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ABSTRACT  

Background: Sukajaya Lempasing village is a malaria-endemic area with the increasing of Annual Parasitic 

Incident from 2015, which is 1.7 per 1,000 population to 2.2 per 1,000 population in 2016. The village has a higher 

Annual Parasite Incidence with a national Annual Parasite Incidence in Indonesia of 0.84 per 1,000 population. 

Various efforts have been made to prevent malaria, such as early diagnosis, prompt treatment, vector surveillance 

and control. However, the program has not been effective in reducing the number of malaria due to the lack of 

society’s knowledge about Malaria.  

Methods: This research uses the quasi-experimental method. The sampling technique is a total sampling. The 

study was conducted from April to June 2017, located in Sukajaya Lempasing Village, Pesawaran, Lampung. The 

samples obtained were 25 people. Data obtained from questionnaires.  

Results: The results of univariate analysis obtained abnormal distribution data with the p-value of pretest = 0.03 

and p posttest = 0.00. Because the data is abnormally distributed, the bivariate analysis of the non-parametric 

Wilcoxon test is used which shows the value of p = 0.00.  

Conclussion: The conclusion of this research is the difference in knowledge about malaria before and after health 

education in the community of Sukajaya Lempasing Village.  
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ABSTRAK 

Latar belakang: Desa Suka Jaya Lempasing merupakan  daerah endemis malaria dengan peningkatan Annual 

Parasite Insidence (API) dari tahun 2015 yaitu 1,7 per 1.000 penduduk menjadi 2,2 per 1.000 penduduk pada 

tahun 2016. Desa tersebut memiliki angka API lebih tinggi dibandingkan dengan API nasional di Indonesia yaitu 

0,84 per 1.000 penduduk. Berbagai upaya pencegahan telah dilakukan antara lain, diagnosis dini, pengobatan 

cepat dan tepat, serta surveilans dan pengendalian vektor. Namun, program tersebut belum efektif mengurangi 

jumlah penderita malaria dikarenakan rendahnya pengetahuan masyarakat tentang malaria.  

Metode: Penelitian ini menggunakan metode quassy experimental. Teknik pengambilan sampel adalah total 

sampling. Penelitian dilaksanakan periode April- Juni 2017, bertempat di Desa Suka Jaya Lempasing, Pesawaran, 

Lampung. Sampel yang berhasil didapatkan adalah 25 orang. Data diperoleh dari kuesioner pengetahuan.  

Hasil: Hasil analisis univariat didapatkan distribusi data tidak normal dengan nilai p pre test=0,03 dan p post 

test=0,00. Karena dsitribusi data tidak normal, digunakan analisis bivariat uji non parametrik Wilcoxon yang 

menunjukan nilai p=0,00.  

Kesimpulan: Kesimpulan penelitian ini adalah terdapat perbedaan pengetahuan tentang malaria sebelum dan 

sesudah pendidikan kesehatan pada masyarakat Desa Suka Jaya Lempasing. 

Kata Kunci: Malaria, Pendidikan Kesehatan, Pengetahuan. 
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INTRODUCTION 

Malaria is an infectious disease that can 

affect all people, both men, and women in all age 

groups of infants, children, and adults. Malaria is 

one of the society’s health problems that can 

cause death, especially in high-risk groups, such 

as infants, children under five, pregnant women 

besides malaria can directly cause anemia and 

can reduce work productivity. According to the 

2013 Basic Health Research, the prevalence of 

malaria in Indonesia reached 6.0 percent. The 

five provinces with the biggest incidence and 

prevalence were Papua (9.8% and 28.6%), East 

Nusa Tenggara (6.8% and 23.3%), West Papua 

(6.7% and 19.4%), Central Sulawesi (5.1% and 

12.5%), and Maluku (3.8% and 10.7%). Fifteen 

of the thirty-three provinces have a malaria 

prevalence above the national rate, the majority 

are in East and West Indonesia. According to the 

District Health Office of Pesawaran District in 

2015, the prevalence of malaria in Lampung 

Province is below the national average of 1.3% 

but in Pesawaran district there is one village with 

a malaria prevalence of 6.7% which exceeds the 

national average, such as Hanura. The number 

shows the high number of malaria cases in 

Indonesia so that this disease is still a society’s 

health problem because it often causes 

extraordinary cases that have a wide impact on 

the quality of life and economy, and can result in 

death.. 1.2.3. 

The efforts to reduce morbidity and 

mortality rates are carried out through malaria 

eradication programs whose activities include 

early diagnosis, fast and appropriate treatment, 

and vector surveillance and control in terms of 

society’s education and understanding of 

environmental health, all of which are aimed at 

breaking the chain of malaria transmission.The 

key to the realization of efforts to reduce the 

morbidity and mortality rates is the long-term 

sustainability of malaria eradication. It should be 

understood that malaria is the result of a very 

complex interaction between three biological 

factors including more than 30 species of 

Anopheles mosquitoes that act as parasitic 

vectors, as well as five Plasmodium species that 

infect humans, each of which has a complex life 

cycle, environment, habits, and pathogenesis 

profile.5 

Besides being caused by the three 

complex of biological factors, the spread of 

malaria is also influenced by knowledge, 

attitudes, and behavior. Low society’s 

knowledge about the causes, transmission, and 

prevention of malaria greatly affects the spread 

of the disease. The compliance of malaria 

sufferers in taking medicine also needs to be 

improved. Low society’s knowledge can affect 

the delay in efforts to diagnose and treat malaria. 

Then the behavior of people who are often 

outside the house at night, bathing in the early 

evening, sleep without using a mosquito net, 

seeking treatment to a shaman and irrational 

treatment will support the ongoing transmission 

of malaria.6 

Based on this explanation, it can be 

seen that sustainable malaria control must be 

seen as a long-term effort focused on reducing 

malaria-related mortality through an integrated 

and creative transdisciplinary approach that 

ultimately contributes to malaria elimination and 

eradication. Community involvement, education, 

and sustainable management of malaria cases 

are essential for the implementation of a 

transdisciplinary vector control program. 

Community involvement in efforts to eradicate 
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malaria can be incorporated into five levels of 

prevention which include health promotion, 

general and special protection, early diagnosis 

and appropriate treatment, disability restrictions, 

and rehabilitation.5 

To optimize the role and involvement of 

the community in eradicating malaria in the 

village of Sukajaya Lempasing, the district of 

Teluk Pandan, Pesawaran district, a BOM agent 

has been formed, a group of people who are 

equipped with knowledge and skills based on 

five level prevention. BOM agents are given 

counseling about general malaria knowledge. 

This study aims to determine differences in 

knowledge before and after malaria health 

education in the Suka Jaya Lempasing Village 

community.  

 

METHODS 

This type of research is a quasi-

experiment design with a one-group pretest-

posttest design. In this type of research, the 

sample will be given a pretest to find out the 

initial condition, after that treatment will be given, 

in this case, we give a health education, and 

after the treatment, the sample will be given a 

posttest. The research location is in Suka Jaya 

Lempasing Village with 25 samples taken by 

total sampling.  

Statistical analysis to process the data 

obtained will use a computer program, there will 

be 2 kinds of data analysis, such as univariate 

analysis, and bivariate analysis. Univariate 

analysis is used to describe the characteristics 

of independent and dependent variables. All 

data in the questionnaire are processed and 

presented in the form of a frequency distribution 

table. Bivariate analysis is an analysis used to 

determine the relationship between independent 

variables and dependent variables using 

statistical tests. A normality test is performed to 

determine the distribution of data whether 

normal or not. The data normality test is in the 

form of the Shapiro Wilk test because of the 

sample size in the study <50. Then, the 

statistical test used is the paired t-test, a 

parametric test (normal data distribution) that is 

used to find the relationship between two or 

more variables if the data is in the form of a 

numerical scale, but if the data distribution is not 

normal, the Wilcoxon test can be used. 

FINDINGS AND DISCUSSION  

Findings 

A. Respondent Characteristic Data 

The study was conducted in conjunction 

with a devotion program from the Faculty of 

Medicine, University of Lampung. This research 

was conducted in April-June 2017 at the Village 

Hall of Sukajaya Lempasing, Teluk Pandan 

District with 25 respondents representing the 

total number of BOM agents. The data of this 

study were obtained from direct research results 

through filling out questionnaires before and 

after health education. From the observations 

obtained data include the characteristics of 

respondents through age, gender, education, 

and occupation. Respondent characteristics 

data are as follows:  
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Age of Respondents 

 

Table 1 . Characteristic Frequency Distribution of BOM Agent Respondents (N = 25) 

Variable Frequency (n) Percentage (%) 

Age (years) 
17-25 

 
3 

 
12 

26-35 8 32 
36-45 9 36 
45-50 5 20 
Gender 

  

Male 
Girl 
Education 

8 
17 

32 
68 

Middle School 9 36 
High school 
University 
Profession 

14 
2 

56 
8  

Work 21 84 
Does not work 
Total 

4 
25 

16 
100 

Table 1 shows that in the age variable, 

most respondents were 36-45 years old with 9 

respondents (36%). In the gender variable, the 

female population is more dominant than the 

male. Seen in Table 1, the majority of 

respondents were female as many as 17 people 

(68%). At the education level variable, it is 

known that most respondents were educated 

last graduated from high school 14 people 

(56%). In the work variable, respondents are 

categorized as working and not working. In table 

1 the results of the work characteristics of 

respondents were 12 people (84%).  

 

B. Univariate Analysis 

The normality test used in data analysis 

is the Shapiro Wilk test because the study 

sample numbered 19 (less than 50). The results 

of the normality test include knowledge before 

and after health education. Data is said to be 

normally distributed if p> 0.05.7 

  

 

Table 2 . Data Normality Test Results Before and After Health Education 

Variable p value 

Pretest Knowledge 0.003 

Knowledge Posttest 0,000 

  

Based on table 2. It is known that the 

pre-test and posttest values of knowledge (p 

<0.05), so that the data are not normally 

distributed. If the data is not normally distributed 

then a data transformation test is performed. In 

the data transformation test results into 

Logarithm 10, obtained abnormal data results (p 

<0.05). The abnormal results of the data can be 

caused by the data not being homogeneous and 

having extreme values.8 The calculation results 

of the variables in table 2 are stated in median 

values, minimum values and maximum values 

because the data are not normally distributed.  
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Table 3 . Value pre-test and post-test knowledge 
 

  Median Min Max 

Pretest Knowledge   66.7 50 100 

Knowledge Posttest   100 66.7 100 

In table 3, it is known that the lowest value 

obtained by participants at the pretest is 50 with 

a median value of 66.7 and the highest value of 

100. At the post-test, the lowest value obtained 

is 66.7 with a median and the highest value of 

100. Besides expressed in quantitative data, a 

person's level of knowledge can be known and 

interpreted with a qualitative scale that is, good 

(76% - 100%), sufficient (56% -75%) and less 

(<56%) .9 The level of knowledge of BOM agents 

before education can be seen in table 4. 

 

 

Table 4 . Level of Knowledge Before and After Education with BOM Agents 

Variable Amount (n)   Percentage (%) 

Before Education 
Good 

 
8 

   
32 

Enough 
Less 

After Education 

10 
7 

  40 
28 

Good 24   96 
Enough 1   4 

Less -   - 

 

Based on table 4, it can be seen that 

before malaria health education is given, there 

were 7 people (28%) lacking knowledge and 10 

people (40%) having sufficient knowledge and 8 

people (32%) having a good knowledge and 

after the malaria health education is given, there 

was 1 person (4% ) who has enough knowledge 

and 24 people (96%) have good knowledge. 

  

C. Bivariate Analysis 

Measurement of BOM agent knowledge 

before and after health education is done to see 

the increase in knowledge that has been given 

to BOM agents. The data analysis used if in this 

study the data were normally distributed using 

paired t-tests. However, when tested for 

normality using Shapiro Wilk the data is not 

normally distributed, as well as after the data 

transformation. So the analytical test used is the 

Wilcoxon non-parametric test.10 The results 

obtained after performing data analysis using 

Wilcoxon can be seen in Table 5. 

 

 

Table 5 . related-samples Wilcoxon 

Pretest Median Posttest Median  p value 

66.7 100 0.00 

  

Based on table 5, it can be seen that 

there are differences in knowledge before and 

after malaria health education obtained p-value 

<0.00 which indicates there are significant 

differences between before and after health 

education about malaria.  
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Discussion 

A. Respondent Characteristic Data 

Based on the results of this study, it can 

be seen that most of the respondents are 

between 36-45 years old with 9 respondents 

(36%). This is in accordance with the 

requirements of the productive age, which is 

between 18-64 years. Age affects productivity 

so that it can achieve the goals of an 

organization. In addition, age affects a person's 

comprehension and mindset. The more a 

person ages, the more his comprehension and 

mindset will develop so that the knowledge he 

gets better.11 

In the gender variable, it is known that 

the female population is more dominant than 

males. Based on the analysis of researchers that 

the female population is more dominant than 

men to attend the meeting program held in the 

area. In addition, the majority of men in the area 

work, and it is difficult to attend group meetings. 

In the education level variable, it was 

found that the education level of most 

respondents was the last educated high school 

graduate of 14 people (56%). The results of the 

scores before health education at each meeting 

were categorized as good, sufficient, and 

lacking. The good and fairly dominated 

categories are graduated from S1 and high 

school graduations while the category is less 

dominated by respondents with junior high 

school education. The higher the level of 

education, the greater the knowledge and the 

easier it is to develop knowledge and technology 

that have an impact on improving one's well-

being. Respondent’s jobs are categorized as 

working and not working. In table 5 the results 

obtained from the work characteristics of 

respondents working as many as 12 people 

(84%). Research respondents were 

predominantly employed compared to non-

working respondents. 

The results of the analysis before health 

education on malaria obtained data that before 

malaria health education was conducted there 

were 7 people (28%) lacking knowledge, people 

(40%) having sufficient knowledge, and 8 

persons (32%) having good knowledge. This is 

due to the lack of information regarding malaria 

clearly and completely. A piece of information 

can be obtained through printed media, 

electronic media, and health education to health 

workers.11 Meanwhile, the results of the analysis 

after health education on malaria obtained data 

that there was 1 person (4%) who has sufficient 

knowledge and 24 people (96%) who have good 

knowledge. This shows that there is a significant 

increase in society’s knowledge. Knowledge is 

the result of knowing that occurs after someone 

senses a certain object. Sensing occurs through 

the five human senses such as smell, sight, 

hearing, feeling, and touch. Most of the sensing 

is obtained from the eyes and ears. Knowledge 

generally comes from experience and 

information conveyed by teachers, parents, 

friends, and the mass media. 

Based on the results of the study note, 

that there are differences in knowledge before 

and after malaria health education with the p-

value = 0.00 which indicates that there are 

significant differences between before and after 

health education about malaria. The results of 

the analysis of the median value of knowledge 

about malaria showed a significant difference 

(P-value <0.05) between before and after health 

education. The median value of society's 

knowledge before and after health education 

about malaria is 66.7 to 100. 
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According to Notoatmodjo (2003) 

factors that influence a person's level of 

knowledge consist of internal factors such as 

age, education, work, and external factors such 

as the environment and social culture. Another 

supporting factor is the education of BOM 

agents who at least graduate from junior high 

school will facilitate the information retention 

process. Employment was dominated by 

respondents who did not work in both of these 

studies. External factors that affect the 

environment and social culture. BOM agents 

have a desire to develop and an open attitude 

towards information. This includes socio-cultural 

factors that influence knowledge. The health 

education process uses methods and media as 

a means of delivering messages and health 

information. Its function is to instill new 

knowledge, opinions, concepts, and habits.12 

Lecture, simulation, and demonstration methods 

in health education at BOM agents support the 

portrayal of the process of occurrence of events 

so that they can be better understood in fact, this 

is the following research.13 The lecture method 

has advantages that can be applied to both 

highly educated and low-educated targets, this 

is following Sukajaya Lempasing villagers who 

have variations in educational levels. 

CONCLUSION 

There is a significant difference between the 

knowledge of the Suka Jaya Lempasing Village 

community before and after malaria health 

education with p-value (0,000) <α (0.05). It is 

recommended that further research be carried 

out regarding the relationship of knowledge with 

people's attitudes and behavior and their effects 

on malaria rates. 
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