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INTRODUCTION
Background

Reducing maternal mortality in Indonesia—currently estimated to be 340 deaths per 100,000 live
births—has been a priotity for Indonesia’s Ministry of}'{ml@l\.‘l( YH) since 1991. Between 4.5 and 5
million women give birth in Indonesia each year. Only 66% of women in Indonesia and 48% of
women in West Java give birth with a skilled provider (Statistics Indonesia and ORC Macro 2003).
Approximately 7% of all live births are accompanied by self-reported excessive postpartum bleeding,
or postpatrtum hemotrhage (PPH), and PPH is estimated to cause almost half of the 18,000 maternal
deaths in Indonesia each year (Central Bureau of Statistics 1991; Central Bureau of Statistics et al.
1998). The percentage of maternal deaths due to PPH in Indonesia (45%) is much higher than in
other parts of the world, such as sub-Saharan and West Africa (25% and 27%, respectively).

2
PPH can lead to death within 2 hours if it is not managed immediately. lgcnuse it is impossible to
predict gfho will get PPH, all women who give birth should have present a skilled provider who can
perform active management of the third stage of labor. This involves giving an inje@fon of oxytocin
(10 units intramuscularly) immediately after the birth of the baby, using controlled cord traction to
facilitat@llelivery of the placenta, and massaging the uterus to keep it contracted after delivery of the
placenta. Giving women oxytocin immediately after childbirth is probably the single most important
intervention used to prevent IfAH (Goldberg, Greenberg, and Darney 2001). Women given oxytocin
lose less blood, decreasing the incidence of PPH and anemia. A woman who receives oxytocin
delivers her placenta faster and is less likely to require manual removal of her pn:enta. a painful
procedure that increases the risk of infection. Other uterotonic drugs, such as prostaglandins, are
effective in controlling hemorrhage but most have the disadvantages of being more expensive and
having increased side effects such as diarrhea, vomiting, and abdominal pain. One notable exception
is misoprostol (C}'totec‘i’, Searle AG; Misoprost®, Cipla Inc.), a prostaglandin E, analogue that is
available in tablet form. Although first developed for treatment of stomach ulcers, misoprostol has
become an important drug in obstetric practice due to its ability to make the uterus contract and
become firm (Goldberg, Greenberg, and Darney 2001). Its action is similar to oxytocin, but its
advantage over oxytocin—which can be given only by injection—is that it is stable at room
temperature and can be given orally, vaginally, ogectally. Furthermore, misoprostol is relatively
inexpensive and does not require administration By a skilled provider.

Studies have shown that misoprostol is effective and very safe for preventing PPH, gRefae_\' etal
(1997) showed that misoprostol given immediately after birth of the baby resulted in significantly
lower rates of PPH than when no uterotonic drug was used. This finding has been confirmed by
several other studies (as reviewed by Brockhuizen 2000).

Compared to oxytocin, misoprostol is slightly less effective in preventing PPH. ﬂmta-anal}'sis of
q:vcral studies found that 18% of women would have PPH if no uterotonic drug were given, 3.6%
ould have PPH if misoprostol were used, and 2.7% would have PPH if oxytocin were used
(Prendiville etaal. 1988). In hospital settings or when proper storage conditions and safe injection can
be guaranteed;®xytocin is preferable to misoprostol for active management of the third stage of
labor (Giillmezoglu et al. 2001; Hogerzeil, Walker, and De Goeje 1993). In other circumstances, such
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e Can women giving birth at home, unaided by skilled providers, accept and correctly take
misoprostol immediately after the birth of the baby, based on education provided during the

antenatal period?
® llow acceptable is misoprostol to women teceiving it?

e llow cffective is misoprostol when controlled by the woman?

METHODS

The study prulucul, which called for a non-random experimental design, was approved through the
Western Institutional Review Board (WIRB) in the US, on behalf of JHPIEGO as an affiliate of The
Johns Hopkins University (JHU) and partner of the MNH Program,; the University of Indonesia
Institutional Fithical Review Board; and the Indonesian MOH. The study was also reviewed and
authorized by POGI,

Timeline

The study review and authotization timeline is shown in Table 1. The review process included
national-level recogmition of the serious problem of PPH by the MOH and the need for appropriate
socialization among regional- and district-level health departments and community orientation to
support the use of misoprostol.

The implementation of the PPH Study had a 12-month timeline (Table 2) and occurred in three
phases: matenials development and field team training; participant entollment, distribution of
misoprostol, and data collection; and data analysis and dissemination and presentation of results.

PPH Study training modules were developed by MNH /Bandung field staff based on the study
protocol and implementation strategy. The orientation and training of the field team was
accomplished by the study manager, field epidemiologist, lead field supervisors, three trainer
midwives, and two obstetrician physicians. Initially, the eight field supervisors were trained 10-12
September 2002, The field supervisors then assisted with the three training sessions, conducted from
16 September to 5 October 2002, to train the midwives, postpartum interviewers, and community
volunteers, The ficld supervisors, midwives, and postpartum interviewers were given a 3-day
orientation and training session, For the community volunteers, the training session was extended to
5 days to allow for additional role play and practice with the counseling material. An integral part of
the training for ficld implementation teams was strengthening their skills in facilitation, counseling,
and interpersonal communication.

Table 1. PPH Study Review and Authorization Timeline (January to August 2002)

| Jan I Feb l Mar l Apr l May 1 Jun LJuI [ Aug

Administrative Authorization

National Endorsemant

Govarnmental Dept. Authorization

Stoering Commitiee Cooperative
Agrooment

Socialization
Provincial-Level

District-Level

Community-Level
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The study findings were presented to the Prevention of PPH National Steening Commuttee m June
2003, The results were presented duning formal project completion meetings including provincal
district-, and community-level officials in June 2003, and at the national level at the annual POGT
conference in July 2003 (Table 2).

Table 2. PPH Study Implementation Timeline (August 2002 to July 2003) _
| 2002 2003
Aug—[Sep [ Oct I Nov l Dec | Jan l Fob_l IU_I_:_:_(__IA_Apr_‘_I May Iqun ]Jul _

Phase |

Matenals
development
and field team
traiming

Phase

Participant —T
recrutment/
enrollment

e

Distribution of
misoprostol
and satety
monitoring
Data
collection

Phase Il

Data quality
control,
analysis, and
summary

Dissemination
of results to
stakeholders

Presentation
of results at all
levels J

Organizational Structure

One of the strengths of the organizational structure of the study was the establishiment of strong
linkages between the MOH, POGI, and MNH/Indonesia through the establishment of a National
Steering Committee and a Technical Working Group (Figure 1). These organizational relationships
facilitated national and regional support to ensure successful project implementation.

-
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Figure 1. PPH Study Organizational Structure
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Study Areas

The study was implemented through the MNH/Indonesia Program in the province of West Java.
Based on the Indonesian 2000 census report, West Java has a population of 42 muhon, which 1
equivalent to the population of California, Oregon, and Washington states combmed. Dara from the
annual health profile indicated that there were 5,772 midwives practicing in West Java, confirmung
that there is a2 low ratio of midwives to pregnant women.

Bandung District was chosen as the intervention area and Subang District was chosen as the
comparison area. Villages in these two areas were reported to be comparable with respect 1o level of
use of skilled providers during childbirth and availability of 2 hospirtal for emergency treatment of
complications within reasonable reach (1- to 2-hour travel time) for the majonty of women in the
district. The villages also met low-resource criteria (Central Bureau of Stansucs et al. 1998). Each of
the two study areas has an existing nerwork of communirty volunteers (£ader) who work as peer-
educators in association with public community health centers (Puskesmas). The populanon mn each
study area selected met the sample size requirement for the study design, which called for a 2:1 rano
of intervention area women to comparison area women to ensure sufficient power to detect the

difference in perceived excessive bleeding.

Identification and Recruitment of Participants

Identification through Household Census

Before initiation of the PPH Study, 2 census was completed in both study areas. The Central Bureau
of Statistics (Badan Pusat Statistik [BPS]) in Bandung District complcn:d the houschold survey to
identify all women in the two study areas who were pregnant in August 2002. The census was
compieted by screening teams that included men and women who worked with BPS to create the
onginal maps for the year 2000 national census.

A total of 180 BPS screeners were responsible for visiting 57,900 households mn the two distncts

during a 4-week survey period. Screeners were expected to visit 15 households per day, on average.
To complete the screening phase in 25 working days, each screener was responsible for an area of

Prevention of Postpartum Hemorrbage Study




approximately 300-375 houscholds. Screeners were paid Rupiah (Rp) 4,000 (about $0.50 USD) per
houschold and reimbutsed for transportation costs aftet questionnaire submission.

BPS screeners visited each house within their assigned areas. Upon atriving in the neighborhood, the
screenct introduced her/himself to the neighbothood community volunteer. The volunteer
facilitated the introduction of the screener to familics in the neighborhood, showed the

Provincial /District Health Department (Dinas Kesehatan [DinKes]) lettet of permission, and explained
the purpose of the houschold census. The screener then spoke to the head of household, or any
adult if the head of houschold was not present, and requested the names of all women in the
houschold between the ages of 15 and 49 years. The screener spoke with each of these women in
petson to ask if they were currently pregnant. The screener’s instructions were to continue to re-visit
the houses in her/his assigned area until s/he had spoken with each woman personally.

Screeners used a standard protocol and special consent form for enquiry about pregnancy, including
asking “have you missed two menstrual petiods?” A followup question was phrased in a2 way to
allow women who were not sure about the date of their last menstrual period to answer in the
affirmative (“Is there a possibility that you may be pregnant?”). Pregnancy status was confirmed (by
a midwife, if necessary) during the study enrollment in October, 4-6 weeks later.

All women, not just women who were planning a home birth, were placed on the list and coded for
pregnancy status. Each household that was visited by a BPS screener received a POGI-

MNH /Indonesia orange and white sticker with a unique identification number (geocode). At the
time of study enrollment, women who were misidentified as pregnant or who were no longer
pregnant were recorded in the field supervisor logbook and reported to the MNH/Bandung office.

Recruitment

Participant recruitment occurred during the 4-week period from 10 October to 5 November 2002.
Eligible women were recruited to participate in the study when they visited the community health
center or antenatal care clinic (comprehensive services post, Posyandu), or during a home visit by a
community volunteer. Pregnant women who agreed to participate in the study and completed the
informed consent process were enrolled in the study.

An oral consent process, which does not require a signature from the sutvey participant, was used
for the study because of the low education level of community members, with only 20% of ever-
married women having 4 years or more schooling (Central Bureau of Statistics et al. 1998). The
consent form was read to each woman, and oral consent was requested and documented for those
who agreed to participate in the study.

The consent process was conducted in the language (e.g., Babasa Sunda, Java, or Indonesia) that was
appropriate for the participant. The consent forms and questionnaires were created in English,
translated into Bakasa Indonesia, pre-tested, apptoved by the WIRB, and translated back into
English to ensure accuracy of translations. A Bakasa Sunda dictionary of appropriate substitute
words was provided to data collectors for use with Ba/asa Indonesia questionnaires so that a
standardized definition was used for each word. The consent process involved describing the
putpose of the study, measures taken to ensure confidentiality, and the details of what the visits and
interviews involved. The women were given assurance that declining to patticipate in the study, or
withdrawing from the study at any time, would in no way jeopardize the services they would receive,

P Prevention of Postpartum Hemorrhage Study
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All women received counseling about prevention of PPH and were told thatfnergency medical care
for any complication of pregnancy or birth would be provided tree ot cost fthe nearest specited
health center or referral hospital. The cost of e and matenuals was rermbursed under a contracnual
agreement with the midwives, health centers, and district hosprtals, and transportagon costs were
prepaid through health centers (see Appendix A tor clanticanon). Women were grven the names
and telephone numbers of the nudwives, doctors, and obstetnicians in their distnict who formed a
health safety network tor the studv, and maps showang the locaton of the nearest health center and
district husf!iml. The potential side effects were discussed dunng the counseling. and women were
encouraged to drink warm sweet tea or use a blanket if thev felt chulled. If more than normal
bleeding occurred after taking misoprostol or it side effects persisted. participants were rermunded to
seck care with the nearest skilled provider ot at the nearest health center.

Comparison Area

Two sub-districts in Subang District (population 60,000), Cipeundeuy and Pabuaran, served as the
comparison area. Eleven villages served by two public health clinics were ncluded m the
compatison area (Table 3).

Participants in the Subang comparison area received counseling on prevention of PPH and agreed to
participate in one interview by a trained postpartum interviewer within 4 weeks after grving burth.
The participants were advised to seek care should thev experience any complication dunng

pregnancy or birth, but they were not ottered misoprostol and had no addinonal nsk from
participating in the studv.

Table 3. PPH Study Areas by District and Village

District Sub-District Puskesmas Villages Served i
Bandung Bale Endah Bale Endah Bale Endah, Andir
(ntarvention ares; Rancamanyar | Rancamanyar, Malakasan, Bojongmaiaxa
population 135.500) ¥ ik 5 sk s
Jelekong Jelekong, Manggahang

Subang Cipeundeuy Cipeundeuy Cipeundeuy, Cimayasan, Wantian,
(comparison area, Lengkong, Jalupang, Banggatamulya,
population 60,000) Sawangan

Pabuaran Pringkasap Pnngkasap, Karanghegar, Kosar, Caracas

Intervention Area

Seven villages in Bandung District (population 135,500), served by three public health chnics,
formed the intervention area (Table 3).

Participants agteed to take part in three interviews (initial visit, visit during third trimester, and visit
within 4 weeks after birth). The home visits consisted of counseling that included the purpose of the
study, the correct timing and use of misoprostol to prevent PPH, the nisks of taking misoprostol
before birth of the baby, and common side effects of misoprostol. The counseling also included
details of what to do in case a side effect or complication occurred, and where and from whom to
seek care. A flip-book visual aid and dual language script was used for the counseling session. This
information was shared in the local language, as appropriate. Women were encouraged to have a
family member or other suppott person listen to the counseling session. Approximately 75% of the

women had their spouse, mother, mother-in-law, and/or other support person present during the
counscling session.

Prevention of Postpartum Hemorrbage Study 7




Atter the connseling session, women and household members were asked to describe in their own
words what misoprostol was used for (tablet PAS bay [“tablet that avoids bleeding immediately™]),
the sate use of misoprostol, and the risks associated with misuse of misoprostol, as a means of
verfyving their understanding. To ensure the safety of study participants, counseling was repeated
until participants could correctly restate the information provided. At the conclusion of the second
counseling visit during the third trimester of pregnancy, women who agreed to accept misoprostol
were piven the package containing three 200-pug misoprostol tablets. The tablets were packaged in 2
heat-sealed plastic bag, together with pictorial and written safety instructions. Women who chose to
pive birth with a mudwife (budan) at home could take misoprostol, but these women were counseled

that the midwife could administer oxytocin if she chose to, thereby overriding the research protocol.

Socialization and Community Orientation

The study socialization and community otientation consisted of a series of public meetings in
communities in each of the study areas, although the study did not use extensive advertising or
promotion. The soculization strategy targeted expectant families and was primarily designed to offer
a community forum to clarify the nature of the short-term study. These forums were based on the
existing MNH BP/CR model that encoutages birth preparedness at the individual level, enabling
families to take responsibility for protecting their own health. The meetings included informal
community leaders (Head of District [Bupatr], Head of Sub-District [Kapala Camaf], and Head of
Village |Kapala Desa)), religious leaders, health professionals, traditional birth attendants (TBAs), and
other community members, and provided an introduction to the study as well as the study
leadership team and trained community volunteers. Discussions highlighted that the intervention
offered a broader range of choices about preparations for childbirth. Through community contacts,
midwife coordinators and village midwives (bidan di desa) wete encouraged to share information

about the initiation of the PPH Study. Figure 2 illustrates the review and dissemination of the
study’s socialization messages.

Data Collector Characteristics

The data collectors, including community volunteers, midwives, and postpartum interviewers, were
recruited from the study areas and selected by the WHO-CC, Bandung, in collaboration with
MNH /Indonesia. Selection criteria included educational background, work experience, and prev.ious
training. Community volunteers and postpartum interviewers were interviewed, screened for .the:r
communication skills, and given a 2-minute acuity evaluation. During the data collector recr.mtment,
emphasis was placed on selecting higlily-motiv?ted community volunteers who were committed to
serving in their own neighborhoods. Community volunteers were asked a question abm.lt why they
were motivated to assist with the PPH Study. Their most common response was “to gain experience
working with pregnant women and knowledge about the risk of pregnancy and Chﬂd.bi.tth" (20/52
volunteers interviewed). More than 20% (11/52) of the community voll.mt::ers mentioned that the_y
felt it was their responsibility to the community to participate in .the PPH Study. One vqluntcer said,
“] want to help because the project concemned somebody clsc‘ s life auc.l I am m.tercs..tc.d in
encouraging the bidan.” Only one community vultultt:cr mc:nuuncd an interest in gaining extra
income from the small payment for submitting questionnaires. The characteristics of the selected
data collectors are shown in Table 4.

8 Prevention of Postpartum Hemorrbage Study
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Figure 2. PPH Study Socialization Infrastructure to Promote Community Awareness

NATIONAL
Indonesia Natonal Health Department, POGI. Ministry
for Women's £ mpowerment, White Fibbon Alance

I

PROVINCIAL
Indonesian Provincial Health Department, Farmily
Weltare Program, Provincial (Heqgional) Hospital

|

WHO-CC, Bandung. University Padjadiaran. University
Indonesia; Distnct Hospitals

|

DISTRICT
Indonesian Distnct Health Department
Head of Distnct and His Wite. Leaders of the Community
Family Weltare Program

1

SUB-DISTRICT
Head of Sub-District
Community Health Center/Post
Midwite Coordinators and Doctors

VILLAGE
Head of Village and His Wife
Informal Leaders and Village Midwives

Village and Neighborhood Community Volunteers

Table 4. Characteristics of Data Collectors

" Community Postpartum T
Characteristic S —— Inleriowers Midwives
Average age (range) 40 years (24-65) 37 years (23-54) 34 years (25-62)

Ethricity 86% Sundanese 77% Sundanese 76% Sundanese
Gender 96% women (50/52) 90% women (17/19) 100% women (31/31)
Average number of 3(1-8) 3(1-8) 2 (1-5)
children (range)

Educational level 48% junior high 82% high school

graduates, 24% high

graduates, 16%
school graduates

college graduates

100% nursing
academy graduates

Occupation

81% housewives 63% housewives

70% health center
midwives, 30% wvillage
midwives

Years ol work expenence
(range)

12 years (1-28 years) | 9 years (1-21 years)

11 years (541 years)

Active in comprehensive
services post/Family
Weltare Program

92% 88%

0%
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Figure 3 illustrates the distribution of the ficld team by study area. The study was specifically
designed to be implemented using existing healthcare infrastructure ar_ad community resources,
including the existing network of community volunteers. The figure differentiates the service
delivery component (white boxes) from the research component (gray boxes).

Figure 3. PPH Study Supervision System: Service Delivery and Research Components

Medical Advisor, Bandung Medical Advisor, Subang

PPH Study Manager
]
Field Epidemiclogist )
Lead Field Supervisor, n H Lead Field Suner\;;ot__
Bandung, and Administrative Subang. :".‘ - M"" -~
Assistant ssista
I |
Bandung Puskesmas in Bale Endah, Subang Puskesmas in Cipeundeuy
Rancamanyar, and Jelekong and Pringkasap
Field Supervisors: 5 Field Supervisors: 3
| ] | i | [
Midwives Community Postpartum Midwives Community Postpartum
(20) Volunteers Interviewers (11) Volunteers Interviewers
(31) (12) (21) (7

Data Collection

The study outcome measutes included:

e Number of pregnant women in the intervention area who agreed to receive informaton and
tnisuimmtul. measured by the number of participants who accepted counseling and musoprostol

® Number of pregnant women who actually took misoprostol immediately after birth, measured
by participants teporting use of misoprostol after childbitth and tabulation of reasons for use
and non-use of misoprostol.

@

Number of participants who perceived excessive postpartum blood loss among women who
used misoprostol compared to those who did not use misoprostol, measured by participants’

responses to postpartum interview questioning about whether they experienced more than
normal bleeding after birth.

Quantitative Component
Standardized survey questionnaires were used to gather information from study participants who
wete interviewed. Four main questionnaires were used:

® The recruitment (“Kader First Visit”) questionnaire collected data on sociodemographic

charactetistics, obstetric history, and level of knowledge about PPH and misoprostol. The

questionnaire also asked the woman to identify a support person who would be with her when
she gave birth, and that person was included in the counseling session.

The third trimester (“8th Month Visit”) questionnaire, used only in the intervention area, was
primarily a job aid the community volunteer used to determine whether the woman had already

received her third trimester counseling session and the misoprostol. If not, the questionnaire
guided the community volunteer through the survey process.

10 Prevention of Postpartum Hemorrbage Study
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® The postpartum interview questionnaire for the Bandung intervention area was used to collect
information on the woman’s understanding of the counseling given to her about PPH and about
misoprostol; information about any complications the woman experienced during birth,
including perceived blood loss: if and when she used the misoprostol; and if she would
recommend it to others. The postpartum interview questionnaire for the Subang comparison
area collected information about complications the woman experienced during birth, including
percerved blood loss.

® The midwife delivery questionnaire was a self-administered questionnaire completed by
midwives attending births in the two study areas. The questionnaire collected similar information
to that collected in the postpartum interview in the intervention area, focusing on use of the
misoprostol and symptoms or complications experienced by the woman during birth and the
immediate postpartum period, including an estimate of the amount of blood loss (measured in a

kadney bowl). It also covered the mudwife’s willingness to recommend use of misoprostol for
other women.

During the recruitment month, community volunteets visited all houses of the women on their
assigned list. If 2 women had not been recruited, the volunteer conducted the consent process and
completed the recruitment visit questionnaire. After the interview, the community volunteer
recorded the unique identifving number (geocode) on the woman’s PPH Study ID card and
coversheet of the questionnaire, including the date, data collector’s name, participant’s name,
address, head of household’s name, study area, sub-location (neighborhood), and house number.

If the woman had not vet started her 8th month of pregnancy, the community volunteer checked
the woman'’s antenatal care card for the estimated due date. The community volunteer counseled the
woman on prevention of PPH and told her that she would visit again later in the pregnancy, but did
not give the misoprostol at this visit. If the woman had started her 8th month of pregnancy, the
volunteer asked the participant if she had already been offered and accepted misoprostol:

e If the partcipant had not been offered misoprostol, the community volunteer began completing
the third trimester visit questionnaire, invited the support person, if present, to join in the
counseling session, and offered counseling about preventon of PPH and the safe storage and
use of misoprostol. The volunteer recorded whether or not the woman accepted the
misoprostol.

e If the participant had been offered misoprostol but declined to accept it at the first visit, the
community volunteer asked the woman if she had changed her mind and if she was now
interested in receiving the misoprostol. If the participant did not wish to accept the misoprostol,
the community volunteer stopped the interview. If the participant did wish to accept the
misoprostol at that time, the communirty volunteer began the questionnaire and offered
counseling and the misoprostol. The community volunteer recorded that the participant
accepred the misoprostol during the second visit.

If the participant had accepted misoprostol previously, the community volunteer stopped the
mterview and did not provide additional counseling or record information. The community
volunteer reported the case to the field supervisor, who then reconciled the participant records.

Misoprostol packets that were reported lost or damaged were not replaced by the community
volunteer. The participant was told to contact the midwife coordinator at the communiry health

center for replacement packets of misoprostol, which allowed strict control of misoprostol
distnbunon.

Prevention of Postpartum Hemorrbage Study 11




Parucipants were asked about use of misoprostol at the postpartum interview, If the participant
volunteered that she took the misoprostol betore birth, the postpartum interviewer was told to
immedutely contact the field supervisor to complete a partcipant followup mterview. A separate
questionnaire on mususe of nusoprostol was prepared as patt of the PPH Study safety monitoring,
Although there were no cases of misuse of nusaprostol, this questionnaire would have heen
completed 1f any participant had mistakenly taken musoprostol while still pregnant (Appendix B). A
separate questionnaire was created for use in the event of an adverse event (ruptured uterus or
matemal death).

Qualitative Component
Focus group discussions (FGDs) and in-depth interviews (1D1s) were used to clicit further opinions
about the acceptability of misoprostol. The objectives of the qualitative component were to:

® Provide information on perception, attitude, and behavior on various issues related to prepnancy
and the use of misoprostol in the intervention area;

e  Collect information on the distribution process and the acceptability and effectivencss of
misoprostol, which are influenced by various factors in the community; and

® Provide programmatic recommendations about potential scale-up and replication within a
distnct-wade program to prevent PPH.

Qualitative data collection was completed by an experienced, trained qualitative research team from
the WHO-CC, Bandung, in collaboration with MNH/Indonesia. A total of 90 participants (85
women and five men: 20 women who had recently given birth and 70 community members,
ncluding mudwives, TBAs, and commumity volunteers) from the Bale Endah intervention area
parucipated, and qualitative data were gathered from verbatim transcripts from eight FGDs and 35
IDIs. FGDs were used to collect general information from community members and healtheare
providers, and 1DIs were used to collect more detailed nformation from selected community

members.

The FGDs consisted of four groups of women who had recently given birth, two groups of

midwives, and two groups of community volunteers:

e Two groups of women who had recently given birth and who used misoprostol: one group of
women who had a skilled provider at the birth and one group who did not have a skilled
provider present;

e Two groups of women who had recently given birth who did not use misoprostol: one group of
wnm;:n who had a skilled provider at the birth and one group who did not have a skilled
provider present,

e Two groups of midwives: one group of midwives who attended the PPH Study training session
and one group of private midwives who did not attend the training session; and

e Two groups of community volunteers: one group of MNH-trained volunteers who had
p.‘lrlu.‘.i'['utt‘d in the 5-day training and one group of non-MNH volunteers who did not atrend the

training session.

Prevention of Postparium Hemorrbage Study
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Table 5. Methods of Qualitative Data Collection

[ Group Focus Group Discuesions In-Dapth Interviews
- Women who et 'mas.\prv\\-si.\i ? 7
‘_\'; QN u*\: .1-;1“ mt uso. nm.q\rh\\sﬂ.\l )
Mowaes ) ’
Communty volunteers ) ’
f_ﬂ?r-\s s’ R to o el PO ’
Dbl BT
Supeornt person S 7
| Total S [} L)

The FGD faciitator padelines mcluded essentl questions about the study pronped witliun five
wopics and three themes. 'l‘l‘illl\\'llpt\ were otpanzed and coded wang an dphanume ne coding
svstem tor the theme and relevant topae (e g, Theme AT e 2 on Theme B, Topie 1)

® Theme A PPH Study mtonmmanon and connseling, For example, What do respandents say and
think abowt nusoprostol and PPH counnelnpe? What do they say about the connection between
nusoprostol and PPHT What do they think ot the commumiy meetigs or other saurces of
mformaton they had? What do commumity volunteers and nudwives think abour the
eftecuveness ot the counseling and community mtomation meetings?

®  Theme B distnbunon of nusoprostol. For example, How do women pet misoprostols What do
thev thnk about the wav they recewved it through the community volunteer network? What are
the best wavs to distnbute nusoprostol to all pregnant women, including the women who don’t
use the services of nudwives or doctors? Where s msoprostol avatlable tor sale, and s at
accessible to women (cost, location)?

@

Theme C: decision-making about use of misoprostol, For example, What reasons do women
have for aking or not taking misoprostol? What did they discuss with other people atter finding
out about nusoprostol? How did that influence them? What do women hear about experience
of others who use nusoprostol, and perceptions about who uses msoprostol? How did using
nusoprostol mtluence decisions about childbieth planning (such as with whom and where to give
birth)? What are the ]1'.lt'lll('t'§|'lt|\.~‘ or cooperation between nudwives, community volunteers, and
TBAs? How did using nusoprostol mtluence care seching, reterral, and care practices dunng
pregnancy, childbirth, and postpartum?

e Topic l: perceved benetits /advantapes

e Topic 2: perceived barners/diadvantages

e Topic 3: how barriers were overcome (problem solving)

Topic +: cues or tnppers o decisions or action (social, econonue, and physical reasons)

Topic 5: recommendations for im]u-u\-rntruip/lmw to rrplu ALE BUCCENREN

Study and Safety Monltoring

The PPH Study supervision system served to ensure that consent procedures, counseling, ard
distribution of misoprostol were conducted according to a standatd protocol. Data collection and
submission of the completed questionnatres were monitored, nchuding tacking the performance of
each community volunteer with regard 1o questionnaire accuracy and ameliness. ‘The ficld
supervision structure of the PI'H Stady included a fickd epudenuolopiat, two fiekd sapervisors, and
eight community health center-level field supervisors divided between the two study areas (Figures
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4 and 5). The ficld team supervisors were responsible for reporting on safety indicators, including
quick identification of any woman who may have taken misoprostol before the baby was bom.
Safety protocols for the PPH Study included a detailed written protocol for reporting of adverse
events (maternal death or ruptured utenus) to the University of Indonesia Institutional Ethical
Review Board and the WIRB within 10 days of becoming known to the study team. For details
related to protocols for detection and reporting of adverse events, verbal autopsy reports, and

reporting misuse of misoprostol, see Appendix B.

Figure 4. PPH Study Implementation Infrastructure, Bandung District Intervention Area (boxes
shaded in gray are villages)
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Figure 5. PPH Study Implementation Infrastructure, Subang District Comparison Area (hoxes
shaded in gray are villages)
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Data Entry and Data Analysis

Completed questionnaires were submitted to field supervisors based in health centers or auxiliary
field offices who reviewed the questionnaites for completeness and accuracy before submission to
the lead field supervisor at the MNH/Bandung field office. When the questionnaires arrived at

MNH /Bandung, they were reviewed again for completeness, recorded in a logbook, and sent to data
operators for darta entry.

Electronic and hardcopy data were stored under lock and key. Personal identifiers were entered into
the data file during the course of the study and then stripped from the questionnaires and the
electronic data file at the completion of the study. The study manager, field epidemiologist, lead field
supervisors, data operators, and those involved in the provision of technical assistance from the
Baltimore and Jakarta offices had access to the data throughout the study to allow for consultation
on data quality and data cleaning, but without identification of study participants. None of the
information collected in the questionnaires was of a sensitive nature.

Two trained data operators entered data from the questionnaires using SPSS Data Entry Station
software. Data cleaning for all questionnaires was the responsibility of the lead field supervisors who
worked closely with field supervisors and data operators at the MNH/Bandung field office. Results
wete checked for consistency and summarized using routine frequency and cross tabulation
techniques with SPSS statistical software. The quality of the data was checked through dual entry of
a 10% random sample of participant questionnaires to confirm or correct data values.
Questionnaires with inconsistent or missing data were rechecked in the field for completion by the
kader or postpartum interviewer. Approximately 9% of the questionnaires were found to have
missing data and were sent back to the field for correction. Typically, one question was left
incomplete in the eight-page questionnaire. The most common etrors were related to cither the 20-
digit participant identification number (geocode) or the serial number of the misoprostol packet, and
wete resolved by re-checking the participant identification number or misoprostol log sheets.
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Bhe PPH Study protocol ealled for intent-to-treat-based comparisons when information about
preventing PPH or side effects related to use of misoprostol was summarized. The research team
summarized quantitatifd results of the PPH Study primarily using frequency and crofrabulation in
SPSS statistical softwate. In-defgh analyses were completed uaing logistic regression multivanate

Bhodels with STATA statistical software to allow for the use of adjustment factors representing
differences in parity, education level, socioeconomic status, and history of antepartum hemaorrhage
between the two groups of study participants,

The qualitative interview transcript analysis and summarization was completed by the traned
qualitative research team from the WHO-CC, Bandung, in collaboration with MNH/Indonesia.
Vetbatim transcripts from the 'GDs and IDIs were summarized using word and phrase searches in
MS Excel and NUD*IST software based on thematic puidelines. The verbatimn transenpts were also
translated into English for review by the PPH Study team.

FINDINGS
Characteristics of Study Participants

Of the 3,111 women who were initially identified as pregnant, a total of 1,855 pregnant women
agreed to participate in the study (Table 6). Based on the language spoken most often at home, the
study participants were primarily Sundanese (91% in Bandung and 95% in Subang). A few
participants were Javanese or Batak. A total of 44 women were lost to followup (31, expenienced a
loss of pregnancy after enrollment (10), or died (3), leaving a total of 1,811 women as active
participants in the study. The maternal deaths, which were unrelated to the use of misoprostol, were
reported to the University of Indonesia Institutional Ethical Review Board and the WIRB within 10
days by the study manager, in accordance with IRB regulations. One death was duc to dengue shock
syndrome, one was due to multiple organ failure related to eclampsia, and one was duc to congestive
heart failure related to pre-existing heart disease. These three cases received a full review, ncluding
completion of a verbal autopsy report by the PPH Study ob/gyn medical advisors.

All study participants had similar socioeconomic backgrounds. Subang women tended to be vounger
and were more likely to be first-time mothers, although the difference in age was small (average age
27.0 years in Bandung compared to 26.4 years in Subang; see Table 7). Women in Bandung were
more likely to have higher education level and socioeconomic status (e.g., own a TV or motorcvcle),
although a few participants from both areas owned cars.

Table 6. Summary of PPH Study Participant Followup

Participant Followup Bandung Subang
Number of women identified as pregnant in census 2,367 744
survey
Women who gave birth before enrollment or were
otherwise unavailable 1,007 249
Number of women enrolled in study 1,360 495
Participant followup:
Women lost to followup (moved to different area) 27 a4 T
Spontaneous miscarriage/loss of pregnancy after 9 1
enroliment
Reported maternal deaths 2 1
Number of active participants 1,322 489_____J
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Table 7. Characteristics of Study Participants

percewed to be mare than normal

 Participant Characteristic Bandung (N = 1.322) | Subang (N = 489)
Age 27 0 years ‘ 26 4 years
" Education:
" Literate | 1223(925%) | 418 (855%)
Junior high or beyond | T73 (58 5%) | 181 (37.0%)
Panty:
"~ Furst-time mother ' 427 (32 2%) | 199 (40.7%)
One or more children 895 67.7%) 290 (59 3°)
Five or mare children 54 (4.1%) | 5 (1.0%) |
Obstetnc history: . :
Previous cesarean section | 43 (3.3%) | 310 6%) |
Previous birth where postpartum bieeding was 76/835 (B.5%) | 20469 (4.3%)

V— —

Of the active participants in the intervention area, 1.291 women accepted the misoprostol. Thirty-
cight of these women had cesarean sections and 182 were given oxytocin mstead of musoprostol by
their midwaves, leaving 1,071 participants who were stll elizible to use misoprostol. Of these
women, 72 chose not to use misoprostol, leaving 999 women who accepted and used musoprostol.

The details of attendance at birth, as determined by the postpartum mnrerview, are summanzed m
Table 8. Of interest is that the number of women in the Bandung mterventdon area who had a
skilled provider at birth (54.5%) was significantly lower than the number of women in the Subang
companson area (76.0%). The lower number in Bandung is probably a result of the Subang area
health department’s economic incentive to encourage midwives and TB.As to work together dunng a
birth, rather than a result of the Bandung women’s decision against using a skilled provider because
they had access to misoprostol to prevent PPH (see also Table 12).

Table 8. Birth Attendants among PPH Study Participants

Bandung Subang I
Total number of births among active participants 1,322 489
Birth attended by skilled provider: 721 (54.5%) 372 (76.0%)
Doctor 137 (10.4%) 53 (10.8%)
Midwife 584 (44.2%) 319 (65.2%)
Birth attended by TBA 580 (43.9%) 117 (23.9%)
Birth attended by family member or other untrained 21 (1.5%) 0 (0.0%)
assistant

Assessment of Safety

Findings of this study showed that the counseling and distnbudon of misoprostol are safe.
Following onc-on-one counscling sessions, women were successful in taking misoprostol in a self-
directed manner without the supervision of a skilled healthcare provider. Table 9 sumnurizes safery
dara related to the use of misoprostol. Few women taking misoprostol reported nausea, abdominal
cramps, vomitng, or diarrhea, which are commonly caused by oxytocin. Shivening was a common
side effect with misoprostol (Table 9); however, it is also common in normal childbirth, even
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.Tabh 8. Satety Monitaing Related to the Use of Misoprostol

iubang Comparison
Area (N = 409)

;a Bandung Intervention
Area (N = Du0)°

L)

Percentage of partiipants wh poiceied
i. eveRsive Postpartom b lows
FLevel of munan side etfects:
Aol (el M) At (D H%)

AR (M)

ii Shivenng atter chikitwth
| Fever after childbuth PH (B 7%)

Percentage who had emergency metenal tor

PN 22 (P2%) 10 (3 9%)

* Numbern includes only women who accepted and used maoprostol,

Table 10. Emergency Referials among All Study Participants

Reterrals due 1o all birth comphications, including
suspected PPH
Retorals due to suspected PPH

* Numbet includes all women in intervention arva,

Bandung Intervention - Subang .
Emergency Referral Area Comparison Area
(N = 1,322)" . (N = 489)

114 (1.0%)

20 (2.1%)

62 (12.7%)

10 (3.9%)

Interviews with the midwives showed that the nudwives believed that study participants took

muxoprostol
cope with the anticip
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conter, I is line as long as It l& unde the control of the midwile.

“Egr the first [woman], the ahivering was not too long...one experienced [shivering] tor 2 hours, but

some didn't expetience ahivering inmy practice.” Bidan N,

C{-mmwnls on the Sate Use of Misoprostol

won'l be bleading. The aim @& good. If [the nusoprostol] s in the health

" tidan N.T,

at the cotrect tme, telt sater having the misoprostol at home, and were well prepared to
ated nunor discomtorts ot lmlvnm! sde eltects atter use ol nusoprostol,

Prevention of Postpartum Hemorrbage Study

’f’f’f’f”"'!!lll.cn--..-------

I




h\\\\\‘““““‘!! S wWwSw=- <=~ -
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® Rapid acceptance of the study findings,

; e e P
Commitment to include a national PPH program m the natonal heain pannng 22e003 and

budget, and

e District-level planning for implementation of a PPH pilot progzam usmg ©
service infrastructure.

The importance of having a program coordinator based in commmunutr health centers shouicd be
highlighted. It was important to have a responsible person to keep 2 nmnng count of mzsoprostol
packets issued to community volunteers, because safetr and potenzal mususe of misoprostol was 2
primary concem of the Indonesian MOH and other stakeholders. The health center coordmaror
must be very conscientious about completing logbooks for the release of musoprostol and keepmng
close count of the number of misoprostol packets in locked cabinets. Volunteers must be
accountable for each misoprostol packet distributed, and unused packets shouid be recolecied. to

avoid the uncontrolled sharing of misoprostol with individuals who mar not have had the benesit of
safety information or counseling.

A competency-based training workshop is necessarr to adequatelr prepare healthcare providess and
community volunteers to use the counseling information and leam about the safe use and potenzal
side effects of misoprostol. Monthly updates and review of the safe use of misoprostol should be
integrated into periodic routine meetings with community volunteers as 2 war to contnually re-tram.
Biweekly contacts between community volunteers and health center coordinators would provide an
appropriate level of supervision to complete counseling and distnbution of misoprostol once mizal
orientation, training, and practice sessions are complete. In summary. preparadon for the
community-based intervention should include:

e Holding program coordinators based in communiry health centers responsible for safe
distribution of misoprostol,

e Conducting 2 competency-based training workshop to adequately prepare health providers and
community volunteers to successfully use the counseling informadon, and

e Ensuring biweekly contacts between community volunteers and health center coordinators to
provide an appropmate level of supervision.

RECOMMENDATIONS

The Study team recommends that a step-wise approach be used to scale up and roll out the
prevention of PPH intervention, beginning in the current study areas by fully integrating the
intervention within the existing service delivery system. In addition, new areas should be idenrified
for initiating the PPH intervention as a2 means of scaling up within the province of West Java.

In planning the scale-up of the PPH intervention, policies regarding distribution of misoprostol by
community volunteers will need to be addressed, as will how districts will finance this intervengon.

There is also a need to clearly designate the network of MOH staff and skilled providers who will
ensure sound training and supervision of the national prevention of PPH program.

Issues being considered by the PPH National Steering Committee are the policies related to how
misoprostol will be distributed by trained community volunteers, how to make the medicine

?\'ailablc at low cost, and how to refine the requirements for supervision and reporting that will be
incorporated at community health centers to make the national prevendon of PPH program safe
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and effective in Indonesia. The MOH will facilizare the srrrranon and cackasrs <7 —e
misoptostol and is cutrently investigating how to authanze the sworwrmarun 8 saserravs, 35 3

program in Bandung District. Pharmacists need tn be edicared shae sruasnremnncs vl sex o et

to women without a valid prescription and appropriate crnseling sorpe PP cosemnne o T
safe use of misoprostol. Drug regrlatory bodies shenild alse, ermnniniie o, ey iare wa = elurre T
pharmaceutical sales industry.

It is reconfhended that the cost of misoprostol be subricized 1, the exrens rmiise wr wremamres,
that th@ovcmmcnt negotiate a lower public sector price. Befrre 1.0y cn2 e xoomomone v T2
Ehtire nation, it wdgld be pmdmf to review the lewwemna learmed from sha 1v s 2o rems—p—ra
scald@p approach could be used in a few communiry health center w30 woersl Dovmemr 2 T e
Ja\'a. After the PPH counschng ﬂip-!mﬂk\, training matenals, and woerrnws protosods ave s
successfully implemented in West Java, the materials can be adapred o mees 2o veree 2o e
needs in other provinces.

In summary:

® A step-wise approach should be used to scale up and roll out the prevension of
ntervention;

® In planning the scale-up of the PPH intervention, policies regarding divrnbumon of mmwooemi
by community volunteers will need to be addressed; and

® Before rolling out the intervention to the entire nation, the lessons leamed from hzs sncs
should be used to improve service roll-out in Indonesia.

CONCLUSION

The Indonesia MOH successfully partnered with POGI and the MNH /Indonesia Program o
implement the Prevention of PPPH Study in West Java. Study results showed that tramed and
supervised personnel can successfully provide PPH prevention counseling and mformanon and then
fely distribute misoprostol to pregnant women. The study also found that women can undersrand
e information provided, act on it appropriately, and safely take misoprostol at the correct nme A
rge proportion of users reported that they would be willing to use musoprostol in their nexr
pregnancies, pay for it themselves, and recommend it to friends. Women in the mtervenuon area
were less likely to perceive excessive bleeding or need an emergency referral for PPH or anyggher
complication compared to women in the comparison area. Overall, the combinauon of the use of
active management of the third stage of labor using oxytocin provided by the mudwafe and the use of

misoprostol by the woman if a midwife 1s not available at home birth has great potenual for
expanding prevention of PPH in Indonesia.

&PLICATIONS FOR FUTURE PROGRAMMING

cognizing that PPH is a major cause of maternal mortality in Indonesia, and that this mtervenoon
safely prevents PPH, the PPH Study National Steering Committee and the MOH decided to
disseminated the study results widely. The MOH agreed to incorporate the community-based use of
misoprostol into their existing P’PPH prevention program, and in June 2003, the MOH directed that
this PPH prevention strategy be expanded rapidly and incorporated into the national health
program.

The MOH hopes to continue the PI’H prvvmli«:ll program in sclected communities within several
provinces, including West Java, Banten, Lampung, and South Sumatra. The MNH/Indonesia
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Program hopes to provide technical assistance in developing national and regional trainers for
community volunteers, reviewing guidelines for adaptation of counseling and informational
materials, and developing and implementing appropriate supervision, performance improvement,

and monitoting systems with a view to gradually transferring the complete implementation effort to
regional and district health authorities within a 3-year technology transfer timeline.

In preparation for this effort, JHPIEGO will develop tools and guidelines for implementing a
community-based distribution system of misoprostol for prevention of PPH. These materials will be
translated into English and packaged for possible use in the Asia and Near East Region, and will
include distributor/counselor and supervisor selection criteria, training modules, and monitoring

recommendations. Such materials can be used both to assist in implementation and to advocate for
support of the intervention by national- and local-level stakeholders.

The MNH Program received support from the Near East Bureau of USAID to sponsor a PPH
Initiative to continue activities in Indonesia and organize a regional PPH conference. The MNH
Program, in collaboration with the Ministry of Public Health of the Royal Thai Government and the
Chulalongkorn University, held a 3-day meeting in Bangkok, Thailand. The January 2004 meeting

included leaders from MOHs, clinicians, health professionals, and international development
partners with the purposes of:

® Reviewing the evidence supporting strategies for prevention of PPH in settings where skilled
providers may or may not be available,

e Examining best practices for implementing large-scale programs for preventing and treating
PPH, and

L ]

Developing action plans to prevent and treat PPH using evidence-based approaches and best
practices.

This regional meeting brought together leading experts, program managers, and safe motherhood
professionals from Asia, Near and Far East, and Western Pacific regions. The meeting drew
attention to what providers can do to reduce the occutrence of PPH and provided opportunities to
hear about state-of-the-art interventions, explore innovative approaches, discuss challenges in
bringing such care to vulnerable populations, paracipate in skills enhancement sessions, debate
program approaches, and plan for concerted actions (Pfitzer and Sanghvi 2004).

GUIDANCE FOR INTRODUCTION IN OTHER COUNTRIES

This intervention is suitable for countries or regions where a large proportion of births are not
attended by skilled providers and where there is an existing network of community workers or

volunteers who are willing to visit all pregnant women. Countries interested in implementing this
intervention should:

Obtain a commitment at the national-level to scale up, if introduction of intervention is
successful in a small area;

Invest sufficiently in training and supervision;

e Monitor progtess; and

Use the available training and counseling materials, program implementation guides, evaluation
tools, and posters to facilitate implementation.
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APPENDIX A

SUPPLEMENTAL CLARIFICATION OF
EMERGENCY MEDICAL CARE

ESSENTIAL POINTS TO CLARIFY

L The PPEEStody protes ol requies that emerpency medical care he ]nuvulul thtough the existing
public health service delivery myntem for pregmant women who expenience birth complications.
The key 1o the suntamability of any futnre Indonesian National Prevention of PPH Program will be
the wse of the exmting health i Zdocton /ndwate /community volunteer health delivery system.
This port w essential, because the POGTEMNI Prevention of PP demonstration project is
anthonzed by a decree by the Head of the Indonesian National Hlealth Depattment (Kepala

Departemen Kesehatan | DepRed]), D Azal, that calls for the roll out of an Indonesian National PPPH
Propram,

2. Fmerpency medical care costs wall e reimbursed by the MNI/ Indonesia Program based on the
extsting, tan s extablished by the public health service delivery system, including reimbursement for:

o tanxportation to obtan medical treatment at five study area community health centers or two
study avea vetersal hospitals (Rumah Sakit lasan Sadikin [RSHS] in Bandung or Rumah Sakit
Ul |RSU e Subang),

.

medication (e g, oxvtocn), medical supplies (e.g., dextrose, Ringer’s lactate solution), or
equipment and supplies (e p., syringes, infusion sct); and

o standard tandf for service delivery by skilled providers,

However, fees will not be reimbursed for private hospitals, private physicians, ot traditional birth
attendants,

SINGLE ISSUE TO NEGOTIATE

For several months, the MNIT Program financial staff have been negotiating with the two district
hospitals and five community health centers within the PPH study areas, each of which has either a
sipned contract or an MNI Program Letter of Intent to complete a contract at this time. The single
e that needs 10 be nepotiated and resolved is the fee for the village midwife (ot the midwife at
the community health eenter) who may offer emergency medical care to stabilize a study participant
during her "ol duty™ hours when the community health center is closed. The MNH Program has
apreed to make an exception to reimburse private midwives to strengthen the “emergency care

walety net”™ for study participants who may experience birth complications and require immediate
emerpency care and stabilization belore referml,

The study team decided that the highest possible reimbursement for a single emergency care visit
with a private midwife cannot exceed four times the standard government rate (Rp. 5,000
[community health center] to 15,000 [referral hospital]). ‘The MNH Program cannot be responsible
for the entire private midwile delivery fee, because their fees far exceed the standard government

tartbls, Private mudwives are, however, authorized to request that the client pay the remainder of
thetr lee. :
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APPENDIX A

SUPPLEMENTAL CLARIFICATION OF
EMERGENCY MEDICAL CARE

ESSENTIAL POINTS TO CLARIFY

1. The PPH Study protocol requires that emergency medical care be prm.ridcd thmugh thc.cxi‘sting
public health service delivery system for pregnant women who experience birth comphcam_ms.
The key to the sustainability of any future Indonesian National Prevention of PPH Program will be
the use of the existing health clinic /doctor/midwife / community volunteer health delivery system.
This point is essential, because the POGI-MNH Prevention of PPH demonstration project is
authorized by a decree by the Head of the Indonesian National Health Department (Kepala

Departemen Kesehatan [DepKed), Dr. Azrul, that calls for the roll out of an Indonesian National PPH
Program.

2. Emetgency medical care costs will be reimbursed by the MNH /Indonesia Program based on the
existing tariffs established by the public health service delivery system, including reimbursement for:

e transportation to obtain medical treatment at five study area community health centers or two
study area referral hospitals (Rumah Sakit Hasan Sadikin [RSHS] in Bandung or Rumah Sakit
Umanr [RSU] 1n Subang);

.

medication (e.g., oxytocin), medical supplies (e.g:, dextrose, Ringer’s lactate solution), or
equipment and supplies (e.g., syringes, infusion set); and

e standard tariff for service delivery by skilled providers.

However, fees will not be reimbursed for private hospitals, private physicians, or traditional birth
attendants.

SINGLE ISSUE TO NEGOTIATE

For several months, the MNH Program financial staff have been negotiating with the two district
hospitals and five community health centers within the PPH study areas, each of which has either a
signed contract or an MNH Program Letter of Intent to complete a contract at this ime. The single
issue that needs to be negotiated and resolved is the fee for the village midwife (or the midwife at
the community health center) who may offer emergency medical care to stabilize a study participant
during her “off duty” hours when the community health center is closed. The MNH Program has
agreed to make an exception to reimburse private midwives to strengthen the “emergency care

safety net” for study participants who may experience birth complications and require immediate
emergency care and stabilization before referral.

Tl.le study team decided that the highest possible reimbursement for a single emergency care visit
with a private midwife cannot exceed four times the standard government rate (Rp. 5,000

[communit‘y hea}th center] to 15,000 [referral hospital]). The MNH Program cannot be responsible

for_ ﬂ}c entire private midwife delivery fee, because their fees far exceed the standard government

:;n‘ﬂsg: Private midwives are, however, authorized to request that the client pav the remainder of
eir fee. J
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APPENDIX A

SUPPLEMENTAL CLARIFICATION OF
EMERGENCY MEDICAL CARE

ESSENTIAL POINTS TO CLARIFY

1. The PPH Study protocol requires that emergency medical care be provided through the existing
public health service delivery system for pregnant women who experience birth complications.
The key to the sustainability of any future Indonesian National Prevention of PPH Program will be
the use of the existing health c]inir:/doctt:-r/nﬁd\vife/communir}' volunteer health dcﬁv;:n' svsten.
This point is essential, because the POGI-MNH Prevention of PPH demonstration pmic:ct is
authorized by a decree by the Head of the Indonesian National Health Department (Kepnada

Departemen Kesehatan [DepKes]), Dr. Azrul, that calls for the roll out of an Indonesian National PPH
Program.

2. Emergency medical care costs will be reimbursed by the MNH/Indonesia Program based on the
existing tariffs established by the public health service delivery svstem, including reimbursement for:

® transportation to obtain medical treatment at five study area community health centers or two
study area referral hospitals (Rumabh Sakit Hasan Sadikin [RSHS] in Bandung or Rumib Sakst
Uninm [RSU] in Subang);

L]

medication (e.g., oxytocin), medical supplies (e.g., dextrose, Ringer's lactate solution), or
equipment and supplies (e.g., syringes, infusion set); and

® standard tanff for service delivery by skilled providers.

However, fees will not be reimbursed for private hospitals, private physicians, or traditional birth
attendants.

SINGLE ISSUE TO NEGOTIATE

For several months, the MNH Program financial staff have been negotiating with the two district
hospitals and five community health centers within the PPH study areas, each of which has either a
signed contract or an MNH Program Letter of Intent to complete a contract at this time. The single
issue that needs to be negotiated and resolved is the fee for the village miudwife (or the midwite at
the community health center) who may offer emergency medical care to stabilize a study participant
during her “off duty” hours when the community lwnlth center is closed. The NMNH Program has
agreed to make an exception to reimburse private midwives to strengthen the “emergency care
safety net” for study participants who may experience birth complications and require immediate
emergency care and stabilization before referral.

The study team decided that the highest possible reimbursement for a single emergency care visit
with a private midwife cannot exceed four times the standard government rate (Rp. 5,000 .
[community health center] to 15,000 [referral hospital]). The MNH Program cannot be responsible
for the entire private midwife delivery fee, because their fees far exceed the standard govermment
tariffs. Private midwives are, however, authorized to request that the client pay the remamnder ot
their fee.
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APPENDIX B

SAFETY MONITORING GUIDELINE
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