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Abstract
Background
Indonesian maternal health policies state that community health workers (CHWs) are responsible for detection and referral of pregnant women and postpartum mothers who might suffer from mental health problems (task-sharing). The documents have been published for a while, however reports on the implementation are hardly found which possibly resulted from feasibility issue within the health system.

Aims
To examine the feasibility of task-sharing in integrated mental health care to identify perinatal depression in Surabaya, Indonesia.

Methods
Semi-structured interviews were conducted with 62 participants representing four stakeholder groups in primary health care: program managers from the health office and the community, health workers and CHWs, mental health specialists, and service users. Questions on the feasibility were supported by vignettes about perinatal depression. WHO’s health systems framework was applied to analyse the data using framework analysis.

Results
Findings indicated the policy initiative is feasible to the district health system. A strong basis within the health system for task-sharing in maternal mental health rests on health leadership and governance that open an opportunity for training and supervision, financing, and intersectoral collaboration. The infrastructure and resources in the city provide potential for a continuity of care. Nevertheless, feasibility is challenged by gaps between policy and practices, inadequate support system in technologies and information system, assigning the workforce and strategies to be applied, and the lack of practical guidelines to guide the implementation.

Conclusion
The health system and resources in Surabaya provide opportunities for task-sharing to detect and refer cases of perinatal depression in an integrated mental health care system. Participation of informal workforce might facilitate in closing the gap in the provision of information on perinatal mental health.
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CHWspregnancy
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HIVhuman immunodeficiency virus
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MoHAMinistry of Home Affairs
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WHOWorld Health Organisation




Background
Community health workers (CHWs) in Indonesia are encouraged to be able to examine mental health problems experienced by pregnant women and postpartum mothers, which are stated in two policy documents: “the Guidance of Integrated Antenatal Care” [1] and manual for CHWs [2]. Nevertheless, despite policy and guidelines available, there is little data to indicate that this concept is being implemented.
The prevalence of maternal mental health problems in Indonesia is under-recorded. Neither the national health survey conducted regularly every 5 years nor the annual Indonesia health profiles [3] present specific information regarding maternal mental health. Only a small number of epidemiologic studies on maternal mental health have been conducted, including one in Surabaya [4], that found the prevalence of perinatal depression was 22% [4, 5] (based on a cut-off point > 10 of Edinburgh Postnatal Depression Scale (EPDS), far higher than the reported global prevalence of 12% [6, 7]. Both the lack of information regarding implementation of policies on maternal mental health and the high prevalence of depression are reasons to initiate mental health care as part of maternal care in Surabaya, particularly identification of perinatal depression. Under the guidelines on integrated mental health in PHC [8], integrated mental health care could be developed. Within PHC system, there are integrated health service posts (ISPs) where CHWs work for maternal care in the community (see Fig. 1). A recent mental health policy accommodates the role of CHWs in mental health areas [9], even though not all administrative governments have implemented the decree. This policy provides an opportunity for task-sharing, i.e. CHWs to identify mental health problems in women during pregnancy and the postpartum period.[image: A13033_2018_208_Fig1_HTML.png]
Fig. 1PHC system and networks





Task-sharing in general mental health care has been reported in other district in Indonesia [10] and other countries [11, 12]. This approach has also been applied for maternal mental health care [13–15]. In Surabaya, mental health care has been integrated into primary health care (PHC) centres, for several years [16–18], providing a basis for initiation of mental health care by CHWs [15, 19, 20].
While task-sharing in maternal mental health care has a legal policy foundation, annual reports indicated that it has neither been implemented in Surabaya nor known whether this is feasible and acceptable within this district health system [21–23]. To fill this knowledge gap, a comprehensive qualitative study was conducted to examine the feasibility and acceptability of task-sharing for perinatal depression, as well as the skills and competencies of CHWs to carry out the role. This article reports on a feasibility study based on perceptions of health system stakeholders.
Role of CHWs within health system
The health system in Indonesia is administered in line with decentralization of the government system, such that services are decentralized to provincial and district governments under the Ministry of Home Affairs (MoHA) [24]. District governments operate health services provided through PHC centres called puskesmas, which typically reside in a sub-district. These centres supervise and support a wide network in the village level, including integrated health service posts (ISPs) known as posyandu, and village midwives (see Fig. 1).
An ISP involves intersectoral cooperation between the Ministry of Health and the MoHA at the village level [25], through a body called ‘ISP working group’ [26]. This working group coordinates with women’s agency of the MoHA called the family welfare movement (FWM) to run an ISP monthly activity [27] whose operationalization is managed by a PHC centre [28]. The FWM recruits CHWs who are volunteers from local community and allocate tasks for them. There are five main services of maternal and child health care at an ISP [28–30], therefore the FWM should ensure that there are at least five people to run an ISP. CHWs who specialize in this task are called CHWsMCH in this article.
CHWs are responsible to assist health workers (e.g. village midwives) in maternal and child health care, nutrition advice and family planning during ISP activity; assist them in antenatal care such as organizing maternal classes; and undertake home visits for perinatal care [30]. Before taking the role, CHWs are trained in health-related areas by the health office, mainly in maternal and child health [30, 31], but also in other health areas. The relationship and roles of the PHC centre, FWM, and ISP working group in relation to the ISP and CHWs are presented in Fig. 2.[image: A13033_2018_208_Fig2_HTML.png]
Fig. 2The relationship among ISP, CHWs, and PHC centre. PHC centre is health service providers at sub-district; an ISP is a community-based health care; CHWs are the community volunteers running an ISP; IWG is a village agency that establishes ISPs; FWM is women agency at the village that support ISPs





In certain circumstances, the role of ISPs extends to other health areas or areas other than health, such as social services and family welfare [30, 32]. When there are no people who have agreed to work voluntarily, a CHWMCH may also be co-opted for this purpose, resulting in multiple roles for one CHW [32] including population and civil administration-related services [30].

Aim of the study
The current study aimed to examine the feasibility of task-sharing of perinatal depression care in the health system in Surabaya. The aim was achieved through interviews to obtain perspectives of four types of stakeholders in the health system: (1) program managers, (2) health workers, including CHWs, (3) mental health specialists, and (4) service users.


Methods
Setting
The research took place at PHC centres in Surabaya that provide a psychological service, several ISPs managed by that PHC centre and a district hospital in Surabaya, and the District Health Office. There are 62 PHC centres in Surabaya and some of them provide psychological services. Three PHC centres were selected as the study sites: Centres A, B, and C, whereas Centre D was selected for a pilot study. They have different numbers of ISPs and Centre C was selected as it has the highest number of pregnant women, ISPs, and CHWs. ISPs were selected based on the centre’s advice.

Participants and inclusion criteria
Participants in the study were recruited from four groups of stakeholders: program managers, health workers, mental health specialists, and service users. Program managers consisted of two participants from the health office (district program managers) and three participants from three villages (community program managers). District program managers were the Head of the section of primary care service delivery that is in charge of maternal care and the head of the section of special health care that is responsible for mental health care. The three community program managers were members of an ISP working group from three villages which are responsible for organizing CHWsMCH in the selected ISPs, viz. an ISP from Centre C with a high population of Madurese (ISP CM), one populated by Javanese (ISP CJ), and one from a non-slum area (ISP CN). Health workers comprised 12 formal health workers from three centres and 12 CHWs. Health workers were the centre managers, (mental health) counsellors, midwives, and nurses. CHWs were recruited from six ISPs, each of which typically has five CHWs and two of them were recruited: one leader (CHW-manager) and one member (CHW-member). Mental health specialists were a psychologist and a psychiatrist at the district hospital (Dr. Soewandhi Hospital). Two other psychologists and one psychiatrist were recruited from other places. Service users were 15 pregnant women and 13 one-year postpartum mothers (they will be called ‘women’ and/or ‘mothers’ interchangeably). Pregnant women were in their first pregnancy (primigravida) or subsequent pregnancy (multigravida) at any stage of pregnancy and had visited a health facility at least once. Postpartum mothers were mothers of a first child (primipara) or mothers of subsequent children (multipara). Two to three women were recruited from each ISP based on the percentage of pregnancy among women aged 15–49 [33]. The research setting and the participants are summarized in Fig. 3.[image: A13033_2018_208_Fig3_HTML.png]
Fig. 3Research setting and the participants. PHC primary health care, ISP integrated health service post, CHW community health worker, FWM family welfare movement (PKK), CM, CJ, and CN sites for majority groups of population within Centre C coverage: CM for Madurese, CJ for Javanese, CN for non-slum area






Data collection
Semi-structured interviews were conducted individually by ES. The interviews consisted of questions on: (a) demographic information; (b) knowledge and attitude to mental health of mothers; (c) two vignettes about perinatal depression cases; and (d) the feasibility. Four different vignettes about perinatal depression cases were developed, two of which were presented to each participant according to their stakeholder group. The vignettes were presented before questions on whether participants have experienced a similar situation (for service users) or have dealt with similar clients (for service providers and community program managers), their perception of the importance of maternal mental health, and their views on the feasibility of task-sharing. Data collection was pilot tested in Centre D. All interviews were carried out in private settings, such as at home (for CHWs, pregnant women and postpartum mothers), or at their workplace (for health workers and program managers) and transcribed in Indonesian.

Data analysis
Analysis of the data was carried out deductively with a framework analysis (FA) approach in the local language (Indonesian) using MS Word and the NVivo software program. Framework analysis has five key steps [34, 35]: (1) coding (indexing), (2) developing a working analytical framework, (3) applying the analytical framework, (4) charting data into the framework matrix, and (5) mapping and interpreting the data. WHO’s health systems framework was applied to direct the analysis. This framework suggests that a health system consists of six building blocks: health service delivery, leadership and governance, health workforce, health information system, medical products and technologies, and a health financing system [36]. Using MS Word, the researcher (ES) and an independent analyst, who is an Indonesian researcher holding a Masters degree from the University of Melbourne, read a set of transcripts from pilot interviews to identify emerging themes and to initiate the development of a thematic framework. The framework, which was presented in English, was then validated by the research team until a developing framework was agreed to be applied. The next step was indexing, which applied the framework to all the transcripts using NVivo 11. Frequent discussions with the whole research team took place throughout the data analysis phase, for which some transcripts were translated into English and analysis was evaluated by research team (RK), to ensure that interpretations were credible, valid, and shared.

Ethics approval
Ethics approval for the study was obtained from the University of Melbourne (No. 1543833). A research permit was given by the Health Office of Surabaya. Informed consent was obtained from all participants prior to data collection.


Results
Participants
Recruitment of participants and interviews were carried out simultaneously from June to August 2015. In total, 62 participants from four groups of stakeholders were interviewed. The distribution of participants was as planned, but some adjustment was needed for the service users group. There was one pregnant woman from village CM who agreed to be interviewed but at the end refused to do so, whereas another pregnant woman from the same village agreed to participate in the study to enrich the voices of Madurese.
The demographic composition of the participants is as follow. Only four participants were male: three were specialists and the other one was a health worker. The ethnic background of the majority of participants was Javanese, with slightly more than ten percent being Madurese, and other ethnic groups comprising less than two percent. The age of participants was varied, but was above 25 years of age for all groups other than service users. All CHWs and community program managers were in their 40 s or above, had finished high school (junior and senior) but had no formal employment. Half of the service users were in their 20 s and only ten percent were under 20 years. More than three-quarters of these users had finished high school. Around 20% were primigravida, almost 70% had one or two children, and about ten percent had three or more children.

Feasibility of extending CHWs’ role within the health system
There were many shared views among stakeholders on factors that enable or hinder feasibility, as shown in Fig. 4.[image: A13033_2018_208_Fig4_HTML.png]
Fig. 4Factors contributing to feasibility of CHWs taking role in integrated mental health care in Surabaya





Leadership and governance
Perceptions of feasibility based on leadership and governance factors were reported by program managers, a centre manager and a specialist. These participants described feasibility in these areas as being related to the availability of strategic and technical policies at national and district level, the intersectional collaboration between the general health service delivery sector and the special health care sector, and the autonomy of PHC centres to design context-specific programs.

The provision of national mental health policies
One factor that enables the feasibility of task-sharing in perinatal depression is the availability of two national policies on mental health. The first one is a national policy that shifted mental health care from hospital to community-based, called Community Mental Health Action Team (also known as Tim Pelaksana Kesehatan Jiwa Masyarakat or TPKJM), adopted in 2002. The second policy is the current national strategic policy “Indonesia bebas Pasung (Indonesia Free from Shackles) by 2015”. A program manager stated that the latter program has become the pivotal point and timeframe for mental health actions, such as training on mental health detection to general practitioners and nurses in the centres, and out-reach activity to find mental health cases in the community. These policies do not refer to maternal mental health directly; however, they have brought about the establishment of mental health service units in several centres. The program manager for specialist care described how the policies have guided the formation of an out-reach team involving CHWs to find out people with mental health problems who live shackled. The significant number of cases found by the team generated attention to the importance of mental health issues and led to the establishment of mental health service units in several centres. She said:“Mental health is not a primary program, but an extended program. It has not got attention until during the outreach program–visiting patients at their original places-we found a lot of cases. Finally, the head office said ‘let’s develop your mental health unit’…. Because it should be free from pasung [shackle] by 2015, isn’t it?” (DPM 2)



The manager added that two centres have established a mental health unit and another one is under preparation. Moreover, the community mental health action team policy led to the formation of a collaborative team across sectors to find and tackle mental health cases in the community based on their needs. Subsequently, the program manager explained that the team works regularly and is monitored directly by the Mayor.
                        “…Tim Pelaksana Kesehatan Jiwa Masyarakat [Community Mental Health Action Team], TPKJM. Yes, we haven’t formed the structure, but I think… The team has not been structured, yet coordination among sectors has worked. Structurally it has not formed yet but the coordination has worked…. Usually each sector sends a letter to the Mayor and then the Office of Human Welfare would organize a meeting. These are from the Office of Social Affairs, of Health, of Housing…” (DPM 2)
                      




Health leader role
The involvement of the Mayor in coordinating the community mental health team was perceived as giving support and attention to mental health care in the city. A specialist reported how he was impressed by the Mayor:“The Mayor, indeed, believes in two principles, first there is no child in Surabaya who does not go to school, and second no sick people in Surabaya are neglected, including people with mental health problems….” (Sp 1)




Coordination between sections in the district
Beside intersectoral collaboration conducted by the community mental health team, coordination between sections in the health office has worked well. The head of the section of general service delivery that organises maternal care felt sure that mental health care could be facilitated within maternal care. She said that integrated antenatal care is an obligation and the integrated care for mental health has been implemented by referring pregnant/postpartum mothers to the psychologist in the centre. She described:
                        “It actually can be done, if the metal health [section] wants. Even though I am from maternal and child health I facilitate this…Those are compulsory, whether a mother is sick or not. An example of this is HIV assessment, it is compulsory…like that. When there is a complaint…yeah… it can be referred to the expert. You may have known that there are psychologists in several centres, so when there is a complaint or as a result of assessment by a GP or midwife, the patient would be referred to the psychologist… if there is no one in the centre, she may be referred to a psychologist at the closest centre.” (DPM 1)
                      




Policy on training of CHWs
Strategic policy at the district level on mental health training for CHWs is another factor to enabling feasibility. The training program for CHWs has been placed into the strategic planning for the following year, focusing on early detection and referral. The training was designed as an extension of the one provided for doctors and nurses. The program manager explained:
                        “We have run training on early detection of mental health cases for health workers, and we plan to do so for CHWs this year….and in 2016 they will be trained in the basic knowledge of early detection and referral. That’s what we want to do.” (DPM2)
                      



The training at district level is more likely to be followed by centres because they have the autonomy to set up MCH-related training for CHWs in their area, allowing the inclusion of mental health in the program. Again, the manager emphasized:
                        “It is the autonomy of the PHC to set up training materials for CHWs, not only about the health of children under five but anything that supports the health of those children.” (DPM 1)
                      




Challenges in implementation
In contrast to policy and planning that supports feasibility, several factors were viewed as challenges to feasibility. First, practical guidelines are required before task-sharing can be implemented in the community. A program manager made the point that even though a guideline has been regulated in the policy document, it may take several years until the guideline results in direct action. Second, there are practical problems with the shared responsibility between centres and the family welfare movement (FWM) in the village. Recruitment of CHWs is supposed to be a FWM task; however, a community program manager complained that in fact the PHC centre took over the task. Third, a centre manager was concerned about financial issues with the autonomy of a centre to arrange particular training for CHWs. Running a local program, which is centre specific is allowed, even though it is not part of a national or district priority, however the centre is responsible for the financial arrangement and the justification. The centre should find the money either from within its own or other funding sources and be able to justify the spending.


Service delivery
Identification at an ISP is not feasible
This study was to assess the feasibility of task-sharing to be carried out by CHWsMCH in their place of work, which is in an ISP. Nevertheless, stakeholders perceived that carrying out the task in an ISP is not feasible. Health workers stated that there are a lot of tasks to be accomplished by CHWs and that they are unable to also carry out task-sharing within the time available. In addition, the ISP was seen by mothers as a place for the health of children under five. Therefore, a lot of adults and children are around, resulting in a lack of sufficient space for privacy. A mother said:
                        “Prefer during home visit. It is impossible to talk about my personal situation because the ISP is for children’s health…it’s better to visit home for that issue.” (Ppt A3)
                      




Service through home visit
In contrast to the ISP, carrying out task-sharing through a home visit was viewed as feasible. Home visits were expected, both culturally and officially. A CPM said that it is culturally accepted in the community to visit a mother who has just delivered a baby. She also stated that CHWs must carry out home visits when required, as part of a government program. A nurse emphasized that home visits have been conducted by CHWsMCH to regularly monitor all aspects of the health of mothers and during these visits CHWs sometimes encountered women with mental health problems. For example, CHWs reported typical behaviours suggestive of a mental health problem, including isolation at home and missing check-ups during pregnancy.
Some CHWs viewed home visits as convenient, as they live close to users and the cost of transportation is minimal. Home visits also allow CHWs to gather more information from mothers, and enable them to approach women in more acceptable ways. A CHW explained:
                        “I usually spend time to visit occasionally, during a spare time. So, it is not in a particular time, because it would be seen as a serious matter. Just pop in, have a chat, sharing as a neighbour friend.” (CHW J4)
                      




Referral
There are two types of referrals, internal and external, and CHWs could be involved in the former. Internal referrals are those that occur among professionals within a PHC centre. These procedures were illustrated by all program managers, some health workers, and by the CHWs. They explained that CHWs could refer depression cases in three formats: a verbal report directly or via telephone, a written report within a monthly report, and a written note in a communication book that delivers messages between CHWs and midwives at a PHC. The basic pathway for either format is from CHWs to village midwife to PHC centre midwife to counsellor at the centre (CHW → village midwife → centre midwife → counsellor). Sometimes a CHW and a village midwife go together to report a case, as one CHW described:
                        “Two of us. Together. When we cannot handle it, we have a midwife coordinator and the coordinator will report to bu Nl [the centre manager]. If we cannot handle it, for example [because of] a psychological thing or need for a mental health consultation, we will go to Lk [the counsellor] ….” (Mw 3)
                      



CHWs might accompany mothers to the PHC centre when required. For other cases, the village or centre midwife and the counsellor come and visit the mother, either with or without a CHW. However, a centre manager was concerned about the lack of a referral book or note that provide details of the problem. Other health workers perceived that referral guidelines which describe the pathways and tasks of each professional are also needed.
External referrals send patients from the PHC to higher-level facilities. These referrals can occur when professionals at the centre cannot handle a health issue anymore, such as when a counsellor cannot handle a mental health case. A specialist and program manager at the health office explained that an external referral can only be made by a doctor in the centre and is directed to the district hospital. A specialist explained that even though a patient was being handled by a counsellor, the referral letter must be sent by a doctor.


Workforce
The study participants raised numerous issues related to human resources. Concern was expressed about recruiting a CHW workforce of the quality required for work on perinatal depression. However, participants also perceived that the health system has training and supervision programs which could enhance skills and minimize such issues.
Availability and recruitment
The primary concern about workforce was the shortage of existing CHWs who qualify as suitable for task-sharing. Even for the general/current role, CHWs’ performance was often seen as being inadequate, due to their often being sick, being too old or their workload simply being too high. Program managers and health workers identified that most CHW-managers have multiple tasks related to their role in health assistance, i.e. in MCH, aged care, TB, dengue prevention, etc. A centre manager stated:“I have a lot of CHWs: CHWs
                          palliative
                        , I have a CHW
                          LKB
                         who handles HIV and IMS [sexually transmitted disease], I have CHWs
                          TB
                        , leprosy and basically those for communicable diseases, and then CHWs
                          for
                         
                          nutrition
                         called CFC [Community Feeding Centre] which are based at ISPs that handle malnourished-children. Sometimes only one person handles all of these because it is hard to recruit. But we think the person is able to handle all those roles.” (GP 3)



Despite the recognition of high workload from multiple tasks, some health workers perceived CHWs as having the capability to handle those tasks. A program manager in the community suggested that CHWs could carry on several tasks in one go, referring to a strategy to manage tasks. This view underlined the feasibility in terms of human resources.
Having new recruits might be seen as an ideal solution to ease the overburdened CHWs and overcome the quality issue. However, there were some issues involved in getting new people. Firstly, because CHWs are lay community members volunteering their time to contribute to their community, other commitments such as work and domestic responsibilities were among the difficulties in recruiting new CHWs, as was described by some CHWs. A CPM listed social relationships as a second issue, when existing CHWs were seen as an obstacle to attracting and keeping new and younger CHWs. She illustrated this with the example of a potential woman who agreed to be recruited only if a particular CHW was not active in the taskforce anymore; and by another case in which a newly-recruited CHW stopped the role because she was treated badly by a current CHW. Additionally, cultural and demographic issues, such as ethnicity and literacy, came up when a CHW described a difficulty in engaging with women from a particular ethnic background because of their cultural beliefs and/or of low level of education.
Recently, a new group of CHWs, called CHWspregnancy, was established to work for a PHC centre and the Family Welfare Movement (FWM) at the district level, which could also be seen as supportive of the feasibility of task-sharing and as an enrichment of the workforce. These particular CHWs have several tasks, including finding pregnant and postpartum women in the village and monitoring their health status through home visits, taking their pictures regularly to be documented, and making health record on monthly basis. The existence of CHWspregnancy and their tasks was described by a community manager:“Now we have what we call CHWs
                          pregnancy
                        . Here we have Wi, while Wa is from the next neighbourhood. One CHW would work for 2-3 neighbourhoods. They record pregnant women: how is their health status, the risks, including depression, and others. The CHWs monitor them until they give birth. To do so, the CHWs come to FWM representation at ‘dasawisma’ [smallest aggregate of neighbourhood] to collect the data on pregnant women in the area and then they visit the women at home. The community health centre also guides them. There are some in every village, for example this village has 6 CHWs
                          pregnancy
                        .” (CPM 1)




Training and supervision
Training and supervision were perceived as other solutions for quality improvement that were available in the system. Counsellors from three centres reinforced the previous statement from a program manager that mental health training for CHWs and health workers has been carried out in the previous year. Unfortunately, follow-up of the training was challenged by staff rotation when the trained staff moved to a different centre, resulting in the program ceasing. While concerns were raised regarding the adequacy of training, the current strategic plan for training seems to be trying to address this issue. A counsellor said: The health office has provided training for CHW
                      mental
                     
                      health
                    . But I think mere training is not enough; it needs to be continued with follow-up programs” (Cs 3). A district program manager expected that an already- established strategic plan for future training for CHWsmental health from all centres would allow continuous training and sustainability of implementation.
                        “That will be for next year. We will train them. For all centres. The previous one took only one day…therefore we will run the socialization so [the implementation] will not ‘come and go’ anymore.” (DPM 2)
                      



In addition, there is an opportunity for all centres to support the program and to provide supervision sessions for CHWs in the form of a monthly refresher program between health workers and CHWs. As well as supervision, the session is in fact also used for professional development when new and high-priority material needs to be introduced to the CHWs. Such a session could be used if mental health needed to become a topic area. Even better for feasibility is the fact that these regular sessions are financially supported by the health office.


Information
Information systems that generate data about perinatal depression hardly exist, at either national, provincial or district level. Midwives and a district manager clarified that data on pregnancy and childbirth and mental health together is available, but there is no option to include information about mental health during pregnancy or across age. A CHW explained that a special case would be reported in a descriptive note within the regular maternal and child health recording sheet. Health workers suggested several potential ways of producing data on perinatal depression, basically through home visits or approaching pregnant and postpartum mothers directly and recording the information in a specific form. A nurse strongly suggested that the psychology unit could develop a form that could be completed by CHWspregnancy:
                      “…[CHWs
                      
                        pregnancy
                      
                      ] are still working right now and they have to send a report, so it would be better if psychology can provide the sheet. But we may not find, I mean cases are not always found. So, when there are no cases they cannot just leave it blank, rather they still have to write a report, just write ‘nil’ for example.” (Nr 1)
                    



Another way was suggested by a CPM and CHWs-manager from three ISPs. They recommended that CHWspregnancy compile mental health information qualitatively, together with other health data for which they are responsible. Either way, the existence of CHWspregnancy was considered an opportunity for data collection on perinatal depression.
At present, a CHWpregnancy reports data to the centre through village midwives and to the FWM at District level. While PHC centres use the data to determine service delivery to a mother, most CHWs and nurses did not know how the FWM uses this data.
                      “There are CHWs for high risk of pregnancy; there are two of them: one is assigned by FWM at district level, and the other is assigned by the centre. In fact, they are similar in their role and responsibility… The one assigned by the centre will provide a report to us [village midwife] from which the report will be compiled into the MCH unit. The one assigned by FWM will send the report to the FWM at district level.” (Nr 1)
                    




Financing
The financial feasibility of task-sharing is indicated by the availability of incentives for CHWs as compensation for taking the voluntary tasks, the budgeting policy to assign funding to support mental health screening during the pregnancy and 1-year postpartum period, and the open possibility for other funding sources. Currently, CHWs receive transport compensation for their role in each area they undertake (e.g. MCH, elderly, dengue) and, according to a district manager, they will also receive funding from the mental health program when it is set up. CHWspregnancy also receive incentives from the FWM or health office, depending on whom they work with. She emphasized that while the amount may be minimal, it shows the recognition of their roles. The other manager described the financial system assigned for PHCs through universal health coverage (the capitation fund) which could potentially be allocated to support depression identification in maternal care:
                      “There is a solution to do so, using the capitation fund from universal health coverage. Here in Surabaya, which may be different from other districts, there is 60% from the operational budget to be addressed to services’ fee and 40% for others. The 40% will be divided into 30% for medicine and 10% for operational. One third of the 10% operational budget is targeted for health promotion programs which can be arranged for any required actions such as a goodie bag, leaflet, and so on. So, if mental health…, would possibly be printing a screening tool….” (DPM 1)
                    



A similar approach has been adopted to support supervision during the monthly refresher session. The manager added that funds from other sources are also accepted, such as from NGOs or the community. For example, there is an ISP in an exclusive residential area whose activities are fully funded independently by community members.

Medical products and technologies
Medical products and technologies needed for depression identification by CHWs are basically related to the production of screening tools, and technologies for communication and transportation. CHWs currently detect mothers’ mental health in a common way using observation and then record the case as a note in the regular maternal and child health recording sheet.
                      “They [CHWs] detected them in a common way: when a person isolates herself and never out from home and do not go for pregnant examination.” (Nr 2)
                    



There was a disagreement between two specialists on how the identification should be acted upon. One suggested two steps, starting with an interview and then following up with a scale. The other completely disagreed with CHWs identifying depression through an interview, as he believed that this requires a high level of knowledge and skill and therefore requires long-term training. He thought that a simple scale was preferable and he highlighted that tools for assessment of depression already exist and a simple one is quite easy to find.
                      “For identification, it must use a tool that is internationally recognized, so using a depression rating scale is very simple…that is easy and the depression tools are not only one [type], from the simplest to the complex. It is so easy; indeed the tool to detect depression is easy so that we can teach CHWs. Identification using interview is more difficult, it needs a long time to educate CHWs.” (Sp 2)
                    



Means of communication and transportation are not necessary, as CHWs live close by the mothers and the village midwife is not far away. However, health workers and CHWs expressed concerns about the cost involved in taking mothers to the centre or if mothers live far away.
                      “Because it is around the area, therefore transportation is not a problem. I would think twice if it is far away because I cannot ride a motorcycle and automatically I need to ask others to take me there.” (CHW J4)
                    





Discussion
This study aimed to examine the feasibility of task-sharing in the identification of perinatal depression within the health system of the City of Surabaya, from the perspective of the health system’s stakeholders. Policy documents stated that CHWs can carry out this role [1, 2]. Results indicate that the proposed task is feasible to be implemented within the health system of Surabaya, from the perspectives of leadership and governance, home-based service delivery and internal referrals, training and supervision, financing, and technologies. Information systems and other areas need to be improved somewhat, including the ISP-based service, operational regulation, and workload of the volunteers.
Leadership and governance is a strong support for the involvement of CHWs in the identification of depression. The vision of both district government and the province as seen in mental health policy clearly indicates the potential for development of practice in this area. Indeed, mental health policy at the national level has had a significant development in the last two decades, and the lessons learnt can be useful in thinking about mental health policy for women and children. Perinatal mental health is an important component of mental health overall (with implications for both the mother and the child) and must be in one of the priorities within mental health. The recent development of mental health policies such as the mental health law and the law of persons with disability is progressive, which gives hope for the development of policies on women and children. This was seen when a new mental health law was approved by the house of representatives in 2014 (law number 18 year 2014), replacing the previous one that had been used for about five decades (the first mental health law was sanctioned in 1966). Not long after its release, another related law, the law of persons with disability, was authorized in 2016 (law number 8 year 2016) as a result of the ratification of the United Nation convention on the rights of persons with disabilities (UNCRPD). For a specific population, those affected by a disaster, the disaster mental health policy was developed in 2003 [37], while for those who have severe psychosocial disabilities living in physical restraint, an initiative from Aceh has been applied as a national program [38, 39]. These other laws/policies/initiatives can be used to advocate for high quality health and mental health care during the perinatal period.
Regarding the role CHWs in mental health care, the establishment of the TPKJM or community mental health action team in the district, whose performance is monitored by the Mayor, is another promising step for implementation of policy documents in task-sharing for perinatal depression. The fact that East Java is among the provinces that have established initiatives to implement TPKJM [40] is a good support for districts within the province such as Surabaya. The regulation is also reinforced by the policy on “Indonesia Free from Pasung (shackle)” launched in 2010, that was aimed to be achieved by 2014 (it has since been extended to 2019) [39]. These two national programs and the commitment of the leaders to them are evidence of a good foundation of health leadership and governance, and are most likely to support task-sharing in the mental health area. In particular, policies with a timeline, such as the free from shackle policy, seem to be having a greater impact, because the government is putting in greater effort to meet the goal within the schedule. This phenomenon accentuates WHO’s suggestion that a policy maker should have a timeline in mind when developing a mental health policy [41].
The policy emphases that facilitate task-sharing were also strengthened by organisational management in the health office. The existence of mental health within the special care section provides open opportunities for the mobilization of more resources in the health system. This can be seen from its roles in: facilitating the establishment of centres with mental health units; in putting in place a strategic plan for mental health training, including the training of CHWs; assigning a source of funding for depression identification; and organizing multisectoral collaboration that could support resource management, including the application of integrated antenatal care. Not all these efforts are right now directed specifically to the mental health of mothers; however, there is potential within the section for commencing subsequent steps to realise the vision.
According to stakeholders, home visits are the possible answer for the service delivery model for CHWs in carrying out the task of depression identification. As a model of care, this approach is not a novel one within the national health system, particularly for CHWsMCH. Several documents openly regulate this responsibility and provide structured guidance on what and how to conduct home visits [2, 30], even though not specifically for mental health care. For example, home visits are directed for mothers whose children under five did not attend an ISP activity, and those of malnourished children, among others. The home visit approach is also used by CHWspregnancy, many of whom are also CHWMCH (mostly the managers). At a practical level, there is agreement among stakeholders that a home-based approach is the best option to overcome the space limitation issue, the difficulties of accessing primigravida, and time constraints which resulted from many services being provided during an ISP activity and the unsuitability of this schedule for working mothers. This approach allows for flexible scheduling, as has been stated by CHWs and users, and is consistent with findings from another study [42].
Service delivery should also be connected to infrastructure and resources in the health system to make it feasible for task-sharing. Resources could provide a wider opportunity to assure that users get continuity of care after being identified by CHWs, e.g. infrastructure for referrals. It means task-sharing is supported by relevant continuous care so that the care does not end with the CHWs or village midwives. Continuity of care could also be understood in terms of protecting the rights of users to get treatment. The complete resources available for mental health care are: (1) the provision of mental health care by a counsellor in a PHC centre, (2) the availability of two district hospitals that provide mental health services by both psychiatrists and psychologists, and (3) the provincial mental hospital that is located in the city. With these resources, community-based mental health care fits within the national health system. Lack of continuous care was a concern for women who were reluctant to disclose their feelings during a mental health assessment [43]. Findings from another study have suggested that mental health screening as part of integrated routine maternity care would be a possible intervention pathway [44] which would involve less stigma. Participants in that study emphasized the unease and feeling of shame from talking about their experience of depression with multiple professionals in a fragmented care system, something that is not required in integrated care. In addition, continuity of care is supported by the financing system of universal health coverage. The economic cost of perinatal depression is high for both individuals (mothers and the family) and the public sector [45], therefore the health coverage scheme needs to make service delivery and referral procedures easy and accessible. The connection with other health systems, such as the PHC and the social welfare system, is also needed for well-functioning mental health care.
The financial source and policy in financing both support task-sharing, congruent with the arguments related to service delivery and continuity of care. How the capitation budget could be allocated so that a specific amount could be used to establish a depression screening tool was clearly explained by a district manager. This financial policy would open several possibilities for further steps, for example to identify and validate a simple and locally-acceptable screening tool. Studies from a variety of settings suggest several possible perinatal depression screening tools that can be accessed worldwide and have good psychometric properties [46–48], however adaptation in the new context is required. Several studies in Indonesia have reported the use of some of these tools (e.g. the Edinburgh Postnatal Depression Scale) [4, 5, 49]), nevertheless there is a need to examine whether similar tools can be administered by CHWs. Specialists in this study also emphasized the use of simple tools and believed that CHWs are able to administer them. Health workers suggested using a symptom list which is simple to administer and quite similar to a pregnancy risk scale with which CHWs are familiar. Another method is using a structured interview, but this was debated among specialists, since it requires a high level of competence. Furthermore, a specialist strongly suggested not using the word ‘depression’ to avoid stigma, with the term ‘mood changes’ being preferable instead. This suggestion is in line with previous findings in which the experience of depression was expressed in many forms and terms by Javanese [50]. This means that an understanding of the personal and cultural terms should also be considered in choosing or adapting an identification tool. Possible bias in interpreting a woman’s mental health state resulting from unfamiliar terms requires attention, considering the level of education, language and ethnicity of both the CHWs and users.
In regard to human resources, the findings on workload, scarcity, and personal barriers are consistent with feasibility issues reported by previous studies [51, 52]. These issues may result from the role of CHWs as the frontline workforce for many governmental sectors, not only health and home affairs, but also others such as education and social services [32]. At least 12 roles for CHWs have been listed in health-related areas [30], not including others in civil services [53]. Management of CHWs by the FWM is supposed to enable organization and monitoring of the availability, distribution, and performance of CHWs. However, it seems that the FWM, even at the national level, does not have a strong bargaining position in the governance of a village when a new task for CHWs is released. In fact, the findings about social relationships as one recruitment issue suggest that the FWM is the agency that best understands the social boundaries and cultural life of the community and so is best placed to map human resources in the area. Several concerns should be addressed to improve workforce management and quality, such as regulation of skills and characteristics required, the need for a working contract that regulates the length of employment and a procedure for terminating the role, the training required, and a means of distributing tasks. Well-distributed tasks may prevent duplication, so that new and existing CHWspregnancy, for instance, could monitor not only physical but also mental health efficiently. Even though CHWs are volunteers, having professional management of their tasks would maintain their participation sustainably.
There is promise for developing and improving CHWs’ skills and competencies in task-sharing. This could be achieved through the availability of mental health counsellors at centres and the health office, and mental health specialists at district hospital. Skills enhancement programs are an opportunity for quality assurance in service delivery. Components of mental health training for CHWs are found in several studies [10, 40] that could be a source to learn from, including those addressing perinatal mental health [54, 55]. Nevertheless, since task-sharing in maternal mental health care has not yet started, the specific skills and competencies, as well as training, that fit the local context need to be examined.
Challenges and recommendations
The findings indicated three main challenges to feasibility. These are: (1) inconsistency between policy and practices, (2) an inadequate support system for data management and technologies, and (3) unsupported means for implementation. Gaps between policy and action are revealed from the shortcut practices in recruiting CHWs by the centre instead of by the FWM. Several approaches may alleviate these challenges, such us inviting all parties (FWM and PHC centres) to sit together and review the policies, or hearing about the best possible strategies for a collaboration process before a proposed program is released. However, this study did not explore this possibility further. The fact that there were gaps between written regulations and the reality generates a concern: even if stakeholders’ perceptions lead to the conclusion that the health system can feasibly accommodate task-sharing in integrated mental health, personal views on participation may be different. Buist, O’Mahen [56] reported a mixed attitude to the acceptability of perinatal depression detection among women and health providers. Therefore, it is necessary to understand the personal views of stakeholders about the acceptability of their involvement in task-sharing.
Other issues are logistical support and an information system on perinatal depression. While transportation is not a significant barrier, because the task is within walking distance, the findings imply a need to use telecommunication devices in doing the job. Lack of financial support for communication and transportation is an issue for task-sharing in another area [10] and a similar problem is anticipated by CHWs in this study. In addition, the lack of an adequate data reporting system on perinatal depression could be solved through the use of qualitative reports from CHWs to village midwives to the centre. In an annual report, the health office presents data on mental health cases other than maternal ones [23], suggesting an opportunity to do the same for maternal mental health data. This possibility is suggested by the existence a mental health qualitative report shown by a district program manager during an interview when describing how the data were collected. Moreover, a study on maternal mortality calculation suggested the important role of village midwives and local registers (volunteers) in gathering and reporting valid data [57]. The study highlights the opportunity to integrate mental health as a component of health data collected by CHWspregnancy.
Finally, the lack of practical regulation for task-sharing and the need for practical guidelines and pathways for identification and referral were anticipated as potential issues for implementing task-sharing. The health office should prepare staff in order to manage practices and roles of each actor. Another challenge for implementation is financial barriers faced by a centre if it has the will to initiate a program. The centre needs to allocate a budget or to find funding from other sources and justify it in a way that is acceptable within the health financing system. The procedure is perceived as a significant difficulty by centre managers. Figure 5 presents a summary of challenges and recommendations.[image: A13033_2018_208_Fig5_HTML.png]
Fig. 5Challenges and recommendations of CHWs playing a role in task-sharing in mental heath care in Surabaya






Limitations
The current study has several limitations. First, the study was purely dependant on the perceptions of participants, which may not represent the mechanism and procedure in the health system. Using this strategy can produce unrealistically sound findings that do not fully identify challenges in the financial area, which is a typical obstacle in many reports. Second, the study was conducted in one district under decentralized governance, therefore extrapolation of the results to other contexts is limited. Third, the participants are only from health system tiers and do not extend more comprehensively to home affairs sectors. This strategy leaves several unanswered questions, such as the management of data by the FWM. Moreover, the number of areas sampled to represent the PHC centres was quite small compared to the total number of centres in Surabaya, even though it is quite large in the context of a qualitative study using individual interviews. This limitation has, however, been alleviated through the recruitment strategy for the research sites which took account of the socio-economic and cultural diversity of the city.


Conclusion
It can be concluded from this study that the health system and resources in Surabaya are sufficient for the feasibility of task-sharing in integrated maternal mental health to detect perinatal depression. Most health system areas support or provide an opportunity for this concept, with there being a strong basis in governance and resources. The decentralized governance of the health system allows contextualization of a national policy. The role of CHWs also demonstrates their potential for filling the gap that exists in the data information system. Further studies are necessary before the idea can be prepared for implementation, including, but not limited to, exploring the acceptability of task-sharing and the characteristics of CHWs required for this purpose.

Authors’ contributions
ES conceived of the study, participated in its design and coordination, carried out the interviews and drafted the manuscript. RK, HM, and AJ guided ES in the conception and design of the study and supervised her work. RK also provided guidance on analysis and interpretation of the material. All authors read and approved the final manuscript.
Acknowledgements
We would like to thank to the Health Office of Surabaya and four PHC centres, three villages in Surabaya, and the Director of Dr. Soewandhi Hospital for providing permission and technical support; Ms. Putri Maharani and Erwin Erianto for helping with communication, transportation, and permit documents; Ms. Alma Aletta MPH for helping in the early stage of analysis. Our deepest gratitude goes to all participants whom we interviewed for this study, particularly the CHWs-manager who distributed letters of invitation to potential participants.

Declaration
The authors declare that the content of the manuscript has not been published, or submitted for publication elsewhere.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
The datasets used and/or analysed during the current study are available from the corresponding author on request.

Consent for publication
Not applicable.

Ethics approval and consent to participate
Ethical approval for the study was obtained from the University of Melbourne in the Document No. 1543833. A research permit was released by Health Office of Surabaya. Informed consent was obtained from all participants prior to data collection.

Funding
This study is part of the doctoral degree project conducted by the first author under supervision of the co-authors. There is no external funding to support the research.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Ministry of Health Republic Indonesia. Guidance for integrated antenatal care. Jakarta: Ministry of Health of Republic of Indonesia; 2010.

2.
Ministry of Health Republic Indonesia. Manual book for cadres of Posyandu. Jakarta: Promotion Centre of the Ministry of Health of Republic of Indonesia; 2012.

3.
Ministry of Health Republic Indonesia. Riset Kesehatan Dasar 2013 (basic health survey 2013). Jakarta: Ministry of Health Republic Indonesia; 2013.

4.
Edwards GD, Shinfuku N, Gittelman M, Ghozali EW, Haniman F, et al. Postnatal depression in Surabaya, Indonesia. Int J Ment Health. 2006;35(1):62–74. https://​doi.​org/​10.​2753/​IMH0020-7411350105.Crossref

5.
Andajani-Sutjahjo S, Manderson L, Astbury J. Complex emotions, complex problems: understanding the experiences of perinatal depression among new mothers in urban Indonesia. Cult Med Psychiatry. 2007;31(1):101–22. https://​doi.​org/​10.​1007/​s11013-006-9040-0.CrossrefPubMed

6.
Fisher J, Cabral de Mello M, Patel V, Rahman A, Tran T, et al. Prevalence and determinants of common perinatal mental disorders in women in low- and lower-middle-income countries: a systematic review. Bull World Health Organ. 2012;90(2):139G–49G. https://​doi.​org/​10.​2471/​BLT.​11.​091850.CrossrefPubMed

7.
Segre LS, O’Hara MW, Arndt S, Stuart S. The prevalence of postpartum depression. Soc Psychiatry Psychiatr Epidemiol. 2007;42(4):316–21. https://​doi.​org/​10.​1007/​s00127-007-0168-1.CrossrefPubMed

8.
Ministry of Health Republic Indonesia. Guideline to provide mental health care in general health service facilities. Jakarta: Directorate of Mental Health Services, Ministry of Health Republic Indonesia; 2010.

9.
Patmisari E. Indonesian mental health reform: a case study of West Java, Indonesia, Flinders University, School of Health Sciences; 2014.

10.
Boothby N, Veatch M, Pentes M. Evaluating treatment of axis I mental health disorders in Aceh, Indonesia. Psychiatrist. 2011;35(7):248–55.Crossref

11.
Patel V, Weiss HA, Chowdhary N, Naik S, Pednekar S, et al. Effectiveness of an intervention led by lay health counsellors for depressive and anxiety disorders in primary care in Goa, India (MANAS): a cluster randomised controlled trial. Lancet. 2010;376:2086–95. https://​doi.​org/​10.​1016/​S0140-6736(10)61508-5.CrossrefPubMedPubMedCentral

12.
Chatterjee S, Naik S, John S, Dabholkar H, Balaji M, et al. Effectiveness of a community-based intervention for people with schizophrenia and their caregivers in India (COPSI): a randomised controlled trial. Lancet. 2014;383(9926):1385–94.CrossrefPubMedPubMedCentral

13.
Murray L, Cooper PJ, Wilson A, Romaniuk H. Controlled trial of the short- and long-term effect of psychological treatment of post-partum depression: 2. Impact on the mother-child relationship and child outcome. Br J Psychiatry. 2003;182:420–7.CrossrefPubMed

14.
Cooper PJ, Tomlinson M, Swartz L, Landman M, Molteno C, et al. Pico: improving quality of mother-infant relationship and infant attachment in socioeconomically deprived community in South Africa: randomised controlled trial. BMJ. 2009;338(7701):997. https://​doi.​org/​10.​2307/​20512727.

15.
Rahman A, Malik A, Sikander S, Roberts C, Creed F. Cognitive behaviour therapy-based intervention by community health workers for mothers with depression and their infants in rural Pakistan: a cluster-randomised controlled trial. Lancet. 2008;372(9642):902–9. https://​doi.​org/​10.​1016/​S0140-6736(08)61400-2.CrossrefPubMedPubMedCentral

16.
Pelayanan Psikolog di Puskesmas (psychological service at Puskesmas). http://​kesehatan.​jogjakota.​go.​id/​?​exec=​viewberita&​id=​55 (2010). Accessed 21 Sept 2014.

17.
Dinkes tambah jumlah psikolog di puskesmas (health office of Surabaya increases the number pf psychologists in PHC centres), in Jawa Pos: Surabaya; 2015.

18.
Isfandari S, Rahmawati T, Siahaan S, Roosihermiatie B, Abbas I, et al. Evaluation the presence of psychologist for mental health service at primary health cares in Sleman District, Yogyakarta, Indonesia, 2011. Bull Health Syst Res. 2012;15(4):355–9.

19.
Maramis A. After the tsunami, building back for better mental health in Aceh. ASEAN J Psychiatry. 2006;7:45–8.

20.
Chatterjee S, Chowdhary N, Pednekar S, Cohen A, Andrew G, et al. Integrating evidence-based treatments for common mental disorders in routine primary care: feasibility and acceptability of the MANAS intervention in Goa, India. World Psychiatry. 2008;7:45–53.Crossref

21.
Health Department of Surabaya. Annual report of health department of Surabaya 2012. Surabaya: Health Department of Surabaya; 2012.

22.
Health Department of Surabaya. Health Profile 2015. Surabaya: Health Department of Surabaya; 2015.

23.
Health Department of Surabaya. Annual report of health department of Surabaya 2013. Surabaya: Health Department of Surabaya; 2013.

24.
Mahendradhata Y, Trisnantoro L, Listyadewi S, Soewondo P, Marthias T, Harimurti P, Prawira J. The Republic of Indonesia health system review, vol. 7, no. 1. New Delhi: World Health Organization, Regional Office for South-East Asia; 2017.

25.
Hunter C. The national health system and discourses of power in Indonesia. Asian Stud Rev. 1996;20(1):20.Crossref

26.
Health Department of East Java. East Java health profile 2012. Dinas Kesehatan Propinsi Jawa Timur: Surabaya; 2012.

27.
Ministry of Home Affairs. Ministry of home affairs regulation no 54 year 2007 about guideline to establish operational working group of integrated health service posts; 2007.

28.
Okamoto A. Maternal and child health in Indonesia. Acta Paediatrica Japonica. 1993;35(6):559–66.CrossrefPubMed

29.
Andriani H, Liao CY, Kuo HW. Association of maternal and child health center (Posyandu) availability with child weight status in Indonesia: a national study. Int J Environ Res Public Health. 2016. https://​doi.​org/​10.​3390/​ijerph13030293.PubMedPubMedCentral

30.
Ministry of Health Republic Indonesia. Guideline for the management of Posyandu. Jakarta: Ministry of Health Republic Indonesia; 2011.

31.
Ministry of Health Republic Indonesia and Pokjanal Posyandu Pusat. Kurikulum dan Modul Pelatihan Kader Posyandu (training curriculum and module for health cadres at Posyandu). Jakarta: Ministry of Health Republic Indonesia; 2012.

32.
Ministry of Home Affairs. Decree of ministry of home affairs number 19 year 2011 about guideline for integrated social services in integrated service post; 2011.

33.
Statistics Indonesia, National Population and Family Planning Board, Ministry of Health, and ICF International. Indonesia demographic and health survey 2012. Jakarta, Indonesia: Statistics Indonesia, National Population and Family Planning Board, Ministry of Health, and ICF International; 2013.

34.
Ritchie J, Lewis J, Nicholls CM, Ormston R. Qualitative research practice: a guide for social science students and researchers. 2nd ed. London: Sage Publications Ltd.; 2014.

35.
Srivastava A, Thomson SB. Framework analysis: a qualitative methodology for applied policy research. J Adm Gov. 2009;4(2):72–9.

36.
World Health Organization. Everybody business: strengthening health systems to improve health outcomes: WHO’s framework for action. Geneva: WHO; 2007.

37.
Setiawan GP, Viora E. Disaster mental health preparedness plan in Indonesia. Int Rev Psychiatry. 2006;18(6):563–6. https://​doi.​org/​10.​1080/​0954026060103792​0.CrossrefPubMed

38.
Puteh I, Marthoenis M, Minas H. Aceh Free Pasung: releasing the mentally ill from physical restraint. Int J Ment Health Syst. 2011;5(1):10–4. https://​doi.​org/​10.​1186/​1752-4458-5-10.CrossrefPubMedPubMedCentral

39.
Human Rights Watch. Living in hell, abuses against people with psychosocial disabilities in Indonesia. 2016. https://​www.​hrw.​org/​report/​2016/​03/​20/​living-hell/​abuses-against-people-psychosocial-disabilities-indonesia. Accessed 25 Aug 2017.

40.
Ramawati Y. Nurses and community health workers’ training on community-based Pasung-free initiatives in East Java. J Health Res “FORIKES VOICE”. 2017;8(2):64–8.

41.
World Health Organization. Improving health systems and services for mental health. Geneva: World Health Organization; 2009.

42.
Bledsoe SE, Rizo CF, Wike TL, Killian-Farrell C, Wessel J, et al. Original research—qualitative: pregnant adolescent women’s perceptions of depression and psychiatric services in the United States. Women Birth. 2017. https://​doi.​org/​10.​1016/​j.​wombi.​2017.​02.​006.PubMed

43.
Megnin-Viggars O, Symington I, Howard LM, Pilling S. Experience of care for mental health problems in the antenatal or postnatal period for women in the UK: a systematic review and meta-synthesis of qualitative research. Arch Women’s Ment Health. 2015;18(6):745–59. https://​doi.​org/​10.​1007/​s00737-015-0548-6.Crossref

44.
Mann R, Adamson J, Gilbody SM. Diagnostic accuracy of case-finding questions to identify perinatal depression. Can Med Assoc J. 2012;184(8):E424–30.Crossref

45.
Bauer A, Knapp M, Parsonage M. Lifetime costs of perinatal anxiety and depression. J Affect Disord. 2016. https://​doi.​org/​10.​1016/​j.​jad.​2015.​12.​005.

46.
Price S, Masho S. What does it mean when we screen? A closer examination of perinatal depression and psychosocial risk screening within one MCH home visiting program. Matern Child Health J. 2014;18(4):765–71. https://​doi.​org/​10.​1007/​s10995-013-1317-7.CrossrefPubMedPubMedCentral

47.
Tsai AC, Scott JA, Hung KJ, Zhu JQ, Matthews LT, et al. Reliability and validity of instruments for assessing perinatal depression in African settings: systematic review and meta-analysis. PLoS ONE. 2013;8(12):e82521. https://​doi.​org/​10.​1371/​journal.​pone.​0082521.CrossrefPubMedPubMedCentral

48.
Tabb KM, Choi S, Pineros-Leano M, Meline B, McDonald HG, et al. Perinatal depression screening in a women, infants, and children (WIC) program: perception of feasibility and acceptability among a multidisciplinary staff. Gen Hosp Psychiatry. 2015;37:305–9. https://​doi.​org/​10.​1016/​j.​genhosppsych.​2015.​03.​008.CrossrefPubMed

49.
Ismail I. Stress before and during pregnancy increased risk antepartum depression. Med J Indones. 2003;12:81–6.Crossref

50.
Brintnell ES, Sommer RW, Kuncoro B, Setiawan GP, Bailey P. The expression of depression among Javanese patients with major depressive disorder: a concept mapping study. Transcult Psychiatry. 2013;50(4):579–98. https://​doi.​org/​10.​1177/​1363461513501709​.CrossrefPubMed

51.
Padmanathan P, De Silva MJ. The acceptability and feasibility of task-sharing for mental healthcare in low and middle income countries: a systematic review. Soc Sci Med. 2013;97:82–6. https://​doi.​org/​10.​1016/​j.​socscimed.​2013.​08.​004.CrossrefPubMed

52.
Mendenhall E, De Silva MJ, Hanlon C, Petersen I, Shidhaye R, et al. Acceptability and feasibility of using non-specialist health workers to deliver mental health care: stakeholder perceptions from the PRIME district sites in Ethiopia, India, Nepal, South Africa, and Uganda. Soc Sci Med. 2014;118:33–42. https://​doi.​org/​10.​1016/​j.​socscimed.​2014.​07.​057.CrossrefPubMedPubMedCentral

53.
Ministry of Home Affairs. The ministry of home affairs regulation number 28 year 2011 about guideline for FWM in assisting demographic administration; 2011.

54.
Chowdhary N, Sikander S, Atif N, Singh N, Ahmad I, et al. The content and delivery of psychological interventions for perinatal depression by non-specialist health workers in low and middle income countries: a systematic review. Best Pract Res Clin Obstet Gynaecol. 2014;28(1):113–33. https://​doi.​org/​10.​1016/​j.​bpobgyn.​2013.​08.​013.CrossrefPubMedPubMedCentral

55.
Health Department of Republic Indonesia. Training module of mental health counselling for psychiatrists, psychologists, and mental health program managers at provincial health office. Jakarta: Health Department; 2007.

56.
Buist A, O’Mahen H, Rooney R. Acceptability, attitudes, and overcoming stigma. In: Milgrom J, Gemmill AW, editors. Identifying perinatal depression and anxiety: evidence-based practice in screening, psychosocial assessment, and management. 1st ed. Wiley: Chichester; 2015. p. 51–62.

57.
Burke L, Suswardany DL, Michener K, Mazurki S, Adair T, et al. Utility of local health registers in measuring perinatal mortality: a case study in rural Indonesia. BMC Pregnancy Childbirth. 2011;11(1):20–7. https://​doi.​org/​10.​1186/​1471-2393-11-20.CrossrefPubMedPubMedCentral




OEBPS/sidebar.gif





OEBPS/A13033_2018_208_Fig4_HTML.png
\ Contributors to Feasibilit:
elLack of practical guidelines ! b} LoNRrBUTOTS TO FEASIDILY
ePractical inconsistency on shared

[ Challenges to Feasibility

oNational programs as benchmark

*Commitment of health leaders | -

*Provision of mental health service g B
delivery |

eCentre’s autonomy allows inclusion of
mental health training for CHWs

sSearvive through
/; hore visits
. o Clear-cut pathways

i
|
i
1

Leadership & governance | of referral by CHWs
Data recording eTwo referral
may be $ B ‘g,}_ methods
~ — 4
gathered by éb 08
CHWSsPregnancy °'~ O’“
: %,
A %
— s I
.‘” """" " \ \/ ‘Os . ) >
: (2eK of support Accessibility for 1 $ St
ibiliny L +
ldemification ® mutt p'le -
oThe existence of
tools A / CH grresmy

Financing eBetter training

format for CHWs
eCompensation for CHWs eSupported

|
eBudget allocation for screening | supervision and
i

tool 1 knowledge
*Open for other fund sources | improvement






OEBPS/cc-by.png
() _®





OEBPS/A13033_2018_208_Fig3_HTML.png
Health Office at District of Surabaya: |
Head of Section PHC, n=1 Dr Soewandhi Hospital:
Head of Section Special Care, n=1 psychologist & psychiatrist, n=2

l Specialists from other

places, n=3
Centre A: Centre B: Centre C: Centre D:
Manager - n=1 Manager - n=1 Manager - n=1 Manager = n=1
Counselor 2 n=1 Counselor 2 n=1 Counselor 2 n=1 Counselor = n=1
Midwife/nurse=> n=1-2 Midwife/nurse=> n=1-2 Midwife/nurse=> n=1-2 Midwife/nurse=> n=1
CHWs -2 n=1
Taskforce 4 FWM at Village
CM, CJ, & CN; n=3
ISP CM1 ISP CM2 ISP CJ1 ISP CJ2 ISPCN1 || ISP CN2
CHWSs=2 CHWs=2 CHWs=2 CHWs=2 | CHWSs=2 CHWs=2

} ] AN S A |

? Postpartum mother; m : Pregnant mother





OEBPS/A13033_2018_208_Fig1_HTML.png
Ministry of Home Affairs

J

ISP working group at central govt

d v

ISP working group at Province

J

ISP working group at District

\
A

ISP working group at Sub-district

Ministry of Health

Health Office at Province

l

Health Office at District

Village
ISP working group at village
ISP with £5 CHWs |...._..___] Isp k—
1
household
household II

50 households = 65
children <5

50 households = 65

|| children <5

L District hospital

PHC centre (n=62) "
Each provide services for :
+30.000 population R _

H
L i v
Vilg maternity house

——> Direction/facilitation
------ Partnership

---> Coordination/facilitation
—=> Coordination/Referral

ISP :Integrated health service post
PHC : Primary Health Care

Vilg. : Village

CHWSs: community health workers





OEBPS/contact.gif





OEBPS/A13033_2018_208_Fig5_HTML.png
Challenge themes

Evidence

Recommendations

Inconsistency between
policy and practices

e Recruitment CHWs was
undertaken by Centre

* Conduct review and hearing
sessions to clarify responsibilities
and program designs |

Inadequate support
system

e Lack of data recording system on
PD cases

e Lack of transportation &
communication support

e Integrate mental health and
maternal health data recording

o CHWsPreenany to take on
identification & recording

Unsupported means for
implementation

e Need for practical regulation

e Need for guidelines and
pathways of identification &
referral

e Need health financing system
that support Centre’s autonomy
to initiate a program

e Call for advocacy on practical
regulation of PD

o Call for study on preparing and
producing guidelines and
pathways

o Call for discussion to prepare
more simple health financing
system for new initiative
program from the Centre

Limitations in human
resources management

e Underperformance of existing
CHWs

e Recruitment issues: working,
domestic roles, relationship
issues with existing CHWSs,
culture, literacy

e Review CHW program
management

o Call for study on characteristics,
competencies, and training
required






OEBPS/A13033_2018_208_Fig2_HTML.png
PHC centre

Health service at ISPs:
medicines, treatments,
technologies
Workforce/CHWs: tasks
management, incentives,
skills development 4

y
,//
ISP CHW
A
IWG (Family \xfare
(ISP Working Group) Movement)

Establishes, monitogs Recruits, monitors,
SPs J ! organises CHWs





