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	ABSTRACT
	
	ARTICLE INFO

	Maternal mortality in Indonesia remains high, with rural and remote regions disproportionately affected due to systemic barriers in emergency care. Objectives: This study explores the experiences and challenges of midwives providing emergency maternal care in East Kalimantan, focusing on systemic barriers, clinical autonomy, and professional dedication. Methods: A qualitative exploratory design was employed, involving semi‑structured one‑on‑one interviews conducted online via Zoom with eight midwives working in geographically isolated areas. Data were analyzed using Braun and Clarke’s thematic analysis, supported by NVivo coding. Results: Three overarching themes emerged: (1) systemic barriers and geographical isolation that delay referrals and emergency responses, (2) autonomous clinical decision‑making under resource constraints, and (3) the ethos of dedication and expanded professional roles beyond standard midwifery practice. Midwives reported reliance on poor transport routes, minimal equipment, and lack of supervision, often making rapid clinical decisions without institutional support. Despite these constraints, they demonstrated resilience and commitment, frequently assuming roles beyond maternal care, including general health services and community leadership. Conclusion: Midwives in rural East Kalimantan play a critical role in bridging systemic gaps in emergency maternal care. Their experiences highlight the urgent need for policy reforms to strengthen referral systems, improve emergency transport, expand continuing professional development, and ensure equitable distribution of doctors and specialists. Addressing these challenges is essential to reduce maternal mortality and achieve health equity in Indonesia’s rural communities.
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INTRODUCTION 
As of 2025, Indonesia’s maternal mortality ratio (MMR) remains high at 140 deaths per 100,000 live births (WHO, 2025), with rural areas disproportionately affected. The country continues to face one of Southeast Asia’s highest MMRs, with pronounced regional disparities. Java-Bali reports the lowest rates, while Sulawesi and Eastern Indonesia experience MMRs more than twice the national average. While deaths due to hemorrhage and sepsis have significantly decreased from 48% to 18% and 15% to 5%, respectively maternal mortality from hypertensive disorders and non-obstetric causes such as infections and cardiovascular 
diseases has sharply increased. These non-obstetric causes now represent the largest share of maternal deaths nationally (Syairaji et al., 2024). 
A district-based audit in South Kalimantan similarly identified hemorrhage (41%) and hypertensive disorders (32%) as leading causes, alongside sepsis and indirect obstetric factors. The audit highlighted several contributing challenges: delays in decision-making (77%), poor quality of care at health facilities (60%), economic constraints (37%), and refusal to seek care (53%), while distance and transportation were less significant. Alarmingly, 69.2% of maternal deaths occurred outside health facilities, often with attendance limited to traditional birth attendants or family members, underscoring critical gaps in emergency response and referral systems (Supratikto et al., 2002).
Midwives serve as frontline primary care providers, particularly in rural communities where they are the most trusted contact for pregnant women. In Semarang Regency, deliveries occur across multiple settings, utilizing a “four hands” approach where two midwives assist each birth to enhance emergency response. In contrast, Kendal Regency centralizes deliveries in health facilities, with midwives referring home births to these centers. Midwives adhere to the APN protocol, which includes clinical care, infection prevention, medical record-keeping, and timely referrals. Emergency preparedness is strengthened by having at least two midwives present during delivery and facilities equipped with PONED (Basic Emergency Obstetric and Neonatal Services). Regional initiatives like the 5Ng program support maternal health by promoting comprehensive care throughout pregnancy and postpartum (Erawati et al., 2020).
Despite their critical role, rural midwives face considerable challenges including geographic isolation, limited access to continuing education, expanded roles due to staff shortages, and lack of mentorship for new graduates. Recruitment and retention remain problematic, exacerbated by psychosocial pressures arising from close community ties. While incentives such as training opportunities and relocation packages exist, professional support gaps and inadequate training hinder effective healthcare delivery in rural settings (Burrows, Calleja & Cooke, 2019). A qualitative study will provide deeper insights into these challenges and help inform national policy development and midwifery education reforms aimed at reducing maternal mortality and improving rural healthcare services in Indonesia.

1. Literature Review 
2.1 Overview of Emergency Maternal Care
The maternal mortality ratio (MMR), the number of maternal deaths per 100,000 live births is a crucial global health indicator used to monitor progress toward Sustainable Development Goal (SDG) 3.1, which aims to reduce the global MMR to below 70 by 2030 (World Health Organization, 2025). According to the latest WHO estimates, the global MMR has declined significantly from approximately 460 in 1985 to 197 in 2022, reflecting improvements in maternal health interventions, particularly emergency obstetric care (World Health Organization, 2025). However, this progress remains uneven. Rural and underserved regions continue to experience significantly higher maternal mortality due to limited access to skilled birth attendants, delayed emergency responses, and inadequate health infrastructure. WHO estimates, adjusted for underreporting and misclassification through Bayesian modelling, emphasize the gap between global targets and current outcomes, highlighting the urgent need to better understand the challenges faced by frontline maternal care providers, such as midwives in rural settings.
In Indonesia, maternal mortality remains a critical public health concern, especially in rural areas. A recent study in East Lombok Regency reported fluctuating MMRs between 2020 and 2024, with a rate of 118.5 deaths per 100,000 live births in 2024 still considerably above the SDG target (Prabawati et al., 2025). The leading clinical causes of maternal death included hemorrhage, hypertensive disorders, infections, cardiovascular complications, and COVID-19. Systemic issues such as inadequate antenatal and postnatal care, delays in family decision-making, and weak referral systems further contributed to preventable deaths. The study recommended strengthening maternal health services, improving emergency referral pathways, addressing socio-cultural and economic barriers, and enhancing health data monitoring. Accordingly, this study aims to explore the lived experiences and challenges midwives face in providing emergency maternal care in rural Indonesian settings.
Data from East Kalimantan reveals a sharp rise in maternal mortality, increasing from 79 deaths in 2019 to 168 in 2021 (Diskominfo Provinsi Kalimantan Timur, 2022). This increase indicates systemic weaknesses in emergency maternal care, particularly in rural areas with limited resources. Infant mortality remained between 600–700 cases annually, but under-five deaths surged from 74 to 755, and neonatal deaths rose from 305 in 2020 to 557 in 2021.

Figure 1 : Infant Mortality East Kalimantan (adapted from Diskominfo Provinsi Kalimantan Timur, 2022)
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Figure 2: Maternal Mortality East Kalimantan (adapted from Diskominfo Provinsi Kalimantan Timur, 2022)
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These trends expose gaps in postnatal care and emergency referral systems, underscoring the urgent need to examine the challenges midwives face in delivering timely and effective maternal care in remote settings.

2.2 Role of Midwives in Maternal Health 
Midwives and obstetrical nurses are vital in promoting maternal health by supporting healthy behaviors during pregnancy, focusing on nutrition, physical activity, and weight management. Their regular contact with pregnant women allows them to offer personalized, evidence-based advice to reduce risks such as gestational diabetes, hypertensive disorders, and adverse birth outcomes. However, significant barriers hinder their ability to provide consistent lifestyle counseling, including insufficient training, lack of confidence, and systemic limitations. Enhancing their education, communication skills, and health policies is crucial to improve their preventive and emergency care roles (Bahri Khomami et al., 2021).
Expanding on the systemic context of midwifery practice, Mattison et al. (2020) highlight midwives’ broader function in delivering sexual and reproductive health and rights (SRHR) services, including emergency care. Their framework illustrates how political and health system factors such as regulation, financing, governance, and societal values can either enable or restrict midwives’ integration into health systems. Despite their capacity to deliver up to 87% of essential SRHR services, midwives often face barriers such as limited autonomy and underfunding. Strengthening their integration is especially critical in low- and middle-income countries to improve maternal outcomes and achieve universal health coverage.
Complementing this, Hewitt et al. (2021) emphasize the need for effective leadership in sustaining midwifery-led continuity of care models, such as the Midwifery Group Practice (MGP), which are associated with improved maternal and neonatal outcomes. They identify transformational leadership defined by empathy, collaboration, and vision as essential but note a disconnect between these ideals and midwifery practice, where leadership is often viewed as the domain of senior figures. A shift toward shared, relational leadership is recommended to empower all midwives to contribute to organisational change and care quality. 
Extending the focus on care quality, Cummins et al. (2020) applied the Quality Maternal and Newborn Care (QMNC) Framework to examine midwifery-led continuity models in rural and metropolitan Australia. They identified facilitators of quality care, including strong midwife-woman relationships, flexible service delivery, and support for women’s autonomy. However, barriers such as contested roles between midwives and other professionals, and poor preparation for complications, were noted. The QMNC Framework comprising care practices, organisational structures, values, philosophy, and care providers offers a practical guide for evaluating and replicating woman-centred, respectful care). 
Based on the Indonesian Minister of Health Regulation (Permenkes) No. 28 of 2017 on the Licensing and Implementation of Midwife Practice (Kementerian Kesehatan Republik Indonesia, 2017). This regulation defines the specific authorized actions a midwife may perform across the continuum of care.

Table 1: Core Scope of Midwifery Practice
	Category of Care
	Key Service Scope 
	Specific Actions and Competencies

	Maternal Health Services
	Antenatal Care (ANC), Labor, and Postpartum
	ANC: Comprehensive check-ups, health education, nutrition counseling, and administration of initial treatment (e.g., iron, vitamins).

	
	
	Delivery: Management of normal labor and spontaneous vaginal delivery.

	
	
	Postpartum: Postnatal care for mother and newborn (PNC), counseling on breastfeeding, family planning, and detection of complications.

	
	Management of Midwifery Emergencies
	Initial stabilization of obstetric emergencies (e.g., severe hemorrhage, eclampsia, shock) before referral.

	
	
	Administering emergency life-saving drugs (limited list, e.g., Oxytocin, Magnesium Sulfate) according to delegated authority and protocol.

	
	Referral
	Identifying high-risk cases and complications and initiating timely referral to a higher-level facility.

	Child Health Services
	Newborn, Infant, and Child Health
	Neonatal care (0-28 days), including essential newborn care and early detection of complications.

	
	
	Immunization: Administering routine immunizations for infants and children as per government programs.

	
	
	 Management of minor health issues and referrals for serious pediatric conditions.

	Reproductive Health & Family Planning
	Women's Reproductive Health (WRH)
	Counseling on reproductive health and management of common reproductive tract infections (RTIs).

	
	
	Cancer Screening: Early detection of cervical cancer (e.g., VIA test) and breast cancer.

	
	Family Planning (KB)
	Counseling and provision of various contraceptive methods.

	
	
	Insertion and removal of Long-Acting Reversible Contraceptives (LARCs) such as IUDs and implants.



Building on this global and conceptual understanding, Adnani et al. (2025) examined midwifery-led continuity of care (MLCC) in low- and middle-income countries, including Indonesia. Their findings underscore the effectiveness of MLCC in reducing unnecessary medical interventions, increasing physiological births, and improving maternal satisfaction and breastfeeding rates. Indonesia’s Village Midwife Program serves as a promising example of integrating midwifery into national health systems to expand access to quality maternal care in rural areas. Despite this success, challenges such as limited infrastructure, funding gaps, and cultural resistance persist. The study calls for stronger policy support, expanded training, and collaboration with traditional birth attendants to ensure the sustainability and effectiveness of MLCC across diverse settings (Adnani et al., 2025).
2.3 Challenges Faced by Midwives in Rural Areas 
Astutii et al. (2020) explore the multifaceted challenges faced by village midwives (VMs) in remote areas of Indonesia, particularly in the Indragiri Hilir regency. The study reveals that VMs contend with extreme geographical and environmental conditions, unreliable transportation, poor infrastructure, and hazardous wildlife, all of which hinder timely referrals and access to care. Cultural barriers, low health literacy, and poverty further complicate service delivery. Midwives often work in isolation, receive inadequate compensation, and lack career development opportunities, leading to reluctance to reside in villages. The authors argue that the success of the Village Midwife Program depends not only on midwives’ performance but also on systemic reforms, including improved infrastructure, better incentives, and supportive policies to retain midwives in rural communities.
Building on these structural and contextual barriers, Anggraeni et al. (2023) examined how the COVID-19 pandemic further exacerbated disruptions to maternal healthcare in rural Indonesia. Using the Three Delays Model, the study focused on antenatal care (ANC) and identified key challenges such as fear of infection, stay-at-home mandates, and reduced in-person services. Midwives had to adapt quickly to shortened consultations, cancelled pregnancy classes, and minimal direct interaction, which diminished care quality and patient satisfaction. These findings underscore the urgent need for adaptable ANC delivery models and improved communication strategies, especially during public health crises.
Further deepening the understanding of rural maternal health challenges, Adnani et al. (2022) investigated barriers in midwifery education, particularly in preparing students for rural practice. The study found that limited hands-on experience, poor integration of theory and practice, inconsistent mentorship, and logistical issues in securing clinical placements undermined the development of competent midwives. Students were often more focused on meeting procedural quotas than providing woman-centred care, with little opportunity for continuity of care. Financial burdens and unequal access to quality placements further widened the gap. Addressing these issues through integrated clinical training, improved mentorship, and equitable policy support is essential for producing midwives who are well-prepared to meet the needs of underserved rural populations. 

METHOD, DATA, AND ANALYSIS 
This study used a qualitative exploratory design to examine the experiences of midwives providing emergency maternal care in remote East Kalimantan. Seven participants (M1–M7) were purposively selected based on their active roles in rural maternal and neonatal care. Semi-structured interviews were conducted using the 7S CARS-SID framework to explore themes such as emergency response, clinical autonomy, and logistical challenges (Adeoye-Olatunde & Olenik, 2021).
Data were analyzed using Braun and Clarke’s six-step thematic analysis, supported by NVivo and manual coding (Cernasev & Axon, 2023). Themes were developed inductively and aligned with field realities.
Ethical approval was granted by the Poltekkes Kemenkes Kaltim Ethics Committee. Informed consent was obtained, and participation was voluntary. All data were anonymized, securely stored, and coded (M1–M7) to protect confidentiality. Researchers remained sensitive to emotional distress during interviews and ensured participants could pause or withdraw at any time.
RESULT AND DISCUSSION 
Table 2: Midwives Participants Demographic Table
	ID
	Latest Education
	Tenure in Current Location
	Placement Location (Regency/District)
	Main Transportation Access

	M1
	Diploma 
	7 years (since 2018)
	Village in the remote Kelay-Segah, Berau Regency
	River/Logging road

	M2
	Diploma 
	5 years (since 2019)
	Long Apari
	River/Boat

	M3
	Diploma
	11 years (since 2013)
	Long Bagun
	River/Small boat (ketinting)

	M4
	Diploma 
	8 years
	Sub-Health Center Bentian Besar, West Kutai Regency
	Forest road/Motorcycle/Boat

	M5
	Diploma
	14 years (since 2010)
	Biduk-Biduk Health Center
	Dirt road /Motorcycle

	M6
	Diploma 
	8 years
	Kembang Janggut area
	Muddy road/River (Motorboat)

	M7
	Diploma 
	7 years
	Long Apari
	River (Speedboat)

	M8 
	Diploma 
	6 years Since 2019 
	Mahakam Hulu 
	Dirt road/River 



Table 2 outlines the demographic characteristics of the midwife participants, the majority of whom hold D3 Midwifery qualifications. All respondents are assigned to remote or rural regions of Kalimantan, with notably isolated placements in Berau Regency (M1, M5), Long Apari (M2, M7), Long Bagun (M3), West Kutai (M4), and Kembang Janggut (M6). Access to these areas is predominantly dependent on river transportation and unpaved or damaged roads including logging trails, muddy paths, and forest tracks which are highly vulnerable to seasonal weather conditions and tidal variations.
Thematic analysis of interviews with seven midwives (M1–M8) revealed three overarching themes that encapsulate their experiences and challenges in delivering maternal emergency care in these settings: (1) Systemic Barriers and Geographical Isolation, (2) Autonomous Clinical Decision-Making under Resource Constraints, and (3) The Ethos of Dedication and Expanded Professional Role.


4.2 Systemic Barriers and Geographical Isolation
The most prominent challenge identified was the inaccessibility of posting locations and the severe limitations of infrastructure, which critically impacted emergency response times. Midwives uniformly described relying on poor, non-standard routes rivers and logging roads which made emergency referrals precarious and often life-threatening. 
"My posting is in a village deep in the Kelay-Segah upstream, Berau Regency. The main access is the river or a logging road, which is very difficult to pass, especially during the rainy season... This automatically translates to life-threatening delays when we need to refer a patient." (M1, 7 years experience, Kelay-Segah, Berau)
The equipment is very minimal, Ma'am. We only have basic tools. If there is a case of severe bleeding or eclampsia, we must refer the patient, but that highly depends on the availability of a boat and the high tide. The window of time is always our biggest enemy." (M5, 14 years experience, Biduk-Biduk). 
These accounts underscore the direct link between geographic isolation and maternal mortality. Although a district-based audit in South Kalimantan indicated that delays in decision-making and poor quality of care contributed more to maternal deaths than distance (South Kalimantan Audit, 2024), the experiences of midwives in this study suggest the opposite in extremely remote settings. In East Kalimantan, despite high antenatal care coverage and skilled birth attendance, maternal mortality remains elevated due to poor clinical quality, fragmented referral systems, and delays intensified by geographic isolation, inadequate transportation, and infrastructure barriers that impede timely access to care and the deployment of health workers (Mahmood et al., 2018). 
"First, add more health personnel, especially specialist doctors. Second, build referral posts or mini hospitals with adequate tools. Third, fix emergency transport access don't just rely on the river." (M7, 7 years experience, Long Apari). 
These recommendations underscore the urgent need for infrastructure development particularly in referral systems and emergency logistics to reduce maternal deaths in remote regions (Syairaji et al., 2024). This aligns with the emphasis on ensuring accessible and well-equipped health facilities across all areas. Persistent challenges remain, including home births, excessive bleeding, and delays in hospital transfers caused by distance and inadequate infrastructure. The literature also highlights the importance of effective referral and transport systems for timely maternal care, along with the nationwide dissemination of clinical guidelines and training such as Doppler workshops to promote consistent standards and preparedness (Pribadi, 2021).

4.3 Autonomous Clinical Decision-Making
Due to the lack of real-time supervision and limited resources, midwives often operated with a high degree of autonomy. Their decisions were shaped more by experience and urgency than by formal protocols.
"Often, we don't have time to look at protocols. Decisions must be made quickly, based on instinct and all the experience we have accumulated in the field. There is no time to call a supervisor; we are the supervisor." (M4, 8 years experience, Bentian Besar, West Kutai)
"I had to use my own money to buy fuel for the 'ketinting' (small boat) because the village budget was delayed. You can’t wait for bureaucracy when a mother is bleeding." (M3, 11 years experience, Long Bagun) 
These findings reveal a critical breakdown in the referral and supervision systems, compelling midwives to serve simultaneously as clinicians and logistical coordinators. While their adaptability is commendable, it highlights the risks of practicing without adequate institutional support. This underscores the need for portable, context-adapted emergency protocols tailored to low-resource settings, along with regular simulation-based training to strengthen decision-making under pressure. Simulation-based training utilizing resource-aligned protocols and frequent in-situ drills has been shown to enhance clinical performance and emergency response capacity in low-resource environments(Del Castillo Miranda et al., 2025)	
4.4 The Ethos of Dedication and Comprehensive Role
Despite the challenges, midwives expressed a deep sense of pride and commitment. Their role extended far beyond standard midwifery practice, encompassing general health care, education, and community leadership. 
"Our scope of practice here is very comprehensive, Ma'am, because we are the closest health point. We handle everything: maternal, neonatal, general illness, and even health education... We are the village doctor, the pharmacist, and the counselor." (P2, 5 years experience, Long Apari)
"It's a mix of feelings, Ma'am. I feel tired, yes, but also proud. Because we know, if it's not us helping, then who will?" (P7, 7 years experience, Long Apari)
This ethos mirrors the role of community-based health agents in low- and middle-income countries, where dedication often compensates for systemic gaps (Ahmed et al., 2022). However, sustaining this commitment requires addressing burnout risks and improving working conditions.
4.5 Policy Implications
Midwives’ recommendations such as increasing specialist staff, establishing mini referral hospitals, and improving emergency transport should be prioritized as essential policy actions. Without these structural reforms, the workload on individual midwives will remain unsustainable and regional disparities in maternal outcomes will persist (Syairaji et al., 2024). Continuous professional development (CPD) is also critical to maintaining competency in emergency maternal care; however, CPD systems in many LMICs remain limited, especially in areas of supervision and life-saving skills (Shikuku et al., 2025). Rural midwives’ experiences further highlight the need for targeted, simulation-based CPD to reduce referral delays (Shikuku et al., 2025). Adequate numbers of medical personnel, particularly doctors, are crucial in Indonesia’s remote regions. Additionally, adequate numbers of medical personnel, particularly doctors are vital for strengthening maternal health services in remote regions. In Indonesia, 513 Puskesmas (Community Health Center) currently operate without a doctor, with doctor-to-patient ratios reaching 1:67,916 in underserved border and outer island areas (Sebong et al., 2025), underscoring the urgent need for equitable healthcare workforce distribution.

CONCLUSION AND SUGGESTION 
This study highlights the critical role of midwives in delivering emergency maternal care in remote areas of East Kalimantan. Despite systemic barriers such as geographic isolation, limited infrastructure, and resource constraints, midwives demonstrated remarkable autonomy, resilience, and dedication. Their expanded roles as clinicians, educators, and community advocates underscore the urgent need for policy reforms that address referral systems, transport access, and professional support.

However, this study has limitations. The small sample size (eight participants) and focus on specific districts may not fully represent the diversity of rural midwifery experiences across Indonesia. Additionally, interviews relied on self-reported data, which may be influenced by recall bias or social desirability. Future research should include broader geographic coverage and triangulate perspectives from other stakeholders, such as health administrators and community members, to enrich understanding and inform more inclusive maternal health strategies.
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