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Objective

In 2004, experts working for German Develop-

ment Cooperation (GDC)1 and its international and 

country-level partners around the world launched 

the German HIV Practice Collection and, in 2010, 

expanded it into the German Health Practice Col-

lection (GPHC). From the start, the objective has 

been to share good practices and lessons learnt 

from BMZ-supported initiatives in health and social 

protection. The process of defining good practice, 

documenting it and learning from its peer review is 

as important as the resulting publications. 

Process

Managers of GDC-supported initiatives propose 

promising ones to the Managing Editor of the 

GHPC at ghpc@giz.de. An editorial board of health 

experts representing GDC organizations at their 

head offices and in partner countries select those 

they deem most worthy of write-up for publication. 

Professional writers then visit selected programme 

or project sites and work closely with the national, 

local and GDC partners primarily responsible for 

developing and implementing the programmes or 

projects. 

Independent, international peer-reviewers 

with relevant expertise then assess whether 

the documented approach represents ‘good 

or promising practice’, based on eight criteria:
 Effectiveness
 Transferability
 Participatory and empowering approach
 Gender awareness
 Quality of monitoring and evaluation

 Innovation
 Comparative cost-effectiveness
 Sustainability

Only approaches meeting most of the criteria are 

approved for publication. 

Publications

All publications in the GHPC describe approaches 

in enough detail to allow for their replication or 

adaptation in different contexts. Written in plain 

language, they aim to appeal to a wide range of 

readers and not only specialists. They direct readers 

to more detailed and technical resources, includ-

ing tools for practitioners. Available in full long ver-

sions and summarized short versions, they can be 

read online, downloaded or ordered in hard copy.

Get involved

Do you know of promising practices? If so, we are 

always keen to hear from colleagues who are re-

sponding to challenges in the fields of health 

and social protection. You can go to our website 

to find, rate and comment on all of our existing 

publications, and also to learn about future publi-

cations now being proposed or in process of write-

up and peer review. Our website can be found at 

www.german-practice-collection.org. For more 

information, please contact the Managing Editor at 

ghpc@giz.de. 

German Health Practice Collection

1 GDC includes the Federal Ministry for Economic Cooperation and Development (BMZ) and its implementing organizations: 

Deutsche Gesellschaft für Internationale Zusammenarbeit (GIZ) and KfW Entwicklungsbank. GIZ was formed on 1 January 2011. 

It brings together the long-standing expertise of DED, GTZ and InWEnt. For further information, go to www.giz.de.
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Although Indonesia’s maternal mortality ratio has 

been declining gradually, the current ratio of 228 

deaths per 100,000 live births remains one of the 

highest in Southeast Asia and the country is un-

likely to meet the targets it has set for the fifth Mil-

lennium Development Goal, related to maternal 

health, by 2015. To address this, the Government 

of Indonesia has pursued a number of comple-

mentary strategies: an ambitious Village Midwife 

programme, which has trained and placed more 

than 50,000 midwives in villages nationwide; 

investment in health services and improved ac-

cess to emergency obstetric care; and the launch, 

in 2006, of the Desa Siaga programme, which uses 

a community mobilization approach to promote 

safe pregnancies and deliveries at village level.

Germany, via BMZ and GTZ/GIZ, has been sup-

porting the Government of Indonesia’s health 

strategies since 2000.  Between 2006 and 2009, 

the German-led SISKES (“Strengthening District 

Health Systems”) project provided technical 

assistance to the Provincial and District Health 

Offices in Nusa Tenggara Barat (NTB) and Nusa 

Tenggara Timur (NTT) to implement the Desa 

Siaga approach in 140 villages. This publication 

describes the innovative Desa Siaga implemen-

tation model developed by SISKES and Indonesian 

health authorities in these provinces, and summa-

rizes its achievements and challenges.    

The phrase Desa Siaga means ‘Alert Village’ and 

is the short form of the Indonesian phrase ‘ready 

to bring and to take care.’ An Alert Village is one 

in which is vigilant and prepared:  its inhabitants 

notice those in need and bring them to where 

appropriate care is available. This approach to re-

ducing maternal and infant deaths is based on the 

idea that everyone – husbands, neighbours, com-

munity and religious leaders, midwives, and health 

facility personnel – has a role to play in promoting 

birth preparedness and in responding to compli-

cations which might arise.  Pregnancy should no 

longer be private concern affecting only women, 

but rather transformed into a village affair.  

In an Alert Village, community members work 

together to save lives by agreeing to establish and 

support five ‘alert systems’ which address some of 

the greatest risks facing women during pregnancy 

and childbirth: a registry of all pregnant women 

in the village, a financial support scheme to defray 

childbirth-related costs, a network of vehicle own-

ers willing to transport women who need care, a 

pool of blood donors who know their blood types, 

and a family planning information post. 

Desa Siaga is designed to be ‘of and for the commu-

nity’: villagers are guided in the process of becom-

ing an Alert Village by a trained Village Facilitator 

who, with the backing of the village leadership and 

support from health facility personnel, leads the 

community members in a process of participatory 

reflection about actual cases of maternal or infant 

death which have happened in their community 

and the factors which have led to these situations. 

Villagers learn about the non-medical assistance 

they can provide to help reduce the number of 

deaths in their village and reach agreement on the 

rules and procedures which will govern their own 

alert systems.

The Desa Siaga systems were successfully estab-

lished in all 140 villages, and are known, used and 

trusted by villagers. Regular monitoring and two 

programme evaluations have generated encour-

aging evidence that Desa Siaga is stimulating a 

positive approach to problem-solving in commu-

nities and has contributed to improved uptake of 

reproductive health services, including an increase 

in antenatal care visits, an increase in the propor-

tion of women assisted by skilled birth attendants 

Executive Summary
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at delivery, an increase in the proportion of women 

giving birth at health facilities, and improved 

knowledge of family planning methods.

The approach has also led to important changes 

in community dynamics. Villagers are now more 

aware of pregnancy-related risks – and more pre-

pared to confront medical emergencies. Gender 

relations have also been transformed through the 

active involvement of women in all aspects of the 

programme and the emphasis placed upon men’s 

involvement in pregnancies and deliveries.

Once the Desa Siaga systems are established, 

responsibility for maintaining the alert network 

shifts to the community itself. Like any programme 

that depends upon the contributions of volunteers 

and enthusiastic champions, Desa Siaga faces the 

challenge of sustaining the interest and commit-

ment of individuals who are not compensated for 

their time and efforts.  Another lesson learned 

from the SISKES-supported programme is that it is 

important to have strong coordinating structures 

in place to manage the contributions of the many 

groups and individuals involved in implementing 

the approach.

The Government of Indonesia aims to extend Desa 

Siaga to 80% of the country’s 75,000 villages by 2015 

and is interested in broadening the approach to ad-

dress issues that go beyond maternal and neonatal 

health. The experience and insights generated 

in the German-supported programme – and the 

resource materials developed during this project 

phase – can be drawn upon by provincial and 

district authorities as they continue to roll out Desa 

Siaga to other parts of Indonesia.
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Over the past three decades, the Republic of 

Indonesia has achieved marked progress towards 

a number of developmental goals, including bring-

ing down levels of extreme poverty, improving 

primary education completion rates, and reduc-

ing the incidence of malaria and tuberculosis. 

However maternal and child health remain issues 

of significant concern: the country’s maternal 

mortality ratio of 228 per 100,000 live births is one 

of the highest in the region (Statistics Indonesia 

and Macro International, 2008: 216) and although 

the infant mortality rate has dropped by half over 

the past two decades, the current rate of 34 per 

1,000 live births (Ibid.: 117) is still higher than in 

neighbouring countries (Government of Indone-

sia, 2004: 50). Infants in Indonesia are 4.6 times 

more likely to die in their first year of life than are 

infants in Malaysia2 , while their mothers have a 1 

in 65 lifetime risk of dying in childbirth, compared 

to 1 in 1,100 for mothers in Thailand (Ibid.: 56).

These troubling mortality rates suggest a need to 

further improve access to and quality of health 

services for Indonesian women and children, 

particularly in the period during and immediately 

following delivery. This includes better antenatal 

services, ensuring that deliveries are attended 

by skilled healthcare workers, increasing the 

availability of emergency obstetric services, and 

strengthening postnatal care. And, because there 

are strong disparities in mortality levels across 

Indonesia’s diverse regions and between women 

with different levels of wealth and educational 

achievement, there is a need to pay particular 

attention to these issues in poor and underserved 

areas of the country. 

While the effectiveness of the health system is 

a critical issue, there is also work to be done in 

shifting the care-seeking behaviours of preg-

nant and post-partum women, their families and 

broader communities to place a greater priority 

on healthy pregnancies, safe deliveries and early 

childhood survival (Ibid.: 52). As the Indonesian 

Government’s 2010 report on the Millennium 

Development Goals notes, there is still a ‘lack of 

knowledge and awareness on the significance of 

safe motherhood’ which may limit the demand 

for services and contribute to the high level of ma-

ternal deaths in the country (Ministry of National 

Development Planning/National Development 

Planning Agency, 2010: 74).

Maternal and Neonatal Health 
in Indonesia

An Indonesian woman with her child, and two other children 
from her extended family. Despite improvements, Indonesia’s 
maternal mortality ratio and infant mortality rate remain 
higher than those of neighbouring countries.  Improving ma-
ternal and infant health will require not only strengthening 
the health system, but also encouraging women, their fami-
lies and communities to place a greater priority on healthy 
pregnancies, safe deliveries and early childhood survival.

2 Government of Indonesia & UNICEF (2000). Challenges for a New Generation: The Situation of Children and Women in Indonesia. 

Jakarta. Cited in Government of Indonesia, 2004: 50
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What explains Indonesia’s high 
maternal death rate?

As many as 20,000 Indonesian women die each 

year as a result of childbirth-related complica-

tions.3 The main medical causes of maternal deaths 

in Indonesia are haemorrhage, eclampsia and 

related hypertensive conditions, abortion-related 

complications, obstructed labour and infections 

(Ibid.: 52). With prompt and proper treatment, most 

of these deaths could be prevented. 

In Indonesia most maternal deaths can be traced 

to the so-called ‘three delays’: delays in making 

the decision to refer the pregnant women to a 

facility that can manage her complications, delays 

in finding transport to get her there, and delays 

in obtaining appropriate medical care or blood for 

transfusion upon arrival (see a typical case in the 

box below). Reducing the interval between identi-

fying the risk and obtaining emergency obstetric 

care is the key to reducing maternal mortality.

There are a number of factors which contribute to 

these delays, among them poor access to health 

facilities – due to great distances and/or poor 

roads – and lack of funds to pay for transportation 

costs. However fear, myths and taboos related to 

pregnancy and childbirth sometimes compound 

the delays. Rather than seeking the assistance of a 

skilled birth attendant, when complications arise 

some women visit traditional healers or Traditional 

Birth Attendants; precious time is lost and a po-

tentially manageable complication can turn into a 

life-threatening one.

Medical causes of maternal death in Indonesia are 

3 Ministry of Health, Indonesia (2001). Rencana Strategis Nasional ‘Making Pregnancy Safer’ di Indonesia 2001–2010. Jakarta. 

Cited in Government of Indonesia, 2004: 56

The ‘Three Delays’:  How delays in accessing proper care contribute to maternal mortality

One day around 9.30 PM, just back from working at her farm, a 27-year old pregnant woman complained of 

pains in her stomach and chest. She couldn’t wake up properly. Her husband fetched the traditional healer, 

who said that the woman had gotten a disturbance from the devil on the mountain and gave her prayers to 

say. Her husband then called the Traditional Birth Attendant – he later admitted he did not call the midwife 

because he was afraid of the cost – and the baby was born at 1 AM. At 6 AM, the mother found that her sight 

was blurred and she couldn’t see anything. On a neighbour’s suggestion the husband called the midwife. 

The midwife examined the woman and proposed to bring her to the health center, but the husband wanted 

to know about the costs involved, so the midwife went to the health center to consult. By 10 AM the woman 

finally reached the health center, which referred her on to the hospital because they were unable to treat 

her. Shortly after reaching the hospital, the woman passed away in the emergency department. 

- Adapted from a case study in the Toolkit: Community Empowerment in MNH (p. 70), for the toolkit refer to 

www.ighealth.org/en/product/downloadfile/92/MNH-Community-Empowerment-Toolkit

As many as 20,000 Indonesian women 
die each year as a result of childbirth-
related complications. With prompt and 
proper treatment, most of these deaths 
could be prevented.
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compounded by a set of indirect ones, including 

the so-called ‘four toos’: women give birth when 

they are too young or too old, they have too many 

children, and they have them too close together. 

Among adolescent girls (aged 15 to 19) in Indonesia, 

8.5% have already begun childbearing; among 

the rural population this figure increases to 13% 

(Statistics Indonesia and Macro International, 

2008: 57). The proportion of couples of reproduc-

tive age who wish to limit the number of children 

they have, or to have them further apart, but who 

are not using contraceptives (referred to as ‘unmet 

need’) is 9.1%, a figure which has remained virtually 

unchanged for more than a decade (Ministry of 

National Development Planning/National Develop-

ment Planning Agency, 2010: 71). There are wide 

disparities in unmet contraceptive need across 

provinces, ranging from 3.2% in Bangka Belitung 

province to 22.4% in Maluku (Statistics Indonesia 

and Macro International, 2008: 273). Greater access 

to and use of family planning techniques to limit 

fertility would help to reduce maternal mortality by 

limiting the number of times a woman is exposed 

to the risk of childbirth. 

Policies and Strategies

In an effort to bring down the maternal mortality 

ratio, the Government of Indonesia has followed 

the guidance of the World Health Organization 

for safe motherhood programmes, most notably 

through the introduction of a large-scale village 

midwife initiative which has sought to increase the 

proportion of births attended by a skilled health 

provider. Since the launch of the Bidan di Desa pro-

gramme in 1989, more than 50,000 midwives have 

been trained and placed in villages nationwide, 

tasked with attending births and providing antena-

tal and postnatal care, as well as health promotion 

and healthy baby services. 

The initiative has succeeded in raising the propor-

tion of births attended by a skilled professional, 

particularly among the poor (Hatt et al., 2007) and 

in rural areas, where the proportion of midwife-

assisted births doubled to 55% between 1993 and 

2003 (Makowiecka et al., 2008). However the 

midwife programme has also faced a range of chal-

lenges: it has proven difficult to retain midwives in 

remote areas, where they feel isolated and some-

times experience low social acceptability by the 

local population, and the initial one-year training 

programme had to be extended to three years to 

ensure that midwives had the necessary knowledge 

and practical skills to carry out their responsibili-

ties effectively (D’Ambruoso et al., 2009). Despite 

this, studies have found that midwives are better at 

diagnosing emergencies than they are at the clini-

cal management of complications (Ibid.) and that 

midwifery services in remote areas are still the least 

developed in the country (Makowiecka et al., 2008).

Inside a Polindes, a village delivery post where midwives 
provide antenatal care services and deliver babies. The 
colorful poster on the wall promotes the Desa Siaga pro-
gramme: ‘Suami Siaga’ refers to the ‘Alert Husband’ who 
is actively involved in his wife’s pregnancy and supports 
her to receive appropriate care.
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Although the maternal mortality ratio in Indone-

sia has been falling gradually, current trends are 

such that the country is unlikely to meet the MDG 

target of 102 deaths per 100,000 live births by 2015. 

Re-examining progress in light of recent experi-

ence suggests that the initial strategy – focusing 

on increasing the proportion of births assisted by 

skilled birth attendants – has, in and of itself, not 

been enough: there is a need to place pregnancy 

and childbirth within a ‘continuum of care’ in 

which women benefit from integrated service 

delivery which begins before conception (i.e. with 

contraceptive and reproductive health services) 

and continues through pregnancy, delivery, the 

postnatal period, and into the early childhood 

period. In addition, while the Bidan di Desa pro-

gramme has placed great emphasis on outreach 

services in the community, there remains a large 

unmet need among much of the population for 

access to facility-based emergency obstetric care 

(Hatt et al., 2007), an essential counterpart to the 

routine work of midwives and health professionals 

during pregnancy, delivery and the post-partum 

period (Bullough et al., 2005).

Among the Indonesian government’s current 

priorities in the area of maternal health (Ministry 

of National Development Planning/National 

Development Planning Agency, 2010: 75-76) are:

 Improving facility-based outreach services 

 to pregnant women, including through 

 more and better quality health clinics and 

 ‘mother and baby friendly hospitals’ 

 Increasing access to family planning services 

 as part of the goal to achieve universal access 

 to reproductive health

 Expanding the village midwife function and  

 strengthening community care via integrated 

 health posts at village level (Posyandus)

 Strengthening referral systems to ensure 

 that pregnant women receive the necessary  

 care in time (reducing the effects of the

 ‘three delays’)

 Raising awareness about safe motherhood 

 at community and household level through  

 public education campaigns

The German Contribution

On behalf of the Government of Germany, Ger-

man Technical Cooperation (GTZ) – now known as 

Gesellschaft für Internationale Zusammenarbeit 

(GIZ)4 – has been supporting the Government of 

Indonesia’s health strategies since 2000 through 

the implementation of five different health projects. 

These projects have addressed core areas of health 

systems strengthening, including good govern-

ance, health financing, human resources for health, 

information systems and service delivery at both 

the national level and in the provinces of Aceh, 

Central Java, Nusa Tenggara Barat (NTB) and Nusa 

Tenggara Timur (NTT).

One of these projects – SISKES5 – has supported 

improvements in the functioning of district health 

systems in NTB and NTT, including strengthening 

health services at community level. Since 2006, 

with co-funding from the British Government, the 

SISKES Project has focused specifically on maternal 

and neonatal health, including support for the 

Desa Siaga approach, which is described in the 

remainder of this publication.

4 The Deutsche Gesellschaft für Internationale Zusammenarbeit (GIZ) GmbH was formed on 1 January 2011. It brings together the 

long-standing expertise of the Deutscher Entwicklungsdienst (DED) gGmbH (German development service), the Deutsche 

Gesellschaft für Technische Zusammenarbeit (GTZ) GmbH (German technical cooperation) and InWEnt – Capacity Building

International, Germany. For further information, go to www.giz.de.
5 SISKES is an acronym for the Indonesian phrase ‘Sistem Kesehatan,’ or health system.
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‘Ready to bring and to take care’

In 2006, the Ministry of Health of the Republic of 

Indonesia launched the Desa Siaga programme 

as one of the four pillars of its national strategy 

Healthy Indonesia 2010 (Depkes, 2006). Under 

this strategy emphasis has been placed on health 

promotion and prevention, with a particular focus 

on the idea of self-reliant communities pursuing 

healthy lifestyles and proactively addressing their 

own health challenges (World Health Organiza-

tion, N.N.).

Desa Siaga fits logically with this approach. The 

term Desa Siaga – which means ‘Alert Village’ – 

is the short form of a colourfully descriptive Indo-

nesian phrase: ‘Desa Siap Antar Jaga’, which means 

‘ready to bring and to take care.’ An Alert Village 

is one which is vigilant and prepared: its inhabit-

ants notice those in need and bring them to where 

appropriate care is available. In a broad sense, the 

Desa Siaga programme can be understood as the 

process of community members drawing upon 

their own resources and capacities for preventing 

and overcoming health problems and emergen-

cies, based on mutual support and in a spirit of 

togetherness.

The Desa Siaga concept originated in the 1990s 

when it was first used in women’s empowerment 

projects in Indonesia. It has since been applied to 

programmes for women and children in West Java, 

as well as to family planning programmes in West 

Nusa Tenggara.6 When the Desa Siaga concept 

was adopted nationally by the Ministry of Health 

in 2006, its scope was broadened to cover a wide 

range of health-related challenges at community 

level, going beyond maternal and child health 

concerns to include malnutrition, healthy lifestyles, 

sanitation, epidemiological surveillance and disas-

ter preparedness. 

In 2010 the Ministry of Health intensified its focus 

on Desa Siaga, launching the Desa Siaga Aktif 

programme under the Center for Health Promo-

tion, a sub-division of the Ministry (Depkes, 2010). 

By late 2010, 56% of Indonesia’s 75,000 villages had 

been designated as ‘active’7; by the end of 2015, 

this proportion is targeted to rise to 80%. 

The Desa Siaga Approach 

Residents of the Reyan hamlet in South Gerung village, 
West Lombok. The Desa Siaga programme is built upon 
the idea of self-reliant communities which work together 
to address their own health challenges. 

6 The work in West Java was supported by USAID, while AusAID introduced Desa Siaga into 20 villages in NTB through its 

Indonesian Women’s Health and Family Welfare Project (IWHFWP).
7 The Ministry of Health has designated four categories of Desa Siaga villages, ranging from the least active (“initial”) – in which

certain minimum criteria have been met, such as the presence of community health workers, a Posyandu integrated health post, 

and the provision of financial support by the village administration – to the most active (“self relying”), in which village forums 

are held monthly, community-based health programmes are active alongside the Posyandu, external financing is available to 

support community activities, and support for healthy lifestyles is provided to at least 70% of households.
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In Nusa Tenggara Barat (NTB) and Nusa Tenggara 

Timur (NTT) provinces, which have some of the 

weakest health indicators in all of Indonesia, it 

has been the overall goal of the SISKES project to 

reduce levels of maternal and infant mortality 

and morbidity. The maternal and infant mortality 

rates in these provinces consistently rank among 

the highest in the country, and have stubbornly 

resisted the efforts of a range of health inter-

ventions aimed at reducing them. Against this 

backdrop, the Desa Siaga concept holds particular 

promise: the introduction of this approach in NTB 

and NTT contributes to SISKES’ overall goal by 

creating supportive environments in which com-

munity members are able to access reproductive 

health services. 

This publication describes the innovative approach 

to Desa Siaga that has been taken in 50 villages in 

NTT and 90 villages in NTB over the period 2006 to 

2009, with support from Germany’s Federal Min-

istry for Economic Development and Cooperation 

(BMZ) and the United Kingdom’s Department for 

International Development (DFID). 8, 9   

NTT and NTB provinces

8 The approach to Desa Siaga described in this publication was implemented in 50 of NTT’s 984 villages, and 90 of NTB’s 911 villages. 

In NTT, participating villages were chosen by the District Health Office on the principle of equitable geographical distribution within 

districts. In NTB, participating villages were chosen by the District Health Office and GIZ on the basis of other existing health initiatives: 

selected villages were located in the catchment area of a health center which had undergone special training to provide basic 

emergency obstetric and neonatal care, and had both a trained midwife and a village health facility. 
9 The preparations for this publication involved meetings with the head of the Center for Health Promotion, currently responsible 

within the Ministry of Health for the Desa Siaga programme, and senior staff of the Directorate of Maternal Health, where the 

programme was previously located. In NTB both the Provincial Health Office in Mataram and the District Health Office at Kota Bima 

were involved, and three Desa Siaga villages were visited. Interviews were conducted with programme trainers, village midwives, 

village leaders, Desa Siaga facilitators and systems coordinators about their work in coordinating finances, transportation and blood 

donations. 
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Building on traditions of mutual
support

NTB and NTT societies are characterized by long-

standing traditions of mutual support and assist-

ance. Cultural values stress the need to be aware 

of those who are more vulnerable, the importance 

of villagers assisting one another, and the value of 

sharing responsibilities, particularly around key 

milestones in family and community life: marriage, 

the building of a home or place of worship, reli-

gious celebrations and deaths. 

For the Sasak ethnic group of the island of Lom-

bok, this is known as ‘Banjar Kawin’ or ‘Banjar 

Kematian’; for the Bima, Dompu and Sumbawa 

ethnic groups it is ‘Mboloweki’. The saying ‘Berat 

sama dipikul, ringan sama dijinjing’ – which means, 

‘Whether light or heavy, we carry the burden 

together’ – encapsulates their characteristic ap-

proach to community life. 

Surprisingly, however, these principles have not 

typically extended to crises, such as medical emer-

gencies, which arise unexpectedly and affect 

people when they are still alive. Ibu Rahmi Sofiarini, 

an advisor to the Desa Siaga programme, sums up 

the conundrum: ‘Why only help each other when 

someone dies? Why not help each other at times 

when you can actually prevent a death: when some-

one is giving birth?’

With this idea in mind, the team working to in-

troduce Desa Siaga to NTB and NTT saw existing 

cultural practices of mutual support at village 

level as a ready-made bridge towards community 

interventions to reduce the risks of pregnancy 

and childbirth. Sofiarini explains:

 Desa Siaga is not something new – we are just 

strengthening our own cultural values. It already 

existed, but we are strengthening the structure, 

and bringing a deeper focus on community empower-

ment to the programme.

The Desa Siaga approach to reducing deaths 

among mothers and babies is based on the idea 

that everyone – husbands, neighbours, community 

and religious leaders, midwives, and health facility 

personnel – has a role to play in promoting birth 

preparedness and in responding to complications 

which might arise during pregnancy or delivery. 

Pregnancy should no longer be private affair af-

fecting only women, but rather transformed into a 

common concern: the ‘burden’ of ensuring healthy 

pregnancies and safe deliveries – whether light 

or heavy – should be shared throughout the com-

munity.

The overall vision of the approach is the creation 

of the Alert Village – Desa Siaga – which, in turn, 

comprises a network of key individuals who are 

aware of and prepared for their roles: the Alert 

Husband – Suami Siaga – who is actively engaged 

in his wife’s pregnancy and responsible for her; 

the Alert Religious Leader – Dai Siaga  – who leads 

his community to be aware of others and support 

them; and the Alert Midwife – Bidan Siaga – who 

coordinates much of this support, and whose clini-

cal judgment is the trigger for mobilizing commu-

nity action. In short, the whole community becomes 

Siaga, everyone alert to their own role in caring 

for women during their pregnancy and birth.

The saying ‘Berat sama dipikul, ringan sama 
dijinjing’ – which means ‘Whether light or 
heavy, we carry the burden together’ – encap-
sulates the characteristic approach to com-
munity life in the provinces of Nusa Tenggara 
Barat and Nusa Teggara Timur.



15

Showcasing health and social protection for development

In an Alert Village, community members work 

together to save lives by agreeing to establish 

and support five key ‘alert systems’ – described 

below – which address some of the greatest risks 

facing women during pregnancy and childbirth. 

They are guided in this process by a trained Village 

Facilitator who, with the backing of the village 

leadership and support from health facility person-

nel, leads the community members in a process 

of participatory reflection about cases of maternal 

or infant death which have happened in their 

own community and the factors which have led to 

these situations. Through this participatory process, 

villagers develop a heightened sense of responsibil-

ity about the well-being of pregnant women 

and their babies and learn about basic actions they 

can take to help reduce the number of deaths in 

their village. 

In Nusa Tenggara Barat, a province with a predominantly 
Muslim population, community meetings for the Desa 
Siaga programmeme are often held at small mosques, 
called mushollah.
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Key actors and their roles

Implementation of the Desa Siaga approach requires contributions from many different institutions and 

actors, from government authorities at the provincial level down to community volunteers. Before an alert 

network can be set up, many different people need to be mobilized, introduced to the Desa Siaga con-

cept, and commit to its objectives. The following are some of the key institutions and individuals who help 

to realise the Desa Siaga concept:

 Desa Siaga is a national programme of 

the Ministry of Health of Indonesia. 

The Provincial Health Office and 

District Heath Office are the primary 

implementing agencies and are re-

sponsible for all Desa Siaga activities 

at provincial and district level.

 In some cases, an external develop-

ment partner, such as a donor agency 

or international NGO, works in close 

cooperation with the provincial and 

district health offices and provides 

resources and technical expertise in 

support of the process.

 A number of district-level institutions 

are involved as trainers or resource in-

stitutions in the establishment of Desa 

Siaga; they also have roles to play in the 

functioning of the alert network. These 

include district health facilities, such 

as the district hospital, the district Red 

Cross, and the district Blood Transfusion 

Unit, as well as non-governmental or-

ganizations, like the district women’s 

organization, the district midwives’ association, and the district family planning association.

 Partner NGOs are sometimes contracted to act as District Facilitators, linking together key stake-

holders and providing technical support to the district health offices in conducting training pro-

grammes. The NGOs’ role is complete once the Desa Siaga systems are operational.

 Many village-level institutions participate in the Desa Siaga process: the health center, the midwife 

coordinator and individual midwives, women’s organizations, family planning coordinators, the 

heads of villages and sub-villages, village parliaments, and religious leaders are all involved. Village 

Facilitators also play a critical role. At the heart of the programme are the community members 

themselves, who agree to support and contribute to the alert network.
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The five Desa Siaga systems

The Desa Siaga approach is built around five key 

‘systems’ in the community which, together, work 

to ensure that all pregnant women access appro-

priate care in a timely manner and to reduce the 

incidence of risky or unwanted pregnancies. The 

elements of this alert network are:

 A notification system, in which all the pregnant 

women in the village are identified and recorded

 A blood donor system, in which villagers willing 

to donate blood for medical emergencies are 

identified and their blood types tested and 

recorded

 A transportation and communication system, 

in which community members who own means 

of transportation or mobile telephones agree 

to assist in getting pregnant women to health 

facilities

 A financial support system, in which funds are 

collected to defray childbirth-related costs and 

to encourage facility-based deliveries 

 A family planning information post, where 

families can get information and guidance on 

family planning techniques they can use follow-

ing childbirth

These are described in more detail in the sections 

below.

Linking pregnant women into a 
network of care: the notification 
system

At the heart of every Alert Village is the notifica-

tion system, in which details about the pregnant 

women in a village are recorded in a central 

register, maintained by a volunteer coordinator. 

Once listed in the register, the women are linked 

up to the village health facilities for regular ante-

natal visits, as well as assistance with delivery 

and post-partum care. The notification system 

helps to bring pregnancies out into the open and 

to build a sense of shared responsibility within 

the community for the well-being of the village’s 

pregnant women.

The notification system takes the form of a simple 

handwritten ledger containing basic information, 

such as the names of the pregnant women and 

their husbands; where they live; the woman’s ex-

pected due date; the number of the pregnancy; and 

where they intend to give birth. The volunteer who 

keeps the register reviews its contents with health 

staff at monthly meetings held at the Posyandu, 

the integrated health care post. In this way, the 

The notification system helps to bring 
pregnancies out into the open and to build 
a sense of shared responsibility within 
the community for the well-being of the 
village’s pregnant women.

Fig.2: Desa Siaga systems
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register supports efforts to improve the uptake of 

antenatal care, as well as the proportion of deliver-

ies attended by skilled professionals.

This is important, because it is not uncommon in 

NTB and NTT that women rely on the help of rela-

tives and neighbours, or on Traditional Birth Attend-

ants, instead of seeking out professional help for 

deliveries. Only 32% of births in NTB and 21% of births 

in NTT take place in health facilities, compared to 

a national average of 46% (Statistics Indonesia and 

Macro International, 2008: 287). 

The proportion of births assisted by Skilled Birth 

Attendants is also lower in these provinces than 

nationally: 64% of births in NTB and 46% in NTT, 

compared to the national average of 73% (Ibid.: 288). 

For the village midwife, or bidan, who assists with 

childbirth and provides antenatal and postnatal 

care to women in the village, early notification of 

pregnancies provides an opportunity to approach 

the women and their husbands with antenatal 

materials, and to seek an early and public commit-

ment on their preferred birthing location. Women 

are encouraged to deliver in a health facility and, 

if they agree, a brightly coloured ‘birth prepared-

ness’ sticker is placed on the front door of their 

house, detailing this decision. The sticker confirms 

the name of the pregnant women and her esti-

mated due date; it identifies who will assist her in 

the delivery, and where she will have her baby. 

In line with the Desa Siaga systems, it lists who 

will accompany her to the health facility when in 

labour, who will provide the transportation and, 

if necessary, which compatible blood donors are 

willing to provide blood. The sticker symbolizes the 

principle of ‘making childbirth a village affair.’ 

A woman provides information about herself for inclu-
sion in the village registry of pregnant women, part of 
the notification system. Once listed in the register, the 
woman receives an early visit from the village midwife 
and is linked into antenatal care services available in the 
community. 

A diagram showing the key players in the notification 
system. Pregnant women are at the centre of a network 
of support which includes their husbands and relatives, 
neighbours, the village midwife and health facilities, the 
family planning volunteer (kader), and community leaders. 
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A midwife in the village of Penanae, NTB, explained 

how the notification system has changed the way 

she works:

 As soon as I know someone is pregnant I go 

and talk to them and ask them their preference 

for delivery. If they agree to come to the Polindes 

[village birthing house], I put a sticker on their 

door with their information. I say, ‘This sticker 

means there’s an agreement between you and me: 

I will help you if you come [to the birthing house].

By reframing pregnancy and childbirth as issues of 

concern to the whole community, the notification 

system helps to ensure that growing proportions 

of women receive regular, qualified antenatal 

care and are attended by Skilled Birth Attendants 

during labour. If a woman experiences pregnancy-

related complications or a medical emergency, it 

is much less likely than before that this will go un-

noticed by those in a position to help.

Addressing resource needs: the 
financial support system

A lack of financial resources is one of the main 

deterrents preventing women in NTB and NTT 

from attending a health facility to give birth. 

Even in emergency situations, the decision to 

refer a woman to the health center is sometimes 

delayed because of concerns about the cost of 

medical and other services or lack of funds to pay 

for transportation. 

Under Desa Siaga, a community agrees to establish 

a financial support system in which individual or 

household contributions are collected and used 

to offset the costs of transportation and medical 

care during and after childbirth. By encouraging 

villagers to think ahead about the costs involved 

when delivering a baby, this system can alleviate 

one of the main sources of anxiety facing women 

and their families when making decisions around 

obstetric emergencies. 

In keeping with Desa Siaga’s general approach, 

each community decides for itself how to structure 

its fund and there are therefore variations in the 

financial systems across villages. However two 

main approaches can be singled out. 

The most common, and simplest, approach is a self-

savings scheme in which pregnant women contrib-

ute small amounts of money to the fund on a regular 

basis for the duration of their pregnancies and re-

ceive the money back as a lump sum upon delivery. 

This is the approach being taken, for example, 

in the village of Banyumulek, in NTB, where preg-

nant women in the village are encouraged to 

contribute 1000 Rupiah a day (approximately €0.08) 

to the fund and receive their savings back in full 

once the baby is born. New mothers appreciate hav-

ing funds available to cover any unexpected costs 

related to the birth, or simply to have money in hand 

to purchase clothing or supplies for the new baby. 

Contributions to the financial support system are 
recorded in a register, which is maintained by a group 
of volunteers. The system accounts are presented and 
verified at community meetings. Each community decides 
how to structure its financial support system, including 
the size of the regular contributions, the amount which 
is paid out from the fund, and the circumstances under 
which financial support can be claimed. 
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In other communities, the financial support system 

takes the form of a local insurance scheme which 

extends to all members of the community, not only 

pregnant women. In the village of Kel Penanae, 

NTB, for example, every household in the commu-

nity contributes a fixed sum on a monthly basis, 

and its members are eligible to receive payments 

of up to 100,000 Rupiah (approximately €8) in the 

case of hospitalization or the delivery of a baby. 

Smaller amounts are paid out to villagers requir-

ing outpatient medical care. This approach is more 

complicated to establish and to maintain, since 

it requires a consensus among community mem-

bers to share personal resources for the benefit of 

others. It requires strong support from the village 

leadership to succeed. 

In both of these approaches, a group of volunteers 

oversees the fund and maintains a ledger of ac-

counts; at community meetings, they present the 

accounts publicly and detail the payments which 

have been made in the previous period. While this 

cannot guarantee the integrity of the funds, and 

irregularities do sometimes arise, it is an important 

strategy for promoting transparency and building 

trust and a sense of ownership in the system among 

villagers.

The financial support system is the most challeng-

ing of the five components of Desa Siaga to estab-

lish and maintain, and sometimes several meetings 

must be held in the village before a consensus is 

reached on the approach that will be used. Not 

all villages succeed in maintaining a scheme, but 

in those which do, it can make a significant dif-

ference. One new mother from Karang Pule, who 

had to pay 350,000 Rupiah (23 Euros) for delivery 

services, explained:

 For me, it was expensive, especially given that I 

work as a household servant. However I feel so thank-

ful that, through the existing financial support sys-

tem to which I donated 500 Rupiah every two weeks, 

I received support worth 100,000 Rupiah in return. 

I realized that we cannot help each other with a big 

amount of money all at once, but we can easily solve 

difficulties together when we have an agreement. 

Ensuring blood supplies: the blood 
donor system

A woman who is hemorrhaging during or after 

childbirth can be saved quickly with transfusions 

of compatible blood. However if she is not treated, 

or blood is not available, she can die in a matter of 

hours. What could be a relatively simple medical 

procedure often becomes prolonged and highly 

distressing: the pregnant woman may not know 

her own blood type, requiring additional time for 

testing before the search for a blood donor can be-

gin. Family members and friends willing to donate 

blood may not know their own blood types, only 

to find out at the health facility that their blood is 

not compatible. Or it takes so long to locate willing 

A woman shows the money which she has received 
through her village’s financial support system. Pregnant 
women are encouraged to use the financial support 
system as a self-savings scheme to help defray the costs 
involved in childbirth and welcoming a new baby into 
the family. 
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donors and get them to the health facility that their 

blood donation comes too late. 

A midwife from the village of Banyumulek describes 

a typical scenario: 

 A woman carrying twins went into labour, and 

after half an hour she started to haemorrhage. I tried 

to stabilize her, but she passed out. ‘That’s normal,’ 

said her family. ‘No, it’s not normal,’ I said, trying to 

treat her on the way to the hospital, where we had to 

find blood. We looked many times, brought her whole 

family to be tested, but they were not the right group.

The blood donor system is intended to remove 

barriers to the availability of blood for women 

who require it. In this part of Desa Siaga, villag-

ers learn about the process of donating blood and 

are encouraged to volunteer to have their blood 

groups tested and listed in a village registry, so that 

compatible donors can be readily identified when 

needed. The growth in mobile phone usage greatly 

enhances the effectiveness of this system: midwives, 

Village Facilitators, blood donation system coor-

dinators, blood banks and blood donors are able to 

contact one another quickly in cases of need.

Blood donation is not familiar to many rural in-

habitants in NTB and NTT and initially the concept 

raised some fundamental anxieties: If someone 

donates blood, does this mean that he or she will 

always have less blood in their own bodies? And is 

this harmful? Is it permissible for people of differ-

ent faiths to donate and receive blood from one 

another? In order to generate support for the blood 

donor system, health personnel, representatives of 

the Red Cross, and religious leaders all play a role in 

explaining the benefits of blood donation, demon-

strating the clinical procedures involved, and reas-

suring villagers about the cultural acceptability of 

blood donation.  

The blood donor system is utilized less frequently 

than other elements of Desa Siaga, but when it is 

activated it saves lives. As the midwife from Banyu-

mulek explained,

 Before Desa Siaga it was so difficult to find blood. 

I remember the last time we had a woman bleeding 

heavily after birth, we took up the whole family to 

be tested. No one’s blood matched. We looked many 

times. Now we know someone for all the groups – it’s 

much easier.

Accessing care in an emergency: the 
transportation and communication 
system

In rural areas of Indonesia there is little public 

transportation, especially at night time, and very 

few people own a car. Many villages are dozens of 

kilometers from the closest hospital, often over 

rough terrain with poor quality roads. For families 

A staff person from the health centre tests a woman’s 
blood type. In most villages, between 50 and 70 people 
volunteer to become blood donors as part of the Desa 
Siaga programme. 

Blood donation is not familiar to many 
rural inhabitants and initially the concept 
raised some fundamental anxieties.
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without telephones, it can also be difficult and 

time-consuming to notify midwives that a woman 

has gone into labour, to coordinate logistical ar-

rangements for transferring a pregnant woman 

into care, or to locate a potential blood donor. 

When complications arise during pregnancy or 

childbirth, it is a matter of life and death that a 

woman be able to reach appropriate health facili-

ties as quickly as possible. However many women 

never discuss these issues as they plan for their 

births: only 54% of women in NTB and 42% in NTT 

had discussed the issue of transportation prior to 

giving birth to their most recent child (Ibid.: 291).

Explaining that delays in reaching heath facilities 

are a leading cause of maternal death in Indone-

sia, a Desa Siaga facilitator challenged those at a 

community meeting to think about how they could 

help to prevent this from happening to women in 

their own village:

 Why are the women too late getting help? 

Because they have no means of transportation. Yet 

right here among us… there are people that have a 

vehicle. Still, we are reluctant to ask for help, even 

from neighbours and family, because the topic has 

never been discussed before.

When pregnancy or childbirth-related emergen-

cies arise, people feel hesitant to ask assistance 

from neighbours or other community members, 

even in cases where they know one another 

quite well. And those who own vehicles or mobile 

phones – and might be willing to help – often aren’t 

aware that a pregnancy-related emergency has 

taken place, since these matters are traditionally 

kept private. 

The fourth component of Desa Siaga – the trans-

portation and communication system – tackles this 

situation head on by bringing the transportation 

challenge into the open and turning it into an op-

portunity for community members to demonstrate 

their willingness to help one another. The recent 

explosion in mobile telephone use and the increas-

ing availability of motorcycles and, in some cases, 

cars, are radically changing emergency transporta-

tion options, even in rural areas. Where the system 

operates well, it brings together those needing 

assistance with those willing to provide it.

In an Alert Village vehicle owners volunteer their 

support in cases where pregnant women need to 

be referred to higher-level health facilities. As with 

the notification and blood donor systems, a volun-

teer coordinator maintains a registry containing 

the names and contact details – including mobile 

phone numbers – of vehicle owners who are willing 

to assist pregnant women in need. Each village dis-

cusses and agrees how the scheme should function 

in their community: What kinds of vehicles are ap-

propriate for what circumstances? Should a rotating 

schedule of ‘on call’ drivers be set up, or should 

drivers simply be contacted when the need arises? 

What is reasonable to offer the vehicle owner 

as compensation and who pays for the service? 

In rural areas of Indonesia relatively few people own their 
own cars. One favoured means of transport in the NTB 
province is the ‘Ben Hur,’ or Cidomo, a horse-drawn wagon.
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So close, yet so far: Failure to reach health facility means the loss of a baby’s life

‘Please, look for some kind of vehicle,’ I said. ‘Anything will do – a horse cart, a car – as long as I am given 

some kind of vehicle. 

I waited and waited, but no vehicle. ‘Just a minute, wait a moment,’ they said. Then the husband arrived. 

‘Where is our vehicle?’ I said. ‘Oh, I will try to find some transport,’ he replied. ‘Please, anything will do, we 

need transport,’ I pleaded.

The woman was already giving birth. The legs of the baby were protruding up to the knees. I had to start 

helping her on the spot. And we were so close to the hospital, only 200-300 meters away. … If I remember 

this incident now, I become angry and hurt all over again. I feel that I have failed as a midwife [she begins 

to cry].

– Midwife, Penatoi village, Bima City, NTB

These final questions – about cost and compensa-

tion – are often the most difficult to resolve. It is not 

uncommon that wealthier members of the com-

munity are initially sceptical about the initiative, 

because it is not apparent to them what they will 

gain from it. At the outset some refuse to partici-

pate, but in doing so, they run the risk of losing the 

respect of their fellow villagers. According to an 

advisor to the Desa Siaga programme, those who 

are hesitant at first often change their views once 

they see the benefits of the scheme in operation.

The transportation and communication system 

is one of the most commonly used elements of 

Desa Siaga: between 2006 and 2009 it was used 

on average more than 15 times in Alert Villages in 

NTB (Fachry et al., 2009). As a midwife from Banyu-

mulek explains, the system plays its intended role 

quite effectively:

 Before the agreements were made, we were shy 

about asking our neighbours for help, especially at 

night. Now we are not afraid to ask. We can wake 

them at midnight because we have the agreements... 

And they rarely ask for reimbursement, even when 

we offer it.

Reducing unwanted pregnancies: 
the family planning information post

Reducing the number of unwanted pregnancies is 

an important component of any strategy to bring 

down maternal mortality ratios: fewer unwanted 

pregnancies means a reduction in women’s ex-

posure to the risks of delivery and potentially to 

unsafe abortions. In NTT, only 30% of currently 

married women use a modern method of con-

traception, compared to the national average of 

55% (Statistics Indonesia and Macro International, 

2008: 266), and the unmet need for family plan-

ning in NTB and NTT is estimated at 13% and 17% 

respectively (compared to 9% nationally) (Ibid.: 

273). With greater access to information and con-

traceptive methods, women and their male part-

ners would be better able to make decisions about 

how many children to have and when.

The final element of the Desa Siaga system is the 

family planning information post, which deepens 

and expands existing family planning activities 

at village level and seeks to increase the uptake of 

family planning following childbirth. A volunteer 

from the community – often the so-called Kader 
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who links pregnant women and mothers with the 

village midwife and family planning coordinator 

at the Posyandu – participates in a training pro-

gramme on reproductive health organized by the 

district family planning organization. 

He or she is provided with educational resources – 

such as posters, brochures, and demonstration kits 

(showing, for example, different forms of contra-

ception) – and uses these when working individually 

or in small groups with women, men, and adoles-

cents of both sexes who are interested in learning 

more about family planning. In some areas, the local 

health center holds special reproductive health 

courses for adults or for adolescents when there is 

sufficient interest. 

The family planning information post comple-

ments the other elements of Desa Siaga by working 

to create an environment where there are fewer 

dangerous pregnancies which require emergency 

intervention. In an evaluation of Desa Siaga in NTB 

province, 60% of the surveyed mothers (n=280) 

had accessed information from the family plan-

ning information post in their village. They also 

demonstrated increased knowledge about family 

planning techniques after the introduction of Desa 

Siaga, suggesting wider knowledge in the com-

munity and better awareness of family planning 

options.

Greater access to and use of family planning methods 
would help to lower the maternal mortality ratio in 
Indonesia by reducing the number of times women are 
exposed to the risks of childbirth or potentially unsafe 
abortions. Here a group of adolescents participate in a 
discussion on family planning and reproductive health.

u More information on the training pro-

gramme for the Family Planning Information 

Post – including a facilitator’s manual and

handouts – can be found at 

www.german-practice-collection.org/en/

download-centre/doc_download/935

http://www.german-practice-collection.org/en/download-centre/doc_download/935
http://www.german-practice-collection.org/en/download-centre/doc_download/935
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The Meaning of Desa Siaga:  In mothers’ own words

‘When my due date came, I needed to go to the 

hospital and there was no car in my hamlet. How-

ever, the transportation coordinator in my ham-

let arranged transport for me. He contacted the 

transportation coordinator from another hamlet 

to borrow a car. It was very quick; the car came and 

brought me to hospital. I was happy I got help very 

quickly, because at the time I was in a very desper-

ate condition. I hope this helping each other will be 

continuous.’ 

– Zusnawati, 25 years old, Sembung Village, West 

Lombok District  

‘I became unconscious after giving birth, and after the doctor examined me, he asked my family to provide 

two bags of blood. Hearing this, I did not panic because I knew very well that in my village there are blood 

donors available with my type-O blood type, and this was not difficult to get. My husband contacted 

the blood donor coordinator, and the blood donor was sent to the hospital. I am proud of the Desa Siaga 

programme. The many benefits generated by it make going to the health facilities easier, getting blood 

donors is easier, and financial support is available through our own savings. Through Desa Siaga people are 

encouraged to work hand-in-hand to ease painful suffering and to overcome critical conditions.’

– Yati Citra Dewi, 24 years old, of Poto Village, Sumbawa District 

Desa Siaga helps to alleviate some of the greatest risks facing 
Indonesian women during pregnancy and childbirth.

How villages become ‘alert’

As important as the key systems themselves is the 

process through which communities become Desa 

Siaga. Establishing an Alert Village can take as long 

as four months and is not a simple process: it often 

involves lengthy discussions, debates, disagree-

ments and prolonged efforts at consensus-seeking. 

Some of the themes which must be discussed and 

confronted, such as those concerning reproductive 

health, are not ‘culturally comfortable’ for villag-

ers to discuss in public, particularly in mixed age 

groups containing both men and women. When 

establishing a Desa Siaga system, villagers have to 

confront and reconsider certain traditional views – 

such as where the responsibility for pregnancy 

lies – which reflect entrenched views about gender 

and family life. Similarly, class issues may also rise 

to the surface, as those who are better-off in the 

community sometimes question why they should 

act selflessly on behalf of their less privileged 

neighbours. 
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With all of these complex dynamics, how can the 

establishment of an Alert Village succeed? As is 

described in greater detail below, Desa Siaga is 

introduced through a carefully designed multi-

step process (see the flowchart below) which, 

when carried out successfully, generates a sense 

of genuine ownership among villagers. Critical to 

this sense of ownership is the use of real-life sto-

ries which bring the reality of maternal and child 

deaths closer to everyone’s consciousness. 

Given the high rates of maternal and infant mortal-

ity in NTB and NTT, it is likely that every village has 

experienced at least one pregnancy-related death 

or life-threatening complication. While villagers 

are likely to be aware that a woman has died, since 

funerals are organized with community support, 

the circumstances surrounding the case are gener-

ally not known. 

With the permission of the surviving family mem-

bers, Desa Siaga facilitators use the stories of maternal 

and child deaths from the village to unlock a complex 

subject area and bring it into the open: as Rahmi 

Sofiarini, an advisor to the Desa Siaga programme in 

NTB noted, ‘The stories touch people’s hearts.’ Using 

these stories as an entry point for analysing the condi-

tions which contribute to high levels of maternal 

and infant death, it becomes easier for facilitators to 

encourage villagers to reflect on steps they can take 

to ensure that such cases do not happen again in their 

village, to women or girls who could be their wives, 

daughters, granddaughters, neighbours, or friends.

Establishing an Alert Village can take as long 
as four months and is not a simple process: it 
often involves lengthy discussions, debates, 
disagreements and prolonged efforts at 
consensus-seeking.

Referring to statistics from the local health center, a 
Village Facilitator speaks to villagers about maternal and 
infant health in the community. 

Fig.3: Desa Siaga implementation process
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Laying the groundwork for Desa Siaga: 
securing political commitment and 
partner support

Although Desa Siaga ultimately becomes embed-

ded in the daily life of the village, it begins at a 

distance: with planning and orientation meetings 

convened by the Provincial Health Office and Dis-

trict Health Office. In order for a complex initiative 

such as Desa Siaga to be set up and maintained over 

time it is necessary to have the political support of 

key government institutions and the cooperation 

of a range of partner organizations. The orienta-

tion meetings are the fora in which the Desa Siaga 

concept and approach are introduced to provincial 

and district-level institutions and decisions are 

taken about where and how the approach will be 

implemented. 

As the first step, representatives of the provincial 

planning board, parliament, family planning insti-

tutions, midwives’ associations, women’s organiza-

tions, hospitals, and the Red Cross gather together 

in the provincial capital for a one-day meeting 

where they decide the criteria for the communities 

which will become Alert Villages in the province. 

At the district meetings which follow, the district-

level counterparts from these same institutions are 

joined by representatives from the villages where 

Desa Siaga will be introduced: the village head, the 

village parliament, the head of the health center, vil-

lage midwives, and the village women’s association.

The district-level meetings are particularly signifi-

cant because, within Indonesia’s decentralized 

system of government, responsibility for creating 

Alert Villages lies at the district level. At these 

planning meetings participants lay the ground-

work for the start of Desa Siaga implementation: 

they agree the roles and responsibilities of each 

institution and the heads of participating villages 

give their consent for the approach to be intro-

duced in their communities. In addition, a par-

ticularly important decision is taken at this stage: 

the village head, the representative of the village 

parliament and the village midwife agree upon a 

suitable individual to act as Village Facilitator. 

At the district meeting, the implementing agencies 

outline the criteria for a successful Village Facili-

tator: someone who has a basic education and is 

motivated to ‘work for their heart’, as a Desa Siaga 

advisor put it. Apart from the reimbursement of 

transportation costs, Village Facilitators receive 

no payment or incentives for their efforts and most 

have other jobs or sources of income. The ideal can-

didate is someone who sees involvement with Desa 

Siaga as a way to make a social contribution to the 

village. Village Facilitators can be male or female, 

although the implementing agencies strongly sup-

port the selection of women for this role. To date 

about 40% of Village Facilitators have been female. 

Building a facilitation team for each 
village

Many Village Facilitators are lay persons with 

little background in health issues or community 

u A comprehensive toolkit, including 

facilitator manuals, handouts, and multime-

dia resources, is available for  those inter-

ested in extending Desa Siaga to new areas. 

The complete toolkit is available at 

www.german-practice-collection.org/en/

download-centre/doc_download/930

Village Facilitators receive no payment 
or incentives for their efforts: they must 
be motivated to ‘work for their heart’.

http://www.german-practice-collection.org/en/download-centre/doc_download/930
http://www.german-practice-collection.org/en/download-centre/doc_download/930
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development initiatives. Given this, there are 

limits – even for the most enthusiastic and 

committed Facilitator – to what he or she can 

accomplish alone in navigating a complex and 

sensitive community mobilization process. 

The next step in implementing Desa Siaga is to 

prepare a small team of individuals to initiate 

the Alert Village. The Village Facilitator anchors 

this team, but works alongside a staff member 

from the village health center with experience in 

maternal and child health issues and a District 

Facilitator, from an outside NGO, who brings to 

the table facilitation skills and experience in man-

aging community processes. 

The relationship between the three members 

of this facilitation team begins during a six-day 

training programme organized by the District 

Health Office and co-led by the NGO which acts 

as District Facilitator. The Village Facilitators 

and health center representatives from participat-

ing villages in an area – up to 30 people in total – 

come together for an intensive and interactive im-

mersion into issues of maternal and child health 

and community development. 

The training workshop is a new experience for 

many of the participants. Some Village Facilita-

tors are not initially comfortable with the expecta-

tion that they speak openly in mixed-gender and 

mixed-age groups, or the assumption that their 

views and experiences can be valuable learning 

for others. In every training there are some par-

ticipants who are sceptical of the ‘games’ that are 

used to help participants get to know one another 

better, or to illustrate key concepts. Not everyone 

is at ease with the idea of role-playing exercises 

in which participants observe one another and 

give feedback on how to improve interviewing or 

moderation skills. 

However as the training programme proceeds, 

these interactive methods become more famil-

iar and their benefits become clear. The trainers 

engage the participants in small-group exercises 

and continuously mix the groups so that everyone 

has the chance to interact with everyone else. 

The goal is to create a dynamic in which all the 

participants feel equally able to speak and be 

listened to. The health center representatives are 

encouraged to share their knowledge of maternal 

and child health issues, but also to learn from 

the experiences of others who bring stories and 

deep insights into community health issues from 

a non-clinical perspective.

The content of the training is far-reaching. Some 

of the early sessions, led by district health person-

nel, introduce participants to the basics of mater-

nal and neonatal health and describe the situation 

in their particular area: the number of maternal 

The training programme for members of the village fa-
cilitation team relies heavily on games, role-playing, and 
interactive exercises to prepare participants to lead the 
Desa Siaga process at village level. 

u A training manual for facilitators of 

the first training programme – including 

guidelines and handouts – is available at 

www.german-practice-collection.org/en/

download-centre/doc_download/933

http://www.german-practice-collection.org/en/download-centre/doc_download/933
http://www.german-practice-collection.org/en/download-centre/doc_download/933
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and infant deaths, the main causes of death, the 

proportion of women who deliver in health facili-

ties with skilled birth assistance, and other key 

indicators. Participants are presented with case 

studies of maternal deaths that have occurred in 

their districts and work in small groups to analyse 

the causes underlying these deaths. 

Other sessions introduce participants to participa-

tory methods which can be used to assess mater-

nal and child health issues in their villages. 

The participants practice how to interview the 

families of women who have passed away, in order 

to gather stories about the circumstances sur-

rounding maternal deaths in their villages; how 

to lead small group discussions on topics such 

as access to health services or perceptions of preg-

nancy in the community; and how to moderate 

discussions in large groups. 

These are all difficult skills to learn in a short pe-

riod of time and not all Village Facilitators com-

plete the training feeling fully confident about 

the tasks which lie before them. However none 

of the individuals trained as Village Facilitators 

through this particular approach dropped out, 

and all were eventually successful in establishing 

the five systems in their villages. This is attribut-

able in part to the support they received during 

the next stage of the process from the health 

center representative and District Facilitator, with 

whom they interacted closely during the training 

programme. 

Talking about maternal and child 
health issues at the village level

Returning home after the training programme, 

the Village Facilitators lead a series of activities 

intended to get community members thinking 

and talking about the health and well-being of 

pregnant women, new mothers and babies in the 

village. This process takes place over a period of 

one to two weeks and includes small group discus-

sions followed by a community-wide meeting. In 

these discussions villagers talk about the circum-

stances surrounding the deaths of women and 

newborn babies in the village and consider what 

could be done to prevent similar cases in the fu-

ture. The Desa Siaga facilitators refer to this stage 

of the process as the ‘village self-assessment’.

Prior to the community meetings, the Village 

Facilitator collects data about maternal and 

neonatal health from the village health facility 

in order to build up a picture of the health of 

newborn babies and their mothers in the com-

munity. As part of the process, health personnel 

direct them to households which have experienced 

childbirth-related deaths or medical emergen-

cies and the Village Facilitator arranges to meet 

with surviving family members to learn about the 

Women participate in a small group discussion about access 
to health services in the community. This and other small 
group discussions help to get villagers thinking and talking 
about the health of women and children in the village.   
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circumstances surrounding the case: When did 

the family realize that the woman wasn’t well? 

To whom did they turn for help and why? What 

problems did they experience in trying to get help 

for the woman? What feelings did they experi-

ence during the emergency? If the mother or baby 

didn’t survive, what was the cause of death? 

In all but a few instances, the husband or head of 

the household gives permission for the Village 

Facilitator to share the details of the story publicly 

in the community meetings, in the belief that this 

could prevent similar cases from affecting other 

families in the future. It can be challenging to cre-

ate an atmosphere which is conducive to public 

discussions of personal issues such as pregnancy, 

childbirth and reproductive health, but the use of 

real stories helps to break down people’s hesita-

tion. These stories are local and personal: they 

concern people who are or were known in the 

community and, as such, carry particular weight. 

As the details of the cases emerge, people begin 

to understand that similar problems could affect 

women in their own families. 

Next, the Village Facilitator and staff from the 

health facility convene a series of informal 

discussions on 13 health-related themes. These 

discussions cover a wide range of topics, from the 

social and demographic structure of the village 

to attitudes towards health services and family 

planning. Between five and 20 people take part in 

each small discussion, and the participants repre-

sent a cross-section of the community: adults and 

adolescents (both male and female), community 

leaders, religious leaders, health service provid-

ers, midwives, traditional birth attendants and 

others.

The Village Facilitator begins each discussion with 

a personal story about pregnancy and childbirth 

in the community and explains the purpose of 

the discussion. Each group then works through 

a series of questions related to their designated 

theme. Examples include:  

 What is the physical structure of our village 

(e.g. its borders, roads, neighbourhoods, public 

facilities and religious sites)? What is its social 

structure (e.g. what kind of people live here, 

where do they come from, what is their eco-

nomic, social and educational profile)? What 

would a map of our village look like?

 What formal and informal health services are 

available to residents of our village? How 

much do health services cost? How easy is it to 

access them?

 What does it mean to be sick? To be healthy? 

When do people seek help for their health?

 Where can women seek help during preg-

nancy and delivery? How are they treated? 

How do they feel about the care they receive?

 What activities do women undertake in a 

typical day in this village? Which do men 

undertake? Who has more tasks and who has 

more time for rest? What effect does this have 

on women’s health?

 What are attitudes towards marriage in this 

community? At what age should men and 

women marry? What are the benefits and 

disadvantages of early marriage?

 What do villagers know about family planning? 

What family planning services are they aware 

of? What are its benefits? What are its down-

sides?

It can be challenging to create an atmosphere 
which is conducive to public discussions of 
personal issues, such as pregnancy, childbirth 
and reproductive health. The use of real sto-
ries helps to break down people’s hesitation.



31

Showcasing health and social protection for development

As each discussion proceeds, the facilitator or 

another member of the team records important 

points on flipchart paper to generate a record of 

the discussion. In some of the groups, the villagers 

create maps and depict their points with images. 

This approach is unusual for many villagers, who 

aren’t accustomed to having their thoughts cap-

tured on paper. 

According to a Desa Siaga advisor, these informal 

group discussions are the place where a lot of 

‘hard work’ takes place in terms of raising aware-

ness of maternal and newborn health challenges 

and building villagers’ comfort level to discuss 

sensitive topics. There is sometimes resistance to 

the idea of talking publicly about ‘women’s issues’ 

such as contraception, menstruation and child-

birth; others feel that these topics are sexually 

explicit and therefore inappropriate subjects of 

conversation. 

A map of the community of Penanae, in Nusa Tenggara 
Barat, created by villagers in one of the small group dis-
cussions. It shows the main streets of the village, the loca-
tion of key facilities, and the physical landscape, including 
rivers and fields. Later, coloured dots can be added to 
the map to indicate the houses of pregnant women and 
other villagers, such as vehicle owners and blood donors, 
who have volunteered as part of Desa Siaga.

Women as Village Facilitators

A significant proportion (40%) of the Village Facilitators involved with Desa Siaga in NTB and NTT are 

women. Female facilitators often face greater difficulties than their male counterparts in gaining the trust 

and acceptance of their fellow villagers, who are relatively unaccustomed to attending meetings led by 

women.  Since 2000, it has become possible for women to be elected as village leaders, but this remains 

uncommon, and women’s public roles are generally limited to work with the local women’s organization 

or family welfare society. 

Married women acting as Village Facilitators tend to bring their husbands with them to at least the first 

Desa Siaga meeting. His presence there lends legitimacy to her playing this role and helps to build ac-

ceptance among other community members. Young or unmarried women must work particularly hard 

to establish their authority as facilitators; here, the active and public support of the village leadership is 

important in establishing her credibility. Experience has shown that these challenges usually diminish over 

time and villagers become more accustomed to the idea of a female facilitator. 



32

German Health Practice Collection

In order to overcome this hesitation, the Village 

Facilitator, health center representative and 

District Facilitator take a matter-of-fact approach. 

They explain that, although it may not be common 

practice to discuss such things aloud, it is neces-

sary to do so, because there are problems in the 

community which need to be addressed. The 

discussions are about building knowledge, they 

explain, and address real-life issues which affect 

every household and every member of the commu-

nity. As Ibu Rahmi Sofiarini, a Desa Siaga advisor 

explained, ‘At the start, people are reluctant to take 

part in such discussions, but because they have 

problems themselves, eventually they do speak.’

The culmination of this part of the Desa Siaga 

process is a formal village meeting in which a 

cross-section of villagers comes together to 

talk about how to address the health challenges 

facing pregnant women, new mothers and 

infants in the community. 

The village leader invites approximately 40 people 

to this meeting, including the heads of the sub-

villages, members of the village parliament, repre-

sentatives of the District Health Office, the village 

midwife, health centre staff, the village women’s 

organization, religious leaders and other influen-

tial members of the community. A representative 

from each of the informal discussion groups also 

attends.

At the meeting, the Village Facilitator begins by 

sharing key health statistics for the village – for 

example, how many maternal and newborn deaths 

have been recorded in the recent past – and by re-

counting the circumstances surrounding a recent 

case of maternal death. After sharing the story, 

he or she asks those present to talk about the case, 

building upon themes which were explored in the 

small groups: What were the reasons for the death 

or medical emergency? What could have made a 

difference and saved the woman’s or baby’s life? 

Are there things that villagers – as neighbours, 

friends, and community leaders – could do to pre-

vent such cases in the future?

As the meeting proceeds, a representative from 

each of the informal discussion groups speaks 

about the main points which emerged in their 

group and which are relevant to explaining the 

phenomenon of maternal and newborn death. 

The group which explored perceptions of mar-

riage, for example, describes the common belief 

that women should marry young (between the 

ages of 15 and 20) and the fact that young people 

know little about pregnancy and childbirth before 

they marry. Another group, which talked about 

health-seeking behaviours in the village, explains 

that many poor villagers prefer to visit traditional 

healers, rather than formal health facilities, for 

At the formal village meeting which marks the culmi-
nation of the village self-assessment, representatives 
from the small group discussions report back on the 
main points from their individual meetings. The Village 
Facilitator draws together these various contributions 
in order to build up a picture of the health of pregnant 
women and infants in the community. 
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reasons of cost or belief. These reflections from the 

small group discussions complement the health 

statistics and personal stories to help create a ‘big 

picture’ of the health conditions facing pregnant 

women and newborns in the community.

The Village Facilitator then shifts the discussion 

towards a joint reflection on the resources which 

are available in the community to address some 

of these challenges and on the actions individuals 

could take to help reduce maternal and newborn 

deaths. Villagers are also encouraged to think 

about how the existing traditions of mutual sup-

port could be applied to the task of saving the 

lives of women during pregnancy and childbirth. 

The Village Facilitator introduces to villagers the 

concept of the ‘Alert Village’ and the Desa Siaga sys-

tems and describes how this could help to address 

some of the challenges which have been discussed. 

Here the meetings can become quite contentious: 

not everyone agrees that it is a public responsibility 

to care for pregnant women. ‘This isn’t my busi-

ness,’ argue some. ‘It’s the husband’s job to take 

care of his pregnant wife.’ The village meetings can 

stretch late into the night as villagers debate and 

argue whether and to what extent it is reasonable 

to expect community members to help one anoth-

er by providing access to transportation, money, 

and blood donations. 

According to a Desa Siaga advisor, it can be chal-

lenging to convince villagers why they should 

proactively help one another. Here, particularly 

in the predominantly Muslim province of West 

Tenggara Barat, religious leaders or religious 

teachers, called Ustadz in Indonesian, play an 

important role by explaining the importance of 

helping others before they die, not only following 

a death. While helping with preparations for a 

funeral can assist the surviving family members, 

it does not bring any benefit to the deceased, the 

Ustadz explains, while taking action in advance 

can actually save someone’s life. When this argu-

ment is made by a religious teacher, whose job 

is to teach the contents of the Koran, it is accepted 

more readily by villagers and often shifts the 

direction of the discussions. For this reason, the 

Village Facilitators always meet with religious 

leaders prior to the community meetings to ex-

plain the Desa Siaga approach, ask for their sup-

port, and invite them to attend the meetings. 

They do the same with other influential villagers – 

for example, wealthy residents who own vehicles 

or respected members of the community – to se-

cure their participation in the process.

Villagers participating in a Desa Siaga community meeting. 
The process of becoming an Alert Village can take up to four 
months and involves lengthy discussions and deliberations. 

It can be challenging to convince villagers 
why they should proactively help one another. 
Religious leaders play a very important role 
by explaining the importance of helping others 
before they die, not only following a death.
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The village meeting ends when agreement is 

reached to establish the Desa Siaga systems in the 

community. Although this takes considerable time 

in some cases, all 140 villages supported through 

the approach described in this publication did 

eventually reach an agreement to establish a com-

munity network. Following the meeting, a docu-

ment called ‘A Picture of the Village’ is produced, 

summarizing the main points from the small group 

discussions, incorporating images of the maps and 

other diagrams which were produced during the 

process, and overviewing the demographic and 

health profile of the community. This document 

becomes a resource for the village leadership and 

health facility personnel.

Establishing the five Desa Siaga
systems

Following the village meetings, the facilitation 

team – Village Facilitators, representatives from 

the health facilities, and District Facilitators – come 

together again at the provincial level for an ad-

ditional five-day training programme in which the 

facilitation teams are prepared to conduct meet-

ings to establish each of the five Desa Siaga systems. 

The main emphasis in this second training is on 

role-playing. The trainers help each participant to 

sift through the information gathered during the 

village self-assessment process and to think about 

how best to use this ‘evidence’ to make the case

 to villagers for each of the Desa Siaga systems. 

Participants practice how to plan and structure 

each of the five meetings, whom to invite (and 

whom to meet with individually prior to the meet-

ings to secure support), how to open the discus-

sions, which points to cover in each meeting, and 

which decisions to reach during the discussion. 

After the training, the Village Facilitator, with the 

support of the village leadership and the participa-

tion of the village midwives, health centre person-

nel and the District Facilitator, convenes a series of 

five planning meetings, one for each of the Desa 

Siaga systems. The meeting for the notification 

system is held first, and other meetings follow one 

by one, once it is clear that the already established 

systems are operating as intended.11 It can take a 

few months until all the meetings have been held 

and the systems are up and running.

u A training manual for facilitators of the 

second training programme – including 

guidelines and handouts – is available at 

www.german-practice-collection.org/en/

download-centre/doc_download/934

A sign in the village of Babussalam, in the West Lombok 
District of NTB, which explains how Desa Siaga systems 
in the community work. The four sections of the sign 
detail the decisions taken at the community meetings 
for the notification, transportation and communication, 
financial support and blood donor systems.

11 The meetings for the notification system, transportation and communication system, financial planning system and family planning 

information post are held at the sub-village level, where it is more feasible to maintain accurate records of the population and to 

organize financial and transportation systems. The blood donor system is organized at the village level. This allows for blood donors 

from several sub-villages to be brought together in one common registry, which ensures greater coverage of different blood types and 

a larger pool of donors on which to draw in emergencies.

http://www.german-practice-collection.org/en/download-centre/doc_download/934
http://www.german-practice-collection.org/en/download-centre/doc_download/934
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Approximately 40 people are invited to each meet-

ing; their task is to discuss and agree how to best 

organize the given Desa Siaga system in their vil-

lage. While the basic concept behind each element 

of Desa Siaga is fixed, individual villages exercise 

a great deal of flexibility in determining how the 

system is actually implemented. For example: 

What type of information should be collected and 

recorded in the notification system? Should the 

owners of vehicles be compensated when they help 

to transport a pregnant woman to a health facility? 

Who should contribute to the financial support 

system and who has the right to claim support from 

the system? 

The goal of the community meetings is to reach 

consensus on each system, in keeping with the 

traditional way of reaching agreements in the vil-

lage around, for example, contributions to funeral 

costs. The decisions taken at these meetings are 

written up and posted in a central place, along with 

the mobile phone numbers of key contact people. 

They are also publicized via the health centre and 

formally presented to the full community at future 

village meetings.

The final step is to select a coordinator to oversee 

each system – an individual who is trusted by fellow 

villagers to be fair and responsible (e.g. in the case 

of managing the contributions to the financial 

support system), who is willing to volunteer his 

or her time, and who possesses the requisite level 

of literacy and numeracy. Once the five systems 

are operational, these so-called ‘system coordina-

tors’ work closely with the Village Facilitator and 

communicate with one another frequently, as well 

as with the midwives, health care personnel and 

village leadership. They are key to coordinating an 

integrated response when emergencies arise. 

About 45% of the volunteer coordinators are 

female, and 55% are male. This relatively equal 

gender distribution is encouraging in two respects: 

first, that women are assuming leadership roles 

in the village; and second, that men are demon-

strating an interest in issues of maternal and child 

health.

The man on the left has just agreed that his vehicle can be 
used to transport pregnant women to health facilities in 
emergency cases. His contact details and other informa-
tion have been recorded in the transportation register by 
the system coordinator and Village Facilitator.
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The Meaning of Desa Siaga: In One Midwife’s Own Words

The last year was a good one for me as a village 

midwife. This is because the things that used 

to worry me when assisting a delivery don’t 

happen anymore. This year, no mothers or 

babies died under my care. Of course I do feel 

exhausted sometimes - I assisted 162 women 

to deliver their babies in the last year. But when 

I see a lovely baby born safely from a mother 

who has just passed through a critical time, 

I am simply happy. I am sure this is happening 

because my village became an Alert Village. 

I will never forget the maternal deaths and haemorrhage cases that I had to deal with before Desa Siaga 

started. Nowadays, I no longer face these kinds of situations because the village developed an alert 

system. Maybe as an outsider you will not believe how many changes occurred just within one year, but 

I can tell you that when I need to refer a woman now, it is very easy to find a means of transportation. 

I just call the coordinator of the transportation system and the transport is ready. 

Before it was very difficult to persuade pregnant women to give a birth at the Polindes [village birthing 

post], but now, even if they are just about to deliver, they come to the Polindes. 100% of pregnant 

women delivered in the Polindes in 2008. The volunteer coordinators are very active in notifying preg-

nant women and disseminating family planning information. 

I now realize this has happened because of the increased understanding of the people and their willing-

ness to change to help each other. At the early stage of Desa Siaga, I had doubts that it could make a 

difference, but after just one year I must say: pregnant women are now treated the way they should be 

treated. And babies, who are our future, are born safely.

The Village Midwife from Banyumulek, in West Lombok 
District, NTB.

Maintaining the Desa Siaga 
systems

While the essence of Desa Siaga is relatively sim-

ple – be alert to pregnancy-related complications 

and be ready to address them when they arise – 

its successful implementation is not. It requires 

continuous care, attention, and a ‘troubleshoot-

ing’ mindset. Having gone through the pain-

staking process of establishing an Alert Village, 

what needs to be done to maintain and sustain 

Desa Siaga on an ongoing basis? 

The main strength of Desa Siaga is also one of its 

limitations: it depends upon the voluntary contri-

butions of dozens of people, from those playing a 

coordinating and oversight role to those providing 

their vehicles, their finances, and their blood for 

the benefit of their fellow villagers. When the com-

mitment of any of these groups wanes, it affects the 

functioning of the system as a whole.
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Experience has shown that the commitment of the 

village leadership is very important in setting the 

tone for the rest of the community. When the head 

of the village is invested in Desa Siaga, he or she 

provides the Village Facilitator and village midwife 

with the backing they need to strengthen the opera-

tions of the Alert Village. For example, the village 

leadership can decide that payments for the Desa 

Siaga financial system can be included in the list of 

taxes and levies that are regularly collected from 

households for local services such as security and 

garbage collection. Bundling the Desa Siaga costs 

into the existing system of payments increases the 

collection rate and makes the financial system more 

efficient. Moreover, in those villages where the local 

leadership has played an active role – for example, 

by regularly attending meetings – the Desa Siaga 

approach has remained strong and intact. In others, 

however, where the local leadership has not sus-

tained its interest, the network often falters.

Systems that work well at the outset can also lose 

momentum, for example, if a coordinator moves 

to another village and a replacement is not found 

and trained. In some villages, the original idea of 

ensuring regular supplies of blood in cooperation 

with the local Red Cross has been undermined be-

cause villagers have realized that if they wait for an 

emergency and are asked to donate blood, they can 

benefit financially: the family requiring the blood 

will pay them for it, while if they donate it to the 

Red Cross at a blood drive they won’t receive any 

payment. When such dynamics arise, the Village 

Facilitator and the village midwife work together 

to identify the source of the problem and to ‘get 

back to basics’ by reminding villagers of the roots of 

Desa Siaga as a mutual assistance strategy.

These and other challenges are picked up through 

the monitoring activities which are carried out in 

each village following the establishment of the 

Alert Village. At the village level, the Village Facili-

tator, the five system coordinators, the village mid-

wives and health centre staff meet every second 

month to exchange information and discuss prob-

lems which may be arising in any of the systems. 

The regular monitoring data gathered through 

these meetings – including the utilization rates of 

the different Desa Siaga systems – is useful to the 

village leadership and health staff for tracking and 

improving the health status of village residents. 

The main strength of Desa Siaga is also one of 
its limitations: it depends upon the voluntary 
contributions of dozens of people. If the com-
mitment of any of these groups wanes, it can 
affect the functioning of the system as a whole.

The names, ages, addresses and blood types of volunteer 
blood donors are listed in this registry. In districts with a 
local branch of the Red Cross, regular blood drives can be 
organized to keep blood stocks high. In areas where the 
Red Cross is not present, however, blood donors are called 
upon to donate in cases of need and are sometimes paid 
for their efforts by the family needing blood. Village Facilita-
tors and midwives have to work to ensure that the blood 
donor system does not lose momentum – or become seen 
as a way to earn money.
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In addition to this, the District Health Offices are 

responsible for holding regular meetings to review 

the overall progress of Desa Siaga implementa-

tion. These meetings – which are held with varying 

degrees of frequency, from quarterly to annually, 

depending on how active the individual offices are 

in overseeing community activities in their districts 

– are attended by the Village Facilitator, village 

midwives and health centre facilitator. The District 

Health Office is also responsible for monitoring 

the programme’s higher-level outcomes such as 

antenatal attendance, the proportion of babies 

delivered by skilled birth attendants, rates of mater-

nal and neonatal death, and increases in the uptake 

and maintenance of family planning techniques. 

The implementation costs of 
Desa Siaga

The Desa Siaga approach which is described in 

this publication is a resource-intensive process 

to implement, requiring significant investments 

of time, money and personnel. In 2009 the GIZ 

SISKES programme undertook a detailed cost 

analysis of the Desa Siaga programme (Sofiarini & 

Goeman, 2009) based on its experience of imple-

menting Desa Siaga in 140 villages in two different 

provinces over the period 2006-2009. The analy-

sis shows that the costs involved in establishing 

and maintaining Alert Villages vary considerably 

depending on the specific implementation model 

which is chosen, and are influenced by variables 

such as the unit costs for activities in rural versus 

urban locations, the number of villages supported 

in one ‘batch,’ the number of participants trained 

from each participating village, and the extent 

to which training activities and meetings are com-

bined to generate economies of scale.

Key findings from the costing exercise are as fol-

lows:

 The costs of establishing and operating Desa 

Siaga in one village for one year averaged 

53,414,400 Rupiah (€4109) per village in NTB12 

and 74,615, 500 Rupiah (€5740) per village in 

NTT.13 With village populations ranging from 

6,000 to 21,000 inhabitants, this represents 

a cost of less than €1 per capita (between €0.20 

and €0.69 in NTB, depending on village size, 

and €0.27 and €0.96 in NTT). For purposes 

of comparison, the per capita expenditure for 

health in Bima City, NTB, in 2008 was €10.14

 80% of costs are related to establishing the Desa 

Siaga approach in the village, with the remain-

ing 20% going towards activities to maintain 

the functioning of Desa Siaga (including M&E). 

 Of the unit costs per village, 40% is spent at 

village level and 60% at district or provincial 

level, reflecting the higher costs for venues, 

food and lodging in larger cities.

In general, the costing exercise shows that the 

longer the implementation process, the greater 

the number of separately organized activities – 

particularly at district or provincial level – and the 

u Further information on the costs of 

implementing Desa Siaga is available in Desa 

Siaga Cost Analysis in NTB and NTT, available 

at www.german-practice-collection.org/en/

download-centre/doc_download/936

12 Euro figures are based on 2009 exchange rates. Given the diversity of the participating villages and their implementation contexts, there 

are variations in implementation costs within each province. The minimum cost of Desa Siaga implementation in NTB was 35,265,800 

(€2713), and the maximum cost was 71,145,600 (€5473). 
13 The minimum cost of Desa Siaga implementation in NTB was 70,356,000 (€5412), and the maximum cost was 78,875,000 (€6067).   
14 Data provided by SISKES programme.

http://www.german-practice-collection.org/en/download-centre/doc_download/936
http://www.german-practice-collection.org/en/download-centre/doc_download/936
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more participants involved per activity, the higher 

the overall costs. 

The costing analysis provides detailed guidance 

for government institutions and external develop-

ment partners interested in supporting the exten-

sion of Desa Siaga to new areas of Indonesia in the 

coming years. With an eye on resource-constrained 

settings, the document also contains suggestions 

for adapting the budget to contain costs, for exam-

ple, by reducing the number of participants, com-

bining certain activities and striving for economies 

of scale across multiple villages.

Results: How Desa 
Siaga has made a 
difference

Between 2006 and 2009 the Desa Siaga approach, 

with a focus on reducing maternal and neonatal 

deaths, was introduced to 90 villages in NTB prov-

ince and 50 villages in NTT with support from GIZ 

SISKES. Although part of the national Desa Siaga 

strategy, the Desa Siaga experience in these 140 

villages is distinctive for the strong emphasis that 

has been placed on the participation of villagers in 

the design and implementation of their own Alert 

Village systems.

What results has this community empowerment 

approach to Desa Siaga generated?

In addition to programme monitoring data and 

anecdotal information, two large-scale evalua-

tions have been undertaken in recent years which 

have assessed Desa Siaga as a whole or in part. In 

2009 an evaluation of Desa Siaga in NTB province 

was commissioned by GIZ SISKES and undertaken 

by researchers from the University of Mataram 

(Fachry et al., 2009);15 an external evaluation of the 

GIZ SISKES health programme undertaken in the 

same year (Independent Monitoring and Evalua-

tion Team, 2009) also considered the achievements 

of Desa Siaga as part of a much larger review. 

Through these two evaluations, as well as a series of 

interviews and site visits conducted for the prepa-

ration of this publication, a picture of Desa Siaga’s 

achievements comes into focus.

Overall, the evidence collected is encouraging, and 

suggests that the Desa Siaga approach is leading 

to improvements in maternal and neonatal health, 

as well as stimulating a positive new approach to 

problem-solving in communities. 

15 The evaluation assessed Desa Siaga by input, output, and outcome indicators, by DAC criteria, and in relation to the Paris Declaration 

principles of ownership, alignment and harmonization. Seventy out of the 90 participating villages in NTB were randomly chosen to be 

included in the evaluation, and a total of 538 respondents were surveyed. This comprehensive evaluation provides an evidence base 

for Desa Siaga’s initial achievements in one of the two provinces in which its implementation was supported by GIZ SISKES. Comparable 

data from NTT is not available. Unless otherwise specified, the quantitative data presented in this section is drawn from the findings of 

this evaluation.

Desa Siaga has contributed to improvements in the uptake 
of key health services and to transform attitudes towards 
pregnancy in the community. The well-being of women 
and infants is increasingly seen as a shared responsibility. 
Men have a particularly important role to play
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The authors of the 2009 external evaluation 

concluded that: 

 Where Desa Siaga has been implemented it 

appears to enhance confidence in the capacity of 

the community to respond to obstetric and other 

emergencies. Desa Siaga funds appeared to be 

well-organised, with clear accounting systems. 

The scheme depends on considerable effort and 

good will of volunteers and in both provinces con-

solidation activities have been well-chosen to 

enhance effective roll-out and sustainability 

(Ibid.: 10).

Desa Siaga is known, used and trusted 
by villagers

Because the Desa Siaga systems are built ‘from 

the ground up’ in a participatory manner, they 

are well-known to members of the community.

 In a survey of 280 mothers across 70 villages in 

NTB, 83% knew of the Desa Siaga system in their 

village and between 70% and 90% had specific 

knowledge about each of the five systems, with 

the transportation and communication compo-

nent being best known. 

Just over 80% of the surveyed mothers had been 

registered in the notification system for their latest 

pregnancy, 60% had benefitted from the financial 

support system, and the same proportion had ac-

cessed information through the family planning 

information post. For almost half of these women, 

their transportation to health facilities for delivery 

had been supported through the transportation 

and communication system. The blood donor sys-

tem was used by 12% of the surveyed mothers.16

Desa Siaga has contributed to 
improved uptake of reproductive 
health services

Alongside other health interventions conducted 

in the same geographical areas, Desa Siaga has 

contributed to statistically significant (P<0,05) 

improvements in several indicators of health 

service use. The evaluation of Desa Siaga conducted 

in 70 villages in NTB, among 280 mothers with 

at least two children – one born before the estab-

lishment of Desa Siaga, and one after – found:

 An increase in antenatal care visits: 92% of 

women now attend a first trimester visit (up 

from 87% at baseline) and 87% attend a third 

trimester visit (up from 84%).

 An increase in the proportion of women 

 assisted by a skilled birth attendant (SBA): 

Since the introduction of Desa Siaga, 88% of 

surveyed mothers were assisted by an SBA at 

their most recent delivery, compared to 75% 

who had delivered their previous child with an 

SBA.17 Births attended by Traditional Birth At-

tendants decreased from 23% to 10%.

 An increase in the proportion of women 

giving birth at health facilities:18 The evalua-

tion showed an increase to 59%, up from 43% at 

the baseline.

 Improved knowledge of family planning 

methods: The proportion of surveyed mothers 

who know at least one family planning method 

rose from 98 to 100%, those knowing at least four 

methods rose from 56 to 66%, and those know-

ing five or more methods rose from 31 to 42%.

16 While 70% of surveyed women knew about the blood donor system, only 12% had actually used this system. ‘Use’ of the system refers to 

asking for blood or looking for a suitable donor.
17 A contributing factor to this change may be the introduction of more midwives into communities.
18 Health facility here is defined as a Polindes, a Posyandu, or a Pustu (Sub-Health Center) when it is equipped for deliveries (i.e. midwife and 

instruments). This does not include deliveries at home and/or deliveries overseen by a traditional birth attendant.
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These findings are corroborated by 2008 provin-

cial health office reports from both NTB and NTT 

provinces, which also show improvements in 

the proportion of high risk pregnant women who 

are identified and referred for treatment, the 

proportion of newborns which attend more than 

one postnatal visit, and the proportion of women 

of reproductive age using family planning serv-

ices.19 While it is not possible to draw distinctions 

between the contribution of Desa Siaga and those 

of other health interventions running in parallel, 

it is highly plausible that the establishment of 

Alert Villages has played an important role in the 

improved uptake of reproductive health services 

which have been measured in these areas.

Desa Siaga empowers the community 
to address its own problems

The attitudinal changes brought about in villages by 

the community empowerment process are perhaps 

as important as the outcomes of the systems them-

selves. As one of the Desa Siaga trainers noted, when 

communities began to map out their own villages, 

analyse their problems, and list their resources:

  They were surprised that they could do this. They 

hadn’t thought of it. It opened their minds. Before, 

in the community, the idea of helping at the time of 

death was most important: now the idea of helping 

those who are still alive has become more important.’ 

The Desa Siaga process has encouraged many 

people to rethink their relationships with one 

another – not only in terms of the help they can 

offer to others in need, but also in terms of the 

assistance they can ask for in times of crisis. If 

previously many people might have hesitated 

to reach out for help to neighbours who were 

wealthier, or simply not well known to them, the 

Desa Siaga process has helped to weaken this 

reluctance. As the village head from Babusalam 

village, in the West Lombok District of NTB 

explains:

  I am not going to sacrifice the life of my child 

because I am too afraid of asking for some help. I am 

not going to put my own life at stake because I’m 

too shy to ask for help. My life is far too valuable for 

feeling shy or afraid to ask for help. 

The approach has tapped into a sense of commu-

nity solidarity among villagers and activated many 

villagers to get involved. As one older man from the 

village of Tanjuna Karang, in Mataram City, NTB, 

declared at a community meeting:

  Because this programme is for the betterment 

of our community, I put myself forward to become a 

volunteer. 

It has also led to a broad shift in attitudes around 

the idea of emergency preparedness. Villagers are 

more realistic about the types of medical situations 

which could arise, but are also ready to confront 

them using a set of agreed-upon methods. As a 

midwife from Penatoi village in Bima City, NTB, 

explained:

  With Siap Antar Jaga the people already anticipate 

what could possibly happen: it’s not that people only 

take action in case of an emergency. Before the emer-

gency situation we already have to prepare ourselves.

19 Monitoring data provided by SISKES project.

The Desa Siaga process has encouraged 
many people to rethink their relationships 
with one another – not only in terms of the 
help they can offer to others in need, but 
also in terms of the assistance they can ask 
for in times of crisis.
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Desa Siaga transforms gender 
relations

Individual coordinators’ lives have been changed 

through their roles in Desa Siaga. Young female 

Village Facilitators, whose authority was some-

times initially challenged by villagers because 

of their age and sex, grew in confidence as the 

systems became operational. Their husbands sup-

ported them, accompanying them to meetings. 

They formed networks, coming to each others’ 

community meetings, both to support one another 

and to prepare themselves to manage similar 

situations. Their confidence in public speaking 

grew, as a family planning volunteer from Penanae 

explained: 

  At first I didn’t know how to speak in the commu-

nity. I was afraid to talk to people. There were obsta-

cles, but we had support, and after my training I can 

talk. Even with foreign guests, I am not afraid.

The District Health Officer from Kota Bima agreed 

that the programme has strengthened the abilities 

of the volunteers:

  The volunteers are well trained. Desa Siaga has 

really improved their skills in information, education 

and communication. They are much better at com-

municating now and the refresher courses keep up 

their skills.

Some women were transformed through the proc-

ess to such an extent that they ran for seats in 

the district parliament – in two cases, successfully.

Gender relationships have also been changed. 

The implementers of Desa Siaga have deliber-

ately encouraged women’s participation in the 

programme, supporting the selection of female 

facilitators and coordinators and promoting 

opportunities for women to express their opinions 

in community meetings. As one of the Desa 

Siaga advisors commented, ‘If they still feel they 

cannot do this, we work out who can help them.’ 

Among expectant couples, where husbands have 

previously retreated in the face of ‘women’s busi-

ness’, the men increasingly understand and accept 

that they must ensure that their wives have the 

support that they need. Among the 280 surveyed 

mothers in NTB, 49% reported that their husbands 

accompanied them to antenatal care visits, up 

from 17% prior to the introduction of Desa Siaga. 

Among this same group, 78% of husbands attended 

the delivery of the baby, up from 62% before Desa 

Siaga.20 Midwives work to ensure that their pres-

ence is not just passive, asking them to comfort and 

encourage their wives during labor. 

A grandfather with his infant grandson.   

20 In Muslim culture it is believed that the first thing a child should hear is the call to prayer, which is whispered into its ears by its father or 

another male relative. For this reason, a relatively high proportion of fathers are typically present at childbirth.



43

Showcasing health and social protection for development

Desa Siaga brings together medical 
and non-medical support for pregnant 
women

The creation of community-based alert systems is 

an effort to stimulate greater demand for antena-

tal, childbirth and post-partum care for women 

of reproductive age. As effective as the Desa Siaga 

system may be in generating this result, it alone 

cannot reduce maternal and neonatal deaths in the 

absence of effective and accessible medical care 

in health facilities. In other words, the Desa Siaga 

approach is premised on the complementarity of 

non-medical and medical actions which, together, 

can bring about important changes in women’s 

and newborn babies’ health outcomes.

The evaluation in NTB found evidence of an in-

crease in mothers’ satisfaction with the maternal 

and neonatal health services they received at the 

Polindes after the introduction of Desa Siaga, com-

pared to their experience during their previous

pregnancy and delivery. Women reported greater 

satisfaction across a range of areas, from the skills 

of the personnel who cared for them to the cleanli-

ness of the facilities, the waiting times for services, 

and the ease of access.

Importantly, the Desa Siaga villages were located 

in districts where there was a simultaneous in-

vestment, by GIZ SISKES, in strengthening district 

health systems,21 and this suggests that there has 

been a positive synergy between the efforts on 

the community side to strengthen non-medical 

responses to pregnancy-related emergencies and 

investments in improving facility-based service 

delivery. In other areas of the country the health 

system takes a similar approach, investing in 

both improved service delivery and community 

empowerment. Desa Siaga will be most effective in 

cases where these demand and supply side efforts 

are linked.

Desa Siaga appears to be sustainable 
over time

Village facilitation teams successfully established 

Desa Siaga systems in all 140 villages in NTT and 

NTB which were designated for support by the 

Provincial and District Health Offices, with assist-

ance from GIZ SISKES. All of the Village Facilitators 

trained through the community empowerment 

process remained part of the Desa Siaga process 

at least through the establishment of the alert 

systems. According to 2009 monitoring reports, 

more than two-thirds of Village Facilitators (69% in 

NTT and 87% in NTB) reported that they continued 

to liaise actively with local health facilities on Desa 

Siaga activities.22  

Following the establishment of the systems, Desa 

Siaga becomes the responsibility of the commu-

nity at large to maintain – and the responsibility 

of District Health Offices to oversee. The Desa 

Siaga approach has proved itself to be sustainable 

over time, although to varying degrees across 

villages. Where local leadership is committed to 

the programme the systems have continued to 

function actively, while in places with little inter-

est or real leadership, Desa Siaga has gradually 

become inactive. In other communities, aspects 

of the original approach have been changed to 

reflect the priorities and choices of the villagers.

The external evaluation conducted in 2009 found 

that there is considerable commitment on the 

21 For example, through health center management training and the placement of trained midwives in each village.
22 Monitoring information provided by GIZ SISKES.
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part of Provincial and District Health offices to 

further develop and roll out the Desa Siaga con-

cept. Moreover, the evaluators concluded that 

the deliberate decision which was taken in the 

SISKES-supported programme to establish a 

‘critical mass’ of Desa Siaga sites in each of the 

provinces should enhance Desa Siaga’s overall 

sustainability in these areas by making it easier 

to recruit new villages (Ibid.: 52). According to 

the evaluation, momentum is likely to be main-

tained in those areas where ‘an able and dedicated 

Desa Siaga coordinator [is] supported by an 

enthusiastic head of the District Health Office,’ 

particularly in NTT province where the District 

Health Office plays a central role in all aspects of 

Desa Siaga implementation. 

The main threat to the longer-term sustainability 

of Desa Siaga is its reliance upon the ‘enthusiasm of 

individuals’ and excessive dependence on the ‘good 

will of volunteers’ (Ibid.). Turnover among village 

leadership, district and provincial health officials, 

or Village Facilitators can destabilize the function-

ing of the entire system. And although most Village 

Facilitators have demonstrated their commitment 

to Desa Siaga by volunteering their services in this 

role over time, the work is time consuming and 

certain aspects, such as the collection of funds for 

the financial support system, have proven to be 

challenging in many villages. It remains to be seen 

whether a purely voluntary model can endure in 

the longer term, or whether attrition rates will 

gradually rise in the absence of tangible incentives 

for those playing key roles. 
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The introduction of Desa Siaga into 140 villages in 

Nusa Tenggara Barat and Nusa Tenggara Timur 

over the period 2006 to 2009 was an effort to 

develop a community empowerment approach 

to reducing maternal and neonatal deaths, to 

demonstrate its results, and to carefully document 

all aspects of the process so that it could be extended 

to other areas. 

As the Desa Siaga approach is rolled out to more 

villages – in line with the national government 

target that 80% of Indonesia’s villages become 

active by 2015 – there is a wealth of knowledge 

and resources which can be drawn upon from the 

experience of villages in NTB and NTT.

Some of the key lessons learned are as follows:

 The Desa Siaga approach works best when it 

 is applied flexibly and in response to local 

circumstances. Although there are certain 

principles and core elements of Desa Siaga 

which extend across all participating communi-

ties, the details of the system’s functioning are 

best decided locally, not in a top-down manner. 

When the community itself determines the 

systems’ rules, it is more likely to support and 

enforce those rules, leading to a more effective 

and sustainable programme.

 Investing in a community empowerment 

process increases the chances that Desa 

Siaga will be implemented effectively and 

sustainably. According to officials with the 

Provincial Health Office in NTB, there is a 

noticeable difference between the perform-

ance of Desa Siaga in villages where an em-

powerment approach has been used, and 

those where it has not been used. In order for 

the community to feel ownership of their 

community-based alert system, its residents 

need to be engaged in each step of the proc-

ess, from analysing community challenges to 

agreeing the operational mechanisms of the 

five systems. 

 The challenge of coordinating a large number 

of stakeholders in a complex process should 

not be underestimated. Community empow-

erment initiatives are long-term and sometimes 

slow-moving processes. In a model such as 

the one described here, a strong coordinating 

structure is needed to oversee the contribu-

tions of a range of institutions and individuals 

working at multiple levels. Oversight of budgets 

and financial flows is particularly important if 

activities are to take place on time and in their 

intended sequence. 

 Changes in the policy environment can affect 

people’s incentives to support Desa Siaga. 

Since the launch of Desa Siaga, the govern-

ment of Indonesia has declared that all facility-

based deliveries should be free. This has posed 

challenges for the financial support system: 

questions are increasingly raised about why 

funds should be collected in the community 

for a service which is now free. However, 

in reality, many families – if they do not have 

‘cash in hand’ – still hesitate to deliver in health 

facilities, despite the policy change, because 

of a fear of ancillary costs such as transportation, 

Lessons Learned 

Investing in a community empowerment 
process increases the chances that 
Desa Siaga will be implemented effectively 
and sustainably: there is a noticeable 
difference between the performance of 
Desa Siaga in villages where an empower-
ment approach has been used, and those 
where it has not been used.
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food, and medicines. The need for the finan-

cial support system still exists, but the way it is 

introduced needs to be adapted in light of the 

new policy.

 Support for Desa Siaga at village level should 

go hand-in-hand with efforts to strengthen 

health systems. Desa Siaga cannot flourish 

in isolation – for each village which is alert 

to the needs of its pregnant women and en-

sures early referral where there is any sign 

of complications, there needs to be an effective 

referral facility, prepared to receive and treat 

the referred women. The strategy of introduc-

ing Desa Siaga into districts where there was a 

parallel government initiative called ‘Making 

Pregnancy Safer’ ensured a balance between 

the ‘demand’ side and the ‘supply’ side of the 

equation.

 Desa Siaga’s success depends on the sustained 

involvement of committed people at district 

and village level. Once established, the Desa 

Siaga systems become the responsibility of the 

community to use and maintain, and of the 

District Health Office to oversee and support. 

Sustainability is likely to be greatest in areas 

where there is leadership within the communi-

ty, complemented by external encouragement 

and motivation in the form of refresher train-

ings and other technical support. Desa Siaga 

is heavily dependent upon the efforts of vol-

unteers and enthusiastic champions – District 

Health Officers, Village Facilitators, midwives, 

system coordinators and village leadership – 

and can face the challenge of supporting and 

incentivizing individuals who are not paid for 

their contributions. However, where the Desa 

Siaga process is a positive one, and people see 

the results of the approach, many are happy to 

be associated with it.
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Scaling Up: Possibilities and Limitations

With support from the German and British gov-

ernments, the GIZ SISKES programme has demon-

strated the potentials of the Desa Siaga approach 

to improve the uptake of reproductive health 

services, transform gender relations and catalyse 

a community empowerment process in support of 

better maternal and neonatal health. The imple-

mentation of this process has required significant 

inputs of time, money and human resources on the 

part of a range of different stakeholders, and the 

effective coordination of all of these elements has 

proven to be a significant undertaking. 

On the basis of this experience, what are the pros-

pects for rolling out Desa Siaga to other villages 

and regions of the country, using a similar commu-

nity empowerment approach?

In the absence of financial support from external 

agencies, it is possible to fund the Desa Siaga proc-

ess with funds available through the Indonesian 

government. This has already been proven in NTT, 

where the model has been extended to villages in 

Belu district using locally available resources. 

Elements of the national, provincial and district 

development budgets can be drawn upon to sup-

port Desa Siaga activities, and villages can also 

apply to access funding through the Decentralisa-

tion Health System Support which is channeled 

through District Health Offices. In addition, a 

national budget fund provides support for pro-

grammes in remote areas, and this can be used 

to cover Desa Siaga training and implementation 

costs through Development Planning Boards and 

District Health Offices. Particularly where efforts 

are made to adapt the programme model to reduce 

expenses, sufficient funding is available to cover 

the implementation of Desa Siaga.

More difficult than identifying funding sources 

is setting up viable coordination arrangements. 

Particular attention must be paid to establishing 

strong coordination structures capable of over-

seeing a complex patchwork of financing and 

ensuring that budgets are planned, approved and 

made available on time to allow for activities to be 

implemented in the intended chronological  

order. SISKES’ experience in implementing Desa 

Siaga in 140 villages has shown that the District 

Health Office is the most appropriate structure 

within the health system to play this coordination 

role, and the Development Planning Board 

the most suitable one outside the health system.

Given the investments already made in NTB and 

NTT, rolling out Desa Siaga to new villages in these 

provinces can be undertaken more easily, and at a 

lower cost, than introducing it into new provinces 

(where the full sequence of steps and activities will 

be required). This is because orientation meetings 

have already been held at provincial level (and in 

many districts) in NTB and NTT, training materials 

are prepared and ready for use, and there are re-

source persons available with direct experience of 

the programme. Expanding the Desa Siaga concept 

in these areas by adding, for example, a disaster 

preparedness element into the existing framework, 

can also be facilitated relatively easily.

u Detailed information about funding 

sources available for each component of the 

Desa Siaga model can be found in the Desa 

Siaga Cost Analysis in NTB and NTT, availa-

ble at www.german-practice-collection.org/

en/download-centre/doc_download/936

The Future Outlook for Desa Siaga: Growing and Changing

http://www.german-practice-collection.org/en/download-centre/doc_download/936
http://www.german-practice-collection.org/en/download-centre/doc_download/936
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A Concept in Transition

Desa Siaga is a concept in transition. There is high-

level political commitment to rolling out Desa 

Siaga across Indonesia, but also an interest in using 

the approach to address a range of issues beyond 

just maternal and neonatal health.

For the national Desa Siaga programme, the notifi-

cation system holds the key to Desa Siaga’s further 

development, raising the possibility of monitoring 

malnutrition, epidemic outbreaks, control of com-

municable diseases, healthy lifestyles, disaster pre-

paredness, and improved sanitation. In the same 

way that the notification system has been used to 

record and track the status of pregnant women, it 

could easily be extended to other issues of concern 

to communities. As the Provincial Health Officer in 

Mataram explained:

 We want to reduce the maternal deaths in villages 

to zero. We want all villages to be Desa Siaga, to 

protect their women in pregnancy, but also to use the 

notification system for disease surveillance, warning 

us at the first possibility of Bird Flu or other diseases.

Responsibility for the national Desa Siaga pro-

gramme has moved from the Directorate of Maternal 

Health to the Health Promotion Centre within the 

Ministry of Health, with new staff taking up respon-

sibility for this challenging project. As a result of 

these changes, it is likely that the focus on maternal 

and neonatal health may become less pronounced – 

or at least, less exclusive – in the coming years. 

As Desa Siaga is scaled up, there is a risk that 

pressure to achieve national targets will mean an 

accelerated implementation of the programme, 

without the investment in the process of commu-

nity empowerment. This would be unfortunate, 

as the community empowerment approach 

described in this publication has been critical 

to the success of Desa Siaga in the villages in NTB 

and NTT. Efforts are currently underway to share 

the experiences in these two provinces with a 

wide range of stakeholders, including at national 

level, and to popularize the rich set of resource 

materials – including a toolkit with training man-

uals, handouts, costing information and video – 

which were created during the project cycle. The 

incorporation of these lessons and insights into 

the implementation plans of provincial and dis-

trict authorities in other parts of Indonesia would 

help to strengthen the Desa Siaga approach over-

all and contribute to its continued success.

The Desa Siaga approach can be applied to a range of 
local issues, from health challenges to disaster prepared-
ness. Here community members take part in a simulation 
exercise to assess their emergency preparedness.   

There is high-level political commitment 
to rolling out Desa Siaga across Indonesia, 
but also an interest in using the approach 
to address a range of issues beyond just 
maternal and neonatal health.
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Showcasing health and social protection for development

The German Health Practice Collection has estab-

lished criteria that programmes and projects must 

meet to qualify for publication as part of this series.

The two expert reviewers of this report have con-

cluded that the Desa Siaga programme, as support-

ed by GIZ SISKES and described in this publication, 

represents a ‘promising practice’ which deserves 

to be widely publicized and whose lessons can 

benefit policymakers and practitioners engaged in 

maternal and child health issues both in Indonesia 

and beyond.

Both reviewers agreed that Desa Siaga stands out 

for its innovation, its gender awareness, and its 

participatory and empowering approach. One re-

viewer noted that, with German support, it became 

possible to implement an important government 

initiative systematically in some of the poorest 

areas of the country and, in doing so, to demon-

strate its potentials in resource-constrained set-

tings. This in itself can be considered innovative.

Both reviewers wondered about the challenges 

to and inherent limitations of an approach that 

is heavily reliant on community volunteers and 

district-level health officials who do not receive any 

payments or incentives for their considerable ef-

forts. Linked to this, they raised questions about the 

sustainability of alert systems following the end of 

external support, both financial and technical. 

At the same time, however, one reviewer – who had 

been part of the evaluation team looking at the 

GIZ SISKES programme in 2009 – noted that she 

had been struck by ‘the commitment of Indonesian 

government personnel and health workers to the 

Desa Siaga approach.’ She had observed, first hand, 

how Desa Siaga had been successfully installed 

as part of the routine health system and pointed 

to this as a positive indication of its future pros-

pects. In her view, it would be valuable to conduct 

a follow-on appraisal two years after the end of 

German support to assess Desa Siaga’s longer-term 

sustainability.

The peer reviewers offered the following reflec-

tions on the specific criteria used by GHPC to iden-

tify a ‘promising practice’:

Effectiveness 

The Desa Siaga approach has contributed to an 

increased uptake of reproductive health services 

in the districts in which it has been implemented. 

German support has allowed for the Ministry 

of Health’s Desa Siaga model to be implemented 

systematically, and in a participatory manner, 

thereby enhancing its effectiveness.

Transferability

Desa Siaga is a concept which can be applied flex-

ibly, in response to local needs and priorities. This 

makes it possible to replicate the approach in a va-

riety of settings, allowing for adaptations depend-

ing on available resources. While one reviewer felt 

that the approach is clearly transferable, the other 

was less certain and wondered about its scalability, 

given the ‘high inputs’ that are required to imple-

ment the approach as described. 

Participation and Empowerment

One of the main contributions made by GIZ SISKES 

was the development of a community empower-

ment approach for implementing Desa Siaga. 

This model has strengthened villagers’ abilities 

to identify and solve local health challenges. 

Community ownership of the alert systems is also 

enhanced through villagers’ participation in all 

stages of the implementation process.

Peer Review
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Gender awareness

The approach to Desa Siaga described here demon-

strates high levels of gender awareness, not only 

in terms of its aims and direct beneficiaries, but also 

in its implementation methods. The programme 

has encouraged the involvement of women at all 

stages and has contributed to the transformation of 

gender relations in the community.

Monitoring and Evaluation

Monitoring and evaluation (M&E) is a central 

aspect of German-supported development 

projects. The implementation of Desa Siaga 

has been monitored systematically and two 

evaluations have been conducted. One reviewer 

expressed that the programme has a strong 

grounding in M&E, while the other felt that the 

role of M&E in guiding the programme could 

be better described.

Innovation

The Desa Siaga programme is innovative in its use 

of a community mobilization approach to reduce 

maternal and infant mortality, as well as in its 

attempts to build upon and strengthen existing 

traditions of mutual support in rural communities.

Cost-effectiveness

The reviewers found it difficult to comment on is-

sues of cost effectiveness. Despite the availability of 

a detailed cost analysis of the German-supported 

programme model, there are not similar data 

available on other approaches which aim to reach 

the same objectives. A comparison is therefore not 

possible.

Sustainability 

Alert systems were established in all 140 villages 

which participated in this phase of the Desa Siaga 

programme. The external evaluation of the GIZ 

SISKES programme noted the strong commitment 

to Desa Siaga on the part of health officials at pro-

vincial and district level, who expressed confidence 

that the programme would be rolled out further. 
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