTRODUCTION 

 

Background of this research is  distribution of health workforces between rural 

and remote areas became main topic in many developing countries. Another hand are 

the unequally distribution of health infrastructures and facilities as the cause of the big 

disparities of healthcare services’ distributions between Islands in Indonesia. 

Healthcare services should be equal everywhere to reduce health outcomes disparities 

in one country. The limitation of health infrastructures and human resources in 

underserved areas in Indonesia leads to high mortality rate especially for mother and 

children.  

Indonesia’s progress on maternal health, the fifth Millennium Development 

Goal (MDG), has slowed  in recent years. Its maternal mortality ratio, estimated at 

around 228 per 100,000 live births, has remained stubbornly above 200 over the 

past decade, despite efforts to improve maternal health services. Poorer countries 

in the region show greater progress in this regard (Figure 1) (UNICEF, 2013). 

 

 

 

 

 

 

 

 

 

 

Urgency of this research is regarding the fact that until the end of Millennium  

Development Goals in 2000-2015, maternal mortality rate in Indonesia is still very high 

at 359. The figures 1 indicate that the target is not reached during the 15 years of 

development. Target post-Millennium Development Goals on maternal mortality rate 
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in Indonesia is 102 (WHO,.2013). It means that Indonesia is even worse than the 

poorest countries in ASEAN, such as East Timor, Myanmar and Cambodia.  

Indonesia has now been predicated underdeveloped in Asia in protecting 

maternal health. Emergency maternal mortality should be terminated with the 

seriousness of improved policies, budgets and immediate action (BKKBN, 2013). 

Supratikto et.al (2002) showed between 1995 and 1999 the audit reviewed 130 

maternal deaths. The leading causes of death were haemorrhage (41%) and 

hypertensive diseases (32%). Delays in decision-making and poor quality of care in 

health facilities were seen as contributory factors in 77% and 60% of the deaths, 

respectively. Indonesia has a long history of unequal infrastructure development, 

physician shortage und uneven distribution of medical personal between urban and 

rural area. The side effect of huge disparities of distribution is assumed to contribute to 

the persistently high neonatal and maternal mortality rates (MoH, 2014).  

Adressing those recent problems, preliminary research has been conducted to 

find solution constraints faced in the utilization of shelter at South Sulawesi. 

Qualitative study will be designed as a need assessment tool before developing the 

program further. The method of data collecting used FGD and in-depth interview. 

Research respondents were stakeholders; consisting of provincial policy makers, Head 

of the District Health Department and midwifes from Bulukumba, Bantaeng and 

Makasar. 

 The results of the study reported that the shelter is a residential house with facilities 

of beds and household appliances. During the wait of the birth, pregnant mothers were 

given the opportunity to stay at the shelter. Rental fees for housing and meals are provided 

free of charge. All fees are charged to government-by Jampersal (a local health coverage). 

A pregnant woman does not have any activities and without any companion from health 

personnel when living in a shelter. Besides, pregnant women feel more comfortable living 

near their family during waiting for delivery. 

Another quantitative data was processed descriptively and analyzed with 

conjoint analysis. A total of 51 pregnant women and 49 families were participated in 

the study as two group’s respondent.  Most pregnant women and families had never 
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heard of maternal waiting homes. The number of families permitting mother to stay in 

the shelters is lower compared to pregnant women itself. More than 70% of both groups 

respondent were agree for the assistance of mid-level provider/MLP during their stay 

at the shelters. Conjoint analysis described  the preference of staying at maternal 

waiting homes which is determined by living expense during stay (all expenses are 

covered) and skills of mid-level provider (MLP can apply a simple management before 

being referred). 

During the year 2 of the program, the research process followed by pilot 

project a shelter model and training modul for MLP. The result of this trial will be 

evaluated and discussed qualitatively with policy makers, communities, and users 

(MLP and maternal). Output in year 2 is the result of evaluation program and the 

reduction in the number of maternal death in this trial. 

The models of shelters with mid-level providers could be one of the solutions 

to improve primary healthcare services in underserved areas and improve community 

based healthcare in those areas. We wish to introduce a model of maternity waiting 

shelter and mid-level providers to solve of the urgent problem. The limitation of health 

professionals in  remote rural areas are big issues that must be solved. The MLP’s 

programme are the type of programme that improves the quality and quantity of human 

resources in remote rural areas (WHO, 2015). The MLP’s programmes are planned to 

be a sustainable programmes that improve the local communities to participate in the 

healthcare system. Those model can reduce the facilities barriers and in healthcare 

services and improve the health outcomes for mother and children. The contribution of 

researchers in solving the problems: 

1. For researchers Indonesia (UMY): expected to do need assessment, develop and 

test entrepreneurial models with quality standard for maternity shelter that are 

responsive to community needs, operationally and financially sustainable and 

effective in increasing access to quality facility delivery among the most vulnerable 

women. 
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2. For German researchers (Muenster University): expected to develop strengthening 

the workforce with mid-level health providers (MLP). Design of MLP will be the 

responsibility of Germany researchers. MLP design will be involved in shelters. 

The aim of research is to reduce the gap of healthcare services disparities which 

contribute to the Maternal Mortality Rate. 

The  potential results to be obtained by the end of this study are: 

1.  To design a suit and sustainable programmes with Mid-Level Health Provides 

that will be arranged for underserved area with high maternal and infant 

mortality rate.  

2. The model of a shelter with MLP aim to improve both access and quality of 

healthcare services especially for mother and children in underserved or remote 

areas.  

3. To empower the community health of rural or remote areas through the model 

of shelter with MLP 

The  importance to conduct the research with foreign partners because of maternal 

mortality rate is one of the global indicators which very important in the era of 

Millennium Development Goals that ended in 2015 and will be implemented a 

Sustainable Development Goals starting in 2016-2031. On the basis of these reasons, 

we need to learn from country that has successfully built on maternal health that has 

number very low maternal mortality. Countries that have the concept of a 

comprehensive maternal care are  United Kingdom, Germany, Australia, Netherlands 

and United States. They can reduce the maternal mortality rate to less than 25 (WHO, 

2013).  

We choose Germany because we have cooperation with the Center for Parents, 

Children, and Youth Medicine, Muenster University Hospital, Germany. We have 

conducted cooperative research and community services in 2016 with the title: “A 

comprehensif approach of maternal health : reducing maternal mortality rate by 

developing health resources, access, and management” (Germany experts :  Prof. Jorg 

Haier and Evelyn Reinke). 
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Table 1.1. Outcome Planning 
 

No Type of Outcome 
Indicator 

CY CY+1 CY+2 

1. Scientific 

Publication 

International 1(reviewed) 1(accepted) 

1 (reviewed) 

1(published) 

National-

Accredited 

   

2. Invited speaker in 

scientific forum 

International 1 1 1 

National    

3. Keynote speaker 

in scientific forum 

International    

National   1 

4. Visiting lecturer International  1  

5. Intellectual 

Property Right 

Patent   1 

Simple Patent    

Copy Right 1 1  

Trade Mark    

Trade Secret    

Industrial 

Product Design 

   

Geographical 

Indication 

   

Plant Variety 

Conservation 

   

Integrated 

Circuit 

Topography 

Conservation 

   

6. Intermediate Technology    

7. Model/Prototype/Design/Art/Social 

Engineering 

- - - 

8. Book (ISBN) Edited published  

9. Technological Readiness Level 

(TRL) 

 2 4 5- 
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Chapter II 

LITERATURE  REVIEW 

 

Scarcity and uneven distribution of health workforces between rural and remote 

areas became main topic in many developing countries (WHO 2015). Another hand are 

the unequally distribution of health infrastructures and facilities as the cause of the big 

disparities of healthcare services’ distributions between Islands in Indonesia (MoH 

2014). The limitation of health infrastructures and human resources in underserved 

areas in Indonesia leads to high mortality rate especially for mother and children (ibid). 

That bad outcomes can be avoided with the development of health facilities and human 

resources in selected areas.  The models of shelters with mid-level providers could be 

one of the solutions to improve primary healthcare services in underserved areas and 

improve community based healthcare in those areas.  

Figure 2.1: Indonesian Healthcare System Challenges 

 

                                         (Source: own presentation original source from MoH, 2014) 

 

The model shelters with mid-level health providers can be used as a bridging to 

reduce the gap of healthcare services disparities. The most of mother and children 

mortality rate in underserved areas are happened because of the late of interventions. 

The complication of pregnancies can be helped with the quick and right intervention 

from health professionals. The limitation of health professionals in underserved areas 

are big issues that must be solved. The MLP’s programme are the type of programme 
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that improves the quality and quantity of human resources in underserved areas (WHO 

2013). The MLP’s programmes are planned to be a sustainable programmes that 

improve the local communities to participate in the healthcare system. The local people 

will be selected and trained as MLP and they will be a key person of the communities 

to improve communication between health professional and communities in remote 

areas. The local person as MLP has many advantages because they know better the 

cultural sensitive issues, and how to communicate and get the trust from the local 

communities. The trust can be used to transfer the knowledge of health issues especially 

in primary health care to the communities.  

 

2.1. Mid-Level Providers (MLP) 

According to the WHO, there are several working definitions of Mid-Level Providers 

(MLP) that will be used. MLP are health workers 

a. Who are trained, authorized and regulated to work autonomously; 

b. Who have received pre-service training at a higher education institution for at 

least 2-3 years; 

c. Whose scope of practice includes (but is not restricted to) being able to 

diagnose, manage and treat illness, disease and impairments (including perform 

surgeries, where appropriately trained), prescribe medicines as well as engage 

in preventive and promotive care (WHO 2010, S. 8). 

     Another definition is from Lehmann (2008) : “Mid-level practioners are front-

line health workers in the community who are not doctors, but who have been trained 

to diagnose and treat common health problem, to manage emergencies, to refer 

appropriately, and to transfer the seriously ill or injures for further care“ 

(WHO/WPRO 2001 in Lehmann 2008:1). From those definitions can be summarized 

that MLP have big influence of healthcare services in developing countries especially 

in underserved areas. MLP can work as community health workers in the communities. 

They will be members of the communities their work and would be selected by the 

communities. They should be answerable to the communities for their activities and 

should be supported by health system but they are not necessarily be part of its 
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organization and get shorter training than professional workers. (Lehmann, Uta 2008; 

Eco,Umberto, 2010; Sanberg, e al 2012). 

Figure 2.2 Worldwide physician deficit and uneven distribution of medical 

personals between remote/Rural and city 

 

(Source: WHO 2010: 11) 

 

Several benefits that can be got with the implementation of MLP’s programmes, such 

as (Egger, et al, 2012) : 

• MLP improves Access to Healthcare services (overcome the geographical 

barriers) 

• MLP improves equity and equality in Healthcare services 

• MLP improves the health outcome for the communities 

• MLP reduces mother and child mortality and morbidity rate 

• MLP is a key for primary healthcare services 

• MLP can reduce cost in healthcare system 

With MLP’s programmes should improve the accessibility, affordability and quality of 

healthcare services and bring improvement in healthcare management.  

Death of women from complications of childbirth remains a major global health 

problem. In 2010, nearly 300,000 women died in childbirth, the vast majority in 

developing countries. The maternal mortality ratio—deaths associated with pregnancy 

or childbirth per 100,000 live births—has proven to be one of the most intractable 
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health indicators in the developing world. Few resource-limited countries have made 

significant progress toward the Millennium Development Goal 5 target to reduce the 

maternal mortality ratio by 75% between 1990 and 2015. Lesotho, for example, has 

one of the highest maternal mortality ratios in the world—in fact, the maternal mortality 

ratio increased from 237 to 1155 per 100,000 live births between 1990 and 2009 

(Hogan et al, 2010; MOHSW, 2010). 
 
In contrast, almost all resource-rich countries 

have less than 10 maternal deaths per 100,000 live births. 

Common causes of maternal death in resource-limited settings include 

obstetrical hemorrhage, peripartum infections, eclampsia, and obstructed labor (WHO, 

2005). The majority of these deaths can be prevented with timely access to emergency 

obstetrical care. However, in resource-limited settings, many deliveries occur at home, 

often aided by a traditional birth attendant or family member without the skills or the 

equipment to respond effectively to obstetric emergencies. The geographic distance 

between women’s homes and the nearest health facility can also magnify the problem. 

In a setting like rural, where women must traverse mountainous terrain to reach a 

facility with obstetric services, the delay can be significant. If a woman experiences a 

complication with rapid onset, even a delay of several hours can be fatal. Such 

emergencies often cannot be easily predicted.  

Maternity waiting homes (shelters) are built near a facility with essential 

obstetric services and allow pregnant women to travel there several weeks before 

delivery, wait for the onset of labor, and be quickly transferred to the facility for safe 

delivery. Waiting homes have been introduced in many developing countries, but their 

efficacy in decreasing maternal mortality remains controversial. In our experience, 

maternity waiting homes can be an extremely effective intervention, but only if they 

are part of a larger, comprehensive strategy to increase access to maternal health 

services. This strategy requires decentralizing primary health care services to bring 

skilled obstetric care closer to women in rural areas as well as the use of community 

health workers to identify pregnant women and accompany them to the facility for care  

(Satti H, et al, 2012) 
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2.2 A HISTORY OF MATERNITY WAITING HOMES (SHELTERS) 

Maternity waiting homes/shelters are not a new idea. Since the early 20th 

century, waiting homes have existed in the United States and Europe, particularly in 

remote rural areas where women have limited access to an obstetric facility. Maternity 

waiting homes began to be introduced into developing countries in the 1960s. Though 

the World Health Organization has provided broad guidelines of what should be 

included in maternity waiting homes, significant variation exists in how they have been 

implemented. Waiting homes have also differed in terms of whether food, water, and 

other necessities are supplied, and whether family members are also accommodated 

(Wild K, 2012). 

Historically, maternity waiting homes have been part of a maternal mortality 

reduction strategy focused on risk screening to identify women who should receive 

facility-based intrapartum care. In this model, women at high risk for complications 

(e.g. previous postpartum hemorrhage, previous cesarean section, age > 35 years) are 

encouraged to stay in a waiting home built near a hospital with emergency obstetric 

care several weeks before the onset of labor (WHO, 2005). One rationale for risk 

screening is that it prevents hospitals from being overwhelmed with patients who could 

safely be managed at the health center level. In most settings, maternity waiting homes 

have been constructed near rural hospitals rather than health centers. 

The high-risk screening strategy, however, has proven to be largely ineffective 

because complications are difficult to predict (Campbell OM, 2001; Graham W, 2000). 

The majority of complications arise in pregnancies initially identified as low-risk. Even 

in a low-risk population, an estimated 15-20% of pregnancies will result in 

complications requiring treatment at a facility with comprehensive essential obstetric 

care (WHO, 2005). Maternity waiting home programs that focus on risk screening fail 

to account for women with low-risk pregnancies who end up facing an obstetric 

emergency at home far from facility-based delivery care. 



15 
 

Chapter III 

RESEARCH METHODOLOGY 
 

 Currently, the team is investigating maternal health service quality ini 

collaboration with Muenster University, Germany. The study consist of health 

infrastructure, human resources,  the areas whih are overed by the services and funding 

resources. The result with giving emphasize on the real condition of maternal health 

status within that area. Furthermore, there are many shelters in South Sulawesi, such 

as Gowa, Wajo, Bulukumba district. It is served by the local government and had run 

for about several months. The currents shelters would be a starting point assest in 

conducting need assessment before proceeding to the next step of the program.  

During the first year, an early assessment will be conducted to explore the socio 

cultural that might be affected the use of the shelters. These  socio cultural aspect are 

covering women and husband views of benefiting the maternity shelters. The study will 

also examine the health providers views during the services. To support a successfull 

services, the team will develop a MLP training modul. This basicly contains any skills 

the MLP should be trained, such as identifying when they should contact the hospital 

for a maternal emergency. During the first year period, an experimental study was 

designed aiming for model trial before applicated in the districts. 

           In second year, the research process followed by pilot project a shelter model. 

Stage 1 in this year are prepare tutor from midwifes in shelter location (TOT from 

Germany).. The result of this trial will be evaluated and discussed qualitatively with 

policy makers, communites, and users (MLP and maternal). Output in year 2 are shelter 

quality standard and optimalisation the use of shelter and the role of midwife and MLP  
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In the 3rd year, will be carried out a qualitative study on the evaluation model 

for redevelopment shelter  dan MLP training modul. Output in this stage is suistanable 

program, especially operational and financing issues. Thus, it is designed for a capacity 

building program for shelter management training for the local governments, 

particularly those who worked under the local health offices. 

 

                

Stage I

•Training of Trainer  of MLP development in Germany

•Depth Interview for shelter model/Primarycare at remote 
area with Maternal Expert in Germany

•Action research :  Shelter model trial (2 shelters) for 3 
months

•Outcome : shelter quality  standard

Stage 2

•Training of Trainer  for midwife in Bulukumba

•FGD : evaluation program (Midwife and MLP)

•FGD with stakeholders : leadership and shelter funding

•Outcome : Optimalisation the use of shelter and the 
role of midwife and MLP 

Stage I

•Depth interview  (maternal 15 persons x 2area and FGD (local 
government,  MLP, health services @15 persons x 4x)

•Outcome :Redevelopment Shelter model & Redevelopment MLP 
training Modul

Stage 2

• Capacity building : Shelter management training

•National conference for model disseminantion

•Outcome :Suistanable program

Y

E

A

R  

2 

Y

E

A

R  

3 

Figure 3.2 Research stages on year 3 

Figure 3.1 Research stages on year 2 
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Present Year 1 Year 2 Year 3
Reducing 
Maternal 

Mortality  Rate 
1. Mapping disparity of  
quality services for maternal:  
infrastructure, human 
resources, service coverage, 
sources of  financing 
2. Excisting shelter  

OUTCOME 

PROCESS 

Mixed Method : 
1. Need assessment and   
    evaluation  
-Maternity  & husband views 
-Health provider   
2. Experiment : training for MLP 
 

1. To increase the Willingness to 
contribute  
2. MLP training modul 
3. Shelter quality standart 
 

Action research method: 
Shelter model trial 
(quality standart, 
training modul for MLP) 
Qualitative : evaluation 
program  
 

1.shelter quality  
standard, training 
modul for MLP  
   
 
 

 Qualitative design  Evaluation 
model 
1.Redevelopment Shelter and MLP 
2. Capacity Building 
Model dissemination through 
national conference 
 
 

Redevelopment 
Suistanable program: 
(Operationally and 
financially) 
 

OUTPUT 1. Book ISBN & Copy Right: Mid 

Level Provider Training Module 

in Maternal Health  

2. Invited speaker in scientific 

international forum  

3. Scientific  International 

publication (reviewed) 

1. Book ISBN & Copy Right: Best 

practice Maternal Health: 

shelter model in  remote area 

2. Invited speaker in scientific 

international forum  

3. Scientific  International  

publication (published) 

1. Invited speaker in scientific 

international forum  

2. Scientific publication International 

(reviewed) 

3. Keynote speaker in scientific forum 

(national) 

4. Prototype Property Right : Shelter 

Model  for maternal health services 

in remote area 

Figure 3.4 Research Process, Outcome and Output 
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Chapter IV 

 

RESULT AND DISCUSSION 

 
1. INTRODUCTION 

 

Maternal deaths currently arise in worldwide countries because lack of human resources for the 

pregnant women is not supplied by government and medical providers. Besides, most of pregnant 

women do not utilize the maternity waiting homes even though those have been provided well. One 

of the crucial matters comes out that the pregnant women prefer to stay at home during their pregnancy 

until getting birth. Anyhow, there are 830 women who die  regarding the pregnancy and childbirth 

causes every day and many births still occur at home in the low and middle countries (Alkema et al., 

2016 & Johnson et al., 2013). Therefore, to reduce the maternal mortality, the pregnant women should 

stay at MWHs in their pregnancy process. 

 

Moreover, MWHs are places where pregnant women can stay there before having birth to fend off 

high risk of pregnancy.  Manava et al., (2015) argued that maternity waiting homes are residential 

facilities located near with qualified medical facility. Also, the pregnant women with high risk of 

pregnancy can await their delivery and be transferred to a nearby medical facility early before the 

compilations arise. Likewise, staying at MWHs can help the pregnant women to avoid from maternal 

mortality. Thus, MWHs are not used by the pregnant women as the solution to reduce maternal 

mortality in Indonesia.  

Indonesia is recorded as country with increased rate of maternal mortality as the highest in Southeast 

Asia. Additionally, in south Sulawesi, Bulukumba, it is one of the regencies which include high 

maternal deaths, but many remote areas have been provided several MHWs which are not utilized by 

the pregnant women. From the statements mentioned previously, the utilization rate of MWHs is 

insufficiently adequate to decrease the maternal mortality. Furthermore, to increase the utilization rate 

of MWHs, it should include some acceptance requirements for Bulukumba pregnant women’s 

perception which can be applied in the use of MWHs. The objective of this study to investigate the 

pregnant women’s Willingness to Pay (WTP)  toward the maternity waiting homes (MWH). 
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2. METHOD 

 

This study was descriptive quantitative design. The data were taken from the field surveys. From the 

research samples, there were found 100 people consisted of 51 pregnant women and 49 families 

especially their own husbands based on simple random sampling. This research took place in 

Bulukumba (n=67) and Bantaeng (n=33) regency, South Sulawesi, Indonesia with the number of 

respondents determined proportionally. 

 

3. RESULTS 

 

3.1 Demographic Characteristics 

 

The average age of pregnancy of respondents is 6 months (median). Twenty eight years old was the 

average of pregnant women, and thirty two years old was the average of the families. Twenty seven 

percent of pregnant women finished their own study in Senior High School, and fifty one percent of 

families’ education background was bachelor degree. For their own professions, a number of house 

wife were 92.2 % for the pregnant women largely, and 50.2 % of families got involved to work in 

informal sector. Thus, most of pregnant women and families had good education backgrounds and 

professions. 

 

3.2 The Acceptance of MWH 

 

From the acceptance of MWH, it showed that 62% of pregnant women and 67,3% the families had not 

heard about the MWHs,  and presented that the pregnant women gave 62% and the families gave 

67.3% for not yet answers to MWH information. Also, the pregnant women with 66.7% and the 

families with 47.8% strongly agreed and agreed if the pregnant women should stay at MWH when 

they were in 7th of the pregnancy. Additionally, the pregnant women with 70.6% and the families with 

80.5% strongly agreed and agreed with if the trained non-medical providers (or Community Health 

Workers/CHW) accompanied them at MWH. 
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3.3  Willingness to Pay for MWH 

 

Regarding the willingness to pay MWH, the pregnant women’s and family’s answer showed that 

37.3% average of pregnant women and 32.6% average of families who agreed to pay during staying 

at MWH. The amount of the willingness to pay for a group of pregnant women was 100.000 IDR in a 

month (median) with the minimum amount of 5.000 IDR, and the maximum amount was 500.000 

IDR. Moreover, for the amount of a family group’s willingness to pay, it was 200.000 IDR in a month 

(median) with the minimum amount of 20.000 IDR, and for the maximum amount, it spent 1.000.000 

IDR. Thus, the willingness of pregnant women and families was very low which spent about 3.500 

IDR to 7.000 IDR per day. For more information of maternity waiting home, it would be mentioned 

and explained in the following table. 

 

Table 1: The acceptance of maternity waiting home 

Questions Pregna

nt 

women 

(answer

) 

Family 

(answe

r) 

Have you ever heard 

about MWH? 

62%  

(not 

yet) 

67.3 % 

(not 

yet) 

Do you agree if high 

risk of pregnant 

women stay in 

MWH when they are 

in 7th month of 

pregnancy to ease 

the access to the 

health service 

facility? 

66.7% 

(strongl

y agree 

and 

agree) 

47.8 % 

(strongl

y agree 

and 

agree) 
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Do you agree if 

MWH is 

accompanied by 

community health 

worker, but they 

have been trained 

before? 

70.6% 

(strongl

y agree 

and 

agree) 

80.5 % 

(strongl

y agree 

and 

agree) 

If you, pregnant 

women’s family 

have to stay in 

maternal waiting 

home (MWH), do 

you agree to pay the 

payment for your 

daily life needs 

during staying at 

MWH? 

37.3% 

(trongly 

agree 

and 

agree) 

32.6% 

(strongl

y agree 

and 

agree) 

If agree, how much 

the maximum 

amount which you 

give during staying 

in MWH per month? 

IDR 

100,00

0 * 

 

IDR 

200,00

0 * 

 

*Median rate 

 

4. DISCUSSION 

 

The pregnant women and their families in average did not recognize about the MWH since there were 

not any information which they got from the government or even from medical providers. According 

to Lori et al., (2013), conveying the MWH is one of the ways to deliver what social communities are 

needed to know about in order the information to be known by the social communities around. Doing 

socialization is an effective way to define whole context of maternal waiting homes, so social 



22 
 

communities or the people who are related to it especially for the pregnant women and their family 

will know what the maternal waiting home is and what the kind of  regulations used are (Ekunwe, 

2017). Giving information about MWHs to pregnant women was one of the ways to introduce what 

MWH is used for. 

 

Pregnant women should stay in maternal waiting home when they have been in 7th month of their 

pregnancy to avoid from the serious risk which they face (Tiruneh et al., 2016). Hence, pregnant 

women needed to live in MWH due to their health pregnancy. Of course, there were mid wife health 

providers who always stayed in MWH to fulfil what pregnant women wanted to be helped in any kind 

of activities related to their activities.  Consequently, the pregnant women should really know when 

they had to come to MWHs to ward off the high risk of pregnancy. 

 

To conduct MWH, it should include community health workers (CHW) who can accompany pregnant 

women during at MWH. Also, the community health workers (CHW) had been trained in order to 

have skilful to serve their own pregnant patients. The statements mentioned previously was in line 

with El Shiekh and van der Kwaak (2015) who argued that to achieve great goals in conducting 

maternal waiting homes, it should provide skilled medical providers in order to achieve good treatment 

to be applied to their own pregnant women. Besides, skilful medical providers have various ways to 

handle pregnant women (Gaym et al., 2012). Consequently, skilled mid- medical providers are needed 

in maternal waiting homes to accompany pregnant women during staying at maternal waiting home. 

To avoid from unnecessary services, it should include non-medical providers to help CHW and their 

own patients, pregnant women. 

 

Living cost at MWHs was the important aspect for the pregnant women or community who lived in 

remote area especially in South Sulawesi, Bulukumba. Besides, not most of them came from high 

economical level, and they might be from low economical level. Then, MWH should have the solution 

to overcome previous problems mentioned. Lori et al., (2017) declared that the living cost during 

staying at maternal waiting home is covered only for the patients who cannot afford to pay the 

registration and services, and at MWH, it should provide good services. Again, those ways mentioned 

are to make the patients feel satisfied with the services at MWHs.  

 

Additionally, if MWH could not provide as statements mentioned previously, it should be the solution 

to solve the problems at MWH. Satti, McLaughkin, and Seung (2013) said that to decrease the cost of 
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maternal waiting home; it should be some options such as the provision of food to reduce indirect cost 

and the presence of midwife health providers in order to help and prevent the pregnant women not to 

stay at maternal waiting home which come as the solution. Also, they maintained that pregnant women 

who stay at MWHs should have free operational financing for staying at MWHs regarding the low 

economical level, or it should be option for the middle and high economical level to provide the 

appropriate operational financing. For instance, if the pregnant women are from low economical level, 

the payment for the daily life needs during staying at the shelter should be free for them in any kind 

of services (Penn-Kekana et al., 2017). Therefore, the living cost for staying at maternal waiting home 

should be implemented in order to attract the pregnant women to stay on it.  

 

5. CONCLUSIONS 

For a group of pregnant women, the amount of WTP which was capable to be paid was 100.000 IDR 

in a month. Moreover, for a group of family, the amount of WTP which they could pay for staying at 

MWH was 200.000 IDR in a month. The pregnant women’s acceptance to stay in MWH is good, but 

their willingness to pay is still very low. 
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In Indonesia, as in many other international jurisdictions, demands for improvements in health 

service delivery have highlighted the need for system-wide health reform  (Dickson and Lindstrom, 

2010; Lewis, 2009). One aspect of this reform is the growing importance of professional health care 

management overall, and specifically, managers who are able to lead change (Heading, 2009; McGrath 

et al., 2008; Snowdon et al., 2010). 

Successful reform requires sophisticated, modern leadership (Ford, 2009; Institute for Health 

Improvement, 2010; Institute for Innovation and Improvement, 2010). But who will these leaders be 

and how will they be developed? Nearly all health organisations share leadership capacity issues that 

pose a number of obstacles to successfully implementing health reform imperatives (Institute for 

Health Improvement, 2010; Institute for Innovation and Improvement, 2010).  

As previously reported Indonesian maternal mortality rate is still high at 359/ 100.000 live birth 

(SKDI, 2012).  It is identified maternal mortality as the highest priority.  Accordingly the Uganda’s 

experiences there are three interventions were identified as the most effective: scaling up of Emergency 

Obstetric Care (EmOC), strengthening family planning services and increasing deliveries at health 

units (Uganda Ministry of Health/UNICEF, 2003). This article describes the impact of implementing 

these decisions. Maternal mortality has declined only slightly in the last 10 years; and is currently 

estimated at 505/100,000 live births (WHO, 1999). Factors related to maternal and infant mortality 

have been documented and classified into direct and indirect causes. The direct causes of maternal 

mortality in Asia  are widely known (Bailey et al., 2006). A recent government multi-sectoral task 

force to analyze maternal mortality and recommend strategies concluded investing in social services 

such as health, education, nutrition and safe water would improve maternal health. It also 

recommended specific programs addressing the health of adolescents, family planning and emergency 

care (UNICEF, 1997). Efforts to redefine current interventions and develop a road map to reduce 

maternal mortality followed the realization that many countries are unlikely to achieve the millennium 

development goals (MDGs) especially on child and maternal mortality.  

The models of shelters with mid-level providers could be one of the solutions to improve 

primary healthcare services in underserved areas and improve community based healthcare in those 

areas. We wish to introduce a model of maternity waiting shelter and mid-level providers to solve of 

the urgent problem. The limitation of health professionals in remote rural areas are big issues that must 

be solved. The MLP’s programme are the type of programme that improves the quality and quantity 

of human resources in remote rural areas (WHO, 2015). The MLP’s programmes are planned to be a 

sustainable programmes that improve the local communities to participate in the healthcare system. 
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Those model can reduce the facilities barriers and in healthcare services and improve the health 

outcomes for mother and children.  

However, one of the problems met indeveloping countries is the lack of readily available data. This 

limits the capacity of programs to make evidence-based decisions in resource allocation and 

management of programs. To address this constraint, a needs assessment was carried out in Indonesia 

where South Sulawesi  to provide baseline data useful for scale-up of maternal mortality program.  

 

Material and method 

As research on strategic alliances gains depth. The key success factors and the challenges of 

managing this under-explored cadre of cross-sector alliances may be dissimilar from conventional 

inter-firm alliances.We performed in-depth interviews (n= 49 pregnant women, 52 pregnant women 

families) and focus group discussions from public (15 people), private (5 midwifes) and civil sectors 

(2 people). This evaluation study used in-depth semi-structured interviews including the topics: 

maternal health, community support, maternal shelthers. Key stake holders in strategic position in the 

public and private sectors as well as key persons in the local community were included (response rate: 

100 %). Evaluation of the interview results was done using N Vivo 11 starter for window ®. 

Given that little is known about the practice along with the benefits and challenges of such 

cross-sector alliances this study examined the use of alliances for first step implementing maternity 

shelter as pilot study in rural Indonesia. In this article two cases, which involve a large number of 

organisations including universities, governments, professional associations, businesses, and health 

authorities in South Sulawesi are used to investigate cross-sector alliances as a strategy for large-scale 

leadership development initiatives with the aim of improving health leadership capacity and capability. 

Lessons drawn from the cases and the literature are discussed so as to better understand the benefits 

and challenges of enacting an alliance strategy with organisations from different sectors for 

implementing the maternity shelter as pilot model in Indonesia. Finally, implications for practitioners 

and future research along with conclusions follow in the last section. 

Two cases of large-scale health leadership development in this section, the two case studies are 

presented and show how the large-scale health leadership development initiatives formed and 

operated. The lessons learned from the cases are then set out to figure out the situation of the leadership 

in the first step implementing.  
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Table 1.  

Two models health leadership development initiative 

 

Sector Case 1: District Scale Case 2: CHLNet 

Civil  

- Association 

- Pregnant women 

- Pregnant women’s 

family 

Public 

- Federal/ Country 

goverment 

- Health authority 

- District goverment 

- University 

- Mid level provider 

group 

Private 

- High tech 

- Membership based 

association civil sector 

- Research 

 

1 

49 

52 

 

 

0 

 

7 

4 

4 

1 

 

 

0 

2 

 

1 

 

10 

0 

0 

 

 

3 

 

1 

0 

2 

0 

 

 

0 

4 

 

1 

TOTAL 121 21 

 

Case 1: district large-scale health leadership development initiative 

During the time frame of the study it included a total of nine parties. It involved seven health 

authorities which are the backbone for service delivery, provincial-level government, local ministry of 

health, a not-for-profit health association, Universitas Muhammadiyah Yogyakarta and mid level 

provider group (see Table I). The aim of the alliance was to strengthen the district’s health leadership 

capacity by diagnosing, identifying, assessing, and developing the leadership capabilities of 

individuals in health organisations. At the outset of this large-scale health leadership development 

initiative, there was a deep sense of inertia. This initial indifference was tempered by the insight of 

some that new approaches to overlooked opportunities for managerial leadership development could 
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be built. The project conducted research on the model of mid level provider in shelter (maternity 

waiting home/maternity shelter) and the leadership capacity and capabilities critical for health service 

delivery. These factors were then translated into the envisioned future state attributes of a large-scale 

health leadership development initiative, i.e. it should provide succession planning for all health 

authorities to prepare senior leaders to move into large, complex organisations; and it should stimulate 

leadership development as a priority for all managers within the health system (Leaders for Life, 2008). 

Following a gap analysis, these attributes provided the basis for the vision and the core strategy 

pursued in this case (i.e. systems-wide collaboration with other organisations from health, education, 

government, and community). System-wide collaboration required extensive participation among the 

allying organisations to develop an integrated model that included the identification of talent, the use 

of workplace based experience, coaches, custom courses and programs for the whole district or 

province, and self-directed learning experiences among others that collectively combined to create the 

Leaders the Life program (Leaders for Life, 2006). Once the strategy of large-scale health leadership 

development through collaborating with others was endorsed, the organisations began to create the 

sets of systems and routines of how they would work with each other (Leaders for Life, 2007a). 

This led to Universitas Muhammadiyah Yogyakarta  (UMY) team adopting a hub or network captain 

role (Provan et al., 2007). set out to coordinate the day-to-day operations, oversee the relationships, 

and monitor performance. UMY formed a “leadership panel” to serve as an advisory council, a 

program directorate, project-level working committees, an operations unit, research teams, and a 

communications arm (Leaders for Life, 2007b). These entities were constituted from the participating 

organisations and conducted services. 

This model its role of hub/network captain, managed the alliance activities and 

communications among internal partners and to external audiences. Key to aligning initial efforts was 

the creation of the province’s first leadershipcapability framework (Dickson, 2008). This gave an 

opportunity for partners toaccumulate collaborative experience in a low-risk manner. It was labelled 

as a “pilot” and did not directly impact health service delivery. Using the leadership capability 

framework as a springboard, efforts were undertaken to build an integrated model for large-scale 

leadership development. This involved a comprehensive suite of leadership learning program and 

services suited for the senior executive, upper management, middle-management, and supervisory 

levels while simultaneously including health professions (Leaders for Life, 2008). For instance, 

selection processes geared to identify and target those aspiring leaders were implemented as part of a 

piloting scheme. The suite of leadership development products and services coupled with perceived 

high value provided an indicator of success at one level. However, the hurdle of integrating and 
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institutionalising the large-scale health leadership development  initiative as an integral part of the 

overall strategic and business planning process in Indonesia has yet to be overcome. Efforts continue 

on this side. 

Case  2: country-wide large-scale health leadership development initiative 

This cross-sector alliance –one as global model from  the Canadian Health Leadership Network 

– was created in 2006 in support of identifying, developing, supporting, and celebrating excellence 

throughout the lifecycle of health leaders across Canada. The goal of the Canadian Health Leadership 

Network (CHLNet) is to provide organisations and individuals interested in leadership with access to 

applied leadership development tools, collaborative dialogue and networking opportunities, and access 

to research in leadership and leadership development.  

CHLNet set out to a build large-scale leadership development support system that spanned the country. 

At the outset one of the biggest hurdles involved framing awareness of leadership development 

capacity deficiencies so that they: 

-  resonated with the experiences of senior leaders in a non-threatening manner 

-  revealed the scope of health leadership reform 

-  posed joint action as a viable strategy 

 

Following the endorsement of this integrative approach, efforts shifted to creating the sets of 

systems and processes that would allow the collaborating organisations to take full advantage of their 

collective assets. CHLNet was an early adopter and judicious user of technology-enabled 

communication methods. Driven in part by the sheer volume of organisations involved , a lack of 

geographic proximity to each other, and a span of five time zones compelled a variety of methods for 

communication among the internal members and to external audiences. In tandem with the emerging 

coordination and governance mechanisms CHLNet engaged in a low-risk, low cost, high impact 

opportunity to adapt the original provincially-based leadership capability framework developed in case 

1 for the country.  

This approval spurred the creation of assets. These resources included the first Canadian 

inventory of leadership programs and tools for leaders (e.g. primers for fine-tuning on-the-job abilities 

and recommended readings to develop skills) (Canadian Health Leadership Network, 2011). Efforts 

to institutionalise and integrate a “for health, by health” leadership framework across the health 

industry were undertaken (Tholl, 2010). The Canadian College of Health Leaders endorsed the 

framework to guide its renewed certification process. Similarly, Accreditation Canada opted to refresh 

its  governance and leadership guides to align with the framework. CHLNet has sought to position 
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itself as a “network of networks” (Canadian Health Leadership Network, 2010). Each member 

organisation is one of many with an influence on the structure and operations, and efforts have focused 

on generating an enduring set of principles that are encoded in how responses to change are met rather 

than enforcing a rules-based governance model. In practice, this has translated into minimal formal 

documentation of roles and responsibilities. While the risks involved in this governance approach are 

evident, continuity is maintained by two external co-chairs, direction is set by the board, and 

implementation is managed by an executive director and secretariat co-located with the Canadian 

College of Health Leaders. Having expanded its membership to 22, CHLNet continues as a “coalition 

of the willing” that initiates and responds to large-scale health leadership development opportunities 

country-wide. 

 

Discussion: lessons learned 

The two cases illustrate five main benefits that alliance partners can derive from large-scale 

health leadership development initiatives (see Figure 1 for a summary). A discussion of the mindsets, 

operations, and governance needed to overcome challenges. 

 

Benefits 

Benefit 1: gaining access to new and different resource combinations.  

To be a strategically valuable partner, both cases demonstrated that benefits are produced 

through the pooling of assets (Gulati, 1998; Kale et al., 2000; Todeva and Knoke, 2005). This 

collective pool of assets enabled repurposing of programs and services, and creating new ones where 

needed. This included filling in gaps for under-serviced geographies and managerial levels, and setting 

new standards for health leadership capabilities. In case 2 (CHLNet), the adaptation of the LEADS in 

a Caring Environment leadership capability framework gave health leadership a credible research 

foundation, a common language for health leadership, and a set of standards for its participating 

organisations which led to a broader uptake and its institutionalisation. In case 1 the creation of a 

customised 360 degree assessment and an aspiring executive program filled in gaps in the leadership 

development system. To gain access to the assets of partners, thereby gaining the advantages of scale 

and scope while reducing the risk meant that partnering organisations needed to hone their abilities to 

conduct internal scanning to identify and evaluate their own organisation’s assets in term of strengths 

and weaknesses 

Benefit 2: demonstrating the differential value of affiliation. 
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Large-scale leadership development initiatives enacted through alliances involve many people 

and groups often pursuing dissimilar aims (London et al., 2005; Selsky and Parker, 2005). In both 

cases, the decision to ally with other health organisations, universities, professional associations, and 

business required the identification and measurement of value 

generated for each partner so that they were able to make an informed decision not only to join, but 

also to stay affiliated. This meant that they needed to understand each partner’s objective (whether it 

be altruistic, revenue generation, political, or other); demonstrate through various measures that the 

relationship generated value that would be difficult for each one to achieve moving independently, 

that this value is produced both in the short term and over the longer time horizon; and show that the 

relationship produced value to the “end user/client” (i.e. individual health leadership candidate) as well 

as other internal and external audiences. Both cases demonstrated that the collective value generated 

needed to exceed individual costs. This needed to be demonstrated at both the organisational and 

individual level. At the organisational level, this involved identifying the savings realised through the 

more efficient development of leaders (organisational level). In both cases this involved a common 

framework with a shared language that identified the health leadership capabilities. This, in turn, 

strengthened the ability of organisations to seek system-wide solutions and reduce the frequency of 

costly mistakes in recruiting from other jurisdictions or internally. Similarly, at the individual level, 

managers needed emerge from the leadership development process with the skills and knowledge 

necessary to move into positions with greater responsibilities. 

Benefit 3: providing tools for dialogue among decision makers to inform strategy.  

One of the primary drivers of the two-profiled large-scale health leadership initiatives was 

improved access to an integrated health leadership development system by the participating 

organisations. In both cases, governance issues and operational projects  required dialogue among the 

partnering organisations. For example, capability framework provided alliance partners with the 

research foundation for leadership that had not previously been available, and spurred dialogue across 

organisations about how the framework represented the challenges of leadership. In practice both cases 

utilised a suite of decision making tools at the organisational level that encouraged dialogue among 

decision-makers that had not typically worked across organisational boundaries in the field of 

leadership development. It provided individual organisations with a framework to assess needs in view 

of health care reform, and to plan with a longer time horizon as well as sudden managerial needs such 

as unanticipated vacancies (McCall, 1998). 

Benefit 4: creating a more efficient and transparent decision process for selection. 
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In the depth interviews (n= 49 pregnant woemn, 52 pregnant women families) and focus group 

discussions with some other parties at Bulukumba district,  previous practices within health authorities 

employing nebulous or non-existent criteria for the decision making process to identify prospective 

candidates for leadership development and the attendant people as mid level provider at shelter  in 

their growth and development contributed to low morale and a negative message through the respective 

organisational workforces. This process was tailored for the career lifecycle of a supervisor, a mid 

level manager, a senior level manager, and aspiring executive level. It gave greater ability to identify 

and support candidates’ leadership growth (McCall, 1998), thereby reducing gaps in capacity and 

capability shortcomings. The CHLNet case provided an ancillary benefit to the decision process: the 

first online database for individuals and organisations to identify professional leadership development 

opportunities keyed to the leadership capability framework by province, credit, granting status, and 

instructional approach. 

Benefit 5: exercising a relationship-oriented management approach 

As the collaborative model is comprised of voluntary relations (Gulati, 1998), both cases were able to 

adapt their management approach (albeit differently) to meet the aim of the collective rather than a 

single person or an individual organisation. 

Challenges 

In spite of the benefits identified above, there are also some difficulties experienced in enacting 

a collaborative approach. The two case studies highlight several ways in which large-scale leadership 

development initiatives can be improved. Mindsets and behaviours. The resolve and determination 

(i.e. will) of those participating in collaborative relations influence the ability to envision and 

implement large-scale leadership development initiatives. Those with a collaborative-oriented images 

of the future and move collectively towards the aim even when it seems out of reach (Kouzes and 

Posner, 1987). In the absence of a collaborative-oriented mindset and corresponding complementary 

actions (e.g. focus, stamina, perseverance, patience, consideration of others’ needs), the initiative can 

flounder (Arino and de la Torre, 1998; Ring and Van de Ven, 1994). The potential for misalignment 

was evidenced in the two cases by the emergence of sub-groups (e.g. “us versus them”), and assertions 

of individual over collective benefits (e.g. “we’re different because . . . ”). 

Implementation issues, facilitating communication, exchanging resources, and coordinating the day-

to-day operational aspects of collective activities are critical activities in terms of achieving results 

collaboratively (Kale and Singh, 2009; Schreiner et al., 2009). In both cases, the hub organisations 

lacked the infrastructure needed to carry out many activities once the alliances were up and running. 

They defaulted to working through the existing infrastructure and resources in the affiliated 
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organisations. To do so requires that leaders have a sophisticated set of skills to align aims and assets 

in order to produce collective value among the partners. It also demands dedicated time, energy, and 

financial resources on behalf of the participating organisations. It is not enough to have these skill sets 

at the CEO level (local ministry of health of Bulukumba). Given the need to utilise infrastructure 

across organisations, these skills are required of many individuals exercising leadership at different 

levels of the typical organisation chart. 

These cases contribute to a better understanding of the challenges of synchronising activities 

in cross-sector alliances. The challenges were evidenced in the cases by: a pattern of starting many 

projects and finishing few; situations whereby personal/political interests superseded client/collective 

interests; examples of absent, contradictory, and vague communication; and circumstances where 

dedicated resources were incommensurate with agreed upon goals Governance. Governing 

collaborative relationships is complicated and complex, particularly among organisations from 

different sectors (Gulati, 1998; Selsky and Parker, 2005). These cases further an understanding of how 

to structure and oversee relationships between “strange bedfellows” (London et al., 2005). They also 

suggest the potential limits of these relationships. While both cases established formal associations to 

further their collective activities, differences were displayed. One way for the collaborating 

organisations to manage their relationships is through the formation of a dedicated alliance function 

designed to oversee and monitor performance (Kale and Singh, 2009). In case 1, this “hub” role was 

played by th e local government and the local wisdom.. Another way for the organisations to structure 

and manage their efforts is through enacting a “relational approach” (Kale et al., 2000) in which trust 

and respect create the basis for cooperative behaviour while curbing opportunism. This approach was 

adopted by CHLNet (case 2). Health organisations – like most others – have constraints on time, 

energy, and financial resources. Given the preponderance of organisation and profession-centric 

leadership development initiatives, there is a tendency to default to this familiar approach even in 

instances where an alternative is being implemented. The more strategically driven collaborative 

approach, as investigated through the two cases, demands time,energy and financial resources along 

with the will (i.e. collaborative-oriented mindset), enabling behaviours, and supporting structures to 

achieve the benefits envisioned through large-scale health leadership development initiatives. 

Conclusion 

By examining the emergence and operation of large-scale health leadership initiatives informed 

by a collaborative model, this study responds to the repeated calls for strategy research to extend the 

scope of its inquiries to address cross-sector relationships, and to provide support and motivation to 

practitioners. The findings suggest large-scale health leadership development enacted through the 
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collaborative approach of strategic alliances informs a set of practices and structures as well as a way 

of thinking about leadership development that creates beneficial synergies. Like the exercise of 

leadership itself, collaboration only exists in the context of a relationship; effective collaborations 

achieve results only when they work in relationship with others. 

Those organisations de velopingcapacity for leadership through large-scale leadership development 

initiatives have realised that key to their success is a prominently articulated differential description of 

the benefits accrued to organisations through alliances from the public, private, civil sector coupled 

with enabling mindsets supported by appropriate structures and processes for coordination and 

governance. The findings also suggest that identifying the inhibitors for the reconfiguration of 

resources and capabilities across individual organisational activities should enable better performance 

by making managers aware of them. Developing and supporting a collaborative mindset may, 

however, prove the most difficult challenge in a context where conventional mindsets are deeply 

ingrained. 

While these findings are an important step along the journey in furthering an understanding of large-

scale leadership development initiatives through collaborative efforts, future research might go beyond 

the limitations of this study. Future research is needed to establish whether there are additional factors 

that affect health leadership capacity and capability gaps. Second, the choice of two case studies may 

invite questions of generalisability. It would be useful to examine other health jurisdictions and how 

cross-sector alliances influence large-scale leadership development initiatives in the context of the 

universal access model. The cases are predicated on the premise that tomorrow’s health leaders will 

come from today’s managers. Key to overcoming one of the barriers to improved service delivery 

through health reform resides in developing a new kind of leadership that can build partnerships within 

the health and the non-health providers and across sectors in the achieving of the goal to reduce 

maternal mortality in rural area in the country like Indonesia.  
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