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1. Introduction

Dengue fever is a serious human arboviral infection 
that globally spreads and is a top concern amongst 
healthcare professionals and governments including 
Vietnam. The best measure to prevent and control 
dengue is vector control which is supported by 
social mobilization and health education. According 
to the World Health Organization (WHO), health 

education is defined as “constructed communication 
of knowledge to improve health literacy and 
improve skills in order to advance individual and 
community health”.1 The “health education for 
dengue prevention and control”, hereafter referred 
to as the health education program, in Vietnam is a 
routine program provided in the community through 
speakers, posters, pamphlets by health collaborators, 
health workers and in schools through meetings by 
health educators.2 

To be more specific, health collaborators and 
health workers are responsible for the door-to-door 
visits to provide risk communication and to distribute 
pamphlets. They are also in charge of giving 
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ABSTRACT Dengue fever is a serious human arboviral infection that globally spreads and is 
a top concern amongst health care professionals and governments including Vietnam. The 
best measure to prevent and control dengue is vector control which is supported by social 
mobilization and health education. This study assessed the acceptability of health education 
programs in dengue fever prevention and control for the first time in Dak Lak Province, which 
is located in the endemic area of dengue fever in Vietnam. This study was an implementation 
research with qualitative methods. Nine in-depth interviews and six focus group discussions 
involving thirty-four informants were conducted at province, district, and ward levels. The 
acceptability was analyzed based on the seven components of the Theoretical Framework 
of Acceptability. Thirty-four informants ranging from ages 26 to 54 years participated. All 
belonged to the delivering or receiving groups of the health education program. The years of 
experience of the delivering group were at least two years with the health education program 
in dengue prevention and control and all individuals in the receiving group participated in 
the program. Six components, namely affective attitude, perceived effectiveness, intervention 
coherence, ethicality, and self-efficacy, were coded in all transcripts. Meanwhile, none of the 
interviews mentioned the opportunity cost. Overall, the acceptability of the health education 
program in dengue fever prevention and control was considered to be positive. However, the 
transformation from education to behavior requires time for acceptance and the persistence 
of the education program. Besides, the major burden of the program was the limited budget 
that could lead to inadequate facilities for indirect communication and low human resources.
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information regarding dengue prevention and control 
plans and measures to the community through 
speakers or by facilitating neighborhood meetings. At 
schools, health education on dengue was organized, 
aiming to provide information concerning causes, 
symptoms, and effective prevention measures such as 
cleaning water containers, following the Vietnamese 
Ministry of Health (MOH) recommendations for 
environmental management.

Dak Lak is a mountain province in Central 
Highlands region, Vietnam which has a history of 
outbreaks of dengue fever (DF) and is an endemic 
area with all four DENV serotypes co-circulating.3,4 
Among 15 main administrative units in Dak Lak 
province, Buon Ma Thuot city is the most populous 
city in Dak Lak province with the highest prevalence 
of DF of 1.56%.5

However, there was no research had been 
done to assess the acceptability of health education 
program in DF prevention and control while this is 
a routine program and has been implemented for 
years. Thus, here we explored the input, process, 
and acceptability of the current health education for 
dengue prevention and control to address this gap, 
as well as to plan for more effective health education.

2. Methods

The study involved implementation research which 
was conducted with qualitative methods that 
included the participation of the community (i.e. 
representatives of People’s Committee - PC, school 
- SC, and household - HH) and health staff (i.e. 
representatives of the Center for Disease Control - 
CDC, district health center - DHC, commune health 
centers - CHC, and health collaborators - HC) to 
access their experiences of the acceptability of 

the current health education in DF prevention and 
control. The purposeful sampling specific for the 
criterion sampling mentioned below for qualitative 
research was adopted in this study.

The study subjects were: (1) Responsible person 
in the CDC dengue prevention and control programs 
of Dak Lak province and Buon Ma Thuot City Health 
Center; (2) Head of ward/commune health station 
(3) Ward/commune health staffs or collaborators: 
who were being involved in the health education 
program in DF; (4) Vice-chairman who is responsible 
for the health education work in DF of ward/
commune People’s Committee; (5) A representative 
from school who is a responsible person in health 
education of dengue prevention and control; and (6) 
Householders who are living in the research area and 
received the health education intervention of DF. 
They are the ones with a range of past experiences 
with dengue (some with dengue infections in their 
family, and others without).

Semi-structured in-depth interviews (IDIs) 
and focus-group discussion (FGD) guidelines were 
developed to collect information. The guidelines 
were adapted and modified from the pilot research 
of Murphy et al. in 2019 on Theoretical Framework 
of Acceptability (TFA).6 The length of each IDI was 
around 35-40 minutes while FGDs lasted for about 
55-60 minutes. The IDIs and FGDs were conducted 
and supervised by the principal investigator of the 
study. 

The research assistant was the person who 
currently works in the health system in Buon Ma 
Thuot city, Dak Lak province, with experience in public 
health research. The language of the interview was 
Vietnamese. The interviews were conducted with 
health staff, in the order from provincial to commune 
levels, prior to the community. Triangulation of 

Table 1. Component of Theoretical Framework of Acceptability (TFA).
Theoretical Framework of Acceptability Code frequency No. of interviews with codes
Perceived effectiveness 45 15
Burden 43 15
Intervention coherence 40 15
Ethicality 34 15
Self-efficacy 33 15
Affective attitude 28 15
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sources was applied in this study by comparing 
answers from different informant groups and making 
observations of the surrounding environment of 
households. Nine in-depth interviews and six focus 
group discussions involving thirty-four informants 
were conducted at the province, district, and ward 
levels in April 2021. The IDIs and FGDs have reached 
information saturation.

2.1. Ethical approval
Permission for the study was obtained from both 

Hanoi University of Public Health’s (No. 021-092/DD-
YTCC) and Universitas Gadjah Mada’s Medical and 
Health Research Ethics Committee (No: KE/FK/0175/
EC/2021). Informed consent was obtained from all 
participants in written form before data collection in 
the qualitative study.

2.2. Analysis
Directed content analysis with deductive coding 

was used for qualitative analysis.7 All discussions 
were recorded and transcribed verbatim in Microsoft 
Word documents. Half of the transcripts were done 
with support from an additional research assistant, 
who currently works in the health system with two 
years’ experience in public health. The principal 
investigator of the study was in charge of analyzing, 
coding and categorizing data. The coding was then 
reviewed conscientiously to ensure the quality of the 
data. Only the quotations shown as illustrations for 
the findings were translated into English.

3. Results

Thirty-four informants ranging from ages 26 to 54 
years participated. All belonged to the delivering or 
receiving groups of the health education program. 
The years of experience of the delivering group were 
at least two years with the health education program 
in dengue prevention and control and all individuals 
in the receiving group participated in the program.

Based on Table 1 the TFA could be classified into 
6 different components: namely affective attitude, 
perceived effectiveness, intervention coherence, 
ethicality, and self-efficacy, which were coded in 
all transcripts. Meanwhile, none of the interviews 

mentioned the opportunity cost. The summary of 
the study results is provided in Table 2.

4. Discussion

In general, the groups of health staff, health 
collaborators, teachers responsible for health 
education at schools, and households answered 
that they have a positive feeling and appreciate 
the effectiveness of the health education program. 
This could be explained by the fact that the health 
staff/collaborators and teachers have communicated 
with the community and pupils over many years so 
that they have built good relationships with these 
communication receivers. Therefore, the health staff/
collaborators and teachers could easily approach the 
community and pupils and ensure the delivery of 
the health education program. One study indicated 
that the pre-existing relationships between health 
program deliverers and receivers would influence 
the overall impression and willingness to participate 
in the program of deliverers.6 

Similarly, some studies suggested that the truthful 
relationship between the deliverer and receiver 
is crucial to facilitate the acceptability of health 
interventions.8,9 It was also noted that the negative 
relationship could be a barrier in delivering health 
intervention.9 Some of the Peoples’ Committee staff 
showed neutral feelings about the health education 
program. This might be associated with their role in 
the program since they were only responsible for 
preparing broadcasts based on content prepared by 
their health department counterparts. 

Another interesting point was that the 
direct communication (door-to-door visit) which 
complemented the indirect communication (speakers 
and posters) could enhance the effectiveness of 
the communication among the community. The 
households shared that the visits of health staff/
collaborators made them feel cared for and motivated 
them to practice preventive measures. Door-to-
door visiting was found to significantly increase 
knowledge of the community in dengue prevention.10 
A case study in community engagement in dengue 
prevention and control in urban areas of Vietnam 
showed that the direct consultation is the most 
effective approach in communication.11 In addition, 
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Table 2. Summary of study results.
TFA constructs Results Illustrative quotes

Affective 
attitude

Positive feeling about the health 
education program.

“When we [health staff] communicate about dengue fever and 
malaria, the public is very pleased, and they thank us. These occasions 
(communication sessions) make them happy.” (HC1)
“Of course, it is very good to prevent dengue for the pupils, and they 
are very excited ... The second thing is to broadcast about dengue 
during breaks. Therefore, I am very excited, truly.” (SC1)

Increase public awareness on 
dengue fever.

“… the communication in dengue prevention … raises the public 
awareness. If we [health staff] come to ask the public now about 
dengue fever, they would know very well.” (CDC2)

The practice of the community 
was considered low by interview 
health staff.

“…about the eradication of dengue’s larvae, we [health staff] have 
been guiding the public everywhere we go, but they still leave the 
water containers uncovered, leading to the increase of larvae and thus 
dengue fever.” (CHC1)

Burden

Lack of funding was considered 
as a common burden of 
the program, leading to 
inadequate facilities for 
indirect communication at 
commune health center, people 
committee and school (e.g., 
loudspeakers, mobile vehicle, 
pamphlets, and posters).

“Previously, the collaborators of the communication program in 
dengue received an allowance, but now the program has no such 
specific collaborators. The program used to be done in a commune, 
but it stops now. There are only health collaborators who have general 
responsibility and work for all the programs.” (CDC2)

“For example, the speakers are old, so they do not work properly, 
affecting the communication.” (PC2)

“We [teacher] prepare the content and print that out. There is no 
poster about dengue.” (SC2)

They lacked willingness to 
practice communicated content 
of households by interview 
health staff.

“…they [the households] still leave the water containers uncovered, 
leading to the increase of larvae and thus dengue fever. We have 
communicated in many places, but they do not cooperate, so it was 
difficult to eradicate dengue fever.” (CHC1)

No difficulty for households 
to engage and practice all 
contents related to health 
education program by 
interview households

“…We [the households] know to keep personal hygiene and keep the 
house clean, as well as work with neighbors to clean the neighborhood, 
join the community to prevent dengue.” (HH1)

Ethicality

Both delivering (except people 
committee staff) and receiving 
groups felt comfort with the 
program. A common motivation 
was raising public awareness 
about dengue prevention 
and control to protect the 
community.

“We [health staff] want to eradicate dengue as we observe that every 
endemic season causes a lot of difficulties and also negatively affects 
the economic status of the community.” (CHC2)
“The communication will help the pupils to understand about dengue.” 
(SC1)
“To protect myself and pupils, teachers at my school.” (SC2)
“Our objective is that the community is aware of dengue thus protect 
themselves.” (PC1)
“…, I [the household] receive advice about health protection. I am 
more aware of cleaning house, eating cooked food, and using bed nets 
to prevent dengue. I feel the importance of preventing dengue.” (HH3)

Health staff/collaborators, 
teachers at school could deliver 
the program content effectively 
due to frequent trainings.

“We [health staff] mainly communicated about larvae eradication and 
guided the community how to do that, that is the initial step.” (CHC1)

Intervention 
coherence

“The content of the communication for households was about cleaning 
living area (removing bushes), remove standing water, creating flow in 
standing water bodies, using a bed net. We [health collaborators] had 
to emphasize about keeping hygiene in the living area and personal 
hygiene.” (HC2)
“At the beginning of the school year, the education department sent 
official dispatch about training, and then we [teachers] came back to 
school to communicate to pupils.” (SC1)
“The content was checked by the health staff. The content will be 
selected and edited for broadcasting. There was no difficulty.” (PC2)
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Table 2. (continued).

Intervention 
coherence

People’s Committee did not face 
any difficulty when delivering 
the health education program 
as the content was prepared 
by health staff at the commune 
level.

“The content was checked by the health staff. The content will be 
selected and edited for broadcasting. There was no difficulty.” (PC2)

The households showed that 
they acknowledged the content 
of the program such as cleaning 
living area, using bed net, and 
removing standing water.

“…When the announcement about dengue was given, everyone was 
aware of cleaning the area, removing standing water, and use a bed 
net. The objects that might contain standing water, such as tires, were 
all removed to avoid the spreading of dengue.” (HH1)

Opportunity cost Not applicable Not applicable

Perceived 
effectiveness

The effectiveness of the 
program was assessed from 
moderate (teachers at school) 
to effective (other groups).

“…the community, in general, cares about the communication 
programs, and eventually reduces unhealthy behaviors… they also 
know to remove standing water in bottles, vases, and keep them up-
side-down to avoid standing water.” (CDC1)
“The awareness of the community, or the knowledge, is good… If we 
do a KAP (Knowledge Attitudes and Practice) survey for 10 households, 
10 out of 10 would give very good answers. However, the shift from 
awareness to practice is very difficult.” (DHC)
“The pupils show good awareness in dengue prevention.” (SC1)
“…, I [the household] receive advice about health protection. I am 
more aware of cleaning house, eating cooked food, and using bed nets 
to prevent dengue. I feel the importance of preventing dengue.” (HH3)
“…, I [the household] receive advice about health protection. I am 
more aware of cleaning house, eating cooked food, and using bed nets 
to prevent dengue. I feel the importance of preventing dengue.” (HH3)

Self-efficacy

All informant groups showed 
confidence in the maintenance 
of dengue prevention and 
control behaviors among the 
community and pupils,

“Currently, the community changes their behaviors, should be 90%. 
There are few households have not changed yet due to economic 
difficulties.” (HC2)
“…My school is very clean, and there is no standing water. In general, 
the self-awareness of pupils is very good, they actively keep classes 
clean and keep personal hygiene.” (SC2) 
“…, it [the program] is directly relevant to health, so the community 
will care about this. When the community is aware and is 
communicated, it is obvious that they will practice.” (PC1)

The large-scale and repetitive 
communication would 
be important to help the 
community to maintain their 
behaviors.

“Enhance communication program; the communication program 
requires monitoring and evaluation; training should be provided to 
health staff and health collaborators at all levels; the authorities and 
stakeholders should provide budget timely, in order to increase the 
feasibility of the program.” (CDC1)
“To be honest, my family is confident but when the rainy season (July, 
August) comes, we are more cautious that the cleaning might not 
be enough. Therefore, we ask the health collaborators to frequently 
check to achieve effective prevention.” (HH3)

it was suggested that the door-to-door visiting was 
effective as well as reinforced communication efforts 
using speakers in the case of COVID-19 prevention in 
Vietnam, thus they could exert the same effect in the 
prevention of dengue and other infectious diseases.12

The limited budget was considered as a major 

burden of the health education program by all 
delivering groups (i.e., health staff, teachers at school, 
and the People’s Committee). Especially, the health 
collaborators were not allocated a specific fund for 
dengue but received an allowance from a common 
funding pool for all communicable diseases. This, 
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together with the increasing population, is a barrier 
to the implementation of the health education 
program. The increasing population means that one 
health collaborator will be responsible for more 
households. This leads to higher work pressure and 
increases in both frequency and distance of travel, 
while the allowance remains the same. 

Thus, the outcome of the program could be 
negatively influenced and there is a risk of health 
collaborators resigning. Some of these cases actually 
occurred, as reflected in one sharing: “The allowance 
was a few hundred thousand Vietnam dong, but they 
work all the time in the endemic time, and some of 
them quit” (CDC2). The concern about the limited 
budget for health programs has been mentioned 
in many studies.11,13–15 Since the financial problem 
could not be solved in a short term, it is suggested 
that one health collaborator could concurrently be 
responsible for other tasks (e.g., member of women’s 
union, and residency cluster). This would not only 
diversify their income sources but also increase 
their familiarity with the community, thus facilitating 
the communication efforts. The advantages of this 
solution were mentioned in several studies in dengue 
prevention and control in Vietnam.16–18 

However, in the long term, the financial policy 
of the program should be adjusted, particularly in 
aspects such as increasing the allowance of health 
collaborators, investing in communicating facilities 
and evaluating the effectiveness of communication 
channels to propose proper fund allocation. In 
addition, the financial burden of the program could 
be reduced by enhancing stakeholders’ participation 
through community activities such as praising active 
citizens in dengue prevention and control.11 Despite 
the difficulties, especially in the financial aspect, 
the delivering groups were confident about the 
communication capability. This might be due to the 
frequent training sessions planned annually.

These trainings provided insights into dengue 
prevention and control knowledge and improved 
learners’ communication capability, thus they could 
improve the effectiveness and efficiency in delivering 
the program. A study found that training is essential 
to increase the knowledge of school teachers and 
health educators about dengue.19 Another notable 

point is that the community was considered, by 
both deliverers and receivers, to have a very good 
awareness of dengue after receiving the health 
education communication. This improved awareness 
is similar to the results of other knowledge, attitude, 
and practice assessments.20–22 Improving the 
community’s awareness was mentioned to be the 
motivation of health staff/collaborators and teachers 
to work in the program. 

This interaction between deliverers and receivers 
was also indicated in a research that explained 
the extrinsic motivation of health workers was 
the responsibility to encourage people to prevent 
dengue.23 However, the qualitative results suggested 
that the practice among the community remained 
limited, despite the fact that the community was 
considered to have good knowledge and awareness 
of dengue by both themselves and the health staff/
collaborators. This finding is counter-intuitive since 
good knowledge is likely to result in good practice in 
dengue prevention.24–26 However, there were studies 
suggesting that knowledge might not be a sufficient 
indicator for good practice.27,28 In this case, the 
limited practice of households might be related to 
low socioeconomic status because these households 
tend to allocate time to make a living instead 
of preventing disease in general and dengue in 
particular, as reflected in one sharing: “There are few 
households that have not changed [their behaviors] 
yet due to economic difficulties” (HC2). 

This issue was also indicated in another study.11 

Another possible explanation could be the reliance 
of the community on frequent monitoring from 
health staff/collaborators. Both communication 
deliverers and receivers said that the maintenance 
of preventive practice requires longer time and more 
monitoring from the health staff - “To be honest, 
my family is confident but when the rainy season 
(July, August) comes, we are more cautious that the 
cleaning might not be enough. Therefore, we ask the 
health collaborators to frequently check to achieve 
effective prevention” (HH3). One study suggested a 
similar explanation in the case of the Philippines.28 

5. Conclusions

Overall, the acceptability of the health education 
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program in dengue fever prevention and control 
was considered to be positive. However, the 
transformation from education to behaviors requires 
several years and the persistence of the education 
program. Besides, the major burden of the program 
was the limited budget that could lead to inadequate 
facilities for indirect communication and low human 
resources.
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1.Introduction

After the novel Corona Virus Disease 2019 (COVID-19) 
started in the city of Wuhan at Hubei Province in 
China, the world has suffered severely from the global 
pandemic induced by SARS-CoV-2. The pandemic 
has certainly disrupted economic stability and many 
aspects of life. With its unprecedented impacts, the 
world might take more than ten years to recover, both 
economically and societally. Given the unforeseen 
and rapid spread of COVID-19, the pandemic has put 
immense pressure on health systems and left many 
governments worldwide unprepared, particularly 
low- and middle-income countries with less resilient 
health systems. 

Every country should adopt preventive measures 
to slowdown the spread of COVID-19 and prevent 
its health systems and economies from becoming 
collapsed. The success of such measures depends 
on the adherence of the population. Accordingly, 
governments need to ensure that the population is 
well-informed concerning the disease and people 
strictly follow all the necessary safety measures.1

As the fourth most populous country in the world, 
Indonesia is predicted to suffer greatly from the 
pandemic, even for a longer time period. However, two 
years after its first confirmed case on March 2, 2020, 
the country is currently managing to survive from 
an economic recession and on its track to recovery. 
During the pandemic, although the government and 
health professionals have recommended effective 
containment measures such as staying at home, 
physical distancing, frequent handwashing and 
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wearing facemasks, it remains unknown whether 
vulnerable groups in the population also engage 
in preventive health behaviors. One of the most 
vulnerable groups is those living in the disaster-prone 
areas with limited access to basic health services. 
They are still encountering health disparities due to 
various obstacles with regard to the lack of health 
care resources, geographic distance, transportation, 
and lower socioeconomic status.

While existing research has paid attention to 
preventive behaviors among rural residents, there 
is limited and even no evidence of the impact of 
COVID-19 pandemic on changes in health behaviors 
among households living in the disaster-prone 
area.1–3 A clear understanding of whether COVID-19 
has influenced the health behaviors among this 
vulnerable group is important to inform government 
interventions that are relevant to future situations 
in such areas. Therefore, the aim of this study is to 
examine whether households in the disaster-prone 
areas were aware of and have practiced health 
preventive measures during the COVID-19 pandemic 
in Indonesia. This study is particularly relevant as a 
means to prepare for a future pandemic or health 
crisis.

To shed light on the research objective, 
we conducted face-to-face interviews with 142 
households living at Dongkelsari settlement houses 
in the Disaster-Prone Area III of Mount Merapi, the 
most active volcano in Indonesia. Participants were 
asked about their basic profile, implementation of 
preventive health behaviors, community support, 
healthy lifestyle and general knowledge about 
COVID-19 transmission. We used descriptive statistics 
to summarize the quantitative data collected from 
the participants.

So far, there is an online survey conducted in 
Indonesia indicating that even though the majority 
of respondents possessed basic knowledge on 
COVID-19, they still need further information about 
symptoms, transmission, prevention and testing.4 

However, this online survey tends to oversample 
younger individuals and those with higher 
socioeconomic status. They are more likely to have 
various sources of information and means to process 
the knowledge and act on it rather than the average 

population.5 In contrast to online surveys, our study 
relies on field observation and this complements 
the existing evidence by capturing a clearer picture 
concerning the COVID-19 awareness among the 
underrepresented populations living in the disaster-
prone areas.

2.Methods

2.1 Study area
Mount Merapi is one of the most active and 
hazardous volcanoes in Indonesia, where more than 
70 eruptions have occurred since 1548.6 It is situated 
30 km north of the city center of Yogyakarta. The 
latest eruption occurred in 2010, causing damages 
to more than 2,200 houses.7 The status of the 
volcano has been on alert since May 2018, leading 
to the potential eruption amid the COVID-19 
pandemic. The existence of communities residing 
in the Disaster-Prone Area III of Mount Merapi then 
becomes vulnerable populations in a distinct danger 
zone. In this study, we focused on inhabitants of the 
Dongkelsari settlement houses.

Initially, the Dongkelsari settlement houses 
were built as temporary shelters for the eruption 
victims of Mount Merapi after their old houses were 
destroyed. Dongkelsari is situated in Wukirsari Village, 
Cangkringan Subdistrict, covering two small villages 
named Gungan in the northern part and Srodokan 
in the southern part with an area of 24,690 m2. 
There are 161 households residing in the settlement 
houses. There are some public facilities such as 
green open space, mosque, gazebo-like building, and 
security kiosk. The majority of Dongkelsari residents 
work as peasants and cattlemen, while the rest are 
pensionaries. The nearest public health service is 
situated around two kilometers from Dongkelsari 
area with difficult access to get there due to uneven 
terrain and winding roads.

2.2 Study design and participants
Data were collected from a structured 

questionnaire with face-to-face interviews between 
end of August 2020 and early September 2020. 
Selection of this period was based on the mild 
situation in Mount Merapi. We conducted door-to-
door interviews with 142 respondents aged 16 years 
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or older from 161 households. The remaining 19 
households refused to be interviewed due to various 
reasons, such as relocation to safer area, health 
issues, and not having enough time.  

Participants were given a brief description of the 
study and written consent to participate in the study 
before the start of the questionnaire/interview. 
They received a token of appreciation in the form 
of hand soap and detergent upon completing 
the questionnaire. The study was approved by 
the Research Community Service and Publication 
Institution as the Institutional Ethical Board in 
Universitas Muhammadiyah Yogyakarta with the 
number 031/PEN-LP3M/I/2020.

2.3 Questionnaire and data analysis
The purpose of this study was to determine the 

impact of COVID-19 on preventive health behaviors. 
The questionnaire was developed through the 
role of the experts who understood the topic well. 
The experts read through the questionnaire and 
assessed whether the questions already captured 
the investigated topic effectively. They pretended 
to fill out the questionnaire and checked whether 
there were common errors such as confusing 
and ‘double-barreled’ questions. Given that the 
population is around 160 households, we validated 
the questionnaire through a pilot test. We started 
with 30 participants, and after some feedback and 
discussion, we dropped any irrelevant questions.

The participants were asked about their area of 
settlement, age and gender. Then, we captured self-
reported preventive measures with a 4-point Likert 
scale where ‘1’ indicates “never” and ‘4’ indicates 
“always”. We focused our analysis on three preventive 
health behaviors as suggested by the government 
and health experts: physical distancing, hygiene, and 
wearing facemask. We defined physical distancing 
by staying at least 1 meter apart from other people 
in public spaces, while hygiene was defined as using 
hand sanitizer and frequently washing hands with 
soap.

In the next part, the questions were related 
to community support with a series of yes/no 
question. We asked about self-assessment from 

participants whether in their community there 
are: (1) handwashing facilities in the entrance to 
market, restaurant, store, health center and school, 
(2) provision of hand sanitizer in in the entrance to 
market, restaurant, store, health center and school, 
(3) provision of handwashing barrel in front of houses, 
(4) restriction of guests visiting from out of town, (5) 
curfew restrictions, (6) prohibition of guests from out 
of town to stay, (7) portal closure at night, (8) self-
isolation after travelling out of town, (9) mandate to 
wear facemasks outside the house, (10) prohibition 
to organize event, and (11) stipulation to self-report 
to local leaders after travelling out of town.

For questions concerning healthy lifestyle, 
participants were asked whether there is any 
household member smoking. If participants 
responded yes, they were asked whether there is any 
change in smoking habit with a 4-point Likert scale (1 
= no changes, 2 = reduced a little, 3 = reduced greatly, 
4 = quit smoking) and how many cigarettes consumed 
in daily basis after the pandemic. Then, we asked 
the participants whether smoking makes COVID-19 
worse (yes/no). We also asked the participants to rate 
the eating habits of their family in general whether 
they ate fruits and vegetables using a 4-point Likert 
scale (1 = no, 2 = once in a week, 3 = once in a day, 4 
= three times in a day) and whether they performed 
physical exercise for at least 30 minutes per day (1 = 
no, 2 = once in a week, 3 = three times in a week, 4 
= everyday).

Finally, we assessed the knowledge of the 
participants since one important determinant of 
the implementation of preventive health behaviors 
is information.8 In a pandemic situation, behavioral 
responses are driven by knowledge on how the virus 
spreads and which precautionary actions exist.9 

Individuals with greater knowledge are more likely 
to adhere with restrictions during an outbreak.10 

There are eight questions on basic knowledge 
of COVID-19 transmission, prevention and uptake 
of protective behaviors. The participants were given 
agree/disagree questions, coded as 0 (disagree) and 
1 (agree). Such questions include: (1) knowledge 
about COVID-19 transmission through droplets, 
(2) prohibition of buffet style of eating, preventive 
measures such as (3) frequent handwashing, (4) 
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wearing facemask, (5) regular exercises, (6) boost 
immunity with supplements and vitamins, and (7) 
knowledge that COVID-19 is likely to transmit from 
airborne droplets. We summed up the scores for 
these eight items, of which higher scores represented 
better knowledge in COVID-19. All the data obtained 
from the study questionnaire were then compiled 
and measured using descriptive statistics through 
SPSS 17.0 (IBM Corp., Armonk, NY, USA). Descriptive 
statistics contain some basic statistical measures, 
such as mean, standard deviation (SD), minimum 
and maximum values, to help us analyze the location 
and dispersion of the data.

3.Results

From the sample of 142 participants, 66.2% were 
women and 33.8% men. The average age of 
participants was 43 years and the most represented 
category was 35 – 45 years old (59, 41.5%). Based on 
the study framework, the results were divided into 
four categories. First, considering the importance 
of preparedness for responding to the COVID-19 
pandemic, the participants were asked to rate their 
level of intensity for preventive health measures on 
the Likert scale of 1 to 4. 

As seen in Table 1, the following results were 

obtained: washing hands with soap (X = 3.92), 
using hand sanitizer (X = 3.36), keeping a suggested 
distance of 1 meter from other people (X = 3.27) 
and wearing facemask (X = 3.81). It was found that 
majority of the participants were more engaged 
with some preventive behaviors such as washing 
hands frequently with soap (93.7%) and wearing 
face masks (83.8%), but less engaged with using 
hand sanitizer (48.6%) and practicing safe physical 
distancing (41.6%).

Second, in terms of community support, the 
participants reported that around 80% were aware 
of the provision of handwashing facilities and hand 
sanitizer in public spaces as reported in Table 2. 
This finding indicates strong community support 
in maintaining preventive health behaviors of the 
people outside their house. Moreover, the majority of 
participants were also aware of stipulation set by the 
local leader to prevent further spread of COVID-19 
ranging from prohibition to organize public events 
(73%) to a mandate of wearing facemasks (96%). This 
high awareness is potentially due to a relatively low 
population density. Any violation to this stipulation 
will be easily identified by other inhabitants in that 
area.

Third, concerning the healthy lifestyle, Table 3 

Table 1. Preventive health behaviors of study participants in Dongkelsari.
Variable Frequency (%) Min Max Mean Std. Dev.
Handwashing with soap 142 1 4 3.92 0.23

Never
Seldom
Sometimes
Always

1 (0.7)
0 (0.0)
8 (5.6)
133 (93.7)

Using sanitizer 142 1 4 3.36 0.71
Never
Seldom
Sometimes
Always

4 (2.9)
10 (7.0)
59 (41.5)
69 (48.6)

15

Physical Distancing 142 1 4 3.27 0.68
Never
Seldom
Sometimes
Always

1 (0.7)
18 (12.7)
64 (45.1)
59 (41.6)

Wearing facemask 142 1 4 3.81 0.47
Never
Seldom
Sometimes
Always

1 (0.7)
2 (1.4)
20 (14.1)
119 (83.8)

Min-max, minimum-maximum; Std. Dev., standard deviation.
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shows that half of our sample has a smoking family 
member. The average of reported consumption 
is 8 cigarettes per day. Our sample reported that 
half of those with smoking family member do not 
change their smoking habits. It seems that the 
COVID-19 pandemic does not have any impact on 
smoking habits. While 47% reported reduction in 
consumption of cigarette and 3% quit smoking, we 

cannot conclude that this behavior is driven by the 
pandemic. This is supported by mixed responses 
of whether smoking makes COVID-19 worse. Only 
53% of participants with a smoking family member 
believed that smoking could increase the risk from 
COVID-19. There is a low correlation between 
reduced or quitting smoking and the belief that 
smoking could make COVID-19 worse for those with 

Table 2. Community support for preventive health behaviors in Dongkelsari.
Variable Min Max Mean Std. Dev.
Provision of handwashing facilities 142 1 4 3.92

Market 0 1 0.85 0.36
Restaurant 0 1 0.88 0.33
Store 0 1 0.92 0.27
Health Centre 0 1 0.84 0.37
School 0 1 0.83 0.38

Provision of hand sanitizer 142 1 4 3.81
Market 0 1 0.79 0.41
Restaurant 0 1 0.85 0.36
Store 0 1 0.87 0.34
Health Centre 0 1 0.85 0.36
School 0 1 0.82 0.39

Provision of handwashing barrel 0 1 0.92 0.28
Restriction of guests 0 1 0.94 0.24
Curfew restriction 0 1 0.82 0.38
Prohibition of guests staying 0 1 0.85 0.36
Portal closure at night 0 1 0.90 0.30
Self-isolation from out of town 0 1 0.89 0.32
Mandate to wear facemask 0 1 0.96 0.20
Prohibition to organize event 0 1 0.73 0.44
Self-report to local leader from out of town 0 1 0.86 0.35

Min-max, minimum-maximum; Std. Dev., standard deviation.

Table 3.  Healthy lifestyle of study participants in Dongkelsari.
Variable Obs. Min Max Mean Std. Dev.
Smoking family member(s) 142 0 1 0.51 0.50
Number of cigarettes 46 1 30 7.89 6.19
Change in smoking habit 72 1 4 1.74 0.84

No changes 36
Reduced a little 23
Reduced greatly 11
Quit smoking 2

Smoking makes COVID-19 worse 142 0 1 0.58 0.49
Has a smoking family member 72 0 1 0.53 0.50
No smoking family member 70 0 1 0.64 0.48

Eating fruits and vegetables everyday 142 1 4 2.77 0.78
Daily physical exercise 142 1 4 2.76 0.93

Min-max, minimum-maximum; Std. Dev., standard deviation.
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a smoking family member (p = 0.03). 
Meanwhile, those with non-smoking family 

member believe more that smoking increases the 
risk of COVID-19 (64%). For eating habits and physical 
exercise, it is reported that participants in general 
have eaten fruits and vegetables regularly (X = 2.77) 
and routinely practiced exercise (X = 2.76).

Finally, in terms of basic knowledge (Table 4), 96% 
of participants indicated that they had knowledge 
that COVID-19 is transmitted through droplets. This 
contributed to the higher proportion of participants 
having knowledge of several prevention measures 
such as handwashing with soap (96%) and wearing 
facemasks outside their house (99%). The majority 
of participants were aware that physical exercise 
is important even if they have washed their hands 
frequently with soap and worn facemasks (88%). 
They were also knowledgeable that buffet style of 
eating is prohibited to prevent COVID-19 spread 
(76%) and consuming supplements and vitamins is 
necessary to boost their immune system (75%). They 
already understood that COVID-19 was less likely 
transmitted from airborne sources (80%). In terms of 
total score, the basic knowledge of study participants 
about COVID-19 was relatively high. It is 6.1 out of 7 
on average.

4.Discussion

Our findings add to a recent and growing literature 
on COVID-19 knowledge and attitudes. A global 
online survey exposed high compliance to preventive 
behaviors across countries.11 The evidence for 
knowledge on transmission of the disease is widely 
reported among respondents in some developing 

countries such as Nigeria and India, but not in 
Peru.12–15

The above mentioned results reveal knowledge 
about the COVID-19 pandemic and preventive 
health behaviors among study participants in the 
disaster-prone area of Merapi volcano. Although 
the COVID-19 pandemic was not yet advanced in 
Dongkelsari at the time of data collection, awareness 
of and basic knowledge on the COVID-19 was already 
high. These findings were somewhat in contrast to 
the existing literature where rural residents were 
less likely to perform protective behaviors during 
an outbreak.1,3,16 The majority of participants were 
already aware of COVID-19 transmission and able 
to mention preventive health measures. This finding 
implies that information about COVID-19 has 
reached the population group living in the disaster-
prone area of Merapi volcano. 

This finding is inseparable from the importance 
of community leaders as the respected figures in 
Dongkelsari area. It was mentioned in the Results 
section that the compliance of the study participants 
toward the stipulation set by the community 
leaders is quite high, ranging from 73% to 96%. 
Based on the field observations, the community 
leader in Dongkelsari is quite young, tech savvy 
and currently works in the COVID-19 taskforce, 
making the basic information about COVID-19 well-
distributed to the inhabitants of Dongkelsari. This is 
particularly supported by the low population density 
in that area which makes information delivered 
more easily. In addition to basic knowledge about 
COVID-19, community support such as provision 
of handwashing facilities in public spaces and 
mandate to wear facemasks outside their house 

Table 4.  COVID-19 knowledge of study participants in Dongkelsari.
Variable Min Max Mean Std. Dev.
COVID-19 transmission through droplet 0 1 0.96 0.20
Prohibition of buffet 0 1 0.76 0.43
Handwashing with soap 0 1 0.96 0.20
Wearing facemask outside the house 0 1 0.99 0.08
Regular physical exercise 0 1 0.88 0.33
Boost immunity with supplements and vitamins 0 1 0.75 0.43
Likely COVID-19 transmission from airborne droplets 0 1 0.80 0.40
Total score 4 7 6.10 0.85

Min-max, minimum-maximum; Std. Dev., standard deviation.
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were found to facilitate participants’ compliance in 
applying such behaviors. On the other hand, study 
participants seemed to be less engaged in using hand 
sanitizer and applying safe physical distancing. Thus, 
compelling people to apply safe physical distancing, 
for instance, needs to be reinforced. Neglect of this 
preventive measure by community members may 
lead to adverse consequences since most cases of 
COVID-19 in Indonesia have been associated with 
the lack of physical distancing in public spaces.

To improve compliance with preventive 
measures such as physical distancing, we recommend 
the active involvement of social workers. It is because 
social workers promote preventive efforts through 
distribution of accurate information from reliable 
sources.17 In China, for example, social workers 
are considered as front liners in the COVID-19 
pandemic response. Their duties include mobilizing 
and coordinating resources in the community, 
providing volunteer support and identifying the 
special needs of vulnerable groups.18 This study 
then offers suggestions for social workers to help 
control the spread of COVID-19 in the disaster-prone 
communities in Indonesia.

Finally, changing health behavior is the most 
important factor in tackling the pandemic. While 
our study may have revealed interesting findings 
that have implications for future research and social-
work practice, there are some limitations inherent 
in the study. Findings from this study represent 
the knowledge and attitude of a sample of locals 
from a small community in the disaster-prone area 
of Mount Merapi. We do not account for views of 
other locals from different community so that we do 
not generalize our findings to the larger population. 
Thus, findings may differ with an institutional setting 
and a larger sample size. However, this study is still 
important in that it can be used as a starting point 
to see a bigger and clearer picture of other disaster-
prone areas in Indonesia during the COVID-19 
pandemic.

5.Conclusions

The risk to communities with widespread transmission 
of COVID-19 relies on the virus’ characteristics, the 
severity of the illness, and the available medication 

to curb the impact of the virus.  In the absence 
of medication during the pandemic, behavioral 
interventions become the most important strategy 
based on preventive measures implemented by the 
citizen. In this study, we explore the knowledge and 
preventive health behaviors against COVID-19 in 
Dongkelsari settlement houses which are situated in 
the disaster-prone area of the active volcano, Mount 
Merapi. 

Our study was conducted via a structured 
questionnaire with face-to-face interviews. 
Interestingly, although our concern was those living 
in the disaster-prone area at the slope of mountain, 
we found high knowledge exists among the study 
participants as well as strong community support in 
the neighborhood. These might contribute to be the 
driving factor in preventive health behaviors against 
COVID-19. Our findings imply that the information 
about COVID-19 was already well-received by those 
living in the disaster-prone area. However, given 
that this study was only based on one location, 
future research should address other locations in 
the disaster-prone area for external validity of the 
findings.
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1. Introduction

The prevalence of nutrition problems among under-
five children in Indonesia is still very high. The Basic 
Health Research conducted by the Ministry of Health 
in 2018 showed that 17.7% of under-five children still 
had problems of nutritional status, including 3.9% 
with malnutrition and 13.8% with less nutrition.1 

This condition shows that Indonesia has not been 
able to reach the target of Sustainable Development 
Goals (SDGs) for ending all forms of malnutrition in 
2030.2 Meanwhile, regarding data from August 2019, 
the district health center of Jember recorded 699 
toddlers who suffered from stunting (including: 476 
short stunting and 223 very short stunting). 

As a result, the prevalence of stunting among 

under-five children is 66.59%. The prevalence 
of stunting in Jember Regency is 39.2% which is 
higher than that in Sumenep (32.5%) and Bangkalan 
(32.1%). These nutrition problems among children 
are caused by many factors including a high 
percentage of carbohydrate intake, cost of food 
expenditure, and the lack of involvement of fathers 
in parenting.3,4 Meanwhile, the age of the children, 
occupation of head of household, family size, father's 
education, diarrhea, acute respiratory infections, late 
breastfeeding initiation, first lactation, and lack of 
vaccination influence the nutrition of children.5,6

Previous research indicated that the average age 
of family heads (fathers) was 16-18 years (1.04%), 19-
24 years (6.04%), and 25-30 years (15.74%).7 Based 
on the 2019 Indonesian Law of Marriage, marriages 
can be conducted for men and women aged 19 
years and permission from both parents is required.8 

The rate of early marriage in Indonesia is very high 
because of several factors, including parental, 
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economic, educational, and customary factors.9 

Meanwhile, children who are born from mothers 
with early marriage are facing the risk of disrupted 
growth and development, loss of interest in learning, 
and personality problems.10 This condition also 
affects the effort of the family to fulfil the nutrition 
of children.

Too early married age effects the abilities of the 
family heads or fathers to solve the family problems 
thoroughly. Therefore, the older age of fathers is 
usually when they think more maturely (more than 
20 years) for developing the family well.11 Previous 
research showed that fathers who worked too hard 
to fulfil their family economic needs have direct 
impacts on children's eating patterns. Meanwhile, 
fathers who have longer working hours can increase 
the incidence of the children consuming unhealthy 
foods.12 Therefore, families must be actively involved 
in caring for their children, because the nutrition 
status of under-five children is related to the 
environment of giving care for the children.13

Furthermore, to improve the nutrition and health 
of children, young fathers are needed to support 
their families. Young fathers have an important role 
in providing instrumental and emotional support to 
mothers and children while fulfilling the nutritional 
needs in their family.14 The young fathers have 
an important role in decision-making, protection 
from family risks, and providing motivation to their 
wife.13 Younger aged fathers tend to have more time 
outside of the home for fulfilling their family needs. 
This condition results in a reduced relationship 
between fathers and their children. On the contrary, 
the mother’s main responsibilities are to care and 
stimulate the growth and development of children in 
the Indonesian context.15 

However, young fathers were still limited in 
providing stimulation for their children who needed 
support from the whole family. Therefore, the aim of 
the study was to identify and measure the correlation 
between the pattern of relationship between fathers 
and their children’s nutritional status among under-
five children in Jember Regency, Indonesia. 

2. Methods

A cross-sectional study was conducted during 

September to December 2019 involving young 
fathers and their children in Jember Regency, East 
Java, Indonesia. The participants were recruited 
using total sampling technique. The participants 
were 39 fathers who volunteered to participate in 
the study. The inclusion criteria for this study were 
young fathers aged 17-19 years having infants aged 
0-5 years, children cared for their families and they 
were willing to participate in this study. The exclusion 
criteria were fathers who resigned, fathers having 
communication disorder, fathers living outside the 
city, and children with a congenital defect.

A self-administered questionnaire was used 
to identify sociodemographic characteristics of 
the fathers and their children. The Child-Parent 
Relationship Scale-Short Form (CPRS-SF) was 
employed to measure the relationship between 
fathers and their children.16 This questionnaire 
contains 30 statements about the relationship 
between fathers and their children on a 5-point 
Likert scale (strongly agree, agree, sometimes agree, 
disagree, and strongly disagree). Statements listed 
in the questionnaire include 15 items of negative 
statements and 15 items of positive statements. 
Every positive statement was scored with 4 while 
negative statements had a value of 0, which means 
if the respondent strongly agrees with a positive 
statement then it is worth 4 and 0 if strongly 
disagree. Then, vice versa for a negative statement, if 
the respondent strongly agrees then it is worth 0 and 
if strongly disagrees, it is scored with 4 so that the 
total score obtained ranges from 0-120. 

Meanwhile, a microtoise was used to determine 
children’ weight, then converted to z-score with the 
WHO-2018 AnthroPlus software tool.17 The CPRS-SF 
questionnaire comprises 10 statements with 5-point 
Likert scale: (1 = definitely does not apply, 2 = not 
really, 3 = neutral, not sure, 4 = applies somewhat, and 
5 = definitively applies) related to conflict, positive 
aspects of the relationship, and dependence.16 The 
total score of CPRS-SF was 15-75 categorized into five 
groups: (1-24 values of very low relationship, 25-48 
low relationship, 49-72 moderate relationship, 73-96 
high relationship, and 97-120 very high relationship). 

This questionnaire had been tested for validity 
and reliability in the Indonesian version with a value 
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Table 1. Distribution of age of participants (n=39).
Characteristics 
of father Md (Min-Max) 

Age (year) 19 (17 - 19)

of α = 0.84-0.89 and reliability with a value of R = 
0.968.18 However, in this study, the CPRS-SF was 
categorized into two categories, namely the low 
and high relationships. Regarding the Chi-square 
test, there were some rows having values under 5 
(90%). Therefore, the CPRS-SF originally consists of 5 
categories, namely very low, low, moderate, high and 
very high. Then, since the result from the table does 
not match the chi-square test rules so there must be 
merging between cells that have an expected value 
of less than 5. Accordingly, these were grouped into 
two categories involving the combination of poor 
nutrition and malnutrition into poor nutrition, and 
the combination of good and more nutrition into 
poor nutrition, with the relationship scores as low 
and medium to low relationship.

For collection of the data, firstly, we asked 
the Public Health Centers about the schedule 
of Integrated Healthcare Center (IHC). Then, we 
collected data in the IHC. We also asked the local 
midwives for the participant’s address who have 
met the inclusion criterion. If a respondent did not 
attend the IHC activities, we visited their home. 
For obtaining the informed consent, we met with 
participants and explained the objectives of the 
research, then gave the participants an informed 
consent sheet. The respondents completed the 

questionnaire accompanied by the researchers as 
facilitators through a Google sheet link formed. 
The duration of filling out this questionnaire was 
30 minutes. This study was approved by the Ethical 
Committee from Faculty of Dentistry, University of 
Jember with ethical clearance No. 728/UN25.8/
KEPK/DL/2019.

Data analysis was performed using SPSS 
Statistics 25 software (IBM Corp., Armonk, NY, USA). 
The categorical data were presented in numbers and 
percentages. The numerical data were presented 
in mean, standard deviation (SD), or median, and 
percentiles of 25% and 75%. A chi-square test was 
used to analyze the relationship between young 
fathers’ age and their children’s nutritional status 
with significance p < 0.05 and 95% confidence 
interval (CI).

3. Results

Table 1 shows the median age of the participants was 
19 years and the minimum value was 17 years and 
the maximum value was 19 years.

Based on Table 2, most of the fathers’ job 
were farmers (48.7%) and their last educational 
background was elementary school (53.8%). Based 
on Table 3, the median of age of the children was 27 

Table 2. Distribution of sociodemographic of participants 
(n=39). 
Characteristics of father n (%) 
Employment history

Seller 1 (2.6)
Labor 17 (43.6)
Farmer 19 (48.7)
Entrepreneur 2 (5.1)

Education history
Not attending school 2 (5.1)
Elementary school 21 (53.8%)
Junior high school 14 (35.9)
Senior high school 2 (5.1)

Table 3. Characteristics of gender and nutritional status 
of children (n=39). 
Toddler characteristics n (%) 
Gender

Boys 25 (64.1)
Girls 14 (35.9)

Nutritional status
Poor Nutrition 12 (30.8)
Malnutrition 6 (15.4)
Good Nutrition 19 (48.7)
More Nutrition 2 (5.1)

Table 4. Characteristics of gender and nutritional status 
of children (n=39). 
Toddler 
characteristics Mean SD Min-Max

Age (month) 27 - 22-33
Weight (Kg) 11.13 3.15 6.0-20.9
Z-Score -1.35 - -
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months with the majority of participants being boys 
(64.1%) and the nutritional status among children 
was normal (48.7%).

Based on Table 4. the mean of weight of children 
was 11.13 kg with SD of 3.15, with a minimum body 
weight of 6.0 kg and a maximum body weight of 
20.9 kg. Then, the z-score of children in Panti District 
based on the WHO AnthroPlus z-score measurement 
was -1.35.

Table 5 shows that there was a correlation 
between the child-parent relationship of young 
fathers and the nutritional status of their children 
(X2 = 11.830; p-value = < 0.001). The high father-
child relationship has 12 times higher chance of 
good nutrition of their children (OR = 12.0; 95% CI 
= 2.5 – 57.4).  Based on the results of the Chi-square 
test, it shows in the table that there were 18 cells 
that have an expected value of less than 5 (90%). 
Again, as explained above in the Methods section, 
since the result from the table does not match the 
chi-square test rules so there must be merging 
between the cells that have an expected value of 
less than 5. Accordingly, these were grouped into 
two categories involving the combination of poor 
nutrition and malnutrition into poor nutrition, and 
the combination of good and more nutrition into 
poor nutrition.

4. Discussion

The target of Sustainable Development Goals 
(SDGs) is to end malnutrition in 2030.19 Nutrition 
status issues in Indonesia are still influenced by 
many factors, including the family. The ideal age 
for marriage by reproductive health is 21 years old 
for women and 25 years old for men.11 The study 
involved 39 young fathers aged 17-19 years who have 
toddlers. The relationship between a father and their 
children can be high when young fathers are able to 
do their responsibility as the head of the household; 

one of which may be to provide for their children’s 
nutritional needs. 

The low relation of a father with his children may 
be because he is not yet able to think like an adult 
and not able to handle problems in the household 
such as the economy, spouse, or having children.12 

Young fathers play a role in the decision-making, 
and can help in raising their children as an effort to 
improve the family’s nutritional status.21

A study demonstrated that some young 
fathers who do not have parenting experience will 
try to participate in increasing the involvement in 
childcare.21 Besides, the responsibility of the young 
father is more oriented to protection, where the father 
may spend much time outside the house looking 
for work and fulfilling their financial obligations as 
a form of protection.22 Accordingly, the relationship 
between some fathers and toddlers may be relatively 
low. Therefore, there needs to be encouragement 
from the closest people and health workers so that 
young fathers can carry out their family functions and 
are expected to be able to manage time to interact 
longer with the family, especially for the healthy 
development of their children. 

In this study, the nutritional status of most 
children was normal (48.7%). However, we found 
30.8% of the children experienced malnutrition and 
15.4% experienced less nutrition. These findings 
are higher than those compared the national data.  
A previous study showed that low income families 
have 2.3 times more chance to have toddlers with 
poor nutrition compared to high income families.22,24 
The previous studies show that income affects the 
family’s ability in fulfilling their nutritional needs, 
where if the family income is large, the family can 
have enough nutrition.25 

Our finding indicated that the majority of 
children were boys. Regarding the finding, the 
father said that he had a very close and affectionate 

Table 5. The correlation father-child relationship and nutritional status of children (n=39).

Father-child 
relationship n (%) 

Children nutritional status χ2
OR

95% CI
Poor Good (p-value) Min - Max
n (%) n (%)

Low 12 (80.0) 2 (20.0) 11.830 12 2.5 – 57.4
High 6 (25.0) 18 (75.0) (< 0.001)
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relationship with his son where other studies found 
that fathers had a better relationship with boys than 
daughters. A study found that young fathers are 
more comfortable caring for boys than daughters, 
because they have more experience being male.26 
Other studies state that mothers have high levels 
of stress when caring for teenagers and fathers will 
experience stress when caring for their babies.27

Based on the results of this study, there is 
a correlation between the child-parent pattern 
of relationship and nutritional status in Jember 
Regency of Indonesia. The results of this study are 
in line with previous studies that found the paternal 
involvement will affect the nutritional status of 
a toddler.4 Fathers’ involvement is not just about 
interacting with children, but they also must pay 
attention to the children’s development, and be 
able to provide emotional closeness and comfort.28 

The relationship between father and child supports 
the improvement of nutritional status so that it can 
reduce the incidence of malnutrition. 

This study has some limitations, namely the use 
of cross-sectional design that was adapted to the 
current conditions, which cannot be used to see a 
cause and effect experience. In addition, the number 
of participants used in this study was small and was 
conducted in only one place for a short period of time. 
Also, the characteristics of the participants used were 
broad such as sociodemographic data in general, so 
that if they are not carefully examined it can cause 
bias towards the results of the study. This study also 
only focused on the child and parent relationship, 
particularly for young fathers that may have some 
correlation with their children’s nutritional status. 
Therefore, the future research needs to conduct 
a more in-depth study to analyze the other factors 
that influence the children’s nutritional status among 
young fathers with a multicenter study and identify 
and measure many factors.  

5. Conclusions

There is a correlation between the child-parent 
relationship of young fathers and the nutritional 
status of their children. The high relationship 
between fathers and their children is more likely to 
improve their children’s nutritional status. Therefore, 

to improve the nutritional status among the children, 
fathers should be more involved in child-parent 
relationship. Furthermore, qualitative studies are 
needed regarding the results of the father-child 
under five relationship with the nutritional status of 
their toddlers.
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1. Introduction

In December 2019, news of an emerging disease 
spreading in Wuhan, China broke out. Public 
response toward the novel coronavirus, SARS-CoV-2, 
varied from panic to underestimation of its extent. 
Information regarding its transmission, signs and 
symptoms, and therapy evolved rapidly and often 
counteracted previous knowledge. As a result, there 
was confusion among the general public. This was 
further amplified due to the increasing use of social 
media in the digital era since numerous false claims 
were spreading rapidly through multiple platforms.

Current evidence indicates the popularity 

of misinformation or ‘fake news’ on the Internet 
compared to accurate information.1 The phenomenon 
grew to become the world’s first coined ‘infodemic’. 
In Indonesia, misconceptions also flourished as the 
government was initially hesitant and underplayed 
the potential risks of this disease.2 As feelings of 
uncertainty grew, members of the general public 
actively searched for correct up-to-date information 
from reliable sources.

Indonesia is a country with a fairly high social 
capital. The concept of gotong royong, or mutual 
assistance within society is echoed through much 
of the country’s daily life and community support 
efforts in response to disasters have proven to be 
beneficial in previous cases of natural disasters.3 
Prior studies have also indicated potential benefits 
of assembling volunteer groups in response to the 
Coronavirus Disease 2019 (COVID-19), though most 
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reported student-based initiatives were exclusive to 
medical or other health-related backgrounds.4,5 In 
addition, the infectious nature of COVID-19 poses 
health concerns to volunteers and the need for safe 
and physically distanced organization is essential for 
public safety. Tele-outreach is a favorable option to 
attempt due to its limited need for physical contact. 
There is recent evidence for its beneficial use in 
psychological support and to reduce social isolation 
during the COVID-19 pandemic.6,7 

Universitas Gadjah Mada (UGM) is a state-
owned university in Indonesia which has declared 
itself as a Health Promoting University (HPU). HPUs 
generally commit to protect and improve the state 
of health and well-being of the university staff and 
students through various programs.8  However, 
not all universities adopt the concept in the same 
manner. 

In early March 2019, simultaneous with the first 
reported cases of COVID-19 in Indonesia, units in 
UGM received numerous calls from members of the 
university and the general public. Due to the novelty 

of the disease and consequent lack of information, 
the units were overwhelmed with questions and 
there was a need for an emergency team to aid 
in addressing concerns from the university and 
surrounding community. In alignment with the goals 
to increase health literacy and create a healthy 
environment in the university and surrounding 
community, a call center was developed in UGM to 
address misconceptions regarding COVID-19 and 
provide a line of communication for the public with 
the university. This article describes the experience 
of developing and implementing an emergency 
volunteer-based call center addressing questions on 
COVID-19 by a higher academic institution.

2. Methods

This descriptive observational study aimed to 
describe a practical example of developing and 
implementing an emergency call center on COVID-19 
at UGM in 2020 during the first ten months of the 
pandemic. It will also illustrate the characteristics of 
the callers and the information requested. 

System Development

•Coordination between collaborators to establish 
system design and organization

•Development of Standard Operating Procedure

Volunteer Recruitment

•Recruitment and Volunteer Selection
•Task Assignment

Online Training for Operators

•Health and Psychological Content
•Technical Aspect

Implementation

•Operators receive and document calls
•Weekly coordination
•Operator re-assignment and handover

Figure 1.  Development and implementation process.
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Secondary data on the development process 
between March 23th, 2020 and December 31st, 2020 
were collected from the call center organizational 
documents which included meeting notes and digital 
media. Data on the characteristics of calls were 
collected from the caller response database which 
was used to store information on calls from the public. 
The caller response database details whether callers 
were members of the UGM community, the caller 
location, the nature of the calls and the questions, 
and whether callers needed follow-up. Types of 
questions were also categorized by operators as 
general information on COVID-19, screening and case 
follow-up, relating to policy, and other concerns.  

The data were then analyzed descriptively to 
provide a summary of the process and characteristics 
of calls. This study received ethical clearance from 
the Medical and Health Research Ethics Committee, 
Faculty of Medicine, Public Health and Nursing, 
Universitas Gadjah Mada.

3. Results

The UGM COVID-19 Call Center as a communication 
hotline was established in late March 2020. It was 
developed and organized by a collaboration between 
the HPU and Public Relations units, members of 
university faculty and the UGM Academic Hospital 
with the aim to provide communication and 
education on COVID-19. The process included system 
development, volunteer recruitment, volunteer 
training, and implementation. Figure 1 summarizes 
the steps in developing of the program. Volunteers 
from members of university staff, students and 
alumni were recruited and trained as operators. 
The operators worked remotely with the use of 
smartphones in order to maintain physical distancing. 
Operators received phone calls relating to COVID-19 
and documented the questions through an online 
form. 

Figure 2. UGM COVID-19 call center referral system.
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3.1 System development
A system was developed through coordination 

between the HPU and Public Relations units, members 
of university faculty and the UGM Academic Hospital. 
The system placed at the call center is based on three 
levels (Figure 2). The first level consists of volunteers 
who are tasked with receiving phone calls on a daily 
basis. On the second level are the coordinators who 
respond to unanswered questions or refer questions 
and concerns to higher levels or other services. 

The third and highest level consists of policy 
makers from the university. Since the call center is 
only one of the divisions addressing COVID-19 in 
UGM, an external referral system was also developed 
in the event a caller needs follow-up on COVID-19 
symptoms, psychological management or if there are 
policy-related issues. 

A standard operating procedure (SOP) was 
written by lecturers from the Faculty of Medicine, 
Public Health and Nursing, UGM and served as a 
working document which was routinely updated. 
The SOP served to guide volunteers in answering 
calls appropriately with adequate information. The 

document was shared online and volunteers were 
given access to read it.

3.2 Recruitment
Volunteers were recruited through online open 

recruitment. Flyers were released through social 
media groups among university students and alumni 
and uploaded to the various social media handles 
owned by UGM. Enrolled volunteers were sorted 
into different tasks based on their educational 
background and interest. Volunteers from health-
related backgrounds were initially prioritized 
for the call center due to the expected better 
understanding of health guidelines. However, due to 
limited availability of volunteers with health-related 
backgrounds, volunteers with other backgrounds 
were also included.

3.3 Training
Volunteers were trained through a series of 

online training sessions. Lecturers from the Faculty 
of Medicine, Public Health, and Nursing, UGM taught 
volunteers in the latest updates about COVID-19 

Figure 3. Frequency of calls by month.
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and how to answer questions according to the 
SOP. A session on the basics of psychological first 
aid was also given by a lecturer from the Faculty 
of Psychology, UGM in order to provide adequate 
response to callers under difficult situations. Trainers 
also held role plays to allow volunteers to practice 
answering phone calls with different scenarios. In 
addition, volunteers were trained in operating the 
smartphones and logging phone call details to the 
database. 

3.4 Implementation
A total of 27 volunteers were recruited as 

operators during the period between 23 March – 31 
December 2020. However, only 10 operators were 
assigned at a time and equipped with smartphones 
connected to 1 mutual line. Smartphones were 
handed out by a member of the university staff, and 
volunteers worked remotely from their homes. The 
schedule was divided into 5 shifts throughout the 
day and 2 operators were posted during each shift. 

After answering each call, volunteers would 
submit call details to the database through an 

online form. Questions that volunteers were unable 
to answer were referred to the coordinator to be 
directed to higher officials. Weekly handovers were 
done on Mondays for volunteers who could not 
extend their participation and needed to be replaced. 
However, volunteers were permitted to end their 
participation at any time.

3.5 Summary of calls received by the COVID-19 
call center

Over the course of 10 months, volunteers logged 
a total of 150 answered calls from members of UGM 
and the general public. The number of calls peaked at 
the first week of opening with 35 calls and decreased 
over a course of a few months. In July there was a 
sudden increase with 17 calls, which was followed by 
a relatively low numbers in August and September 
with 3 and 7 calls, respectively. Between October 
and December, the number of calls began to grow 
steadily (Figure 3). A majority of the callers were 
located in Yogyakarta (80%) and belonged to the 
UGM community (78%). Table 1 shows more details 
concerning the caller characteristics. 

Most callers raised concerns regarding 

Table 1. Characteristics of callers.
Characteristics Number of calls answered by volunteers
Location

Yogyakarta province 119 (80%)
Other provinces 30 (20%)

Background
UGM student or staff 101 (78%)
General public 48 (32%)

Table 2. Issues raised by callers.
No Category Description
1. General Information Information regarding COVID-19 symptoms, transmission, prevention, testing facilities, and 

issues developing in the media
2. Screening and Case 

Management
Callers reporting signs and symptoms of COVID-19. This is often accompanied by questions 
regarding when and where they should get tested and how to access the facilities.

3. Government policy Requesting information related to local and national government policy. Many callers inquired 
about steps they must take when entering or leaving provincial borders. 

4. University Policy Requesting information related to latest university policies such as availability of testing and 
isolation facilities for students and staff, safety protocols and considerations for academic 
procedures. 

5. Logistics Logistical issues including students and staff in need of help and callers reporting donations 
by external parties.
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COVID-19 symptoms, testing facilities and health 
recommendations. All cases with indication of 
COVID-19 risks among the UGM community were 
referred to the case-management team. Referral to 
psychological counselling was also offered to callers 
and noted in the database. Questions regarding 
government and university policies were also 
frequently expressed. A summary of issues raised by 
callers is displayed in Table 2.

4. Discussion

The COVID-19 pandemic has generated large concern 
from the general public and there are potential 
benefits from tele-based information services to 
address misinformation. This study described how 
a university has developed an emergency call center 
operated by volunteers to educate and communicate 
with the public on COVID-19. The program was 
developed through collaboration between units in 
the university. Volunteers from the university staff, 
students, and alumni were recruited and trained 
to answer phone calls according to a continuously 
updated SOP. Between the months of March and 
December 2020, operators responded to and 
documented 150 calls.  

This call center was initiated by UGM as an 
HPU to facilitate education and communication 
regarding COVID-19 for the staff and students along 
with the general public. A health promoting setting 
seeks to improve health of the wider community 
where it stands in addition to integrating health 
promotion into routine activities and provide a 
healthy working environment within the institution 
itself.8 The Okanagan Charter raised two calls to 
actions for universities which were to embed health 
into all aspects of the campus and to lead in health 
promotion actions in the local and global contexts.9 
This study has shown that the center has managed 
to reach outside of the university community since 
approximately 32% of callers were from the general 
population.

The implementation of such a program 
highlights the level of social capital in the university 
community. Social capital is defined by the value 
attained through social networks and a community 
with high social capital can be identified by its strong 

relationships and active participation of its people.10 

In this case, the study found that a network of 
volunteers consisting of university staff and students 
rapidly organized themselves to address a common 
problem. 

According to Putnam, the strong presence 
of civic engagement can result in volunteering 
and other acts of aiding.10 Although still heavily 
debated, many suggest that such mobilization of 
social capital in communities may lead to improved 
health status.11 Additionally, student volunteers in 
times of disasters have previously shown benefits 
to the organization and to the student volunteers 
themselves. Studies have showcased the roles 
students can play, from tele-outreach to aiding in 
the health care facilities.4,12 Student volunteers have 
also identified direct benefits such as increased 
self-confidence, professional experience for their 
portfolio, satisfaction that they have assisted the 
community, and skills development.12,13 

The vast spread of misinformation was a 
major public health issue which needed addressing 
throughout the early period of the pandemic. 
This study identified an organized attempt to 
address questions from the public and the types of 
information they were seeking in order to educate 
and increase awareness on COVID-19. Future efforts 
may benefit from the lessons learned throughout 
this process.

Several challenges appeared throughout 
the process of developing and implementing the 
program. The call center was designed under the 
premise of an emergency unit to provide temporary 
assistance for existing divisions and not intended for 
long-term implementation. It employed a separate 
phone line from the university system which 
therefore did not allow operators to directly forward 
calls to other units in the university. 

Referrals and questions were communicated 
manually by the members of the team and callers 
would then be contacted by the related services. 
Without a defined space or line of communication 
within the current university system, it was unclear 
as to how long the program should remain viable 
and how to coordinate effectively and efficiently 
with other units. This was a vital matter because 
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much of the information being addressed by callers 
was related to implementation of policies in different 
units around the university. As the situation shifted 
from the pandemic state of emergency toward return 
to routine activities, discussions began for transition 
to more established units. 

Another prominent challenge was staying 
current with the rapid development of information, 
recommendations, and policies related to COVID-19. 
Updating the SOP and operator knowledge according 
to each development was key in providing timely 
information to the public. Da Silva et al reported an 
approximate number of 23,634 papers published 
within the first six months of the pandemic.14 This 
ultimately led to a similar surge in the number of 
policies being adopted globally. 

The SOP evolved according to the questions 
logged by operators and related information being 
released by the HPU unit. Unfortunately, the center 
did not have a direct line of communication with the 
government. Specific questions related to national or 
regional policies had to be retrieved through a long 
line of communication with higher level university 
officials. Future programs would benefit from 
establishing a direct line of communication with 
government officials since the development phase.  

As time progressed, volunteer retention became 
a new problem. Although the use of smartphones 
allowed operators to work from their own homes, 
the program required that operators stayed within 
close proximity with the university. The turnover 
rate in the first month of the program was relatively 
quick as many of the student recruits returned to 
their hometowns due to their engagement in online 
learning. The coordinators have made efforts to 
sustain the active volunteers by holding routine 
discussions to communicate issues volunteers were 
facing and making adaptations to the work load 
accordingly.

The number of callers fluctuated as interest in 
COVID-19 grew at the beginning of the pandemic, 
and then decreased in August – September. This 
trend quite possibly suggests a development from 
heightened information seeking behavior at the 
early periods of the pandemic which decreased as 
the public familiarized themselves with the disease. 

By the end of the year, there was a sharp increase in 
COVID-19 cases in Yogyakarta which coincided with a 
similar increase in the number of callers. 

The majority of issues raised were dominated by 
screening and management related questions. Most 
callers consulted about their health and described 
their symptoms. This was often followed-up by 
questions on procedures for testing and further 
management at health care facilities. For the UGM 
community, these suspected cases would be referred 
to the case management team and university owned 
health care facilities for follow-up screening and 
management by medical professionals. There are 
several possible explanations behind the large 
proportion of questions. 

Previous studies have cited tendencies for delay 
in accessing health-care due to fear of contracting 
COVID-19 at the facilities.15,16 Non-urgent inpatient 
visits have also been discouraged in order to 
decrease the strain on the health care system and 
allow optimal management for higher risk cases.17 

As a result, there is a possible increase in access to 
telemedicine and other telecommunication services 
for health-related consultations.

A large proportion of questions regarding policies 
also highlights the need for improved communication 
accompanying changes in university and public 
policy. Most questions raised by the UGM community 
were related to protocols for academic procedures. 
There were also frequent questions by the general 
public related to requirements for mobility between 
provinces. Although there have been government 
and public health efforts to communicate policies and 
health recommendations through digital platforms, 
much of the communication was one-directional 
information dissemination. Physical distancing 
has also limited the benefits of traditional face-to-
face education programs which allow recipients to 
directly engage and consult with authorities.18 

The Indonesian government has previously 
established COVID-19 hotlines in the national and 
regional levels, which could explain the lower 
utilization from the general public compared to the 
university community. Nevertheless, the availability 
of operators in addressing their questions has played 
an important role in providing practical advice for 
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the public to implement and reduce the load of 
government facilities. A higher use by the university’s 
community suggests the need for improved bi-
directional communication regarding their policies.

5. Conclusions

The purpose of this article was to describe the 
experience of developing a volunteer-based call 
center within the university setting during a state 
of emergency. Tele-outreach is a beneficial method 
to address public distress during a global pandemic, 
which could be managed with the aid of trained 
volunteers. The main issues raised were people 
seeking information on their health status and 
recommendations for management, followed by 
questions regarding local and university policies. 
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1. Introduction

Child abuse (CA) is a serious problem and difficult 
to detect. Early detection and intervention are 
important to resolve maltreatment in children, which 
if left untreated can damage their development.1-4 
In the United States, as many as 4.3% of children 
younger than 18 years were reported to be victims 
of maltreatment. In 2019, a national estimate for 
maltreatment reported was 4.4 million (4,378,000). 
The national rate of screened-in referrals (reported) 
was 32.2 per 1,000 children in the national population. 
Child fatalities are the most tragic consequence of 
maltreatment. It was estimated nationally that 1,840 
children died caused by abuse and neglect with a rate 

of 2.50 per 100,000 children in the population.5 
In the East Asia and Pacific region, the estimates 

show that violence against children is widespread 
across the region, with 17–35% prevalence for both 
boys and girls.5 A meta-analysis for prevalence of 
CA and neglect in the world showed that according 
to self-reports, 127/1000 cases came from sexual 
abuse, 226/1000 from physical abuse, and 363/1000 
for emotional abuse.6

According to the Child Protection Commission 
of Indonesia (KPAI) from 2011 to 2015 CA increased. 
Based on an Indonesian national survey in 2012, 
results showed that 91% children suffered from 
CA in their family, 87.6% in their school, and 17.9% 
in their community. West Java was one province 
with a high prevalence of CA. Therefore, the West 
Java Government in 2016 declared “Jabar Tolak 
Kekerasan” or “West Java No Violence”. Some 
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districts in West Java with high violence included 
Sumedang District, Cirebon District, Bandung District 
and Purwakarta District.7-9 Bandung ranks second 
after Jakarta according to KPAI data in 20112016, 
with 4,605 cases.10

Child abuse is a significant problem which will 
influence all individuals from every culture.11,12 There 
are various and diverse cultures and ethnic groups 
in the world. Indonesia consists of five major islands 
(Sumatra, Java, Sulawesi, Borneo and Papua) and 
about 30 smaller groups, and has various ethnic 
groups, such as Sumatra (Aceh, Batak, Padang, 
Palembang), Java (Sunda, Central Java, East Java), 
Madura, Bali, Bugis, et cetera. Ethnic groups are a 
culture with a distinctive style, who are a group of 
people bound by awareness and identity of "cultural 
unity", whereas these are often (but not always) 
reinforced by the unity of language. The seven 
elements which are the main contents of each culture 
can be found in all nations of the world, namely: 
language, knowledge systems, social organizations, 
systems of living and technology, livelihood systems, 
religious systems and arts. Unity of culture is not 
something that is determined by outsiders, but by 
citizens of the culture concerned.13 

Culture influences violence. The perceptions 
towards the violence is very subjective, based on 
cultural norms, which depend on the people’s 
beliefs, perspectives, values, or attitudes.14,15 Culture 
(budaya) came from Sanskrit, bhudhayah, which is 
the plural form of budhi which means budi (mind) or 
akal (sense) in Bahasa Indonesia. Culture is defined 
as the whole system of ideas submission, action, and 
human creation in human’s life which came from the 
humans by learning.13,16,17 All cultures are influenced 
by normative customs in defining basic principles in 
nurturing and caring for children.18,19 

Cultural diversity exists in the world, for example 
in Ecuador, mothers believe that baby boys should 
be given breast milk for longer duration than 
baby girls. The babies who have fever, diarrhea, 
and excessive crying are not seen by a doctor, but 
undergo a submerging practice called “holding 
back” involving lowering the baby's head into water. 
Previous research regarding “ngayun budak” or 
the ‘rocking slave’ in Indonesian cultures in Cicinde 

village, Karawang, West Java, identified that this 
tradition was a ritual which is performed when the 
baby is 7 days after been born. Basically, this practice 
is dangerous since it poses a risk of hypoxic ischemic 
encephalopathy.20 

 Research showed that childcare practices will 
influence the behavioral and emotional problems in 
children.21 

Cultural practices must be reassessed if they are 
irrelevant.22 Every culture in Indonesia is expected 
to enforce discipline without violence. Violence 
and discipline efforts could overlap if performed 
incorrectly. Punishment could lead to physical 
and/or emotional abuse, if performed with anger 
or desperation that does not support children to 
behave. Most parents shape children’s behavior 
through discipline. Physical punishment, such as 
hitting, is used as a form of discipline method in 
almost every country.24-26      

The International Society for the Prevention of 
Child Abuse and Neglect (ISPCAN) questionnaires 
about CA, include the ISPCAN Child Abuse Screening 
Tool (ICAST) and ICAST–C (ISPCAN - Children’s version) 
which has been used in pilot projects in children aged 
between 1217 years old in 4 countries and translated 
into 6 languages. To date, questionnaires to screen 
and detect early CA have been developed to Bahasa 
Indonesia and the validity and reliability have been 
measured.27-28 However, ICAST-C does not provide 
violence frequency and severe to mild violence 
grouping (which are influenced by the Indonesia 
cultural diversity). This is expected to contribute 
in the reporting system and management of CA 
in Indonesia. The aim of this study was to define 
the cultural perceptions of CA among parents in 
Indonesia. This research is expected to provide data 
for prevention programs of CA in a culturally diverse 
population.

2. Methods

The qualitative study was conducted by employing 
focus group discussions (FGDs) technique. The 
qualitative content analysis (QCA) was chosen for 
its potential to enable identification and exploration 
of cultural perceptions of CA among parents in 
Indonesia. The term FGDs refers to a method of data 
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collection that involves inviting people of similar 
backgrounds to discuss a research topic.29,30-31 This 
study was performed from December 2018 to April 
2019 in the village office Pamekaran, Bandung 
District. The study setting was chosen because the 
prevalence of CA in the village is highest compared 
with other villages in the district and there are 
volunteers who were trained in prevention of CA. 

The participants were 31 parents of an 
adolescent who were collected purposively and 
approached face-to-face by the researcher (RF). 
The number of respondents represents the various 
cultures of the existing society in the study setting. 
The participants were divided into 3 groups based 
on education level, such as elementary/junior 
high school, senior high school, and parents with 
bachelor’s degree or equals. Grouping was done 
to ensure all participants could actively take part in 
conversations and to provide a more intimate setting, 
where no one felt their knowledge was better than 
the other participants and a secure atmosphere was 

conducive for discussions. 
The participants were invited considering their 

cultural backgrounds such as Javanese (Central Java 
and East Java), Sundanese, Betawi, Batak, Padang, 
Palembang, Riau, Bangka, Lampung, Madura, Bali, 
Sulawesi, East Nusa Tenggara (ENT), and Papua. 
Each group was analyzed at a different time. The 
permission to conduct the research was granted 
from the authorities of National and Political Unity 
Agency of West Java, Bandung District Health Office. 

Inclusion criteria were literate, fluent in Bahasa 
Indonesia, and willing to be a respondent. Exclusion 
criteria were parents who cannot communicate 
well and were not cooperative. Informed consent 
was obtained from all participants. The study was 
approved by the Research Ethics Committee of 
Universitas Padjadjaran, 1332/UN6.KEP/EC/2018.

Three FGDs were performed using open 
questions which encourages the subjects to express 
their perceptions and views regarding CA. Each 
FGD was conducted for approximately 60 minutes 
duration and recorded. FGDs were performed in 
the community building. Facilitators for the FGDs 
consisted of moderators, note takers, and observers. 
The moderators (NA, KM) were trained in conducting 
FGDs. A list of questions for the interviews was 
developed based on the literature review. 

Data were analyzed through transcription by 
writing interview results into narration; coding; 
inputting coded data into computer program 
based; cleaning by rechecking the codes, theme 
organization, and data interpretation. Qualitative 
Content Analysis (QCA) was used to analyze the 
transcription.29,31 Thematic analysis was applied to 
report the results of the study. 

The data saturation was identified when 
theme saturation was reached and no further data 
collection was needed. The data trustworthiness was 
achieved by member checking, data triangulation 
and debriefing. The researcher’s reflexivity was 
showed in the data collection and analysis process. 
Data, codes and theme were analyzed by all research 
members from different backgrounds such as 
doctorate in public health/ medical anthropology 
(KM), family physician (NA) and pediatrician (RF, SE, 
MD, VK, NS, EF). 

Table 1. Characteristics of FGDs participants.
Characteristics Details Number (%)
Sex Male

Female
9(29)
22(71)

Age ≤50 years
>50 years

27(87)
4(13)

Number of 
children

≤2
>2

10(32.2)
21(67.8)

Number of 
siblings

1
>1

3(9.6)
28(90.4)

First child/last 
child

Eldest child
Youngest child

7(22.6)
1((3.2)

Parenting 
history

Parents
Mother
Brother/Sister
Adoptive parents

27(87)
1(3.2)
2(6.4)
1(3.2)

Parents 
education

Junior high school
Senior high school
Bachelor’s degree

9(29)
11(35.5)
11(35.5)

Occupation Entrepreneur
Laborer
Private employees
Housewife

19(61.3)
2(6.3)
4(13)
6(19.4)

Income Low
Average

22(71)
9(29)

FGDs, focus group discussions.
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3. Results

The characteristics of the participants are described in 
Table 1. The majority of the participants are Moslem 
(24/31) with low income status (22/31). Participants’ 
ethnic groups were originated from Palembang/
South Sumatra (3), Bataknese/ North Sumatra (3), 
Riau (1), Padang/West Sumatra (2), Bangka/South 
Sumatra (1), Lampung/South Sumatra (2), 3 parents 
from Betawi, (3) 3 parents from Sundanese/West 
Java (3), Central Java (3), East Java (3), Madura (1), 
Bali (1), Sulawesi (1), East Nusa Tenggara (ENT) (3), 
and Papua (1). 

The participants’ distribution were P1 (from 
Sundanese), P2 (from Padang), P3 (from Madura), 
P4 (from Palembang), P5 (from Central Java), P6 
(from Betawi), P7 (from Batak), P8 (from East Nusa 
Tenggara), P9 (from Bangka), A1 (from Betawi), 
A2 (from East Java), A3 (from Sulawesi), A4 (from 
Sundanese), A5 (from Palembang), A6 (from 
Padang), A7 (from Batak), A8 (from Central Java), A9 
(from Lampung), A10 (from Papua), A11 (from East 
Nusa Tenggara), K1 (from Betawi), K2 (from Central 
Java), K3 (from Bali), K4 (from Padang), K5 (from 
Sundanese), K6 (from Riau), K7 (from East Nusa 
Tenggara), K8 (from Batak), K9 (from East Java), K10 
(from Palembang), and K11 (from Lampung). 

After the data were analyzed, five key categories 
in the cultural perceptions of child abuse among 
parents in Indonesia were identified: (1) definition of 
child abuse; (2)  classification of child abuse; (3) the 
frequency of behavior described as child abuse; (4) 
level of child abuse (mild, moderate, and severe); and 
(5) the difference between violence and discipline.

3.1. Definition of child abuse
The perceptions of CA according to FGDs were 

activity causing injury to children and occurred 
because of parents’ unstable emotion. This is reflected 
in the description two participants indicated,

Therefore, violence is … parents’ unstable emotion. 
(P9, male, Bangka)

Violence … injuring … children’s physics and mental 
… (A5, male, Palembang)

3.2. Classifications of child abuse (CA)
Based on the classification of CA, the study 

explored the perception of parents regarding the 
classification as described below. 

3.2.1. Physical abuse
The study found that participants perceived 

physical abuse as beatings, including hitting, 
kicking, stepping on, punching, throwing things, and 
tweaking. A participant from Sumatra mentioned 
that swinging their children is accepted and means 
showing love and affection to correct their children’s 
behavior. 

… hitting, kicking, stepping on, and ‘God forbid’, 
hopefully keep away from punching, until bleed. (P3, 
male, Madura)

… if you just pinch it into physical violence, get beaten 
too… (A11, male, East Nusa Tenggara)

… tweaking ears if done too hard could also mean 
physical violence. (A4, female, Sundanese)

... those who came from Sumatra maybe able to 
accept, and have been a tradition… to raise a child… 
this means love (P9, male, Bangka)

3.2.2. Emotional abuse
Participants’ perceptions regarding emotional 

abuse were including yelling, and scolding without any 
reasons. Making the children scared is inconsistent 
since some said this can be included as violence, but 
some did not feel that way. The cultures of Papua, 
Kupang, Betawi, Palembang agree that a loud voice is 
not a form of violence, but a habit and not intended 
to hurt.

… emotional abuse is when the violence occurs 
without a reason… (P1, male, Sundanese)

… including their mental abuse because we make 
them scared… (A3, male, Sulawesi)

Making the children scared, I think we do that as a 
reminder only… (P3, female, Madura)

... while being scolded is also actually a mental 
violence... (K5, female, Sundanese)
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This is the characteristic of people who came 
from Medan, Papua, Kupang. Our high pitch voice 
doesn’t mean emotional abuse, but if we do 
something with the physics, that is violence. (A10, 
male, Papua)

3.2.3. Sexual abuse
Participants perceived sexual abuse including 

touching sensitive areas such as private areas and 
having sexual contact. Sexual harassment can occur 
even if the child does not understand.

… sexual abuse means touching sensitive parts …(A4, 
female, Sundanese)

… touching … the private parts … if boys experienced 
this, … this could be described as sexual abuse. (P6, 
female, Betawi)

3.2.4. Neglecting
Regarding definition of neglect, participants 

described it will happen if parents could not afford 
what the children needs. However, if this is in 
accordance to the economic condition, it cannot be 
forced.

“It’s the parents’ obligation to fulfil what the children 
need… However, if we can’t afford then we can’t 
force ourselves, this way it’s not violence…” (A9, 
female, Lampung)

3.2.5. Exploitation
Exploitation means forcing the children to work 

for economic needs, but asking/helping parents at 
home voluntarily for educating purpose so that the 
children can be independent, such as cleaning the 
house, washing the dishes, ironing or sweeping the 
floor are allowed, and these are the way parents 
teach children to be disciplined and these are not 
seen as violence or CA.

If we ask them to work outside … this way, that’s 
means we are abusing our children ... (A4, female, 
Betawi)

3.3. The frequency of behavior described as 
violence

It is important that parents understand and are 
aware of CA. This is often confusing if there is no clear 

definition about it. There were several perceptions 
regarding the frequency described as violence. 
Parents did not describe them as violence if it only 
happened for 1-2 times whether the location is on 
the hand or foot. They also stated if it does not leave 
any marks, but it is done to remind only.

Yes, once is enough if the children didn’t do 
anything wrong. If the children didn’t listen probably 
could beat them twice.. However, beating doesn’t 
mean until it left any marks, just only as reminder. If 
we can see the marks, this already can be described 
as violence.. (A9, female, Lampung)

3.4. Level of CA (mild, moderate, and severe)
Participants’ opinion regarding the level of 

CA was described based on type of activities. The 
mild-moderate CA was described as pinching, 
tweaking, hitting the hand, foot parts, hitting with 
things for physical abuse and scolding, and bullying 
for emotional abuse. Touching sensitive parts and 
hugging are described as mild-moderate sexual 
abuse. 

Severe physical abuse was described if the activity 
left wounds, needed to be hospitalized, and included 
having sex in sexual abuse. Severe emotional abuse 
was including shouting inappropriate words. The 
participants stated that high pitched voice was not 
violence, but is just done according to the cultures 
and the perceptions of each parents. 

… pinching is still mild for me. (P9, male, Bangka)

… mild one … from hand, ...(P4, male, Palembang)

The mild one is touching or “poking” … this is already 
a violence if touching the unnatural area. (P6, male, 
Palembang)

… violence usually happens only to scold the kid 
… moderate abuse usually happens by tweaking, 
pinching … severe abuse means hitting with things 
or something that is leaving bruises…” (K1, female, 
Betawi)

The most severe abuse is related to “having sex” … 
holding only is still mild … hugging is moderate… (A8, 
female, Central Java)
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… if they touch some part of the body and the owner 
doesn’t allow this is already mild… touching private 
parts is moderate, and the severe one happens when 
impregnate and don’t want to be responsible and 
killing the victim … (A4, male, Sundanese)

… visum examination means severe abuse. (A11, 
male, East Nusa Tenggara)

… the severe one is when they shout inappropriate 
words … ask once or twice and don’t want to do 
something and the words come out… (A3, male, 
Sulawesi)

… in Sumatera … Palembang people talk … harshly, 
with high pitch … just according to each person’s 
perspectives. (A5, male, Palembang)

Betawi people character is mostly hard, that’s why 
when calling the children, it’s normal to shout, I 
know that… (A1, female, Betawi)

3.5. The difference between violence and 
discipline

Discipline and violence are very similar so that 
we found some overlap. According to participants’ 
opinions about the difference between violence 
and discipline, there were two definitions. First, it is 
based on the location of the hitting that occurred. 
For example, if the location is on the head and face 
area, it can be included as violence. 

Second, it depends on the objective. If it does 
not intend to violate, but to educate the children and 
build good character. Discipline is defined when the 
activity is performed out of love.

… hitting on the head and face are violence, but if 
performed on the hand foot or body… this is love… 
(P4, male, Palembang)

...hard to ask them to pray so that we could hit their 
soles of the feet and also tweaking their ears but not 
injuring… and beating their soles using stick.. (A4, 
female, Sundanese)

...pinching… sometimes hitting the thigh.. but the 
objective was not to maltreat the children, but only 

to educate them so that they would be reticent and 
for character building. (P3, female, Madura)

4. Discussion

This study explored parents’ perception on CA from 
different cultural background and generated five 
themes.

 
4.1. Definition of child abuse (CA)

A research in the United States of America 
regarding cultural adaptation to prevent CA found 
parents perceptions regarding how to educate and 
treat their children were varied according to the 
ethnic and demography, and the current adaptation 
and study were limited because of the specific 
adaptation to the local Latino community.33 Culture in 
Indonesia can be described based on the participants’ 
knowledge of violence. Indonesian people had been 
aware and understand the definition of CA. 

According to the FGDs, all cultures agree that 
CA happens due to the parents’ unstable emotion, 
injuring the children’s physical and mental condition. 
These are corresponding with the commonly used 
CA definition which is all form of activity/treatment 
which hurt physically, psychically, sexually or by 
neglecting, causing or can lead to injury or real 
disadvantage towards the child’s health, quality of 
life, growth and development, or self-esteem.3,34 

4.2. Classification of child abuse (CA)
Classification of CA consisted of physical 

abuse, emotional abuse, sexual abuse, neglecting, 
and exploitation.3,4,34,35 Child abuse classifications 
according the World Health Organization (WHO) 
consisted of physical abuse, emotional abuse, sexual 
abuse, and neglecting.36,37 Some studies described CA 
consisting of three types according to the results of 
the FGDs, which were physical, mental, and sexual 
abuse.38 

According to some of the other FGDs participants, 
classification CA was divided into two main types, 
which were physical abuse and non-physical abuse or 
some described as physical abuse and psychological/
mental abuse. Cultures in Indonesia were not aware 
of child neglect and exploitation. In some parts of the 
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world, tradition and culture norms usually contribute 
in various aspects of violence, which are sometimes 
still considered as acceptable, although they are 
unreasonable and dangerous.

4.2.1. Physical abuse
Physical abuse consisted of hitting, kicking, 

pushing, suffocating, scraping, throwing, pulling hair, 
poisoning, swaying, swinging, pouring hot water, and 
throwing things. While the participants’ opinions 
regarding the physical abuse were physical abuse was 
when using hands, including hitting, kicking, stepping 
on, punching, throwing things, and tweaking. The 
terminologies of using hands were quite wide, while 
Indonesian cultures are generally aware of physical 
abuse. 

Previous research regarding “ngayun budak” 
in Indonesian cultures in Cicinde village, Karawang, 
West Java. This tradition was a ritual which performed 
when the baby was 7 days after been born, and 
this practice is dangerous since it is a risk factor of 
hypoxic ischemic encephalopathy (JIE).23 Shaking is a 
prevalent form of abuse seen in the majority of cases 
who are less than 9 months old. Most perpetrators of 
such abuse are male, and tend to apply greater force 
to shake children. 

Intracranial hemorrhages, retinal hemorrhages 
and small fractures at the major joints of the child’s 
extremities can result from very rapid shaking of an 
infant. They can also follow from a combination of 
shaking and the head hitting a surface.18 According 
to the results from the FGDs, Sumatera people 
mentioned that the tradition to swing the children 
is allowed to be done, because this is seen as a sign 
of love.

4.2.2. Emotional abuse
Participants’ opinions regarding emotional 

abuse included shouting and scolding without any 
cause. If parents make the children scared, some 
agreed to describe this as violence, while some did 
not. Emotional abuse can include blaming, belittling, 
degrading, intimidating, terrorizing, isolating, or 
otherwise behaving in a manner that is harmful, which 
can potentially damage the child psychologically or 
emotionally, by threatening, insulting, ridiculing, and 
confining.36,37 The results of the FGDs indicate that 

the participants do not widely know what is included 
in emotional abuse.

4.2.3. Sexual abuse
Participants’ opinions regarding sexual abuse 

was including holding sensitive parts, such as 
touching private parts and having sex. Sexual abuse 
consists of penetration: in mouth, penis, vulva, or 
anus of the child and another individual and sexual 
contact: intentional touching directly or through 
clothing of genitalia, buttocks, or breasts (excluding 
contact required for normal care).36,37 In principle, all 
FGDs participants know the type of sexual abuse.

4.2.4.Neglect 
Various cultures in Indonesia are not familiar 

with neglect as one of the CA classifications, but 
they were able to explain the examples. Participants’ 
opinions regarding the examples of neglect included 
if parents could not fulfil their children’s needs, in 
accordance to economic conditions and could not be 
forced. Neglect includes failure to provide adequate 
food, clothing, or accommodation; not seeking 
medical attention when needed; allowing a child to 
miss large amounts of school; and failure to protect a 
child from violence in the home or neighborhood or 
from avoidable hazards.36,37

4.2.5. Exploitation 
Exploitation of a child refers to use of the child 

in work or other activities for the benefit of others, 
which includes for child labor and child prostitution. 
These activities are to the detriment of the child’s 
physical, mental health, education, or spiritual, moral, 
social, and emotional development.4,35 Participants’ 
opinions about exploitation included asking the 
children to work to meet the economic needs 
whatever it is, but asking/helping parents at home 
voluntarily to educate children to be independent, 
such as cleaning the house, washing dishes, ironing 
or sweeping could be done, because this way parents 
could teach discipline.

4.3. The frequency of behavior described as 
violence

Tools to screen child abuse, such as the ICAST-
for Children (ICAST-C), did not provide the frequency 
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of this kind of behavior enough to be described as 
violence (influenced by Indonesia’s huge diversity).3 
Participants’ opinions regarding the frequency of this 
kind of behavior until it can be described as violence 
included if the violence was only performed 12 
times on the hand or foot, not leaving marks and the 
objective was to remind not for maltreatment, and if 
more than that then it can be described as violence.

4.4. Level of CA (mild, moderate, and severe)
Overall, 33.3% Asian-American parents 

educate their children by doing mild violence, and 
only 2.2% reported severe violence.20,25 Tools to 
screen child abuse, such as the ICAST-for Children 
(ICAST-C), have not provided the level of severe to 
mild violence (which also influenced by Indonesia’s 
huge diversity).32 Participants’ opinions regarding 
the level of violence which can be categorized as 
mild, moderate, and severe, indicated that these 
terminologies were including mild-moderate such as 
physical abuse: pinching, tweaking, hitting the hand, 
foot parts, and hitting with things, in emotional 
abuse: scolding, and bullying, while sexual abuse: 
touching sensitive parts and hugging. 

Severe abuse happens if leaving wounds, needed 
to be hospitalized, and examined, including having 
sex in sexual abuse. Severe emotional abuse was 
including shouting inappropriate words. Participants 
who came from Palembang, Batak, Betawi, East Nusa 
Tenggara explained that a high-pitched voice is not 
violence, because it depends on each culture and 
their perception.

4.5. The difference between violence and 
discipline

Discipline and violence are very similar so that 
we found some overlap. However, there were several 
differences between the two. Positive discipline 
strategies in children were done to improve self-
esteem, improve the ability to behave correctly, and 
develop a positive relationship. Punishments with 
physical abuse and/or emotional abuse were usually 
reflecting anger or despair and not as a good strategy 
to educate children to have a good behavior.26 

Children’s education in every culture on earth 
which has even one kind of child abuse should be 

analyzed directly if this leads to physical or emotional 
harm or disadvantage, and the cultural practices 
should be re-evaluated if found irrelevant.22 The 
culture of NTT and Madura still use the practice of 
pinching and confining as an act of discipline. The 
limits of violence and discipline must be clear. 

According to participants’ opinion about the 
difference between violence and discipline, it 
was based on the location on which the hitting 
happened, so if the parent hit the head and face 
area this can be included as violence. The difference 
between violence and discipline are depending on 
the objective, not to violate, but to create a better 
future, and educate the children so that they can 
be obedient and reticent and for character building. 
Discipline is when the potentially abusive activity is 
performed ‘out of love’.

4.6. Practice implication
The standard of parenting practice is still a 

dilemma, but the authorities should analyze any 
practice if it leads to emotional and/or physical 
harm or disadvantage in children which then should 
be punished by law.22 Other study results regarding 
the cultural tradition showed that sexual abuse in 
children and women faced trouble in finding help. 
Community campaigns, entertainment programs, 
education, and mass media play a huge role in 
preventing CA and women abuse.39 The effort to 
prevent CA has been announced universally and is 
considered as an important human right. 

The effort of CA prevention was performed in 
family approach, healthcare approach, treatment 
approach, law and constitution and related programs, 
efforts in the community, and social approaches 
including intervention programs and international 
agreements.3,18,40 Participants’ opinions regarding 
the expectation and management against CA was 
so that it does not happen again. The management 
efforts including prevention were related to the 
family approach from religion because no religion 
supports violence, community-based efforts were 
related to several strategies to prevent violence 
against children including providing educational 
television program, and then the social approach by 
improving the people and government’s awareness. 
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There must be cooperation and communication 
between the community and the government, with 
responsive efforts to report to the neighborhood 
watch, neighborhood chief, village officials, police 
and to inform of incidents of CA.

4.7. Limitations of study 
The study was conducted in one city of 

Indonesia. To have broader cultural perceptions, 
further study is needed to completely determine 
the perceptions of CA from all 38 current provinces 
in Indonesia. Research should measure the cost 
aspects and reachability of the region. Based on the 
results, CA prevention efforts need more attention 
from family, community and government members 
such as the Commission for the Protection of Women 
and Children (KPPA), social services, public health 
officers, and police to participate in managing and 
preventing CA.

5. Conclusions

From a variety of cultural perceptions, child abuse 
occurred because of the parents’ unstable emotion 
and was described as causing injury to the children’s 
physical and mental conditions. Mild-moderate 
child abuse occurred if it happened only 1–2 times, 
on the hand or foot part, did not leave marks, and 
was done with the intention to remind the children 
to be obedient and build character. Severe child 
abuse occurs when it results in bruises and requires 
hospitalization. The differences between abuse and 
discipline are depending on the intention and the 
cultural norms. Discipline is intended not to maltreat 
but for the children’s behavior and to educate the 
children. Cultural diversity in Indonesia in principle 
reflects the knowledge and understanding about 
CA, which were related to the family approach from 
religion, communication and cooperation between 
communities and the government.
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Appendix. Example of the analytical process in an excerpt of an interview text. 
Meaning Unit Condensed MU Codes Sub-categories Category
Yes, if you say violence, it's already violent 
but not everything becomes violent if it's my 
view, it's from the emotions of the parents. 
If parents are emotionally high, it must be 
violence or in my opinion. If it was hit, all the 
blows had become violent

Therefore, violence 
is..parents’ unstable 
emotion

Parents 
emotional

Parents 
become 
emotional

Definition of 
Child Abuse

Violence in my opinion or words that cause 
both physical and mental in children that 
cause children to "get hurt" or "offended" 
both feelings and physical.

Violence..‘injuring’ 
..children’s physics 
and mentally..

Physically and 
mentally 

Make an 
effort to hurt 
physically and 
mentally
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1. Introduction

The Corona Virus Disease 2019 (COVID-19) infection 
leads to a variety of symptoms which are unique to 
each patient. Due to the wide variety of symptoms, 
each patient may require a different type of therapy 
based on the severity of their symptoms. A variety 
of therapies can be used to treat the symptoms, 
including conventional and alternative therapies. 
Complementary therapy is alternative therapy 

administered alongside conventional therapy. 
Currently, there are various kinds of complementary 
alternative therapy (CAT) to treat the patients with 
COVID-19 and post COVID-19 patients.1 

Various complementary therapies include 
aromatherapy, acupuncture, herbal medicine, 
massage therapy, visualization and yoga. One of 
them is a safer, cheaper, and safer way, namely by 
using telehealth through self-therapy guidance using 
STT as an alternative therapy for positive individuals 
and self-isolation at home.2 

Based on different references, complementary 
practices are divided into three major groups: 
natural products, mind and body practices, and other 
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complementary approaches (Traditional Chinese 
Medicine, Western herbal medicine, homeopathy, 
naturopathy, Ayurvedic medicine), and conventional 
medicine practices. Based on the classification of the 
World Health Organization (WHO), CAT is divided into 
five main categories, namely: Mind-body therapies; 
Biologically Based Therapies; Manipulative and Body-
Based Therapies; Energy Therapies; and Systems 
of Care.3 In Indonesia, the types of complementary 
therapies found are as follows: acupressure, 
acupuncture, aromatherapy, biofeedback, dietary 
supplements, energy therapy, herbal therapy, 
hypnotherapy, massage therapy, meditation, music 
therapy, spiritual and religious therapy.4

One therapy that is being developed in Indonesia 
is Sujok and Triorigin Therapy. According to the origin 
of the term which is Korean, Su means hand and Jok 
means foot, which is said to be a control panel over 
a person's health. STT was invented by Prof. Park 
Jae Woo, a philosopher from South Korea in 1987, 
who developed a treatment system that manipulates 
the areas of the hands and feet either by massage, 
applying color, attaching magnets, seeds, or using 
needles such as acupuncture, this is because the 
hands and feet are similar in a body structure. 
STT became one of the alternative treatments 
chosen by researchers because it has a significant 
effect in a relatively short time. Sujok has many 
methods of therapy and can be referred to as Sujok 
correspondent treatment, Sujok Six Ki (Six energy), 
and Triorigin Therapy.5

Due COVID-19 various symptoms severity, STT 
can be used to treat targeted complaints, discomfort, 
as well as to improve the function of organs and a 
whole body. Several studies related to the use of 
Sujok include a decrease in fatigue and weakness in 
patients with cancer,6 a decrease in symptoms in the 
elbow hygroma,7 migraine,8 asthma,9 rehabilitation 
in stroke patients,10 and managing symptoms due to 
heel spur.11 In addition, Sujok was also statistically 
able to reduce pain levels relatively quickly12 and 
showed an improvement in patients with chest 
pain problems.13 STT also showed a significant 
result related to COVID-19 problems such as fear 
for psychological responses as well as the physical 
complaints.2,14

In relation to the implementation of this 
community service program, the location used 
for the activity includes the area of community 
empowerment of Faculty of Medicine, Public 
Health and Nursing Universitas Gadjah Mada, 
namely the Banguntapan II Health Center, Bantul. 
Symptoms of COVID-19 patients and post COVID-19 
still exist although the conventional medications 
have been prescribed. Based on this situation, the 
complementary therapy may be an alternative to 
reduce the symptom severity of COVID-19. STT 
is expected to be a complementary therapy to 
reduce the symptom severity through community 
empowerment. This study aimed to determine the 
result of the STT for reducing symptoms experienced 
by COVID-19 and post-COVID-19 patients.

2. Methods

This study used a pre-experimental research design 
in the intervention group without a control group. 
The ethical approval was received from Medical 
and Health Research Ethics Committee (MHREC) of 
the Faculty of Medicine, Public Health and Nursing 
Universitas Gadjah Mada – Dr. Sardjito General 
Hospital with the number KE/FK/1003/EC/2021. The 
population in this study was the entire community 
that can be reached by trained volunteers. Activities 
from this community service consist of recruitment 
to become volunteers and training for about 30 
hours to be able to apply STT. 

After that, the volunteers work together with 
Public Health Center health workers to get access 
and to communicate via telehealth with individuals 
exposed to COVID-19. The volunteers who were 
trained came from various provinces throughout 
Indonesia. As many as 37 volunteers were given 
training for 30 hours which was divided into several 
weeks through the virtual meetings (Zoom Clouds 
Meetings platform). The volunteers were also given a 
post and pre-test of their ability to perform therapy, 
and all volunteers who had passed the post-test were 
able to manage patients. 

The therapy protocols were given based on 
the condition of the respondents and volunteers 
can apply therapy using telehealth. The delivery 
of protocols from the volunteers to respondents 



Volume 5(3) December 2022, Journal of Community Empowerment for Health204

Sutrimo, et al.  Sujok triorigin therapy in COVID-19 patients

are two-way communication using WhatsApp chat 
features (text, image, audio, and video) depending 
on the most convenience method they agreed. If the 
respondent wishes to meet in person, the volunteer 
will also help overcome his physical complaints by 
using STT with appropriate safety measures of the 
COVID-19 health protocols.

For each respondent, volunteers measured the 
severity of symptoms before and after therapy which 
consists of a Likert scale of 1-5. Scale 1 means no 
symptoms, scale 2 means mild symptoms, scale 3 
means moderate symptoms, scale 4 means symptoms 
are severe, and scale 5 means symptoms are very 
severe. After volunteers assessed respondents’ 
complaints, the STT protocols were formulated on 
their hands. 

Interventions carried out by volunteers are 
based on the teaching that has been given during 
the training, and if the volunteers have difficulty 
in handling the respondents, the volunteers can 
consult with the researchers who will provide 
instructions regarding the appropriate intervention 
for the respondent. The analysis was conducted 
using a paired t-test to determine whether there 
was a significant difference in the scale before and 
after the intervention. Since options for the protocol 
therapy are various and cannot be put all in this 
article, here the authors show some of the examples 
of the therapy which are: (a) Therapy for energy 
harmonization; (b) Therapy to reduce the power 
of virus; and (c) Therapy to improve the immunity 
system which are presented in Figures 1 to 3. These 
figures are used with permission from the author.2 

Figure 1. Therapy for energy harmonization.2

Figure 2.  Therapy to reduce the power of virus.2

Put the dot color as can be seen in the
picture by following the number sequence
from 1 to 7

Table 1.  Characteristics of the respondents.
Patient COVID-19 Post COVID-19
Sex

  Male 5 11
  Female 2 21

Age (years)
 15-20 - 3
 21-30 - 3
 31-40 2 4
 41-50 4 15
 51-60 1 5
 61-70 - 2

Put the dot color as can be seen in the picture by
following the number of sequences from 1 to 7

Figure 3.  Therapy to improve immunity system.2

1. Place the finger according to the picture
2. Find the most convenient position (choose freely)
3. Position the hand at the most convenient position (upward,

backward or side position)
4. Close the eyes or not (preference for the most convenience)
5. Loose yourself, enjoy, relax, and smile
6. You can pray or meditate as you wish
7. Do it for 10 to 15 minutes or more as needed
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3. Results

Table 1 represents the characteristics of the patients. 
A total of 39 patient with COVID-19 and post 
COVID-19 patients were treated with STT in this 
community empowerment activity. Most patients 
are female and aged from 41 to 50 years old. 
Medications for respondents are still prescribed by 
health professionals based on their symptoms. The 
respondents complaints and the types of therapy are 
presented on Tables 2. Patients with COVID-19 who 
were mostly with mild symptoms before the therapy 
changed to slight symptoms and no symptoms. 
Meanwhile, prior to the therapy, the post COVID-19 
patients varied from mild to very severe symptoms. 
After the therapy, the symptoms were reduced to 
mild until no symptoms. The detailed symptoms’ 
severity pre and post STT are presented in the Table 
3. The normality data were performed and showed 
that skewness as well as kurtosis are in normal range 
and indicating the data were normally distributed 
and were treated as continuous data. Based on 
this, the statistical analysis showed that there was 
a significant difference between the severity scores 
of symptoms before and after therapy. The result is 
presented in the following Table 4.  

4. Discussion

In general, the symptoms experienced in post-
COVID-19 patients are more varied and more 
numerous than in patients with COVID-19. This is in 
accordance with the results of previous studies where 
the sequelae of post-COVID-19 patients are also still 
present with conditions during COVID-19, namely 
persistent cough and breathing difficulty. In addition, 
post-COVID-19 symptoms are indeed more varied as 
in the findings of other studies, namely neurocognitive 
post COVID-19 (brain fog, dizziness, loss of attention, 
confusion), autonomic post-COVID-19 (chest pain, 
tachycardia, palpitations), gastrointestinal post-
COVID-19 (diarrhoea, abdominal pain, vomiting), 
post-COVID-19 respiratory (general fatigue, dyspnea, 
cough, throat pain), post-COVID-19 musculoskeletal 
(myalgias, arthralgias), psychological-related post-
COVID-10 (posttraumatic stress  disorder, anxiety, 
depression, insomnia), and other manifestations 
(ageusia, anosmia, parosmia, skin rashes).15

One of the literature reviews also found that as 
many as 20.7% of reports on long-term COVID-19 
symptoms were in abnormal lung function, 24.14% 
in neurological complaints and olfactory dysfunction 
and 55.17% concerning other symptoms, mainly 
chronic fatigue and pain. Due to the long-term 
post-COVID-19 symptoms, there have been various 
management methods for post-COVID-19 both 
in conventional medicine and CAT medicine.16  

Currently, there have been publications where post-
COVID symptoms management guidelines have 
been compiled for primary care providers (PCP) 
which include management for respiratory, cognitive 
and neurological symptoms, chronic fatigue, 
dysautonomia and anosmia.17

The CAT options for COVID-19 and post-
COVID-19 includes homeopathy which targets 
physical and mental problems,17 yoga and stress 
management and lifestyle,18 ayurveda,19 herbal 
medicine,20,21 green tea,22 flavonoid,23 meditation,24 
mindfulness,25 acupressure and Liu Zi Jue Qigong,26 
acupuncture,27 cognitive-spiritual hope and Taichi,28 
reflexology,29 relaxation,30 psychoeducation and 
mind-body complementary therapy31 and Qingshu 
Yiqi decoction.32 Although those complementary and 
alternative therapies mentioned above are promising 
the success to reduce the symptoms of COVID-19 
as well as post COVID-19, varied mechanisms and 
targeted symptoms are specific considerations to 
choose STT in this community empowerment with 
its simplicity, self-guide protocols and flexibility to 
implement for the patients.

STT which is the method used in this study 
has developed over time, starting with Sujok 
correspondent which focuses on the similarity 
between body parts and human hands.5 Sujok is 
done on the hands and feet and can use various 
methods including massage, seeds, magnets, 
needles, twists and needles. Science related to Sujok 
is also developing and the therapy not only is aimed 
at the physical but also at human energy namely the 
existence of six ki or six energies which can be one of 
the methods for therapy.33

The scientific development of Sujok which 
combines physical and energy-aimed therapy is 
with the concept of Triorigin. The Triorigin concept 
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Table 2. Characteristics of the 
respondents 

Table 2. Complaints and the type of therapy for post COVID-19 patients. 

Respondent 
Code Complaints

Post COVID-19 patients
Right-hand therapy Left-hand therapy

1 Heavy breathing Therapy for respiratory system 
harmonization

Therapy for respiratory system 
harmonization

2 Short of breath, feel weak when 
walking

Therapy for Dyspnea Therapy for Dyspnea

3 Gas in stomach and pain mostly 
in the morning

Mudra on Index Finger (He-F) Mudra on Joint number 11 (middle 
joint of little finger)

4 Excess sputum and sometimes 
coughing

Mudra on Joint number 5 (lower 
joint of ring finger) 

Therapy for respiratory system 
harmonization

5 Gas in stomach Therapy for harmonization in 
digestive system

Therapy for improving immunity 
system

6 Easy to forget something, easy 
to feel exhausted

Therapy for energy harmonization Therapy to improve memory

7 Fever, fatigue Therapy for energy harmonization 
and Energy point therapy

Therapy for improving immunity 
system

8 Dyspnea, pain in epigastrium, 
fatigue

Therapy for energy harmonization Therapy for improving immunity 
system

9 Stomach gases Therapy for harmonization in 
digestive system

Therapy for improving immunity 
system

10 Easy to forget something Therapy for energy harmonization Therapy to improve memory
11 Easy to forget something Therapy for energy harmonization Therapy for improving immunity 

system
12 Fatigue, cough Therapy to reduce the power of 

virus
Energy point of therapy

13 Gas in stomach Therapy for harmonization in 
digestive system

Therapy for improving immunity 
system

14 Easy to forget something Therapy for energy harmonization Therapy to improve memory
15 Cold and dust allergy, excess 

sputum white and bubbling
Mudra on little finger Mudra on little finger

16 Dizziness, anosmia Therapy to reduce the power of 
virus

Physical (area specific) therapy

17 Coughing Therapy to reduce the power of 
virus

Therapy for coughing

18 Coughing Therapy to reduce the power of 
virus

Therapy for coughing

19 Coughing Therapy for coughing -
20 Easy to forget something Therapy for energy harmonization Therapy for improving immunity 

system
21 Easy to cough, easy to feel 

exhausted
Therapy for respiratory system 
harmonization

Therapy for improving immunity 
system

22 Palpitation and fever after 
vaccination

Therapy for energy harmonization Therapy for improving immunity 
system

23 Fatigue, dyspnea and anxious Therapy for respiratory system 
harmonization

Energy point of therapy

24 Coughing with about 1/2 hours 
duration

Therapy for coughing Therapy for coughing

25 Chest pressure, dyspnea, hard to 
walk long distance

Therapy for energy harmonization Therapy for Dyspnea

26 Dyspnea, coughing Therapy for Dyspnea Therapy for Dyspnea
27 Dyspnea, coughing, anosmia Therapy for Dyspnea Therapy for Dyspnea
28 Dyspnea, coughing Therapy for Dyspnea Therapy for Dyspnea
29 Dyspnea, coughing, anosmia Therapy for Dyspnea Therapy for Dyspnea
30 Pain in finger Color therapy Triorigin Colour Therapy
31 Pain when walking Mudra by using thumb Mudra by using thumb
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was part of the invention of Prof. Park Jae Woo 
before he passed away and is a complete and 
comprehensive concept that covers not only the 
body, but also the mind, life and soul.33 Basically, all 
what exists in the universe, whether in the form of 
physical or non-physical things, can be categorized 
in a Triorigin model consisting of 4 energies, namely 
Neuto, Hetero, Homo, and Neutro. Each energy has 
its own characteristics and includes human beings 
consisting of 4 components, namely Soul (Neuto), 
Mind (Hetero), Body (homo) and Life (Neutro). This 
classification continues and in the end all parts of the 
body can be classified and then can be categorized 
on certain models of Triorigin, for example, Triorigin 
Model for the respiratory system, digestive system 

and others. It also includes a Triorigin model for living 
things such as virus, bacteria, fungus and parasite.34

The therapy carried out in STT uses a therapy 
path which in principle there are two, namely the 
first is with a path that targets to the area or target 
of therapy and then the second is the determination 
of the therapy protocol. For the determination of 
this therapy protocol, it is necessary to determine 
the characteristic energy of the cause of the problem 
or it can also target the energy of the symptoms. 
The whole process is done on the joints/knuckles 
of the fingers of the hand. This is what distinguishes 
Triorigin Therapy, Sujok Correspondent, and Sujok 
Six Ki. The process to get to the target area is done 
through the 'renting' method with the sequence 

Table 2. (continued).
32 Fever after vaccination and pain 

in injection area
Meridian for small intestine (J-10), 
Colour therapy

Meridian for small intestine (J-10), 
Colour therapy

32 Coughing with sputum, easy to 
be exhausted and sometimes 
chest pain

Mudra on Joint number 14 (upper 
joint of index finger)

Mudra on Joint number 5 (lower 
joint of ring finger)

34 Coughing with sputum Therapy for coughing Therapy for energy harmonization
35 Easily to feel exhausted, 

dyspnea and fatigue
Therapy for energy harmonization -

36 Dyspnea Therapy for respiratory system 
harmonization

-

37 Weak Therapy for energy harmonization Therapy for improving immunity 
system

38 Dyspnea Therapy for respiratory system 
harmonization

Therapy for improving immunity 
system

39 No appetite Therapy for energy harmonization Energy point of therapy

Table 3. Complaints and the type of therapy for post COVID-19 patients. 

Scorea
Respondents (n=39)

Pre therapy Post therapy
f % f %

1 14 43.58
2 7 17.94 21 53.84
3 21 53.84 4 10.25
4 5 12.82
5 6 15.38

aScore 1 = No symptoms; Score 2 = Slight symptoms; Score 3 = Mild symptoms; Score 4 = Severe symptoms; Score 5 = Very severe symptoms.

Table 4. Statistical test for pre-post therapy. 

Variables Symptom severity 
Mean SD t table df p valuea

Pre-therapy score 3.26 0.15 9.480 28 <0.001
Post-therapy score 1.74 0.1

aPaired t-test
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of cycles of fingers, joints/knuckles, and points 
returning to the initial cycle from the fingers. Renting 
is a term for opening a path to the area to be treated. 
In therapy using color, this renting is done by giving a 
green color to the area intended to open the path to 
the target area of therapy.34

Based on the Triorigin concept, fingers are 
divided into 4 energies, namely Hetero finger (index 
finger), Neutro finger (middle finger), Homo finger 
(ring finger) and Neuto finger (little finger). Each 
finger has three joints/knuckles which are also 
divided into 4, namely the upper joint is the Hetero 
joint, the middle joint is the Neutro Joint and the 
lower or basic joint is the Homo joint while the 
Neuto Joint is placed on the nail. Each joint also has 
4 energy points namely hetero point, homo point, 
neutro point and neuto point.34 In the process of 
renting, if we put green colour (renting) on the 
Hetero point, the Hetero finger (index finger) will 
open, and this rule is the same as if we put the green 
color at another point. 

After this process then renting will go to the 
area as the target of therapy, then this is where the 
therapy formula is applied.35 In this study, although 
the method of therapy also uses the concept of 
correspondent therapy, but most of the therapy is 
to use the basic concept of Triorigin. In conditions 
where the cause of the problem is a virus – in this 
case the COVID-19 condition, Sujok correspondent 
and in line with energy therapy for example Six Ki 
energy therapy, cannot be used to target the virus, 
while Triorigin Therapy can target to overcome the 
virus.

Although in STT there are many methods to 
do therapy, including massage, twist, seed pasting, 
magnets, needles, and others, but in this study, the 
most widely used method was color therapy. The 
color in the Triorigin Therapy represents a different 
energy: including red color for hetero energy, black 
color for neuto energy, blue color for homo energy 
and green color for neutro energy. An example of 
this therapy is in therapy to reduce the strength 
of the virus, where the path created is to go to the 
respiratory system and then target the virus, which 
in this case, the virus falls into the category of hetero 
energy classification. This therapy to weaken the 

virus and also increase immunity has been published 
in different research and it is found that there has 
been a decrease in symptoms before and after 
therapy using this method.2

In Triorigin, there are basically several types of 
protocols that are carried out, namely protocols to 
strengthen, weaken, function, and destroy (anti-
creation therapy). Therapies aimed at viruses are 
therapies for anti-creation or destroying viruses and 
the sequence for the concept of destroying is by 
sedation at the neutro point, followed by sedation 
at the homo point, sedation at the hetero point and 
sedation at the neutro point. As for therapy in the 
immune system, the chosen protocol is to improve 
the function of immunity system. 

Tonification protocol is done at all points with 
the sequence of neuto points, hetero points, neutro 
points and homo points. In addition to using color, 
the therapy carried out here is to use a thumb 
placed on a specific area as a target area of therapy 
(called mudra therapy or PDK in Indonesia). One 
of these therapies is in the harmonization energy 
therapy protocol where the thumb is placed to the 
tip of the little finger. The little finger represents the 
body's energy system in the Triorigin Model of Body-
functional system, so putting the tip of the thumb is 
one of the processes to harmonize all energy in the 
body. Some of the effects obtained from this energy 
harmonization include a sense of calmness and 
recovery of energy after fatigue condition and some 
patients who experience sleep problems also benefit 
from this energy harmonization therapy which is 
done in about 10-15 minutes with a relaxed position 
and smiling state.35,36

There are several limitations of this study. First, 
the proportion of sample between COVID-19 and 
post COVID-19 is unequal so that authors are unable 
to compare the results in a more detailed analysis. 
Second, there is no objective measurement of the 
symptoms, so for the future study researchers 
may conduct the objective measurement such 
as oximetry, blood gas analyses or other relevant 
methods. Lastly, one of the limitations of this study 
is the pre-experimental design conducted without 
control group. It is recommended that more rigorous 
design is used for future study.
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5. Conclusions

STT has been shown to reduce symptoms in patients 
with COVID-19 and post COVID-19. Given the 
ease of application of STT and the wide variety of 
problems that can be treated with STT, it is hoped 
that this therapy can be an alternative therapy not 
only in COVID-19 or post-COVID-19 cases, but also 
in other cases. The level of achievement of targets 
for community empowerment activities are the 
improvement of patients’ condition. For further 
community empowerment, the complementary 
and alternative therapy can be implemented to 
accompany the conventional biomedical approach 
as complementary and alternative therapy for 
COVID-19 patients as well as post COVID-19 patients.
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1. Introduction

The Corona Virus Disease 2019 (COVID-19) was 
first reported in Wuhan, China, in December 2019. 
After that, it gradually spread to various countries 
until it was designated a global pandemic by the 
World Health Organization (WHO) in March 2020.1 
COVID-19 is an acute respiratory disease caused 
by SARS-CoV-2.1 This disease causes relatively high 
mortality, especially in the elderly and patients with 

aggravating medical factors such as cardiovascular 
disease, diabetes, and cancer.2 As a result of its 
sudden and rapid spread, COVID-19 has caused 
significant changes in the global health care system 
that have impacted various aspects of human life.3

A study stated that several sectors are affected by 
the spread of this disease, such as health, agriculture, 
industry, tourism, and education.3 The uncertainty 
of how long this pandemic will last leads to a ‘new 
normal’ life condition, where quarantine and physical 
distancing will still be needed indefinitely in social 
life.1

The Indonesian government has launched the 
Five M (5M) procedure which consists of wearing 
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ABSTRACT The end of the Corona Virus Disease 2019 (COVID-19) pandemic cannot be predicted. 
In June 2021 and again in February 2022, there have been very significant increases in new 
cases. The government has tried to control transmission by launching the 5M propaganda, 
which consists of wearing masks, keeping the distance from each other, washing hands with 
soap, avoiding crowds, and reducing mobility. However, there are still problems existing 
related to community compliance in preventing the transmission of COVID-19, for example, 
low participation in the use of masks and avoiding crowds. The aim of this project is to develop 
and implement health education media related to 5M and COVID-19 vaccinations. This project 
started with the development of the education media considering the local cultural wisdom, 
in order for it to be easily accepted by the community. The term SMart-Punakawan COVID-19 
(Sebelas Maret-Pendampingan UNtuk mAsyarakat dan KeluargA melaWAN COVID-19) was 
chosen to name this media. Punakawan is a puppet character, the "servant" of the knights but 
who has an important role as an advisor, so it is very suitable to represent health workers. There 
are several media used to convey the SMart-Punakawan including videos, banners, brochures 
and these were implemented to the community either face-to-face or online (YouTube, and 
WhatsApp group) in order to reach the wider community. The effectivity of this project was 
measured quantitatively using instruments to measure knowledge about 5M and COVID-19 
vaccinations before and after implementation. We used the Wilcoxon test because the data 
were not normally distributed. According to the results, there were significant differences in 
respondents’ knowledge before and after implementation (p<0.001). The SMart-Punakawan is 
effective in improving people’s knowledge related to 5M and COVID-19 vaccinations. However, 
further exploration is still needed to know the full impact of the SMart-Punakawan in changing 
people’s behavior.
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masks, keeping the distance from each other, 
washing hands with soap, avoiding crowds, and 
reducing mobility. However, the level of community 
compliance with the basic 3M's health protocols, 
namely wearing masks, maintaining safe distance 
and washing hands, is still not satisfactory. Based 
on the COVID-19 Indonesian Task Force data, the 
monitoring of health protocol discipline, which has 
been done since November 18, 2020, indicated the 
graph had fluctuated starting in November 2020.4 

Therefore, assistance activities for the 
community related to 5M regarding COVID-19 need 
to be conducted. The community's character with a 
solid social life can be used to assist this community. 
Surakarta is an area with a reasonably solid cultural 
background and active arts life. By incorporating 

cultural elements in community assistance, it is 
hoped to strengthen the delivery of the health 
messages given. The cultural aspect used in this study 
is Punakawan. Punakawan is the clown servant of 
the hero in Javanese shadow puppet performances 
(wayang).

Punakawan symbols and the delivery of health 
messages to the community through dialogues of 
figures in Punakawan, is one way to insert humor as 
a feature of Punakawan that is considered touching, 
which will cause the messages conveyed to be more 
readily accepted by the community. Several media 
were used to represent the material, including 
videos, banners, leaflets so that they are expected 
to reach the wider community (figure 1). Videos and 
presentations about SMart-Punakawan were given 

Figure 1. Implementation of SMart-Punakawan in Purwodiningratan public health care.

Figure 2. SMart-Punakawan video on YouTube channel.
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offline to the community in the Purwodiningratan 
Public Health Center area in training on 5M, or 
online, namely videos and leaflets that were widely 
distributed through social media such as WhatsApp 
groups and YouTube (figure 2). This study aimed 
to analyze the effectivity of the implementation of 
SMart-Punakawan to improve people’s knowledge 
about COVID-19 disease in Surakarta.

2. Method

This cross-sectional study was conducted in Surakarta, 
Indonesia and followed a community service 
program named SMart-Punakawan. The community 
services comprise educational media such as videos, 
presentations, and leaflet about SMart-Punakawan. 
The medias were given to the community in the 
Purwodiningratan Public Health Center. In addition, 
videos and leaflets were widely distributed through 
social media (WhatsApp groups and YouTube). The 
video was played during offline community activities, 
through a wall mounted LCD screen, and have been 
seen by the people who were visiting the Public 
Health Center. The target population of this study 
was people who were visiting Purwodiningratan 
Public Health Center. Respondents was taken by 
consecutive sampling.

To evaluate the program, a pre-test and post-
test were conducted. The pre-test and post-test 
instruments have Cronbach alpha of 0.58. Then 
the pre-test and post-test data were analyzed 
using Wilcoxon test because the data were not 
normally distributed. This study has received an 
ethical clearance letter from the Faculty of Medicine 
Universitas Sebelas Maret ethics committee with 
letter number 42/UN.27.06.6.1/KEP/EC/21.

3. Result

We visited Purwodiningratan Public Health Center on 
August 28, in 2021 in order to implement the SMart-
Punakawan. We met the people who were there 
and gave them education about 5M and COVID-19 
vaccinations. We discussed with the public health 
center visitors (patients and family), and they were 
very enthusiastic, as seen from the many question 
that they addressed to us. 

For example, there were questions about when 

could COVID-19 survivors be vaccinated, what types 
of COVID-19 vaccine are the good ones for them, 
and so on. We played the SMart-Punakawan video 
through Public Health Center LCD screen, and placed 
the banners in public spaces in the Purwodiningratan 
Public Health Center, and also handed out flyers and 
masks for the people. 

Besides at the Purwodiningratan Public Health 
Center, we also implemented the SMart-Punakawan 
via online and social media. We shared the SMart-
Punakawan videos through the YouTube channel 
and community WhatsApp group in order to reach 
the wider community. On October 2021, we also 
distributed the banner and videos of the SMart-
Punakawan to Public Health District Office.

To evaluate the effectivity of the SMart-
Punakawan as health education media, especially 
in promoting 5M and COVID-19 vaccinations, we 
collected data before and after respondents were 
exposed with SMart-Punakawan as shown in Table 1. 
We shared the survey instrument in the WhatsApp 

Table 1.  Characteristics of the respondents.
Characteristics N % Min Max
Sex

Male 5 11
Female 21

Education
Elementary school 2 3.4
Junior high school 5 8.6
Senior high school 41.4
University 46.6

Occupation
Unemployment 32.8
Government employees 4 6.9
Private sector employees 27.6
Have own business 32.8
Age 18 68

Min, Minimum; Max, Maximum

Table 2.  Respondents’ knowledge score before and after 
implementation of the SMart-Punakawan.
Measurement 
time N Min Max Mean±SD

Pretest/ before 58 50 100 78.45 ± 
14.96

Posttest/ after 58 70 100 88.97 ± 8.72
SD, standard deviation; Min, Minimum; Max, Maximum
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group and 58 respondents completed it.  
We tested the data distribution using 

Kolmogorov-Smirnov tests. The data as shown in 
Table 2 were not normally distributed (p = 0.048) so 
we used Wilcoxon test to measure the effectiveness 
of the SMart-Punakawan program. The result of the 
Wilcoxon test shows p value < 0.001, that indicated 
there was a significant difference in the respondents’ 
knowledge before and after exposure with SMart-
Punakawan media. It can be said that the SMart-
Punakawan program was effective in improving 
people's knowledge about 5M and COVID-19 
vaccinations.

4. Discussion

The results of this study indicated that there 
was a significant difference in the respondents’ 
knowledge before and after exposure to the SMart-
Punakawan media, so SMart-Punakawan is effective 
in increasing people’s knowledge about COVID-19. 
Health education is very important to increase 
people knowledge, attitude and health practice. 
Awareness about the right health information is an 
important concern for the community, especially in 
the era of the COVID-19 pandemic. There is so much 
information circulating on social media, but people 
may find it difficult to distinguish between right and 
wrong information. The SMart-Punakawan is one 
of the media for health education, which aims to 
improve health knowledge in the short-term period, 
and then we hope it will affect their attitudes and 
health practices. 

The evaluation showed that Smart Punakawan 
was effective in increasing public knowledge about 
the 5M and COVID-19 vaccinations. Health education 
related to COVID-19, which was developed by 
considering local wisdom, is accessible to people of all 
ages. One of the targeted populations is the elderly, 
who during this pandemic are the vulnerable groups. 
The elderly are a group that may have access to the 
outside world that is different from younger people.5 

Previous research stated that health education for 
the elderly can use print or video media.6 

Health promotion for the elderly can also be 
done online, for example by distributing videos to 
maintain the health of the elderly in the era of the 

COVID-19 pandemic.7 The results of this activity are in 
accordance with previous research which stated that 
the mass media had an important role in conveying 
health information to the public during the COVID-19 
pandemic.7,8 

However, it should be considered that not all 
elderly people in Indonesia have access to gadgets 
that can download videos that are distributed 
through mass media or social media. For this reason, 
comprehensive health promotion is needed through 
various activities, offline and online. In this study 
not only were the elderly exposed with SMart-
Punakawan, but for wider community, we wanted to 
know how young people could accept this media, so 
the benefit of this program could become wider too. 
The result showed that this education program was 
effective in increasing people’s knowledge. So, from 
this study we know that SMart-Punakawan was not 
only accept limited for elderly, but SMart-Punakawan 
was well-received by the young people as well. We 
hope that young people could share this information 
to elderly who live in the same house with them.

In this study, in quantity, female respondents 
were more than male. Respondents who filled in the 
questioner are people who were exposed by SMart-
Punakawan, and agreed to become our respondents. 
From all of the community member who came 
to Purwodiningratan Public Health Center at that 
time or joined the SMart-Punakawan WhatsApp 
group, more female respondents agreed to sign the 
informed consent form and fill in the pre-test and 
post-test compared with males. Some reasons for this 
were because in this study population, males tended 
to have more activities than females as workers, so 
they did not have time to fill in the pre-test and post-
test after being exposed to SMart-Punakawan.

Regarding the COVID-19 pandemic, previous 
research has shown that social media has an 
important role in disseminating information.9 For 
example, regarding vaccinations, there is much 
information in the community, both true and false. 
Social media is now the main source of information. 
Health service institutions need to develop health 
workforce resources related to health promotion 
capabilities through digital social media.10 

Research in China suggests that young and high-
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Table 2. Characteristics of the 
respondents 

income people tend to underestimate the safety of 
vaccines.11 With various types of SMart-Punakawan 
media exposure to the public, online and offline, 
it can reach people from various groups of the 
community. It can be seen from the respondents 
who filled in the evaluation form that varied in age 
from 18-68 years, with variations in education levels 
from elementary to college, as well as variations in 
terms of employment. Social media have positive 
and negative impacts in the COVID-19 pandemic era, 
both for health care providers and for the community. 
Positive impacts for the community include people 
could obtain government announcements rapidly 
as well as they could follow instructions from the 
government easier. 

Much data which were not verified is one of the 
negative impacts, along with the possibility that false 
information could be received by the community.10-13 
To remove incorrect information about COVID-19, 
transparency, good information governance and 
strong leadership are needed.14 Social media may 
have some potential limitations, so in response, the 
health care providers are important to have roles as 
leaders in social media.15

Some limitations of this project are we did not 
observe changes in people’s behavior about 5M and 
vaccination, because when we implemented this 
program, the government still imposed the people’s 
activity restriction due to the increasing incidence of 
COVID-19. If we want to measure behavior change 
then we have to follow the respondents for a longer 
period of time. Accordingly, the impact about the 
effect of SMart-Punakawan in people’s behavior is 
not yet fully known. The strength of this project is 
that it is an educational media that was developed 
by considering local wisdom, using figures who 
have been known by the public in conveying health 
information, so that the information obtained is 
more easily accepted by the community. Another 
aspect is the SMart-Punakawan was shared with the 
community in several ways, online and face-to-face 
(offline) so it can reach the wider community. 

5. Conclusion

The SMart-Punakawan is effective in improving 
people's knowledge about 5M and COVID-19 

vaccinations. However, further exploration is 
still needed to evaluate the effect of the SMart-
Punakawan program in improving people's behavior 
about 5M and COVID-19 vaccinations, in order to 
prevent COVID-19 transmission and reduce the 
incidence of COVID-19.
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1.	 Introduction

The current paradigm and health development 
policy in Indonesia have changed from development 
to empowerment.1 In the Republic of Indonesia 
Law Number 36 of 2009 concerning Health Article 
174, Paragraphs 1 and 2 state that the community 
participates, both individually, as well as in an 
organized manner, in all forms and stages of health 
development to help accelerate the attainment of 
the highest public health status. This participation 
includes active and creative participation.2

Empowerment is a process that enables people 
to increase control over decisions and actions that 
affect public health, to mobilize vulnerable individuals 

and groups by strengthening their basic social and 
economic life skills.3 Community empowerment in the 
health sector is an effort to develop the knowledge, 
attitudes, and behavior of the community so that 
they are more capable of dealing with the health 
problems they face.4

Regarding the elderly health policy, Article 140 
states that healthcare efforts for the elderly are to 
be conducted by the government, local government, 
and/or the community.2 The Law Number 13 of 1998 
concerning Elderly Welfare Article 22, Paragraphs 
1 and 2 provide the broadest possible opportunity 
for the community (individuals, families, groups, 
communities, social organizations, and or community 
organizations) to play a role in efforts to improve 
the welfare of the elderly.5 Coupled with the limited 
resources, funds, and personnel from the local 
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ABSTRACT The current paradigm and health development policy in Indonesia have changed 
from development to empowerment. The community empowerment program for elderly care 
"PUSAKA Wahyu Teratai" is a leading community empowerment program in the subdistrict of 
Bambanglipuro, Bantul Regency. This study was conducted to evaluate The PUSAKA Wahyu 
Teratai program based on input, process, output, and outcome. This cross-sectional study 
was conducted in December 2019. Data on the input, process, and output were collected by 
interviewing three caretakers with a questionnaire and tracking organizational documents 
and activity reports, and observing activities implementation. The outcome in the form of 
63 participants’ quality of life was measured by the Short Form-36 Questionnaire. Data were 
analyzed descriptively. Evaluation of the input showed: most of the caretakers were male 
(77.33%), entrepreneurs, with senior high school education level (26.67%). Most of the facilities 
and infrastructure belong to the organization, the principal source of funds from Yayasan 
Kesejahteraan Sosial Teratai Jakarta, which were sufficient. Evaluation of the process showed: 
all main activities were well-scheduled and conducted routinely and documented. Evaluation 
of the output showed: the level of participation in each activity was between 67.61% - 100.00%. 
The outcome evaluation showed that the mean score of quality of life domains was: Physical 
Functioning (88.17 ± 20.29), Role-Physical (71.03 ± 27.75), Bodily Pain (66.98 ± 17.47), General 
Health (54.76 ± 12.65), Vitality (64.29 ± 15.99), Social Functioning (71.14 ±16.08), Role-Emotional 
(68.05 ± 34.71), and Mental Health (72.44 ± 14.57). The PUSAKA Wahyu Teratai has sufficient 
capital input, a fair implementation process of activities, and produced exceptional outputs 
and outcomes.
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government, community empowerment programs 
that aim to improve the quality of life and the welfare 
of the elderly are very important to be developed 
and increased in quantity and quality.6

Forms of community empowerment programs 
that focus on elderly services which have been 
developed so far include the following: “Posyandu 
Lansia” or Community Elderly Care Service (CECS) 
and “Pusat Santunan Dalam Keluarga” (PUSAKA) 
or a Family Support Center.7,8 CECS is a forum 
for community-based health efforts for serving 
the elderly. The formation and implementation 
processes are carried out by the community, non-
governmental organizations (NGOs), government and 
non-government sectors, the private sector, social 
organizations, and others, emphasizing promotive 
and preventive efforts.9 Additionally, PUSAKA is a 
community empowerment program that focuses on 
improving the welfare of the elderly through cross-
sector service activities and the provision of non-
nursing homes based on local families/communities.8

PUSAKA Wahyu Teratai is a community 
empowerment program located at Prenggan hamlet, 
Sidomulyo Village, Bambanglipuro sub-district, 
Bantul Regency, Yogyakarta. This program was 
formed by the Prenggan community in 2008 and 
coached by Yayasan Kesejahteraan Sosial Teratai 
(YKST) Jakarta, which is a NGO engaged in social 
services in Indonesia, especially for the elderly. The 
purpose of PUSAKA Wahyu Teratai is to help provide 
services to the elderly in Prenggan, especially those 
who have less welfare based on the Indonesian 
Ministry of Social Affairs criteria.10

A previous study showed that among the various 
forms of community empowerment for elderly care in 
Bantul Regency, the PUSAKA Wahyu Teratai program 
has very comprehensive activities. These activities 

include: health examinations, supplementary food, 
light exercise, economic empowerment, local art 
activities, spiritual education, and recreational 
programs.11 Another study showed that there are 
also activities of social solidarity and donations/gifts 
for elderly participants.12 It motivated other elderly 
groups or communities to implement a similar model 
of activities.11

The chairman of YKST Jakarta, as the coach of 
PUSAKA Wahyu Teratai, stated that PUSAKA Wahyu 
Teratai is the best PUSAKA program among all 
other PUSAKA programs coached by YKST Jakarta in 
Indonesia. The preliminary study showed that this 
program is a leading village innovation program in 
the Bambanglipuro sub-district area. This program 
is currently growing and has also played a role as 
the object of some research and community service 
projects. It is a positive contribution to society while 
many community empowerment programs have 
stopped or are running stagnant for various reasons. 

Until now, the PUSAKA Wahyu Teratai program 
has never been evaluated. Given that this program 
can be developed, it is crucial to conduct an evaluation 
based on input, process, output, and outcome 
aspects. Its results can be used for recommendations 
for improvements to the caretakers, YKST Jakarta, 
and the local government of Sidomulyo. In addition, 
social organizations and other community groups can 
adopt activities that are following their conditions. 
Therefore, the author was interested in evaluating 
more deeply about the PUSAKA Wahyu Teratai 
program, based on its input, process, output, and 
outcome.

2. Methods

This observational-descriptive research was 
conducted with a cross-sectional study design, to 

Input:
1. Personnel
2. Infrastructure

and facilities
3. Operational

funds

Process:
Implementation
of the program

Output:
Participants’
participations in
each activities

Outcome:
Participants’
quality of life

Figure 1. Evaluation scheme of PUSAKA Wahyu Teratai.  
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(a) (b)

(c) (d)

(e) (f)

Figures 2. Documentation of PUSAKA Wahyu Teratai activities.  (a) Health examination. (b) Supplementary food. 
(c) Elderly gym. (d) Morning walking. (e) Economic empowerment. (f) Recreation. (g) Delivery lunch. (h) Eid gifts.

(g) (h)
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describe the results of the evaluation of the PUSAKA 
Wahyu Teratai program based on input, process, 
output, and outcomes in 2019.13 This study was 
conducted at PUSAKA Wahyu Teratai, Prenggan, 
Sidomulyo, Bambanglipuro, Bantul, Yogyakarta, in 
December 2019. The evaluation scheme of the study 
is shown in Figure 1.

The population of the study is 15 caretakers and 
71 participants of PUSAKA Wahyu Teratai. Subjects of 

the input, process, and output were three caretakers 
of PUSAKA Wahyu Teratai: the head of Prenggan/
chairman, secretary, and physical exercise manager. 
Subjects of the outcome were participants of PUSAKA 
Wahyu Teratai selected through purposive sampling. 
The inclusion criteria were: community members 
who were registered as a participant of PUSAKA 
Wahyu Teratai and agreed to be the research subject. 
The exclusion criteria were: having any difficulties or 
inability to communicate with others and or suffering 
from cognitive impairment (score of the Mini-Mental 
State Examination Questionnaire <24).14 Of the 71 
participants, only 63 (88.73%) met the inclusion 
criteria and passed the exclusion criteria.

Data on the input, process, and output were 
collected by interviewing three caretakers with a 
questionnaire, tracking organizational documents 
and activity reports, and observing activities 
implementation every Sunday morning in December 
2019. Evaluation of input aspects conducted 
on personnel, infrastructure and facilities, and 
operational funds. Evaluation of process aspects was 
done on efforts to implement the program. Evaluation 
of the output was also done on participants’ 
participation in each activity. 

Data on the outcome were collected by measuring 
participants’ quality of life with The Short Form (SF)-
36 Questionnaire translated into Indonesian. The 
previous study showed the Indonesian version of this 
questionnaire was considered valid and reliable.15 

The SF-36 questionnaire consists of 8 subscales 
(domains): Physical Functioning (PF): 10 items, Role-
Physical (RP): 4 items, Bodily Pain (BP): 2 items, 
General Health (GH): 5 items, Vitality (VT): 4 items, 
Social Functioning (SF): 2 items, Role-Emotional 
(RE): 3 items, and Mental Health (MH): 5 items. The 
method of scoring and the transformation of The SF-
36 Questionnaire is shown in Table 1.16

Based on the guidelines in Table 1, The SF-36 
Questionnaire answer scores were transformed 
using this formula:16

                  

Table 1. The formula for the scoring and transformation 
subscale of the SF-36 questionnaire.16

Subscale
(Domain)

The total score 
of	the	final	
item
(according to 
the item code 
in the table)

Possible 
lowest and 
highest row 
scores

Possible row 
score ranges

PF 3a, 3b, 3c, 3d, 
3e, 3f, 3g, 3h, 
3i, 3j

10, 30 20

RP 4a, 4b ,4c ,4d 4, 8   4
BP 7, 8 2, 12 10
GH 1, 11a, 11b, 

11c, 11d
5, 25 20

VT 9a, 9e, 9g, 9i 4, 24 20
SF 6, 10 2, 10   8
RE 5a, 5b, 5c 3, 6   3
MH 9b, 9c, 9d, 9f, 

9h
5, 30 25

Table 2.  Respondents’ knowledge score before and after 
implementation of the SMart-Punakawan.
Personnel aspect n (%)
Number of main caretakers 15
Sex

Male
Female

11 (77.33)
4 (26.67)

Occupation:
Sidomulyo government officer
Head of hamlet
Religious leader
Medical worker
Lecturer
Civil servant
Entrepreneur

2 (13.33)
1 (6.67)
1 (6.67)
2 (13.33)
2 (13.33)
2 (13.33)
5 (33.33)

Level of education 
Elementary school
Junior high school
Senior high school
Diploma III
Bachelor
Magister

0 (0.00)
3 (20.00)
4 (26.67)
2 (13.33)
3 (20.00)
3 (20.00)

Score
transformation =

(actual row score – possible
lowest row score)

the difference between the
highest and lowest scores

X 100
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Table 2. Characteristics of the 
respondents 

The evaluation data on the input, process, output, 
and outcome aspects are then analyzed descriptively 
and shown in tabular form. Documentation of 
activities is shown through pictures of community 
members participating in the regularly scheduled 
PUSAKA Wahyu Teratai activities. The analysis of the 
participant's quality of life scores was conducted 
on the mean and standard deviation (SD) of each 
subscale of The SF-36 Questionnaire.17 

3. Results

PUSAKA Wahyu Teratai is a social organization located 
at Prenggan, Sidomulyo, Bambanglipuro, District of 

Bantul, Yogyakarta. This organization was formed by 
the Prenggan community on April 8th, 2008, through 
the Decree of the Chairman of YKST Sidomulyo 
Number: 05/YKST/IV/2008. As the initiator and coach 
of the organization YKST Jakarta. This organization 
aimed to provide elderly care services in Prenggan. 
Based on the coordination meeting between the 
caretakers, YKST Jakarta, the local government of 
Sidomulyo, and community leaders, a total of 74 
elderly residents in Prenggan were assessed as 
assisted elderly.10

PUSAKA Wahyu Teratai activities are conducted 
based on community support assisted by local 

Table 3.  Infrastructures, facilities, and funds evaluation of PUSAKA Wahyu Teratai, 2019.
Input aspects Availability and ownership
 Infrastructure and Facilities:

Organizational secretariat Available: head of Prenggan house
Medical examination tool Available: organization and caretakers
Supplementary food cooking ware Available: organization
Supplementary food serving tools Available: organization
Delivery of lunch equipment Available: organization
Gamelan arts instrument Available: Prenggan community
Sound system equipment Available: Prenggan community
Documentation and activities report tools Available: organization and Prenggan community

 Funds:
a.  Operational funds
b.  Operational funds sources:
         YKST Jakarta
         PUSAKA Wahyu Teratai
         
         The Sidomulyo village government 
         Other donors:

 c. Operational funds sufficiency

Available

Principal source transferred monthly
Comes from profit sharing of economic empowerment 
activities
One time
Routinely (drugs donor): medical worker caretaker
Incidentally (one time): Medical Faculty of Indonesian Islamic 
University

Sufficient

Table 4. Program implementation evaluation of PUSAKA Wahyu Teratai, 2019.
Schedule	activities

1st week 2nd week 3rd week 4th week 5th week
1.Opening 1.Opening 1.Opening 1.Opening 1.Opening
2.Walking 2.Walking 2.Walking 2.Walking 2.Walking
3.Supplementary food 
and social welfare 
contribution

3.Supplementary food 
and social welfare 
contribution

3.Supplementary food 
and social welfare

3.Supplementary 
food and social 
welfare

3.Supplementary food 
and social welfare

Health examination 4.Delivery lunch 4.Spiritual education 4.Elderly gym 4.Local art activities
5.Delivery lunch
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social volunteers. To oversee the implementation 
of the activity, YKST Jakarta and YKST Sidomulyo 
appointed four program assistants who came from 
retirees of the Indonesian Ministry of Social Affairs. 
In the beginning, the activities done in this program 
included: health examinations, light exercise (walking 
and elderly gym), spiritual education, supplementary 
food, and lunch delivery. The first activity was held 
on April 13th, 2008, and then the activity was held 
every Sunday morning from 06.30 until finished.10 

Currently, the number and types of these 
activities are growing. It follows the development of 
the organizational capacity of PUSAKA Wahyu Teratai 
under the coach of YKST Jakarta. The number of 
participants also increased from the beginning of its 
formation in 2008, amounting to 74 elderlies to 84 in 
2014. However, in 2019 the number decreased to 71 
elderly because several elderly passed away in the 
last five years.18

The input evaluation aspect was conducted 
on the personnel element, infrastructure, facilities, 
and operational funds. Evaluation of the personnel 
element of the PUSAKA Wahyu Teratai program is 
shown in Table 2. 

Based on Table 2, most of the PUSAKA Wahyu 

Teratai caretakers are male, work as entrepreneurs, 
and have senior high school education. Based on 
the observation the caretakers served according to 
their respective fields of expertise, while community 
leaders were tasked with unifying and generating 
participants and communicating existing activities.

Results of the evaluation of the input aspects of 
infrastructure, facilities, and operational funds for 
the PUSAKA Wahyu Teratai program are shown in 
Table 3. 

Table 3 shows that most of the infrastructure 
and facilities used by PUSAKA Wahyu Teratai belong 
to the organization. The rest belong to the Prenggan 
community. The principal source of operational 
funds for activities comes from YKST Jakarta. These 
funds were sufficient for the budget of the activities 
conducted. Based on the organizational documents, 
in the previous year funds came from several other 
sources, such as the Indonesian Ministry of Social 
Affairs, the Yogyakarta Special Region Provincial Social 
Service, and the Bantul Regency Social Service.10,12

Results of the evaluation of process aspects 
conducted in efforts to implement the program in 
2019 are shown in Table 4.

Table 4 shows the program activities have been 
arranged in a weekly schedule. Observations showed 
the participants are accompanied by a person in 
charge of each activity. Walking and supplementary 
food are routine weekly activities. Health 
examinations, spiritual education, and local arts are 
routine monthly activities, while the delivery lunch 
activity is held every two weeks. Field observations 
indicated that documentation of activities has been 
done, although there are still many aspects that 
need to be completed. Activity reporting has been 
conducted in an annual report submitted to YKST 
Jakarta and other related parties.

The documentation of some of the activities 
conducted by PUSAKA Wahyu Teratai can be seen in 
Figure 2. Based on Figure 2, it appears that there are 
also incidental activities in the form of giving Eid gifts 
and social services.

Results of the evaluation of the output aspect 
in the form of participation in the activities held at 
PUSAKA Wahyu Teratai are shown in Table 5. 

Table 5. Output evaluation of PUSAKA Wahyu Teratai, 
2019.
Type	of	activities Participation	(%)
Implementation of the main 
activities:

Health examination 88.73
Supplementary food 100
Light exercises:
    Walking 100.00
    Elderly gym 67.61
Economic empowerment 67.61
Local art activities 100.00
Spiritual education 78.87
Recreation 78.87
Delivery lunch 67.61

Implementation of additional 
activities:

Eid gift 100.00
Social service 100.00

Implementation of activities 
managed by assisted elderly: social 
welfare contribution

100.00
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Based on Table 5, it appears that, in general, 
the level of participation is very good. The highest 
participation of 100% was achieved in supplementary 
food, delivery lunch, giving Eid gifts, social services, 
and social welfare contributions. Observations 
showed 12 participants (16.90%) suffered from 
chronic pain and physical limitations in their daily 
living activities. As a result, these participants were 
not always able to attend every activity. Usually, 
the participants can attend if their conditions were 
better and/or accompanied by families or other 
participants.

Concerning the physical limitations of the 
elderly, in the current economic empowerment 
activities, planting of Kepok banana, Raja banana, 
Ambon banana, and California papaya trees are 
chosen, which do not require much maintenance 
but have high economic value.10,12 Economic 
empowerment is an activity that aims to increase 
the economic capacity of the community, either 
directly (for example, providing venture capital, 
and economic skills education) or indirectly (for 
example: protecting the economically weak).19 Based 
on the organizational documents, the economic 
empowerment was initially done by raising Etawa 

Crossbred (EC) goats. However, due to the physical 
limitation of the elderly and the lack of skills in raising 
EC goats, this activity was not successful. Finally, the 
caretakers, participants, and YKST Jakarta agreed to 
replace this form of economic empowerment with a 
more appropriate forum and form of livelihood. 

Furthermore, the evaluation of the outcome 
aspect is the quality of life of participants. The 
results of this evaluation are presented in Table 6. 
The highest mean score of the quality of life subscale 
(domain) is Physical Function (88.17 ± 20.29), and 
the lowest is General Health (54.76 ± 12.65). 

4. Discussion

Based on the evaluation results, the PUSAKA Wahyu 
Teratai has a reasonably good input capital and a fair 
process of implementing activities. It is resulting in 
a reasonably high level of participation among the 
participants in each activity. Also, the outcome is a 
good quality of life for the participants. 

Community empowerment is one of the seven 
health management components mentioned 
in Presidential Regulation Number 72 of 2012 
concerning the National Health System Articles 2 
and 3. In Article 7 paragraph 3, health development’s 
basic principles consist of humanity, empowerment 
and independence, justice, equitable distribution, 
prioritization, and benefits.20 This shows the 
importance of developing community empowerment 
in the health sector.6 

In the Guidelines for Implementing and Fostering 
Community Empowerment in the Health Sector, 
community empowerment in the health sector is 
defined as the process of providing information to 
individuals, families, or groups continuously and 
continuously following developments, as well as the 
process of helping them change from not knowing 
to knowing or being aware (knowledge aspect), from 
knowing to willing (attitude aspect), and from being 
willing to being able to carry out the introduced 
behavior (action aspect).21 Based on this definition, 
the evaluation showed that PUSAKA Wahyu Teratai 
has been running according to the existing definition. 
Under the guidance of YKST Jakarta, the Prenggan 
community, the caretakers, as well as the elderly 
participants of PUSAKA Wahyu Teratai have become 

Table 6. Outcome evaluation of PUSAKA Wahyu Teratai, 
2019.
Type	of	activities Participation	(%)
Implementation of the main 
activities:

Health examination 88.73
Supplementary food 100
Light exercises:
    Walking 100.00
    Elderly gym 67.61
Economic empowerment 67.61
Local art activities 100.00
Spiritual education 78.87
Recreation 78.87
Delivery lunch 67.61

Implementation of additional 
activities:

Eid gift 100.00
Social service 100.00

Implementation of activities 
managed by assisted elderly: social 
welfare contribution

100.00
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aware, willing, and finally able to carry out their 
guided community health behavior in activities 
organized by the organization since 2008.

Until now, there is no specific instrument to 
measure/evaluate how far a community group has 
reached in their level of empowerment. Darmawan 
et al. in 2012 developed an initial instrument to 
assess the level of community empowerment at 
the community level. This instrument consists of 7 
components/ indicators of community potential, 
which are then translated into several sub-indicators, 
totaling 35 sub-indicators.22 However, this instrument 
can only be applied at the community or community 
level in a health center working area, and has not 
been used in this study. Instead, the instrument used 
in this study refers to the health program evaluation 
instrument that focuses on input, process, output, 
and outcome. 

Evaluation of the personnel input aspect (Table 
2) showed that most caretakers have a senior 
high school education and they have different 
professional/ experience backgrounds. This program 
also involved community leaders according to local 
cultural wisdom in Prenggan. The involvement and 
cohesiveness of community leaders and health 
cadres are essential in the community empowerment 
process.23 A study of the community empowerment 
model in the health sector shows that social 
capital and community participation were found to 
significantly influence the ability to solve local health 
problems in the Desa Siaga Program.3

Evaluation of the infrastructure and facilities 
input aspects (Table 3) showed that PUSAKA Wahyu 
Teratai has a very complete infrastructure. Not all 
of the existing infrastructure and facilities belong 
to the organization, but the caretakers and head 
of the Prenggan community lend their inventory 
for the continuity of activities, which should be 
appreciated. It showed the implementation of 
the principles of volunteerism, participation, and 
togetherness. Volunteering involves activities based 
on self-awareness and motivation to fix and solve 
existing problems, not coercion. Participatory means 
participation from decision making, planning and 
implementing activities, monitoring, and evaluation, 
to utilizing the results of activities. Togetherness 

means the attitude to share feelings, work hand in 
hand in helping, and develop synergy.21

The operational fund evaluation (Table 3) showed 
there were efforts not to rely solely on operational 
funding sources from YKST Jakarta. Apart from raising 
internal funds by profit-sharing from economic 
empowerment activities, the caretakers also tried to 
raise funds from outside parties. Concerning funding 
to date, it has become a challenge to manage how 
to make the program run sustainably in the future 
without dependence on outside parties. It follows 
the autonomy principle, namely the ability to 
empower people to be independent or break away 
from dependence owned by each individual, group, 
or other institutions.21

Evaluation of the process aspects (Table 4 
and Figure 2) showed that the implementation of 
PUSAKA Wahyu Teratai activities has been going well. 
It is especially because of the exceptional personnel, 
adequate infrastructure, good socialization of 
activities, high spirit of kinship and cooperation in 
the community for the activities' implementation, 
and high awareness of caretakers and participants 
to make the activity a success. A case study of the 
family empowerment program (Posdaya) showed 
that these factors and the length of stay and having 
vacant land, are supporting factors for program 
implementation and success.24

Evaluation of the output aspect (Table 5) showed 
that, in general, participants’ participation in the 
activities held at PUSAKA Wahyu Teratai is relatively 
high. Compared to the results of previous studies, this 
participation rate is higher than the participation of 
the elderly in each activity at CECS in Bambanglipuro 
District in 2012.11 This level of participation is also 
higher than the utilization rate of the CECS in the 
work area of Primary Health Care of Bambanglipuro 
by the elderly in 2011, namely 73.30%.25

Based on Table 5, participation in activities that 
require participants’ attendance or involve physical 
activities (health examinations, light sports, local arts 
activities, spiritual education, and recreation) are not 
as high as other activities, because of the participants’ 
physical limitations. Concerning physical limitations, 
the current economic empowerment activities are 
chosen with a more appropriate forum and form of 
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livelihood. It follows the principle of empowerment 
in the elderly who still pay attention to their function, 
wisdom, knowledge, expertise, skills, experience, 
age, and physical condition.7

Evaluation of the outcome aspect was conducted 
on the PUSAKA Wahyu Teratai participants’ quality of 
life. Currently, quality of life is an important concept 
used as one of the criteria for evaluating health 
service interventions.26 One previous study has 
shown that active participation in CECS is associated 
with a good quality of life.11 The quality of life of 
the elderly is also influenced by the level of physical 
activity, sociodemographic factors, and health 
problem factors, such as hypertension, arthritis, 
chronic disease, and obesity.11,26–32

Table 6 shows that all of the quality of life 
domains' mean scores are more than 50.00. A 
study on hypertensive patients in Kalasan, Sleman, 
Yogyakarta, aged 40-75 years showed the following 
mean score of quality of life: PF (91.1 ± 14.6), RP (52.5 
± 42.9), BP (58.7 ± 17.8), GH (62.6 ± 9.4), VT (73.1 ± 
14.7), SF (75.3 ± 20.7), RE (52.8 ± 42.5), and MH (81.5 
± 14.3).15 Comparing these results, it appears that the 
quality of life mean scores of PUSAKA Wahyu Teratai 
participants are higher in the RP, BP, and RE domains.

The evaluation of these aspects can be used to 
measure the success of the community empowerment 
program of PUSAKA Wahyu Teratai. For community 
empowerment in the health sector to be achieved, 
synergy and collaboration are needed from four 
elements: empowerment, empowerment goals, 
healthy living activities, and community resources.1 
Reviewing the process of establishing and organizing 
PUSAKA Wahyu Teratai, it appears that good synergy 
and collaboration have been achieved between the 
following four elements: 
a. The driving force for empowerment, namely 
YKST Jakarta, is the initiator, coach, motivator, and 
facilitator who has sufficient competence and can 
build commitment with community leaders’ support, 
both formal and informal.
b. The target of empowerment is the Prenggan 
community, Sidomulyo, Bambanglipuro, Bantul, 
which acts as an agent of change for implementing 
healthy living behaviors (as the subject of health 
development). 

c. Healthy living activities, which are conducted daily 
by the community to form habits and patterns of 
life, grow and develop, institutionalize, and culture 
in social life. In this case, the healthy living activities 
taught include the seven main activities and some 
additional activities. 
d. Resources, which are Prenggan community 
potential, YKST Jakarta, and the Sidomulyo Village 
government, which include: funds, facilities, 
infrastructure, culture, methods, guidelines, and 
media that support the implementation of the 
community empowerment process.

Achieving synergy and collaboration between 
the four elements is not easy. It requires application 
of the principles of volunteerism, autonomy, self-
reliance, participatory, egalitarian, democratic, 
openness, togetherness, accountability, and 
decentralization in their implementation.21 
Therefore, based on this evaluation, YKST Jakarta as 
a driving force of empowerment can be an example 
of properly carrying out this role. 

The results of this study are expected to serve as 
an example for public health practitioners on how to 
conduct community empowerment programs in the 
health sector. Other social organizations and other 
community groups also can adopt activities that are 
following their conditions. A cross-sector policy is 
needed to support the continuity and sustainability 
of community empowerment programs.

This study has some limitations in exploring 
in more detail the initial process of community 
empowerment carried out by YKST Jakarta in 
the Prenggan community. Apart from the limited 
documents, in-depth interviews were also not 
conducted. Therefore, further research with a more 
appropriate design is needed.

5. Conclusions

PUSAKA Wahyu Teratai has a reasonably good input 
capital, and a fair process of implementing activities, 
resulting in output in the form of a reasonably high 
level of participation and outcomes of good quality of 
life from the participants. It shows that YKST Jakarta, 
as the driving force of community empowerment 
in Prenggan, has succeeded in empowering the 
community. The challenge faced by the PUSAKA 
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Wahyu Teratai caretakers at the present is how this 
program will continue to develop and be sustainable 
in the future without depending on funds from other 
parties. For this reason, more intensive coaching is 
needed from both YKST Jakarta, the local government 
of Sidomulyo, and related parties, to significantly 
optimize economic empowerment activities as an 
independent source of funding.
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1.	 Introduction

The World Health Organization (WHO) explains that 
non-communicable diseases (NCDs) are responsible 
for 71% of the premature deaths worldwide, and 
77% of those deaths occurred in low- and middle-
income countries.1 In Indonesia, NCDs have also 
become the leading causes of death, and responsible 
for 76% of the total number of deaths. Basically, 

NCDs are preventable. The most effective prevention 
strategies for NCDs involve behavior modifications 
such as improving healthy diet, physical activities 
and smoking cessation, and controlling metabolic 
disorders.2 Behavior modification approaches 
emphasize the importance of modifying social, 
environmental, and/or cognitive predictors of target 
behavior.3 

Unhealthy diet, physical inactivity, smoking 
behaviors and metabolic disorders are the major 
risk factors of the incidence of NCDs, which are 
closely related to the social determinants of health. 
Hence, integrating various sectors is essential in the 
preventing and controlling of NCDs.4 The prevention 
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ABSTRACT Non-communicable diseases are responsible for 71% of the premature deaths 
worldwide. Unfortunately, 77% of those deaths occurred in the developing countries including 
Indonesia. In response, universities can provide potentially empowering health promoting 
programs for tackling the risk factors of non-communicable diseases. This study was aimed 
to explain the process of how to empower universities for tackling these non-communicable 
diseases’ risk factors through the Health Promoting University (HPU) program. This study was 
a descriptive study. The population included Indonesian universities that were involved in 
the HPU development program in 2019-2021 in collaboration with Universitas Gadjah Mada 
and The Ministry of Health Republic Indonesia. Sample subjects were the total population 
of 40 universities. Data were collected through unstructured observations, short interviews, 
and documents. Observations were performed in 25 universities. Meanwhile, unstructured 
interviews were conducted with 34 respondents. Data were analyzed descriptively. The process 
of the HPU development and the focus programs were varied. Many factors contributed to 
the process of the HPU development, such as the HPU development strategies, the university 
leaders’ commitment, networking, social capital, and participants’ capacity in the health 
promotion. According to the HPU development process from 2019-2021, the HPU development 
strategy performed in 2021 was the most structured and comprehensive. The capacity building, 
mentoring system, leader commitment, and networking strongly contributed to the success 
of the HPU development. This study emphasizes the importance of the university leaders’ 
awareness toward health and the potential resources of the university for tackling the risk 
factors of the non-communicable diseases.
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and control of NCDs are not solely the responsibility 
of the health sector. In response to the NCD problem 
in the south east Asia region, the ASEAN University 
Network Health Promoting Network (AUN-HPN) 
recommends universities should be actively involved 
in the NCD prevention and control by implementing 
the Health Promoting University (HPU) program.5 The 
HPU promotion can strengthen the role of academic 
communities as healthy role models by creating a 
supportive environment for people to choose healthy 
behavior. It is a multisectoral approach necessitating 
involvement and mobilization of various sectors and 
groups in the university’s society. There are three 
main indicators of the healthy universities: (1) system 
and infrastructures, (2) zero tolerance areas, and 
(3) health promotion areas. The implementation of 
the HPU program in the universities will contribute 
to solving the serious, life-threatening problems of 
NCDs among university members and the broader 
community. 

In 2022, there are more than 3,000 universities 
with more than 7,350,000 students and 250,000 
lecturers in Indonesia. Those numbers can be 
potentially empowered for the prevention and 
control of NCDs in Indonesia. The implementation of 
the HPU program will increase the university staffs’ 
and students’ awareness toward the urgency of NCD 
prevention and control and improve their capacity to 
become involved in the NCD prevention programs.6 
The HPU program will strengthen the role of 

university staff and students as the agents of change 
for creating a better health status in the community. 
Universitas Gadjah Mada, in collaboration with the 
Directorate of Health Promotion and Community 
Empowerment, Ministry of Health Republic 
Indonesia and selected universities have been 
developing HPU in Indonesia in 2019-2021. This 
paper aimed to describe and discuss the process of 
the HPU development in Indonesia. 

2. Methods

This paper was a descriptive study based on the 
HPU development process in Indonesia, from 2019 
to 2021. The HPU is a new program in Indonesia 
and it is necessary to provide evidence concerning 
its importance to convince policy makers and other 
related stakeholders.

The population included universities in 
Indonesia that were developing HPU programs in 
2019-2021, in collaboration with Universitas Gadjah 
Mada and the Directorate of Health Promotion 
and Community empowerment, Ministry of Health 
Republic Indonesia. There were 40 universities 
involved in the HPU program development, and the 
sample included the total study population. Data 
were collected through unstructured observations, 
short interviews, and documents.  

Observations were performed by visiting the 
universities and monitoring the activities of HPU 
development. Monitoring used both online and 
offline methods. In addition, 34 respondents were 
interviewed by the researcher team. Respondents 
were the persons in charge of the HPU development, 
policy makers of the university, health officers, 
as well as students. Persons in charge of the HPU 
program were lecturers, while the policy makers of 
the university were the rector or vice rectors, dean 
or vice dean, and/or the head of study programs 
that were involved in the HPU program development 
in their own university. The short interviews 
were conducted in person during the monitoring 
program or conducted online by using WhatsApp. 
The researchers observed various online activities 
of HPU development such as training, webinars 
and other health literacy improvement activities. 
Besides, the HPU declaration, championship, 

Table 1. The characteristics of participants.
Variables n                              (%)
Location of the university

Sumatra island 4 10
Kalimantan island 3 7.5
Sulawesi island 2 5
Nusa Tenggara island 1 2.5
Java island 30 75

Year of HPU initiation
2019 14 35
2020 5 12.5
2021 21 52.5

University status
Public 8 20
Private 32 80

Total 40 100
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Posbindu (community health screening) and other 
activities were observed directly. Furthermore, 
study documentation was done by analyzing 
the universities’ reports concerning the HPU 
development. Data were analyzed and presented 
descriptively.    

3. Results

The results of this study showed that many universities 
have been initiating the HPU development. These 
participants included public and private universities, 
as shown in Table 1. 

Table 1 shows that although HPU was a new 
program, the locations of the participants are 
spread out on most of the big islands in Indonesia. 
In December 2019, 14 universities participated in 
the HPU initiation program in Yogyakarta, including 
the State University of Yogyakarta and the Veterans 
University of National Development Yogyakarta. 
The HPU development program was held by the 
Universitas Gadjah Mada in collaboration with 
Yogyakarta Health Office. A three-day workshop 
concerning the HPU model program was held to 
raise participants’ awareness of the urgency of HPU 
development. All workshop participants agreed to 
implement the HPU program in their campus and 
signed the commitment sheet as the closing of the 
workshop.

In 2020, the number of participants was smallest 
due to the Corona Virus Disease 2019 (COVID-19) 
pandemic. Remarkably, not all of the universities that 

were involved in the HPU development initiation had 
a health faculty or health study program.

A healthy campus network was developed after 
the workshop on the HPU approach. Furthermore, 
the workshop on HPU and the healthy campus 
network helped universities to develop proactive 
strategies in response to the COVID-19 pandemic. 
They were able to share with each other about their 
experiences and coping mechanisms during the 
pandemic through a WhatsApp’s group. 

In November 2020, the workshop participants 
presented their progress of the HPU development 
in the 2nd National Seminar on Health Promoting 
Universities. The seminar applied a blended 
approach due to the COVID-19 pandemic and 
participants came from around Indonesia. Besides, 
they signed a memorandum of understanding 
(MoU) with the Ministry of Health of Republic 
Indonesia for the implementation of HPU in their 
own campus. In addition, there were five universities 
from Central Java and East Java that were involved 
in the HPU initiation program by signing the MoU 
with the Ministry of Health of Republic Indonesia. 
The agreement of the universities and the Ministry 
of Health was focused on the strategy to improve 
health literacy especially for physical activities, 
healthy diet, mental health, reproductive health, 
early diagnosis and prompt treatment, safe and 
healthy environment as well as smoking, drug abuse, 
and bullying prevention. Each university was able 
to choose the priority topics according to their own 

Figure 2. HPU initiation strategy. Figure 3. Process of HPU development in 
Indonesia (2021).
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Table 2. Characteristics of the 
respondents 

needs and available resources.
The methods of HPU development were varied 

from year to year. In 2019, there was a workshop and 
commitment signing. Unfortunately, due to various 
reasons, there was only the commitment signing in 
2020. In contrast, there was a workshop on HPU, 
commitment signing, capacity building, mentoring, 
as well as an evaluation in 2021 (Figure 2). 

 The communication system during the HPU 
development was maintained by optimizing the 
Internet and information technology such as Zoom 
and WhatsApp. The capacity building and mentoring 
program on HPU was designed by the HPU team of 
Universitas Gadjah Mada. The mentoring program 
was done by empowering five public universities 
in Indonesia (from Sumatra, West Java, Yogyakarta, 
East Java, and Kalimantan) as mentors for the 21 
universities in 2021. The various approaches of the 
HPU development from 2019 to 2021 increased 
the progress of the implementation of healthy 
campus principles in Indonesia. Previously, most of 
participants were curious about the HPU program 

and wondered if they could apply HPU in their 
campus, as reflected in the following quotes.  

“What is health promoting university? What should 
we do, and how to start it? We are wondering, 
whether we are able to conduct this program in 
our campus. It is a new concept…” (Woman, dean, 
private university)

“Yes, we are interested in… but how? What should 
we do? Is there any specific guideline or capacity 
building program for running the health promoting 
university? (Man, dean, public university)

“I think that it is a good idea. Unfortunately, we don’t 
know how to carry it out…” (Woman, the head of 
public health study program, private university)

The 21 universities had chosen purposively to be 
involved in the HPU development program in 2021. 
Then, a capacity building strategy was conducted to 
improve participants’ awareness and readiness to 
apply HPU in their campus. The capacity building 
increased their self-efficacy and encouraged them to 

Table 2. The main components of HPU development among universities.
HPU development components Description	
Healthy campus team The healthy campus team was varied between universities. Most of the universities 

that were involved in the 2021 mentoring program had a formally healthy campus 
team with the decree from rector or dean. In contrast, the other universities did not 
have the formal healthy campus team with the leader decree even though they had 
person in charge or informal team.  

Healthy campus programs All of universities (40) had healthy campus programs such as healthy diet, physical 
activities, mental health, creating HPU ambassador among students, early diagnosis 
and prompt treatment trough posbindu, smoking prevention, as well as bullying 
prevention. In addition, most of the universities that were involved in 2021 already 
declared their own HPU name (i.e. HPU Pinang Masak from University of Jambi, 
HPU Olah Bebaya from the Muhammadiyah University of Kalimantan Timur), their 
own emblem, their Instagram account ( such as @hpu.unriyo @hpu_unesa @hpu_
undana @hpu.ump @hpu.uinsu @hpu_um @hpu_ums @hpu_unimus @hpu.unej 
@hpu_olahbebaya_umkt @hpu.pinangmasak) as well as their website (i.e. https://
hpu.unej.ac.id/ https://hpu.unesa.ac.id/ ).

Leader commitment and support - Regulation and policy to support healthy campus
- Budget allocation

Networking - The network includes, but not limited to:
- Healthy campus network;
- Health office in province or district level, as well as primary health center.

MOU with the Ministry of Health All universities (40) signed the MoU with the Ministry of Health to improve health 
literacy among university society, especially for physical activities, healthy diet, 
mental health, reproductive health, early diagnosis and prompt treatment, safe 
and healthy environment as well as smoking, drug abuse, and bullying prevention. 
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sign the MoU and apply the HPU program gradually, 
as shown in Figure 3.  

An intensive capacity building and mentoring 
program lead to a comprehensive action to create a 
more supportive environment for healthier behavior 
among the university society. The capacity building ss 
emphasized the urgency of the needs assessment as 
the consideration of the health promotion planning. 
By the end of the program, most of universities 
had their own emblem of HPU, official Instagram 
and website for the HPU program, organizational 
structure with rector/dean decree, declared as 
health promoting campus, and prioritized programs 
of healthy campus activities. The rector or dean 
decree for the HPU team was necessary for the team 
building process. Each of them had featured programs 
according to their needs and available resources. 
Posbindu (health screening system) development, 
creating health promotion ambassadors at the 
student level, improving physical activities among the 
university society, building awareness on the mental 
health issues, and healthy diet were some of the 
examples of their priority programs. Most of these 
received the necessary support and commitment 
from the university leaders. Indeed, the leaders feel 
happy and proud that their university had chosen to 
be participants in the HPU development program, as 
reflected in the following quotes.  

“We are grateful that UGM involved us in this 
program…, we are proud to be one of the HPU 
development participants, since not all universities 
have the similar chance…” (Man, Rector, private 
university)

“…this is an essential program…, sometimes we 
forgot that we have to practice healthy behavior until 
we got sick…” (Man, rector, public university)

“… it is not easy to practice healthy behavior. Health 
Promoting University can really help us to do it.” 
(Man, Vice rector, public university)

Leaders’ commitment and support were highly 
critical for the success of the HPU development. 
Their support further improved the university team’s 
self-efficacy to implement the HPU program.

This study showed that basically there were five 

main components should be or had been conducted 
by universities for developing HPU, namely: (1) 
healthy campus team, (2) healthy campus program, 
(3) leader commitment and support, (4) networking, 
and (5) the collaboration and MoU with the Ministry 
of Health as the additional component. Table 2 
describes the components of the HPU development 
program among 40 universities. 

4. Discussion

This study showed that the HPU program 
development was conducted for tackling NCD risk 
factors in 2019-2021. The HPU initiation strategies 
were varied as were the participants’ responses. 
Every single university developed their own priority 
programs according to their own needs and available 
resources. Nevertheless, all participants agreed 
to sign the MoU with the Ministry of Health of 
Republic Indonesia to implement the HPU program. 
The capacity building, mentoring system, leaders’ 
commitment and support as well as the existing 
networking strongly encouraged participants to apply 
HPU strategies in their own campus successfully.

 There were 40 universities from Sumatra, 
Java, Kalimantan, Sulawesi, and Nusa Tenggara Island 
that participated in this program. Participation is an 
essential component of empowerment.7-9 Basically, 
participation represents action or being part of a 
program. Thus, capacity building is needed to enable 
people or stakeholders to take action and participate 
in the program.6 The HPU Development program used 
capacity building as a strategy to enable participants 
to become actively involved in the program. Capacity 
building interventions enhance knowledge, skills, 
self-efficacy, change in practice or policies, behavior 
change, application and system-level capacity.9 

Capacity building and community engagement are 
needed for tackling the NCD risk factors.2,10 

The capacity building was developed to improve 
participants’ knowledge regarding HPU and improve 
their skills to create a tailormade program by 
considering their own needs and available resources. 
Healthy diet, physical activities, developing Posbindu 
(NCD risk factors screening), creating agents of 
change, and improving health literacy were the 
most frequently selected priority programs chosen 
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by participants. The tailormade programs increase 
the community participation.11 Furthermore, some 
health promotion theoretical frameworks were 
introduced concerning the capacity building process. 
The theoretical frameworks help participants to 
guide the design, implementation, and evaluation of 
the intervention.12 In addition, the capacity building 
that was followed by a mentoring system increased 
the participants’ self-efficacy to conduct the HPU 
program successfully.13

This study showed how the social network has 
become an essential social capital of the university 
in the HPU development process. The existing 
social network allows the universities to access the 
available resources to support the HPU program 
development. Social networking is a vital necessity to 
support the capacity building for sustainable health 
promotion.6,11,14 Available resources will improve 
community engagement and participation.15 Besides, 
the leaders’ commitment also contributes to the 
community participation.15,16,17 

The HPU development is essentially a community 
empowerment program in the university setting. 
This study highlights the importance of the capacity 
building as the foundation for the HPU development. 
Meanwhile, the mentorship program increases 
participants’ self-efficacy to carry out the program 
continuously. In addition, the leaders’ commitment 
and the existing social networks of the universities 
were the social capital which could potentially 
empower the university community for the HPU 
development. Thus, a major implication of this study 
is that HPU development should apply the principles 
of community empowerment strategies, including 
empowering the existing social capital. 

This paper does not measure the effectiveness 
of the HPU strategy to decrease the NCD risk factors, 
which was one of the limitations of this study. 

5. Conclusions

This study suggests that the HPU program is a 
strategic approach to empower the Indonesian 
university society for tackling NCD risk factors. 
Moreover, capacity building, mentorship programs, 
with the leaders’ commitment and support as well 
as the existing social network play important roles in 

the success of HPU development. The effectiveness 
of the Health Promoting University strategy for 
tackling the risk factors of non-communicable 
diseases remains a challenge for future study.
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1.	 Introduction

Based on data from the Ministry of Health in 2022, 
the number of new cases for breast cancer account 
for 65.858 people, while the new case for cervical 
cancer is 36.633 people.1 The highest cancer suffered 
by Indonesian women is breast cancer with an 
incidence of 26 per 100.000 women, followed by 
cervical cancer with 16 per 100.000 women, leukemia 
with 4.342 people (10.4%, lymphoma 3.486 people 
(8.3%) and lung cancer 3.244 people (7.8%).2 

The impact of cancer is enormous which involve 
not only at individual and family level, but also at 

community level. These included the high financial 
cost of cancer resulted from long-term treatment 
for cancers.3-6 A preliminary study from Phase II 
of ASEAN Costs in Oncology showed that 85 % of 
patients and families went bankrupt because of the 
costs of drugs and cancer treatment. Cancer has the 
potential to make middle and low economic families 
become poorer.7-9 According to the Jamkesmas 
(Health Insurance for the Poor) report, it was shown 
that in 2012 cancer treatment ranked second after 
hemodialysis, reaching 144.7 billion rupiahs.10 

Although Breast Cancer and Cervical Cancer 
are the most common cancers in women today, 
early detection of both types of cancer can be done 
with inexpensive and simple or simple appropriate 
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ABSTRACT Non-communicable diseases are responsible for 71% of the premature deaths 
worldwide. Unfortunately, 77% of those deaths occurred in the developing countries including 
Indonesia. In response, universities can provide potentially empowering health promoting 
programs for tackling the risk factors of non-communicable diseases. This study was aimed 
to explain the process of how to empower universities for tackling these non-communicable 
diseases’ risk factors through the Health Promoting University (HPU) program. This study was 
a descriptive study. The population included Indonesian universities that were involved in 
the HPU development program in 2019-2021 in collaboration with Universitas Gadjah Mada 
and The Ministry of Health Republic Indonesia. Sample subjects were the total population 
of 40 universities. Data were collected through observations, unstructured interviews, and 
documents. Observations were performed in 25 universities. Meanwhile, unstructured 
interviews were conducted with 34 respondents. Data were analyzed descriptively. The process 
of the HPU development and the focus programs were varied. Many factors contributed to 
the process of the HPU development, such as the HPU development strategies, the university 
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promotion. According to the HPU development process from 2019-2021, the HPU development 
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of the HPU development. This study emphasizes the importance of the university leaders’ 
awareness toward health and the potential resources of the university for tackling the risk 
factors of the non-communicable diseases.
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technology and improving the quality of treatment 
by early detection using the Clinical Breast Examine 
(CBE), better known as BSE for breast cancer, and 
IVA and Pap smear methods for cervical cancer will 
accelerate the handling of these two types of cancer, 
so that the prognosis will be better and the cost of 
treatment services can also be reduced.11,12

The WHO report states that IVA can detect 
pre-cancerous lesions (High Grade Precancerous 
Lesions) with a sensitivity of around 66-96% and a 
specificity of 64-98%. While Positive Predictive Value 
and negative Predictive Value are between 10-20% 
and 92-97% respectively (Wijaya Delia, 2010). IVA 
is done by dripping acetic acid into the cervix and 
seeing whether there is a change in mucosal color, 
if there is a change in mucosal color, the woman is 
recommended for further examination and referred 
to the Regional General Hospital (RSUD).5

Rengasdengklok sub-district covers an 
administrative area consisting of 6 villages including, 
North Rengasdengklok, South Rengasdengklok, 
Amansari Village, Kemiri Village, Karyasari Village 
and Kertasari with an overall area of   2.625.924 
hectares. Aman Sari Village is included in the Citarum 
River Stream, based on the village and sub district 
development checklist and potential village and 
urban village questionnaires. The number of women 
in Amansari village is 4,487 with reproductive age 
of 2.045 people, the highest age at 19 years for 105 
people, the number of patients suffering from cancer 
as many as 2 people in 2018. The participation of 
citizens and village apparatus such as not maximally 
moving because there is still a lack of a list of levels 
of development of villages and urban villages as well 
as a list of potential villages and villages. 

In the context of health care staff shortage in the 
rural area, the role of cadres in Posyandu is crucial. 
They consider have close ties with the communities 
and understand complex sociocultural issues around 
health in their community. However, education and 
training for health care staff and cadres in rural area 
remain limited. In support to health care staff and 
cadre role in delivering breast and cervical cancer 
program in rural area, Community Collage Service 
motivated to assist the program implementation 
through staff and cadres training for early detection 

of breast and cervical cancer and BSE, as well as 
community cancer screening. 

2. Method

The method of implementing the Community College 
Service (KKN) program in the form of training and 
assistance carried out for 2 weeks in December 2018, 
had previously gone through a series of preparations 
to support the implementation of the KKN work 
program, with the main material: (a) IVA test 
examination training; (b) BSE training (Breast Self-
Check); (c) giving medical devices for examination; 
(d) education materials for cadres and women in 
the form of pocket books and health examinations 
provided  through community home visits and 
social services; (e) Referral for women suspected of 
abnormalities at the time of examination.

Researcher invited the Puskesmas workers 
and Posyandu cadres at the Amansari village. Then 
the cadres suggested the women who felt sick/
has abnormalities at reproduction organ such as 
abnormal menstruation period, pelvic pain, fluor 
albus, or post coital bleeding to join the program. 
Although it was permitted for other women to 
participate this program.

Number of respondents was 60 people 
who attended education program, of those 28 
respondents registered for the test but only 20 
respondents conducted IVA test examination 
due to fear of the prosedures. Respondents were 
given questions pretest before and after education 
program to measure the respondent's knowledge. 
Activities carried out at the Amansari village 
elementary school. The data obtained were analyzed 
by SPSS version 25 using the Shapiro Wilk normality 
test, then followed by the Wilcoxon test to see the 
differences before and after education program.

3. Result

Community service activities that have been carried 
out and the results achieved will be described as 
follows:

3.1 Preparation
The initial stages of community service are: (a) 

making a pocket book module on IVA test and BSE; 
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(b) socialization to Amansari village stakeholders 
regarding education program and social services; 
(c) procurement of medical devices and equipment. 
After this preparation, researchers are permitted 
to do the program, even the village stakeholders 
are support the program. At this stage the lecturer 
prepares a student residence, makes modules and 
prints them, and meets intensively with Amansari 
village officials to ensure the event can be carried 
out well.

3.2 Implementation 
Students carry out counseling to residents' 

homes for 2 weeks, by giving pretest and posttest 
during education program, the implementation of 
social services is held for 1 day, women who want 
to do the examination are carried out by cadres, 
midwives and Yarsi Medical Faculty students. Before 
IVA examination is given anamnesa, examination of 
new breasts to the examination table. The midwife 
who conducts the examination has been given 
training about the examination and perform the 
examination under supervision and direction from 

the doctor. The number of respondent structure 
based on the KKN program is shown in Table 1.

Figure 1 shows the change in the level of 
knowledge after extension. This can be seen with an 
increase in the percentage of correct answers on the 
questionnaire after education program was carried 
out. The average results obtained from the Pre-test 
audience is 45.50 and Post-test 59.00, increased by 
13.5%. This is supported by a significant p value (p 
= 0.000), which indicates that there is a relationship 
between providing education program and increasing 
participants' knowledge.

Figure 2 show the activity of educational 
program, IVA and BSE examinations and health 
checks conducted by students. The IVA test found 
2 people suspected of abnormalities in the cervical 
area, and 2 people found a lump in the breast of 
20 women who did the examination (from total 28 
registered respondents) then made a referral to the 
puskesmas for action. 

4. Discussion

Cancer has a devastating impact on individual patient 

Table 1. Respondent structure.

Number Activity Number of 
participant

1 Community educational 60
2  IVA screening 20
3 Health care Training IVA 12

45.5 59

0
20
40
60

Pengetahuan
Pretest
PostestKnowledge

Figure 1. Knowledge level pre and post test.

Figure 2. (a) Counseling activities at social services. (b) IVA test.

(a) (b)
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Table 2. Characteristics of the 
respondents 

and family. For the individual patient the impact such 
as financial difficulties, social interaction problem, 
depression, and anxiety.13,14 For the family, the 
impact including physical demand, emotional strain, 
changing roles in the household.15 A Community 
Collage Service is one of the efforts to assist the 
healthcare staff and community in rural location to 
detect breast and cervical cancer.

In this study, the level of knowledge increase 
after the education program by 13.5%. This is in line 
with the previous community service study.16 The 
sufficient knowledge of the respondents could help 
them in self detecting the symptoms of cancer and 
may also help other community member to raise 
awareness about cancer. 

5. Conclusion

The conclusion of this KKN program is the increasing 
community knowledge about cervical and breast 
cancer, and the importance of routine reproductive 
health checks in the absen of clinical symptoms. 
IVA test and SADARI training and mentoring help 
health workers and students about early detection 
and KKN students are required to be able to live in a 
community and understand the reality of society by 
using the knowledge, attitudes and skills. Hopefully 
the programs that have been implemented during 
KKN can improve programs that have not been able 
to be realized properly in the hope of reducing the 
number of sickness and improving the quality of life 
of the Amansari village community.
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