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INDONESIA: Safe Motherhood: A Partnership and Family Approach Project 
Back to Office Report - Pre-Appraisal Mission (January 20-February 8, 1997) 

1. In accordance with the terms ofreference dated January 13, 1997, a pre-appraisal 
mission for the above project visited Indonesia between January 20-February 8, 1997. 
The findings of the mission were discussed in a war-up m~eting held on February 6 and 
chaired by Bappenas. The attached aide-memoire summarizes the main findings and 
recommendations of the mission. The letter to Government is also attached. 

2. The project's technical inputs and concept are well developed. The mission 
identified a few technical and process issues that will require further attention in the next 
stage of project preparation. If the GOI preparation teams completes the identified 
actions, the project should be ready for appraisal in April 1997. These issues do not 
require management attention at the moment. 

3. The mission estimated the total project cost to be US$ 45-55 million. GOI 
requested that five additional districts be added to the project areas in year 3 of 
implementation bringing the total number of districts to 15. If management agrees, this is 
likely to increase the total project cost to around US$ 60-70 million. The mission 
believes that the addition of five more districts is acceptable as long as the district plans 
are well prepared and the institutional capacity to manage the added areas is in place. 
However, since the project is supporting a number of strategic shifts for the maternal 
health and reproductive health programs, it is important to keep the project scope, 
especially in the first two years of implementation, relatively small to ensure that the 
development aspects of the program are well implemented. 

4. The main challenge for the completion of project preparation is the identification 
of efficient implementation management that ensure coordination and smooth 
implementation of project activities. The team discussed some possible alternatives. The 
GOI team will finalize these arrangements by April 7, 1997. There are no major policy 
issues or conditionalities that remain unresolved. 
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5. The next steps for the project processing include: 

• Preparation of a Decision Package by the Bank project team by March 14, 1997; 
• Decision Meeting on March 28, 1997; 
• Upon management approval, project appraisal should start on April 7, 1997. 
• Conduct project negotiations May 5-7, 1997. 
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INDONESIA: Safe Motherhood: A Partnership and Family Approach Project 
Findings of the Pre-appraisal Mission (January 20-February 8) 

I would like to thank you and your staff for the cooperation and courtesies 
extended to the preparation mission that recently visited Indonesia to pre-appraise the 
above project. This letter confirms the findings of the mission. Attached, please find the 
final version of the aide-memoire. 

A key challenge that faces the preparation teams is the identification of 
implementation arrangements that ensure adequate coordination of different activities in 
an efficient manner. This requires careful analysis of implementation requirements at the 
different levels. Further, given that the project will support a number of policy related 
interventions, it is important to ensure that adequate attention is given to the 
implehientation of these components in a manner that ensures quality and effective 
implementation. 

The monitoring and evaluation framework and the identification of key 
performance indicators is another aspect of the project that requires additional attention. 
We hope that the project preparation team will complete the preparation of these 
important activities. Moreover, the district and the provincial teams will require some 
additional support to prepare their implementation plans for the project. We understand 
additional national technical assistance has been identified for this purpose. 

Fadia also informed of your request to expand the project geographic locations 
from 10 to 15 districts after careful evaluation of developmental activities envisioned in 
this project are completed. I agree with your proposal to add five additional districts in 
the third year of project implementation. As you know, the Bank perceives this project as 
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the first phase of a larger program to address maternal health issues and hope to see it 
expanded to other provinces and areas in Indonesia. 

Finally, we look forward to our continuing collaboration in this important 
initiative. 

With kind regards, 

Sincerely, 

Samuel Lieberman 
Division Chief 1 

Population and Human Resource Division 
Country Department III 

East Asia and Pacific Regional Office 

cc: H.E. Dr. Haryono Suyono, Minister and Chairman, MOP/BKKBN 
Dr. Kumara Rai, DG Community Health, MOH 
Dr. Edeng Abdulrahman, Chief, Bureau of Population, Family Planning, Youth 

and Women's Role, Bappenas 
Dr. Triono Soendoro, Chief, Bureau of Social Welfare, Health and Nutrition, 

Bappenas 
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INDONESIA 
SAFE MOTHERHOOD: A PARTNERSHIP AND FAMILY APPROACH 

Aide-Memoire 
January 20-February 6, 1997 

Pre-Appraisal Mission 

1. A World Bank mission
1 

visited Indonesia to pre-appraise the project on Safe 
Motherhood: a Partnership and Family Approach. The mission met with officials from 
BKKBN, Ministry of Health (DEPKES), Ministry of Education and Culture (MOEC), Ministry 
of Social Affairs (MOSA), Ministry of Religious Affairs, Ministry of Women's Affairs 
(MOW A), National Development Planning Agency (BAPPENAS), representatives of NGOs, and 
professional groups and donor agencies. The mission also met with the preparation teams from 
East and Central Java provinces. The mission wishes to extend its appreciation to Government 
representatives for their cooperation and hospitality. 

2. This aide-memoire summarizes the mission's main fi?dings and recommendations. The 
aide-memoire starts with an overall assessment of project preparation (Section I). The second 
part (Section II) describes project rationale followed by a brief description of the project 
objectives and components (Section III). An update on the utilization of the Japan Grant Facility 
(JGF) is presented in Section IV. Finally, a summary of next steps is presented in Section V. 

I. Overall Assessment 

3. Significant progress has been made in project preparations since the last mission. The 
central level teams completed their overall framework of the project and prepared guidelines for 
the districts and provinces. District and provincial project teams prepared preliminary proposals 
and budgets. Moreover, significant effort was made in the last few weeks to strengthen the link 
between project objectives and proposed activities. 

4. During the next stage of project preparation, special attention should be given to: (a) 
assisting the districts in finalizing their proposals and preparing their implementation plans; (b) 
completing technical assessments for the different components (see Section III below); ( c) 
finalizing project implementation and management arrangements in a manner that ensure 
coordination of intersectoral activities; ( d) finalizing channeling of funds arrangements; and ( d) 
finalizing central level proposals. 

II. Project Rationale and Concept 

5. Indonesia's maternal mortality remains a cause of concern. One in 89 Indonesian 
women of reproductive age die of maternal causes. The high maternal mortality ratio (390 per 
100,000 live births) is indicative of a larger burden of disease due to reproduction. Women also 

1 
The mission consisted of Ms. Fadia Saadah (Health & Population Specialist, mission leader), Mr. Peter 

Heywood (Senior Health Specialist, World Bank), Mr. Vincent Turbat (Health Economist, World 
Bank), Mr. E. Iswandi (Operations Officer (RSI), Ms. Judith Senderowitz (Adolescent Reproductive 
Health Spec., consultant), and Ms. Susan Murray (Maternal Health Spec., Consultant). The mission 
also worked closely with the technical assistance team for project preparation, especially Mr. Jim 
Knowles (Health Economist) and Mr. Robert Porter (Communications Specialist). 



suffer from non life-threatening but debilitating morbidities, including anemia, infections, and 
other obstetric complications. Addressing the burden of reproductive health problems benefits 
the large segment of women in their reproductive ages and beyond, as well as the health and 
welfare status ofother family members. 

6. The Government oflndonesia (GOI) has recognized the unfinished agenda of maternal 
and reproductive health and has, since the early 1990s, been actively developing strategies and 
programs to tackle reproductive health and safe motherhood issues. These initiative include the 
introduction of the village midwives program, development of safe motherhood strategy, and 
more recently the "mother friendly movement" initiative. Despite GOI's important efforts, the 
effectiveness of the safe motherhood initiatives face a number of constraints and challenges on 
the demand, supply and policy sides. 

7. The proposed provincial project attempts to address these constraints. The main features 
of the project concept are: 

• a demand driven approach that takes into account the social, cultural and economic 
determinants of safe motherhood as well as service delivety factors. This approach will 
focus at the individual, family and community levels. 

• a partnership approach among the different public sector agencies with an interesi in safe 
motherhood, private sector and NGOs. The exact format of this partnership and the relative 
contribution of the different partners will be determined at the district and province levels, 
depending on the local needs and conditions. 

• addressing constraints that affect service delivery and sustainability issues of the maternal 
health services. Special emphasis is given to the sustainability of the village midwives, the 
linchpin of safe motherhood services at the village level. 

• addressing reproductive health needs of the current cohort in the reproductive ages while 
maintaining demand and preparing the next generation that will enter the reproductive ages, 
namely the adolescents. 

• finally, district and province specific interventions can be effective in diverse conditions and 
varying reproductive health status in Indonesia. Such an approach can determine the right 
mix of interventions needed as well as the key stakeholders and partners who may be 
involved in implementation in a specific location. 

III. Project Description 

IILA Project Development Objectives 

8. The project would assist the Government oflndonesia (GOI) to reduce the burden of 
disease due to reproduction and improve maternal health in selected districts ( approximately 10-
152 districts) in two provinces (East and Central Java). The project will achieve that through a 

2 
Project preparation has been carried out in 10 districts. During the mission, it was proposed that 5 

additional districts be prepared during the first 2 years of project implementation and, once the 
proposals for these additional districts are ready, they can be added to the project areas. 
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partnership among different public and private sector agencies and NGOs and by addressing the 
supply and demand constraints facing maternal health issues. The specific objectives are to: 

=> Objective 1: Improve maternal health status and increase access to quality maternal health 
services. 

=> Objective 2: Increase access to high quality family planning services. 
=> Objective 3: Prepare adolescents to lead a healthy reproductive life. 
=> Objective 4: Design and evaluate pilots for financial sustainability of village midwives 

(BDDs). 

9. Performance indicators for the project have not been finalized . It is important to identify 
a limited number (five or less) of performance indicators for the project. Possible indicators 
could be: 

=> Objective 1: Increase in the knowledge of RH problems and increased utilization of services 
among women of in the reproductive age group. 

=> Objective 2: Percent of users who receive information about side effects; improvement in a 
"quality index". \ 

=> Objective 3: Increase in the percent of the target adolescent group who know about RH 
issues; assessment of adolescent's RH needs. 

=> Objective 4: Implement and evaluate pilots for testing BDDs sustainability. 

10. The list of performance indicators should be finalized by appraisal. Performance 
indicators should also be clearly linked to the monitoring and evaluation plan of the project. 

IILB Project components 

11. Project activities will be grouped into three different components: East Java, Central 
Java and Central level component. The provincial components will be managed and 
implemented by the province and district level teams. Different sets of activities have been 
proposed by the different districts/province. However, the description of these activities below 
does not adequately reflect these variations given the very brief nature of the presentation. More 
detailed proposals for each district and province have been prepared and are available in the 
project files. 

Provincial components -- East Java/ Central Java Components. 

Maternal health 

12. The aim of the sub-component is to improve maternal health status and increase access 
to quality maternal health services. Specific health outcomes targeted include maternal 
mortality, maternal complications, anemia, infections, as well as tetanus and mortality in 
neonates. The project will also include provisions for assessing other reproductive health needs 
like cervical cancer. 

13. Maternal Health Services (Supply). In terms of services (supply side), the project 
includes provisions for enhancing the capabilities of the BDDs, strengthening the referral 
system, and improving quality and management of emergency care. The project also includes 
activities for anemia control and trials for introduction of STDs control. A more detailed list of 
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interventions is presented in Annex 1. In addition, the project will include provisions for 
establishing "provincial referral fund" to pay for treatment of pregnancy-related conditions of 
patients on referral by the BDD in the project districts. 

14. The next steps for finalizing the maternal health services part of the project involve: (a) 
finalizing the training strategy for village midwives; and (b) further development of the proposal 
for the improvement of referral services. 

15. Demand for maternal health. As for the demand side, the discussions focused mostly 
on the need for an overall communications strategy for this sub-component to respond to the 
demand-driven approach of the project where the family and the community play a critical role. 
Such a strategy could start with designing an "umbrella" approach that could establish a unifying 
theme and platform upon which multiple tactics and messages can be built. The umbrella 
program could also make use of national and provincial-level media programming to support 
locally tailored communications and interventions. It can also implement policy 
communications and advocacy activities to generate political commitment and support. 
Messages as well as media channels will vary by level. For instance, messages to the family, an 
important player in maternal health decisions could include support for appropriate self-caring 
during pregnancy, knowledge of danger signs during pregnancy, importance of preparing 
contingency plans in the event of obstetric emergency and so forth. Different message will be 
needed for the community, health providers, and so forth. 

16. A major challenge for developing and implementing a strong communications program 
for maternal health/safe motherhood is coordination among the different partners. Further, no 
single agency has both the technical skills and the implementation capacity to carry out this 
activity. Therefore, the program should build upon the relative strengths and characteristics of 
the different partners. In order to do that there needs to be mechanisms in place to coordinate 
message development and dissemination. The next steps involve the definition of a 
comprehensive set of activities for this sub-component and to identify coordination mechanisms 
throughout project implementation. This will require additional technical assistance inputs. 

17. Strengthening of village midwives (BDDs). The objective of this part of the project is to 
identify options to ( a) sustain the BDDs as providers of health services at the village level; and 
(b) assist them to be become private providers. At the same time, the project recognizes that 
there will be a continued need for both the government and the villages to continue support to the 
BDD as they establish their private practice. 

18. This part of the project addresses the financial dimension ofBDD sustainability. 
Providing the BDD with the financial resources they need to continue working at the village 
level is an essential condition for BDD sustainability. However, it is not sufficient to ensure 
sustainability. Technical competence of the BDD as well as the demand for their services are 
two essential elements for BDDs to be sustained at the village level. The project proposal has 
identified a number of models that will be piloted during project implementation. These models 
include: group practices (model clinics for on-the-job training; group practice with BDD 
employees. and franchised clinics) and targeted performance-based contracts . In addition, the 
proposal includes porject-sponsered loans for BDDs 

19. These activities are described in more detail in Annex 2. The models will be 
implemented in a limited number of districts. In addition, a number of studies to support these 
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activities have been identified and will be carried out under the central level component. The 
next steps involve: 

• carry out the rapid assessment for BDDs (such an assessment should also provide estimates 
of the potential demand for loans) 

• identification of the locations for the pilots. 
• prepare implementation plans and budget. 

Family Planning 

20. The main objective of this sub-component is to expand and strengthen BKKBN's efforts 
to increase the technical competence as well as counseling and interpersonal skills of family 
planning service providers (including staff of public health facilities, bidans and BDDs, family 
planning field workers and caders). Project activities will be mostly focused on training and IEC 
(see Annex 3 for more details). 

21. In addition, the IEC strategy for the family planning S'(_rvices will be revised to better 
reflect the new direction of the program, i.e., reproductive health services. This revised strategy 
will need to be implemented in the field in conjunction with some of the demand generation 
efforts for the maternal health components. 

22. This component also supports promotion of the private sector, in general, and of the 
BDDs as private providers of family planning services, in particular. This involves demand 
generation for the private BDDs as well as community and political support for this health 
worker. However, this demand generation activity is not limited to family planning services 
only but also extends to the maternal health interventions. 

Adolescents 

23. The adolescent sub-component consists of a series of interventions aimed at increasing 
the knowledge of adolescents in reproductive health issues . The ultimate objective is to change 
attitudes and behaviors of adolescents. However, it is not realistic to achieve such an objective 
in the duration of the project ( especially since many of these programs are being developed 
during the first 2 years of the project). Thus, the increase of knowledge will be the main 
indicator for assessing the success of the project. In addition to increasing knowledge of 
adolescents, the project will carry out a detailed assessment of counseling needs for adolescents 
and will assist the different partners in identifying possible models for addressing such needs 
(see Annex 4 for more details). 

24. Next steps for the preparation of this component include: 

• Review all existing curricula and identify items to be included in new curricula. 
• Review implementation plan for project, especially for the first 18 months. Special attention 

should be given to the assessment of the training needs and capacity. 
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Central level Component 

25 . A number of central level activities have been identified based on the review of the 
provincial proposals. These activities will be carried out by the different ministries, especially 
BKKBN, DEPKES, and MOEC. Central level activities have been grouped into three main 
categories: technical support and program development; policy and research, and monitoring and 
evaluation. 

26. Technical Support and training. Specific activities for this sub-component have not 
been finalized. Activities are likely to include: development of new IEC strategies, developing 
training strategies and guidelines for BDDs, developing curricula and training modules for the 
introduction of adolescent reproductive health issues into the educational system and so forth. In 
addition, the central level activities may include limited support for manpower development in 
areas directly related to project objectives. 

27. Policy and research. A number of policy areas that may require research support have 
been identified. These include: midwifery training strategy; studies on the sustainability of 
village midwives program; assessment of cervical cancer prevalence , baseline and follow-up 
surveys for adolescents health needs and so forth. Terms of reference for the proposed studies 
need to prepared by appraisal. 

28. Monitoring and evaluation: A detailed monitoring and evaluation plan including 
indicators and data sources should be developed by appraisal. 

IILD Institutional and implementation arrangements 

29. Project management. Project management arrangements should aim to: (a) ensure 
smooth implementation of the project with clearly defined roles and functions for the different 
units, (b) strengthen the role of the districts and provinces in implementation, ( c) ensure 
coordination among project components, (d) ensure coordination with other related activities. In 
addition, project management and institutional arrangements should be congruent with fund 
channeling mechanisms. 

30. Given the provincial nature of the project, implementation and management should be 
mostly at the provincial and district levels. One possible option involves the establishment of a 
Provincial Steering or Coordination Committee headed by the Governor will be responsible for 
overall direction of the project in a province and a project management or implementation unit 
headed by the Bappeda and supported by a small management unit to handle project coordination 
and administrative issues. Implementation will be carried out mostly through existing structures. 
Specific roles and responsibilities for the different agencies and units need to be clarified. A 
similar structure could be established at the district level. It is, however, critical that the 
proposed management structure strengthens the partnership concept and avoids fragmentation of 
project components and activities. As for the central level, a project management unit 
responsible for management of the central level activities will be established. More specific 
project management arrangements need to be developed prior to project appraisal. 

31. It is important to note that the project design include a number of new innovations that 
will require strong management and technical support during implementation. It is important 
that the final management structure identifies who at the central and provincial levels will be 
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responsible for the implementation of these innovations to ensure their success during 
implementation. 

32. Coordination issues. Several project activities and interventions require coordination 
among different partners. It is critical that such coordination mechanisms be built into the 
project implementation and management arrangements. Coordination is particularly important 
for the communications interventions that promote specific health behaviors and services . 

Project Cost 

33. The mission received and reviewed preliminary budgets for the two province and a 
detailed budget for one district in each. The mission also received preliminary budgets for some 
of the central level components. Based on these budgets, the mission estimates that the total 
project cost for the 10 districts is likely to be around US$ 45-55 million with about 65-70 % for 
the provincial components (this cost is likely to increase if the number of districts is increased to 
15). These estimates, however, do not include any contingency estimates and do not reflect the 
total provincial budgets accurately. The final project cost and the loan amount will be prepared 
once the budgets have been finalized . · 

IV. Japan Grant Facility (JGF) 

34. The JGF has been utilized to support some local and international TA. To date, a total of 
US$ 114 thousand has been expended ( US$ 36 thousand for local TA, US$ 31 thousand for 
international TA, and US$ 4 7 thousand for workshops ). 

3 5. As for technical assistance needs during the next stage of preparation, the following have 
been identified: 

• TA to assist the districts and provinces complete their proposals and prepare implementation 
plans (2-3 months, national TA) 

• TA for reviewing the curricula for adolescents reproductive health (adolescent reproductive 
health specialist with experience in curriculum development, national or international) 

• TA for further development of proposal dealing with referral system (international and 
national) 

• TA for developing monitoring and evaluation plan for the project (international and national) 
• TA for preparing action plan for the communications strategy (international and national) 
• Possible follow-up TA for specific components, as needed (international and national). 

V. Next Steps 

36. The following next steps have been identified: 

Prior to appraisal (April 7, 1997), the GOI team will: 

(a) provide technical assistance to districts to complete their proposals and 
implementation plans. 

(b) finalize project management and fund channeling arrangements 
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( c) Prepare monitoring and evaluation plan. 

(d) Prepare a draft training strategy for BDDs 

( e) Carry out rapid assessment of BDDs and select the districts for the proposed 
pilots 

(f) Prepare more detailed proposals for improving referral health services 

(g) Review curricula on adolescent reproductive health and prepare assessment of 
needs for development of new materials 

(h) prepare central level proposals 

(i) prepare budget estimates for the project 

Prior to appraisal (April 7, 1997), the Bank project team will: 

U) prepare project appraisal document 

(k) upon management approval, carry out an appraisal mission starting on April 7, 
1997. 

(l) upon successful completion of project appraisal, carry out negotiations on May 5 
1997. 
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Safe Motherhood: A Partnership and Family Approach Project 
Maternal Health Sub-component 

Supply of Maternal Health Services 

Background/Rationale 

Annex 1 

1. Indonesia's achievements in the social and economic spheres, while admirable, have not 
been matched in the area of maternal and reproductive health. While poverty incidence 
decreased from 60% in the 1970s to less than 15% in the 1990s maternal mortality ratio shows 
no evidence of decline in the last decade. It stands at 390 deaths per 100,000 livebirths and is 
among the highest in the ASEAN Region. One in 89 oflndonesia's women ofreproductive age 
die of maternal causes. 

2. The maternal mortality ratio is indicative of the large burden of disease due to 
reproduction. Women suffer from non life-threatening but debilitating illnesses, including 
anemia, infections, and other obstetric complications. Further, addressing the burden of 
reproductive health problems will also benefit the health and welfare of other family members. 
As infant mortality decreases, neonatal deaths comprise an ever increasing proportion of deaths 
in the first year. Some of the strategies put in place as part of reducing the maternal burden of 
disease, such as the BDD program, also offer the potential of reducing neonatal morta4ity and 
morbidity through tetanus toxoid immunization and neonatal resuscitation. 

Objectives 

3. The main objective of the maternal health component is to reduce the burden of disease 
due to reproduction among women and to reduce maternal mortality. Specific health outcomes 
targeted include maternal mortality, maternal complications, anemia, infections and tetanus. In 
addition, the project will assist the government to assess the magnitude of other reproductive 
health problems like cervical cancer. 

4. Strategic options for achieving this objective are likely to include demand generation and 
information to women, families and communities. These activities are likely to be supported by 
a strong political commitment to improve maternal health activities (see Annex 2 for more 
details on demand generation). 

5. On the supply side, the strategy will involve improving access and quality of maternal 
health services at the different levels, especially at the village level. Efforts to improve linkages 
between the different levels of the system and enhance referrals will also be addressed. 

Proposed interventions 

6. Priority areas for improving maternal health services have been identified. However, 
these are grouped by type of activity rather than level of care. 

=> Village level: 
~ Improve the skills of the BDDs to deliver maternal and neonatal care 
~ Improve skills ofMWs to provide basic health services (expected of her) at the 

village level 



=> HC: 
~ Improve capacity of HC providers to provide basic obstetric and neonatal (ON) care 

=> Improve management of the referral system 
=> QA for HC (already developed through HPIV) 
=> QA for hospital care (needs to be further developed) 
=> Improve monitoring of ON health services 
=> Review/implement anemia control strategy (under development) 
=> Introduce (first in two sample districts) STD management and treatment 

7. For each of these activities, the districts will assess their existing conditions, identify 
their needs, and the project can then finance the gap in the needs. The next step for the central 
level involves the development of some of the technical issues. These include: the training 
strategy for BDDs, QA for hospitals, interventions for improvement of the referral system. As 
for anemia, the strategy is currently under review and the project will assist in further 
development of the strategy as well as its implementation. Pilots for the introduction of STD 
will be tested in two districts in the first phase of the project that could be expanded during the 
last 3 years of implementation (based on the outcomes of the pilots). Finally, the project will 
support studies to assess the burden of other reproductive health conditions, especially cervical 
cancer. 

8. At the district and province level, the main activity for the next phase of preparation 
involves assessment of district needs at the different levels, preparing overall targets for the five 
years and detailed implementation plan for the first year of project implementation. Technical 
assistance should be provided to the districts to carry out this task. 



Annex2 
Safe Motherhood: A Partnership and Family Approach Project 

STRENGTHENING BDDs - Sub-Component 

1. The objectives of this part of the project are to: 1) keep the bidan di desa (BDD) working in 
villages; and 2) transform them into sustainable private practitioners. At the same time, the project 
recognizes that there will be a continuing need, especially over the life of the project, for both the 
government and the villages themselves to continue providing support to the BDD as they establish their 
private practices. Government support to the BDD will be increasingly channeled toward financing 
BDD services provided to the poor and to support public health activities benefiting the entire village 
( e.g., health education and counseling). Community support will be needed to augment government 
resources and will be used to provide a more attractive and productive working environment for the 
BDD. 

2. This part of the project addresses the financial dimensions of BDD sustainability. Providing the 
BDD with the financial resources they need to continue working at the village level is a necessary 
condition for BDD sustainability. However, it is not sufficient to ensure sustainability. Many of the 
other activities of the project are also designed to contribute to BDD sustainability. For example, the 
training the BDD will receive under the project--a supply-side intervention designed primarily to 
improve the quality of services provided--will also contribute to BDD sustainability by strengthening the 
demand for their services. Similarly, the demand-creating activities of the project will also promote 
BDD sustainability by increasing demand for their services. 

3. The project will test a series of pilot models designed to promote BDD sustainability. Most of 
the models involve more than one intervention ( e.g., loans, business training). In addition, certain 
interventions will be made available to BDD in the project districts, even if they are not included in the 
pilots. 

I. Group Practice Models 

4. The project will encourage the formation of group practices (i.e., practices in which more than 
one bidan works), building on the established private practices of senior bidan. Most of these group 
practices will be established at the subdistrict level. The project will work with NGOs ( e.g., IBI, 
Mohammedia) to support the development of these group practices. Loans for the group practices will 
be provided either through the project (discussed below) or through existing loan programs (e.g. , 
USAID-funded PROFIT and MSED programs). Business training will be provided through the project. 
Several alternative models of bidan group practice will be piloted under the project, as described below: 

Model 1: Model Clinics for On-the-Job Training 

5. The project will assist senior bidan to develop enlarged practices where BDD can work for a 
month or two each year to acquire additional on-the-job training. This model will be tested to determine 
whether it is a cost-effective alternative to more formal training provided under the project. It is 
expected that this model will be implemented by IBI, which would identify the senior bidan to 
participate in this pilot, assist in providing or securing necessary project resources, and train the trainers . 
The project will provide loans and business training needed to augment the capacity of these group 
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practices. For example, loans might be used to purchase additional equipment or to convert the practice 
into a maternity clinic with additional beds. The project might also provide funds for the senior bidan to 
employ an assistant BDD who would take over the duties of the BDD while they are temporarily away 
from their villages. The senior bidan would also be responsible for providing mentoring services to the 
BDD after they returned to their villages. Project loans could be used to assist the senior bidan in 
obtaining transportation means to enable them to provide such mentoring services. IBI would be 
responsible for conducting an evaluation of the cost effectiveness of the pilot as an alternative training 
mode. 

6. It is anticipated that the project will support the establishment of four such model clinic group 
practices in four subdistricts (two in each province). 

Model 2: Group Practices with BDD Employees 

7. An alternative group practice model would involve established senior bidan not only as trainers 
but also as supervisors of BDD. This model would have all the features of the above model. However, 
in addition, the BDD participating in the training would become salaried employees of the senior bidan
owned group practice. In this model, the senior bidan group practice would have a contract with the " 
MOH to provide BDD services to a specific set of villages (perhaps those in the same subdistrict which 
may have been vacated by BDD who did not accept a contract extension). The senior bidan group 
practice would receive payment directly from MOH (instead of MOH providing a salary to the BDD). 
The contract would stipulate the services to be provided, and the senior bidan group practice would be 
paid by MOH for that period of time during which a BDD employed by the group was actually posted in 
the village and providing the stipulated services of an acceptable quality. The senior bidan group 
practice would be responsible for training and supervising the BDD under her employ and for ensuring 
that the services met at least minimum quality standards. The group practice would make its own 
employment contract with each BDD, who would become private practitioners in this model. In some 
cases, the senior bidan group practice might negotiate with MOH to have more than one village covered 
by one BDD (e.g., in the case of two small villages located fairly close to one another). IBI would again 
be responsible for conducting an evaluation of the cost effectiveness of this pilot model, comparing its 
performance to the existing system under which MOH contracts directly with the BDD. 

8. It is anticipated that the project will support the establishment of four such senior bidan-owned 
group practices with BDD employees in four subdistricts (two in each province). 

Model 3: Franchised Clinics 

9. The project will also support the development of franchised clinics at the subdistrict level which 
will combine one doctor, one or more bidan, and one or more nurses into a practice which provides 
comprehensive primary health care, including maternity care. The franchised clinics would give the 
BDD an opportunity to obtain training in a broader range of services such as those they routinely 
provide in their villages (broad-based primary health care). (An additional objective of the franchised 
clinics would be to provide employment for some of the former PTT doctors.) The franchising would be 
done by an NGO such as Mohammedia. Each franchised clinic would have identical ( or similar) 
facilities and equipment and staffing and would provide the same services for standard fees. The 
sponsoring NGO would be responsible for providing training, arranging financing, and for monitoring 
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the quality of services--in return for a fee from the franchise. Once established, the franchised clinics 
would be in a position to provide training to BDD (similar to Model 1 above) or to contract with MOH 
directly to provide BDD services to unserved villages (similar to Model 2). The primary advantage of 
this model over the other two is that the franchised clinics would provide training ( and possibly 
supervisory) services to the BDD in a broader range of primary health services, similar to the range of 
services she actually provides in the village. 

10. It is anticipated that the project will support the establishment of four franchised clinics in four 
subdistricts (two in each province). 

II. Targeted Performance-based Contracts 

11. The project recognizes that some villages are too poor to sustain a purely private BDD. Even in 
villages which can support a private BDD there needs to exist a mechanism for ensuring continuing 
access to her services on the part of the poor. Consequently, at the expiration of the existing three-year 
contracts, the project will pilot test the use of an alternative contract mechanism for the BDD in two of 
the project districts (one from each province). The existing BDD contract pays a uniform salary to all 
BDD in a given area to provide a rather loosely defined set of services to all village residents, regardless 
of the size or socio-economic characteristics of the villages. In addition to receiving their fixed salary, 
the BDD currently charge their clients fees for providing a variety of services. The additional income 
they receive is a function of many factors, including their own efforts and success in developing a client 
base; but it is clearly also related to the villagers' ability to pay and to the size of the village. As a result, 
the total income earned by BDD varies significantly from village to village even within a given district. 
In their efforts to supplement their government salaries in their private practices it is likely that some 
BDD fail to provide basic MCH and family planning services to the poor, who are less able to pay for 
services. 

12. The alternative contract mechanism would compensate the BDD as private providers for 
delivering a clearly-defined package of services to the poor as well as a more limited set of "public 
good" services to the entire village (i.e., essential public health services, such as health education and 
counseling, for which charging an individual fee is impractical). This new contract, which is called a 
Targeted Performance-based Contract, or TPC, is expected to have the following advantages over the 
existing contract: 

The new contract is designed to be more equitable for the BDD themselves. 
The new contract is designed to be more equitable for the villagers. 
The new contract would be performance-based and therefore encourage greater efficiency. 
The Ministry of Health will be able to save money. 

(the detailed activities for the different steps are included in the project proposal) 

III .. Project-sponsored Loans for BDD 

13. BDD will need access to credit in order to become sustainable private providers. Credit may be 
needed for purposes such as: 1) leasing clinic space; 2) renovating clinic space; 3) obtaining needed 
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medical equipment; and 4) purchasing means of transportation. BDD face several obstacles in gaining 
access to credit. On the supply side, these include: 

The BDD do not have collateral to secure a loan. 
The BDD cannot demonstrate to potential lenders an established income-earning capacity as 
private providers (lenders typically require evidence of income earned for three previous years 
from self-employed individuals applying for loans). 
Most BDD are relative newcomers to their villages. Rural lending institutions typically rely on 
assessments by village leaders of a loan applicant's character in establishing their credit 
worthiness. 
BDD may face discrimination from lenders because they are women. 
The BDD are likely to require larger loans, and for a longer term, than the typical micro loans 
available at the village level. 
Most of the BDD do not know how to prepare a business plan, a necessary part of the process of 
obtaining a business loan. 

Demand-side obstacles include: 

Many of the BDD, who are mostly young, single women, will want to leave the village before 
their loan has been repaid (e.g., to relocate following marriage). 
The BDD are easily deterred by the prospect of having to pay market interest rates of 20-30 
percent (although real rates, adjusted for inflation, are significantly lower). 

14. It is a challenge to develop an appropriate credit package for the BDD. In a situation in which 
borrowers have no collateral and in which the size of the loan needed and standard practices of lenders 
require collateral, there are only a few options. One option is to use loan guarantees (similar in their 
effect to having the project co-sign the BDD's loan application). This approach to increasing the supply 
of credit has been used in many countries. Its principal advantage is that it allows a sponsor (e.g., a 
donor) to leverage a large volume of credit for a relatively small outlay in project funds. 

15. Private BDD will also be provided with business training under the project, including training in 
the preparation of a business plan. One purpose of a business plan will be to help the BDD determine 
how much credit she will be able to manage. Other aspects of the training will help her manage her 
business more effectively. The preparation of business plans will also provide the project with 
invaluable information about the economics of the BDD private practices, e.g., what they charge, their 
volume and types of services. 

16. The loan guarantee and business training features of the BDD loan program are designed to 
circumvent the supply-side obstacles noted above (e.g., lack of collateral, inadequate basis for assessing 
credit worthiness). However, there are also substantial demand-side obstacles. Removing demand-side 
obstacles will be particularly important in the case of the private BDD participating in the Targeted 
Performance-based Contract (TPC) pilot described above. For this group the project will pay all of the 
loan's interest for loans of up to 5 million Rupiah for up to three years. Since the BDD are reportedly 
quite interest-sensitive, such an arrangement should provide the private BDD in the TPC pilot with a 
powerful incentive to borrow needed capital to develop their private practices. A graduated repayment 
schedule will also be used to ease the BDD's transition to private practice. 
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17. A disadvantage of subsidizing interest rates, even if limited to the private BDD participating in 
the TPC pilot, is that it involves a departure from market rates of interest and may result in some 
inefficient demand for credit. However, the macroeconomic effects of any inefficiency resulting from 
this scheme are unlikely to be of significant magnitude. The fact that the interest subsidy component of 
the project's BDD loan scheme is designed to promote policy reform through institutional change (i.e., 
the transformation of government employees into private sector providers) should yield efficiency gains 
which more than compensate for any minor inefficiency introduced into credit markets. 

18. A remaining demand-side obstacle (i.e. , the fact that most of the BDD are young and unmarried 
and therefore unlikely to remain in their villages permanently) suggests that even with an effective credit 
program it will not be possible to address all of the capital investment needs of the private BDD. The 
expected mobility of the BDD will pose special problems in the case of fixed assets (e.g., a polindes in 
which to practice) since the departing BDD will not be able to take her investment with her, nor is she 
likely to be able to liquidate it to repay her loan. The solution to this problem is for the village to invest 
in the polindes and to maintain it over time. The polindes will directly benefit all of the BDD's clients 
(most of whom reside in the village), so that there is a close correspondence between those who bear the 
costs and those who benefit from such an investment, making it an appropriate activity for local 
government. 

19. In addition, the project will support five research studies to support this program, these are: (a) 
evaluation ofBDD compensation levels; (b) factors affecting BDD sustainability; (c) evaluation of the 
effectiveness of alternative targeting mechanisms; ( d) evaluation of the health effects of BDDs; and ( e) 
criteria for posting a BDD in a village. 
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Safe Motherhood: A Partnership and Family Approach Project 
Quality of Family Planning Services - Sub-Component 

Introduction/Rationale 

Annex 3 

Indonesia' s family planning program is recognized worldwide for its achievements in increasing 
contraceptive prevalence and reducing fertility over the past two and a half decades. As of 1994 
contraceptive prevalence (CPR) was at 55% of married women, while total fertility rate was 2.9 
children. Despite these achievements, the program still faces important challenges. These 
include: increasing the quality of family planning services, and strengthening the role of the 
private sector in the provision of family planning methods. 

Quality of Care. Quality of care is much more difficult to define and measure than other 
parameter of family planning like contraceptive use. However, several factors point to the need 
for further work in this area. For instance, discontinuation rates, one important indicator of 
quality of care, remain relatively high. The 1994 DHS surveys shows that 26% of users 
discontinue contraceptive use in the first 12 months and 40% discontinue by the end of 24 
months. The main reasons for discontinuation included method related reasons ( 10% ), concern 
for side effects (6%), method failure (3%) and desire to get pregnant (5%). Further, the 1994 
Situational Analysis ( conducted in 9 provinces included the two selected provinces for this 
project) identified important aspects of quality of care that required further improvements in 
particular counseling. Other studies confirm these findings . 

In addition, the Indonesian program has adopted the recommendations of the International 
Conference on Population and Development (ICPD) and is trying to reorient the focus of the 
program towards a more client-oriented approach that addresses a broader range of reproductive 
health needs. This strategic shift has important implications for the program in terms of re
orienting its IEC strategy as well as enhancing the quality of family planning services. 

Private Sector Development. BKKBN private sector initiatives that started in 1987 with the 
introduction of the self-reliant family planning movement (KB Mandiri). These efforts have 
been designed primarily to increase program sustainability and to expand access by contracting 
with NGOs to provide services to undeserved populations. Although considerable success has 
been made (about 29% of contraceptive services are provided by the private sector -- 1994 
DHS), large number of middle- and upper- income couples still obtain government family 
planning services and many providers receive subsidies from the government. 

At present, BKKBN is in the process of reviewing their contraceptive strategy and identifying 
alternatives for private sector development. In this project, efforts for private sector 
development will focus mainly on assisting the sustainability of the BDDs as private sector 
health providers at the village level. Other private sector activities that were proposed in the 
project are mostly covered by the regular program for BKKBN. 

Objectives 

The main objectives of the family planning sub-component are : 



• To improve the quality of family planning counseling and services provided by doctors, 
midwives (bidan and bidan di desa), family planning workers and caders throughout the 
selected districts, as measured by a quality index. 

• To promote the role of BDDs as private providers of MH/FP services. 

Main beneficiaries are the couples using family planning services. Beneficiaries also include 
providers participating in the clinical and counseling training. 

Proposed interventions 

The key interventions proposed for this sub-component include: 

• improvement in counseling and interpersonal communications skills 
• improvement of technical competence of service providers ( doctors, bidan, and BDDs) for 

providing family planning services 
• strengthening family planning referral system 
• strengthen the quality of family planning service delivery through the provision of essential 

equipment/supplies 
• develop and implement client-oriented IEC program to increase demand for quality services 
• partnership with NGOs to enhance access to quality family planning services 

In addition, the program will include IEC activities for demand generation and community 
support for BDD services. This activity will complement other interventions supporting the 
BDDs training and financial sustainability. 

Key issues 

• Coordination with ongoing programs: given that many of the proposed activities are add-ons 
to existing program activities, care should be taken to ensure adequate coordination and to 
avoid any duplication of efforts. 

• Local specificity, especially of some of the IEC messages: several districts have identified 
the need for specific messages that better fit their local conditions and needs. It is important 
that the project design include provisions for adopting IEC messages to local needs. 

• Identification of clear indicators for the different activities: clearly defined indicators need to 
be established for this (as well as other components) at the different levels (i.e., district, 
province, and central). 

• Link of the demand generation for BDDs with other initiatives proposed by the project: 
several components of the project (and several agencies) are dealing with BDDs. It is 
important that the promotion of BDD activities are linked to the actual situation and service 
by these health providers. 



Annex4 
Summary proposal (Adolescent sub-component) 

SAFE MOTHERHOOD: PARTNERSHIP AND FAMILY APPROACH 

I. Background Information/Rationale 

1. Programs to serve adolescents with information about reproductive health serve both 
short- and long-term purposes. In the short-term, an adolescent can better maintain or improve 
his or her health status by understanding the health implications of various actions, especially 
risk-taking behaviors common in adolescence. Furthermore, understanding physical 
development and maturation helps young people to allay fears and confusion and to undergo 
these rapid and dramatic changes with greater ease. Gaining needed counseling and services, 
when appropriate, helps adolescents to enter their reproductive years in good health. 

2. In the longer term, an understanding of reproductive health issues prepares young people 
for important life decisions such as marriage, use of family planning, timing and spacing of 
children, prevention of unwanted pregnancy, infection and disease and how to identify and 
secure needed services. 

3. Specifically, in Indonesia, there are identified reasons for instituting reproductive health 
and other projects for adolescents. These include: 

(a) an apparent lack of knowledge on the part of adolescents about reproductive 
health issues 

(b) a low level of knowledge of adolescent reproductive health issues on the part of 
parents, combined with difficulty in communicating on such issues with their 
adolescent children 

( c) inadequately trained and prepared teachers and service providers who are unable 
to effectively meet the educational, counseling and service needs of adolescents 

( d) an increase in exposure to mass media which often portrays irresponsible sexual 
activity and imparts misconceptions to its viewership, among whom are 
adolescents who identify media as a major source of reproductive health 
information 

( e) although increasing, a continued lower than desirable age of marriage, especially 
for girls, which can compromise young women's educational attainment and, if 
childbearing begins early, their health 

(f) a high maternal mortality rate, including the adolescent segment 

(g) an identified need to prepare young people for important life decisions such as 
marriage, family planning and family life 

(h) an apparent increase in unwanted pregnancy and STD among adolescents 

(i) an emerging problem of HIV infection which has begun to appear among the 
adolescent population 



(j) a need to test various models of education and service delivery in the absence of 
experience and research on these issues and activities 

II. Issues to be addressed 

4. As the proposal preparation and project planning process advances, several issues should 
be addressed and solutions considered. These include: 

5. Limited experience with adolescent reproductive health issues. Given the newness of 
this issue area for programmatic consideration in Indonesia, there is limited familiarity with 
project activities, including both the substance and approach. This is of special concern for ARB 
because it is a sensitive issue area both for implementors and the target audience. It is important 
that early, introductory efforts are well planned and avoid negative back-lash. 

6. Arranging for short-term course work and/or training in ARB program planning and 
implementation for a limited number of key coordinators could be a good investment in laying a 
sound base for future activities. 

7. Major program components crossing sectors with complicated implementation plans. As 
currently proposed, the adolescent sub-component involves several sectors and numerous 
activities which require detailed planning and sequencing -- all in an area that is new to those 
charged with implementing it. 

8. Securing a consultant experienced in ARB program management for a period of two 
months or so in the early planning/implementation phase could provide support and reassurance 
to the program coordinators and help insure a solid and rational initiation of the plan. 

9. Major efforts proposed for developing curricular and educational materials which are 
new to program managers. A major underpinning of the sub-component is the development of 
curricula and educational materials for use in the family, school and community approaches. At 
the same time, there are few materials specialists experienced with this subject matter. Not only 
is there a need to produce accurate, sensitive and effective materials, but there is also the 
necessity of reviewing the scope of materials to be produced for various uses throughout the 
project for consistency and overall reinforcement of agreed upon messages. 

10. With so many separate materials planned, there is a danger to duplicate efforts and 
repeat unnecessary steps. It is recommended that the project identify an expert in both ARB and 
educational approaches who is fluent in bahasa, if possible, to review existing material at the 
start of the program, recommend ways to build upon existing materials of high quality and help 
plan ways to develop new materials if and where needed -- facilitating collaboration whenever 
possible in the process. This specialist should also review drafts of new materials for accuracy 
consistency and approach. 

11 . Major training requirements of the proposed project. Analogous to the curricula 
challenge is the quantity of training needs and plans proposed. Nearly every project activity 
proposes training -- usually at the district or provincial level -- and thus training of trainers is 
required. The are two needs in this regard. One is for quality control of the training curricula 
and format (insuring, for example, that trainees can practice skills during the training) and the 
other is logistical planning for massive numbers of training. 



12. It appears necessary to engage the services of a training consultant experienced in both 
adolescent program training as well as management of training activities. 

13. Linking selection of proposed phasing/selection of project activities to the planned 
evaluation. A tentative schedule for the different project activities was discussed during the 
mission. However, the selection and phasing of the different activities needs to be reviewed 
again in conjunction with the discussions about the evaluation plan for this sub-component. 

III. Objectives and Proposed Interventions 

14. The adolescent sub-component consists of the following objectives, interventions and 
approaches. 

Objective 1: Increase knowledge of key reproductive health issues among adolescents. 

Performance indicator: Increase in knowledge of the targeted adolescent groups (there is a need 
to define the exact range of items based on which knowledge increase will be determined). 

Activities (by Approach) 

1.1 Develop commitment among partner organizations at the central/provincial/district levels to 
implement program (pre-requisite activity that is not specific to any approach) 

A. Family Approach (BKKBN) 

1.2 Conduct the Parent Education Program 

B. School (Education) Approach (MOEC) 

1.3 Incorporation of FLE into School Health (Core Program) in Junior and Senior High Schools 
1.4 Family Education in out-of-school program 
1.5 FLE in Religious Schools 

C. Community Approach 

1.6 FLE through Karang Taruna (MOSA) 
1. 7 FLE through other youth and women's organisations and NGOs (Local Gov' t, BKKBN) 

D. Information, Education and Communications (To be determined) 

1.8 Reproductive Health Education through Mass Media 

Objective 2: Assess need for counselling services among adolescents and identify "models" 
for providing such counselling services. 

Performance indicator: Produce assessment of ARH needs for counselling and identify 
alternatives for providing such services. 



Activities: 
2.1 Needs Assessment to determine counselling and service activities (to be determined) 
2.2 Strengthening counselling and services ofNGOs to meet adolescent needs (Local Gov't) 
2.3 Model Project Development for adolescent counselling and services within Health Centers 
(DEPKES) 
2.4 Assess adolescent' s health needs and identify potential interventions (DEPKES) 

Objective 3: Test the effectiveness of alternative approaches 

Performance Indicator: Assess the relative effectiveness of the 3/4 approaches employed by the 
project. 

Activities: 
3.1 Carry out an evaluation of the effectiveness of family, school and community approaches. 
(Needs to be developed further in the next stage of preparation) 


