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Abstract

Background

Indonesia's high maternal mortality rate remains a concern despite its growing economy.
In 2017, Indonesia’s MMR was recorded at 177/100,000 live births, and it continues to be
unacceptably high; in 2021 there were 7,389 maternal deaths, a 59.69% increase from the 4627
deaths in 2020. The SAKINA-Pemburu Bumil Risti program, implemented in the Sempu sub-
district of the Banyuwangi region, aims to reduce maternal mortality rates by collaborating with
community health workers and multiple stakeholders. The program's successful implementation
and sustainability have been attributed to effective collaboration. Community health workers
have been identified as essential players in improving health outcomes for underserved
communities. This study aims to determine the key elements that foster a collaborative

relationship between community health workers and health care authorities in implementing the

SAKINA program.

Methods

The study employs a qualitative method, where participants were divided into five
groups, including full-time professionals, village community health workers, active case-finding
community health workers, women with a history of high-risk pregnancy, and community
leaders. Purposeful sampling was used to identify roughly equivalent numbers of participants

from each village in the Sempu sub-district. In-depth interviews and focus group discussions
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were conducted with all participant groups, and participant observations were carried out during

strategic activities. An inductive content analysis approach was used to analyze interview data.

Results

This study analyzed 34 participants, including health care authorities, community health
workers, and non-health care authorities, involved in the SAKINA-Pemburu Bumil Risti
program. The study revealed four key findings that led to the development of the "Gas and Brake
Management" model. The first three findings centered around a collaborative model that was
used to develop the model. This model includes three phases, which are the Acceleration Phase,
Refreshment Interval, and Re-Acceleration Phase, described as themes 1-3 below. Together,
these phases form a pattern that creates a virtuous cycle of implementation, while the fourth
finding highlights context-related enablers that consistently reinforce the Gas and Brake

Management model.

Conclusion

The Gas and Brake Management model, with three phases forming a positive feedback
loop, is an effective approach for implementing and scaling up health care programs. By
emphasizing collaboration and integrating enabling factors, this model was able to overcome
obstacles and ensure continuous improvement. It provides a structured approach for the program

to adapt and align its agenda with the community needs and outcomes.

Keywords: Maternal Health. Collaboration. Implementation. Community health workers.
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Part 1: Indonesia, A Constant Journey for Health care Delivery Improvement

Introduction

This paper aims to introduce Indonesia's journey during the colonial, postcolonial, and
Indonesia's position in today’s global society. The paper also emphasizes major events that have
transformed Indonesia as a nation that emerged from the depth of extraction and tumultuous
history. The paper will also address several intriguing history and facts of a small region called
Banyuwangi throughout the Dutch colonial period, where I will conduct my research.
Banyuwangi is the easternmost region on Java Island. This will discuss five major elements:
history of the Indonesia, social determinants in health, political economy of health, walking the
patient journey, structural violence and biosocial approach towards health.
Indonesia Current Situation

With 16,056 islands, covering 1,916,906.77 km?, Indonesia is the biggest archipelagic
country in the world (Badan Pusat Statistik, 2020). In 2021, the total population of Indonesia
reached 272,229,372 people (Kementrian Dalam Negeri Republik Indonesia, 2021), while the
total GDP per capita in 2019 was at $4,135.202 USD before it fell to $3,869.558 USD in 2020
(World Bank Group, 2020a). The meaningful decrease in GDP during the pandemic presented an
unprecedented challenge for Indonesia; within a year, from February 2020 to February 2021, as
many as 1.8 million people lost their jobs, and the crisis impoverished no less than 2.8 million
people. Through national economic recovery and pandemic mitigation plan, Indonesia has
performed a strong and solid response to the crisis; through this effort, the economy is still
projected to grow by 4.4% in 2021 (World Bank Group, 2021).

With its potential human and natural resources, Indonesia is trying to regain its strength

during the multidimensional crisis caused by the global pandemic. In the past seven years,



infrastructure has been built on a massive scale to enable Indonesia's economy to thrive in the
global market. 3,432 km of national roads and 1,852 km of toll road were constructed to enhance
national economic strength (Kementrian Keuangan Republik Indonesia, 2018). The
infrastructure construction has inevitably brought many advantages and steady progress for the
health sector. Health care facilities are now more accessible in areas previously distanced. The
construction of health care facilities in remote areas has now become feasible; health logistics
can be managed easily through the border road, and more health care workers flock to the rural
areas since access to those areas is less challenging. Indonesia has 34 provinces composing of
regions with their unique history, culture, tradition, even language, and accent; this extensive
plurality presents a unique challenge for Indonesia's health care delivery.

Banyuwangi at a Glance

Banyuwangi is one of the 415 regions in Indonesia. It is located on the easternmost part
of East Java Province. People call Banyuwangi "the sunrise of Java" because this is the part of
Java where the sunrise is first seen every day. With a total population of 137,521,557 spread
across 25 districts, spanning 5,782.50 km? in a land surrounded by mountains and abundant
rivers with fertile soil, Banyuwangi has become one of the most potential regions in Indonesia.
Sempu is one of the districts in Banyuwangi with challenging geographic areas, 33% of its land
are mountainous areas while 77% are flat land, most of its inhabitants living from farming their

own land (Pemerintah Kabupaten Banyuwangi, 2020).

One of the most important health Indicators in Indonesia is the Maternal Mortality Ratio.
In 2017 maternal mortality ratio (MMR) in Indonesia was 177/100,000 live births, while the
SDG’s goal for MMR is less than 70/100,000 live births by 2030 (World Bank Group, 2020b).

Civil society participation and engagement are crucial when it comes to identifying health
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demands and measuring the progress of outcomes. The Sustainable Development Goals was
launched in 2015, encompassing 17 goals equipped with extensive aspects of development to
reduce human suffering and tackle the climate change issue by 2030; however, continuous,

regulated, and focused funding is needed to ensure those goals (Mukherjee, 2018a).

In Banyuwangi, maternal health becomes a primary health concern. In 2016, the MMR
went as high as 96/per 100,000 live births before going down to 82/per 100,000 live births in
2017 (Pemerintah Kabupaten Banyuwangi, Dinas Kesehatan, 2020). The majority of mortality
cases are strongly related to the social conditions surrounding pregnant women. At first, it seems
that the lack of awareness of the patients and her family about the importance of having
sufficient health care became the main cause of the high mortality rate. Later, financial ability is
known to become one of the most crucial factors that constrain their ability to have sufficient
health care service. The geographical location is equally challenging for the patients to access the
nearest community health center; most of the time, they need to spend a lot of money on
transportation arrangements. Those who live closer to the district city and community center
have a better chance to survive since they have closer access to the community health center and
more opportunity to work in a bustling trading environment at the district capital. Other factors
such as lack of number of professional health workers, number of accessible health care
facilities, drug supplies, regional health budget, and even the structure of the local government
bureaucracy that influence the scale, scope, and speed of the health care delivery become very
important determinants of health. Acknowledging the social forces behind the health reality is of
paramount importance. These forces include poverty, poor housing, lack of quality basic life
necessities including clean water and nutritious food, as well as gender inequality, which affect

an individual’s agency to fulfill their right to health (Mukherjee, 2018a).



The Beginning of The Invasion

Modern Indonesia is inseparable from the history of Dutch Colonialism in Indonesia,
which lasted for more than three hundred years from 1602-1942, three centuries that shaped
modern-day Indonesia. In 1595, Cornelis De Houtman, the Dutch Merchant and voyager,
commanded the expedition to the East Indies in search of the legendary island of spices. In June
1596, the ship finally anchored in Banten, a northwestern port of Java Island in Indonesia.
Banten was a vibrant and pivotal trading port in the East Indies, the former name of Indonesia
during the Dutch Colonial era. The departure of Cornelis De Houtman marked the beginning of
the Dutch invasion of Indonesia. The alluring potential of Indonesia's natural resources,
especially the exotic spices, forged the Dutch ambition to monopolize every inch of Indonesia's
soil. In 1598, the Dutch general parliament proposed establishing a large and powerful company
to extract all the resources from Indonesia (Ricklefs, 2001). In 1602, the company was finally
established, named Vereenigde Oos-Indische Compagnie (VOC). The VOC was a mighty
company that acted both as a business ship and sovereign. The dual power owned by the VOC
made it invincible, with the power to regulate money, construct a capitalistic economic system,
recruit an army, and even wage war (Feenstra, 2020). The VOC defeated the Portuguese, who
ruled Indonesia and had conquered its land since 1509. With Portuguese reign no more
Indonesia, the Dutch were finally able to have full control over the entire land, 45 times larger
than The Netherlands itself. Indonesia covers around 1,919,440 km? of land, while the Dutch

Netherlands covers 42,508 km? of land.

In 1830, Johannes van den Bosch, the governor-general of the Dutch East Indies,
implemented Cultuurstelsel, a forced cultivation system. The system unforgivingly forced the

local farmer to give their farming revenue to the Dutch authority in the form of export
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commodities such as rice, sugar, and spices. Those who were unable to pay were enslaved in the
form of compulsory labor. The system was a form of absolute oppression. The system was then
abolished in 1870; by that time, the Dutch had gained massive economic profit, as many as 823

million Guilders acquired from the Dutch East Indies (Mckenna, 2010).

The Monopolistic Economy and Slave-Trading During the Colonial Period

Banyuwangi was one of the most integral industrial areas during the Dutch colonial time
in Indonesia; with its fertile land and many rivers, the agriculture industry had thrived there since
the age of the Blambangan Kingdom, a Kingdom that ruled Banyuwangi for centuries before it
ended by the Dutch Colonialism in 1771 (Raditya, 2018). In 1906, under the Dutch colonial
control, the region was transformed into a rapid agriculture enterprise attracting many investors
and venture capitalists from Europe. This significant change was brought about by the new trade
and investment regulation that allowed foreign investors, including countries outside the Dutch
Empire, to invest and open their enterprises in Banyuwangi (Dariyanto, 2020). Sugar was one of
the most important commodities that the Dutch extracted from Java's soil, "Generally, the Dutch
would export high-quality sugar from Indonesia while keeping lower-quality sugar in the
country. Overall, the system became massive; at one point in the mid-19th century, sugar
production in Java accounted for one-third of the Dutch government's revenues and four percent
of Dutch GDP. By one estimate, a quarter of the population was involved in the industry” (Dell
& Olken, 2020). One of the major changes that still can be seen today is the construction of
complementary infrastructure around the plantation, including roads, railroads, bridges, post

offices, and hotels.



In 1870 The Dutch East Indies Company (VOC) Dutch colonial government diminished
the cultuurstelsel (enforced planting) policy and established the "liberal" economic system that
allowed private company investment. With this new economic concept, VOC vigorously invited
foreign investors to further extract and exploit Indonesia's resources. One of the most prominent
business elite that built his plantation in Banyuwangi, precisely in a small district called
Glenmore, is Ros Taylor, an Irish businessman who at that time bought 163,800 Hectares of land
for his estate. More and more people flock to Banyuwangi to work in the plantations owned by
the colonial government and its investors; they come from other regions in East Java and Central

Java, such as Solo, Magelang, and Yogyakarta (Dariyanto, 2020).

The rapid growth and expansion of the agricultural industries in Banyuwangi demanded a
huge number of workers. Most of the workers back then were part of the slave-trading system.
During the Dutch colonial period, slave trading was extensively carried out. In 1863 Jacob
Nienhuys, a Dutch tobacco trader, came to Sumatra, one of the biggest islands in the Indonesia
archipelago. Nienhuys founded the Deli Maatschappij or Deli Company, named after the city of
Deli in Sumatra, where he built his large tobacco plantation, enslaving tens of thousands of local
and Chinese imported slaves. As many as 20,000 Chinese slaves were forced to work on the
plantation. From 1864 to 1938, the Deli tobacco sales achieved 2.77 billion Guilders, around
USS$ 40 Billion in today's currency. (Minasny, 2020). The story of the brutal and unjust treatment
received by the slaves can still be heard today from their descendants, who live in the same land
where centuries ago their ancestors were forcefully droved to work day and night. This memory

passed from one generation to the next, creating a chronic scar in their mind.

The slave-trading system conducted by the VOC was one of the most intricate parts of

the Dutch Colonial period in Indonesia. Inter-island and international slave trading was
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conducted, with many South African slaves brought to Indonesia to become part of the
cultuurstelsel (enforced planting) system and even trained to become part of the Dutch army.
South Africa became the place to exile rebels, especially those who came from the noble and
royal families of Indonesia. They were banished forever from their kingdom; this forged the
historical link between South Africa and Indonesia. Many of the Indonesian slaves and royal
house descendants are still part of today's South African population. "The link would continue
into the 20™ century and set a trend, where Nelson Mandela’s signature patterned “Madiba
shirts” that he loved wearing were batik shirts made for him in Indonesia, and one of how he
wanted to honor the links between South Africa and Indonesia (that is, besides liking the fashion

after decades of prison clothes)” (Williams, 2016).
Postcolonial Regime

After Indonesia gained its independence in 1945, internal turbulence occurred. Soekarno
was elected to be the first president but was later replaced by Suharto through forceful political
power and turmoil. Suharto's regime ensured former colonial influence and multinational
cooperation loomed and extracted the natural resources of Indonesia. During this particular time,
the neoliberalism concept was strongly felt by the nation. In early November 1967, the Indonesia
Investment Conference was held in Geneva, gathering dozens of foreign companies and
investors with Indonesia's representative, sponsored by the Time-Life cooperation. The
conference was meant to open a new window of opportunity for foreign investment in Indonesia.
Suharto saw this as an integral part of Indonesia's economic growth issued a presidential decree
that gave full authority to the Indonesian representative in that conference to make all the critical
decisions. The conference was attended by the Indonesian economic and foreign ministers and

prominent economists who can advise the president; the conference was the dawn of a new era of



economic monopoly facilitated by the regime to exploit Indonesia's natural resources for the
benefit of the view. Through the conference agreement, foreign investors can establish their
control and influence within the Indonesian government, strengthening the unregulated

capitalism and neoliberalism in the newly independent country.

“During the Suharto era, the state's monopoly on coercive economies violence and
occasional willingness to use it produced a brutally effective check on collective political action
by workers” (Rudnyckyj, 2009). The powerful military background of Suharto enabled him to
have absolute command over Indonesia's military forces; his invincible network with Indonesia's
conglomerates controlled the national economic and political climate and, of course, the media.
Those enabled the Suharto regime to rule for 32 years before reaching an abrupt end in 1988,

marking a new reformation era in Indonesia.

One of the most notable public health landmarks during Suharto's reign was the
establishment of a new health care concept to enable equal health access for all in 1969-1970.
This concept intended to form Community Primary Health Center, functional district and sub-
district health organization focusing on curative promotive and preventive, later known as
Puskesmas (Pusat Kesehatan Masyarakat) Community Health Center. The concept was first
introduced in the concept of Bandung (Bandung Plan) by Dr.Y. Leimena and Dr. Patah (later
known as Patah-Leimena), which addresses prevention as an integral part in the area of curative
within the public health field” (Indonesian Public Health, 2016). Alma Ata's declaration (Point
V) stated that "Governments have a responsibility for the health of their people which can be
fulfilled only by the provision of adequate health and social measures” (World Health
Organization (WHO), 2018). In Indonesia, the practice of unregulated capitalism and

neoliberalism facilitated by the Suharto regime changed the interaction between the caregiver
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and the care recipient by creating a huge gap between the poor and the "haves." The caregiver-
care recipient relationship becomes somehow transactional. User fees were implemented, thus
make the social disparities became more apparent. Only those who have enough financial
support could enjoy the luxury of quality health care access. Government-owned health care
facilities, especially the community health care center in rural areas, which is the forefront health
care service provider, were often ill-designed and insufficiently equipped. Poverty became
individual pathology rather than a public health issue that needs to be addressed by the

community and government (Keshavjee, 2014).

The early implementation of the community health center as a primary health care center
in Indonesia in the 1970s was dominated by programs that emphasized information, education,
and communication (IEC). The IEC was the primary tool for change. Determined to change its
people mindset, the government launched health campaign employing professional health care
workers to produce health posters that encourage people to become aware of the importance of
health, with the slogan "lebih baik mencegah daripada mengobati" which loosely translates to
"prevention is better than treatment" (Indonesian Public Health, 2016). The campaign totally
ignored the social forces behind the poor quality of health care outcomes, the concept of
"agency" and "health choice" was highly unfamiliar during that particular period of time; the
government instead put the blame on the "people’s lack of awareness." The systemic impact of
colonialism and neoliberalism intersected with today's Indonesia's democracy. The social forces
behind health need to be properly addressed through collaborative framework and diplomacy if
health care is indeed for all. Health care delivery is strongly related to economic development.
Low income means poverty, a lack of ability to have sufficient basic life necessities such as

clean running water, food, and health care access, fostering a mutual link with economic



development is pivotal in creating an ecosystem where people will have sufficient "agency,
"which is, the ability to access and fulfill their right for health, this is also pivotal for

constructing value-based system for the delivery of health care (Kim et al., 2013)

Indonesia presents a unique journey of transformation, a country united by its vast
pluralism and tumultuous colonial, postcolonial history. Indonesia's health care delivery and
burden of disease, however, needs to be addressed in its entirety, and therefore a proper,
thorough understanding of history and the journey that made Indonesia is pivotal. “Global health
inequity is inextricably tied to poverty caused by slavery, colonial and postcolonial resource

extraction as well as other forms of subjugation and oppression” (Mukherjee, 2018a).

A shift from a health care plan that focuses on what the doctors do to what the patients
really need is essential. A health care system that takes into account every social determinant of
health, the forces that limit people’s agency to receive proper health care, forces that limit them
to make choices during the experience of illness are crucial to be addressed. Taking those
determinants into account while serving the community could serve as a catalytic way for

transformation and trust building.

Social Determinants in Health

Vignette

It was 2013, a blazing hot night, dark as usual, in the remote area of Sempu, a small
district in the easternmost region of Java province in Indonesia. Ning, a senior midwife who has
been dedicating her life for fifteen years there, serving thirty-two thousand people across three
villages and ten sub-villages in the district, suddenly heard a hard knock on her door. She opened
the door, and found a young nurse, Jamal; his face was pale as a ghost, “Aunt Ning” you have to
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go to the puskesmas (a community health center). “NOW,” he said. When Ning arrived, she
found two people, a female laying on the bed, covered in blood from belly to toe, and a man
kneeling beside her, horror and shock in his face. She knew them, they were people from the
Selingling sub-village, the furthest sub-village from the puskesmas. Ning checked her pulse, and
she realized the woman, Rith, she no longer there. She died. She looked at Bendi, the husband,
but before she can say anything, Bendi cried. Gasping, he said with a hoarse voice “I lost her
and our baby, I can’t live anymore, why this is happened to me, why, why, this is my fault, I
deserve to die too?” he paused and then, gasping, he continued, “She said this morning she had a
sharp pain in her belly and we rush here, this is our first baby, we didn’t have money to hire a car
so we used our cow cart to get here, when we reach a steep hill, the cart flipped, she fell and
started to bleed, this is my fault Ning, this is my fault”. Ning tried really hard to not become

overwhelmed by the story, and before she realized it, Bendi fainted.

What Matters Most

“The social determinants of health are risk factors for ill health that are rooted in the
political, historical, and social context of society. They include things like poverty, income
inequality, food insecurity, gender inequality, and racism” (Mukherjee, 2018b). The critical role
of social determinants in influencing health need to be understood by caregiver, local policy
maker, and of course, the government. Indonesia is a rapid developing country, considered the
world biggest archipelagic country, with a total population as many as 272,229,372 people
(Kementrian Dalam Negeri Republik Indonesia, 2021) and GDP $3,869.558 USD in 2020
(World Bank Group, 2020a), Indonesia possess unique demographical, geographical, and
economic challenges in ensuring equal health access for all. To address these challenges, one

must understand the social determinants behind the health inequalities. Indonesia’s historical
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aspect are essential in understanding those inequalities, as it is rooted in its long tumultuous
history. The influence of 350 years of colonialism has inevitably formed the nation to what it is

today.

A Deep Fissure and a Chronic Wound

The vast natural, especially agricultural, resources provided by the tropical climate, such
as exotic spices and herbs, lured the Dutch to monopolize and privatize Indonesia's soil. In 1598,
the Dutch general parliament proposed to create a large and powerful enterprise that would
enable them to extract the precious commodities from Indonesia (Ricklefs, 2001). In 1602, a
company was finally established, named Vereenigde Oos-Indische Compagnie (VOC). The VOC
was a mighty company that acted both as a business ship and sovereign. The dual power owned
by the VOC made it invincible, with the power to regulate money, construct a capitalistic
economic system, recruit an army, and even wage war (Feenstra, 2020). The VOC brought its
brutal capitalistic system to Indonesia, enhanced by the slave trading system and enforced
planting. The social structure created through this ecosystem was burdensome, creating what we
now call structural violence. “The term structural violence refers to the architecture of society
that creates inequality and that arises from factors such as institutionalized racism,
discrimination, and neoliberal policies” (Mukherjee, 2018b). The monopolistic and
discriminative economic and political system during the Dutch colonial period that lasted over
three centuries caused a traumatic penetrated deeply into the nation’s life, this chronic exposure
had become somehow, although not entirely, maintained throughout the post-colonial era,
especially during the 32 years of President Suharto’s regime and even in today’s modern

Indonesia.
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People, System and The Struggle for Health

In March 2021, as many as 27.54 million people in Indonesia lived below the poverty
line, 15.37 million of whom lived in rural areas across the country (Badan Pusat Statistik, 2021).
Lack of financial support limit people’s ability to access quality health care access. Each district
in Indonesia has at least one community primary health care center, focusing on promotive and
preventive activities through information, education, and communication (IEC) campaigns that
aimed to stimulate behavioral change and health literacy within the society. In reality, however,
the root cause of many neglected patient’s conditions, which are the result of poverty, remained
unaddressed. As an example, the malnourish children campaign encouraged all mothers to give
their children nutritious food with balanced calories and nutrients, but how can the mother buy
the milk, rice, egg, or fruit, encouraged by the program if they don’t have enough money? Even
when people in rural areas come to their community primary health care center at a distance that
reached ten kilometers (median distance in Indonesia), after two hours walk, they often find it
empty or under-staffed with a lack of equipment and drug supply. This limped health system has
created what Paul Farmer, a notable American medical anthropologist and physician call a
‘clinical desert’. A clinical desert is caused by corrupt leadership, a fragmented health care
system, and complicated bureaucracy that cost people their life. The crisis can only be addressed
by ensuring the staff (human resources), stuff (supply of equipment, drugs, and other medical-
related necessities), space (a proper place for conducting service and treatment), system (a set of
structured regulations that properly addresses the demands and supply interaction of the health

itself) (Bobrow, 2021).

The Social and Income Inequality
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“When looking at the nature and effects of poverty, we must also focus on questions of
income inequality” (Kim, 2000). Income has such a significant impact in health, access to basic
life necessities such as food, clean and running water, and shelter are hugely dependable on
income. Income on a national scale, GDP (Gross Domestic Product), influences the capacity of a
nation to provide infrastructure necessary for the betterment of equal health care access for its
people, although positive GDP growth doesn’t always guarantee of the health improvement. To
comprehend the social and income inequality, we must delve deeper into the individual
experience as part of the community and their experience at various economic hierarchies. This
holistic view may enable us to recognize a root factor that created limitations of choice and
agency. Government policy, socio-demographic and even geographical conditions, they all

present obstacles for health care delivery (Mukherjee, 2018b) (Kim, 2000).

Effort to Achieve “Health for All”

In Indonesia, Community Primary Health Center (PHC) is at the forefront of health care
delivery. First established in the late 1960s, it aimed to bring health care closer to all areas in
Indonesia. Each district has one Community PHC, focusing in promotive, preventive and
curative measures (Indonesian Public Health, 2016). At first, it seemed promising, but soon the
government faced human resource shortages, a lack of drug supplies, most of the community
PHC in poor resource settings were often abandoned and used as storage centers during the
harvesting season by the villagers. The system is equally important, too, as it is not just the
infrastructure. Trust must be built through system that can properly address the demand and

supply within the community.
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Point six of the Alma Ata declaration stated that “Primary health care is essential health
care based on practical, scientifically sound and socially acceptable methods and technology
made universally accessible to individuals and families in the community through their full
participation and at a cost that the community and country can afford to maintain at every stage
of their development in the spirit of self-reliance and self-determination” (World Health
Organization (WHO), 2018). this means that each country will have different services and
different health packages depending on its GDP, wealth, and economic policy. What would be

available in wealthy countries will not always be available in poor countries.

In 2014, Indonesia initiated national health insurance aimed at achieving universal health
coverage. The insurance directed by the central agency called Social Security Organizing
Agency, also known as BPJS (Badan Penyelengara Jaminan Sosial) (Maryanto & Ellyawati,
2019). The insurance mission is to bridge the gap in accessing health care access between the
rich and the poor in the country. It provides people with affordable health care plans with quality
health care access. The insurance holder pays a monthly premium, and the premium is classified
into three categories: first, second, and third category (Putrajaya et al., 2019). Each category
receives a different health package and different accommodation (in-patient scheme). The first
category includes those who receive a full subsidized premium from the government (PBI), the
second category is those whose premiums are partly or fully covered by their employer, and the
third category are those who independently paid their premium. Those who pay their premium
(third category) have several options, first class, second class, and third class, with first-class

having a more superior accommodation and package (drugs choices and medical procedures).

The national health insurance scheme also applies systematic referral system, a primary

health care center would be the forefront of health services, and people are encouraged to not to
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go directly to the referral hospital before they get referral approval from the primary health
center. The referral hospitals are categorized into several groups depending on their level of
services, human resources (usually the number of specialized and sub-specialized medical

doctors), and hospital bed capacity.

After more than seven years of being implemented, the disparities are still eminent. The
number of doctors per 1000 people is 0.4, the number of nurses and midwives is still 2.4 per
1000 people, while number of hospital beds per 1000 people is 1.4 . As many as 27,54 million
people still living below the poverty line (Badan Pusat Statistik, 2021), 3,585,868 (Kementrian
PUPR, 2020) houses recognized by the government as “uninhabitable,” 43 percent of the total
population live in a rural area while illiterate population reached 8,659,515 people (UNESCO,
Institute for Statistics, 2016). Those factors are a clear reminder that social determinants in health
cannot be addressed with economic device or financial tools such as insurance schemes only, any
possible scheme to tackle health inequalities issues, when they neglect the social elements in
their raw details, will never prevail. People’s agency and choice are surrounded by social details,
and transforming the relationship between caregiver and care recipient into a transactional
relationship will profoundly inhibit the goal of universal health coverage, and equal access to
care for all. Of course, when we look at this BPJS phenomenon, we need to pool the unseen
thread to the surface, the political economy aspects behind every health bill, every health policy
and regulation, in fact its influence towards health is inextricably profound that it is almost
impossible to tackle health issue without first understand the political economy dynamic as well
as the effect of the inevitable growth of neoliberalism within the nation that rooted back the

colonial era.
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Political Economy, an Effort and Failure on Building a Road to Prosperity

Although Indonesia successfully gained its independence, it was not until 1949 it gained
its full sovereignty. The eloquent diplomacy was executed during the early days of Sukarno's
administration; the first president was determined to gain full sovereignty. On November 2,
1949, both Indonesia and the Dutch government attended the Hague Agreement or better known
as the Round Table Agreement, where both signed and ratified an agreement where the Dutch
willingly transferred their political sovereignty over their territory of the former Dutch East
Indies fully to the hand of Indonesian on December 27, 1979. Although the Dutch transferred its
political sovereignty, however, under the Hague Agreement, the Dutch still had monopolizing
power over Indonesia's natural resources; in 1956, through the national political movement
initiated by Sukarno, the Indonesian congress unanimously revoked the treaty, making Indonesia
became one solid unitary country. This ended centuries of conflict, exploitation, enslavement,

and above all, extraction. (Lessmeister, 2013)

As soon as Indonesia gained its independence in 1945, the founding fathers of the nation
were determined to rejuvenate countries spirit. Sukarno and Hatta, the two most trusted and
beloved figures, symbols of national resiliency and survival, were declared by the people as first
Indonesia's president and vice president. Governing a new nation that had been colonized for
over three and half centuries was a duty like no other. The mammoth task of redesigning the
country's political and economic structure is both challenging and somehow beguiling. When
Indonesia embarked on a new journey as a fully independent country, the economy and politics
were at the center of attention of Sukarno's administration; in those early days, the development

of the political economy of this new nation can be divided into three phases. During the period of
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1950 to 1957, the concept of socialism was introduced, then, from 1958-1965, the new era of
"guided democracy" and "guided economy" was launched by Sukarno himself, which heavily
complimented the government, where the free market was suppressed, and the government
possessed the mighty power to interfere, this period marked the rise of the state ownership and
"Indonesianization," that provoked anxiety and disbelieves from foreign countries that have long
been willing to invest their power and money in Indonesia, the overly performed nationalism by
Sukarno through this concept of "guided economy" and "guided democracy" cost him his

position, a coup against him erupted led by his own general, Suharto. (Bandyopadhyata, 1977)

When Suharto, with his army at his back, overthrown Sukarno in 1966, the period was
marked by military interference in the economic growth, they were perceived as "the protector,"
this was the third phase of Indonesia's economic development, and this phase will continue for
the next 32 years during the regime of Suharto. The economic instability brought by these
multiple changes in politics and economic schemes caused unjust and inequality raised in the
nation that has just awakened from its long sleep. During this particular period huge shift
Indonesia was occupied by only 97.1 Million people (the first national census was conducted in
1961) (Ajriah, 2019), compared to today's 270 million people, back then, it was a small number,
with the area covering over 3,205 million miles square and 17 thousand islands Indonesia present
unique challenges when it comes to equal welfare distribution. To address this, Suharto
reformulated the political and economic structure of the nation through successful diplomacy and
multilateral negotiations that allowed Indonesia to secure and reschedule its foreign debts and at
the same time invited new foreign direct investment and donor countries to Indonesia. In 1967, a
new law passed to accommodate this reformulation and provided a firm framework for a

renewed investment that came from private sectors. Soon the Suharto reformulated economy
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proved to be effective, the value of the Rupiah (Indonesia's currency) stabilized, the inflation rate
decreased, the manufacturing industry rapidly increased, and ultimately the mining (oil and gas)
thrived. As part of the Suharto regime, military power interference to the economic development
was inevitable; this military entrepreneurship brought shared economic value to a more exclusive
level, the oil and gas industry was mainly empowered by the military, and as a result, the state-
owned enterprise that governed this part of the industry in early transferred into a handful
military authorities and became part of the monopolistic economic agenda. (/ndonesia -

Indonesia from the Coup to the End of the New Order | Britannica, 2000)

The expansion of Indonesia's economic growth and its shifting from the Sukarno era that
emphasized nationalizing the industry for the nation to the Suharto era that supported the free
market and foreign investment and interference have led most of the Indonesian people to a
consistent corridor of poverty. Why is that? The answer lies in the fact that none of those
systems involve the social reality of the Indonesian people, what they need, what they want, what
limits them to achieve their full potential and right as a citizen, none of these elements were
taken as part of the economic and politic formulation, the face of the nation may have changed
from the colonized, invaded, and extracted country into an emerging economic and political
power in southeast Asia but down to the community level in most of its Island, the country still
suffers from inequality and injustice. Today, Indonesia’s political economy dynamic was partly

inherited from its predecessor, several legacies that crucially impacted this dynamic are:

e The neoliberalism system legacy from the 32 years of Suharto’s regime, the monopolistic
economy (1966-1998) that creates an everlasting "circle of power" that enables the view

becomes the "owner" of most of the country’s resources
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e The reform era (1988), The IMF and World Bank domination in the political economy
and the starting of de-politicization and regulated capitalism marked by the creation of
IRA (Independent Regulation Agency) by IMF to supervise loans and funding which is a
tangible expression of regulatory capitalism.

e The financial crisis in 1998 that ended Suharto’s regime and marked the beginning of the
reformed democracy era where for the first time, the president will be elected directly by

the people through a national election. (Davidson, 2015)

What was different during the post-Suharto regime was the movement by the people that
demanded freedom of speech and to express oneself and health as the utmost importance of the
government agenda. The government responded to this by passing several laws and regulations
that were meant to be an overarching strategy to create a better environment for the health care
system growth through an increased national health budget. Several laws that are fundamental to

the health structure reformation are:

- Undang-undang (UU) No.36 Tahun 2019, Health Law No.36, 2019 regarding health
budgeting indicates that a minimum of 10% of the total provincial/regional income-
per-capita per capita has to be allocated for provincial/regional health and health care
delivery scheme. In 2019, the regional government of Banyuwangi (the research site)
allocated 14% of the total regional revenue for the health care delivery improvement
scheme, including

- UndangOundang (UU) No. 40 Tahun 2004, Health Law No.40, 2004 regarding health
and social security indicates that it is compulsory for all citizens to be covered under

the national health insurance scheme.
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- Regulation regarding the Program Alokasi Dana Desa, Village Fund Allocation
program as part of the national program that allocates money for a village welfare
program, the program dictates that part of the budget needs to be allocated for a
health program that is based on community empowerment.

- Undang-undang (UU) No.24 Tahun 2011, Health Law No. 24, 2011 regarding the
implementation of social security administration held by the national government
aimed to achieve universal health coverage. (Dinas Kesehatan Kabupaten

Banyuwangi, 2019)

Among those laws and regulations, the Health Law No.24, 2011 has the most significant
impact on the landscape of the national health care system. This law carves the path towards
Universal Health Coverage, the National Insurance Scheme, called the BPJS Scheme or social
security administration for health for all, the scheme, unfortunately, increases the access to health
care but does not increase the quality of the care itself. The system centered on what the
professional health care workers do rather than what the patients need. But for many Indonesian,
this scheme proved to be supportive and beneficial. The scheme provided health insurance for all
the citizens, to date as many as 225,5 Million out of the total population number of 273.5 million
people (81.3%) already covered by the BPJS insurance, from those number PBI recipients
(subsidized by the government) are 132.8 million people while non-PBI (out of pocket premium
payment/independent payer) is 34.5 million people, the number of recipients considered as PPU
(paid worker from both government and private sectors with premium deducted from the salary)
is 55.1 million people, leaving 48 million people remained uncovered by the national health

insurance. (Lidwina, 2021)
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The dynamic of a political system that influences the economic growth and value
distribution to all level of society in Indonesia truly represent the long and tumultuous journey
the nation has been through. The social dimension that left people marginalized perpetuates the
suffering passed by centuries of colonial domination and violence. In modern Indonesia, where
the government tries to raise the nation into its potential through the political and economic
maneuvers, one essential ingredient started to be included, and that is the social forces. The
realization of social and cultural elements as a fundamental pillar of change by the government
when making a decision for the country has rejuvenated the nation and brought a new sense of
optimism for the future of the nation. In 2012, the national government, through the ministry of
state apparatus empowerment and bureaucratic reforms, established a program called SINOVIK
(System Informasi Inovasi Pelayanan Public or Information and Innovation System for Public
Service). The program has a motto, “One agency, One innovation.” This program encouraged
every layer of government, from the national level to the sub-district level, to improve their
public service through innovation. The government committed to giving incentives and
connecting the top 100 innovations to each other to build an improvement ecosystem. This is
also facilitated by the UNPSA (United Nations Public Service Award). Banyuwangi was
experiencing high maternal death cases during the period of 2013-2014, the community health
center in Sempu district took a chance to improve its health care delivery by creating an
innovative program using the SINOVIK platform. The program addresses the health issue
through a constructive collaboration between the community health care workers and the health
authorities, together they design a new concept of caregiving. The previous vignette describes

the dilemmatic choice Bendi had to take that abruptly ended by the death of his wife while
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seeking care, and the vignette in the next chapter will show how the care has been transformed

through collaboration and inclusivity using a biosocial approach.

Addressing the Issue Through Collaboration

First established in November 1979, the Sempu community health center covering three
villages and ten sub-villages, 85 km? of a catchment area, providing care for 32.000 people, 6000
thousand people among the total population living in the remote mountainous area. Sempu
district is located 514 meters above sea level, with 37% of it being a mountainous area. In 2015
the region suffered from a high maternal mortality number; as many as 25 deaths occurred. The

community health center (Puskesmas) identified three major factors as the cause:

e Lack of data on pregnant and high-risk pregnant women due to insufficient active case
finding

e the overwhelming workload of the midwives and doctors in the Puskesmas, they were not
only in charge of providing health and medical services but also in administrative work.

e Lack of staff to perform a proper active case finding. (Dinas Kesehatan Kabupaten

Banyuwangi, 2018b)

Addressing those major issues, the community health center constructed a team to create an
actionable plan, and they came out with an innovative health program called "Pemburu Ibu
Hamil Berisiko Tinggi,” or "The High-Risk Pregnancy Hunter." The goal is to reduce maternal
death through a collaborative framework with the community health care worker. The program
serves as a catalyst for transformation, not only ensuring the delivery will take place in the health

care facility (Puskesmas and the referral hospital) but also ensuring the quality of service and
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accompaniment given by the community health center. To ensure the strength and the quality of
care and service, the program moves its system’s value from the one based upon “what doctors
and professional health care workers do” to a value that surrounds "what patients need." To

fulfill this value shifting the community health center together in collaboration with the
community health care worker and the community leader created a movement through

diplomacy with the local government, proposing a sufficient amount of change in the elements of

health care service to support their goal:

e Staff: Permit from the regional government to increase health care professionals’
recruitment and wage allocation (general practitioners, intern GP, intern midwives,
midwives, nurses, dentist, administrative staff)

e Stuff: increasing allowances to withdraw more drugs from the national formulary,
dedicated ambulance for maternal health services, collaboration with a community
member through the recruitment of cadres (trained, paid, supervised, and evaluated)
consisting of 5 candidates from each village and women mobile vegetables seller

e Space: Grant from the regional government to construct the new unit, including maternal
care unit, TB unit, HIV unit, and health information center.

e System: Increased capitation — increased budgeting, incentives for the health care worker,
collaboration with NGO for improvement (refreshment course, health services training,

capacity building) (Bobrow, 2021)

Through multiple negotiations and adjustments that took almost six months, the district
government and the regional government the quality of caregiving by restructuring the budget

from both regional and national government through Bantuan Operational Khusus (National
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Special Operational Aid), Alokasi Dana Desa (Village Fund Allocation Scheme), and Regional

Fund for Innovation and Health Program.(Dinas Kesehatan Kabupaten Banyuwangi, 2019).

The innovative health program is a form of consolidation and an effort to bridge a
communication gap between the community health center and the community itself. When the
district suffered from a major blow of maternal death cases, it became apparent that although the
health authorities tried to progress the quality of service and implement all the programs they
have made dedicated to what they thought their community needs, they did not include the social
reality, the social forces as to the fact that poverty, poor housing, distance to the community
health center, paternalistic pattern within the society all of those influence people's agency to

achieve health outcomes that they deserve.

Individual agency, especially for the women in Sempu, is highly influenced by the
paternalistic system and religious orientation within the family that impact the scope of the
individual capacity to make choices, especially during their experience of illness, the need to
always ask for their husband or prominent male figure in their family to allow them to go to the
health care facility. Using the national government Program Kesejahteraan Keluarga (Family
Welfare Program), the new and first female elected regent stimulates women empowerment by
supporting the involvement of women as community health workers in reducing maternal death.
This good political initiative broadened and strengthened the agency of women in the district to
better access health care. One of the most pivotal aspects of this movement is the involvement of
the male figure, usually a husband, in sharing the responsibility of care for their wives; this is

conducted through monthly "Ngopi bareng” or “Coffee break” forum where the husband or a
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prominent male figure are invited into sharing session that builds their awareness of the

importance of health and caregiving (Dinas Kesehatan Kabupaten Banyuwangi, 2018a).

The movement and the innovation that emerged from within the community and based on the
collaborative effort addressing what everyone believes as their right as an individual is a form of
consensus put into action. Prior to the emergence of this innovative health program, Sempu
community health center was ill-equipped to serve a population that was both huge in number
and geographically challenging. The maternal health issue has been there for years; the
community health center did what they call "the national recipe," a set of health programs from a
national government designed and implemented without acknowledging the local "health
reality." Through collective goodwill during the time of crisis when the cases of maternal death
increased, both the caregiver and the care recipient sit and move together to achieve their right,

to have a trusted system that generates quality health care and outcomes.

If we look the root cause of the maternal death in Sempu we then realize that it is not wise to
put the blame on the society, describe them as a group of people who lack awareness of their
own health simply because the did not obey what the health campaign said nor judging the lack
of the community health center preparedness to deliver health care, will solve any problem.
Systemic and systematic analysis is needed. The social determinants of health are important, but
acknowledging fissure within the society that caused by the structural violence is particularly
essential, in the next chapter, the structural violence and biosocial approach, one particular
national government’s decision to change the system that leads to this element will be dissected,

the chapter will also discuss the value and impact of biosocial approach.
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The occurrence of the Structural Violence

For Indonesia, maternal mortality has been a priority commitment for the national and
local government, but mitigation of this issue takes beyond medical approach, and health
regulation or policies is not a silver bullet. One example of this was when the national
government passed a new health bill, health bill no. 33/2004, clause 108 in 2004. The bill
marked the beginning of decentralization era of the Indonesian health care system. The bill
enhanced the provincial and regional government autonomy to manage the health budget scheme
and local health regulation. On one hand, the responsibility transferred from the national
government to the local government, which increased the chance for the local government to
construct and implement health system that most suited their area of service, however on the
other hand, the local government’s preparedness including knowledge on how to measure,
create, and manage health budget as well as to construct and implement a trusted health system
vary from one another (Indonesia Ministry of Health, 2007) . This resulted in an uneven
distribution of health budget, human resources, drugs supply, medical equipment logistic which
in return further jeopardy the health of the people especially those who live in poverty. This
unintended consequence of what ought to be a solution that turned out to be an added burden to
the existing challenges, and became a lesson learned by the government to really take into

account social forces that profoundly impacting the people not just the system.

In 2017, the Indonesian government, through the Scientific Committee of International
Conference of Indonesia Family Planning and Maternal Health, declared that the Maternal
Mortality Rate in Indonesia reached 177per 100,000 live births (Susiana, 2019). In 2018, the
minister of health of Indonesia released data mentioning that 24% of death were occurred during

pregnancy, 36% during delivery and 40% during post-natal care. These are caused by various
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factors ranging anemia to lack of nutrition, eclampsia to post-partum hemorrhage to

comorbidities such as tuberculosis, hypertension, and asthma (Rokom, 2021).
Biosocial approach as a gate opener for a thriving health care system

Socio-cultural determinants are an important element to be systematically considered in
designing approach to manage the issue, these determinants include lack of access to quality
health care caused by absence or insufficient financial support, poverty that leads to malnutrition
and ailment that impact the pregnancy, distance to health care facility and transportation
availability (Susiana, 2019). It is clear that the magnitude of the problem is not rooted in bio-
medical aspects only. Community health centers in Indonesia have been at the forefront in
primary health care delivery since late 1970s. These district level health care facilities, or
Puskesmas, are responsible for early detection, prevention, and promotive action as well as
primary curative care (Indonesian Public Health, 2016). Often times, the strategic function of
Puskesmas, which is be with the community not just within the neglected community, means that
most of them see themselves as a health care organization that deliver health care through
medical and public health approach without counting the social, economic, and political forces

that surround the health care system and the community itself.

Sempu Community Health Center is one among 9,993 community health centers in
Indonesia, each one or two (depending on the catchment area and the demographic composition
of each area) located at a district level across 7,094 districts in more than 17,000 Islands in
Indonesia. Sempu District is located in East Java Province, with total population of 32,149
people. Among this number, as many as 7,895 women are at their reproductive age and 5,984

couples are considered a fertile couple. Within 85.02 km? catchment area, 37% of its geographic
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area is considered mountainous land. Sempu is also a plural community, meaning most of the

population (31,000 people) are Muslim and the rest are Hindu, Christian, and Buddhist.

In 2015, there were 576 cases of maternal deaths and 5,000 infant deaths in Sempu
district. In East Java Province the same year, in Banyuwangi (the region of Sempu district), there
were 25 maternal deaths and 163 infant deaths. Sempu was the district that suffered the most. At
first it seems that the medical conditions were the only issues needed to be addressed, but if we
look carefully and see it from the individual vantage point of those who suffer, it is far beyond
the medical conditions, geographical factors, and demographic composition. Social forces such
as poverty, poor housing, inadequate basic life necessities such as clean and running water,
electricity, food, and even gender inequality were all needed to be systematically addressed,
because all of them contributes significantly to the agency of the individual to achieve not just
quality health care but health outcomes that can improve their physical and mental health and

enhance their social life.

Facing a massive challenge due to the high maternal mortality, the trustworthiness of the
Sempu community health center (Puskesmas) systems was at jeopardy and so were dozens of
pregnant women who supposedly had access to health care as promised by the government
program. Trusted systems are built upon quality care that delivers impactful outcomes. The
recognition of both biological and social forces or determinants behind this particular crisis first
came from the field worker, the community health worker who were trained to become a village
cadre focusing on active case finding. When the crisis struck, the community health worker had
no choice but to speak up and revealed everything that they saw. From their point of view, three
factors were so impactful regarding the crisis. First were geographical challenges The distance to

community health centers were approximately one hour drive from most of the villages,
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especially the one near the mountain top, the mountainous area with a winding rocky road can be
very dangerous. Second, the poverty itself, although the local and national government get most
of the community members covered by national health insurance, it doesn’t covers everything,
such as the transportation cost. Additionally, the majority of the villagers are farmers, who
cultivate their own land and work for processing industry with an average income of $90 USD
per month (BPS Kabupaten Banyuwangi, 2019), which can be very burdensome. Last, but not
least, was the advocacy from the community health worker. They were able to listen to the
community but when they delivered the message of those who suffer from sickness, there is no
support system that allowed their voice to be heard and turned into a helpful action. In short they
demanded collaboration from across sectors, village authorities, district government, the

community health center itself and even the regional government.

At the same time, the community health center’s team also identified three major factors
that they thought had been the root causes of the crisis. First and foremost was the human
resources. They were claiming that they did not had enough doctors and midwives to deliver
quality health care. Secondly, the low awareness of the community itself, despite the massive
campaign through education and preventative promotion plan that had executed tirelessly. Third
was overloaded paperwork and reports that had overwhelmed the professional health care worker
and shifted their attention from serving the patients to prioritizing their time for reports for their
superior (regional government). The head of Puskesmas then facilitated a forum that aimed to
bring everyone’s findings to the table and achieve consensus. At first it seems like a never-
ending debate, before finally they agreed to invite several community member and leader to the
meeting and ask their opinion. During the second forum it was clear that what the community

health workers have spoken before were simply the voice of the community itself. Most of the
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maternal death were caused by barriers to health access, including those due to remote locations
of the patients and the lack of financial support, in this case, for transportation and nutritious
food needed to maintain the pregnancy. and the advocacy where the voice of those who suffer
never been facilitated properly. The forum finally achieved a mutual consensus where they
addressed the crisis by involving a cross-sectoral collaboration, including the regional
government. Systematic steps were taken, first they improved the quality of active case finding
through hiring more village cadres, trained them properly, and increased their incentives through
collaboration with the village’s authorities, each village allocated part of their village fund
(which came from the national government) to compensate the community health workers.
Through this rapid, extensive, and effective case findings, data was gathered and presented to the
regional government. Based on the data, the attention of the regional government was
successfully drawn and through the regional health office the government allocated more budget
and ambulance to help improve the quality of care. At the same time, the Puskesmas redesigned
their internal health system by recruiting more doctors and midwives, upgrading their maternal
ward bed capacity, loaded their pharmacy with more drugs and equipment supplies and most
importantly they did strengthen their referral system with the district hospital through
preliminary data transfer, meaning that the hospital will be informed the number and medical
record of the potential high risk pregnancy patients that could be a referral candidates, this

enables the hospital to prepare and respond adequately in case of emergency.

This approach and the transformation that follows were the beginning of the innovative
health program developed through cross-sectoral consensus and executed through collaborative
framework that mitigate the crisis by involving both the community including the community

health care worker, later called Pemburu Bumil Resti or High-Risk Pregnancy Hunter as the
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program catalyst and the Puskesmas as the care provider. The innovative health program called
Stop Angka Kematian Ibu dan Anak or Stop Maternal and Child Mortality, later renamed as
Pemburu Ibu Hamil Resiko Tinggi or High-Risk Pregnancy Hunter, was dedicated to refocus and
redesign the health system through putting outcomes that matter to the patients as its value. This
program is executed by enhancing active case finding through community health worker
empowerment, free ambulance service, full insurance coverage, creating waiting house in each
village through community participation and volunteer, and improving the quality of maternal
health care service within the Puskesmas. Above everything, the cohesive biosocial approach
that includes both medical and social aspects and forces in its collaborative framework is the key

ingredient of this program.
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Part 2: Factors That Foster Collaboration Between Health Care Authorities and Community
Health Workers in Rural Indonesia

Introduction

Despite its burgeoning economy marked by an increased GDP from $1.06 trillion in 2019
to $1.19 trillion in 2021 (World Bank Group, 2021), the maternal mortality rate in Indonesia
continues to be unacceptably high. In 2021, there were 7,389 maternal deaths, a 59.69% increase
from the 4,627 deaths in 2020 (Indonesia, 2022). Based on the South East Asia Regional Statistic
in 2017, Indonesia was placed third among countries with the highest maternal mortality rate at
177 per 100,000 births (Indonesia, 2022). This number echoes the ongoing struggle faced by
expectant mothers across the nation. The Sempu Primary Health Center in Sempu Sub-district,
Banyuwangi Region, Indonesia, initiated an innovative health program to reduce the maternal
mortality rate in collaboration with community health workers and multiple stakeholders, called
SAKINA-Pemburu Bumil Risti, creating a unique partnership. One year after its implementation
in 2013, the program was able to reduce the MMR from 16 maternal deaths within the period of
2012-2013 to zero. Since then, the program has been able to maintain this number in the Sempu
sub-district. Further, the program has been replicated in more than 45 other community health
centers across the region (Kusairi, 2023). The program’s sustained implementation and
achievement emphasize the importance of collaboration between health care authorities and

community health workers to improve quality health care delivery.

Effective collaboration plays a significant role in successful health program
implementation. Programs often cannot be sustained leading to inconsistent and lower-quality
care delivery due to lack of collaboration. Although collaboration has been known as a powerful

ingredient for program execution, many public health programs are unable to sustain it, therefore
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cannot produce long-term impact on community health and wellbeing (Kreuter et al., 2000).
Collaboration is defined as conveying “the idea of sharing and implies collective action oriented
toward a common goal, in a spirit of harmony and trust, particularly in the context of health care
workers” (D’ Amour et al., 2005, p1). Studies investigating the role of collaboration in the
implementation of health programs have primarily focused on the achievements of the program
rather than examining the dynamic of collaborative relationships among the program team
members, in which the community health workers are included (Hicks, 2020). Community health
workers (CHWs) have been known as key players in improving health outcomes for underserved
communities through health care management, disease prevention, and health promotion
enhancement (Mukherjee, 2018). Based on these facts, there is a growing interest in crafting new
models of collaboration and interprofessional teamwork among health care program stakeholders
(Franklin et al., 2015). The global need to integrate interprofessional education and collaborative
practice is part of the WHO’s priority agenda to strengthen the primary health care system

(Gilbert et al., 2010).

We conducted a qualitative study among thirty-four participants in the rural Banyuwangi
region of Indonesia to determine the elements that cultivate a collaborative relationship between
community health workers and health care authorities in implementing SAKINA-Pemburu
Bumil Risti Program, thereby serving as the fundamental building block of the collaborative

model in program implementation.

Methods

Study Settings
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In 2013, Indonesia's MMR was recorded at 207 per 100,000 live births, with
Banyuwangi's MMR reaching 142.1 per 100,000 live births, the highest in the East Java
Province, marking a staggering loss of life and a call to action. Banyuwangi is a region located in
the easternmost part of East Java Province. The High-Risk Pregnant Women Case Finding
Program, also known as SAKINA-Pemburu Bumil Risti, employs a collaborative model by
incorporating trained and paid community health workers into the program team to enhance the
implementation process. The population that the community health center serves includes six
tribes, each with its own tribal language, but the primary language spoken is Javanese, and most
of the people in the community speak Bahasa Indonesia, which is the national language. Despite
the diversity of the community served by the program, the collaborative model employed was

able to unify stakeholders and enhance the implementation process.

Indonesia has a rich history of taking measures to reduce maternal mortality rates, with a
steadfast commitment to addressing this critical issue through collaborative efforts.
Representatives from Indonesia attended the 1987 WHO meeting in Nairobi, Kenya, which
intended to address global maternal health through the Safe Motherhood Initiative. Soon after the
meeting, The Indonesian Ministry of Health held a regional meeting to translate policies into a
tangible plan. By the early 1990s, the country had launched a series of national safe motherhood
initiatives, utilizing its existing health care delivery structure through the community health
centers with its Posyandu program. Posyandu is a community-based health program in Indonesia
that focuses on maternal and child health services, established in 1984 as part of its efforts to
improve the health and nutrition status of mothers and children. In collaboration with the policy

community consisting of officials from the Ministry of Health, doctors, parliament members, and
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the Ministry of Information, the national government planned and executed the programs to

reduce maternal mortality.

In 1998, the village midwife program was implemented, placing midwives in Indonesia's
68,000 villages to further improve maternal health. Effective leadership by the national
government through the formation of the collaborative policy community was a key success
factor of the safe motherhood initiative in 1990s. The policy community had full control over
program planning and implementation, budgetary appropriation and resource distribution, and
mobilization of provincial and local governments. However, the political and economic crisis in
mid-1998 had a severe impact on the national motherhood agenda. In 1999, political and
financial power was decentralized to provincial and district governments, reducing the central
government's power and control over the implementation of safe motherhood programs.
Although a few district leaders continued to carry out the program, they tended to use the
resources for their own interests, such as gaining more votes and political capital through

physical infrastructure construction.

Despite the challenges faced by the decentralization of power, Indonesia's efforts to
reduce the maternal mortality rate have continued. The Ministry of Bureaucratic Reform in
Indonesia has implemented the SINOVIK program, which aims to foster the development of
innovative health programs and emphasize the importance of collaboration among multiple
stakeholders. This program is consistent with the core principle of the SAKINA-Pemburu Bumil

Risti program, which has demonstrated the success of utilizing a collaborative model.

Sampling and Recruitment
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The participants in this study are members of the community in Sempu Municipality,
including both permanent and transient residents. The participants were divided into five groups,
referred to as Group 1 through Group 5. Group 1 consisted of 12 full-time professionals who
worked at the Sempu Community Health Center, which is a government-run facility. Group 2
consisted of five village community health workers, while Group 3 included six active case-
finding community health workers, who are referred to as cadres. These cadres were recruited
from the three villages that are served by the health center. The cadres are trained by the health
center but are paid by the village council in their respective villages. Group 4 comprised five
women with a history of high-risk pregnancy who received treatment from the SAKINA-
Pemburu Bumil Resti Program. Group 5 included six community leaders who were also religious
leaders and chiefs of hamlet from three villages: Jambewangi, Tegalarum, and Sempu, which
will be referred to as Village A, Village B, and Village C, respectively. Purposeful sampling was
used to identify participants such that we included roughly equivalent numbers of participants

from each village.

Data Collection

This study utilized a qualitative approach to gain a deeper understanding of the factors
that foster collaboration among the participants. The Harvard Institutional Review Board and
Banyuwangi Regional Health Office granted approval to conduct the research. In-depth
interviews were conducted with all participant groups, while focus group discussions (FGDs)
were held with groups one, two, and three. Additionally, participant observations were carried
out during strategic activities such as monthly cadre evaluations and monthly meetings for
refreshments to gather further information. The interviews and FGDs were conducted in-person

in a private and secure location of the participant's choosing, either at their home, village health
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post, or the community health center. Each interview lasted between 60-90 minutes and was
recorded using a tape recorder. All interviews were conducted in Bahasa Indonesia. Participant
observations were conducted in-person for groups 1 and 2 and varied in duration based on the
activity being observed. These observations focused on the dynamics of collaborative interaction

and knowledge transfer between the health care authorities and the community health workers.

Participants were asked to provide written informed consent in Bahasa Indonesia.
Participants were informed that they could end the interview or exclude themselves from the
FGD at any time or withdraw their consent for any reason, but all participants maintained their
consent, and none withdrew. Open-ended questions were used during the interviews and FGDs,
including inquiries such as "What does the experience of caregiving mean to you?" and "Can you
please elaborate on your working relations and system dynamics between you as a community
health worker and the health care authorities?" Through these questions, participants were
encouraged to speak about their experiences in giving and receiving care from the SAKINA-

Pemburu Bumil Risti program.

The interviews and FGDs were transcribed and translated from Bahasa Indonesia to
English before being coded to construct categories and themes related to the formation of
collaboration, including collaborative frameworks and context-related enablers. In total, 34
interviews, 3 FGDs, and 2 sets of field notes were analyzed. A research assistant was hired to aid

in the transcription process and take notes during the FGDs.

Data Analysis

The analysis was conducted using an inductive content analysis approach. First, all

interview transcripts were thoroughly reviewed. Then, through an iterative process, a subset of
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transcripts was selected to open code the data. This process involved reading through the
transcripts, identifying quotes relevant to the research aims, and creating a descriptive draft of
the open codes. Twenty-two codes pertinent to the research were gathered and used to create the
final code book. The entire data set was then coded using the code book, with the help of
Dedoose software to facilitate the coding process. We used an inductive approach to thoroughly
analyze the coded data and identify a set of key emerging themes. The research team then
discussed the initial draft of these themes and used an iterative approach to examine for initial
detail in order to develop final themes. Based on our analysis, data saturation was achieved,
meaning that after analysis, no essential new themes emerged across our 34 interviews and 3
FGDs. We also engaged one participant from each of the three groups (groups 1, 2 and 3, for a
total of three participants) to give feedback to us during the analysis. This was conducted via

WhatsApp communication and Zoom calls.

Results

Participant Characteristics

Thirty-four individuals participated in this study: 6 males and 28 females. All participants
were involved in the SAKINA-Pemburu Bumil Risti program, whether as a caregivers, care
recipients, or key figures in the implementation process. Participants were recruited from three
villages which are the catchment area of the Sempu community health center. 12 participants
were recruited from Village A, 12 participants from Village B, and 10 participants from Village
C. Among all the participants, 12 individuals were identified as health care authorities working
for the Sempu community health center, 11 individuals as community health workers, trained

and paid by the program, and 11 individuals as non-health care authorities and non-community
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health workers; these are community leaders and health care recipients. Characteristics of

participants are depicted in Table 1.

Qualitative Results

This study examined factors that foster collaboration between community health workers
and health care authorities, focusing on the implementation of the SAKINA-Pemburu Bumil
Risti program in Sempu sub-district. Through inductive analysis of qualitative data, four key
findings emerged. The first three findings center around a collaborative model. We used these
findings to develop a collaboration model called the “Gas and Brake Management” model. The
model includes three phases which are the Acceleration Phase, Refreshment Interval, and Re-
Acceleration Phase, which are described as themes 1-3 below. Taken together, these phases of
the Gas and Brake Management model form a pattern that repeats itself to create a virtuous cycle
of implementation. The fourth finding highlights the context-related enablers that consistently

reinforce the Gas and Brake Management model. The findings are summarized in Figure 1.

Table 1. Characteristics of Participants (June-August 2022)

Mean (IQR) or N (%)
Gender
Female 28 (82%)
Male 6 (18%)
Respondent by village
Village A 12 (35%)
Village B 12 (35%)
Village C 10 (30%)
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Respondent by job

Health care authorities 12 (35%)
Community health workers 11 (32.5%)
Non-health care authorities and non-community health workers 11 (32.5%)

The results will start with a vignette that highlights the importance of quality health care
delivery and the vital role of collaboration in achieving this goal. The story portrays the benefits
of a health program that utilizes a collaborative approach to enhance the quality-of-care delivery,

resulting in positive outcomes for patients.

Vignette

Aminah's heart pounded as she clutched her belly and turned to her husband, Beni, tears
streaming down her face. "Something's wrong, Beni. I can't feel the baby moving," she cried out
in desperation. The memory of their first baby's tragic loss during labor a year ago flooded her
mind, and she feared the worst. Beni's panic was evident in his eyes, but he tried to conceal it as
he held his wife close. With no car and not enough money to rent one, they knew they had to act
fast and find help. However, living in the remote, mountainous area of Jambewangi village in the
rural East Java Province of Indonesia, the nearest community health center was at least an hour's

drive away, and it was the middle of the night.

Fortunately, Aminah had been advised by Siti, the active case-finding cadre from the
SAKINA-Bumil Risti program, because she was identified as a pregnant woman with high-risk
nine months ago; Aminah has hypertension. She was encouraged to have regular check-ups

during her high-risk pregnancy and the village midwife had continually monitored her health.
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Siti, a trained community health worker who works as a mobile vegetable seller, played a vital
role in Aminah's journey toward safe labor. Her knowledge of the village geography and close
relationships with fellow community members allowed her to effectively engage with women
experiencing high-risk pregnancies. Her primary job was to identify women with potentially
high-risk pregnancies, using a checklist given by the community center, and report it to the
village cadre and midwife, and they have a WhatsApp group to communicate. Then, the village
cadre, Yulfa, worked together with the midwives to routinely perform a physical examination on
Aminah to ensure her health condition was stable. This team carefully guided Aminah and her

husband to understand what it took to keep Aminah and her baby healthy and safe.

Even though memories of their previous loss haunted them, Beni vowed to do everything
in his power to save their unborn child. He called Bu Ning, the trained midwife in charge of their
village. After asking Beni several questions to determine whether Aminah was in an emergency
condition or not, Bu Ning instructed Beni to wait for Yulfa to come and prepare to bring Aminah
to the waiting house, a house located in the village designated as a transit house where expectant
mothers wait to be transported to the community health center by ambulance, due to the narrow

rocky road that the ambulance could only reach.

Bu Ning called Yulfa, the village cadre, who prepared the transportation with the help of
the hamlet chief to transport Aminah to the waiting house. In fewer than ten minutes, Yulfa
arrived at Aminah's house and examined her vital signs; then Yulfa reported this via phone to Bu
Ning. Later they concluded that she was stable enough to be transported to the waiting house.
After a tense ten-minute journey using auto-rickshaws, they finally arrived at the waiting house.
There, Aminah was thoroughly examined by midwife Bu Ning, who revealed that her blood

pressure had risen. She recommended that they take Aminah to the community health center,
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where they could monitor her closely and administer the necessary medications to keep both

Aminah and her unborn baby stable. The ambulance was ready to transport them.

Once they arrived at the community health center, the emergency nurse and doctor were
ready to spring into action. The doctor was given a detailed account of Aminah's latest condition,
and Bu Ning accompanied Aminah as she was carefully examined by the doctor. The doctor
administered medications to control her blood pressure and keep her and her baby's condition
stable. Her condition improved steadily, and four days later, she gave birth to a healthy baby boy.
Aminah and her husband named him "Surya," which means shining light. After years of waiting,

they finally had a baby, a shining light in their life indeed.

The preceding vigentte highlights the importance of effective teamwork and
communication among health care professionals, ultimately resulting in better patient health
outcomes. In alignment with the collaborative ethos underscored by the vignette, the following

section outlines our research findings.

1. Acceleration Phase

1.1 Multisectoral approach

The implementation team recognized that a key barrier to addressing the issue of high
maternal mortality rates was a lack of coherent understanding and involvement from various
stakeholders. To overcome this challenge, the team adopted a multi-sectoral approach, which
involves maintaining ongoing communication with a wide range of stakeholders from both
health care and non-health care fields. The study respondents describe that this is done through

bottom-up approach where the initiatives were taken based upon agreement made by the
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SAKINA-Pemburu Bumil Risti team and the community, this agreement is then used to gain

buy-in from the superior level including regional health office and the office of the regent.

“We involve them all, we talk to them, we build a mutual understanding with them from village
council leaders to municipal committees, from social department to religious group, so we can

gain their buy-in and political will.” (Health care Authority 03)

1.2 Consensus through community

The respondents highlighted that building consensus through community engagement
was key to improving the program. The program team uses this to garner support from the
community. The team invited community members into decision-making process, starting with
door-to-door conversations, and invited key members like male figures to forums held in the
village setting. The aim of those activities is to foster a sense of togetherness and responsibility

through open discussion and debate that will ultimately lead to consensus building.

“Well, I’'m not kidding when I said spirit-to-spirit communication, I mean, we need to make
everyone comfortable with the program right? So that’s why we need to make a decision
together, a mutual agreement, initially we even went door to door to convince the community
and their leaders to come to our forum, we need to be active and pro-active in approaching them”

(Health care Authority 07)

“We share, discuss, debate, and build consensus through village health forum and religious

gathering where everyone presents and feel comfortable to talk.” (Health care Authority 06)

1.3 Empathy-driven training

44



Participants explained this approach involves actively engaging with community health
workers through empathetic training. The training is an effective and easy to understand training
module that suits the needs of both programs and the CHW. Training and meeting schedules are
arranged upon consensus so the program will not interfere with their daily work schedule and the
HCA will help the CHW communicate their duties to their family and be a constant companion
in delivering the care. This approach is frequently mentioned by the interviewees as part of the
strategy that helped accelerate the program. Through this process they build positive emotional

bonds, leading to mutual understanding.

“We continuously meet them and deliver all the important information about the program and
mentor them to implement it through small communication forum and training sessions. We
created those activities to train them, but we did that all wholeheartedly, we accompany all those

cadre when they do the home visit during their training.” (Health care Authority 10)

“We are showing our empathy and sincerity throughout the process, and that’s why the program
thrives. It all goes back to the way we coach them, train them, we need to be empathetic and

sincere, so SAKINA-Pemburu Bumil Risti will be a useful program” (Health care Authority 05)

2. Refreshment Interval

The Sakina-Pemburu Bumil Risti team included a rest period in the implementation.
Participants emphasized the rest period as an important aspect of the program. The team felt that

working continuously could lead to fatigue and a lack of motivation.

This rest interval typically lasts between one to two months, and was marked by several
key activities such as retraining and motivation sessions. Invitations to participate in these events
are extended to various stakeholders such as village council members, women empowerment
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groups, hamlet representatives, and patients. The program team will also go on a trip to other
regions during this time to share and better understand other programs from other villages, and
will welcome community health centers from other regions who wish to learn and share their

experiences.

“The break was actually initiated by the SAKINA-Pemburu Bumil Risti team, as they felt that
working continuously would make them tired and lack appreciation would demotivate them.
Additionally, we are as community health workers are not paid that much, so we propose taking
breaks whenever our target is achieved. It's like taking a break and slowing down, although we're

still working." (Village Cadre 02)

"We'll take a break, so to speak, for one to two months, where we'll have a refreshment. We'll
also conduct training again, invite speakers to motivate the team, and evaluate the program
progress. The team will also go on a benchmarking trip to other regions. During this time, we'll
also welcome community health centers from other regions who want to learn and share with

us.” (Health care Authority 11)

3. Re-Acceleration phase

3.1 Positive competitive environment

The respondents described how the program team and the community leaders stimulate
the joint willingness of all stakeholders to work together through a collaborative process. This is
enhanced by the motivation to achieve recognition through participation in several competitions
at the local-village, regional, national, and even international level. The competitions also helped
to build a sense of commitment and determination among the stakeholders. This fueled the
ongoing improvement of the program implementation.
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“Once we announced that village who can reduce the maternal mortality rate or improve health
care delivery for pregnant women by helping the implementation of the program and therefore,

they will be rewarded with trophy, everyone jumps in to the boat.” (Community Leader 03)

“It was unprecedented, the competitive environment enhances the buy-in process, this also
happen at the superior level, between community health center, between municipality, and even

between region, so fascinating.” (Health care Authority 04)

3.2 Leveraging diverse stakeholders for collaborative problem solving

Respondents described interactive idea sharing between health care authorities and
multiple stakeholders from across different sectors as a critical step in collaborative problem
solving. This process involves actively sharing information and ideas, and working together to

develop actionable solutions.

The process begins with the identification of the stakeholders both from government and
community level whose role has an impact on maternal health. Health care authorities then reach
out to these stakeholders and invite them to participate in interactive forums and meetings, where
they will be engaged in a rigorous and interactive discussion. These forums can take many
forms, including small group discussions, workshops, or village forums. They will discuss best
practices, various factors that are impacting maternal health in the community, and innovative

solutions to enhance the program implementation and goals.

“We make activities that can bring closer the stakeholders, for example, we hold a focus group
discussion and workshop. That is what we did, creating a conducive environment to support
interactive idea sharing and engaging communication, those activities enable us to share ideas,
problems and generate idea.” (Active Case Finding Cadre 01)
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"Another benefit of participating in these competitions is that it attracts attention from other
parties, giving us the opportunity to talk to them and secure their support as donors. With the
recognition we receive, we become a destination for study visits and this brings financial benefits
to the program, because we get paid by the “visitors,” because we share our success tips. At
times, the SAKINA-Pemburu Bumil Risti team is invited to speak at events, which also

generates funding for us." (Health care Authority 02)

4. Context-related enablers

4.1 Exertion of local value, Gotong Royong

Participants frequently refer to Gotong Royong, which means “working together” or
“mutual aid,” as a pre-existing communal value within the society that evokes a sense of
togetherness and spirit of collaboration through a united feeling and mutual relationship. In
practice, Gotong Royong is often demonstrated through community activities. During the
implementation of the program, both the program team and the community worked hand in hand
in building the transit house, transporting the patients to the community health center from the
remote areas, and providing care and companionship to their neighbor who is experiencing
illness. The program team would even involve patients and their families in program

improvement through discussion and idea sharing.

“The community also helping with providing care and companionship to their sick family
members and neighbors. This is a great social capital, teamwork is important, if it wasn't for this,
it would be difficult for the SAKINA-Pemburu Bumil Risti program to be successful."

(Community Leader 06)
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"Actually, we are also assisted by culture, yes, the culture as Easterners, Indonesians love to
work together, we take advantage of this sense of unity and tolerance to make this program well
implemented, what is important is that the communication is good, the community understands,

then they will all actively participate in the program." (Health care Authority 01)

“We are lucky because here the community has a very strong sense of ownership and
togetherness. We enhance that social capital by changing the mindset of ‘keeping the village
healthy’ to ‘keeping everyone healthy’ so we have many villages and although they came from
Jambewangi village they will also care with people from Tegalarum village. This is important to

keep the community wellbeing as a whole” (Community Leader 04)

4.2 Charismatic leadership

4.2.1 Authentic connector

Respondents often described the program leader as an individual who has a genuine and
sincere approach to communication, which enabled him to resonate and create a meaningful
connection with others. The leader brought people together and orchestrated effective
communication, even in challenging situations. The interviewees described the leader as able to
engage with their audience on a personal level, through their voice, body language and authentic

self, capable of bringing people together and inspiring them to work towards a common goal.

“I must say, his voice and his body gesture are very authentic, Mr. H voice congested voice
sounds always excited, even blind people can recognize his presence in the room. Last week
when we were asked to share with leaders from 28 community health centers from central Java,

everyone was so excited although he talked for 3 hours nobodies seemed tired or sleepy. He
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jumped, dance, and even run from one corner to the next, he connects us, he is funny.” (Active

Case Finding Cadre 01)

“His heart is very gentle, when he talks people listen to him, because somehow we know he is
genuine and sincere, he helps us a lot already, even the head of the region came to our village
after we build the transit house. This is because of his sincerity, more and more community
members willing to participate in the program as a cadre sometimes just as a volunteer.”

(Community Leader 04)

4.2.2 Visionary outlook

Participants explained that one of the main elements that supported the collaboration was
the strong belief in the possibility of achieving a unique and ambitious goal, rooted in a deep
sense of purpose and an unshakeable confidence in one's abilities to achieve that goal. In this
case, the program leader who is able to generate this outlook is also believed to possess
"kharomah," a combination of profound belief, confidence, and purpose that makes others

believe in the leader’s vision.

“Trust me, there is something about him that made us agree with what he said, he has
‘kharomah’. His is not only confidence and authentic when he talks but he has a goal that
although sometimes the goal somehow too high he made us believe that that goal is achievable,
his vision is distinctive, as if he can see the future, “sidik paningal” (visionaire). (Health care

Authoritiy 04)

“I don’t know how to describe it but his plan is always too futuristic but when we work together
everything seems achievable. The energy he gave us makes us able to deliver. He is a walking
PLN (National Energy Company), ahahaha. We love his vision, he makes us dare to dream and

50



fear not about thinking big, sometimes we scared about our idea seems too heavy to carry and
too complicated but then we can do it, we believe in the vision and God help us.” (Active Case

Finding Cadre 05)
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Figure 1. Gas and Brake Management Model
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Discussion

We found that collaboration among the key stakeholders in the health care program
supported by context-related enablers played a significant role in the program implementation
and scale-up. After carefully examining the data, we were able to uncover the pattern of the
collaboration model. We named this the Gas and Brake Management model. The name refers to
the process of managing and implementing change in a controlled and gradual manner, balancing
the need for speed and progress with the need for stability and control. We identified three
phases included in this model as the Acceleration Phase, Refreshment Interval, and Re-
Acceleration Phase, these phases form a pattern that repeats itself to create a virtuous cycle of
implementation. We also identified important context-related elements that enable the model to
be successful, specifically the exertion of local value which is the communication of the value of
the program to local community value, called gotong royong and charismatic leadership. The
integration of this gas and brake management model with the enabling factors specific to the
program's context ensures that the program can be continually improved and also serves as a

strategy to overcome some implementation obstacles such as lack of funding and staffing.

In the field of implementation, the concept of “change management” tries to redefine how
leaders perceive the process and the goal, and to expand the focus from tangible profits to
broader values such as team motivation, quality delivery and communal engagement.
Organizational change is aimed at adapting the procedure and re-aligning the system, therefore
new models will be required to ensure this transformative process (George, 2016). The gas and
brake management is a model developed from the implementation pattern of the SAKINA-
Pemburu Bumil Resti Program. The first phase, the acceleration phase, emphasizes the

importance of three pillars. The first pillar is raising collective awareness using a multi-sectoral
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approach through the spirit of inclusivity that will establish a relational capacity among the
stakeholders that has the ability to support the program implementation (Cicognani et al., 2020),
The second pillar is consensus building with the community. This is a pivotal element where the
program nurtures and enhances the sense of togetherness among the health care recipients, the
community. The third pillar is empathetic driven training for the community health workers. This
training must thoroughly attend to the pivotal social needs of the team member, including mutual
accompaniment, flexibility of training schedule, and a training module that reflects cultural
sensitivity and that enhances sense of respect and emotional bond among the team members (le
Roux et al., 2020). Primary care health teams have a higher chance to achieve successful
teamwork and collaboration when they include CHWs as an integral part of the primary health
care team, and when CHWs represent the population they serve (Franklin et al, 2015). In the end
the acceleration phase is dedicated to build and balance the three essential interdependent
connections needed in the implementation of the program. The first connection involves a
relationship that extends upward, towards the stakeholders who hold authoritative power within
their organization-who keep the gears moving. The second connection involves a horizontal
relationship - a bond between the peers that links the team. The third connection involves a
relationship built outward - one that reaches from the heart of the program towards the
community and the health care recipients it serves. These three connections create a symphony
of interactions that requires careful orchestration to ensure the initial phase of the program
implementation runs smoothly through support and buy-in gained from all stakeholders, the
connections depicted in figure 2. The program can then accomplish the task in the first phase
which includes active case finding, preliminary health assessment of high-risk pregnant patients,

classes for pregnant women, home care, and follow-up visits.
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Figure 2. The pattern of three-way interdependent connections among the team and all
stakeholders.

The refreshment interval is a phase where the team carefully assesses the work completed
in the acceleration phase. The objective of this interval is to provide a break to the team, a chance
to appreciate, recharge and refresh their efforts. They are encouraged to participate in an
“excursion” to visit each village where they will gather with the community to gain feedback on
their performance. These excursions also allow the team members to mingle with the community
in a casual setting, with food and drinks served (Loehr & Schwartz, 2003). The team will also
have the opportunity to travel to other towns or regions to share their experience and to learn

from other community health centers. This phase serves as a moment to pause, reflect, and
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evaluate the program's progress, allowing the team to take a breather before the next

improvement step (Hicks, 2020).

The last phase of the gas and brake management model is called the re-acceleration
phase, and it consists of three crucial elements. The first element is a positive competitive
environment that serves as a launching pad to achieve better outcomes by gaining more attention
from potential donors and shareholders. This is conducted through competition in several layers
of settings: inter-village awareness competition, inter-community health center competition in
reducing maternal mortality rate, and inter-governmental (regional and provincial) level
competition for the best and most impactful program. The competition gives not just a tangible
reward in the form of financial support or enhancement training but also intangible rewards such
as brand, reputation, and sense of fulfillment among the team and the stakeholders. The second
element is collaborative problem-solving through leveraging diverse stakeholders. While
challenges are inevitable during the implementation, it is of paramount importance to establish a
structured communication framework to consolidate multiple perspectives that lead to solid
actionable solutions. The village forums, small group discussions, and workshops serve as media
to carry out this work (Lenhoff et al., 2022). The third element is collective resource
mobilization, this is a process that is fueled by a spirit of joint effort initiated by the program
team involving multiple stakeholders and external parties to improve program implementation
and expand areas of achievement. This is done through fundraising, forums to discuss continuous
improvement strategies utilizing feedback data, and through novel knowledge and experiences
gained during the refreshment interval (Nkrumah & Mensah, 2014). Overall, the re-acceleration

phase serves as a fortifying phase where steps are taken to maintain, sustain, and improve the
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implementation process using all resources through established networks and existing

communication channels.

The gas and brake management is a model consisting of a pattern that forms a positive
feedback loop of continuous program improvement. This study also discovered two important
context-related elements that became crucial enablers of the management model. The first
enablers is exertion of local value. The program implementation steps are aligned with the local
value as a result of the integration of the local value (Campbell, 2020). Gotong royong, is a
traditional value and way of life of the Indonesian people that has been deeply ingrained in the
culture for centuries and continues to play a vital role in the daily lives of the people. The term
means "working together" or "mutual cooperation". It is a value that emphasizes the importance
of cooperation, mutual assistance, and shared responsibility in achieving a common goal
(Suwignyo, 2019). This local value resembles the concept of social citizenship which invokes
provision of welfare (Mack, 1964). Local values such as this have been known to play an integral
part in ensuring coherency and stimulating sense of commitment towards a common goal. In the
Philippines, there’s a similar concept called “Bayanihan” where people intuitively perform
solidarity and go to help those in need without expecting a reward (Ealdama, 2012). Chinese
culture has the concept of “Guanxi”, a personal relationship or social connection that enhances
the mutual relationship among the community (Zhang & Hong, 2017). In Africa “Ubuntu” is a
profound concept of the art of being a human being. Ubuntu encompasses values such as sharing,
caring, intense humanness, and compassion (Tarkang et al., 2018). These enabler values are
similar to gotong royong, which is the core structure in the construction of resonance of the
program, from its conception to its impactful implementation, giving a clear view of the team as

to how to connect, leverage, communicate, and become aligned with the context, strengthening
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the sense of ownership. In the context of this study, we can see that the interactions between
individuals, institutions, and authorities have a synergistic pattern based on the role of local
endowments in the form of intangible assets such as gotong royong (mutual cooperation). We
recognized already that the development of connection channels and three-way communication
is crucial in the acceleration phase of the gas and brake management model. These are the “blood
vessels” that enable the flow of the process, and gotong royong is the blood that runs through the
vessel, the spirit of the work. Furthermore, the sense of ownership that arises from this process
provides its own resilience in facing challenges when implementing the program. Therefore, in
the implementation of community health programs, we need to identify local values and then

integrate them as a spirit within our programs.

The second important context-related enabler we found in this study is the leadership
style that provides a bridge to strengthen relational capacity. The particular style exhibited in the
SAKINA-Pemburu Bumil Resti program is heavy in the element of the “likable” qualities in the
eyes of the leader’s “followers”, especially the team members. One particular characteristic of
this leader is that he is able to develop a group of future objectives that are idealized and that
embody a shared perspective among followers while also appearing to meet their needs. As
future goals become increasingly idealized, they diverge further from the current situation, and
this creates a perception that the leader has an exceptional vision beyond that of ordinary goals.
This attribution enhances the uniqueness of the so-called charismatic leader, resulting in
increased admiration and a greater likelihood of team members seeking to emulate the leader's
qualities (Conger & Kanungo, 1994). The emergence of value alignment between the leader and
the team members as well as the leader’s colleagues who are the key stakeholders that came

across different sectors with varying levels of authority was noticeable. It is not just the persona
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and the vision of the leader that is attractive but also the value instilled in the vision that
resonates with the people in his surroundings. This makes the style of this particular charismatic
leadership a socialized one (Murphy et al., 2015). The socialized charismatic leadership concept
suggests that the values professed by socialized charismatic leaders should align with the values
of their employees. This is due to the fact that these leaders are highly adept at transmitting their
values effectively. Consequently, employees are drawn toward their leader's values and vision
(Brown & Trevifio, 2009). A unique attribute that also makes the charismatic leadership style
work in this setting is the resonance of the leadership style with the local communal value,
gotong royong, the resonance enables the leader to create a connective communication channel

that holds the collaborative ecosystem together.

Since its inception in 2013, the SAKINA-Pemburu Bumil Risti program has
demonstrated an unwavering commitment to maternal and child health, achieving remarkable
outcomes. The program has successfully facilitated the involvement of midwives in health care
facilities, resulting in a 100% delivery rate with the aid of midwives. Prior to the program's
initiation, this rate was only at 78%. Furthermore, the program has contributed to the increase in
antenatal care visits during the first and third trimesters from 78.3% and 73.2% respectively, to a
100% attendance rate. Using the existing model, the program's success has been so profound that
it has been replicated in 45 community health centers, underscoring its efficacy and potential for

widespread implementation.

Through this study we gathered a profound and rich dataset that enabled us to construct
an implementation model, the Gas and Brake Management model, which explains the “why” and
the “how” behind the successful implementation and scale-up of the SAKINA-Pemburu Bumil

Risti program. We acknowledge the following limitations of this study. First, despite the
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noticeable success of the program, as evidenced by its impactful outcomes, extensive longevity,
and numerous replications, we were unable to compare the efficacy of the gas and brake model
in alternative settings due to the limited length of data collection and local bureaucracy. Second,
since the context of this study is a rural area that has a strong local uniting value, the model
might not form a similar pattern or achieve the same outcomes for other areas such as urban
areas, where the social capital context is different. Therefore, those limitations might limit the

generalizability of the findings to other settings.

Conclusion

The Gas and Brake Management model is an effective model for implementing and
scaling up health care programs, this model has three phases that form a positive feedback loop
for continuous improvement. This model emphasizes the importance of collaboration among
stakeholders. Integrating this model with enabling factors specific to the program's context can
help overcome implementation obstacles such as lack of funding and staffing. Overall, the model
may provide a structured approach for leaders to adapt and align their programs to ensure
successful implementation, continuous improvement, and re-aligning of the system towards a

transformative process.
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