The Southeast Asian Journal of Midwifery Vol. 3, No.2, Oktober 2017, Hal: 40-51

COMPARISON BETWEEN PREGNANT WOMEN’ PREFERENCES AND
MIDWIVES’ PERFORMANCE IN PRENATAL CONGENITAL ANOMALY
SCREENINGS COUNSELING IN INDONESIA
Ni Luh Putu Januraheni1, Meei-Ling Gau2,
1

Master’s Student of National Taipei University of Nursing and Health Sciences, Taipei, Taiwan1
Lecture’s of Sekolah Tinggi Ilmu Kesehatan Bali, Bali, Indonesia
2
Professor of National Taipei University of Nursing and Health Sciences, Taipei, Taiwan
1

Informasi Artikel:
Diterima: Juni, 2017
Disetujui: September, 2017


Korespondensi penulis.
januraheni1992@gmail.com
meeiling@ntunhs.edu.tw

ABSTRACT
Abnormalities are the fourth cause of infant and neonatal mortality in Indonesia. In this
situation, midwives need to give clear information about anomaly prenatal tests. This studi
aims to compare of pregnant women‟ preferences and midwives‟ performance about prenatal
congenital anomaly screening counseling in Indonesia. The study was carried out at two health
centres and two hospitals in Bali from July to September 2016, with 40 midwives and 200
pregnant women. The QUOTE prenatal questionnaire and a cross-sectional descriptive
correlative design was used in this study. The result shows that education was the only one of
pregnant women demographic data that significant to counseling anomaly screening. The
performance of midwives was concluded to perform well on counseling, however as pregnant
women perspective, the midwives performance was not as higher as midwives perspective on
counseling. The midwives‟ performance and pregnant women‟ preferences were influenced by
individual`s midwife factors on pregnant women-midwives relationship and decision making.
Different result was found that health education was more influenced by different person of
midwives. There was a different between pregnant women‟ preferences and midwives‟
performance about prenatal congenital anomaly screening counseling. The women-midwives
relationship and decision making, the variance of midwife‟s individual different (within
variance) was much higher than different midwives (between variance). In terms of health
education subscale, the variance of different midwives performance of congenital anomaly
screening counseling (between variance) was much higher than individual midwives (within
variance).
Keywords: Pregnant women, Midwives, Prenatal Counseling

INTRODUCTION
Success in pregnancy is determined from the
antenatal stage. Each antenatal examination consists
of information and skills are doing by midwives to
pregnant women. In many countries, prenatal
screening tests are offered to pregnant women as
part of the routine prenatal care and these tests give
an estimation of the chance that the child has a
particular abnormality. Over the last decades,
prenatal testing for congenital anomalies has
developed substantially (Korenromp, 2006). Several
studies have attempted to stratify the risk of a
chromosome abnormality based on the specific fetal
anomalies identiﬁed (Shaffer et al., 2012).
Midwives can play a very important role in
educating pregnant women about anomalous scan
(Basama,
Leonard,
&
Leighton,
2004).
Abnormalities are the fourth cause of infant and
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neonatal mortality in Indonesia. The most
abnormalities in Indonesia are Trisomy 21 (Down
syndrome). Based on Centre for Biodiversity and
Biotechnology (ICBB) Bogor, in Indonesia there are
more than 300,000 children with Down syndrome
while the incidence of people with Down syndrome
worldwide is expected to reach 8 million people
(Aryanto, 2008).
Currently, Indonesia was doing genetic counseling
during screenings as prevention for pregnant women
based on midwives and health practitioners laws,
counseling as the priority key of health services
(Indonesia of Health Minister, 2010b). However,
communicated to clients has increased and seems
difficult to manage for both counselors and clients
(Shiloh, Gerad, & Goldman, 2006). Many process
and outcome studies have been carried out to assess
the quality of prenatal counseling as an awareness of
40
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client preferences is a prerequisite for tailored
communication (Martin et al., 2013). Therefore, in
this situation, midwives need to give clear
information about anomaly prenatal screenings
through counseling process to the pregnant women.
In the context of antenatal counseling, these
counseling functions are referred to as relationship
building, health education and decision-making
support (Martin et al., 2013)
METHOD
A cross-sectional descriptive correlative design was
choose to describe the demographics, pregnant
women‟ preference and midwives‟ performance. A
convenient sampling was selected to collect the
pregnant women and midwives respondent. This
study was conducted in two hospitals and two health
centers in Bali, Indonesia. The participants in this
study are pregnant woman who were above 18 years
old, currently in their first or second semester of
pregnancy, the pregnant women should be able to
read in Bahasa and they agree to participate by
signed the inform consent. All midwives in this
study were able to read Bahasa and sign the inform
consent as a respondent.
The instruments used in this study are demographic
information for pregnant women, demographic
information for midwives. Data were collected on
demographic characteristic of the subjects to gain
information on contextual stimuli including
midwives demographic factors such as age, religion,
work experiences, education, counseling training
and pregnant women`s demographic factors such as
age, parity, marriage status, family history, religion,
education and gestational week. There were two
questionnaires of QUOTE prenatal questionnaire in
this study. Those were midwives-version
questionnaire and pregnant women‟ version
questionnaire that developed and revised by Linda
Martin in 2013. The questionnaire used to measure
midwives‟ performance on prenatal congenital
anomaly screenings counseling. Included of three
components of the QUOTE prenatal questionnaire:
15 items covered the client–midwife relation, 24
items covered health education and 16 items
concerned
decision-making
support.
The
questionnaire was translated into Bahasa-Indonesia
by two bilingual speakers following the forward and
backward procedures (Sousa & Rojjanasrirat, 2010).
The researcher did pilot study for 10 pregnant
women and 5 midwives which resulted of
Cronbach‟s alpha. Cronbach's alpha for midwives
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version were .89 (pregnant women –midwives
relationship), .88 (health education), and .89
(decision making). Cronbach's alpha for pregnant
women version were .86 (pregnant women –
midwives relationship), .88 (health education), and
.89 (decision making). The items of the
questionnaire were formulated as importance
statements („as a midwife I perceive as important for
prenatal counseling, that…‟) to be answered on a 4point Likert scale (Response options were 1, „not
important‟; 2,„fairly important‟; 3,„important‟; and
4,„very important‟). The data was analyzed using the
Statistical Package for Social Sciences (SPSS)
version 18. Descriptive statistics was used to
describe the mean, standard deviation, and
frequency of the respondent in the study. Multilevel
linear modeling was used to compare of pregnant
women‟ preferences and midwives‟ performance
about prenatal congenital anomaly screening
counseling in Indonesia.
RESULTS
Demographic data
A total of 200 pregnant women completed the study.
Mean of the age was 25.26±5.25 years old. The
highest education level of pregnant women was
45.5% of senior high school, 25% were junior high
school and only few (3%) of pregnant women with
no education. All of pregnant women (100%) were
married as respondent. More than half (63.5%)
pregnant women were Hindu. The other pregnant
women`s religion were Islam, Christian and
Catholic, 27%, 5% and 4.5% respectively. For
midwives, a total of 40 midwives finished the study.
The mean of midwife`s age was 31.20±7.54 years
old. The most of midwives education were diploma
III (97.5%) and only 2.5% were diploma
IV/Bachelor. All of the midwives were Hindu
(100%). The average of midwife`s work experiences
were 9.33±6.13 years. More than about 85% of
midwives had counselling training before they
joined the study and relatively few (15%) midwives
who were not took the counselling training.
Frequencies of Midwives Performance and
Pregnant Women Preferences on Congruence
during
Counselling
Anomaly
Screening
Counselling
The results show that more than 90% of the
midwives who attached performance well (score 3
or 4) of pregnant women-midwives relationship and
decision making during counselling and few (5%) of
midwives who did insufficiently performance (score
1 or 2) on 15 items of questions. Moreover, 92.5%
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of the midwives performed well on health education
and 7.5% of the midwives who did insufficiently
performance. The results also shows that 88.5% of
pregnant women rated performance well for
midwives on 15 items of pregnant women-midwives
relationship, the insufficiently performance was
perceived by 11.5%. There was only small gap
(0.5%) between pregnant women-midwives
relationship and health education rated which 88%
of performed well on health education and 12% of
insufficiently performed. The third subscale was
decision making, the most of pregnant women
perceived that the midwives performed well (76.5%)
and more than one fifth (23.5%) rated that midwives
insufficiently performed on 16 items of decision
making during counselling.
Descriptive Analysis of Each Items Ranked
Based on QOUTE Prenatal Questionnaire
The top three biggest mean of midwives
performance on pregnant women-midwives
relationship showed that “use clear and
comprehensible language” ( =3.75, SD=0.43) was
the most important items counselled the pregnant
women, the next item was “put my clients at ease”
( =3.68, SD=0.57) also the one items that made
midwife performance well. Almost of the midwives
showed that “take clients concern seriously” (
=3.67, SD=0.52) influenced the counselling
performance. There were finding of three biggest
items on pregnant women-midwives relationship for
pregnant women preferences, “take plenty of time to
answer my questions” ( =3.49, SD=0.62) was the
most that pregnant women thought about midwives
performance during counselled. The second reason
that midwives used clear and comprehensible
language ( =3.48, SD=0.62) to pregnant women to
explained during counselling process. “Open and
honest about every aspect of pregnancy” and “gives
me enough time to explain myself properly”(
=3.41, SD=0.62) were the other reasons of pregnant
women thought that midwives was performed well.

family‟s history of birth defects” ( =3.75,
SD=0.49) as the highest three of midwives
performance items. The highest of pregnant women
preferences on health education was professional (
=3.54, SD=0.58) as same as midwives performed
item. The same mean was found for the second and
third item as rank number two, “discusses all my
options with regard to prenatal screening and the
implications” ( =3.53, SD=0.60) and “encourages
me and my partner to talk together about prenatal
screening that pregnant women preferred” ( =3.53,
SD=0.62) that means both of items were important
to perceived by pregnant women.
The last subscale of this study was decision making.
Almost of midwives thought that “asks pregnant
women to explain her decision to take/not to take
the prenatal tests” ( =3.75, SD=0.49) was the most
important item during counselling. All of midwives
agreed that “provides medical information about the
anomalies that are being tested for” ( =3.65,
SD=0.48), “asks whether pregnant women`s family,
friends, or other people close to clients would
support client`s decision to terminate the pregnancy
if the child were to have a congenital abnormality”
and “responds to what pregnant women already
know about prenatal screening” ( =3.58, SD=0.50),
those items linked each other to provide counselling
process successfully. Based on pregnant women
finding about decision making, shows that “provides
medical information about the anomalies that are
being tested for” ( =3.53, SD=0.59) was the
highest item that pregnant women preferred about
midwives performed. The most of pregnant women
assessed that “tells me what the Indonesia
government aims to achieve by providing prenatal
tests” ( =3.42, SD=0.70), “talks to me about how
my family and I would react to a child with a birth
defect”
(
=3.41,
SD=0

The other subscale was health education. There
were 24 items of health education scale, therefore
ranked between 1-24 for midwives performed and
pregnant women preferences. Professional ( =3.82,
SD=0.38) was a highest item that midwives did
during counselling. The next was all of midwives
concerned that “discusses all pregnant women
options with regard to prenatal screening and the
implications” ( =3.75, SD=0.43) was an important
part to give the best quality of counseling program
to pregnant women. “Asks about pregnant women
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Table 1
Descriptive analysis of midwives performed and pregnant women preferences with a total of 55 items

No

Midwives
Performance

Items
(pregnant women version)
n

Pregnant women
Preferences

38
38
39
40
40

M
53.80
3.60
3.68
3.67
3.57
3.65

SD
4.62
0.59
0.57
0.52
0.50
0.48

gives me enough time to explain myself properly

39

3.53

shows empathy
knows what I am talking about
makes clear that I can ask anything I want to know

39
39
40

3.65
3.43
3.62

PQ10
PQ11

uses clear and comprehensible language
gives me (additional) written information

40
39

PQ12
PQ13

tells me that I can always contact her/him with any question I may
have (including when the practice is closed
accepts my decision on whether or not to agree to prenatal testing

PQ14
PQ15

Client-midwives Relationship
PQ1
takes plenty of time to answer my questions
PQ2
puts me at ease
PQ3
takes my concerns seriously
PQ4
listens to what I am trying to ask
PQ5
is open and honest about every aspect of my pregnancy
PQ6
PQ7
PQ8
PQ9

Rank

n

M
50.26
3.49
3.39
3.40
3.39
3.41

SD
5.51
0.62
0.63
0.61
0.61
0.62

3.41

0.62

3

3.36
3.20
3.32

0.70
0.71
0.62

10
14
11

3.48
3.20

0.62
0.72

2
14

3.25

0.73

12

3.21

0.72

13

3.37

0.71

8

187

3.37

0.68

8

81.09
3.54
3.35
3.53

9.36
0.58
0.70
0.62

1
16
2

3.48
3.37
3.41

0.61
0.63
0.68

4
15
5

8
2
3
10
4

188
186
189
188
188

0.55

12

0.53
0.54
0.49

4
14
7

3.75
3.57

0.43
0.54

1
10

178
177
173
188
188
168

39

3.40

0.63

15

38

3.45

0.59

13

paints a realistic picture (not just through „rose-tinted spectacles‟)

39

3.63

0.54

6

gives me the feeling that she is tuning in to me as a person

40

3.60

0.49

8

40
40
39

86.07
3.82
3.60
3.72

6.23
0.38
0.49
0.50

1
11
5

193
178

40
40
40

3.53
3.43
3.73

0.50
0.50
0.45

17
22
4

189
191
183

Health Education
PQ16
is professional
PQ17
provides information on prenatal tests
PQ18
encourages me and my partner to talk together about prenatal
screening
PQ19
explains which anomalies can be identified using prenatal tests
PQ20
explains which anomalies can NOT be identified using prenatal tests
PQ21
discusses possible negative implications of prenatal screening for the
unborn child
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170
176

188
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1
6
5
6
3
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PQ22

explains usefulness of prenatal screening (what can a client do with it
after obtaining results)
PQ23
tells me about all different types of prenatal tests available
PQ24
tells me how prenatal screening can affect my emotions and mental
well-being
PQ25
tells me how much prenatal tests cost
PQ26
asks about my family‟s history of birth defects
PQ27
explains how often congenital anomalies occur in pregnant women of
my age
PQ28
explains how the changes of a birth defect are calculated for our
unborn child
PQ29
tells me about my chances of having a child with a congenital
abnormality during the pregnancy
PQ30
talks to me about how my risk of having a child with a birth defect
will affect me
PQ31
explains why the client is or is not eligible for certain prenatal tests
PQ32
explains what will happen during prenatal tests
PQ33
explains which prenatal tests will be performed first and which will be
performed later, if required and/or necessary
PQ34
explains who will give me the results of the prenatal tests and how
(verbally, in writing or by telephone)
PQ35
explains how long I may take to decide whether or not to have the
prenatal tests
PQ36
explains how long I may take to decide whether or not to terminate
the pregnancy, should the test results show an abnormality
PQ37
discusses all my options with regard to prenatal screening and the
implications
PQ38
only discusses specific information about follow-up tests and possible
defects with me if it becomes clear that I will need them
PQ39
makes sure that the topics I consider to be important are discussed at
length
Decision Making
PQ40
tells me which Internet sites I can use to find information about
prenatal testing
PQ41
is understanding about my ideological background or my religion
PQ42
enquires about my standards, values, and views on prenatal tests
PQ43
asks me questions that make me think
PQ44
is interested in who I am
PQ45
responds to what I already know about prenatal screening
PQ46
provides medical information about the anomalies that are being
tested for
PQ47
tells me what the Indonesia government aims to achieve by providing
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40

3.53

0.50

17

40
40

3.48
3.60

0.50
0.49

21
11

186

33
39
37

3.18
3.75
3.53

0.71
0.49
0.64

24
2
17

173
178

37

3.37

0.62

23

38

3.55

0.59

14

39

3.70

0.51

6

38
39
40

3.68
3.65
3.63

0.57
0.53
0.49

7
9
10

38

3.55

0.59

14

38

3.55

0.59

14

38

3.53

0.59

17

40

3.75

0.43

2

40

3.57

0.50

13

38

3.68

0.57

7

34

55.60
3.28

4.75
0.71

16

37
37
36
39
40
40

3.30
3.30
3.32
3.48
3.58
3.65

0.60
0.60
0.73
0.55
0.50
0.48

14
14
13
10
3
2

161
156
149
154
170

40

3.50

0.50

6

183

185

184

176
177
185
182
179
182
183
184
176
179
190
182
175

142

192

3.40

0.67

7

3.40
3.41

0.65
0.65

7
5

3.29
3.39
3.31

0.77
0.76
0.68

22
11
20

3.31

0.71

20

3.40

0.64

7

3.40

0.68

7

3.34
3.39
3.39

0.69
0.67
0.67

17
11
11

3.33

0.66

18

3.14

0.69

24

3.29

0.67

22

3.53

0.60

2

3.38

0.69

14

3.33

0.72

18

51.96
3.02

6.97
0.81

14

3.11
3.13
3.02
3.00
3.24
3.53

0.75
0.77
0.90
0.91
0.72
0.59

13
12
14
16
11
1

3.42

0.70

2
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PQ48
PQ49
PQ50
PQ51
PQ52
PQ53
PQ54

PQ55
Total Scale

prenatal tests
tells me about the incidence of birth defects in the Indonesia
talks to me about how my family and I would react to a child with a
birth defect
asks me to explain my decision to take/not to take the prenatal tests
asks whether my family, friends, or other people close to me would
support my decision about prenatal screening
asks me what I think constitutes a healthy child
asks whether test results indicating that my unborn child has a birth
defect would cause problems with my conscience
asks whether my family, friends, or other people close to me would
support my decision to terminate the pregnancy if the child were to
have a congenital abnormality
asks how I think I will react to the results of the prenatal tests

34
38

3.38
3.55

0.74
0.59

12
5

165

39
39

3.75
3.50

0.49
0.55

1
6

174

39
39

3.50
3.45

0.55
0.55

6
11

178

40

3.58

0.50

3

173

179

0.80
0.71

6
3

3.34
3.25

0.72
0.70

4
9

3.31
3.28

0.69
0.65

6
8

3.25

0.75

9

3.34
183.32

0.69
20.27

4

176
39

Relationship between Pregnant Women Demographic/Obstetrics
Information and Counseling Subscales (Pregnant Women-Midwives
Relationship, Health Education and Decision Making)
Based on the results, shows that age, religion, gestation week and family
history were not significantly related to any subscales during prenatal
congenital anomaly screening counseling (pregnant women-midwives
relationship, health education and decision making) (p>.05). In this study, all
of the pregnant women were married; therefore there was not result available
for marriage status. Respondents‟ education (p<.05) was the only one of
demographic data that statistically contributed to pregnant-midwives
relationship. Based on the results, pregnant women-midwives relationship was
more influenced by women who finished their junior high school, senior high
school and university level than women with no education. Another findings
are respondent`s education (p<.05) was statistically related to health education
during counselling. In this finding, there were senior high school and no
education influenced the health education. Pregnant women who finished
senior high school were more affected to health education than pregnant
women who had no education. Variety results were perceived by parity data.
Another result shows that parity was related to health education process during
counseling (p<.05). Finding shows that less parity will more influence to
health education during counselling process.
Journal-aipkind.or.id

177

3.31
3.41

3.50
195.47

0.55
15.60

6

178

Relationship between midwives’ demographic information and counseling
subscales
The results showed that, there were no statistically significance results
between midwives demographic data (age, education, religion, work
experiences and counseling training) and counseling subscales (pregnant
women-midwives relationship, health education and decision making).
Comparison between Midwives Performance and Pregnant Women
Preferences during Counselling Anomaly Screening
There was statistically significant result (p<.05) for three dimensions of
counselling (pregnant women-midwives relationship, health education, and
decision making). The variability of pregnant women-midwives relationship
was mainly resulted from midwife`s individual different (within midwives
variance) (72.3%), only few caused by different midwife (between midwives
variance) (27.7%) (Table 2). As showed from table 3, health education
resulted that different midwives (69.3%) more affected health education
during counselling than individual midwife factor (30.1%). However, in Table
4, the variability of decision making, the most caused by individual different
of midwives (74.1%), than different of midwives (25.8%).
45
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Table 2
Pregnant women‟ preferences and midwives‟ performance
matched about prenatal congenital anomaly screening
counseling in pregnant women-midwives relationship
Effect

Estimate

95% confidence
Interval
Lower
Upper
Bond
Bond

SE

Shared
Varian
ce (%)

Fixed effects
Intercept

50.26**

0.57

49.12

51.41

8.47**

2.96

4.27

16.81

attained a primary school (31.9%) was the highest,
senior high school and junior high school was
17.6% and 17.2% respectively (UNFPA Indonesia,
2015). However, the result in this study was lower
than the other studies and did not represent the
Indonesia's data. As showed that the most education
level of pregnant women in this study was senior
high school (45.5%) instead of primary school
(7.5%) as mentioned in Indonesia‟s data above.

Random effects
Between-midwives
variance
Within
midwives
variance

22.12*
*

Total Variance (%)

27.7
72.3

2.47

17.77

27.54

30.59

**p<.05

Table 3
Pregnant women‟ preferences and midwives‟ performance
matched about prenatal congenital anomaly screening
counseling in health education
Effect
Fixed effects
Intercept
Random effects
Between- midwives
variance
Within midwives variance
Total Variance (%)
**p<.01

Estimate

SE

95% confidence
Interval
Lower
Upper
Bond
Bond

51.96**

0.74

50.47

53.45

33.93**

4.99

7.83

28.83

15.02**
48.95

3.79

27.25

42.25

Shared
Varian
ce (%)

69.3
30.7

Table 4
Pregnant women‟ preferences and midwives‟ performance
matched about prenatal congenital anomaly screening
counseling in decision making
95% confidence
Interval
Effect

Estimate

SE
Lower
Bond

Fixed effects
Intercept
Random effects
Between midwives variance
Within midwives variance
Total Variance (%)
**p<.01

Shared
Varianc
e (%)

Upper
Bond

51.96**

0.74

50.47

53.45

22.77**
65.30**
88.07

8.24
7.30

11.19
52.45

46.29
81.30

25.8
74.1

DISSCUSSION
Characteristic of Pregnant Women
Population of this study was only 0.0037% of whole
pregnant women in Indonesia. However, the mean
age of this study was slightly different to the mean
age of pregnant women in Indonesia. The mean age
of pregnant women was 25.26 years old (this study)
and 22.8 years old (Indonesia) (Central Intelligence
Agency, 2012). As remember, this study was taken
in urban area where the education level higher than
rural area (OECD, 2010). Examining the Indonesia
Demographic Health Survey (2010) showed that the
results on the type of diploma achieved in
Indonesia, shows that the number of female who
Journal-aipkind.or.id

In this study showed that the most of religion of
pregnant women were Hindu. According to the
Indonesia Demographic Health Survey 2010
Census, 83.5% of Bali's population adhered to
Balinese Hinduism, followed by 13.4% Muslim,
Christianity at 2.5%, and Buddhism 0.5%. In
Indonesia there is no a certain gestation week to get
counseling for pregnant women during pregnancy.
The screening depends on the gestation weeks. For
example, an ultrasound investigation is offered at
week 18–20 of gestation to identify major structural
and genetic syndromes (De Jong, Dondorp, de DieSmulders, Frints, & de Wert, 2010), a maternal
blood sample could be check as early as 7 weeks of
gestation (Wright & Burton, 2008). All of those
screenings will do during trimester I-II for
prevention. The most of pregnant women in this
study were multiparous as same as a study that
required more multiparous than nulliparous 65%
and 35% respectively (Hanprasertpong et al., 2013).
Indonesia statistic did not show the population of
nulliparae and multiparae data. However, there was
2.6 of total fertility rate (TFR) in Indonesia
(Indonesia Demographic Health Survey (2012) this
implied that the most of women are multipara. In
this study found that no family history affect to
counseling. the opposite findings from some studies,
mentioned that positive/ significant of family history
issues that warranted further counseling/testing
during gestation (Hafen, Hulinsky, Simonsen,
Wilder, & Rose, 2009).
Characteristic of midwives
The average age of midwives who gave the prenatal
counseling was similar to mean age of midwives in
Indonesia, 31.20 years old and 31.32 years old,
respectively (Husna & Besral, 2009). In Indonesia,
Diploma III is the lowest education requirement for
midwives. Diploma III education was continued
program from senior high school directly, for 3
years. The average age of high school graduation
was 18-19 years old, therefore they could obtain
DIII degree at 21-22 years old and they allowed
working in hospital directly. A study stated that
mean years of midwives work experience was 11.5
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years (SD=9.3) as counselor on congenital anomaly
(Martin et al., 2014). However, if do a comparison
to Indonesia midwives‟ works experiences, the
mean of this study (9.33 year) was lower than mean
of Indonesia‟s midwives‟ works experiences (19
years) (Rumita, 2012). Usually there are connected
between work experience and counseling training.
In accordance with Law No. 36 of 2014, article 46
showed that every health worker who practices
should be licensed and one of the requirements is
the midwives required trainings certificate
(Indonesia of Health Minister, 2010b). The common
training that every province conducted was
counselling training in Indonesia. The demographic
data of midwives were not represent Indonesia
condition because lack of the sample size during
study.
Frequencies of Midwives Performance and
pregnant women preferences on congruence
during Counseling Anomaly Screening
Counselling
On the pregnant women-midwives relationship level
congruence between midwives was higher (6.5%)
than pregnant women. It may lead to a situation
where the relationship between midwife and woman
takes priority over the client‟s or woman‟s care
needs. Despite the relatively positive relation
between midwives-pregnant women, the offered
health education was also important in counseling.
In this study, the result of health education showed
that midwives were higher than pregnant women
preference as performance well, there was a slightly
difference between midwives and pregnant women
percentage. Midwives, like other antenatal
counselors (Yu, 2011), may have problems
addressing all health education topics and pregnant
women can learn the information by midwives.
Therefore, it may be that this information is seen as
less important for achieving informed decision
making (Martin et al., 2014) in pregnant women
during counseling for congenital anomaly. In
literature there is no consensus about what
information should be given (Schoonen et al.,
2011a), only partially account for the perspective
and preferences of clients; they are based on expert
group opinions (Schoonen et al., 2011a & 2011b).
The most role of midwives in Indonesia during
counseling, was given advice using a directive
approach of counseling to the patients an active
counseling approach was also recommended by
other studies (Pensieri & Pennacchini, 2011;
Vanstone, Kinsella, & Nisker, 2012; Van Zwieten,
2008).
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Descriptive Analysis of Each Items Ranked
Based on QOUTE Prenatal Questionnaire
(Midwives Version and Pregnant Women
Version)
Pregnant women were prefer to get time for
discussion, self issues explanation than midwives in
this study seem to perceive to be important for
performance counseling. People may choose to
speak to a counselor because they feel they cannot
speak to their friends or family about such personal
issues, or they may simply wish to speak to a
professional with an objective viewpoint. Clients
bring the everyday responses and distortions of life
into the relationship with the counselors, who as a
professional, can recognize these problems that are
interfering with clients‟ daily functioning (Kahn,
1991). Communication provided antenatal has been
shown to be an effective strategy to improve
maternal understanding and health practices (Moran
et al., 2006; Syed, Asiruddin, Helal, Mannan, &
Murray, 2006). In many developing countries,
information is lacking on the intrinsic quality of
communication, limiting one‟s ability to assess
intervention effects (Harting, van Assema, van der
Molen, Ambergen, & de Vries, 2004). Regarding
the health education component items, shows
midwives and pregnant women relatively had
similar thinking that professionalism and discussed
about screening choices were the most items to get
performed well in prenatal counseling. Midwives
and other professionals who provide antenatal
counseling should discuss their attitude towards
their role as antenatal counselor with clients in order
to ensure that client‟ preferences may be met in
conformity with professional standards (Martin et
al., 2014). Prior to initiating, counselling midwives
might be advised to consider ﬁrst whether a client
wants support with decision making. The items that
pregnant women concerned on midwives‟
performance
were
medical
information.
Interestingly, the medical information also as the
highest item that midwives concerned. Counseling
sessions differ in the amount and quality of the
information they can provide, and often counselees
are left with a feeling of little control over the
condition (Van Zuuren, van Schie, & van Baaren,
1997). A study found that 44% reported that
information (across content categories) expressed in
probability terms was most helpful for their decision
(Shiloh et al., 2006). As predicted by Huber‟s model
of risky decision making, they appraised
information about potential consequences of choices
and of possible controlling actions (prevention and
treatment) as most helpful (Huber, Wider, & Huber,
1997).
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Pregnant Women’ Demographic / Obstetrics
Information and the Preferences of Prenatal
Congenital Anomaly Screening Counseling
Education showed significance results in
counselling process. The mother‟s education level
will affect the consistency of her decisions in
prenatal screening counseling. This relationship
seems to be due to the increased level of
information of pregnant women and their ability to
make more informed choices (Van den Berg,
Timmermans, ten Kate, van Vugt, & van der Wal et
al., 2005). The same result found that education
level of counselee was more important in explaining
the nature of the interaction for pregnant women to
discuss and the participated in the decision making
process. In consultations with higher educated
women, less psychosocial exchange took place.
Possibly, in these consultations too, more emphasis
is put on the medical technical information (Aalfs,
Oort, de Haes, Leschot, & Smets, 2006).
The most of pregnant women was on the 2-4 parities
in this study. The result of parity in this study was
not significant to pregnant women-midwives
relationship and decision making. Interestingly,
there were significant results between parity and
health education during counselling. Significant
found because women were not speciﬁc asked how
they believed their midwives determined what
health information to give to them, most women
spontaneously expressed believing that their
midwives adapted and individualised the health
education that they provided, according to their
clients‟ parity. There were deferring opinions by
both multiparous and nulliparous women on
whether midwives did this assessment adequately.
Many multiparous women, for instance, believed
that midwives assumed they were already aware of
pregnancy health recommendations from their
previous pregnancies, and therefore gave them little
health information. They generally judged this
assessment of their health knowledge to be correct
and believed it was unnecessary for the midwife to
have to go through the list of “do‟s and don‟ts” with
them again (Baron et al., 2017).Women may be
more likely to adhere to advice if they are told why
this advice is important (Lucas, Charlton, &
Yeatman, 2014), implying that providing more
detailed information beyond the basics may be
efective in practice.
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Pregnant Women’ Preferences and Midwives’
Performance
About
Prenatal
Congenital
Anomaly Screening Counseling In Indonesia.
The variability of pregnant women midwives
relationship and decision making were more caused
by within midwife than different midwives variance
which implied that different midwives gave
difference performance during pregnant womenmidwives relationship and decision making, because
midwives built the relationship and decision making
process based on pregnant women needs.
Addressing women‟s choices should be recognised
as being integral to the decision-making process.
Communication and information should be provided
in a form that is accessible to pregnant women who
have additional needs, such as those with physical,
cognitive or sensory disabilities and those who do
not speak or read English (National Collaborating
Centre for Women's and Children's Health (UK),
2008). This findings were supporting by some
studies. Similarly, Edwards (2000) found that
women defined their need for support from a
holistic viewpoint – they wanted both physical and
emotional support from the midwife. At times, the
midwives felt that they were able to make a
significant difference to the women in their care,
and when this happened they appeared to feel very
positive (Thomas, 2009). Stevens (2003) findings
support this for midwives in caseload practice, who
appeared to gain substantial satisfaction from the
close relationship with women, and as a result were
more willing to make themselves available and
responsive to women‟s needs.
However, health education resulted that more
caused by different midwives variance than within
midwife variance. This is means different midwives
gave different performance on the same contents of
health education during prenatal anomaly
counselling. Genetic counseling activities need to be
offered by a wider group of health professionals, so
as to provide genetic information and education
(Frazier, Tix, & Barron, 2004). Baron et al. (2017)
found the opposite finding related to health
education perceived by pregnant women. Their
findings were women believed that midwives
individualised health education by estimating their
clients‟ knowledge, according to characteristics,
such as their parity. Women also believed that much
health education provided by the midwives was
driven by their own questions (Baron et al., 2017).
As remember that in this study only focus on age,
education, religion, counselling training of
midwives and they were no any significant results to
midwives‟ performance. Additionally, in this study
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there was no specific skill training or any protocol
explained that the different midwives gave different
performance in health education, and also the
researcher was collected 40 midwives which were
very small number of sample size. Therefore, no
enough factors that could support the reasons of
different midwives gave different performance in
health education as finding in this study.
CONCLUSION
The conclusion of this study are midwives give
counseling on pregnant women relationship and
decision making based on pregnant women needs.
For health education in prenatal congenital anomaly
screenings, the midwives as counselor should build
a protocol or any guidelines to ensure the counseling
process based on professionalism as same as
pregnant women and midwives thought that
professional was the most important point to have
performance well during prenatal congenital
anomaly screenings counseling..
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