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Abstract

This thesis explores the process of integrating maternal and reproductive health (MRH)
into disaster risk management (DRM) in Indonesia. This thesis contributes to Indonesia
achieving the Sustainable Development Goals, including ensuring universal access to
sexual and reproductive healthcare services and the integration of reproductive health

into national strategies and programmes.

This single case study of one site in Indonesia provides an understanding of the current
integration of MRH into DRM from the perspectives of those affected by and involved
in a disaster event. The 2013 eruption of Mount Sinabung in North Sumatera province
was selected as the case for this study, as it represented a frequent type of disaster in
Indonesia. This case study is underpinned by a diagnostic event approach that examined
tensions and dynamic relationships between the past, present and future, and explained
the relationships between events, times and processes of integrating MRH into DRM.
The objectives of the case study were to: 1) analyse experiences of accessing and
providing MRH services during the 2013 eruption, 2) examine perspectives of current

DRM practice and 3) explore views for a future DRM model.

Participants were women who were pregnant during the 2013 eruption, community
leaders, health personnel in the relocation site of Siosar and policymakers working at
district, provincial and central levels. Data were obtained from focus groups and
individual interviews, and analysed using thematic analysis. Data were triangulated and
the results presented using a socio-ecological approach. This allowed understanding of
participants’ experiences and perceptions at the micro-level, the provision of MRH
services at the meso-level, the environments surrounding temporary shelters and
relocation site at the exo-level, and finally overall DRM policies and systems at the

macro-level.

The findings showed that during the 2013 eruption response, efforts were made to
provide MRH services through establishing health teams and clinics in designated
temporary shelters. Unfortunately, these temporary shelters were perceived as lacking
standards as there were privacy, security, hygiene and sanitation issues that affected

the MRH needs of pregnant women and other affected population groups. Furthermore,



iv
the relocation changed lifestyles, traditions and the way people earned their livelihood.
Pregnant women and other affected people face ongoing challenges, including access

to MRH services.

Overall, this study highlights the ongoing efforts to integrate MRH services into DRM in
Indonesia, and reveals some room for improvement. A significant contribution of this
study is the implications of the findings for transforming approaches to the integration
of MRH into DRM in Indonesia. These findings include policy and programme
recommendations pertaining to the need for community education on disasters,
improvement of health sector readiness and strengthening of collaboration across
sectors. This study demonstrates the importance of using a case study as a methodology
and a diagnostic event as an approach to explain relationships between events, times

and processes in integrating MRH into DRM.
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Case

Collaboration

Cooperation

Coordination

Development

Disaster

Disaster risk management

Glossary

‘A contemporary phenomenon within its real-life context,
especially when the boundaries between a phenomenon
and context are not clear, and the researcher has little

control over the phenomenon and context’ (Yin, 2018, p. 15).

The last stage of integration that requires high connection

and intensity. (Keast, Brown and Mandell, (2007).

The first stage of integration as the starting point or the base
level of a relationship. It has a limited connection and low

intensif (Keast, Brown and Mandell, (2007).

The second stage of integration that has the notion of
‘driving’, and involves working towards a common target. It
has medium connections and intensif (Keast, Brown and

Mandell, (2007).

“A multidimensional undertaking to achieve a higher quality
of life for all people. Economic development, social
development and environmental protection are
interdependent and mutually reinforcing components of

sustainable Development” (UnitedNations, 1997, p. 1).

‘A serious disruption of the functioning of a community or a
society at any scale due to hazardous events interacting with
conditions of exposure, vulnerability and capacity, leading to
one or more of the following: human, material, economic

and environmental losses and impacts’ (UNISDR, 2017, p. 1).

‘The application of disaster risk reduction policies and
strategies to prevent new disaster risk, reduce existing
disaster risk and manage residual risk, contributing to the
strengthening of resilience and reduction of disaster

losses...Disaster risk management actions can be
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Humanitarian assistance

Integration

Minimum Initial Service
Package for Reproductive

Health in Crisis Settings

Mitigation

Preparedness

Recovery

Reproductive health

distinguished  between  prospective  disaster  risk
management, corrective disaster risk management and
compensatory disaster risk management, also called residual

risk management’ (UNISDR, 2017, p. 1).

‘Aid that seeks, to save lives and alleviate suffering of a

crisisaffected population’ (UNOCHA, 2008, p. 31)

Integration is defined as an action or process of joining or
combining two or more things in an effective was and has
three stages: cooperation, coordination and collaboration

(Keast, Brown and Mandell, (2007).

Priority set of life-saving activities to be implemented at the
onset of every humanitarian crisis. It forms the starting point
for sexual and reproductive health programming and should
be sustained and built upon with comprehensive sexual and
reproductive health services throughout protracted crises
and recovery (UNFPA, 2015a).

‘The lessening or minimising of the adverse impacts of a

hazardous event’ (UNISDR, 2009).

‘The knowledge and capacities developed by governments,
response and recovery organizations, communities and
individuals to effectively anticipate, respond to and recover
from the impacts of likely, imminent or current disasters’

(UNISDR, 2009).

‘The restoring or improving of livelihoods and health, as well
as economic, physical, social, cultural and environmental
assets, systems and activities, of a disaster-affected
community or society, aligning with the principles of
sustainable development and “build back better”, to avoid

or reduce future disaster risk’ (UNISDR, 2009).

‘A state of complete physical, mental, and social well-being
and not merely the absence of disease or infirmity, in all
matters relating to the reproductive system and to its

functions and processes. Reproductive health, therefore,
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Response

implies that people are able to have a satisfying and safe sex
life and that they have the capability to reproduce and the
freedom to decide if, when and how often to do so’ (WHO,

1995, p. 19).

‘Actions taken directly before, during or immediately after a
disaster in order to save lives, reduce health impacts, ensure
public safety and meet the basic subsistence needs of the

people affected’ (UNISDR, 2009).
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Chapter One: INTRODUCTION

We cannot stop natural disasters but we can arm ourselves with knowledge; so many
lives wouldn’t have to be lost if there was enough disaster preparedness.

— Petra Nemcova

1.1. INTRODUCTION

This chapter presents an overview of the research topic, rationale and aim of this study.
The use of the post-positivist paradigm and case study approach is justified, and the
research design, methodology and procedure are discussed. Finally, the significance of

this study is summarised and an outline of the thesis is provided.

1.2. BACKGROUND AND RATIONALE

This retrospective single case study sought to understand the integration of maternal
and reproductive health (MRH) services into disaster risk management (DRM) practice
in Indonesia. The United Nations reported that the maternal mortality ratio (MMR) in
developing countries is 14 times higher than that in developed countries (WHO, 2019b),
with disasters being a major contributing factor (Chi, Urdal, et al., 2015). Therefore,
integrating MRH into DRM is deemed crucial. Meeting MRH needs during a disaster is
fundamental to a person’s human rights (Chandra-Mouli et al., 2015; Germain, Sen,
Garcia-Moreno, & Shankar, 2015; Starrs et al., 2018). Neglecting these needs can lead
to unwanted pregnancy, unsafe abortion, the transmission of sexually transmitted
infections (STIs) and human immunodeficiency virus (HIV), as well as maternal and

neonatal disability and death (Chan, 2017; UNFPA, 2015b).

Reproductive health spans the life cycle of every human being, from before birth to the
last day of life. The International Conference on Population and Development (ICPD)

stated that women should have the ‘right of access to appropriate healthcare services
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that will enable [them] to go safely through pregnancy and childbirth and provide
couples with the best chance of having a healthy infant’ (CRR, 2013, p. 1). Central to this
mandate is the premise that every woman has the autonomy to: make informed
decisions about her body; be free from discrimination, violence and coercion; determine
the number and spacing of her children; and access reproductive health services without

discrimination.

MRH has been increasingly prioritised on the global health agenda. Reducing the health
risks and consequences of emergencies is vital to local, national and global health
security, and to building the resilience of communities, countries and health systems
(WHO, 2019a). Thomalla et al. (2018) argued for the importance of linking development
and disasters, stating that ‘disaster risks and impacts are closely tied to development
processes and initiatives; development can increase or decrease the exposure,
vulnerability and resilience of societies, while disasters destroy assets and undo
development gains’ (p. 1). Sound risk management, including for MRH, is essential to
safeguard development and implementation of the Sustainable Development Goals
(SDGs). This includes the pathway to universal health coverage (UHC), the Sendai
Framework for Disaster Risk Reduction 2015-2030 (Sendai Framework), the
International Health Regulations (2005), the Paris Agreement on Climate Change (Paris
Agreement) and other related global, regional and national frameworks (WHO, 2019a).
It is paramount that humanitarian issues are continuously integrated into development
agendas to lessen the impact of crises. For example, the Sendai Framework was
developed to guide the planning, implementation, monitoring and evaluation stages of

a DRM plan.

Meeting MRH needs during a disaster is paramount. At the global level, the Minimum
Initial Service Package (MISP) for reproductive health in crisis situations was developed
in 1996 to guide the provision of MRH services during disasters (IAWG, 2018; UNFPA,
2015b; WRC, 2011). The MISP presents a ‘priority set of life-saving activities to be
implemented at the onset of every humanitarian crisis. It forms the starting point for
sexual and reproductive health programming and should be sustained and built upon
with comprehensive sexual and reproductive health services throughout protracted

crises and recovery’ (WRC, 2011, p. 8).
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In Indonesia, the status of MRH has been in the spotlight since the country failed to meet
Millennium Development Goals (MDGs) targets in 2015. In 2015, the MMR was
126/100,000 live births (Bank, n.d.). This ratio is considered higher than that in other
countries in the Asia-Pacific region. Indonesia is currently aiming to meet the SDGs
target of reducing the MMR to 70/100,000 live births by 2030 (Adeleke, 2016; Lawn,

Blencowe, Kinney, Bianchi, & Graham, 2016).

In Indonesia, MRH falls under the National Health System (Indonesia MoH, 2009), which
has the overarching aim of providing a comprehensive healthcare system. MRH includes
the provision of services related to family planning, ante- and postnatal care, emergency
obstetric care, STIs, and HIV/AIDS and adolescent reproductive health. Cultural and
sensitivity issues mean that Indonesia prefers to use the term ‘maternal and
reproductive health (MRH)’ rather than ‘sexual and reproductive health’ in its policy
documents (Indonesia MoH, 2015b). The implementation of MRH interventions is
further stipulated in Indonesia’s 5-year National Health Strategic Plans (Indonesia MoH,

2015¢c).

Indonesia is one of the most disaster-prone countries in the world, and has been
directing efforts to revitalising its disaster management authorities and facilitating
multi-sectoral coordination to achieve better preparedness for better responses. The
national disaster management authority (Badan Nasional Penanggulangan Bencana;
BNPB), provides direction and guidance related to mitigating, preparing for, responding
to and recovering from a disaster (BNPB, n.d.-a). At the policy level, a Government
Regulation on Disaster Management was endorsed in 2007, followed by Presidential
Regulations and Ministerial Regulations. In the health sector, the Ministry of Health
adopted the MISP in the National Technical Guidelines for Health Crisis Response on
Disaster; this document serves as a ‘reference for health personnel in responding to the

disaster-caused health in crisis’ (Indonesia MoH, 2007, p. 3).

Despite efforts to integrate MRH into DRM in Indonesia, there is a noteworthy gap in
available data and literature to support understanding of the: provision of MRH services
during disasters; provision of MRH services post-disasters and how they link to

Indonesia’s DRM model; and the level of integration of MRH into DRM in Indonesia.
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Therefore, this thesis aimed to address gaps in current knowledge by examining the

process of integrating MRH into DRM in Indonesia.

1.3. KEY TERMINOLOGY

Disaster: ‘A serious disruption of the functioning of a community or a society at any scale
due to hazardous events interacting with conditions of exposure, vulnerability and
capacity, leading to one or more of the following: human, material, economic and

environmental losses and impacts’ (UNISDR, 2017, p. 1).

Disaster risk management: ‘The application of disaster risk reduction policies and
strategies to prevent new disaster risk, reduce existing disaster risk and manage residual
risk, contributing to the strengthening of resilience and reduction of disaster
losses...Disaster risk management actions can be distinguished between prospective
disaster risk management, corrective disaster risk management and compensatory

disaster risk management, also called residual risk management’ (UNISDR, 2017, p. 1).

Reproductive health: ‘A state of complete physical, mental, and social well-being and
not merely the absence of disease or infirmity, in all matters relating to the reproductive
system and to its functions and processes. Reproductive health, therefore, implies that
people are able to have a satisfying and safe sex life and that they have the capability to
reproduce and the freedom to decide if, when and how often to do so’ (WHO, 1995, p.
19).

1.4. AIM OF THIS STUDY

The purpose of this study was to understand the integration of MRH services into DRM

practice in Indonesia. The primary research question addressed in this study was:

‘How does Indonesia integrate MRH into DRM?’

The objectives were to:
1. To examine the experiences of accessing MRH services in a past disaster;
2. To analyse current DRM practice; and
3. To explore views for a future DRM model.
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1.5. METHODOLOGY

The philosophical position of this study was based on post-positivism. This paradigm
sees the truth from more than one angle, and acknowledges that individuals are limited
in fully comprehending the complexity of a phenomenon of concern (Grant & Giddings,
2002; Levers, 2013) because the world is unpredictable (O'Leary, 2005). It is argued that
post-positivism ‘utilises qualitative information with a belief in the importance of
subjective reality but does not abandon tenets of conventional positivism’ (Henderson,

2011, p. 342).

Baseline statistics are available for disaster management and health in Indonesia.
However, in-depth explanations and records of the perspectives and experiences of
those affected by disasters are limited, particularly when it comes to the integration of
disaster management and health. Although a well-designed quantitative study with a
representative sample can provide essential statistical findings, it may not yield an in-
depth understanding of ‘how’ disasters affect efforts to provide better access to MRH
services to help reduce the MMR in Indonesia. Unless a contextualised approach is used
in generating knowledge and interpreting information, the resulting understanding of
the process of integrating MRH into DRM during times of crisis or disaster in Indonesia
is limited. Therefore this research adopted a post-positivist qualitative approach, using
a series of logical steps/stages that involved gathering multiple perspectives from
participants, rather than relying on singular interpretations of reality (J.W. Creswell,

2013).

This study used a case study design that was primarily guided by the model introduced
by Yin (2018). A case study is a method empirical inquiry (Yin, 2014, p. 16). This resonates
with Mills, Harrison, Franklin and Birks (2017, p. 9), who stated that ‘the goal of a post-
positivist researcher is to use science as a way to apprehend the nature of reality while
understanding that all measurement is imperfect’. Furthermore, this research used a
gualitative approach, as case study research is commonly associated with qualitative
enquiry (J.W. Creswell, 2013; Denzin & Lincoln, 2011; Merriam, 2009; Stake, 2006).
Among the case study theories, Yin’s model was chosen because of its post-positivism
stance. Furthermore, processual ethnography (namely a diagnostic event approach) was
used to understand the relationships between the past, present and future (Moore,

1987), and clarify the relationships between the event and the process (Scheffer, 2007).
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The process used in this study moved from the research question to data collection and
analysis, towards an understanding of the phenomenon, and finally generated key
recommendations. The decision to use an inductive approach for this research, as
recommended by Yin (2018), helped to increase understanding about the ‘case’ under
study, the ‘boundaries’ and ‘the unit of analysis’, through the process of condensing raw
data into a brief summary. Finally, as part of the study design, an inductive approach
facilitated the translation of data into valuable information. This was used to meet the
study objectives and answer the research question, and finally move towards developing

a conceptual framework for the integration of MRH into DRM in Indonesia.

Various methods were used to ensure the quality of this study, including triangulating
the findings (Yin, 2018). Using multiple methods during data collection and analysis was
‘mutually informative’ (Luck, Jackson, & Usher, 2006, p. 108) and provided ‘a more

synergistic and comprehensive view of the issue being studied’ (Mills et al., 2017, p. 13).

1.6. SIGNIFICANCE OF THIS STUDY

There is a growing body of information on the provision of MRH services in the context
of disasters. However, little research has focused on understanding the process of
integrating MRH into DRM across disaster-prone countries, including those in the ‘Pacific
Ring of Fire’. Integration is defined as an action or process of joining or combining two
or more things in an effective way. Keast, Brown and Mandell (2007) argued that

integration has three stages: cooperation, coordination and collaboration.

To date, no study has been conducted to understand how Indonesia, as a disaster-prone
country, has integrated MRH into a DRM model. Currently, there is a considerable gap
in research investigating this integration process, which influences the level of readiness
to meet MRH needs during a disaster. Consequently, this study stemmed from the need
to investigate the current level of integration of MRH into DRM in Indonesia. A particular
focus was to understand how better preparedness leads to better responses in meeting

the MRH needs of affected populations during disasters.

The unique aspect of this research was the involvement of communities, including

women, community leaders, health personnel and policymakers, based on their
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experiences of accessing or providing MRH services in the selected disaster and
perspectives of future disasters. Therefore, their voices provided reference data on
pertinent issues from the perspectives of health users, health providers and

policymakers that will affect the process of integrating MHR into DRM.

1.7. STRUCTURE OF THIS THESIS

This thesis comprises 10 chapters. This chapter presented an introduction and overview
of the thesis, capturing the aim of and rationale for the study, and briefly describing the

theoretical underpinnings.

The second chapter presents the contextual background of the study, including an
overview of Indonesia. Given the focus of the research on MRH and DRM, Chapter Two
covers information related to the country’s profile including population, culture,
languages, religions, government structure, socioeconomic status, geographical location
and climate. The chapter also explains the types of natural hazards in Indonesia, and
describes the current health status (including MRH) and health crisis situation in

Indonesia.

The third chapter critically reviews the existing body of literature relating to MRH, DRM
and integration processes. The review is presented in three main themes. First, the
definition, application and current status of MRH at global, regional and country levels
is discussed. Second, the definition, application and current status of DRM at global,
regional and country levels is described. Third, the definition and process of integration
of MRH into DRM at global, regional and country levels is considered. Furthermore, the
chapter introduces the model selected as the conceptual framework to understand the

integration of MRH into DRM in Indonesia.

The fourth chapter explains the philosophical underpinnings of the study, and
elaborates on post-positivism as the philosophical stance. This is followed by an
explanation of the inductive approach, as a feature of qualitative research that was used
to establish a theory. Furthermore, Chapter Four explains the case study approach that

was used as the main methodology for this study. Finally, the chapter defines and
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elaborates on the diagnostic event approach that was used as the method to help to

answer the research question.

The fifth chapter elaborates on the case study approach using Yin’s model (2018). The
five stages of this case study design are explained (design, prepare, collect, analyse and
share/report). This chapter also explains the ethical considerations for the study, and
provides information related to strategies and approaches used to ensure rigour and
establish the believability, value, data stability, generalisation, neutrality and accuracy

of the study.

Chapters Six through Eight present the findings of the study across three main themes.
‘Looking back: Experiences of accessing MRH services during the 2013 eruption’, which
captures the starting point of the 2013 eruption of Mount Sinabung. The second theme,
‘Living in the moment: New lives in the relocation place — current DRM practice’, explains
the situation in the relocation site. Finally, ‘Looking forward: Perceptions for a future
DRM model’, presents expectations concerning future DRM practice that includes better

integration of MRH services.

The ninth chapter presents a discussion of the study findings in the context of existing
literature. Finally, Chapter Ten describes perceived limitations and strengths
encountered while executing this case study. This is followed by key recommendations

for policy and practice, and culminates with the researcher’s concluding remarks.



Chapter Two: CONTEXTUAL BACKGROUND

2.1. INTRODUCTION

This chapter presents an overview of Indonesia to provide a contextual background for
this study. The focus of this research is MRH and DRM; therefore, this chapter provides
an overview of Indonesia’s profile including the current population, culture, languages,
religions, government structure, socioeconomic status, geographical location and
climate. This detail is synthesised with a discussion of the types of common natural
hazards that contribute to the level of risk In Indonesia, including earthquake, volcanic
eruption and extreme weather. The chapter concludes with Indonesia’s current health

profile, including the MRH situation and health crisis arrangements.

2.2. COUNTRY PROFILE

Indonesia’s profile is explained using the pressure and release (PAR) model. This model
helps to understand risks in terms of vulnerability analysis in specific hazardous
situations (Blaikie, Cannon, Davis, & Wisner, 2014). Use of this model allows factors that
influence the country’s level of vulnerability (e.g. population, culture, languages,
religions, government structure and socioeconomic status) to be used to explain why
Indonesia may be more vulnerable to disasters than other countries. In addition,
information related to geographical location and climate is discussed, as this helps to

determine hazards specific to Indonesia.

2.2.1. Population

Indonesia is the world’s fourth most populated country, and the most populous Muslim-
majority country. The population of Indonesia is 267 million (as of April 2019),
comprising around 50.2% males and 49.8% females (BPS, 2019). The 2017 Indonesia
Health Profile estimated there were more than 70 million women of reproductive age

in Indonesia (Indonesia MOH, 2018).

Indonesia’s population accounts for 3.5% of the total world population (BPS, 2019), and

the population density of 144 people per square kilometre (372 people per square mile).
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More than 50% of the population is urban (140,824,151 people in 2016). Approximately
80% of the population occupies the Greater Sunda Islands, which comprise Java,
Sumatra, Borneo (Kalimantan) and Sulawesi (Celebes). The remaining 20% lives in the
western part of Papua and the Lesser Sunda Islands, including Bali, Lombok, Sumbawa,
Sumba, Flores and the western part of Timor (Mahendradhata et al., 2017). The uneven
distribution of the population across the country means the capacity and resilience to
respond to any disasters differs across the islands. Even during normal conditions, public
transportation is arguably poor in many parts of eastern Indonesia and on small islands

(Soehodho, 2017); this makes the situation even worse when a disaster occurs.

2.2.2. Culture, Language and Religion

Indonesia is a culturally diverse country with many ethnic groups, 724 distinct languages
and dialects and six different official religions. This diversity enriches the country’s
culture. However, the cultural diversity requires extra efforts to unite different
populations. Furthermore, diversity influences Indonesia’s level of resilience, including
awareness and knowledge related to disasters, because of differences in
languages/dialects and perceptions of disasters due to cultural practices that are

influenced by religions and beliefs.

Indonesia has more than 300 ethnic groups. There are also numerous sub-ethnicities
within the major ethnicities. For example, the Batak ethnic group includes Karo, Angkola,
Mandailing, Pakpak, Toba and Simalungun sub-ethnicities (CEDMHA, 2015). In the social
context, these ethnicities assign various levels of roles and responsibilities to women
and men. Women play vital roles both within and outside of their families. For example,
in Bali, women traditionally play roles inside the family to support the family’s livelihood,
such as working outside the house and bringing money into the family. In other
ethnicities, women play specific roles outside of the family, such as traditional healers,
conducting rituals and acting as dukun beranak (traditional midwives) (Muzakkir & Kes,

2018).

People in different ethnicities associate women in different ways. For example, in the
Batak Karo ethnic group, a kinship system called Rakut Sitelu and Dayang Beru (the spirit
of rice is female) believes women should be the respected people of the family, as they

symbolise food and fertility (Van der Goes, 1997). Among the Sumba of Nusa Tenggara
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(another ethnic group), women represent splendour and fertility, and therefore

women’s voices must be respected in society (Jagalimu & Kasni, 2018).

Indonesia’s diversity is reflected in the variety of languages and religions. Bahasa
Indonesia, originally from Malay, was officially recognised in 1928 as Bahasa Persatuan
(the language of unity) to unite people across the country. Bahasa Indonesia is used as
the national language in most written communication, education, government and
business affairs. However, as a lingua franca country, many areas in Indonesia continue
to use local ethnic languages, which remain crucial for communication and business
(Foulcher, 2000). The numerous linguistic groups in the Indonesian population speak
724 distinct languages and dialects, with some ethnic, cultural and linguistic groups
being related to each other (Mahendradhata et al., 2017). The implications of being a
lingua franca country mean Indonesian authorities need to translate material into
various dialects to ensure key messages are fully understood. For example, the Ministry
of Health of Indonesia translates various messages into different languages and dialects

to educate Indonesians on health-related issues (Wilujeng & Handaka, 2017).

Indonesia also acknowledges several religions, including Islam, Protestant Christianity,
Catholic Christianity, Hinduism, Buddhism and Confucianism. Approximately 87% of
Indonesians identify as Muslim, 7% as Protestant, 3% as Catholic, 2% as Hindu and the
remainder as Buddhist or other religions (Mahendradhata et al., 2017). This religious
diversity is significant in this context, as a previous qualitative study that considered
people’s experiences during the Mount Merapi eruption in Indonesia revealed that

religions and beliefs influenced how people interpreted disasters (Christia, 2012).

As the biggest island country in the world, Indonesia is ranked sixth within Asia in terms
of the cultural diversity and ethnic fractionalisation score (Japutra, Nguyen, & Melewar,
(2019). The different ethnicities, languages and religions have also influenced
Indonesia’s political culture (Arifin, Ananta, Wilujeng Wahyu Utami, Budi Handayani, &
Pramono, 2015). Indonesia has 34 provinces. It is officially known as the Republic of
Indonesia, and is an independent country with an elected president and legislature
system. The capital city is Jakarta, and the governance is divided into central, provincial

and district-level authorities.
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2.2.3. Governance

Governance in Indonesia has undergone many changes and is shaped by the country’s
history. Indonesia’s current political environment means that different provinces and
districts have different capacities to manage their development plans, including
responding to disasters. The Constitution that governs Indonesia was created in 1945
and is based on the country’s philosophical theory (Pancasila), which includes the five
principles of monotheism, humanitarianism, national unity, democracy and social
justice. The Constitution was amended in 2002 to include reforms from a centralisation
to a decentralisation approach. This resulted in the number of territories increasing from
24 to 34 provinces, with 98 municipalities and 416 districts across three different time
zones. Decentralisation resulted in each province and district having full authority to
manage and develop its territory, including taking responsibility for health, education

and infrastructural investment.

The central government provides technical assistance and ensures all interventions at
provincial and district levels are consistent with national policies, strategies and plans
(Pisani, Olivier Kok, & Nugroho, 2017). However, this governance structure has
presented several challenges. Green (2005) argued that the decentralisation process in
Indonesia resulted in the introduction of local laws, tax levies and regulations with little
or no involvement from the central government. Similarly, Pisani et al. (2017) argued
that decentralisation had profound challenges and implications for service provision,
health financing and reporting. The central government also faces challenges in
combining different systems from different provinces and districts. Furthermore, the
newly-created provinces and districts have different levels of capacity and readiness
compared with the older provinces and districts. Das and Luthfi (2017) argued that the
decentralisation in Indonesia could reasonably be expected to affect disaster

management at both the provincial and district levels.

2.2.4. Socioeconomic Status

Although Indonesia’s economic status has rapidly increased, poverty rates remain
uneven across the provinces and districts. This contributes to the differing levels of
resilience during disasters. According to the World Bank (2019), Indonesia’s economy
has emerged into a strong, lower-middle-income economy. It is the largest economy in

Southeast Asia, and has experienced steady economic growth of 5%—6% over the past
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decade. This is partly attributable to the Indonesian government’s response to the Asian
financial crisis in 1999, where it lowered its debt-to-gross domestic product ratio by
approximately 75%. Despite this improvement, approximately 31 million Indonesian
people still live below the national poverty line (NZD21 a month), and 40% of the
population live just above the poverty line. The poverty rates are still considered
particularly high in provinces and districts across the eastern part of Indonesia. In
addition, rapid industrialisation means the number of urban poor living in cities is
increasing. The 2017 Indonesia Health Profile indicated that there were more than 10

million poor people in urban areas (Indonesia MOH, 2018).

Poverty has been linked to a decreased likelihood of getting an education. The United
Nations Educational, Scientific and Cultural Organisation (2017) conducted a situational
analysis in nine countries across Southeast Asia, and found that out-of-school children
remained a major challenge for Indonesia. In 2015, an estimated 4.4 million children
aged 7-18 years were not in school. This high out-of-school rate was mainly attributed
to their place of residence (with those living in mountainous and rural regions more
likely to drop out of school) and poverty (BPS, 2018; UNICEF, 2015). The uneven
distribution of economic growth across Indonesia may also contribute to different levels

of resilience among citizens.

Socioeconomic status plays an important role in Indonesian communities. Lavigne et al.
(2008) investigated people’s behaviours in the face of volcanic hazards across four
volcanic areas in Indonesia’s Java island. That study revealed that at the community
level, factors such as socioeconomic status, cultural beliefs and risk perception were
constraints for resilience during disasters. Although people were aware they were living
in disaster-prone areas, they did not want to leave the area for two main reasons. First,
the soil was fertile in volcanic areas, which helped agricultural businesses to flourish,
including growing fruits and vegetables and other livelihood activities. Second, there
were temples and other historical places in those disaster-prone areas that were known
tourist destinations. For these communities, living around the volcanic area meant
achieving a good livelihood and better lives; this compromised their risk perceptions

(Lavigne et al., 2008) .
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2.2.5. Geography and Climate

Indonesia is located between 6° northern latitude to 11° degrees southern latitude and
95° to 141° eastern longitude. It is mainly located in Southeast Asia with some territories
in Oceania, and bridges two continents: Asia and Australia. Indonesia is an archipelago
with more than 17,000 islands, stretching from Sabang in Sumatera to Merauke in Papua
(Indonesia MOH, 2018). The landmass largely consists of coastal lowlands, although
many of the larger islands are mountainous, and half of its landmass is forested.
Indonesia has the third-largest area of tropical rain forest in the world; approximately

68% of its landmass is covered by forests.

Furthermore, because it is an archipelago, Indonesia is highly vulnerable to the impacts
of climate change caused by industrialisation and burning of timber (Mahmud, 2017).
Indonesia is also considered one of the world’s top greenhouse gas emitters because of
its land-use activities and peat fires (Burck, Marten, & Bals, 2016; Mahmud, 2017). The
rural environment has been badly damaged by population pressure on existing
agricultural land, the demand for more land to grow crops and the market for timber

(CEDMHA, 2015).

2.3. INDONESIA’S NATURAL HAZARDS

Indonesia faces many natural threats, including volcanic eruptions, earthquakes,
tsunamis, flooding and droughts. BNPB’s Indonesia Disaster Risk Index or Index Rawan
Bencana Indonesia lists 497 disaster-prone districts/cities, of which 323 districts/cities
(65%) have been identified as high risk and 174 (35%) as moderate risk districts (BNPB,
n.d.-b). According to the 2019 INFORM Report, Indonesia is among 109 at-risk countries.
INFORM is a composite indicator developed by the Joint Research Centre that combines
53 indicators in three risk dimensions: hazards (events that could occur) and exposure
to them; vulnerability (the susceptibility of communities to those hazards); and the lack
of coping capacity (lack of resources that can alleviate the impact). INFORM was
developed by the Inter-Agency Standing Committee Reference Group on Risk, Early
Warning and Preparedness and the European Commission. The index results are

published once each year. Indonesia is currently ranked 55 for overall risk, 17 for hazard
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and exposure, 104 for level of vulnerability and 81 for lack of coping capacity (IASC, 2019;

OCHA, 2019).

Indonesia is situated on the Pacific Ring of Fire, which is an area surrounding the Pacific
Ocean where volcanic activity and recurrent earthquakes occur as a result of the
movements of three tectonic plates (Indo Australian, Eurasian and Pacific). Geological,
geographical and demographic conditions mean that Indonesia is vulnerable to natural
disasters. Table 1 shows statistics for natural disasters in Indonesia from January 1972

to August 2019, taken from BNPB (Indonesian’s disaster management authority).

Natural Disasters in Indonesia from January 1972 to August 2019

Type of natural disaster Frequency

- Flood (Banijir) 8,173

Ext th . .
xtreme weather - Typhoon (Angin Puting

5,547
Beliung)
Earthquake (Gempa bumi) 465
Volcanic eruption (Gunung meletus) 141

Table 1: Natural disasters in Indonesia from January 1972 to August 2019 (source: BNPB
http://bnpb.cloud/dibi/tabell, accessed 03 September 2019)

The following explains the nature of extreme weather, earthquakes and volcanic

eruptions that are considered frequent natural disasters in Indonesia (CEDMHA, 2015).

2.3.1. Extreme Weather

Located in the Pacific Ocean typhoon belt, Indonesia is vulnerable to extreme weather
events. The impacts of climate change also mean Indonesia is experiencing more intense
weather events (Measey, 2010). Rainfall is heavy throughout the year, but the southern
coasts and islands tend to be more affected during the monsoon season from May
through September. Conversely, the northern coasts and islands receive heavy rainfall
during the monsoon season from November through March (Mahendradhata et al.,
2017). BNPB statistics from January to August 2019 show that more than 500 small- and

large-scale floods occurred in different provinces across the country (BNPB, n.d.-b). An
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average of 20-30 typhoons/tropical cyclones hit Indonesia each year, with five to seven
of these considered severely destructive (BNPB, n.d.-b; CEDMHA, 2015). These tropical
cyclone events also result in secondary phenomena, such as droughts, floods, landslides,

heavy monsoon rains and typhoons (CEDMHA, 2015).

2.3.2. Earthquakes

From 1972 to 2019, Indonesia experienced 97 major earthquakes, which caused 181,000
fatalities and cost around NZD18.8 billion in economic loss and damages. This included
the devastating 2004 Indian Ocean earthquake that triggered a tsunami. In May 2006,
Indonesia was affected by the Yogyakarta earthquake, which caused 5,778 deaths,
affected 3.1 million people and resulted in around NZD4.8 billion in economic damages.
In July 2006, the Pangandaran earthquake caused 802 deaths, affected 35,500 people
and cost around NZD85.1 million in damages. In September 2009, the West Sumatra
earthquake caused 1,195 deaths, affected 2.5 million people and cost around NZD3.4
billion in economic damages. The ‘triple disaster’ of the Mentawai earthquake and
tsunami and the Mount Merapi eruption in October 2010 caused 800 deaths, affected
164,000 people and resulted in around NZD37.1 billion in damages (CEDMHA, 2015). In
2018, the earthquake, tsunami and liquefaction in the Central Sulawesi province caused

2,227 deaths and affected 164,626 people (OCHA, 2018).

2.3.3. Volcanic Eruptions

Indonesia has about 500 volcanoes, of which 128 are active and have historical records
of eruptions. The most active volcanoes are: Sinabung, Anak Krakatau, Batur, Bromo,
Dukono, Egon, Gamalama, Ibu, Kerinci, Kaba, Karangetang, Lokon, Merapi, Papandayan,
Rinjani, Rokatenda, Slamet, Semeru, Sangeang Api, Soputan and Talang (CEDMHA,
2015). Figure 1 shows a map of active volcanoes in Indonesia, along with the location of
major tectonic plates that result in disaster events such as earthquake, tsunami,

eruptions and other hazards.
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Figure 1: Regional tectonic setting and presence of active volcanoes in Indonesia (source: Iskandar, Dermawan, Sianipar, & Notosiswoyo, 2018)
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Indonesia has a long history of and the highest statistics for volcano eruptions. During
the Dutch colonial time before Indonesia’s independence, the government were aware
of the various hazards that exist in the country. They created the Volkanologisch
Onderzoek (Volcanology Survey Indonesia) to monitor and report volcanic activity
(Iskandar, Dermawan, Sianipar, & Notosiswoyo, 2018). Under the current Government
of Indonesia, this is called Pusat Vulkanologi dan Mitigasi Bencana Geologi (Centre of
Volcanology and Geological Hazard Mitigation). Historical records from the 1800s
describe two devastating eruptions that took place in Indonesia. The first was the
eruption of Tambora in Sumbawa Island in 1815, which killed more than 80,000 people.
The second was the eruption of Mount Krakatau in Java in 1883, which was followed by
a severe tsunami; around 30,000-40,000 people were killed. However, these volcanic
eruptions resulted in Indonesia’s soil becoming fertile and helped agricultural business
(Pratomo, 2006). Volcanic eruptions in Indonesia continue, with recent events including
the major eruption of Mount Agung on Bali Island in 1963, the series of eruptions of
Mount Merapi on Java Island (Pratomo, 2006) and the eruptions of Mount Sinabung on

Sumatera Island in 2010 and 2013 (BNPB, n.d.-b).

2.4. HEALTH STATUS

The health status in Indonesia is presented according to the World Health Organization
(WHO) Health System Building Blocks (WHO, 2010). This system is used to understand
the institutional and resource capacities in the health sector, how health links to DRM
and implications for MRH. The Health System Building Blocks consist of: 1) service
delivery, 2) health workplace, 3) health information systems, 4) access to essential
medicines, 5) finance and 6) leadership/governance. In turn, these blocks link the overall

health system with the status of MRH and health crises in Indonesia.

2.4.1. Overall Health System
Service Delivery
The WHO Health System Review reports Indonesia’s health system was created in 1626

during the colonial Dutch East India period (Mahendradhata et al., 2017). The provision
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of ‘modern’ health services started in 1923 by Muhammadiyah (an Islamic group) and
Jang Seng (a group of Indonesian Chinese). This was followed by the establishment of
hospitals by Dutch missionaries in the 1930s, and then by various Catholic orders. After
Indonesia gained independence in 1945, the Government of Indonesia took over the

provision of health services.

The provision of health services by the Indonesian government includes primary,
secondary and tertiary healthcare levels. The primary healthcare level is Puskesmas —
Pusat Kesehatan Masyarakat (community health centres) and was introduced in the
early 1970s. This facility was created in every kecamatan (sub-district) or area with a
population of 30,000-50,000 people. In 1979, the Government of Indonesia introduced
Puskesmas Pembantu (auxiliary health centres) at the village level (Mahendradhata et
al.,, 2017; Pisani et al., 2017). The secondary healthcare level comprises Rumah Sakit
Umum (general hospitals), which are usually located in districts and provinces. Finally,
the tertiary healthcare level is Rumah Sakit Rujukan dan Spesialis (referral and specialist

hospitals). These hospitals are located at provincial and central levels.

There are 9,815 Puskesmas in Indonesia (around 3.89 per 100,000 population),
according to the 2017 National Health Profile (Indonesia MOH, 2018). This includes
3,454 inpatient community health centres and 6,371 non-inpatient community health
centres. In addition, 3,437 Puskesmas collaborate with health agencies that offer blood
transfusion units and hospitals; this supports better provision of MRH services, including

referrals for comprehensive emergency obstetric and neonatal care.

The current organisation of the health system in Indonesia is summarised in Figure 2.
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Figure 2: Organisation of the health system in Indonesia (Mahendradhata et al., 2017)

In 1999, the provision of health services was decentralised to provincial and district
governments, which are under the Ministry of Home Affairs. The Ministry of Health
continues to provide technical supervision to health facilities at the provincial and
district levels, and manages national-level health facilities including tertiary and
specialised hospitals. The Ministry of Health works together with: the Badan
Kependudukan dan Keluarga Berencana (National Board of Population and Family
Planning) on family planning and contraception issues; Badan Pelaksana Jaminan Sosial
(Social Security Managing Agency) on the social insurance scheme; and Badan
Pengawasan Obat dan Makanan (Food and Drug Control Agency) on food and drug

monitoring.
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The overall indicators of health status in Indonesia have improved significantly over the
last two and a half decades. A summary of key health indicators from the 2018 SDGs
Health Profile (WHO, 2018a) is provided in Table 2.

Key Indicators Year
Life expectancy at birth (years) 69 2016
Maternal mortality ratio 126/100,000 live births 2015
Family planning coverage 79% 2012
Births attended by skilled health personnel 89% 2012
Pregnancy care 85% 2012
Number of deaths by disaster <0.1/100,000 2012-2016

Table 2: Key maternal and reproductive health indicators in Indonesia (WHO, 2018a)

The Government of Indonesia emphasised several strategies to improve the health
status in Indonesia in its 2005—2025 Health Development Strategies: 1) health-oriented
national development; 2) empowerment of communities and regions; 3) development
of health interventions and financing; 4) development and empowerment of human

resources for health; and 5) health emergency response (Indonesia MoH, 2009).

The health emergency response was prioritised in the 2005-2025 Health Development
Strategies because of the recognition of the country’s vulnerability to natural and man-
made disasters, including pandemics and communicable diseases. In a recent article,
Black et al. (2016) argued that communicable and non-communicable diseases affect
maternal, neonatal, newborn, child and reproductive health-related indicators, and
should be categorised as non-obstetric factors that are a substantial cause of maternal

mortality.

Health Workplaces
Indonesia currently has issues related to the proportion, capacity and capability of

health service providers to provide health and MRH services. In addition, despite being
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geographically located in a disaster-prone area, it has been identified that health service
providers still lack knowledge on disaster management. These issues pose risks to the

country when managing disaster responses.

At the Puskesmas level, Article 16 Paragraph 3 of the Regulation of the Minister of Health
Number 75 of 2014 states that health service providers should include physicians or
primary-care physicians, midwives, nurses, dentists, community health personnel,
environmental health personnel, medical laboratory experts, nutritional personnel and
pharmaceutical personnel. These health service providers should be able to support
administration and financial activities, information systems and other operational

activities.

The 2017 National Health Profile indicates that challenges faced by the Government of
Indonesia include the fact that the proportion of health personnel per population does
not meet current WHO standards, with only 70% of village midwives residing close to
their duty stations. According to Ministry of Health regulations, at least one in four
Puskesmas in a given area should be able to provide basic obstetric and neonatal care
services, and comprehensive emergency obstetric and neonatal care should be provided

in one public hospital at the district level (Indonesia MOH, 2018).

The disproportion of staff as well as the insufficient capacity and capability of health
service providers contribute to health workplace challenges, especially as the lack of
knowledge on disaster management among frontline health providers compounds the
country’s vulnerability. Sangkala and Gerdtz (2018) conducted a cross-sectional survey
to identify the current levels of knowledge, skills and preparedness for managing natural
disasters among community health nurses in Indonesia’s South Sulawesi province. They
found a low level of perceived disaster preparedness among nurses working in hospital

settings.

Health Information System

Indonesia has its own health information system that aims to provide evidence
regarding the country’s health status through collecting, reporting and evaluating
health-related data (Indonesia MoH, 2015b). Despite efforts to improve health data

collection, the current health information system is mostly focused on reporting health
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activities during the stable condition/normal phase, rather than during disaster
response. The 2005-2025 Health Development Strategies highlighted issues related to
the availability of adequate and reliable data, as well as the lack of a coordination
mechanism that guarantees synergy between the Ministry of Health and other
ministries. This is in addition to issues related to multi-level alignments inside the health

authorities at central, provincial and district levels.

However, the 2005-2025 Health Development Strategies do not provide specific
information related to the health information system during a disaster response. There
is no strategy focused on how information collected during disasters is used during the
rehabilitation and development phases, and for disaster risk reduction (DRR). This is
consistent with a study by Mejri, Menoni, Matias and Aminoltaheri (2017) that explored
how disaster-related data informed policymakers during post-disaster recovery. Those
authors found that an insufficient strategy for data collection during disaster response
leads to fragmented and poor planning. Analysing evidence collected during disaster

response supports policymakers to better plan for development and DRR.

Access to Essential Medicines

Access to essential medicines during the stable condition/normal phase has been a key
challenge in some parts of Indonesia. The geographical locations, transportation and
relatively high cost of buying medicines add to the level of vulnerability. A study by
Djafri, Chongsuvivatwong and Geater (2015) revealed that during the 2009 Sumatera
earthquake, the provision of MRH services was interrupted by several factors, one of
which was the unavailability of basic medicines and supplies. This highlighted that access

to essential medicines becomes even more problematic when a disaster occurs.

Geographical locations, along with information, monitoring and reporting systems with
poor logistical management influence the accessibility of essential medicines. In past
disasters, the medicine stocks were not well-distributed throughout all provinces; data
from 2012 showed that three provinces had an availability level below 80%, and six
provinces had a drug availability level over 100% (Savin-Baden & Major, 2013).
Consequently, the use of an online logistical management system needs to be
promoted, including a flexible and accountable relocation scheme for drugs and

vaccines between the provinces and districts/cities. A study focused on access to
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obstetric emergency care in rural Indonesia by D’ambruoso, Byass and Qomariyah
(2010) revealed that lack of drugs and medical supplies, along with affordability issues,

contributed to maternal death cases.

Financing

The budget allocation for the health sector is stipulated in the Health Law Number 36 of
2009 of Indonesia (Indonesia MOH, 2018). According to this law, the purpose of health
financing is to allocate sufficient amounts of funding that are equitably used to sustain
the provision of health services. The budget allocation for the health sector is drawn
from both the state budget, called Anggaran Pendapatan Belanja Nasional (APBN;
national expenditure budget), and Anggaran Pendapatan Belanja Daerah (regional
expenditure budget) at both provincial and district/city levels. The total APBN allocation
should be 5% and that from BNPB should be 10% (excluding salaries for health
personnel) (Indonesia MoH, 2009). Although the overall budget allocation to support
the provision of health services in Indonesia has shown an upward trend, some areas in
Indonesia were not able to meet the 10% allocation requirement. This was because
decentralisation has influenced capacity and resource levels. For this reason, not all
provinces and districts across the country are allocating 10% to health financing. In some
Indonesian provinces, international donors helped with funding to ensure the provision
of health, including MRH services. For example, in 2007, a fund from the international
community allowed the Government of Indonesia to introduce an initiative called
Generasi Sehat dan Cerdas (healthy and smart generation) that was meant to reduce
poverty and maternal and child mortality at the village level in selected areas (Grayman,
2017). Furthermore, according to the 2015-2019 National Strategic Planning, the overall
budget that has been allocated for the health crisis is less than 1% (388 billion out of
449,506.9 billion Indonesian rupiah or NZD4.3 million out of NZD502.4 million)
(Indonesia MoH, 2015b).

Finally, the Jaminan Kesehatan Nasional (JKN) or national health insurance scheme was
introduced to ensure UHC for all Indonesians. This is a subsided health service whereby
Indonesians can access care by paying less or by paying nothing at all. On a monthly
basis, Indonesians enrolled in this scheme must pay a certain amount of money to keep
their insurance valid. According to the 2015-2019 National Strategic Planning, the JKN

scheme has increased access to healthcare at the primary level, including referrals to
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higher-level health facilities. The coverage of the JKN through its Kartu Indonesia Sehat
(KIS) or Healthy Indonesia Card programme has continued to increase membership since
its launch in 2014. According to the 2017 National Health Profile, a total of 187.9 million
(more than 70%) Indonesian individuals were registered in the JKN KIS programme
(Mahendradhata et al., 2017; Indonesia MOH, 2018). Unfortunately, there is no specific
explanation for the use of the JKN in the event of a disaster. Presidential Decree No.
82/2018 noted that the JKN scheme does not apply in a natural disaster (RRI, 2018). This
means that when a disaster occurs, pregnant women would not be guaranteed of free
access to safe delivery and other MRH services. This situation increases the vulnerability

of pregnant women to maternal morbidity and mortality during a disaster.

Leadership/Governance

The health authority has committed to leading the improvement of the health status in
Indonesia by improving its governance through developing policies and systems, and
initiating various health programmes, including MRH-related initiatives. However, few
policies and systems are in place that would ensure the smooth continuation of services
during disasters. This situation poses a risk to the country ensuring business continuity
during disruptions, which influences disaster recovery planning for organisational
resilience (Geelen-Baass & Johnstone, 2008; Sahebjamnia, Torabi, & Mansouri, 2015;
Zhong, Clark, Hou, Zang, & Fitzgerald, 2014). In the context of this study, business
continuity is needed for adequate leadership in the health sector to deliver MRH services
during a future disaster. The 2005-2025 Health Development Strategies (Indonesia
MoH, 2015c) and various policies produced by and posted on the Ministry of Health’s
official website do not outline any strategy related to continuation of services (including
MRH care) during a disaster, or when moving from a disaster to a stable

condition/normal phase (Mahendradhata et al., 2017).

2.4.2. MRH

A disaster leads to the interruption of health services and causes a range of physical and
psychosocial health effects. Meeting MRH needs during a disaster is part of people’s
human rights, and neglecting these needs can lead to unwanted pregnancy, unsafe
abortion and maternal and neonatal disability and death. Being located in the Pacific

Rim of Fire with a high frequency of hazardous events that result in increased morbidity
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and mortality means improving Indonesia’s health status remains challenging (UNICEF,

2015).

The MRH status of women in Indonesia has been a key priority on the country’s agenda.
Indonesia’s current MMR is 126/100,000 live births (Bank, n.d.), and the country failed
to meet the MDGs target in 2015. MRH status is determined by antenatal care coverage,
availability of skilled birth attendants to help with deliveries, availability of
contraceptives and the provision of family planning services (UN, 2018). Data from the
2012 Demographic Health Survey for Indonesia revealed that 88.6% of births were
attended by skilled health personnel, family planning coverage was 79%, pregnancy care

coverage was 85% and UHC was 61% (S. Indonesia, 2013; WHO, 2018a).

The Government of Indonesia locates the provision of MRH services under the
Kesehatan Keluarga (Family Health Unit). According to the 2017 Indonesia Health
Profile, there are three main sub-sectors under the family health sector: MRH, child
health and nutrition. Furthermore, the MRH sub-sector is divided into: antenatal care;
administration of diphtheria tetanus toxoid immunisation for women of childbearing
age and pregnant women; delivery care; postpartum care; community health centres
implementing antenatal classes and delivery planning and complication prevention

programmes (P4K); contraceptive services; and older adult healthcare.

Within the area of MRH development, the 2017 Indonesia Health Profile indicates the
government is planning to increase access to and quality of MRH services, with specific
targets being: 1) the percentage of Puskesmas that organise programmes for pregnant
mothers reaches 90%; 2) 100% of Puskesmas implement the P4K programme; and 3)
80% of pregnant mothers have a minimum of four antenatal visits. The budget allocated
to support the above-mentioned targets from 2015 to 2019 is 2,852.1 billion Indonesian
rupiah (equivalent to around NZD307,912,716.00) (Indonesia MoH, 2015b). Given the
current decentralisation that involves the transfer of financial and managerial
responsibility from the central to lower levels of government, the above-mentioned
budget allocation may vary across provinces and districts. This may also affect the level

of readiness to provide MRH services during a disaster response.
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2.4.3. Health Crisis

Based on learnings from previous disasters, a unit within the Ministry of Health was
created to deal with and manage responses during disasters. The Ministry of Health uses
the term ‘health crisis’ in its policy documents to define any impacts related to four
common types of potential hazards in Indonesia: natural disasters, environmental
disasters, complex emergencies and disease epidemics (Indonesia MoH, 2007, 2015b,
n.d.). Within the Ministry of Health, the Pusat Krisis Bencana (Crisis Centre) Unit is
responsible for decreasing health risks caused by the health crisis (Indonesia MoH,

2015b). The unit has the following objectives.

e To develop guidelines and policies to support health crisis management.

e Toimprove the alignment through the development of networks for health crisis
management.

e To increase the capacity of health resources in qualified and equitable health
crisis management.

e To provide information access for the implementation of fast, precise and
accurate health crisis response.

e To empower communities in response to the health crisis.

Within the area of health crisis management, the Government of Indonesia’s 2015-2019
National Strategic Planning aims to improve interventions for health crisis risks
reduction with the following targets. 1) A total of 170 districts/cities out of 514 (33%)
receive support to implement health crisis risk reduction intervention in their areas. 2)
All 34 provinces (100%) receive advocacy and outreach to support the implementation
of health crisis risk reduction interventions in their areas. The budget allocated to
support these targets from 2015 to 2019 is 388 billion Indonesian rupiah (equivalent to
around NZD41,888,480.00) (Indonesia MoH, 2015b).

The Pusat Krisis Bencana unit is responsible for coordinating and developing specific
programmes to address health-related issues suffered by infants, children under the age
of 5 years, older adults, pregnant women, refugees, disadvantaged families, risk-groups
and communities in remote areas, border territories, islands and regions with
embedded health issues (Indonesia MoH, 2015b). Although efforts to integrate MRH

into DRM have been initiated, including the development of policies and strategies and
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adoption of global policies on disaster and health at the country level, Indonesia’s MMR

has remained high.

2.5. SUMMARY

This chapter introduced the contextual background of Indonesia. The population,
culture, language, religions, governance and socioeconomic status in Indonesia were
discussed in the context of how each contributes to the level of vulnerability.
Furthermore, this chapter explained how the geographical location of Indonesia on the
Pacific Ring of Fire results in specific hazards. The chapter also described types of
disasters experienced in Indonesia, along with the overall level of risk. Finally, this
chapter introduced the country’s health profile using the WHO’s Health System Building
Blocks (WHO, 2010). The MRH status and how the country responds to a health crisis

were also outlined.

The next chapter introduces literature related to the integration of MRH into DRM at

the global, regional and country levels.
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Chapter Three: LITERATURE REVIEW

Ko te whaea te takere o te waka
Mothers are like the hull of a canoe, they are the heart of the family
Ibu bagaikan lambung perahu yang merupakan bagian dasar perahu and memberikan

daya apung, Ibu adalah jantung keluarga

Maori proverb

1.1. INTRODUCTION

This literature review provides a critical analysis of previous studies, policies and
literature related to MRH, DRM and how they have been integrated. This chapter
provides information related to MRH and DRM at global, regional and country levels.
The chapter first presents the search strategy used to gather relevant literature,
followed key issues related to MRH and DRM identified from a critical analysis of
relevant literature. The chapter then outlines the provision of MRH services during
various disasters in Indonesia using the chosen theoretical framework. The chapter

concludes with identified gaps in existing research.

1.2. LITERATURE SEARCH STRATEGY

A comprehensive search of scholarly peer-reviewed articles was undertaken, mainly
through Scopus and Web of Science. These two databases were chosen because they
contain peer-reviewed journals in the areas related to the research question (MRH and
DRM) and free access for students is provided via the AUT link. The researcher created
an account on Web of Science and set up weekly saved searches and alerts, meaning the
literature review could be updated as new evidence was published. In addition, a
database was created under the ‘Save Lists’ function in Scopus, whereby folders were
created based on the keywords and updated on a fortnightly basis. A variety of other

databases were also searched, including: the Cochrane Library, Elsevier/Science Direct
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and Sage databases. Specific journal databases were also searched, including the Asia
Pacific Journal of Public Health, Global Public Health, International Journal of Disaster
Risk Reduction, Health Policy and Planning — Oxford Journal, Journal of Development
Study and Sustainability Science, the Lancet, Sexual and Reproductive Health Matters
(formerly Reproductive Health Matters) and Social Science and Medicine. Grey literature
was also examined by assessing the websites of various organisations. This search was
conducted at global and regional levels, and covered various websites such as the
Association of Southeast Asian Nations (ASEAN), Inter-Agency Working Group (IAWG)
on Reproductive Health in Crises, the Red Cross and different agencies within the United
Nations. At the country level, various websites were searched, such as the BNPB
(national disaster management authority), Badan Pusat Statistik (central agency on
statistics) and the Ministry of Health of Indonesia. The websites of various global health
and disaster management bodies and institutions were also accessed. Lastly, news
media including BBC, CNN, Channel News Asia, the Jakarta Post, the Guardian and

relevant blogs were examined.

The literature searches used keywords and terms based on the research question (see
Figure 1). Truncations and Boolean operators were used to find alternative endings to
key words and allow for variability of terms adopted in the literature. The keywords and

terms used are presented in Figure 3.

Maternal and Disaster risk

Indonesia Integrate .
g reproductive health management

Integrat™® (integration, Disaster* (disaster,

“Pacific Ring of Fire” “Maternal health”

integrate, integrating) disasters)
“Pacific Rim of Fire” Cooperation “Reproductive health” “Disaster risk”
“Disaster-prone countr*” L N
P . Coordination Health Humanitarian
(country, countries)
“Developing countr*” . “Sexual and Emergenc* (emergency,
ping . Cooperation . ” & ( . seney
(country, countries) reproductive health emergencies)
“Middle-income countr*” . “Maternal and child .
. Mainstream ” Crisis
(country, countries) health
Crises
Eruption
Volcanic

Figure 3: Keywords and terms used in the literature search for this case study
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Articles were considered and examined if they were written in English or Bahasa
Indonesia. Articles were eligible for inclusion if the publication date was from January
1996 to present. The 1996 was selected as the start point of the search as it marks the
time when the IAWG for Reproductive Health Crisis developed the MISP for reproductive
health in crisis settings. The literature review process was conducted throughout the
execution of the case study. To answer the research question, related information from
secondary sources was also gathered and analysed. Relevant studies and policy
documents were reviewed and stored in an excel spreadsheet and Endnote software.
Terminology related to the research question was identified, reviewed and used to guide
the literature review process. Terminology related to MRH and DRM were gathered in a

glossary of terms.

In total, 422 articles were retrieved. Of these, 151 articles were excluded as they focused
on other issues such as teeth eruption, transportation during disasters, nuclear disasters
and communicable diseases during a disaster. The selected 271 articles comprised 50
papers from the grey literature, 93 studies that drew on qualitative methodologies, 45
guantitative studies and 83 mixed-methods studies. Fifty-five articles related to
Indonesia and the remaining 216 articles concerned the global and regional (Asia Pacific

and ASEAN) levels.
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To understand how Indonesia integrate MRH into DRM

Figure 4: Critical review flowchart, adopted from Payne et al. (2015, p.3)
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After the selected articles were reviewed, the findings were grouped into three main

categories:

1. MRH (n=109)
2. DRM (n=89)
3. Integration of MRH into DRM (n=73).

The section discussing first group related to MRH starts with key definitions and the
application of terminology (e.g. ‘maternal health’, ‘reproductive health’, ‘sexual and
reproductive health’, and ‘maternal and reproductive health’) that is used
interchangeably at the global, regional and country levels. The literature review showed
that these terms were used to suit the context depending on cultural and sensitivity
issues. Furthermore, this category linked MRH concerns during disasters with the global
agenda for improving maternal health and ensuring universal access to sexual and
reproductive health. The literature highlighted: the need to address MRH requirements
in both normal and disaster settings; the impact of disasters on MRH needs; and global
packages that have been designed to meet MRH needs during a disaster and how they
have been applied in several countries. This section also explains the importance of
planning for comprehensive MRH services after a disaster and the relevance of
integrating MRH services into DRM. Finally, an overview of the status of MRH in

Indonesia is presented.

The second group related to DRM provides an understanding of key concepts related to
disaster and risk. The literature highlighted the role of DRM in bridging humanitarian
and development agendas with reference to the disaster cycle. This section also outlines
ongoing global efforts in drafting DRM policies and strategies, current understanding of
DRM concepts and integrating MRH issues in both humanitarian and development

agendas as a current priority. Finally, DRM is examined in relation to Indonesia.

The third group focuses on literature related to the integration of MRH into DRM. This
section starts by defining the concept of integration, followed by a discussion of the
importance of this integration. The section finally summarises the metamorphosis of

integration of MRH into DRM at global, regional and country levels.



34

1.3. MRH, DRM AND INTEGRATION

1.3.1. MRH

Defining MRH

Reproductive health crosses the life cycle of every human being. It begins before birth
and continues until the last day of life. The ICPD stated that women should have the
‘right of access to appropriate healthcare services that will enable [them] to go safely
through pregnancy and childbirth and provide couples with the best chance of having a
healthy infant’ (CRR, 2013, p. 1). Central to this mandate is that every woman has the
autonomy to: make informed decisions about her body; be free from discrimination,
violence and coercion; determine the number and spacing of her children; and have
access to reproductive health services without discrimination. This is recognised as an
important public health issue and a fundamental human right (Chan, 2017; WHO,
2012b).

Many organisations use MRH-related terminology to focus on issues related to meeting
reproductive health needs among pregnant women and lactating mothers. Other
agencies such as the WHO use MRH terminology to explain maternal mortality,
antenatal care and family planning (WHO, n.d. ). Conversely, some non-governmental
organisations (e.g. Save the Children) use the same terminology to focus discussion
around healthy pregnancies and healthy families (Children, 2013, n.d.). Researchers also
use this terminology when conducting studies related to maternal health and
reproductive health. For example, Chi, Bulage, Urdal and Sundby (2015a) used ‘maternal
and reproductive health’ while conducting qualitative research to understand
perceptions of the effects of armed conflict on maternal mortality and morbidity cases
in Uganda and Burundi. In contrast, Dynes et al. (2018) used the same terminology in
research that aimed to understand the integration of family planning services into non-
family planning care visits in Tanzania. Furthermore, although debatable because of
cultural and sensitivity issues, countries such as Indonesia prefer to use MRH rather than
sexual and reproductive health in their policy documents (Indonesia MoH, 2015b). For
example, the Ministry of Health of Indonesia’s Regulation Number 61/2014 on
Reproductive Health uses MRH terminology to cover maternal health and reproductive
health issues, including sexual violence (Indonesia MOH, 2015a, 2015b). MRH is a global

issue, as ‘every day [in 2015], about 830 women die due to complications of pregnancy
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and childbirth around the world, in both stable and crisis settings. Further, almost all of
these deaths occurred in low-resource settings, and most could have been prevented’

(WHO, n.d.).

Aligning MRH During Disasters with the Global Agenda

Addressing MRH needs in both normal and disaster settings is critical. Because birth is
unpredictable and cannot be controlled, pregnant women continue to demand MRH
services in both stable and unstable situations. Unfortunately, disasters result in
disrupted access, insufficient human resources, destroyed health facilities and even
unavailability of supplies and services, all of which place women and neonates at greater
risk for adverse outcomes. Sohrabizadeh, Jahangiri and Jazani (2018) argued that
disasters can increase vulnerability to poor MRH outcomes. Those authors stated that
even during stable conditions, pregnant women are already vulnerable because of
physical changes (e.g. an expanding belly and weight gain, enlarged uterus, morning
sickness and backaches), which can also affect their emotional and mental health.
During a conflict or natural disaster, pregnant women may be even more vulnerable
because of additional risk factors such as exposure to violence, sudden loss of medical
and non-medical support, malnutrition and trauma. These factors contribute to

increased maternal and neonatal morbidity and mortality.

Several studies have argued that men and women are not equally affected by natural
disasters for this reason (Sohrabizadeh, Tourani, & Khankeh, 2016). Disasters are
considered to put pregnant women at risk for increased adverse health outcomes,
including unsafe abortions, complications, disabilities and death (Chan, 2017; UNFPA,
2012c). Similarly, another systematic analysis by Kassebaum et al. (2016) reviewed the
global burden of maternal mortality at the global, regional and national level from 1990
to 2015. They found that natural disasters, man-made disasters and epidemics that
impair the health system slow the improvement of women’s MRH status. A disaster
interrupts health services and causes a range of physical and psychosocial health effects,
including maternal mortality and morbidity cases. In Iran, Motamedi, Saghafinia,
Bafarani and Panahi (2009) highlighted the impact of the 2003 Bam earthquake, which
included unwanted pregnancy, unsafe abortion and trauma. Their retrospective study
aimed to reassess the emergency response and recovery process after the earthquake.

They found MRH services were inadequate, including a lack of hygiene supplies for
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affected women of reproductive age. Similar findings from a mixed-methods study
conducted by Wayte et al. (2008) in Timor-Leste also highlighted the importance of life-
saving MRH interventions, such as strengthening coordination among providers and
boosting awareness of the importance of family planning, management of sexual

violence, prevention of STIs and HIV and emergency obstetric care during a disaster.

The MISP for reproductive health in crisis situations was developed in 1996 as a global
guideline that recognised the impact disasters have on neonatal and maternal health.
The MISP aims to guide the provision of MRH services during a disaster (WRC, 2011) and

is defined as follows.

Priority set of life-saving activities to be implemented at the onset of
every humanitarian crisis. It forms the starting point for sexual and
reproductive health programming and should be sustained and built
upon with comprehensive sexual and reproductive health services
throughout protracted crises and recovery (UNFPA, 2015a).

The package aims to coordinate a set of priority activities for use in disaster areas (WRC,
2011). The global MISP is captured in the Inter-Agency Field Manual on Reproductive
Health in Humanitarian Settings (IAWG, 2018), which is a global guideline for better
implementation of reproductive health services during disasters. The MISP was created
in accordance with the Sphere Minimum Standards in Disaster Response, and has been
integrated into the Inter-Agency Standing Committee Health Cluster tools and guidance
(Sphere, 2018; WHO, 2018b; WRC, 2011). The MISP, the Inter-Agency Field Manual on
Reproductive Health in Humanitarian Settings and the Sphere Minimum Standards in
Disaster Response guide the provision of MRH services during disasters, because

meeting these needs would mean saving the lives of affected people.

Meeting MRH needs during a disaster remains a considerable challenge for low- and
middle-income countries, especially as different countries have different capacities to
respond to disasters and meet the MRH needs of affected populations. Kabakian-
Khasholian, Shayboub and El-kak (2013) conducted a retrospective qualitative
evaluation case study on the provision of reproductive health during the 2006 war in
Lebanon. That study highlighted the needs of maternal health services during the
disaster as well as access to psychosocial and mental health support. They argued that

during the 2006 war in Lebanon, MRH-related services were disrupted but the need for
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these services was increased. War-affected pregnant women were traumatised and
required psychosocial and mental health support in addition to basic antenatal and
postpartum services. Accessibility and availability of MRH-related services were the
main challenges faced by those pregnant women. Those researchers reported that the
number of MRH-related complications during the 2006 war increased because of the
limited number of health facilities that still functioned during the war. They noted that
the increased complications were only detected from the statistics of those who came

to health facilities; there were many unreported cases because of accessibility issues.

Similarly, Chynoweth (2008) conducted a case study that explored the priority of
reproductive health needs and service gaps encountered by Iragi refugees in Jordan, and
demonstrated the lack of 24/7 reproductive health services in refugee shelters.
Participants in that study highlighted challenges related to lack of access to information
and services related to safe motherhood and family planning, including safe delivery for
pregnancies with complications. That study revealed that because of unfamiliarity with
MRH services, affected women had to access private clinics for delivery care, which
added to the burden because they had to pay to access these services. In addition, that
study found insufficient knowledge and skills related to the implementation of MISP
among health personnel on the ground. Therefore, there was no provision of basic life-
saving MRH services, including emergency contraception and measures related to the
prevention of HIV/AIDS (including condoms). Finally, that study reported that
coordination among stakeholders was also insufficient, which resulted in poor planning,
implementation and monitoring of the provision of MRH services. The affected women
and men participants felt that the design of MRH interventions was not consistent with
their local culture. Therefore, those authors strongly recommended better coordination
to deliver appropriate and culturally sensitive reproductive services, including

information related to referral and awareness.

Planning for comprehensive MRH services after a disaster is important because the
effects of a disaster do not stop after an event finishes. Post-event effects influence MRH
status. Brunson (2017) investigated the long-term gendered impacts of the 2015 Nepal
earthquakes, and argued that the long-term impacts of disasters on maternal health
were poorly understood as the majority of MRH studies were related to the response

phase following a disaster. Brunson’s study revealed that disasters have long-term
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impacts on maternal health, including trauma and other mental health problems that
affect mothers, their babies and other children. That study also revealed that pregnant
women who experienced the disaster faced challenges beyond health issues, such as
social and economic problems. Therefore, the author suggested planning for
comprehensive MRH services after a disaster. Consistent with this recommendation, the
Inter-Agency Field Manual on Reproductive Health in Humanitarian Settings (IAWG,
2018) emphasised planning for the provision of comprehensive reproductive healthcare
services after a disaster. The provision of post-event comprehensive reproductive
healthcare services should be designed according to the Six Building Blocks of Health
Systems (WHO, 2010). The Six Building Blocks of Health Systems contribute to
strengthening health systems as they cover service delivery, health workplaces including
health service providers, health information systems, access to medicines and supplies,
health financing and governance/leadership. As the situation permits, authorities should
plan for comprehensive MRH according to the Six Building Blocks of Health Systems to
ensure better integration and sustainability of interventions. According to the Inter-
Agency Field Manual on Reproductive Health in Humanitarian Settings, planning for
comprehensive MRH services by integrating these interventions into primary health
cases immediately after a disaster would improve the quality of services and reduce the

vulnerability of affected people (IAWG, 2018).

Connecting efforts to provide MRH services in a humanitarian setting with other sectors
saves the lives of affected people and improves MRH outcomes; therefore, integrating
MRH services into DRM is imperative. A qualitative case study conducted by Chi, Bulage,
Urdal and Sundby (2015b) that explored conflict and post-conflict behaviour in Burundi
and Northern Uganda highlighted the need for inter-sectoral coordination to continue
provision of comprehensive MRH services to affected populations. That study suggested
an approach that required the collaboration of multiple sectors, including the
restoration of livelihoods, education and other basic services. Similarly, the Inter-Agency
Field Manual on Reproductive Health in Humanitarian Settings recommends multi-
sectoral coordination to provide comprehensive high-quality sexual and reproductive
health services during disaster and post-disaster settings (IAWG, 2018). This was

because other health sectors as well as sectors such as education, nutrition, protection,
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transport, water and sanitation have a part to play in planning and delivering MRH

services. These arguments reflect the importance of integrating MRH into DRM.

Understanding the MRH Status in Indonesia

Indonesia’s MRH status has been in the spotlight since the country failed to meet the
MDGs targets in 2015. Like many other developing countries, factors such as starting
conditions that reflected the initial situation when the MDGs were first initiated in 2000,
weak governance, conflict and environmental degradation challenged efforts to meet
these targets (Munoz, 2008). In Indonesia, the large-scale forest fires to obtain wood as
a source of energy for cooking and land for livelihood (largely due to poverty issues)
contributed to deforestation that caused natural disasters. These disasters delayed and
affected access to and provision of MRH services (Fullerton & Anderson, 2016; Munoz,
2008). A national study conducted by the United Nations Population Fund (UNFPA),
BNPB and Statistics Indonesia revealed that as the country is located in the Pacific Ring
of Fire, more than 9% of its population lives within areas at very high risk for natural
disasters (UNFPA, 2012b). Furthermore, a quantitative systematic review of peer-
reviewed and grey literature (published 1995-2014) that aimed to understand the
fourth MDG and child health inequities in Indonesia by Schroders, Wall, Kusnanto and
Ng (2015) highlighted several barriers to improving the MRH status in Indonesia. These
barriers included geographical conditions and lack of infrastructure in rural areas,
insufficient maternal education, poverty and low income (all of which caused
psychosocial stress), along with inadequate nutrition, financial difficulties in accessing
quality care at modern health services and reliance on traditional healers and birth
attendants. These barriers affected both child and maternal health. The initial global
target was to reduce the MMR by three-quarters and achieve universal access to
reproductive health by 2015. However, the evidence revealed that several disasters had
contributed to the failure to meet the target. Indonesia was only able to reach a MMR
of 126/100,000 live births compared with the target of 102/100,000 live births by 2015
(WHO, 2016).

Indonesia has one of the highest MMRs compared with other countries across the Asia
Pacific region (Ahmed & Fullerton, 2019). As a middle-income country, this statistic is
alarming (Bank, 2015). The following figure shows the ratio among ASEAN and

neighbouring countries across the Pacific.
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Figure 5: Maternal mortality ratio in 2015 (source: World Bank Online Database: Modelled
estimate, per 100,000 live births)

Efforts to improve the MRH status in Indonesia were demonstrated in a qualitative study
conducted by Shiffman (2007). That study found maternal and child health was part of
basic health services in Indonesia. The commitment of the Government of Indonesia to
meeting MRH needs was seen in the incorporation of the issue into national policies and
plans. Currently, Indonesia aims to meet the SDGs target of reducing the MMR to
70/100,000 live births by 2030 (Adeleke, 2016). However, according to Galati (2015), the
17 SDGs and 169 targets seem too ambitious. Therefore, many countries (including
Indonesia) are likely not to achieve them. The SDGs specify several relevant targets for
MRH, including ensuring universal access to sexual and reproductive health services (e.g.
information and education, family planning, integration of reproductive health into

national strategies and programmes) as well as strengthening national capacity for DRM.
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1.3.2. DRM

Defining the Meaning of DRM

A disaster refers to a disruption of function due to events. The United Nations Office for
DRR defined a disaster as a ‘serious disruption of the functioning of a community or a
society at any scale due to hazardous events interacting with conditions of exposure,
vulnerability and capacity, leading to one or more of the following: human, material,
economic and environmental losses and impacts’ (UNISDR, 2017, p. 1). The effect of a
disaster varies depending on the level of exposure, vulnerability and hazards. The
relationships among exposure, vulnerability and hazards is described as risk (UN, n.d.-
a). Disaster risk, is defined by the United Nations International Strategy for Disaster
Reduction (UNISDR), as ‘the potential loss of life, injury, or destroyed or damaged assets
which could occur to a system, society or a community in a specific period of time,
determined probabilistically as a function of hazard, exposure, and capacity’ (UNISDR,
2009, pp. 9-10). Furthermore, there should be policies and strategies to help prevent,

reduce and manage disaster risk. The UNISDR defines DRM as:

The systematic process of wusing administrative directives,
organizations, and operational skills and capacities to implement
strategies, policies and improved coping capacities in order to lessen
the adverse impacts of hazards and the possibility of disaster.
(UNISDR, 2009, p. 10)

The above definition states that DRM requires a systematic process to implement
strategies and policies that aim to strengthen resilience and reduce the impact of
hazards. The importance of DRM was captured in the 2005-2015 Hyogo Framework for
Action document, which recognised DRM as essential to help build the resilience of
nations. The application of DRM is not limited to countries, but also applies to
organisations to help strategise interventions for managing disaster risks. For example,
the Food and Agriculture Organisation of the United Nations defines the scope of DRM
as beyond DRR. DRR refers to ‘the conceptual framework of elements considered with
the possibilities to minimize vulnerabilities and disaster risks throughout a society, to
avoid (prevention) or to limit (mitigation and preparedness) the adverse impacts of
hazards, within the broad context of sustainable development’, whereas DRM ‘includes

but goes beyond DRR by adding a management perspective that combines prevention,
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mitigation and preparedness with response’ (Baas, Ramasamy, DePryck, & Battista,

2008, pp. 5,6).

Aligning DRM with the Global Agenda

It is paramount to continuously integrate humanitarian issues into the development
agenda as it lessens the impact of a crisis. The Sendai Framework aims to guide the
planning, implementation, monitoring and evaluation stages of a DRM plan. The Sendai
Framework was developed alongside the 2015-2030 SDGs. Thomalla et al. (2018)
highlighted the importance of linking development and disaster. They argued that
‘disaster risks and impacts are closely tied to development processes and initiatives;
development can increase or decrease the exposure, vulnerability and resilience of
societies, while disasters destroy assets and undo development gains’ (p. 1). A disaster
has a «cycle that comprises mitigation, preparedness, response, and

recovery/rehabilitation phases. The disaster cycle is explained in Figure 6.

S a

Figure 6: Disaster cycle (source: UNISDR, adopted from Alexander, 2002)
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According to UNISDR’s terminology (UNISDR, 2009), mitigation is defined as ‘the
lessening or minimising of the adverse impacts of a hazardous event’ (p. 19).
Preparedness is defined as ‘the knowledge and capacities developed by governments,
response and recovery organizations, communities and individuals to effectively
anticipate, respond to and recover from the impacts of likely, imminent or current
disasters’ (p. 21). In addition, response is defined as ‘actions taken directly before,
during or immediately after a disaster in order to save lives, reduce health impacts,
ensure public safety and meet the basic subsistence needs of the people affected’ (p.
24). Finally, recovery is described as ‘the restoring or improving of livelihoods and
health, as well as economic, physical, social, cultural and environmental assets, systems
and activities, of a disaster-affected community or society, aligning with the principles
of sustainable development and “build back better”, to avoid or reduce future disaster
risk’ (p. 23). In a recent literature review, Goldschmidt and Kumar (2016) argued that
the majority of humanitarian-related studies focused on the response phase, followed
by the preparedness and mitigation phases. They reported that little research has been
conducted on humanitarian development. Based on this argument, the application of
DRM, according to the United Nations Food Agriculture Organization, would provide
opportunity to link the disaster cycle with the development agenda (Baas et al., 2008).
Similarly, Tran et al. (2015) argued that the disaster cycle could be an avenue for both
humanitarian and development institutions to have a joint role in addressing

reproductive health in humanitarian settings.

A number of countries have drafted DRM-related policies and strategies that recognise
the importance of DRM in bridging humanitarian and development phases. As part of
this process, several international organisations have provided technical assistance for
a number of developing countries. For example, the International Federation of Red
Cross and Red Crescent Societies supported some countries (e.g. South Sudan) to
develop DRM policies (IFRC, 2017). Furthermore, in 2009, the UNISDR and the World
Bank developed a list of priority countries (including Indonesia) that needed DRM
programmes. This aimed to enhance the resilience of countries considered to have low
economic status, as well as highly vulnerable countries (Bank, 2009). Indonesia, the

Marshal Islands, Papua New Guinea, Solomon Island and Vietnam were among countries
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across East Asia and the Pacific prioritised to receive technical assistance to improve

their DRM capacity.

With the increased number of countries that have developed and implemented MRH
policies and strategies, demand to measure the effectiveness of these policies and
strategies has also increased. A study by Carrefio, Cardona and Barbat (2007) reviewed
DRM in 10 countries across Latin America and the Caribbean using the Risk Management
Index (RMI). The RMI is a quantitative tool used to measure organisational,
development, capacity and institutional actions taken to lessen the vulnerability level.
Although the RMI could assess the implementation of DRM at national and sub-national
levels, that study acknowledged the limitations of this tool. Those authors suggested
there was room for improvement, as the RMI did not capture qualitative information to
understand the ‘how’ and ‘why’ behind the implementation of DRM policies and
strategies. Currently, researchers are debating over measuring DRM progress by looking
at traditional top-down approaches. They argued that measuring DRM progress should
use a people-centred approach and consider the local context. Scolobig, Prior, Schréter,
Jorin and Patt (2015) indicated that a people-centred approach is bottom-up,
egalitarian, collaborative, proactive and focused on stakeholders' preferences, whereas
traditional top-down approaches are more discipline-oriented, hierarchical and
interventionist. Furthermore, they also argued that the emphasis of a people-centred
approach is system-oriented, rather than discipline-oriented. Therefore, it provides
opportunity for integration among different disciplines and a chance to consider them
as part of system, as well as better opportunities for different disciplines to implement

interventions in both the humanitarian and development arenas (Scolobig et al., 2015).

Maternal health issues have been increasingly prioritised on the development agenda;
however, there is more work to be done on the humanitarian agenda. Smith and
Shiffman (2016) explored MRH in the context of the development and humanitarian
agendas and found that although maternal health had gained status as an international
health and development priority (in part through the focus of the MDGs and SDGs),
challenges remained within the humanitarian agenda, such as donor interest to fund
MRH interventions during disaster and post-disaster responses, and collecting data for

evidence from humanitarian settings.
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Chynoweth (2015) argued that despite the significant increase of commitment to
support MRH on the humanitarian agenda, key challenges include insufficient funding
to support the provision of MRH services in humanitarian settings and ineffective
integration in the internal and external health sectors. Moreover, a systematic review
by Casey (2015) suggested documentation and evaluation of MRH interventions during
disasters remains a major gap, along with limited access to MRH services in
humanitarian settings. Unfortunately, this lack of evidence on the maternal health
situation in humanitarian settings results in less attention to the issue by donors and

other stakeholders.

Knowledge and skills related to humanitarian responses among health providers are still
considered insufficient, and impacts availability of life-saving MRH services during
disasters. An important effort to link the humanitarian and development agendas is
equipping personnel with sufficient knowledge and skills related to disaster
management. Beek, McFadden, and Dawson (2019) argued that educating midwives on
MRH and disaster is important as they play a crucial role in preparing for and providing
MRH services in humanitarian settings because of their position as frontline providers,
and social and geographical proximity to communities. Therefore, building the capacity
of health personnel in MRH services needed during emergency situations ensures the
provision of basic and comprehensive MRH services during and after a disaster. To
properly equip health personnel, training should be provided to those who have already
graduated and are working in the health field, as well as through the integration of
disaster management into medical, nursing and midwifery curricula. The MISP for
reproductive health in crisis situations recommends training for health personnel as a

key activity to enable the provision of comprehensive MRH services (WRC, 2011).

Understanding DRM in Indonesia

Indonesia is one of the most disaster-prone countries in the world. As explained in the
previous chapter, among 109 countries, Indonesia is ranked 55 for overall risk, 17 for
hazard and exposure, 104 for vulnerability and 81 for lack of coping capacity (IASC, 2019;
OCHA, 2019). Indonesia’s position within the Pacific Ring of Fire makes it one of the
world’s most susceptible nations to natural disasters (Gero, Meheux, & Dominey-
Howes, 2010). Indonesia has recorded numerous cases of disasters (BNPB, n.d.-b); more

than 22,000 cases of natural and man-made disasters occurred in Indonesia since 1815.
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Among these, more than 18,000 events occurred after 2007. These disasters were both

natural and man-made events (BNPB, n.d.-b).

Following the 2004 Indian Ocean tsunami, Indonesia changed the way it looked at
disasters. Birkmann (2010) published a case study on the changes caused by extreme
events and disasters focused on the 2004 tsunami, and reported that the event provided
a window opportunity for the country to revise its disaster policies, as the tsunami
impacted the socio-ecological system in Indonesia. Following the 2004 tsunami that hit
Indonesia (specifically Aceh and northern parts of Sumatra), Indonesia was ‘pushed’ to
revitalise BNPB. The BNPB provides direction and guidance related to mitigating,
preparing for, responding to and recovering from a disaster, and is also responsible for
translating disaster management policy into practice and recording and reporting
related disaster efforts in Indonesia. The BNPB has been expanded and established at
provincial, district and municipal levels. To date, efforts to improve coordination include
establishing links with other line ministries, including the Ministry of Health of Indonesia.
The Disaster Management Law No. 24/2007 was enacted to guide how the Government
of Indonesia manages disasters. Indonesia has also created a database that is linked with
the ASEAN’s Humanitarian Centre, UNISDR and other regional and global databases to
track disasters that occur in the country. This helps Indonesia to prepare and determine

their level of readiness for responding to a disaster (BNPB, n.d.-b).

Despite efforts to strengthen Indonesia’s DRM, Indonesia has not yet been able to
adequately translate its policies into practice. This includes mainstreaming DRM efforts
into other sectors during emergency response at the provincial and district levels. A
study by Djafri, Chongsuvivatwong and Geater (2015) highlighted challenges faced at
the provincial and district levels during the 2009 earthquake in Padang, where local
authorities were not able to provide an immediate response to the affected population.
That study reported it took more than 1 year to recover water supplies. The earthquake
also resulted in the disruption of MRH services, increased the rate of stillbirths and
slowed the rate of improvement in maternal and child mortality. Those authors
recommended local government should play a more active role in improving its disaster

management capacity including coordination and cooperation with the health sector.
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Finally, although considerable efforts have been made at the policy level, some work
remains to be done at the community level. A qualitative case study by Lavigne et al.
(2008) aimed to understand how the Indonesian people living near or on the slopes of
active volcanoes behaved in the face of volcanic threats; the results showed a lack of
knowledge about disaster safety and protection, particularly among women. Those
authors interviewed women and men who lived around four different volcanic
mountains in Indonesia, and found these communities had a poor understanding of the
actual volcanic processes, socioeconomic issues and strong cultural beliefs that made
the local people not want to live far from their birth village. The cultural beliefs resulted
in hesitance to be relocated to a safer place, and the socioeconomic factors related to

people’s livelihoods and skills.

1.3.3. Integration

Defining Integration

Integration is defined as an action or process of joining or combining two or more things
in an effective way. Keast, Brown and Mandell (2007) argued that integration has three
stages: cooperation, coordination and collaboration. First, cooperation is defined as the
starting point or the base level of a relationship. It has a limited connection and low
intensity. Second, coordination is defined as the notion of ‘driving’, and involves working
towards a common target. It has medium connections and intensity. Lastly,
collaboration is defined as a process that requires high connection and intensity. These
steps comprise a horizontal integration continuum (Keast et al., 2007), and are

summarised Figure 7.

Fully
ﬁ—%'
Fragmented

Cooperation  Coordination  Collaboration

Limited connection Medium connection High connection
Low intensity Medium intensity High intensity

Figure 7: Horizontal integration continuum (source: Keast, Brown, & Mandell, 2007)
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In considering these steps, it is evident that integration is not a static process, but rather
requires differing connections and intensities among those involved in the process.
Before achieving the ‘fully connected’ level, integration starts with cooperation. Konrad
(1996) and Keast et al. (2007) suggested cooperation can be characterised as
autonomous and independent. They argued that cooperation is limited to informal
relationships and a short term. Given its limited connection and low intensity, the
cooperation level manifests in activities such as information sharing that do not require

follow-up action.

After cooperation, the next step of integration is coordination. This step involves a low
level of commitment. Lawson (2002), as cited in Keast et al. (2007), characterised
coordination as actions that involve compliance with others to meet needs and solve a
problem. This medium level of connection and intensity requires a particular goal that

involves lower levels of time, processes and risk (Keast et al., 2007).

Finally, the last level of integration is collaboration, which is a long-term type of
arrangement and is considered the most stable step. Keast et al. (2007) and Sitas et al.
(2016) argued that this level requires a longer time and additional processes, is
challenging and involves the highest degree of risk. Furthermore, Sitas et al. (2016)
noted that cooperation requires working to and across boundaries. Collaboration results
in being ‘fully connected’, which is reflected in shared goals, commitment and joint
efforts. To achieve collaboration, it is necessary to have sufficient time for the process

of making connections, forming relationships and drawing resources closer together.

Realising the Need for Integration with DRM

The notion of a humanitarian-development nexus requires integration between
humanitarian and development agendas. The United Nations described this integration
process as a ‘new way of working’ (OCHA, 2017). This reflects how humanitarian
interventions that require significant cost and time can only be sustained through better
connectivity with development interventions. The adoption of humanitarian language
into the 2030 SDGs indicates that efforts to reduce risks, vulnerability and overall needs
could be achieved by having ‘collective outcomes’ (OCHA, 2017). Humanitarian assistance

defines as “aid that seeks, to save lives and alleviate suffering of a crisis affected population”

(UNOCHA, 2008, p. 31). Humanitarian assistance must be provided in accordance with the basic
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humanitarian principles of humanity, impartiality and neutrality. The nature of humanitarian aid

include: short-term, usually initiated in both natural and man-made disasters, as well as focus
on life-saving. The United Nations General Assembly 51/240 on Agenda for Development
defines development as “a multidimensional undertaking to achieve a higher quality of life for
all people. Economic development, social development and environmental protection are
interdependent and mutually reinforcing components of sustainable Development” (UN, 1997,
p. 1). Development assistance usually long-term, delivered in developing countries, responds to
systematic problems, and focused on economic, social, and political development
(HumanitarianCoalition, n/a). These collective outcomes are defined as having a
‘quantifiable and measurable result or impact in reducing people’s needs, risks, and
vulnerabilities, and increasing their resilience...that requires the combined efforts of
different actors’ (OCHA, 2017, p. 7). This suggests that humanitarian and development
actors should work together according to the same plan towards the same goal. The
United Nations indicated that integrating efforts, could be achieved through four main
actions: joint situation and problem analysis; joint planning and programming; joint
coordination and clear leadership; and flexible financing modalities (OCHA, 2017, pp.
10,11). These four key actions toward integration may result in strong national and local

ownership, as well as comparative advantages among different stakeholders.

The health sector is also starting to consider ways to integrate interventions into DRM.
Henley, Marshall and Vetter (2011) discussed how mental health services could be
integrated into humanitarian relief and post-disaster settings. Using the September 11
terrorist attack in New York as a case study, those authors described how integration
resulted in increased collaboration between mental health providers and humanitarian
personnel and increased awareness of the importance of mental health issues, as well
as the availability of integrated services that benefited communities. Furthermore, they
described another example of mental health services integration using the case of
Liberian and Sierra Leonean war survivors living in refugee camps in Guinea. They
explained how integration resulted in a significant reduction of trauma symptoms
among war survivors, as well as increased relationships and work efficiency among
mental health and other service providers. These case studies provide good evidence
that integration benefits both providers/stakeholders and those who are using the

services (e.g. communities).
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In the area of sexual and reproductive health, efforts to integrate these services into
health emergency and DRM have also been initiated. In 2012, the Reproductive Health
Sub-Working Group of the UNISDR/WHO Thematic Platform for Disaster Risk
Management for Health issued a policy entitled ‘Integrating sexual and reproductive
health into health emergency and disaster risk management’. This policy stated the
importance of integration and provided five priority actions for integration (WHO,
2012b). The policy discussed how countries with higher MMRs were in particularly
vulnerable circumstances, including countries that were disaster-prone and affected by
conflicts. However, integration efforts also face a number of challenges. Casey,
Chynoweth, Cornier, Gallagher, and Wheeler (2015) argued that the readiness and
capacity of countries to ensure MRH services during disaster response varies. Therefore,
issues such as poor commodity management and security (which is a mechanism used
to ensure availability of MRH supplies) that lead to poor-quality MRH services during
disaster response remain outstanding challenges. Tanabe, Pecourt, Hashmey, and
Goswami (2016) highlighted factors such as limited financing for sexual and
reproductive health preparedness, limited engagement at community and policymaker
levels and lack awareness and coordination as contributing to the challenges in
establishing robust best-practice evidence to demonstrate the process of integration.
Finally, to date, there have been a limited number of studies focused on the integration
of MRH into DRM that would help to provide a more in-depth understanding of the

levels of integration in this context.

History of the Integration of MRH into DRM at Global, Regional and National Levels

The milestones of integrating MRH into DRM, based on the literature review, are

summarised in Figure 8.
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Figure 8: Milestones of integration of MRH into DRM, based on the reviewed literature
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a. Integrating MRH into DRM at the global and regional level: an ongoing process
Recognition of the importance of reproductive health as a human right was formalised
in 1994 during the ICPD. The ICPD laid out four goals related to universal education,
reduction of infant and child mortality, reduction of maternal mortality and ensuring
access to reproductive and sexual health services (including family planning) (UNFPA,
2014). This was followed by the development of the Beijing Platform for Action in 1995
that highlighted the importance of women’s empowerment (UN, 1995), including the
notion that ‘women’s rights are human rights’ (p. 3). This document also recognised the
need to ‘ensure equal access to and equal treatment of women and men in education
and health care and enhance women’s sexual and reproductive health as well as
education’ (p. 4). However, despite the work of the ICPD and Beijing Platform for Action,
efforts to ensure access to reproductive and sexual health services (including family
planning) still face a number of challenges. Fathalla (2015) noted that not every country
is able to implement ICPD and Beijing Platform for Action recommendations because of
political situations that prevent people from accessing health information and services,

inequity between and within countries and ideological factors.

In the areas of MRH and DRM at the global level, various organisations representing the
United Nations, governments, research institutes, non-governmental organisations,
donors and activists formed the IAWG in 1995. This group aimed ‘to advance the sexual
and reproductive health of people affected by conflict and natural disaster’ (IAWG,
2018). The IAWG produced documents and guidelines to build capacity and awareness
on the importance of meeting reproductive health needs in the humanitarian context,
and highlight the importance of linking the emergency and development phases. In
1996, the IAWG developed the Reproductive Health in Refugee Situations: An Inter-
Agency Field Manual, which outlined the importance of continuing provision of MRH
services during periods of disaster. This manual introduced a coordinated set of priority
activities (i.e. MISP) for reproductive health in crisis situations. To date, this has
undergone several revisions, including in 2010 and 2018. A MISP distance learning
module was developed in 2006, which has also undergone several revisions, including in
2007, 2011 and 2018 (IAWG, 2018). However, Onyango, Hixson, and McNally (2013)
noted that there has been no comprehensive evaluation of MISP implementation to

show its impact during emergency response. In relation to the 2018 MISP edition, Tran
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and Schulte-Hillen (2018) emphasised stakeholders and first-line responders should
carefully examine the guidelines before implementation, as the 2018 MISP had been
expanded and no longer focused on life-saving interventions. Those authors criticised
the guideline revision process that lacked consideration of essential field-oriented

activities, supplies and immediate life-saving for affected people.

The 2004 Indian Ocean tsunami affected around 15 countries across the Indian Ocean,
including Indonesia, Sri Lanka, India, Thailand, Somalia, Myanmar, the Maldives,
Malaysia, Tanzania, Seychelles, Bangladesh, South Africa, Yemen, Kenya and
Madagascar. This event changed the way people perceived disaster and development
contexts. The 2000-2015 MDGs that were signed by the world community in 2000 did
not recognise the importance of DRR (Cannon, 2007). In 2005, the Hyogo Framework for
Action was created to provide guiding principles, practical guidelines and priorities for
actions to reduce disaster risk. Disasters were recognised as a key factor holding back
progress on the global development agenda (Cannon, 2007; UNISDR, 2005, 2015).
Following implementation of the MDGs and the Hyogo Framework for Action, Mukuna
and Manyasi (2015) highlighted a missing link between the two documents that resulted
in the omission of important aspects of understanding vulnerability during disasters.
Similarly, Zia and Wagner (2015) argued that gaps in the two documents had affected
implementation. They stated that both documents were lacking in addressing the
underlying disaster risk factors such as poverty and inequality, unplanned and rapid
urbanisation, climate change and pandemics and epidemics (UNISDR, 2017). Moreover,
although efforts to integrate disaster risk into the development agenda were made
during implementation of the MDGs and the Hyogo Framework, not all goals were
reached. In the area of maternal health, many countries (particularly the least-
developed countries) targeted reducing the MMR by three quarters, which was not
achieved. Maternal death cases occur and may even increase during disasters (WHO,
2012a). Having evaluated the achievement of health-related goals, the WHO (2012a)
stated in its Post 2015 Development Agenda Report that this was ‘unfinished business’.
The report recognised the importance of sexual and reproductive health; this issue was

adopted as a MDGs target in 2007, and is still considered a priority.

The international community set up another development agenda through the 2015-

2030 SDGs, which replaced the MDGs with a strategy that emphasised a ‘sustainable,
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safer, more prosperous planet for all humanity’ (UN, n.d.-b). Subsequently, the
Paris Agreement and the Sendai Framework were developed in 2015 to highlight the
importance of the environment and the climate change issues that impact the
development agenda. These agreements set common standards and targets for
managing natural disaster-related risks, climate change and building back better after a
crisis (UN, 2018). The importance of meeting MRH needs during a disaster was captured
in the Sendai Framework (paragraph 30): ‘Strengthening the design and implementation
of inclusive policies and social safety-net mechanisms, such as supporting access to basic
health-care services, including maternal, newborn, and child health, sexual and

reproductive health’ (Aitsi-Selmi & Murray, 2015, p. 1).

Despite efforts to integrate MRH into the global DRM agenda, the mechanisms in place,
including the availability of data for measuring progress, are at different capacities and
readiness in each country. Lack of resources, including financial, human capital and
technology (i.e. tools and devices), are factors that hamper efforts to improving health
status. Maini, Clarke, Blanchard and Murray (2017) argued that the different capacity
and readiness in each country may result in comparability issues, especially given the
unavailability of robust and complete data. Therefore, the availability of data collection
and reporting guidelines developed in close consultation with different stakeholders is
crucial. In addition to data collection and use, Galati (2015) argued that financial support
and political will are factors that play important roles in translating the global agenda
into action. The United Nations Population Fund’s 2015 State of World Population
Report noted that despite increased recognition of the importance of meeting MRH
needs in the humanitarian context and linking them with the development agenda,
funding needs are still not proportional compared with funding actually received
(UNFPA, 2015a). This reflects a significant gap in efforts to improve the world’s maternal

health status.

At the regional level, following the 2004 Tsunami, ASEAN recognised that Southeast Asia
is the most disaster-prone region in the world (ASEAN, 2017). ASEAN demonstrated its
recognition of the importance of DRM through the creation of ASEAN Agreement on
Disaster Management and Emergency Response in 2009. This document describes
arrangements for cooperation, coordination, resource mobilisation and technical

assistance for all aspects of emergency response and disaster management. It was
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developed in line with the Asia-Pacific Economic Cooperation (APEC) DRR Framework,
which aimed to contribute to adaptation and disaster-resilience across the Asia-Pacific
region (APEC, 2015; ASEAN, 2017). The APEC DRR Framework has four pillars: prevention
and mitigation; preparedness; response; and rehabilitation and build back better (APEC,
2015). This was followed by the establishment of a Coordinating Centre for
Humanitarian Assistance on Disaster Management in 2011, which aimed to ‘facilitate
cooperation and coordination of disaster management amongst the ASEAN Member
States’ (AHACentre, n.d., p. 1). In 2016, ASEAN members signed the Declaration on One
ASEAN One Response, which stipulated how countries across the region were to
cooperate in tackling disasters in a united effort. The ASEAN Vision 2025 on Disaster
Management was published in the same year (ASEAN, 2017). Despite these strategies
being in place, Kamolvej (2019) argued that capacity across different ASEAN countries
varied, which affected the level of readiness. Economic status, disaster risk and
awareness, cultural diversity, management systems and exposure to hazards contribute
to the capacity of each country and the overall ASEAN community to respond to

disasters.

A crucial effort to integrate health into disaster management was the development of
the ASEAN Technical Working Group on Pandemic Preparedness and Response in 2011
(ASEAN, 2017). This group comprised focal points from the health, agriculture and
disaster management sectors. The aims were ‘to enhance and promote coordination in
pandemic preparedness and response at the regional and national levels’ (ASEAN, 2010,
p. 1). Efforts to improve health status across ASEAN member countries were
demonstrated through a joint statement for ‘Healthy People, Healthy ASEAN’ released
in 2010. This was followed by the establishment of the ASEAN Strategic Framework on
Health Development 2010—2015 and the ASEAN Post-2015 Health Development Agenda
2016-2020. The ASEAN Health Development Agenda highlighted the aim to improve the
health status of ASEAN countries by achieving universal access to healthcare and
improvement of maternal health status, as well as ensuring effective preparedness for

disaster health management (ASEAN, 2016).

b. Integrating MRH into DRM in Indonesia: an Ongoing Process
At the country level, efforts to meet MRH needs during a disaster were implemented

through various measures. In 2003, the Ministry of Health of Indonesia adopted and
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translated the IAWG’s Reproductive Health in Refugee Situations. The implementation
of MISP during the response to the 2004 tsunami aimed to meet the MRH needs of the
affected population. The Government of Indonesia and international organisations
implemented life-saving MRH services to more than 11,000 tsunami-affected pregnant
women in Aceh province. Krause and Matthews (2005) assessed the MISP
implementation in the 2004 tsunami in Aceh, and reported that this had helped to save
the lives of women and other affected populations. However, they also found there
were gaps, including insufficient coverage of MRH services during the implementation
of MISP due to funding availability. The assessment recommended the allocation of
funds to support the provision of life-saving reproductive health services. Efforts to
integrate MRH into DRM were formally stated in 2007, after the inclusion of MISP in the
National Technical Guidelines for Health Crisis Response on Disaster from the Ministry
of Health of Indonesia. The National Technical Guidelines provided a ‘reference for
health personnel in responding to the disaster-caused health in crisis’ (Indonesia MoH,
2007, p. 3). Furthermore, the document set standards for the management of health
services, data and information systems when responding to health crises. The second
revision of the National Technical Guidelines was conducted in 2011, and placed
emphasis on the management of health crisis response according to current institutional

arrangements, as well as on the context that suits the country’s situation.

The importance of improving MRH status and health crisis management was captured
in the Indonesian Ministry of Health Strategic Planning 2010-2014, and continued with
the current strategic planning for 2015-2019. The strategic plan document clarifies key
health development activities and targets to improve the health status of the country in

both normal and crisis conditions (Indonesia MoH, 2015b).

Efforts to adopt the global MISP guidelines through capacity building and advocacy
continue. Since 2004, the Ministry of Health of Indonesia and UNFPA, along with various
non-governmental organisations, have provided training for health providers and
stakeholders, including policymakers. In 2015, the Ministry of Health of Indonesia
adopted the global MISP into the country context, with this newly developed version
called Pedoman Pelaksanaan Paket Pelayanan Awal Minimum (PPAM) Kesehatan
Reproduksi Pada Krisis Kesehatan (Indonesia MoH, 2017). UNFPA has been supporting

the government to implement MISP during disasters through the provision of life-saving
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sexual and reproductive services. The government implemented the MISP during the
2018 tsunami, earthquake and liquefaction in Central Sulawesi province (UNFPA, 2019).
In addition, various MRH documents, including the Inter-Agency Reproductive Health
Kits for Crisis Situations, were also adapted to the Indonesian context. The Ministry of
Health of Indonesia also developed and actively maintained a Reproductive Health Sub
Cluster, which aims to coordinate and plan provision of MRH during a health crisis
through preparedness, response and relief recovery efforts. To date, no research has

analysed the implementation of MISP during disasters in Indonesia.

The Reproductive Health Sub Cluster is managed by the Kesehatan Keluarga (Family
Health Unit), and closely coordinated with the Ministry of Health Crisis Centre. The Unit
is responsible for the implementation of maternal, neonatal, child and adolescent,
youth, reproductive and older adult health programmes. Furthermore, the Crisis Centre
was created in 1991 and coordinates the management of health crises using mitigation,
prevention, response and recovery measures (Indonesia MoH, n.d.). The Crisis Centre

coordinates their work with BNPB, which represents the health authority.

Given the frequent disasters in Indonesia, the BNPB has changed in terms of its goals,
strategies, priority actions and institutions. Indonesia’s first national disaster
management authority was created after the independence of Indonesia in 1945. This
was initially called the War Victim Family Assistance Agency, and was tasked with
helping survivors of war and their families during the independence period (Indonesia
MoH, n.d.). From 1945 to 2004, the national disaster management structure went
through several changes, including the revision of its official name and mandate.
Following the 2004 tsunami, the Government of Indonesia issued Presidential
Regulation Number 8/2008, which changed the name of the disaster management body
to BNPB (Badan Nasional Penanggulangan Bencana). The Presidential Regulation also
stated that the main task of the BNPB was ‘to coordinate the implementation of disaster
management activities, in a planned, integrated and comprehensive manner’ (BNPB,
n.d.-a). Efforts to coordinate and cooperate with other sectors, including health, are
stipulated in the BNPB 2015—-2019 National Disaster Management Plan. This document
recognised and identified issues related to ‘unfinished business’ in the ongoing
integration efforts, including coordination and collaboration with other key

stakeholders (e.g. health, public work and social welfare authorities) (BNPB, 2014, p.
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49). During the 2018 tsunami, earthquake and liquefaction in Palu (Central Sulawesi
province), the BNPB was criticised by the international community for not allowing
foreign aid workers to enter affected areas. That decision resulted in discussion of pros
and cons among humanitarian workers (TheGuardian, 2018). A case study by Inan,
Beydoun, and Pradhan (2018) aimed to understand the decision support system in the
BNPB using the case of the 2018 eruption of Mount Agung in Bali. That study revealed
that although there have been top-down and bottom-up approaches within the BNPB,
there is a need to develop a holistic and comprehensive disaster management plan (i.e.
DISPLAN) that serves a guide for stakeholders to manage disaster in timely fashion.
These two articles suggest there is continuous room for improvement within BNPB in

Indonesia.

1.4. UNDERSTANDING MRH DURING DISASTERS IN INDONESIA
USING THE SOCIO-ECOLOGICAL MODEL (SEM)

A theoretical perspective was needed to provide a conceptual lens to view MRH
situations during disasters in Indonesia. Many models have been applied to understand
DRM and health (Blaikie et al., 2014; Folke, 2006; Onono et al., 2015; Platt, Brown, &

Hughes, 2016), including the PAR model, vulnerability analysis matrix and the SEM.

The PAR model (Blaikie et al., 2014) aims to understand: root causes (e.g. political,
socioeconomic and cultural aspects); dynamic pressure (e.g. human resources capacity
and investment); and unsafe conditions (e.g. policy and infrastructure). This model
explains the level of risk by describing a broad view of vulnerability. However, the PAR
model does not measure progression or comprehensively analyse the level of risk
(Blaikie et al., 2014). The vulnerabilities analysis matrix is a model that measures
vulnerabilities and capacities from three broad and interrelated areas (organisational,
motivational and materials/physical). This helps to understand many aspects of
vulnerabilities and capacities. However, as a research limitation, the model could not be
used to analyse the interaction between human and natural hazards (Preston &
Stafford-Smith, 2009). The SEM was developed by Bronfenbrenner (2005) and aims to
understand the dynamic between individual and environmental factors. This helps to

clarify how the surrounding environment shapes human development and influences
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the attitude of each individual (Moskell & Allred, 2013). This model also helps in
understanding how the environment contributes to the level of resilience among

individuals and communities in responding to disasters (Cretney, 2014; Cutter et al.,

2008).

After analysing the different models, the SEM was chosen as the framework to structure
the findings and discussion of the present case study. The SEM was chosen because it
helps to identify the interaction between individual MRH needs and how these needs
are being met within the influence of family, communities, the environment, existing
systems and policies. Furthermore, it helps to understand the linkages between the
overall provision of MRH services and disaster response by looking beyond health sector

readiness.

1.4.1. Defining the SEM
The SEM was initially introduced by Urie Bronfenbrenner in the early 1970s and finalised
in the 1980s (Bronfenbrenner, 1976, 1993, 1994, 1999, 2005). The model was first
designed to understand human development. Bronfenbrenner (1994) argued that

human development relates to the interaction between social and ecological factors.

MACRO

Policies and Government

EXO

Environments, Socio-Cultural

MESO

Family, Communities, Network, Services

MICRO

Individuals

Figure 9: Socio-ecological model developed by Bronfenbrenner (1994) (source:
http://projecthope.blogspot.co.nz/2012/10/social-determinants.html)
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The SEM has four main elements that interlink, inter-relate and inter-depend within a

system.

e First, the microsystem is the immediate setting surrounding the individual.

e Second, the mesosystem is another layer that immediately surrounds the
individual. This layer could also be a system of two or more microsystems.

e Third, the exosystem is the linkage and process that takes place between two or
more settings.

e Lastly, the macrosystem relates to the culture or subculture surrounding the
individual, including political, legal, social and economic factors

(Bronfenbrenner, 1993, p. 645).

In addition, there is another layer called the chronosystem, which includes the

dimension of time (Bronfenbrenner, 1976; Bronfenbrenner & Morris, 1998).

Application of the SEM in DRM

The SEM has been increasingly used in the field of DRM to understand resilience.
According to UNISDR, resilience is ‘the ability of a system, community or society exposed
to hazards to resist, absorb, accommodate to and recover from the effects of a hazard
in a timely and efficient manner, including through the preservation and restoration of
its essential basic structures and functions’ (UNISDR, 2009, p. 24). This refers to the
ability to spring back from a shock or disaster, which is influenced by the socio-ecological
system. Sajjad, Li, Li, Chan, and Khalid (2019) conducted research to understand how
typhoons affect the level of resilience among coastal communities in Mainland China
using the SEM. The model helped those researchers to better understand the level of
resilience by considering different dimensions (e.g. social, ecological, institutional,
economic and safety). These dimensions fit into the layers of the SEM. Moreover, Sun,
Chau, Wong, and Woo (2017) used the micro-,meso-, exo- and macro-levels of the SEM
to understand how place and age influenced level of DRM among older adults in Hong
Kong. The SEM provided a better understanding of individual and social vulnerabilities
and how the environment contributed to the readiness of older adults to reduce risk

when a disaster occurred.
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Application of the SEM in Public Health
The SEM is widely used in various public health-related fields, including HIV/AIDS,

gender-based violence and family planning. However, the application of the model
remains limited in MRH. To date, no study has applied the SEM to specifically understand
issues related to the management of emergency obstetric care and referral mechanisms.
In the field of HIV/AIDS, Chimphamba Gombachika, Fjeld, Chirwa, Sundby, and Maluwa
(2012) used SEM to study barriers to accessing sexual and reproductive health services
among couples living with HIV in southern Malawi. The SEM provided in-depth
understanding of interpersonal-level factors such as partners’ attitudes and beliefs,
misinformation and family structure. Another study that used the SEM was conducted
by Onono et al. (2015) to understand individual, social and ecological factors that
influenced the operationalisation of prevention of mother-to-child transmission
(PMTCT) services among HIV-positive pregnant women in western Kenya. The SEM
helped to reveal barriers to women’s use of PMTCT services at individual, family, society
and structural levels. Finally, the US Center for Disease Control and Prevention used the
SEM to understand the prevention and management of gender-based violence and
family planning (CDC, 2015). The SEM offered a way to better understand how
individuals, relationships, communities and society interacted and influenced the

incidence of violence.

Limitations of the SEM
Application of the SEM has a number of limitations. Stokols (1996) used the SEM to study

community health promotion, and highlighted that this model could not effectively
explore key risk factors that influenced community health promotion. Similarly, Claire
(2016) and Chatzinikolaou (2013) reported limitations of the SEM, including insufficient
analysis to explain how micro, meso, exo and macro variables interacted across these
layers, as well as a lack of specificity about the most important hypotheses that
influenced the layers. Therefore, when using the SEM, additional operational models
should be used to guide analysis. Finally, Tudge et al. (2016) argued that the model could
be misused by applying it in a static way instead of considering the dynamics between
people and environments. When the model is used in a static way without analytically
relating the individual characteristics, context and time across all layers of the model,

any understanding will be superficial (Tudge et al., 2016).
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1.4.2. Locating the SEM for MRH in disaster response in Indonesia

The following is a summary of relevant studies on MRH and DRM in Indonesia that were
structured using the SEM. Given the context of this study, the micro-level is limited to
findings related to individual and local communities, particularly local beliefs, familiarity
with disaster terms and women as a vulnerable group. The meso-level is limited to the
provision of MRH during disasters, particularly in relation to health infrastructure and
logistics, monitoring and reporting and the level of readiness of health staff to provide
services during disasters. The exo-level is limited to a community’s infrastructure during
disasters, and how communities engage during disasters. Finally, the macro-level is
focused on the current political environment in Indonesia, mainly related to
decentralisation, as well as the commitment and priorities to meet MRH demands

during disasters.

Micro-Level: Individuals and Local Communities
e Traditional beliefs still dominate knowledge about disaster risk at the individual

level

In the Indonesian context of being a disaster-prone country, the population have
become familiar with different types of disasters. Indonesians, particularly those in rural
areas, relate disasters to certain beliefs. These beliefs construct and influence the level
of resilience among the people, including the way they react to a disaster event. An
ethnographic study by Donovan (2010) aimed to understand how culture and
socioeconomic factors influenced community reactions to volcanic hazards in Indonesia.
That study revealed the importance of understanding social norms within a community
to help design strategies related to hazard-mitigation, including evacuation measures
that included prioritisation of vulnerable groups (e.g. pregnant women) during a
disaster. Donovan noted that as a nation that has a ‘diverse, complex and deeply devout
connection with environment...as a consequence often rely on their traditional,
animistic beliefs during a crisis’ (p. 118). That study found that during the 1963 eruption
of Mount Agung in Bali, that location was believed to be the most sacred volcano; people
from Bali believed that it was ‘the dwelling place for both holy and evil deities’ (p. 118).

They believed that the lava flows represented their gods descending from the summit.
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Gillard et al. (2008) argued that ethnic context played a significant role during disasters
in Indonesia. That study aimed to understand people’s behaviour in the face of natural
hazards in terms of the influence of the cultural, social, economic and political context.
The findings showed that during the 2004 Indian Ocean tsunami, more than 170,000
people died in Aceh and Minangkabau (mostly urban areas), whereas only 44 people
from Simeuleu Island died. This was because the local people of Simeuleu Island (a rural
area) were motivated to evacuate to higher ground during the 2004 event without
formal instruction from any authority, based on oral history influenced by a previous
tsunami that occurred over a century ago. Similarly, McAdoo, Dengler, Prasetya and
Titov (2006) conducted research on Simeuleu Island and found that a 1907 tsunami had
provided a major lesson for the local community, and the story of that event had been
passed from generation to generation. This story in the local language was called Smong,
which means tidal waves or tsunami. The story had been embedded within the
community through social interactions since 1907 (Alfi Rahman, Sakurai, & Munadi,
2018). These studies from the 1963 eruption in Bali and the 2004 tsunami highlight the
importance of drawing on indigenous knowledge when planning for disaster
management. In a country like Indonesia, it is necessary to bring together local

knowledge and ‘modern’ perspectives of disaster (A Rahman, Sakurai, & Munadi, 2017).

e Unfamiliarity with disaster risk terms

A study in post-tsunami Aceh that aimed to understand the common concept of post-
disaster reconstruction (i.e. building back better), particularly in the context of post-
disaster housing design (Rahmayati, (2016), revealed that affected communities did not
understand and were unfamiliar with the term ‘build back better’. In 2006, former US
President, Bill Clinton, visited Aceh’s disaster areas and suggested how to define building
back better in Aceh’s rehabilitation and reconstruction. Although this was recognised as
the initial concept used for the post-disaster recovery environment, studies by
Mannakkara and Wilkinson (2013) and Sankaran, Okay, Chroust, Mannakkara and
Wilkinson (2014) suggested the concept needed to be revisited because awareness, and
stakeholder participation seemed to be lacking during implementation. This resulted in
people being less familiar with these terms. Even more than one decade after the Aceh
tsunami, at the personal level, few people knew and were aware of disaster-related

terms.
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e Realising that women are more vulnerable than men

Despite local knowledge on disaster mitigation, women have less understanding and a
lower chance of survival than men because of the cultural influence in most parts of the
country. Mulyasari and Shaw (2013) investigated the role of women as risk
communicators to enhance disaster resilience in Bandung (another part of Indonesia).
They revealed that local culture affected and influenced how disasters impacted women
differently than men. Women casualties were higher than men in the 2004 tsunami and
earthquake events. Similarly, a multiple case study of people’s behaviour in the face of
volcanic hazards among Javanese communities in Indonesia by Lavigne et al. (2008)
found that women had limited knowledge of the surrounding environment. They argued
that, ‘women usually have lower hazard knowledge than men. Women spend most of
their time in the house or in the village while men are working on the tobacco fields.
Women have limited knowledge of the surrounding environment’ (p. 277). Like many
other parts in Indonesia, in traditional Javanese culture, it is usually men who work and
earn money while women stay home and take responsibility for handling the money
earned by their husbands (Smith-Hefner, 2007). This tradition places women in a
disadvantaged position; they become less aware of the situation outside the house,

which makes them vulnerable to disasters.

Meso-Level: Provision of MRH Services During Disasters

¢ |nadequate health infrastructure and logistics

Most health facilities in Indonesia were not designed to cope with natural disasters,
especially as health facilities are damaged during earthquakes, floods, eruptions or
tsunamis (De Goyet, 2007; Novianingsih, Riyansyah, & Wibowo, 2017). Therefore, health
infrastructure (including logistics, health information and referral systems) become
disrupted during disasters. Kuscahyadi, Meilano, Hanifa and Virtriana (2018) stated that
as Indonesia geographically lies on converging global tectonic plates, the country is
highly prone to earthquakes. This means that health facilities are prominent
infrastructure that could experience catastrophic damage, economic loss and loss of life
as consequences of earthquakes. They calculated the impacts of the 2006 earthquake in
Jogyakarta that destroyed 16 public hospitals, severely damaged more than 500 health

facilities and caused in economic loss of up to 21 billion Indonesian rupiah (equivalent
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to NZD21,000,000.00). Another retrospective qualitative case study by Widayatun and
Fatoni (2016) aimed to analyse health problems during the 2006 earthquake in Bantul
of Jogyakarta. That study highlighted limited access to antenatal care for pregnant
women, as well as inadequate nutrition during the earthquake. It also mentioned that
along with other vulnerable populations (e.g. older adults and people with special
needs), women of reproductive age lacked information about and referral to basic
health services. The earthquake destroyed health facilities and resources including
medicines, ambulances and other logistics. Health personnel were forced to leave the
affected areas, meaning the affected population who remained in temporary shelters
did not have proper access to health services. Public facilities in temporary shelters were
limited, including access to clean water, baths and toilets. Access to the affected areas
was also difficult because roads were destroyed. Similarly, a study by Hipgrave, Assefa,
Winoto and Sukotjo (2012) revealed that lack of clean water and poor hygiene
contributed to diarrhoea and other nutrition issues among young children, women and
other affected populations living in temporary shelters during the 2006 earthquake in
Jogyakarta. Finally, during the 2010 Mount Merapi eruption, a number of pregnant
women delivered their babies in temporary centres with limited facilities. Health
facilities were also damaged by the eruption and access to MRH services was disrupted
(CEDMHA, 2015; Hernanto, 2016). To tackle this issue, the WHO (2015) following the
Aceh tsunami event has been working towards a ‘Making Hospitals Safer Global
Initiative’ to make hospitals and health facilities safer from disaster. The initiative aimed
to ensure the continuation of health services, including the provision of MRH in

emergencies and disasters (WHO, 2015).

e Lack of monitoring and evaluation mechanisms for MRH status

Indonesia’s health information system is designed for stable phases. As a result, it is
challenging to find reliable information in times of disaster. Seims and Khadduri (2012)
conducted a qualitative study in Sub-Saharan Africa and revealed that the performance
matrix to measure improvements in sexual and reproductive health and rights was too
narrow. The situation appears to be similar in countries such as Indonesia. A recent
qualitative-historically-rooted-study using interviews and secondary sources from
relevant policies aimed to trace progress towards UHC in Indonesia (Pisani et al., (2017).

That study clearly mentioned that the monitoring and evaluation system in Indonesia
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appeared to lack reporting mechanisms. The current political environment in the
context of decentralisation has resulted in fragmented and unclear procedures for
reporting, including the implementation of health information systems in Indonesia.
Therefore, efforts to monitor the progress of improvements in the MMR remain

challenging.

e Low capacity of health personnel and emergency responders

There is a lack of health personnel deployed during disasters. In the 2016 earthquake in
Aceh, it was reported that the affected population faced difficulties in finding health
personnel until 2 days after the event (AHACentre, 2016). During the 2009 earthquake
in Padang, more than 60% of MRH services took approximately 2 weeks to recover.
Contraceptive services diminished by around 20%, and utilities (electricity, water and
telephone) were disrupted (Djafri et al., 2015). Lastly, difficulties in accessing MRH
services and the low quality of MRH services was reported in a study focused on the
2006 earthquake in Jogyakarta (Hapsari, Nisman, Lusmilasari, Siswishanto, & Matsuo,

2009).

Hesitation to be assigned to rural areas is also a factor that contributes to the
unavailability of health personnel during a disaster. Pardosi, Parr and Muhidin (2016)
revealed that bidan desa (village midwives) and midwifery graduates had low motivation
to work in rural areas across Indonesia. During a disaster, midwives and other health
personnel may also become victims, resulting in unavailability of MRH services. Data
from the 2004 tsunami in Indonesia recorded that around 250 health personnel
(including midwives) were dead, and 441 were missing (Carballo, Daita, & Hernandez,
2005). Another study by Pascapurnama et al. (2016) noted that during the 2004 tsunami
and 2006 earthquake in Jogyakarta, Indonesia, many health providers were
contaminated by tetanus toxoid during health rescue and recovery. This was attributed

to a lack of medical equipment during emergency response.

Midwives and other health personnel are the first responders to provide MRH services
during a disaster. According to Widayatun and Fatoni (2016), midwives were part of
emergency response teams during the first 72 hours in the 2006 earthquake in Bantul

Jogyakarta. They were providing general health services as well as MRH services. These
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multi-tasks and multi-responsibilities resulted in overburden, and affected the quality of
services provided. Moreover, Nuruniyah (2016) reported that during the 2010 Mount
Merapi eruption, it was found that health personnel had limited skills and knowledge to
respond to MRH needs. This compromised the quality of and patients’ satisfaction with
the overall health services provided. This highlights that meeting MRH needs during a

disaster in Indonesia remains challenging.

Exo-Level: Infrastructure Built During Disasters and Community Engagement

e |nappropriate ‘bilik mesra’

The need for MRH still exists during a disaster. Félix, Branco and Feio (2013) argued that
privacy, protection, comfort and safety aspects must be considered, from emergency
shelters, temporary shelters and temporary housing to permanent housing during
disaster response. Findings from a retrospective qualitative study by Nuruniyah (2016)
highlighted the need for a private room (bilik mesra) for sexual activity among affected
populations. During interview and focus group discussions, it was mentioned by study
participants that until 6 months after the Mount Merapi eruption in Indonesia, there
was no privacy in the temporary shelters. This resulted in attempted rape and domestic
violence, along with psychosocial and mental health problems among affected couples
who felt something was ‘missing’ in their daily lives. Similarly, Fauzi, Iskandar, Resatika
and Wahyuningsih (2012) argued that meeting sexual needs among affected people
during a disaster is no less important than other needs, such as sanitation and nutrition.
They aimed to understand the design of temporary shelters following the Mount Merapi
eruption, and strongly suggested including private room for sexual activity along with
other basic facilities (e.g. appropriate toilets, bathrooms, drainage and rooms) to
prevent unwanted consequences post-disaster, including unwanted pregnancies, sexual
violence and STls. Finally, Fisher (2010) conducted a study on violence against women
and natural disasters, and found that during the 2004 tsunami, there were cases of
sexual violence in Indonesia and Sri Lanka. Poor temporary shelter design resulted in

lack of privacy and security that contributed to sexual violence.

e Strong community engagement during a disaster
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During a disaster, local communities help those who are affected. As part of Indonesian
culture, budaya gotong royong (mutual assistance) is a key practice in the community.
Bowen (1986) described budaya gotong royong as ‘mutual and reciprocal assistance...as
part of traditional Javanese culture in Indonesia that symbolises harmonious, smoothly
working, self-enclosed among people...motivated by a general ethos of selflessness and
concern of the common goal’ (pp. 545-546). This budaya gotong royong not only exists
during normal/stable phases, but also during disaster response. Kusumasari and Alam
(2012) studied community approaches during the 2006 earthquake in Jogyakarta, and
identified budaya gotong royong as part of local wisdom-based disaster recovery model.
They noted that budaya gotong royong helped the resilience of affected people as they
felt that they were not alone in being affected by the disaster. The budaya gotong
royong manifested as solidarity and tolerance among the affected population. During
the earthquake recovery period, the affected population used budaya gotong royong to
collect money and rebuild houses. Finally, Widayatun and Fatoni (2016) conducted a
retrospective qualitative case study to analyse health problems and community
participation during the 2006 earthquake in Bantul of Jogyakarta. That study revealed
that local communities were involved during the emergency phase; they helped to
identify and rescue affected people. They also helped to erect temporary tents, as

support from hospitals and district authorities only arrived 3 days after the event.

e Arguing the applicability of ‘build back better’

A study in post-tsunami Aceh that aimed to understand the common concept of post-
disaster reconstruction ‘building back better’, especially in the context of post-disaster
housing design (Rahmayati, (2016) revealed that housing recipients were not happy with
the new houses provided because they were not consistent with their traditional way of
life. They mentioned issues related to design, location and materials. Most participants
mentioned that the new houses were contrary to the term ‘building back better’, as the
design of their old houses pre-tsunami were much better compared with the new
houses. They explained that the houses were smaller, and the public facilities were not
complete as they did not have markets, Meunasah (small prayer-house) or a public hall
for people to gather. Moreover, most participants felt the location of the new houses
was on ‘high land’ and far from the sea, on which the majority relied as fishing was the

main livelihood. They understood the intention to relocate them in a safer area, but they
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wished the authorities had consulted them about the location so that they could
propose another location. Finally, they mentioned that the new houses were built using
poor quality materials. They noted the timber used was eaten by termites, which made
them unsafe, and were worried that the houses may collapse at any time. Housing
recipients also mentioned that they were not involved during the process of designing
the new houses. Finally, that study argued that the building back better concept was a
term that was good in policy but did not work in practice. The authors suggested that
the building back better concept needs to be reframed to consider communal needs,

wants of post-disaster survivors and local cultures.

Macro-Level: Political Environment

e Centralisation versus decentralisation

Decentralisation in Indonesia resulted in an entirely new paradigm for service delivery.
Das and Luthfi (2017) noted that decentralisation in Indonesia resulted in transferring
authority and responsibility from the national to local levels, with each district having its
own health system. Pradhan (2006) stated that the new political environment had
changed the relationship between clients, service providers and local and central
government. Therefore, the progress of improvements in health status was rather slow.
Similarly, a qualitative study by Pisani (2017) reported that decentralisation affected the
country’s goal towards UHC. In the field of DRM, decentralisation has impacted the way
the government responds to disasters. Das and Luthfi (2017) argued decentralisation
had created an opportunity for local-level authorities to manage disaster risks. For
example, in Aceh and Papua, decentralisation reduced conflict and separatist demands.
In contrast, Yumarni and Amaratunga (2015) conducted a study to understand local
government resource capacity during the Bantul earthquake argued that due to
decentralisation, with the low capacity and capabilities of local level authorities, the

emergency response was not maximal.

The findings of these two studies suggest that decentralisation and centralisation in
Indonesia have influenced the way Indonesia responds to disasters. Decentralisation
may work better to reduce tension during man-made disasters/conflicts related to the
separatist movement; however, it may not work well during natural disaster events that

require capacity, capability and fast response from authorities on the ground.
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e Lacking commitments and priorities

MRH issues are not yet a priority during a disaster in Indonesia. Although MRH during a
disaster has been reflected in various regulations and guidelines, the translation of these
policies into practical action remains debatable. A retrospective qualitative study by
Nuruniyah (2016) aimed to understand the provision of reproductive health during the
2010 Mount Merapi eruption. That study revealed that the main focus after the disaster
was on shelter and food. As a result, many pregnant women delivered their babies in
temporary shelters without proper help from skilled birth attendants. The lack of priority
in meeting MRH needs during disasters is influenced by a lower level of commitment.
Kusumasari and Alam (2012) studied community approaches during the 2006
earthquake in Jogyakarta and identified that during the preparedness phase, the
Indonesian government had a limited budget for maintaining early warning equipment.
This resulted in a higher level of casualties when a disaster occurred. They
recommended that both national- and local-level authorities maintain sufficient budgets
to support disaster programming. Similarly, Butt (2014) mentioned that ‘even though
the governments are legally required to allocate disaster management funds in their
own budgets, not all provinces and districts or cities have been able or willing to do so’
(p. 194). This reality results in insufficient infrastructure, including health systems and
services, as well as a lack of capacity to prevent, respond to, rehabilitate and recover

from a disaster in Indonesia.

1.5. SUMMARY

This chapter reviewed the literature related to MRH, DRM and the integration of MRH
into DRM at global, regional and country levels. Three main themes were examined. The
first theme focused on key definitions and the application of MRH in disaster settings.
The second theme related to DRM and provided an understanding of key concepts
related to disaster and risk. Finally, the third theme focused on literature related to the

integration of MRH into DRM.

‘Maternal health’, ‘reproductive health’, ‘sexual and reproductive health’ and ‘maternal

and reproductive health’ are used interchangeably at the global, regional and country
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levels, depending on the purpose and cultural sensitivity issues. MRH needs increase
during disasters, as these situations may place pregnant women at higher risk because
of exposure to violence, sudden loss of medical and non-medical support, malnutrition
and trauma. These issues contribute to maternal morbidity and mortality cases. Several
studies have argued that men and women are not equally affected by natural disasters
for this reason, as disasters put pregnant women at risk for increased adverse health
outcomes (e.g. unsafe abortions, complications, disabilities and death) (Chan, 2017;
UNFPA, 2012c). Meeting MRH needs during a disaster remains a considerable challenge
among low and middle-income countries, especially as different countries have different
capacities to respond to disasters, including meeting the MRH needs of affected
populations. Although a global MISP guideline for reproductive health in crisis situations
was developed in 1996, several studies revealed that meeting MRH needs during

disasters remains a major challenge.

The MRH status of Indonesia has been in the spotlight since the country failed to meet
the MDGs target in 2015. Indonesia has one of the highest MMRs compared with other
countries across the Asia Pacific region. Currently, the country is aiming to meet the
SDGs target of reducing the MMR to 70/100,000 live births by 2030. Geographical
conditions and lack of infrastructure in rural areas, insufficient maternal education,
poverty and low income (that cause psychosocial stress), inadequate nutrition, financial
difficulties in accessing quality care at modern health services and preference to rely on
traditional healers and birth attendants remain major barriers that affect efforts to

improve the maternal health status.

Furthermore, the second theme related to DRM explained key concepts related to
disaster and risk. DRM includes management of risks across the disaster cycle, which
comprises mitigation, preparedness, response and recovery phases. With this definition,
it was described how DRM could be used to bridge humanitarian and development
phases. It was also highlighted that Indonesia is one of the most disaster-prone countries
in the world. As explained in the previous chapter, among 109 countries, Indonesia is
ranked 55 for overall risk, 17 for hazard and exposure, 104 for the level of vulnerability
and 81 for lack of coping capacity. Following the 2014 Indian Ocean tsunami, Indonesia
changed the way it looked at disasters. However, despite efforts to strengthen

Indonesia’s DRM, Indonesia has not yet been able to adequately translate its policies
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into practice. This includes mainstreaming DRM efforts into other sectors during

emergency response at provincial and district levels.

Finally, the third theme related to integration described the global notion of integrating
the humanitarian and development agendas to meet the 2030 SDGs. The reviewed
literature presented and summarised the milestones of integration of MRH into DRM.
In the area of MRH and disaster at the global level, the IAWG was formed in 1995 to
advance the sexual and reproductive health of people affected by conflict and natural

disaster (IAWG, 2018).

At the country level, efforts to meet MRH needs during a disaster were implemented
through various measures. Efforts to integrate MRH into DRM were formalised in 2007
after the adoption and inclusion of MISP into the National Technical Guidelines for
Health Crisis Response on Disaster from the Ministry of Health of Indonesia. In 2015, the
global MISP was adapted for the Indonesian context and developed a local version
entitled Pedoman Pelaksanaan Paket Pelayanan Awal Minimum (PPAM) Kesehatan

Reproduksi Pada Krisis Kesehatan (Indonesia MoH, 2017).

Theoretically, the SEM aims to understand the dynamic between individual and
environmental factors. It has four main elements: micro-, meso-, exo- and macro-
systems that interlink, inter-relate and inter-depend within a system. This helps to clarify
how the surrounding environment shapes human development and influences the
attitude of each individual (Moskell & Allred, 2013). This model also helps to understand
how the environment contributes to the level of resilience of individuals and

communities in responding to disasters (Cretney, 2014; Cutter et al., 2008).

The review of literature related to MRH, DRM and the integration of MRH into DRM,
provided evidence that to date, no studies have attempt to understand the extent to

which MRH has been integrated into DRM in Indonesia.

Based on this identified gap in the literature and methodology, this study was initiated
to understand how Indonesia has integrated MRH into DRM using a socio-ecological
lens. The following chapter presents the ontology, epistemology and methodology for

this study.
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Chapter Four: PHILOSOPHICAL UNDERPINNINGS

Although we all live in the same world, we perceive its reality
differently...postpositivism aims to uncover the meaning of reality as
understood by an individual or a group. Postpositivism assumes that

absolute truth can never be found, that reality does not exist in a
vacuum and hence is a creation of the individuals involved in
research.

(Sharma, 2010, pp. 701-703)

4.1. INTRODUCTION

The research question addressed in this study was: How does Indonesia integrate MRH
into DRM? This question aimed to understand the integration of MRH into DRM from
the perspectives of pregnant women as health users, community leaders as the general
affected population and health staff as health providers and responders, as well as

policymakers involved during disaster response in Indonesia. Specific objectives were:

4. To examine the experiences of accessing MRH services in a past disaster;
5. To analyse current DRM practice; and

6. To explore views for a future DRM model.

This chapter is structured according to the research onion diagram by Saunders, Lewis
and Thornhill (2009), which reflects the philosophical stance of this research and
elaborates on the underlying post-positivism paradigm. This is followed by an
explanation of the inductive approach used in this qualitative study to establish a theory.
Furthermore, the chapter explains the main methodology, which was a case study
approach, using Yin’s model (2018). Finally, the chapter defines and elaborates on the

diagnostic event that was used as the method to help to answer the research question.
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4.2. RESEARCH DESIGN

The research design was informed by the researcher’s ontological (nature of reality),
epistemological (theory and status of knowledge) and axiological (values driving study)
stance (Bellamy, 2011; Holloway & Galvin, 2016). The philosophical stance of this study
was post-positivism, in which the truth is seen from more than one angle (Lincoln,
Lynham, & Guba, 2011). This study used an inductive approach to establish a new view
of the phenomenon under study based on findings from fieldwork. A case study using
retrospective single case approach was adopted as the main methodology to answer the
research question. This study used a qualitative multi-phased approach to gain an in-
depth understanding of the phenomenon’s complexity. A diagnostic event approach, as
part of mini-ethnography, was chosen to further understand the phenomenon by
examining relationships between the past, present and future. The design of this
research can be explained by the onion diagram developed by Saunders, Lewis and

Thornhill (2009) (Figure 10).

Philosaphical ' Annreach: . . e
e Pp Cholce: Time Herizon; | Tediate
- . and procedure
... | Inductive Qualtative |0, o coctionsi ;
Post-positivism Multi-phases j

."’.

—

Figure 10: Research design: adapted from the research onion diagram by Saunders, Lewis and

Thornhill (2009)
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4.2.1. Philosophical Stance: Post Positivism

The philosophical position of this study was based on post-positivism, which sees the
truth from more than one perspective and realises the limitation of individuals to fully
comprehend the complexity of the phenomenon of concern (Grant & Giddings, 2002;
Levers, 2013), because the world is unpredictable (O'Leary, 2005). Samdahl, Hutchinson
and Jacobson (1999) and Henderson (2011) argued that post-positivism ‘utilises
qualitative information with a belief in the importance of subjective reality, but does not
abandon tenets of conventional positivism’ (Henderson, 2011, p. 342). Post-positivism
is understood as a paradigm that can move positivism from a narrow view to a more
encompassing way of understanding real-world problems. Furthermore, Ryan (2006)
stated that post-positivism allows the development of new knowledge and emphasises
meaning. The use of post-positivism as an epistemological base for this research helped
the researcher understand the reality from new perspectives, particularly from the
perspectives of the community who accessed MRH services during disasters. This is
consistent with Alcof (2010), who argued that post-positivism accounted for experiences
and voices to help achieve a different understanding of a phenomenon. Finally,
Henderson (2011) stated that post-positivism provided an avenue for people to uncover

new meanings through multiple interpretations of reality.

As discussed in Chapter Three, various Indonesian statistics concerning disaster
management and health are available, but in-depth explanations and records of
community perspectives and experiences are limited. Although a well-designed
guantitative study with a representative sample may provide essential statistical
findings, it does not necessarily offer an in-depth understanding of a phenomenon’s
complexity (i.e. information that allows analyses related to past, present and future
events) (Ryan, 2006). Unless a contextualised approach is used in generating knowledge
and interpreting information, the resulting understanding of the process of integration
of MRH into DRM during crises or disasters in Indonesia is limited. Therefore this
research adopted a post-positivist qualitative approach, using a series of logical
steps/stages that involved multiple perspectives from participants rather than relying

on singular interpretations of reality (J.W. Creswell, 2013).



76

4.2.2. Inductive Approach

This study used an inductive approach, which aims to establish a new view of a
phenomenon based on findings from fieldwork. Saunder et al. (2009) defined an
inductive approach as a process that moves from a research question to qualitative data
collection, analysis and then finally an established theory. During this study, fieldwork
was undertaken to determine the lenses of the integration process (Beiske, 2002;
Thornhill, Saunders, & Lewis, 2009). Data were gathered and analysed from relevant
documents and policies, focus groups and individual interviews. The use of multiple data
sources and different participant groups enhanced the rigour of this study, including the
credibility, value and believability of the findings. During the concurrent data collection
and analysis, an inductive approach for analysing the data was conducted systematically
using thematic analysis. This helped to establish links between the findings, the
objectives of this case study, and the research question. This approach was consistent
with the argument put forward by Thomas (2006), which recognised the importance of
an inductive approach in helping to generate new theories and gain a better

understanding of a phenomenon from a different view.

Furthermore, the decision to choose an inductive approach for this case study (Yin,
(2018) helped to increase understanding about the ‘case’ of this case study, the
‘boundaries’ and ‘the unit of analysis’, through the process of condensing raw data into
a brief summary. Thomas (2006) argued that in using an inductive approach, the
products or frameworks are targeted and reliable. Finally, as part of the study design,
this inductive approach facilitated the translation of data into valuable information,
answered the objectives and research question and moved towards developing a

conceptual framework for the integration of MRH into DRM in Indonesia.

4.2.3. Strategy: Case Study
A case study approach was used as the main strategy to answer the research question.
Harrison, Birks, Franklin, and Mills (2017) stated that ‘the goal of a post-positivist

researcher is to use science as a way to apprehend the nature of reality while
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understanding that all measurement is imperfect’ (p. 9). A case study is a form of
empirical inquiry that is commonly associated with qualitative methods (J.W. Creswell,
2013; Denzin & Lincoln, 2011; Merriam, 2009; Stake, 2006). Among the case study
theories, Yin’s model was chosen because of its post-positivism stance. Other theories,
such as Stake’s case study model, suit relativist and constructivist/interpretivist
approaches, whereas Merriam’s case study model suits pragmatic constructivism as
epistemological commitments (Mills et al., 2017; Yazan, 2015). Although the models of
conducting case study research described by Stake and Miriam are more ‘flexible’, Yin’s

case study model is designed to have a ‘logical sequence’ (Yazan, 2015, p. 149).

The choice of Yin’s model for conducting case study research influenced the architecture
of this research. Following Yin’s steps (2018), the three essential elements in designing

a case study are described below.

a. Defining the case. A case is ‘a contemporary phenomenon within its real-life
context, especially when the boundaries between a phenomenon and context
are not clear, and the researcher has little control over the phenomenon and
context’” (Yin, 2018, p. 15). In this case study research, the case was the
integration process of MRH into DRM in Indonesia.

b. Type of case study design. The type of this case study design was an embedded
single case study using the 2013 eruption of Mount Sinabung. In this single case
study, the provision of MRH services during the emergency response was
evaluated. The eruption event represented a common disaster in Indonesia. This
means the findings and analysis may be used and generalised (Yin, 2011) to
understand the integration process of MRH into DRM in Indonesia.

c. Using theory in design work. The theoretical proposition (Yin, 2018) used in this
case study was ‘better preparedness for better responses’. A logical SEM
(Bronfenbrenner, 1994) was used to enable this case study to understand the
process of integration by measuring the level of preparedness that led to

responses during the discussion of findings.

To understand the integration of MRH into DRM in Indonesia, this study used the case
of the 2013 eruption of Mount Sinabung. The phenomenon of integration of MRH into

DRM in Indonesia as the focus of this study (J.W. Creswell, 1994, 2013) was deemed to
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be better understood by learning from the implementation of DRM policy during a
disaster event in the real-world setting (Yin, 2014, p. 16) of a selected case of an eruption

event in Indonesia.

Yin’s (2018) definition and stages of the case study were used for this research, as they
focused on the scope, process and empirical nature of the inquiry. This offered ‘a way
to apprehend the nature of reality while understanding that all measurement is
imperfect’ (Mills et al., 2017, p. 10). Grynszpan, Murray and Llosa (2011) argued that a
case study can be useful in the area of DRM, particularly for learning lessons from
emergency situations. They discussed how a case study application within DRM can
provide an in-depth understanding of a phenomenon or an event. Similarly, Simons
(2009) stated that the application of case study helps to understand a specific topic,
programme, policy or system, which allows generation of knowledge to inform policy
development, civil/community action and professional practice. The application of an
embedded single case study can help to understand the phenomenon from different
units of analyses. In this research, the voices of health service users, health service
providers and policymakers helped to provide comprehensive information to evaluate

the progress of integration.

4.2.4. Application of Diagnostic Event in this Case Study Research

Various methods were used in this study to help ensure the study’s quality (e.g.
triangulating the findings) (Yin, 2018). Using multiple methods during data collection
and analysis was ‘mutually informative’ (Luck et al., 2006, p. 108) and provided ‘a more
synergistic and comprehensive view of the issue being studied’ (Mills et al., 2017, p. 13).
Therefore, mini-ethnography using a diagnostic event approach was chosen to help
understand the phenomenon by considering socio-cultural aspects (Simons, 2009). This
approach aimed to understand tensions and dynamics, and examine relationships
between the past, present and future (Moore, 1987), which helped to clarify the

relationships between the event and the process (Scheffer, 2007).

Furthermore, the words ‘diagnostic’ and ‘event’ are closely related to and commonly
used in the fields of health (including MRH) and DRM. The following are perspectives of

the terms diagnostic and event according to academics and professionals.
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The term diagnostic is used to identify particular illnesses as well as to determine
pregnancy status using a combination of signs and symptoms. From a medical
perspective, Helman (1985) stated that ‘diagnostic’ should imply elements of
communication to gain insight into individual experiences and enhance relationships
among medical practitioners and patients, including those between midwives and
pregnant women. From a medical sociology view, Brown (1990), as cited in Jutel (2009),
emphasised a broader definition of diagnosis, which was not limited to a ‘classification
tool of medicine’, but also provided ‘a cultural expression of what society is prepared to
accept as normal and what it feels to be treated...which shapes knowledge and practices’
(p. 279). Based on the above explanation, it is argued that a diagnosis is determined by
signs and symptoms; it is a combination of objectivity and subjectivity. According to the
SEM, the objective and subjective elements of ‘diagnostic’ are defined by internal and
external factors (Dar, Buckley, Rokadiya, Huda, & Abrahams, 2014; Sallis, Owen, &
Fisher, 2008). Signs refer to objective aspects that other people, including experts, can
easily identify. In contrast, symptoms refer to aspects subjectively experienced by the

affected individual.

In DRM, the term ‘event’ is used interchangeably with ‘onset of disaster’. Figure 11

shows how the event represents a disaster within a disaster management cycle.
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Figure 11: Event within a disaster cycle (source: UNISDR adopted from Alexander, 2002)

Both academics and practitioners in disaster management use ‘event’ to explain a
disaster. Academics (e.g. Jamieson, (2016, p. 400), use event to explain natural hazards
as ‘a discrete natural event that kills people and/or causes economic loss’. Furthermore,
Platt, Brown and Hughes (2016) used pre-event, event and post-event to describe
disaster stages. Lastly, Gou and Li (2016) used event to relate history, mechanism and

coping strategies to analyse seismic risk and earthquake patterns.

Similarly, the disaster cycle model, as explained in Chapter Three, uses the term event
to explain the onset of a disaster. According to DRR terminology, an event is described
as ‘the concept and practice of reducing disaster risks through systematic efforts to
analyse and manage the causal factors of disasters, including through reduced exposure
to hazards, lessened vulnerability of people and property, wise management of land and
the environment, and improved preparedness for adverse events’ (UNISDR, 2009, pp.
10-11). Furthermore, the WHO (2008) used ‘event’ in its International Health

Regulations to explain ‘a manifestation of a disease or an occurrence that creates a
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potential for disease’, whereas ‘disease’ was defined as ‘an illness or medical condition
that presents or could present significant harm to humans, irrespective of origin or
source’ (WHO, 2008, p. 11). Finally, governments, United Nations agencies such as
UNFPA (2012a), UNICEF (2005), non-governmental organisations and other practitioner

bodies refer to an ‘event’ as the onset of a disaster.

Diagnostic Event

As discussed earlier, the diagnostic event concept was chosen to help understand the
phenomenon under study by looking at relationships between the past, present and
future to understand the tensions and dynamics (Moore, 1987), and clarify the
relationships between the event and the process (Scheffer, 2007). Furthermore, as part
of mini-ethnography, the diagnostic event approach builds understanding the

phenomenon from socio-cultural perspectives (Simons, 2009).

In this case study, the application of diagnostic event was seen as an appropriate way to
help answer the research question because it examined the elements of time, events
and processes, which facilitated analysis related to past, present and future events.
Drawing on the voices of people that illuminated experiences and perceptions helped
the researcher to gain an in-depth understanding of the process of integration of MRH

into DRM in Indonesia.

In a contemporary way, processual ethnography is used to analyse relationships
between policies, systems and individual choices via an institutional analysis and
development framework (Donahoe, 2009). It can also assess how people in certain
positions adapt to physical and social environments through ecological hazards (Vayda,
McCay, & Eghenter, 1991). Additionally, it analyses the ‘action arena’ by understanding
the changes in systems and human actions within society through a diagnostic event

approach (Moore, 1987).

A diagnostic eventis also a key approach in the field of global health. Benton (2015) used
a diagnostic event approach in a recent study to better describe the HIV situation in
Sierra Leone. As part of the diagnostic site, she used a human story as the centre and
point of departure to analyse political, economic and other root causes that influenced

the HIV/AIDS phenomenon in that country.
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Finally, Glaeser (2005) argued that the diagnostic event approach allows a researcher to
discover and analyse relationships between ongoing conflicts, dynamic social processes
and competing disclosures. The appropriateness of using the diagnostic event approach
depends on the research question and how a study is designed. In this case study
research, the application of the diagnostic event approach helped to answer the
research question by allowing the researcher to analyse the time, events, and processes

as described in participants’ voices.

4.3. SUMMARY

This chapter explained the philosophical notions that guided this study. The
philosophical position of this study was based on post-positivism to allow the researcher
to see reality from a different angle, particularly to understand how Indonesia integrates
MRH into DRM. This research used an inductive approach to obtain a different

understanding of the phenomenon under study based on findings from fieldwork.

As part of the post-positivist paradigm, a qualitative research approach was used to
understand the ‘how’ and ‘'why’ behind the statistics related to disaster management
and health that are available in Indonesia. Unless a contextualised approach is used in
generating knowledge and interpreting information, the resulting understanding of the
process of integration of MRH into DRM during times of crisis or disaster in Indonesia
would be limited. Therefore, this research endeavoured to explore this topic from
multiple perspectives and include multiple voices from diverse participants, rather than

defaulting to a singular explanation of reality.

The use of a case study as a form of empirical inquiry was also explained in this chapter.
Different types of case study approaches were examined and the use of Yin’s case study
model was justified. The application of a qualitative retrospective single case to study
the phenomenon of integration was described. The chapter concluded with an
explanation of the diagnostic event approach that was used to help understand tensions
and dynamics, and examine relationships between the past, present and future (Moore,

1987); this helped to clarify the relationships between the event and the process.
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The following chapter explains how this case study was executed using Yin’s model,
which consists of five stages: design, prepare, collect, analyse and share/report. Key

activities executed in each stage and ethical considerations are also explained.
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Chapter Five: The Case Study Design

5.1. INTRODUCTION

This chapter explains the five stages used in this case study design. These stages are: 1)
design, 2) prepare, 3) collect, 4) analyse and 5) share/report. Key activities executed in
each stage are also outlined, including an explanation of the case study site, boundaries,
data collection and analysis processes and the presentation of the findings. The chapter
then outlines the strategies and approaches used to ensure rigour and establish the

believability, value, data stability, generalisation, neutrality and accuracy of the study.

The chapter concludes with an explanation of the ethical considerations relevant to this
gualitative retrospective single case study, including the principles of partnership and
interaction, protection and participation. Finally, the chapter offers a brief explanation

of how the findings are presented.

5.2. CASE STUDY STAGES

This case study was designed based on Yin’s model (2018), which has five stages (design,
prepare, collect, analyse and share/report). Figure 12 shows the stages of this case study

research.
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Figure 12: Stages of this study, adopted from Yin’s model (2018)

Stage 1: Design

A. Study Site
This case study used a single site within the area affected by the 2013 eruption of Mount
Sinabung. The study was conducted in the newly relocated villages of Bekeurah and
Simacem which are in Siosar Kabanlahe, Karo district of the North Sumatera province.
This area is located around 17 kilometres from KabanJahe, which is the capital of Karo
district. According to 2017-2022 Rencana Pembangunan Jangka Menengah Desa
Bekeurah [2017-2022 Bekeurah village medium term development plan], the total
population in Bekeurah village was 340 people [173 males and 167 females]. Among

these women, a total of 35 women are of reproductive age. The majority of the
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population are farmers while four people are government personnel. A total of 338
people identified themselves as Karonese [local people] and two of them idenfitied
themselves from diferent ethnicity [i.e.: Javanese] (Pemerintah Desa Bekeurah, 2017).
Furthermore, according to 2017-2022 Rencana Pembangunan Jangka Menengah Desa
Simacem [2017-2022 Simacem village medium term development plan], the total
population in Simacem village was 458 people [252 males and 206 females]. Among
these women, a total of 43 women are of reproductive age. The majority of the
population are farmers, two people are business men, and six people are government
personnel. All people in this village identified themselves as Karonese [local people]

(Pemerintah Desa Simacem, 2017).

Mount Sinabung is located in Karo District, which lies under the territory of North
Sumatera Province. Karo District has 17 sub-districts, and a total population of 382,622
people (BPS, 2014). More than 50% of the population are Christian, over 20% are Muslim
and around 20% are Catholic; the remainder are Buddhist, Hindu and other religions.
After being dormant for centuries, Mount Sinabung became active in August and
September 2010 with an increase in tectonic tremors and volcanic movements. A
massive eruption occurred in November 2013. This eruption killed 15 people and
displaced more than 20,000 people, including around 5,000 women of reproductive age.
Although the main affected sub-districts were Payung and Naman Teran, which are
predominantly Christian, the impact of the eruption affected around 33 villages

occupied by predominantly Muslim populations.

The eruption continued until 1 January 2014, when another massive explosion occurred
and displaced an additional 30,000 people, two of whom were reported missing. These
eruptions destroyed livelihoods, agriculture and other necessary infrastructure,
including 22 primary health facilities. The displaced persons were sheltered in more than
40 temporary centres (UNOCHA, 2014b). While some babies were delivered in
temporary shelters, other pregnant women could not access antenatal and postnatal
care immediately after the eruption events. Health personnel arrived later, and provided

basic healthcare (including MRH services) to the affected population (Yakkum, 2014).
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Figure 13: Location of the case study: Mount Sinabung (source: https://www.karokab.go.id/id/profil/peta-daerah)
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The eruptions caused direct and indirect health problems such as injury, communicable
diseases (e.g. respiratory infections and diarrhoea, conjunctivitis) and mental health
problems, particularly among those who lived in temporary shelters (PEMDA, n.d.;
Yakkum, 2014). In mid-2016, the BNPB (national disaster management authority)
relocated around 2,000 households from the temporary shelters, although many others
insisted on returning to their land. Small-scale eruptions continued, creating uncertain
conditions that forced more than 7,000 people, including around 1,800 women of

reproductive age, to remain in eight temporary shelters (PEMDA, n.d.).

Figure 14 summarises the events according to time and processes.

Mount
Sinabung

&y
ry

event event event EVENT event
Death; 180 Death:4 Death: 0 Death: 17 Death:
Missing0  Missing:0  Missing:0  Missing:0 Missing: N/A
Injured: 0 Injured: 405 Injured: 0 Injured: 0 Injured: N/A

August  September  November 2013 - May
- 2010 2013 January 2014 2016

Figure 14: Processes and events in the eruptions of Mount Sinabung (source: BNPB Indonesia)
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The 2013 eruption of Mount Sinabung resulted in a Memorandum of Understanding
between the Ministry of Health and BNPB that was signed in 2014. This agreement
focused on the allocation of funds to support the provision of emergency health
response to people affected by the event (Indonesia MoH, 2014). As a result, the
President of the Republic of Indonesia instructed the BNPB to conduct field studies to
evaluate the existing laws, guidelines and policies related to disaster management
(UNOCHA, 2014a). Given that Mount Sinabung remains under active status, the local
authority has created a database to track the eruption activities around the Sinabung

area (PEMDA, n.d.).

B. Case Study Design and Units of Analysis

This research was designed using an embedded single case study via multiple units of
analysis (Yin, 2018). The single case chosen was the 2013 eruption of Mount Sinabung,
because it was considered to represent a typical event in Indonesia. The 2013 eruption
was used as a representative phenomenon or typical case (Yin, 2012) to understand the
provision of MRH services during a natural disaster in Indonesia. This event was selected
as the boundary of time and site/place for this case study, with the process of integration
of MRH into DRM used as the unit of analysis (Yin, 2014). The below table shows the
units of analysis, which involved: i) individuals, ii) communities and iii) policymakers.
These stakeholders helped gain an in-depth understanding of integration as a key

phenomenon of this study.

Unit of Analysis Representation of:
Women who were pregnant during the eruption Users of MRH services
Community leaders Affected communities
Health personnel including midwives Providers of MRH services
Government and non-government staff in KabanJahe, Medan and Jakarta Policymakers

Table 3: Units of analysis and representation

Throughout this case study process (Yin, 2018), inputs that contributed before the 2013
events, outputs of the massive eruption and the outcome of the events were all
diagnosed (Moore, 1987). The research question was answered through voices of

pregnant women, community leaders, health personnel and policymakers who had
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experienced the 2013 event and provided their perspectives of current and future MRH

and DRM.

Stage 2: Preparation

A. ‘Desired Skills’ for the Case Study Investigator
The preparation of this case study involved obtaining ‘desired skills’ (Yin, 2009, p. 67) by
equipping the researcher with soft skills, including attending relevant workshops
involving interview skills, and participating in various studies conducted by other PhD
students that aimed to build and enhance skills in asking good questions, listening, being
adaptive and flexible and academic writing, as well as other aspects of personal

development.

During this preparatory stage, consultations with key and potential stakeholders in
Indonesia continued. The main purpose was to gain access while undertaking fieldwork
and ensure that the study was designed in accordance with the real situation on the

ground.

B. Consultations: Gaining Access
The fieldwork started with the process of tradisi ketuk pintu or ‘knocking on the door
tradition’ through a series of consultations with relevant authorities at the national and
sub-national levels. An example email sent to one of stakeholders in Indonesia in
Appendix B. This consultation with authorities was essential to inform the researcher,
obtain advice and access, and ensure that the study was conducted according to ethical
principles. Several studies conducted in Indonesia, including those conducted by
Nuruniyah (2016) and Titaley, Hunter, Dibley and Heywood (2010), started consultation
processes with village elders to gain access to the target communities in villages. These
were qualitative studies that investigated MRH, particularly perceptions of traditional
birth attendants and bidan desa (village midwives). The importance of consulting and
communicating about the research with the village elders and local leaders is not only
the recommended practice in Indonesia, but also in other countries, including New
Zealand. According to Walker, Eketone and Gibbs (2006), Kaupapa Maori is important
to ensure research is conducted with respect to the that culture’s values and systems.

Furthermore, it ensures the recognition of tino rangatira-tanga, which relates to
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‘sovereignty, autonomy, governance, independence and self-determination’ (p. 333).
This highlights the importance of adhering to and respecting local cultural mores to gain

access before conducting research in different parts of the world.

Consultations with stakeholders at the national level in Jakarta were conducted from
August to December 2017. The researcher conducted two face-to-face consultation
meetings with key personnel from the Ministry of Health, as well as one consultation
meeting with key personnel from the BNPB. In addition, the researcher developed a
poster and a one-page document summarising the research study, including a short
description of the background, aim, objectives, pilot and actual study, as well as the
significance of the research. These documents were shared with the authorities, and

posted on notice boards in the Ministry of Health and BNPB offices.

At the provincial level, the researcher met with the Provincial Health Authority in August
and December 2017 and with the Provincial Disaster Management Authority in
December 2017. At the district level, the researcher also held a series of consultations
with district health and disaster management authorities in December 2017. The poster
and summary of the study were given to the authorities and posted on the notice boards

of their offices.

At the local (Sinabung) level, the researcher started face-to-face consultations in August
2017. The first meeting (August 2017) was conducted with community leaders. This
meeting was held at the office of the Head of Sukameriah-Siosar Village. Between
August and December 2017, the (female) research assistant had two contacts with the
head of villages to ensure communication and awareness about the study and prepare
for the stakeholder consultation in December. Three printed posters about the study
were given to the heads of the villages, and four posters were posted on the village

notice boards.

In December 2017, further consultation was held at the jambur (community hall) of
Sukameriah-Siosar Village. On that occasion, 23 stakeholders from the three villages (i.e.
Bekerah, Sukameriah and Simacem villages) that were relocated in the relocation area
of Siosar attended the consultation session. Stakeholders were the village heads,
members of women’s groups, religious leaders and community leaders. The researcher

and research assistant were welcomed by the heads of the three villages and given
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opportunity to offer an introduction and explain the study. In addition, the researcher
and the research assistant were told about the local customs and expectations of the
researchers when in the area. The information posters were distributed to the 23
stakeholders that attended the consultation session. In that consultation, it was decided
that Sukameriah village would be the location for the pilot study and the other two
villages (Bekeurah and Simacem) would be the locations for the actual study. In that
consultation session, the researcher mentioned that he was staying in the communities
and would be based at the house of one member of the local community during the

fieldwork.

C. Development of the Study Protocol

A case study protocol was created to ensure there were definitive steps to be taken,
clear boundaries, units of analysis and a complete research outline (Yin, 2009, pp. 79-
81) This study protocol enhanced the reliability of the study (Yin, 2018) because it
specified procedures to structure and govern the case study research. The case study
protocol outlined key activities throughout the execution of the study and their reasons.
The protocol developed for this case study research along with research safety protocol

are presented as Appendix A and Appendix G.

The protocol was developed based on the stages of this case study and Yin model (2018),
which emphasises having a protocol to guide the execution of a case study. This protocol
enhanced the accuracy and neutrality that ensured confirmability, as well as the stability
of data that ensured dependability. The protocol guided the researcher to use a clear
process during the execution of this case study and document each step of the key
activities throughout this research. Similarly, Sekaran and Bougie (2016) suggested that
having a research protocol ‘allows for repeatability in method and contributes greatly
to the validity and generalisability of the research’s results’. Lastly, the case study

protocol was translated into a work plan that aided the timely execution of this research.

D. Expert Opinion
An expert opinion exercise was undertaken during the preparation stage for this case
study. This aimed to ensure that the indicative questions were acceptable, consistent
with local culture and easily understood without undermining the purpose. Although

Gable (1986) and Lynn (1986), as cited in Slocumb and Cole (1991), suggested there
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should be at least 10—20 experts, there is no consensus on the number of experts
needed to validate an instrument (Slocumb & Cole, 1991, p. 194), especially in a clinical
study. Given that the primary researcher was stationed in Auckland during the
preparatory work for this study and the availability of Indonesian MRH and DRM experts
was limited, this study used four Indonesian experts. These four experts had academic
and/or practitioner backgrounds, and agreed to review the indicative questions and the
demographic data collection sheet. An example of letter to one of the experts is
presented as Appendix H. Schriesheim, Powers, Scandura, Gardiner and Lankau (1993)
considered content validity (i.e. expert opinion) as the essential first step in the
construct validation process, and encouraged this to be conducted before actual data
collection. Hinkin and Tracey (1999) recommended content validation as a way to
ensure the quality and rigour of a study. Input and feedback from the four experts from

Indonesia were used as a reference to improve the interview guide.

E. Pre-Understanding Interview
Yin (2018) emphasised the importance of the preparatory stage in ensuring the quality
of a case study, particularly in ensuring rigour, aspects of neutrality (as part of
confirmability) and believability (as part of credibility). The pre-understanding approach
was also recommended by Bjorkman and Sundgren (2005) for use when conducting
research using a case study approach. Therefore, this research used a pre-understanding
interview approach as part of the preparatory stage. The pre-understanding interview
was conducted with the researcher’s supervisors, and was considered an opportunity to
gain experience and better equip the researcher with the skills needed to conduct a case
study (including practising conducting an interview) before moving into the fieldwork.
Although undertaking a pre-understanding interview was originally part of a
phenomenological approach (Heinonen, 2015), the main purpose of undertaking this
process in this case study was to ensure interview techniques were used that were
consistent with ethics and principles of conducting qualitative research. The semi-
structured interview questions were back-translated and checked for accuracy. The
process included listening, recording, probing and other soft skills. Furthermore, after
obtaining permission to conduct a study in Indonesia from the relevant authorities,
another pre-understanding interview was conducted with the field supervisor. The
purpose of this interview was to ensure that the language and questions were consistent

with both the research question and the local context.
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F. Recruitment of a Field Supervisor and a Female Research Assistant

The Government of Indonesia has a regulation related to conducting research in
Indonesia; Decree No0.41/2006 recommends ‘foreign researchers (i.e. foreign
universities, research institute, enterprise, and foreign nationals) who will conduct any
research in Indonesia to involve scientist from local counterpart—from local university,
research institute, or non-government organisations who has competency in the
research topic’ (C. i. C. Indonesia, n/a, p. 1). The above Decree does not specify any
condition for any Indonesian studying in a foreign university who would like to conduct
fieldwork in Indonesia. The literature review revealed that there was no clear regulation
for self-funded Indonesian students studying abroad in a foreign university and
conducting field research inside Indonesia territory. However, during the preparation

stage of this case study, a field supervisor was assigned for the following reasons.

e The study included fieldwork in Indonesia, and it was necessary for the primary
researcher to have a person in the field to supervise his work.

e The field supervisor helped in obtaining local ethics approval from relevant
bodies in Indonesia.

e The field supervisor guided and advised the primary researcher while carrying
out the study in the local context.

e The field supervisor provided review, feedback and comments on data findings

and during data analysis from an Indonesian perspective.

Having a field supervisor while conducting the fieldwork in Indonesia was recommended
by Tolich, Tumilty, Choe, Hohmann-Marriott and Fahey (2019), who argued that field

supervision was important as it helps facilitate the student’s learning during fieldwork.

Moreover, before data collection and analysis commenced, a female research assistant

was recruited for the following reasons.

e As a male researcher conducting a study on MRH, having a female research
assistant to accompany him during the interview adhered to moral and ethical
considerations (Doherty & Purtilo, 2015) by respecting the comfort of female
participants. It was also another way of establishing rapport and building trust,
as well as considering sensitivity (Liamputtong, 2006). Davies and Dodd (2002)

highlighted the importance of having women interviewing women to accurately
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convey ‘the female voice’. Furthermore, Liamputtong (2006) acknowledged the
importance of finding a strategy to address gender differences between the
researcher and the researched.

e Cultural issues: It is considered culturally appropriate, particularly in Indonesian
culture and in the wider Asian context, to have a woman talk with other women.
Helman (1985) noted that understanding the socio-cultural background
enhanced the communication process.

e Geographical location: Given that the 2013 eruption of Mount Sinabung
predominantly affected Muslim villages (UNOCHA, 2014b), having someone
from the same religion was crucial for communicative success. The primary
researcher is a non-Muslim; therefore, having a female research assistant that
was Muslim helped promote access to participants. In addition, when
transcribing interviews, the research assistant helped in explaining the meaning

of some of the terminology used in Islam.

A job-description for the female research assistant was developed and advertised on a
notice board at the School of Public Health, North Sumatera University. Two candidates
were tested for their ability to use Microsoft Word and Excel and interviewed during the
selection process. As part of rigour and ethical considerations, the selection was made
to ensure there were no conflicts of interest and no personal links to the area and what
the implications of this might be. The research assistant was selected and engaged in
August 2017. The job description and confidentiality sheet signed by the female research

assistant in Appendices | and J.

G. Training for the Female Research Assistant
The research assistant was oriented on the purpose of the study and trained on how to
assist in data collection, including familiarity with the interview guide, inclusion and
exclusion criteria, data collection phases and methods of conducting focus group and
individual interview sessions. The criteria for selection of the research assistant were: a
female midwife with a master’s degree in public health, computer literate, from North

Sumatera province and experienced in conducting (qualitative) research.
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H. Pilot Study
Before the actual data collection, a pilot study was conducted in December 2017. Yin
(2018) recommended conducting pilot exercises to help refine the content, timing, any
ambiguity and procedure for data collection. It also helped to understand the logistics
that were already available and what would be needed during data collection (Yin, 2009,

pp. 92-94).

1. Location of the Pilot Study

The main purpose of the pilot study was to clarify the sampling strategy and the three
phases of data collection, and discover issues from the field (including logistics, cultural
sensitivity and timing). During the pilot study, participants were selected using similar

exclusion and inclusion criteria as those used for the actual study.

The pilot site for this research was one of the relocated villages, namely Sukameriah-
Siosar village. This village has around 135 households with a total population over 400
people, according to 2016 population data. Of these, more than 50 were women of
reproductive age. Sukameriah village had been affected by the eruption of Mount
Sinabung since 2010 (Yakkum, 2014). It was relocated to a new area (Siosar) by the
Government after the original village was buried under ash and stones from the series
of Mount Sinabung eruptions from 2013 to 2014. The villagers lost their houses and
farms, and had been living in temporary shelters for more than 2 years before their
relocation to Siosar. Sukameriah-Siosar village was an ideal for the pilot study because

it has similar characteristics to the site for the actual study.

2. Process of the Pilot Study

The pilot study was conducted according to the design of the case study. It started with
testing the draft poster through advertisements, testing the information sheet through
recruitment and testing the indicative questions and demographic data sheet through

focus group discussions and individual interviews.
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Testing the draft poster through advertisements

After consulting with community leaders and communicating the study’s aim,
objectives, work plan and team to the communities through the consultation session,
the study was advertised through posters that were re-posted (in August and December
2017) on the community notice boards, clinics, jamburs and village offices. The poster
was printed in colour to make it more eye-catching. An example poster is presented in

Appendix L.

The researcher and the female research assistant asked for feedback from the
communities, midwives and village leaders as to whether the poster was simple and
easy to understand. A total of 11 women and 12 men were contacted to ask whether
they understood on the content of the poster. All of these individuals stated that they
understood the purpose of the poster. As the response was positive, there were no

changes to the initial draft of the poster.

In Medan and Jakarta, the researcher contacted health and disaster management
authorities and asked their opinion about the poster and one-page document. These
stakeholders did not have any further suggestions as they thought the draft was clear.
They indicated that using the poster to recruit policymakers may not be the best strategy
because potential candidates were policymakers who were busy people and might not
have time to look at notice boards; even if they saw the advertisement, they would be
unlikely to proactively contact the researcher. They proposed that the researcher use

the snowballing method to recruit policymakers.

Testing the information sheet through recruitment

In Sinabung, the researcher received four phone calls (one from a midwife, two from
community leaders and one from a woman) using the number provided. No emails were
received, but five women physically approached the researcher to ask for more
information about the research after seeing the posters on the community board. The
information sheet was printed and kept by the female research assistant. After receiving
phone calls from the interested candidates, the researcher reviewed their eligibility
against the inclusion/exclusion criteria and requested the research assistant to send the

information sheets to the selected candidates in November 2017. Some participants
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received the information sheet in December after they saw and discussed the research

in person with the researcher.

For policymaker candidates in Medan and Jakarta, the information sheet was sent out
directly to candidates using a dedicated email address and telephone number. This email
address and mobile number were created by the researcher for use during

communications with candidates and research participants.

The researcher and the research assistant asked for participants’ feedback about the
content and structure of the information sheet. However, no changes to the initial draft

of the information sheet were required.

Testing the indicative questions, draft informed consent form and draft demographic

sheet through focus group discussions (FGDs) and individual interviews

The interview sessions for the pilot study were conducted using FGDs and individual
interviews. The main purpose of these sessions was to test the indicative questions and
review the informed consent form and draft demographic sheet. Three FGDs and five
individual interviews were conducted during the pilot study. Participants in the three

FGDs were:

1. Women (one FGD);
2. Community leaders (one FGD); and

3. Health personnel (one FGD).

Some FGD participants were selected for individual interviews using specific criteria:

- Those who shared significant information;
- Those who were not able to explain or elaborate issues/information due to time
constraints; and

- Those who were not able to speak during FGDs.

Five interviews were conducted:

1. One with a woman;
2. One with community leader;

3. One with a health service provider;
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4. One with a policymaker in Medan; and

5. One with a policymaker in Jakarta.

FGDs and individual interviews with women, community leaders and health personnel

The FGDs and individual interviews with women who were pregnant during the 2013
event were conducted by both the female research assistant and the researcher.
Participants were given the opportunity to choose whether they would like to be
interviewed by a male or a female. They were also asked whether they felt comfortable
having a male researcher present. None of the participants had objections to the male

researcher being present or to being interviewed by him.

The second FGD was conducted with three midwives representing health personnel, one
of whom was selected for an individual interview. This group was also given the
opportunity to tell the researcher if they had any objection being interviewed by or
having a male researcher present during the process. None of the participants had

objections.

The final FGD session was conducted with community leaders. Four people had
expressed an interest in joining the interview; however, only three participants showed
up at the time of FGD. One of these community leaders was chosen for an individual

interview.

The FGDs with women and community leaders were conducted at night because local
people go to ladang (the farm) during the day. These two FGDs were conducted at the
jambur (community hall). The FGD with health personnel was conducted during the
daytime after the midwives had finished their work at their clinics; this FGD was

conducted in one of the clinics.

After each FGD, the researcher reviewed and typed up the handwritten notes gathered
during the FGD session. The following day, the researcher played the audio recording of
the session and analysed the information by comparing the recording with the notes.
The researcher noted down missing information and interesting issues that emerged
during the FGD sessions. Demographic information for each participant was recorded
and reviewed. Using the criteria set for selecting FGD participants for individual

interviews, five participants were selected, contacted and scheduled for interviews.
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With the help of the female research assistant, the researcher contacted the selected
participants and set up appointments for individual interviews. The interviews were
conducted at participants’ houses. During the interview sessions, participants were
asked questions based on the initial indicative questions, and were provided with
opportunity to explain issues in more depth and/or clarify incomplete information

mentioned during the FGDs.
Individual interviews with policymakers in Medan and Jakarta

The interview with the policymaker in Medan (as the representative at the provincial
level), was intended to test the indicative questions, informed consent form and
demographic data sheet. The interview session revealed that under the provincial level,
there is a district-level government that is also an important player in policy- and
decision-making. Therefore, it was decided that during the actual study, policymakers

from the district level would be included as participants.

Lastly, the pilot study was trialled by conducting an individual interview with a person
from PNPB based in Jakarta. This participant represented policymakers at the central
level. The individual interview was conducted using Skype. It aimed to test whether
conducting a non-face-to-face interview could work, and to highlight any logistical issues
should it be necessary to conduct an e-interview session later in the study. It was found
that Skype facilitated the interview process, because with a good Internet connection,
the primary researcher could see the participant from the camera, which helped to

capture verbal and non-verbal communication.

The following table summarises the findings from the pilot study.
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Results
Total Total
Informed

Candidates Participated Indicative Questions Demographic Sheet
Consent

Women who were pregnant during the 2013 eruption

I. FGDs (total 4 participants) 4 4 FGD: No changes made It was changed
from ‘sebelum’

(meaning before) No changes made
to ‘sesudah’
(meaning after).

II. Individual interviews (1 participant) 1 1 Individual interview: No changes made

Health personnel

I. FGDs (total 3 participants) 3 3 FGD: No changes made No changes  There was é typo !n the
made Bahasa version. This was

changed from ‘cacat’

II. Individual interviews (1 participant) 1 1 Individual interview: No changes made (meaning disable) to

‘catat’ (noted).

Community leaders

I. FGDs (total 3 participants) 4 3 FGD: No changes made No changes
made No changes made
II. Individual interviews (1 participant) 1 1 Individual interview: No changes made
Policymakers
Individual interviews
-in Medan 1 1 No changes made anc;de changes No changes made

The participant was not involved during the

2013 Sinabung emergency response. This

was due to (high) turnover of policymakers. No changes
In this case, the participant was not asked made
information related to the ‘past’, only the

‘present’ and ‘future’ indicative questions

-in Jakarta 1 1 No changes made

Table 4: Findings from the pilot study
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This pilot study further informed the rigour of this qualitative case study. Lessons Learnt
from this pilot study is summarised in Appendix K. Creswell and Mille (2000) noted that
researcher reflexivity is an important aspects of rigour. The pilot study highlighted
timing issues, gender of the researcher, choice of settings and logistics arrangements,
including what snacks to serve at interviews, where to conduct interviews and

accommodation for the research team.

Stage 3: Data Collection

The data collection for the actual study took place concurrently with data analysis. This
allowed the researcher to generate an emerging understanding of the research
question, which was useful to re-formulate the sampling and questions that were asked
(DiCicco-Bloom & Crabtree, 2006). Sampling of participants was based on an iterative
process (i.e. purposeful sampling) to maximise the richness and depth of data (DiCicco-
Bloom & Crabtree, 2006; Malterud, 2001; Shakir, 2002). Data collection commenced in
December 2017. Two villages in the relocation site of Siosar, which is located around 17
kilometres from Kabanlahe (the capital of Karo district) were chosen. These two villages
were relocated to a new place because the original villages were buried under volcanic
ash during the 2013 eruption of Mount Sinabung. The information sheets, consent

forms, and demographic sheets are presented in Appendices M, N, and O.

A. Phases of Data Collection

The phases of data collection of this retrospective evaluation case study were conducted

in the following order.

e Phase 1: Document and policy analysis
e Phase 2: FGDs

e Phase 3: Individual interviews.

Phase 1: Document and Policy Analysis
The use of document and policy analysis has been recognised as a useful means of
understanding a social phenomenon in a qualitative study. Bowen (2009) argued for the

important role of document analysis as a way to triangulate findings, as documents
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provide data and supplementary material. Bowen stated that, ‘like other analytical
methods in qualitative research, document analysis requires that data be examined and
interpreted in order to elicit meaning, gain understanding, and develop empirical
knowledge’ (p. 27). Document analysis has a number of advantages, including
availability and stability of data, and is thought to be an efficient and cost-effective
method that has ‘coverage’ (p. 31). The use of documents and policy analysis as a data

source was consistent with the principles of data collection in a case study (Yin, 2018).

A case study database was created to record relevant documents that were analysed
and helped to obtain an in-depth understanding of the research question. The database
recorded global and regional policies and documents, as well as documents from
Indonesia (central, provincial, district and village levels) including: relevant government
regulations; presidential laws; ministerial regulations; and provincial-, district- and
village-level plans. Grey literature, including various reports produced by the United
Nations and non-governmental organisations, were also collected, documented and
studied. The document and policy analysis was conducted before, during and after the

data collection. This took place in Auckland, Jakarta, Medan and the Sinabung site.

Phase 2: FGDs

FGDs were conducted in Sinabung for women, community leaders and health personnel
participants. FGDs are considered a critical method of collecting case study data (Yin,
2012). The FGDs were chosen as the initial stage of engagement with the communities,
and were intended to help provide a bigger picture of the research question. During the
FGDs, participants’ experience of accessing services as well as providing emergency
response was explored. Through the engagement in the FGDs, participants were
stimulated by comments from others in the group. These discussions created a critical,
honest and spontaneous environment that may not be found in one-on-one interviews
(Doody, Slevin, & Taggart, 2012, 2013; Kitzinger, 1994, 1995; Robinson, 1999; Then,
Rankin, & Ali, 2014).

The FGDs were designed using homogenous groups. Homogeneity allows participants
to express their opinions in their own words in a natural social setting. Therefore, the
participants from multiple respondent groups were grouped homogeneously to ensure

that they were comfortable and able to participate optimally (Robinson, 1999). Female



104

participants formed one FGD and health personnel, including midwives, formed another
group. Community leaders were also placed in a separate group. Participants in this
study were selected to represent different groups to provide an overall picture of the

experience of accessing and providing MRH services during the selected disaster.

Phase 3: Individual Interviews

Semi-structured interviews were used as another data collection method in this study
to support an in-depth understanding of the phenomenon (DiCicco-Bloom & Crabtree,
2006). Semi-structured interviews were chosen to delve deeply into social and personal
matters. For women, community leaders and health personnel participants, the
individual interviews were conducted to give more time and room for participants to

share their experiences and perceptions on MRH provision during the disaster response.

B. Sampling

Participants in this research were: women who were pregnant during the 2013 eruption
and who were users of MRH services; community leaders who were part of the affected
communities as well as policy implementers; health personnel who were the health
providers during the event; and government and non-government personnel assigned
at regional and central levels (who represented policymakers). Figure 15 shows the

characteristics of participants in this case study research.
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Figure 15: Locations and characteristics of interview participants

The interviews were conducted in Sinabung, Kabanlahe, Medan and Jakarta. In
Sinabung, participants were women who were pregnant, community leaders and health
personnel. In Karo, Medan and Jakarta, participants were policymakers at the district,
provincial and central levels. All policymaker participants were chosen from those in

executive positions (i.e., heads of sections, heads of offices).

This following table presents the total number of participants involved in this case study

(MRH users, policy implementers and health personnel).
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Number of Participants

n=>58
Women who were pregnant during the 2013 eruption 10
Community leaders 16 (4 females, 12 males)
Health personnel 14 (11 females, 3 males)
Policymakers 18 (9 females, 9 males)

Table 5: Categories of interview participants (number and gender)

In total, 34 females and 24 males participated in the interviews for this case study.

Women Participants

The recruitment of women participants in this research represented MRH users. The
inclusion criterion for women participants was being pregnant during the 2013 eruption.
To define the group of women who were pregnant during the eruption on 15 September
2013, it was determined that women participants should have delivered their babies
between September 2013 and June 2014. This timeframe was used because the average
length of human gestation is 280 days (or 40 weeks) from the first day of the woman’s
last menstrual period (Jukic, Baird, Weinberg, McConnaughey, & Wilcox, 2013). During
recruitment, no women who contacted the primary researcher had a history of abortion

or miscarriage. The selection process is summarised in Figure 16.
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The selection of women participants started with an advertisement. Posters were
displayed on notice boards in warung (local shops), health posts and kantor kepala desa
(office of village leaders) in November 2017. As of 5 January 2018, a total of eight women
from Village 1 and nine women from Village 2 had contacted the primary researcher and
expressed their desire to voluntarily participate in this study. After asking the date of
birth of their children and cross-checking this with the list of children who attended
monthly immunisations from the village midwives’ book, women were recruited as

described below.

A. Women from Village 1: Among eight candidates, five women were included and
three were excluded.

a. The five women were included because they had delivered their babies
between 15 September 2013 and June 2014, assuming that they were in
different trimesters of pregnancy during the 2013 eruption.

b. Three women were excluded because:

- Two had delivered their babies before 15 September 2013, meaning that
when the eruption occurred, they were no longer pregnant.

- One had delivered after June 2014, and it was assumed that she fell
pregnant after the eruption.

B. Women from Village 2: Among nine candidate participants, five were included
and four were excluded.

a. The five women were included because they had delivered their babies between
15 September 2013 and June 2014, assuming that they were in different
trimesters of their pregnancy during the 2013 eruption.

b. Four candidates were excluded because:

- One woman delivered her baby before 15 September 2013, meaning that
she was no longer pregnant when the eruption occurred.
- Three women had delivered after June 2014, and it was assumed that

they fell pregnant after the eruption.

This following table summarises the demographic characteristics of the participating

women.
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.. Village1 Village 2
Woman Participants (n=10)

n=5 n=5
Age, years
- 18-24 2 1
-25-49 3 4
Tribe
- Karonese (local tribe) 5 4
- Non Karonese 0 1
Religion
- Muslim 1 4
- Protestant 2 1
- Catholic 2 0
- Kong Hu Cu 0 0
- Buddhist 0 0
- Hindu
Average daily income
- Less than Rp50,000/day (around NZDS5) 0 0
- Between Rp50,000 and 100,000/day (around NZD5-10) 5 5
- More than Rp100,000/day (around NZD10) 0 0
Average daily expenditure
- Less than Rp50,000/day (around NZDS5) 1 0
- Between Rp50,000 and 100,000/day (around NZD5-10) 4 5
- More than Rp100,000/day (around NZD10) 0 0
Daily job
- Farmers 5 5
- Others 0 0

Table 6: Characteristics of women participants

Women Participants from Village 1: FGD 1

The five women participants from Village 1 were gathered in one group (FGD 1). The
study used the WHO’s demographic definition of women of reproductive age, which
ranged from 15 to 49 years, as well as that for children younger than 18 years (WHO,
2004). All five participants were aged 19-49 years; no participant was younger than 18
years. Participants’ education level varied from intermediate to undergraduate levels;
two participants had graduated from intermediate school, two participants had
graduated from high school and one had an undergraduate degree. All participants were
farmers. During the interviews, two participants were pregnant, and three were not

pregnant. Three participants reported that they had experienced their first pregnancy



110
(primigravida) when the 2013 eruption occurred, and the other two participants were

multigravida during the 2013 eruption.

Information gathered during the FGD was analysed using notes taken during the
sessions that captured observations about non-verbal communication during the
session, as well as re-listening to the audio recording. After analysing the information
provided by participating women, the researcher contacted all five participants for
individual interviews. To complement the limitations of FGDs (Krueger & Casey, 2014),
the individual interviews aimed to gain an in-depth understanding and provide more
time and room for each participant to speak and explain their experiences during the
eruptions. The criteria for selecting FGD participants for an individual interview were:
those who shared significant information, those who were not able to explain or
elaborate issues/information during the FGD and those who were not able to speak

during the FGD.

Women Participants from Village 2: FGD 2

The five women participants from Village 2 formed another group (FGD 2). None of the
participants were younger than 18 years, and all were aged 19-49 years. Participants’
educational level varied from elementary to high school levels; two participants had
graduated from elementary school, one had graduated from intermediate school and
two had graduated from high school. All participants reported that they worked as
farmers. None of the participants was pregnant during the interview. Two participants

were primigravida during the 2013 eruption, and the other three were multigravida.

Information gathered during FGD 2 was analysed using notes taken during the sessions
that also captured observations about non-verbal communication, and re-listening to
the audio recordings. After analysing the information provided by these women, the
researcher contacted the three participants for individual interviews who had provided
new information during the FGD. Unfortunately, only one participant was available for
an interview. The other two participants were away from the village as one went to
Medan for a prolonged stay because she had to take care of her sick mother-in-law, and

the other woman went to work on a farm located outside Siosar.
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Community Leader Participants

The recruitment of community leader participants represented both the affected
population and those involved during the 2013 emergency response. The selection

process is summarised in Figure 17.
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The selection of community leader participants started with an advertisement displayed
on posters on notice boards in warung (local shops), health posts and kantor kepala desa
(office of village leaders) in November 2017. As of Wednesday, 3 January 2018, a total
of eight community leaders from Village 1 and 10 from Village 2 had contacted the
primary researcher and expressed desire to voluntarily participate in this study. The
primary researcher asked permission to check their position in each village with the
village administrators. All candidates had leading positions within their communities,

and were all contacted to participate in this study.

A. Community leaders from Village 1: Among eight candidate participants that
were invited, seven attended the FGD; one could not attend because of an
urgent task.

B. Community leaders from Village 2: Among 10 candidate participants that were

invited, nine attended the FGD; one could not attend for an urgent family reason.

The following table summarises the demographic characteristics of the community

leader participants.

. .. Village1 Village 2
Community Leader Participants (n=16)

n=7 n=9
Age, years
- 18-24 1 2
-25-49 2 3
- More than 50 4 4
Sex
- Male 6 6
- Female 1 3
Function
- Village head 1 0
- Religious leader 2 3
- Members of women’s groups 1 2
- Planning officer 1 2
- Village treasurer 2 2
Tribe
- Karonese (local tribe) 6 9
- Non Karonese 1 0
Religion
- Muslim 5 4
- Protestant 1 4
- Catholic 1 1
- Kong Hu Cu 0 0
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- Buddhist 0 0

Table 7: Characteristics of community leader participants

Community Leader Participants from Village 1: FGD 3

The seven community leader participants from Village 1 formed one group (FGD 3). One
participant was a woman and six were men. Information gathered during the FGD was
analysed using notes taken during the sessions that also captured observations of non-
verbal communication during the session, and re-listening to the audio recording. After
analysing the information obtained, the researcher contacted four participants for
individual interviews. These four participants were chosen because they provided
information that needed to be explored further. Inviting them for individual interviews
gave them more time and room to speak and explain their experiences during the

eruptions.

Community Leader Participants from Village 2: FGD 4

The nine community leader participants from Village 2 formed another group (FGD 4).
Three participants were women and six were men. Information gathered during the FGD
was analysed using notes taken during the sessions that also captured observations of
non-verbal communication, and re-listening to the audio recordings. After analysing the
information provided by participants, the researcher contacted the four participants

who provided new additional information for individual interviews.

Health Personnel Participants

The recruitment of health personnel participants represented the MRH providers who
were involved during the 2013 emergency response. The selection process is

summarised in Figure 18.
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The selection of health personnel participants started with an advertisement displayed
on notice boards at the Puskesmas and the District Health Office of Karo in December
2017. As of Wednesday, 3 January 2018, eight health staff from Puskesmas 1 and nine
from Puskesmas 2 had contacted the primary researcher and expressed desire to
voluntarily participate in this study. The administrators from the two Puskesmas shared
the list of staff with the Researcher to ensure that all participants were genuine

Puskesmas staff.

A. Health personnel from Puskesmas 1: Among eight candidate participants, six
were included because they were involved during the 2013 response. Two
participants were excluded because they had joined the Puskesmas in 2015.

B. Health personnel from Puskesmas 2: Among the nine candidate participants,
eight were included because they were involved during the 2013 response. One

participant was excluded because they had joined the Puskesmas in 2015.

This following table summarises the demographic characteristics of the health personnel

participants.

Puskesmas 1 Puskesmas 2

Health Providers Participants (n=13)

n=6 n=7
Sex
- Male 4 6
- Female 2 1
Function
Head of Puskesmas 0 1
Head of Family, Maternal and Child Health Unit 1 1
Village midwives 2 4
Pharmacist 1 0
Nutritionist 1 0
Hygiene promoter 1 1
Others 0 0
Tribe
- Karonese (local tribe) 6 7
- Non Karonese 0 0

Table 8: Characteristics of health personnel participants
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Health Personnel Participants from Puskesmas 1: FGD 5

The six participants from Puskesmas 1 formed one group (FGD 5). Four participants were
women and two were men. After analysing the information provided, the researcher
contacted four participants for individual interviews to gain a greater understanding of
the issues mentioned. The criteria for selecting participants for individual interviews
were: those who shared significant information, those who were not able to explain or

elaborate issues/information and those who were not able to speak during the FGD.

Health Personnel Participants from Puskesmas 2: FGD 6

The eight participants from Puskesmas 2 formed another group (FGD 6). Seven
participants were women and one was a man. Information gathered during the FGDs
was analysed using notes taken during the sessions, re-listening to the audio recordings
and reading the observation paper that captured non-verbal communication during the

session.

There was not enough time in the 1-2-hour sessions to capture the experiences and
stories from all health personnel. Therefore, all of these participants were invited for
individual interviews to gain an in-depth understanding of the provision of MRH during

the 2013 disaster.

Policymaker Participants
A total of nine females and nine males participated in interviews for this case study
research. The sampling of these participants was based on the inclusion and exclusion

criteria, as follows.

Inclusion criteria:

- Holding a managerial level position during the 2013 eruption;
- Managed directly (came down to the affected site) or indirectly (involved
remotely from Jakarta/Medan) in the emergency response to the 2013 eruption;

- From fields related to this study, either health (MRH) or disaster management.
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Exclusion criteria:

- Holding a non-managerial post during the 2013 eruption;
- Did not manage the emergency response of the 2013/recently posted as a
manager;

- Held a managerial post in fields that were not related to this study.

The recruitment of government and non-government stakeholders at central, provincial
and district levels was meant to represent the policymakers that played a role in MRH

in emergencies and DRM. The selection process is summarised in Figure 19.
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The selection of policymaker participants started using advertisement posters (in Kabanlahe and
Medan) and a mailing list (Jakarta). Posters were placed on the announcement boards of the
district and provincial health and disaster management offices. As no one showed interest in
participating in this study, the researcher modified the sampling approach by using a
snowball/chain referral sampling method (Biernacki & Waldorf, 1981; Goodman, 1961). This
approach has been used in qualitative research with hard-to-reach populations (Heckathorn,
2011; Morgan, 2008). Snowball sampling allowed the researcher to reach policymakers who were
usually ‘busy persons juggling with place and time’ using referrals from ‘initial informants to
nominate other participants who meet the eligibility criteria of a study’ (Morgan, 2008, p. 2).
Desmond (2004) described challenges in studying an elite group and noted that time and place
are some of the main issues encountered when dealing with these persons. Another reason for
using snowball sampling was to get referrals for policymakers from the same institution at the
district, provincial and central levels to provide additional explanations and gain an in-depth

understanding about issues related to the research.

The following table summarises the demographic characteristics of policymaker participants.

KabanJahe Medan Jakarta

Policymaker Participants (n=18)
n=4 n=5 n=9

Sex
- Male 3 2 4
- Female 1 3 5
Institution
Government organisations 3 4 7
Non-governmental organisations 1 1 2

Table 9: Characteristics of policymaker participants

Selection of Policymaker Participants in Kabanlahe, Karo District

The selection started with a poster displayed on notice boards in the office of Dinas Kesehatan
Kabupaten (District Health Office) and Badan Penanggulangan Bencana Kabupaten (District
Disaster Management Office) of Karo District in November 2017. By the end of December 2017,

the researcher had not received any expressions of interest via email or telephone.
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The researcher then contacted the Head of Dinas Kesehatan Kabupaten and Badan
Penanggulangan Bencana Kabupaten of Karo District to asking for potential stakeholders to
participate in this study. The researcher received nine names, of which seven were contacted.
Two of the names provided could not be contacted because the telephone numbers were not
valid. Among the seven individuals that were contacted, three government officials and one non-
government person agreed to participate in the study. The information sheet was sent to

participants 1 week before the interviews.

The interviews were conducted in the office of each stakeholder. Three were rescheduled twice
because of urgent calls from superiors (i.e. Bupati/Head of District). This data collection was
conducted during the first quarter of the year, when these offices are usually busy with annual

planning and review meetings.

All participants were given opportunities to clarify and ask questions related to this study. They
signed informed consent forms before the interviews commenced and agreed to be audio
recorded. After each interview session, the researcher highlighted the importance of gaining
more explanation from policymakers at the provincial and central level. The researcher asked
participants from district level if there were any relevant persons at the provincial level that

would be interested in participating in this study.

Selection of Policymaker Participants in Medan, North Sumatera Province

Having been referred to and received contact from policymaker participants at the district level,
the researcher reviewed their names and functions against inclusion criteria. The researcher
received six names, and contacted them first via text message and then by telephone. In Medan,
the female research assistant advised that sending text messages (either SMS or WhatsApp) to
introduce the researcher’s identity and purpose before making a telephone call was more
acceptable and workable. People in Medan do not usually answer the telephone to calls from
unknown numbers, as many sales people randomly call people on their mobile phones. Also, the
research assistant noted that pejabat-pejabat (policymakers) were not familiar with this kind of
communication, including responding to a request to participate in a study, or using emails as it

was quite rare for them to use email.
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The researcher contacted the six names provided. Five people (four government and one non-
government) agreed to participate in this study. One candidate did not show interest in
participate in the study because of another commitment. Information sheets were sent out
around 2 weeks before the interviews. The interviews were conducted in the office of each
stakeholder. All participants were given opportunities to clarify and ask questions related to this
study. They signed informed consent forms before the interviews commenced and agreed to be
audio recorded. After each interview session, the researcher highlighted the importance of
having further explanations from policymakers at the provincial and central level. The researcher
asked participants from the provincial level if there were any relevant persons at the national

level that would be interested in participating in this study.

Selection of Policymaker Participants in Jakarta, Central Level

A total of six names were given to the researcher by participants from the provincial level. A
review of their functions showed that one did not meet the inclusion criteria. Similar to the
procedure used in Medan, initial communication was via text and then telephone calls. All five
potential participants agreed to be interviewed. An additional six names were provided after the
sessions with participants from Jakarta. These additional six names were then reviewed against
the inclusion criteria and contacted; all of these participants agreed to be interviewed. In total,
seven government and two non-government participants were involved in the individual

interviews.

Information sheets were sent out around 1 week before the interviews. The interviews were
conducted in the office of each stakeholder. All participants were given opportunity to clarify and
ask questions related to this study. They signed informed consent forms before the interviews

commenced and agreed to be audio recorded.

Ethics

The ethical aspects considered when conducting this case study research are explained using the
Treaty of Waitangi principles of partnership, participation and protection. These principles were

chosen because there are no such ethical principles written in Indonesia. The Treaty of Waitangi
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principles of partnership, participation and protection were also used when submitting the ethics

application for this study to the Auckland University of Technology Ethics Committee (AUTEC).

The AUTEC approved this research on 18 July 2017 (AUTEC Reference number: 17/231). In
Indonesia, the Badan Kesatuan Bangsa dan Politik - BaKesBangPol (the national unity and politics
body) of North Sumatera province approved this research on 14 August 2017 (Reference number:
070-4124 / BKB-P) and on 8 February 2018 (Reference number: 070 — 312 / BKB-P). In addition,
the Health Research Ethics Committee of the Faculty of Nursing University of North Sumatera
approved this research on 25 July 2017 (Reference number: 1262/VII/SP/2017). The AUTEC

ethichs approval and local ethics approval are presented in Appendices D, E, and F.

Partnership

In the initial consultations with the community leaders and after they were given the overview
of the research, they welcomed the researcher and indicated they valued the aim of the study.
Specifically, members of women’s groups were enthusiastic about the research experience and
wanted to see improvement in MRH services for pregnant women during a disaster in Indonesia.
During the consultation sessions, snacks, drink and food prepared by the village women were
served. They were also happy to use their carpets during interview sessions at their jambur

(community hall).

The recruitment of the female research assistant was helpful in building relationships and trust
with local communities, particularly with women. In addition, the research assistant was helpful
in making contacts with health personnel, as she is a midwife working in a hospital in Medan, the

capital of North Sumatera Province.

Participation

During the consultation with community leaders in Sinabung, the researcher asked stakeholders
to participate in this research by sharing their opinions and suggestions on how well the research
could be conducted. The provided suggestions related to logistics and accommodation for the
researcher and female research assistant. Furthermore, during data collection, the FGDs and
individual interviews were conducted in a participatory manner. Participants were given
opportunities to choose the best time for meeting the researcher. Women participants were
given opportunity to choose whether they preferred to be interviewed by the male researcher,

the female research assistant or both.
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Protection

The researcher conducted the recruitment process and the research assistant was not included
in the selection process. The researcher interacted with the participants through email,
telephone calls and face-to-face communication. After the decision regarding participation was
made, the research assistant gave the information sheets to some of the women participants.
This process was used to protect information related to potential participants and avoid bias or

conflicts of interest, as the research assistant might have nominated someone she knew.

Each interview was conducted in a secure place where other people could not listen to the
conversation. The aim was to prevent ‘dinding bertelinga’ (wall has ears). The FGDs and individual
interviews with women were challenging because of the tendency for babies and children to be

present. The children were given paper and crayons to keep them occupied.

Participants were informed about the protection and confidentiality aspects of their
participation. The agreement about protection and confidentiality was stipulated in the consent

forms signed by each participant.

C. Concurrent data collection and analysis
Data analysis commenced simultaneously with data collection in an ‘intermingled fashion’ (Yin,
2012, p. 175). Although generic semi-structured interview questions were prepared and
reviewed during the pre-understanding interview at the pilot testing stage, the interview guide
was informed by data analysis from the previous stage, and adjusted according to the previous

findings and analysis.

The field notes were initially written in Bahasa Indonesia. The FGDs and individual interviews
were recorded using a tape recorder and transcribed in the original language. To help transform
data into meaningful outputs (Gibbs, 2008; M. D. Myers, 2013), the verbatim transcription in
Bahasa Indonesia was used as the basis for data analysis. During transcription, non-verbal
communications (including gestures and intonation) were captured and indicated in brackets.
This allowed the researcher to gain an in-depth understanding of the phenomenon by analysing

the data in the original language.

The female research assistant helped in the analysis process by typing up the findings while the

primary researcher performed further checking. In addition, some interviews were transcribed
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by the primary researcher, and the female research assistant read through and checked for

missing information. All transcripts were uploaded into NVivo software to facilitate data analysis.

Stage 4: Data Analysis

This section explains the process of data analysis. This started with the preparatory work before
analysing data through transcription and the use of NVivo software, and was followed by the
process of analysing data using thematic analysis based on the model developed by Braun and
Clarke (2013). This explains how the diagnostic event approach influenced the data analysis. This
section concludes with an explanation of how data gathered from different groups of participants

were triangulated and analysed.

All transcripts were stored in NVivo to allow the researcher to audit findings and guard against
excessive emphasis on rare results that happened to suit the researcher’s preferred argument
(Bassett, Mills, Durepos, & Wiebe, 2009; Bergin, 2011). NVivo has nodes that are collections of

references with specific themes, places, people or other areas of interest.

Although data analysis was performed in the original language (Bahasa Indonesia), the transcripts
were made available in English using Google translate. Only selected quotes were properly
translated into English. The translation process from Bahasa Indonesia to English used a
piecemeal or ‘elegant free translation’ strategy, whereby only a few quotes were included to
place the material in context (Birbili, 2000). Furthermore, to manage translation issues, this study
used the following steps. 1) Preparation of the interview checklist, focus group topic guides,
letters of invitation and consent forms were pre-tested and piloted in the local language
(Hambleton, 1993). 2) The primary researcher compared two versions of the transcripts (Ercikan
& Roth, 2011; Halai, 2007). 3) Triangulation was performed using multiple methods (Mason,
2002; Scapens, 2004).

Application of Thematic Analysis and Diagnostic Event During Data Analysis

Data collected from the field were analysed using a thematic analysis approach. Thematic
analysis is a method for identifying, analysing and reporting patterns (themes) within data (Braun
& Clarke, 2013). Gerard Houlton invented thematic analysis in 1970 (Merton, 1975), and it began

to appear as an approach for analysing qualitative data in the 1980s and 1990s. Since 2006,
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through Braun and Clarke, thematic analysis has been increasingly used (Braun, Clarke, & Terry,
2014). The thematic analysis described by Braun and Clarke emphasises reflexivity during data
analysis and has six step: familiarisation with data, generating initial codes, searching and

reviewing of themes, defining and naming themes and reporting (Braun & Clarke, 2013).

This case study used a reflective thematic analysis approach to gain an in-depth understanding
of the phenomenon under study. Data analysis commenced simultaneously with data collection
in an ‘intermingled fashion’ (Yin, 2012, p. 175). Data were categorised into a coding framework
(DeCuir-Gunby, Marshall, & McCulloch, 2011) with three levels of codes: descriptive,
categorisation and analytic. During the data analysis, this retrospective case study relied on the
theoretical proposition (Yin, 2013) of better preparedness for better response. Data and
information were analysed to evaluate whether the preparation measures had helped during the
emergency response to the 2013 eruption of Mount Sinabung. This theoretical proposition
stemmed from the ‘why’ and ‘how’ based on data from the document and policy analysis, as well

as the interviews, which helped to understand the process of integration.

During the concurrent data collection and analysis processes, the diagnostic event approach
helped to identify ‘signs’, that were part of the objective evidence that could be ‘diagnosed’ from
having a thorough ‘anamnesis’ to gain an in-depth understanding of the history. The application
of anamnesis in this case study was through individual interviews and FGDs. Undertaking
fieldwork provided an opportunity to apply anamnesis and physical examination to gain an in-
depth understanding of the phenomenon. When conducting anamnesis and physical
examination in the field, the diagnostic event approach allowed the researcher to perform a
diagnostic procedure that consisted of ‘inspections, palpations, percussions and auscultations’.
This was achieved by obtaining demographic information, interviewing participants, recording
the conversations, inspecting the non-verbal communication of each participant,
‘palpating/investigating’ participants’ statements by probing their answers, ‘percussing/tapping
into’ their experiences and listening carefully when they were telling their stories. Furthermore,
as the data were transcribed, the recorded interviews were played along with reading the
transcriptions to ‘auscultate/re-listen’ to participants’ stories and experiences. This data analysis
stage was part of the diagnostic process and generated a lot of information that
suggested/informed revisions and adjustments to key indicative questions for subsequent

interviews.
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Furthermore, the diagnostic event approach helped to analyse the data using the reflective
thematic analysis model. To define the diagnosis, the reflective thematic analysis of Braun and
Clarke (2013) was used to analyse the data. The six stages of reflective thematic analysis
described by Braun and Clarke start with the familiarisation stage, encompass generating codes
and reviewing and defining themes, and finishes with reporting. Throughout these stages, a set
of main or ‘diagnostic’ questions were created and used to help the process. Table 10 locates the
set of diagnostic questions in each stage of the reflective thematic analysis. This cyclical process

(could) continue across the cycle.

Reflective Diagnostic Questions
Thematic

Analysis
(Ste