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Our Story  

Our story begins in 1919, when Eglantyne Jebb launched the Save the Children 
Fund in London in the wake of World War I, which soon becomes the first global 
movement for children.  

An outspoken champion for children, Jebb drafts the historic Declaration of the 
Rights of the Child, adopted by the League of Nations in 1924. The drafts then 
adopted by UN in 1989 as the UN Convention on the Rights of the Child. It 
becomes the most universally accepted human rights treaty in history. 

In Indonesia, Save the Children has been operating since 1976. In 2014, Yayasan 
Sayangi Tunas Cilik emerged as a local entity from Save the Children in Indonesia. 
It has been registered as a local entity through the Decree of the Indonesia Minister 
of Law and Human Right.  

Yayasan Sayangi Tunas Cilik is a part of Save the Children global movement 
working in 120 countries across 6 continents. 
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Our vision is to build a world where every child attains the right to survival, 
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Our vision is to inspire breakthroughs in the way the world treats children and to 
achieve immediate and lasting change in their live. 
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Who We Are 

A national organization that exist to serve the needs of and advocate for the rights 
of the most deprived children, through delivery of life saving interventions and 
ensuring a safe environment for children to grow, learn and play. 

Keyword: #advocacy #childhood pneumonia #holistic issues #community 
mobilization #coalition building #technical expertise #humanitarian  
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Foreword 

Chairperson Yayasan Sayangi Tunas Cilik 

 

Childhood pneumonia is the single largest infectious cause of death 
for children under the age of 5 worldwide, causing an estimated 
880,000 annual child deaths in 2016, or 1 child death every 36 seconds 
globally. In Indonesia, it is the second largest cause of death for 
children under the age of 5. The East Nusa Tenggara province has the 
highest prevalence of pneumonia in Indonesia, whereas West Java 
province has a similar rate with the national prevalence rate. 
Childhood pneumonia is actually a preventable disease, it can be 
prevented with simple interventions, and treated with low-cost, low-

tech medication and care, but yet deaths are falling more slowly than other infectious 
killers and we are off track to achieve SDG3 and end preventable child deaths by 2030. 
 
The Health sector cannot work alone to overcome this killer disease, partnership is a key 
pillar of the strategy if we want to make a change and reverse the global trend of deaths, 
and it means working with other non-health partners, key stakeholders and the wider 
ecosystem.  As written in the document published by WHO and UNICEF in 2013, the 
Global Action Plan for the Prevention and Control of Pneumonia and Diarrhoea (GAPPD), 
which is supported by various global research, the PROTECT-PREVENT-TREAT is used 
as the framework for that collaborative work.   
 
To strengthen the current picture of childhood pneumonia situation, Yayasan Sayangi 
Tunas Cilik, a national foundation that serves the needs of and advocates for the rights 
of children, conducted a Situational Analysis of the Childhood Pneumonia as contribution 
of our organization to provide updated analysis for better actions to address pneumonia. 
The main findings of the research show that there are various perceptions of pneumonia 
among community and health providers. Lack of information on childhood pneumonia, 
both from the puskesmas and other institutions, contributes to this misperception. This 
level of awareness contributes to the health seeking behavior of the children’s caregivers 
and provides guidance on how CSOs can add value and fill in the existing gaps from other 
actors.   
 
The research includes participation from various components of the community (non-
government organizations (NGOs), cadres, professional organizations), the government 
(ministry of health, province and regency-level health offices, ministry of public works and 
public housing, and vaccine manufacturers), and health care providers (community health 
centres and hospitals) and was conducted in Jakarta, Bandung Regency (West Java 
Province), and West Sumba Regency (East Nusa Tenggara Province).  Yayasan Sayangi 
Tunas Cilik would like to thank the Research Team of Faculty of Nursing, University of 
Padjajaran, Bandung, Health Polytechnic Institute of Kupang, East Nusa Tenggara, and all 
parties involved in the process to produce this research.   
 
Jakarta, January 2019 

 
Selina Patta Sumbung 
Chairperson Yayasan Sayangi Tunas Cilik 
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Foreword 
 

Dean Faculty of Nursing Universitas Padjadjaran 
       
 
   

Yayasan Sayangi Tunas Cilik as a partner of Save the 
Children conducted research collaboration with Research 
Centre of Faculty of Nursing Universitas Padjadjaran in 
collaboration with Politeknik Kesehatan Kupang, East Nusa 
Tenggara to see the policy gaps and program 
implementation on childhood pneumonia.  The work using 
Protect-Prevent-Treat Framework as used in the GAPPD 
document published by WHO & UNICEF in 2013.  

 
Based on results of this study there were barriers that threaten pneumonia 
prevention and response exist and it requires multi-stakeholders collaboration. 
Practical, and affordable interventions and recommendation set out in this report 
provide a roadmap for policies and programs that could save many young 
Indonesian children lives between now and for the future. This is a good moment 
of opportunity for Indonesian government to demonstrate their commitment to 
achieve the Sustainable Development Goal on ending preventable child deaths by 
2030 in Indonesia. Children die from pneumonia because failure of prevention, 
accurate diagnosis and treatment. Therefore, it is crucial to underscore the critical 
importance of universal health coverage. Strengthening health systems is also 
important.  
 
Hopefully this result can help many parties in managing childhood pneumonia and 
at the end will contribute to the under-5 childhood morbidity & mortality.  
 

 
Henny Suzana Mediani, BN, MNg, PhD 
Dean Faculty of Nursing Universitas Padjadjaran 
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Executive Summary 
 
Background Pneumonia is a serious infectious in the lung, particularly the alveoli that 
is usually caused by a bacteria or virus. Children under the age of five are especially at 
risk of developing pneumonia and it is one of the leading cause of child death in 
developing countries, including Indonesia. In response, Indonesia’s Ministry of Health 
has had issued some policies and regulations. Various international organizations have 
developed guidelines to prevent and control pneumonia, such as the World Health 
Organization and United Nations Children's Fund UNICEF) with its 2013 document 
called “Global Action Plan for Pneumonia and Diarrhoea” (GAPPD)h. The document 
emphasizes three overarching approach for pneumonia, Protect-Prevent-Treat. After 
various related initiatives have been launched by the Indonesian Government and yet, 
childhood pneumonia prevalence in 34 provinces continue to fluctuate with more than 
half having a childhood pneumonia prevalence above the national average of 18.5. East 
Nusa Tenggara has one of the highest childhood prevalence of pneumonia in Indonesia, 
more than twice that of the national average of 38.5. This study aims to 
comprehensively review childhood pneumonia programs on policies, program 
implementation, and related factors of child pneumonia in Indonesia. The findings from 
this study will generate a set of recommendations that may serve as a reference in the 
development of efforts to reduce the morbidity and mortality associated with 
childhood pneumonia in Indonesia  especially for two districts in Bandung and West 
Sumba. 
 
Methods This study utilizes a concurret triangulation mixed-method design. With 
this design, limitations of using quantitative and qualitative methods alone are 
minimized. The qualitative aspect of the study involves 66 participants from various 
components of the community (Non-Government Organizations (NGOs), cadres, 
professional organizations), the government (ministry of health, province and regency-
level health offices, ministry of public works and public housing, and vaccine 
manufacturers), and health care providers (community health centers and hospitals). 
The quantitative aspect of the study included families with a history of pneumonia 
(n=90) and families with a high risk of pneumonia (n=271). The study was conducted 
in Jakarta, Bandung Regency (West Java Province), and West Sumba Regency (East 
Nusa Tenggara Province). Qualitative data were collected through interviews and 
quantitative data were collected through a survey. Data were analyzed and findings 
were organized into a narrative and tables. 
 
Results The quantitative findings include the following: socio-demographic 
characteristics of the respondents (e.g. children’s social, health and development 
characteristics; families’ social economic characteristics; housing and environmental 
conditions), access and utilization of health facilities, knowledge, attitudes and 
practiced behavior surrounding pneumonia, and other factors associated with 
childhood pneumonia. The qualitative study found five main themes among the various 
perceptions of pneumonia among community and health providers: knowledge, 
attitudes, and behaviors related to pneumonia; access and utilization of health services; 
the roles of civil society in preventing childhood pneumonia; and barriers in preventing 
and implementing the childhood pneumonia programs. The integrated findings from 
mix methods approaches are presented in four main sections, including pneumonia 
policy and regulations, program implementations, the roles of CSOs in preventing 
pneumonia, and risk factors. 
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Discussion The analysis of policies and regulations on pneumonia shows that 
Indonesia already has policies, regulations, and guidelines that are in line with the 
WHO’s guideline. The existing policy and regulation guide the governance of primary 
health services at local level. However, there is a gap with regards to follow-up and 
aftercare guidelines. While monitoring of past pneumonia patients could be potentially 
important to prevent pneumonia recurrence, such a procedure does not exist. There 
is also no mechanism that guides communication between hospitals and PHCs on 
monitoring discharged patients. Since pneumonia program is administered under the 
guidance of the Directorate General of Public Health and Directorate General of 
Disease Prevention and Control (Ditjen P2PM) whereas the case outreach is 
administered by the Directorate General of Public Health (Ditjen Kesmas) through 
Maternal and Child SubDirectorate (KIA) it is necessary to develop a clear control 
mechanism agreed by the two parties to assure the implementation of services and 
recording’ standards. This study shows that the prevention and treatment of 
pneumonia programs have been implemented but they are still limited. A limited 
budget for health promotion and illness prevention of childhood pneumonia programs 
was reported by the majority of participants, including by cadres, primary health 
center’s health professionals, and government officers from districts and provinces. 
Health budgeting has an impact on the quality and performance of human resources, 
program implementation, and program monitoring and evaluation. Accreditation is 
implemented to monitor and evaluate service quality, facilities, and management. 
However they provide a limited evaluation of health personnel capacity. There is 
limited government cooperation with Community Service Organizations (CSO) in 
preventing and controlling childhood pneumonia. Knowledge on pneumonia as a 
disease as well as prevention and response are still lacking. Government policies on 
health insurance (BPJS: Health Social Security agency in Indonesia), many issues were 
identified within this realm, especially on points of administrative requirements. The 
BPJS reimbursement system poses risks to the quality of services provided in hospitals 
as it is prone to delays.  
 
Conclusion and Recommendations Barriers that threaten pneumonia prevention 
and response exist and it requires collaboration of inter-sector and inter-profession   
to overcome them. There is a need for advocacy to develop control and coordination 
mechanisms to enhance pneumonia services and patients’ monitoring program after 
hospitalization. Additionally, an integrative data platform where multiple health 
institutions such as private clinics, hospitals, PHCs, and health offices at the district, 
province, and national levels can converge is also important to develop. Improving 
pneumonia-related knowledge among health professionals, communities, cadres and 
NGOs are crucial. Capacity improvement among health personnel and cadres is 
urgently needed because they work at the front lines in serving communities.  It is 
crucial to advocate for budgetary increases for health promotion and training as one 
of the strategies to prevent pneumonia. There is also a need to promote more 
substantial partnership between the government and CSOs. CSOs exhibit high 
commitment to participate in the development of Indonesia’s health sector and are 
active in prevention and control measures surrounding childhood pneumonia. There 
should be room for flexibility regarding the BPJS referral regulation and administration 
in a province of many islands such as East Nusa Tenggara so that access to health 
services can be improved. The results of this study inform several gaps in research 
that require more accurate and in-depth assessments.  Several research topics that 
may be useful to support the prevention and control programs of childhood 
pneumonia.  
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The aim of this report is to provide the results and recommendations 

generated from the Situation Analysis on Child Health Advocacy – Pneumonia 

research project. This project was initiated by YSTC as a partner of SC, which 

plans to launch the child health initiative program focused on pneumonia 

protection, prevention and treatment in 2018. The general aim of the study is to 

uncover a comprehensive view of Pneumonia regulations, programs and their 

implementation in Indonesia. This report includes an introduction, literature 

review of pneumonia amongt under-five children in Indonesia, methods, findings, 

discussion, conclusion, and recommendations.  This study focuses on two regions 

in Indonesia: the Bandung Regency of West Java and the Sumba Barat Regency of 

East Nusa Tenggara (ENT).  

 

INTRODUCTION 
Children under five years of age are part of a population that is of a 

considerably higher risk of developing severe diseases, including Pneumonia. 

Pneumonia is one of the most common causes of death among children under 

five years old in the world, including Indonesia (Kementrian Kesehatan Republik 

Indonesia, 2016; World Health Organisation, 2013). Pneumonia is an acute 

respiratory infection caused by bacterial, viral, or fungal infection that affects the 

lungs—particularly the alveoli. The alveoli are small sacs in the lungs that fill with 

pus or fluid in children with pneumonia, resulting in breathing difficulties, painful 

breathing, limited oxygen intake, and ultimately a high risk of death (World 

Health Organisation, 2016).  

The high mortality rate caused by pneumonia in the world encouraged 

international institutions such as WHO, UNICEF, and Save the Children to 

develop guidelines that focus on prevention, protection, and treatment of 

pneumonia. (The Save he Children Fund, 2017; United Nations Children’s Fund, 

2016; World Health Organisation, 2013). Since 1984, the Ministry of Health of 

the Republic of Indonesia has developed programs that focus on family-based 

promotion and preventive efforts, and the strengthening of pneumonia 

management, including diagnosis and treatment (Kementerian Kesehatan 

Republik Indonesia, 2016).  The Integrated Management of Childhood Illness (IMCI) 



2#EveryLastChild #StopPneumonia

exists to guide screenings for childhoord pneumonia. Despite prevention efforts, 

pneumonia prevalence remains high in Indonesia with 20 out of 34 provinces 

having a prevalence higher than the national average. One of these provinces is 

East Nusa Tenggara, where the prevalence of pneumonia is more than twice that 

of the national prevalence (Badan Penelitian dan Pengembangan Kesehatan, 

Kementerian Kesehatan RI, 2013). Riskedas (2013) data found that the prevalence 

of pneumonia in Indonesia had increased from 2.1 % in 2007 to  2.7 % in 2013. 

Based on the state of childhood pneumonia in Indonesia, it is necessary to 

analyze various aspects related to prevention and control of pneumonia which 

include: 

1. What are the stakeholders' views on childhood pneumonia?. 

2. How are pneumonia prevention programs’ policies and regulations 

implemented at the health services level?.  

3. How funding is allocated for prevention and control of childhood pneumonia? 

4. How is the management of information systems related to documenting and 

reporting of child pneumonia cases? 

5. What are the risk factors that can be associated with the incidence of childhood 

pneumonia among toddlers? 

 
Those five aspects are part of the three main keys to preventing and 

controling childhood pneumonia, them being Protect, Prevent, dan Treat. There 

remains a lack of comprehensive studies on childhood pneumonia in Indonesia 

that include data, regulations, and risk factors and this intensifies the threat 

pneumonia poses to the health of Indonesian children. This study aims to address 

Pneumonia regulations, program implementations, and the risk factors of 

childhood pneumonia along the lines of protection, prevention, and treatment. In 

doing so, we utilized a strategy to reach the most marginalized communities and 

people and will present advocacy opportunities and recommendations. The study 

is aimed to provide recommendations based on analysis generated at the national 

and sub-national levels that may inform program development and advocacy to 

reduce morbidity and mortality rates for childhood pneumonia in Indonesia.  
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Pneumonia among under-five children in Indonesia 
 
Mortality and Morbidity of Pneumonia in Indonesia 

 

 

 

 

 

 

 

 

 

 

 

 

Worldwide, pneumonia is a major cause of death among children under five 

years old. According to the World Health Organization (World Health 

Organisation, 2016), 16% of child deaths were caused by pneumonia; two under-

five children die of pneumonia every minute. 99% of child deaths caused by 

pneumonia occur in developing countries, including Indonesia. 

 

 
                      Riskesdas (2013) 

  
Figure	2.	Prevalence	of	Pneumonia	in	Indonesian	provinces	in	2013	

Figure	1.	Prevalence	of	Pneumonia	worldwide		

Source:	UNICEF,	2015	
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Similar to international trends, pneumonia is one of the leading causes of 

under-five child deaths (15.5%) in Indonesia. Pneumonia case rates have increased 

from 2.1% to 2.7% between 2007 and 2013 (Badan Penelitian dan Pengembangan 

Kesehatan, 2013). In response, the Indonesian government has intensified 

pneumonia programs in order decrease incidence in Indonesia since 2011 

(Kementrian Kesehatan Republik Indonesia, 2010, 2011); but it has become evident 

that not all parts of Indonesia have been reached equally. Some provinces such as 

Aceh, Bangka Belitung, and East Nusa Tenggara continue to exhibit pneumonia 

prevalence higher than the national average. 
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factors of increasing pneumonia cases have been established. There is a possibility 

that the prevalence in ENT is higher than the actual percentage as ENT had very 
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Figure 4 shows that coverage fluctuated: The coverage was 18% in 2011, which 

then slightly increased to 19.2% and 19.3% in 2012 and 2013, and then significantly 

decreased to 4.94% in 2015. None of the reports established a cause of the 
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studies were found to assess the factors and causes of the high prevalence of 
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were 214 cases of pneumonia-related child deaths in 2016. The distribution of 

pneumonia cases in Bandung district is presented in figure 7. 
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Figure 7 shows that there were 16.889 cases of pneumonia from 32 PHCs in the 

Bandung district. The highest numbers were found in the regencies of Nagrek (404 

cases), Banjaran (394 cases), and Ciparay (381 cases) (Profile of Health Service 

Regency of Bandung, 2016). The three areas exhibited related environmental risk 

factors such as high levels of air pollution from factories and vehicles. 

According to the Acute Respiratory Infection Prevention and Control (P2-

ISPA) program in 2016, the coverage of new pneumonia cases fell short of the 

national target. Figure 8 shows that the coverage of new pneumonia cases among 

under-fives between years 2011 to 2015 were far below the national target. No 

clear cause was identified to explain this shortcoming. Some explanations about 

this conditon could be due to a lack of reporting and valid data either from PHCs 

or hospitals on pneumonia in Indonesia or  that health professionals at PHCs had 

not been trained in the methods of reporting as developed by the MoH. Several 

actions were carried out to improve the pneumonia reporting data among under-

fives. However, the health data—especially the latest updates of the health 

situation—were either difficult to access, inaccessible, or were not provided. 

There is a need for comprehensive data on pneumonia and accessible data. Clearer 

data surrounding pneumonia would be useful to institutions or organizations that 

intend to participate in improving children’s health. 
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Figure7.	The	10	highest	case	of	Pneumonia	in	Bandung	district	(2016)	
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Risk factors of Pneumonia  
a. Nutritional status 

In developing countries, several nutritional factors are strongly correlated to 

pneumonia cases and mortality by pneumonia among under-fives. In fact, 

nutritional status is a strong predictor of under-fives’ overall health status. 
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tissue to infection (Gibbons, 2013). A study in Indonesia confirmed that under-
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Nurhaeni, & Gayatri, 2012.).  
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making it difficult to detach nutritional status from parenting and the other 

aforementioned factors. A 2011 study on nutritional status in East Nusa Tenggara 

concluded that low nutritional status in the province is a byproduct of parents’ 

preference to give their infants a bare rice diet (without protein). This preference 

restricts many under-fives in East Nusa Tenggara to carbohydrates and away from 

other nutrients (Riyadi, Martianto, Hastusi, Damayanthi, & Murtilaksono, 2011). 

 

 

Figure	8.	Finding	cases	of	Pneumonia	in	under	5	years	from	2011	to	2015	
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d. Conditions of poverty 

Family social economic status is a factor that has been consistently regarded 

as a significant predictor of childhood pneumonia. Cross-culture studies in Asian, 

African, and Latin American regions found strongs association between family 

poverty and both child pneumonia risk and severity (Bedford & Sharkey, 2014; 

Ibraheem, Johnson, & Abdulkarim, 2014; Muhsin, 2014; Nguyen et al., 2017; Pina, 

Moraes, Freits, & Mello, 2017). Available studies highlighted that poverty results in 

several vulnerable conditions that could increase the risk of pneumonia. Poverty 

may mean a lack of income to afford a sufficient quantity and quality of food, leading 

to malnutrition and the inability to access health services that prevent treatment 

for children; or poverty-related situations like low education, lack of knowledge, 

improper housing and sanitation, lack of access to clean water, and crowded 

housing that could also increase the risk of childhood pneumonia (Nguyen et al., 

2017; Tiewsoh et al., 2009; Zeng et al., 2013.).  

 However, available studies vary in defining poverty, which potentially leads 

to finding biases. Some studies refer to self-reported income or consumption 

expenditure while others use special instruments that cover both income and 

other social-economic indicators to categorize the social-economic status of the 

family. In many developing countries, where a large amount of the population relies 

on subsistence agriculture or less formal livelihoods, objective and reliable 

measures of income are not always available. Therefore, in addition to income, the 

use of other indicators including household possessions, dwelling site, or service 

areas could be better in measuring the conditions of poverty (Wonodi et al., 2012). 

 

e. Gender, gender norms and women’s empowerment  

 Several studies found that under-five boys are at higher risk of experiencing 

pneumonia than girls (Bari, Siddiqui, Alam, & Hossain, 2007; Muhsin, 2014.; 

Puspitasari & Syahrul, 2015.). Medical explanations on the greater risk of 

pneumonia among boys are not available, although, socio-cultural explanations link 

them to gendered rearing practices. In many societies, boys are perceived as 

physically stronger and more immune to diseases than girls and this, in turn, may 

affect rearing behavior in which boys are given more opportunities to explore a 

wider range of physical sites and possibly increase their exposure to risk factors 

 

b. Exclusive Breastfeeding   

According to the lactation management manual (2010), exclusive 

breastfeeding is breastfeeding without any other foods or drinks. Low 

breastfeeding rates contribute to pneumonia cases (Cesar, Victora, Barros, Santos, 

& Flores, 1999). Breast milk contains immunoglobulin which protects infants from 

bacteria and viruses. The main element of breast milk that strengthens infants’ 

immune system is whey protein. This whey protein contains lactoferrin, secretory 

IgA, lysozymes, and bifidus factor—which ultimately protect breastfed infants 

better than their non-breastfed counterparts (Kisah & Paroki, 2008). Another 

study in Indonesia revealed that breastfeeding decreased pneumonia cases among 

under-fives (Hartati et al, 2012). In addition, length and duration of exclusive 

breastfeeding have positive association to pneumonia cases among infants (WHO, 

2016).   

 

c. Environmental factors  

The environment has a significant effect on under-fives’ health. Under-fives, 

frail and with imperfect immune systems, are at high risk of diseases like 

pneumonia. Environmental factors are associated with the development of 

pneumonia among under-fives: indoor and outdoor air pollution (Smith et al., 2011; 

Phung et al., 2016), cigarette smoke exposure (Sonego, Pellegrin, Becker, & 

Lazzerini, 2015; Vanker et al., 2016), overcrowding (Bhatt, Paul, & Gulati, 2018), 

and poor sanitation (Chang et al., 2018).  Reduction of household air pollution 

with improved stoves has been shown to reduce severe pneumonia.  Safer and 

more efficient energy in the home prevents burns, saves time and fuel costs, and 

contributes to better development opportunities. (Smith KR, McCracken JP, Weber 

MW, Hubbard A, Jenny A, Thompson LM, Balmes J, Diaz A, Arana B, Bruce N. Effect of reduction 

in household air pollution on childhood Effect of reduction in household air pollution on childhood 

pneumonia in Guatemala (RESPIRE): a randomized controlled trial. Lancet, 2011; 378:1717-1726) 
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et al. (2008) posed that delayed treatment increases the severity of illness that can 

lead to a child’s death. 

Both internal and external factors play roles in the access to health facilities. 

Cross-culture studies in developing countries in Asia, Africa, and South America 

commonly find that financial constraints, lack of knowledge, long distance to reach 

health facilities, geographical constraints, poor transportation facilities, and unequal 

distribution of health services across areas often work in combination in 

preventing families from bringing in their children to receive early and effective 

medical treatment (Ferdous et.al, 2014; Bedford, 2014). For example, a 

community-based survey with 3.327 households and 5.249 under-six-years-old 

children in the Philippines found that long travel periods to health facilities were 

significantly associated with the occurrence of pneumonia-like episodes and lower 

hospital care-seeking by the families for their children who suffered from a severe 

pneumonia-like episode (Kosai et al., 2015).  Mulholland et al. (2008) predicted 

that child pneumonia and risks for pneumonia will be continuously higher in rural 

or remote areas where health services are limited compared to their urban 

counterparts.  

 Among the suggested strategies to improve access to health facilities are the 

provision of mobile clinics for hard to reach populations and more even 

distribution of fixed community-based health services (Checchi, 2012; Kosai et al, 

2015). Referring to the context of low-income countries where health facilities are 

often inadequate, studies suggest improved utilization of skilled community health 

workers as a mean to increase access to health care, especially in the prevention 

and early treatment of childhood pneumonia. Empowerment and capacity building 

of community health personnel should be given consideration as well (Aftab et al., 

2018). Existing studies have only discussed the influence of health facility practices 

and policies on population access and utilization of health services to a limited 

extent. More studies are needed to examine the readiness and effectiveness of 

health service facilities in providing good quality, risk-minimizing care for. Findings 

from studies in Bangladesh, Kenya, Nigeria and Niger indicated that institutional 

constraints such as long waiting times, complicated procedures, limited reliable 

drug stocks, lack of trust in health services, poor communication between health 

personnel and patients, and the limitation of services at the health services are 

such as air pollution within and outside the house. Further studies are indeed 

needed to provide more valid explanations on the association.  

In other instances, gender norms and women’s status are noted as predictors 

of childhood pneumonia (Bedford et al., 2014). Studies found that women’s social-

economic status was associated with child and family health because in many 

societies women (mothers) are the primary caregivers for their children and family. 

A study in Nigeria found that children who experienced severe pneumonia are 

more likely to come from families where the mothers are younger and less 

educated. This may relate to help-seeking behavior as younger and less literate 

mothers tend to not consider the urgency of implementing preventive measures 

and seeking proper and immediate health care to treat their children (Ibraheem et 

al., 2014.).  Other studies pointed out that mothers’ lack of power to make 

decisions in the reproductive dimension, including when and how often they want 

to get pregnant and childcare practices, serve as risk factors. In addition, women 

are burdened with taking care of children and yet have very limited say in making 

important decisions and managing money. A study in Bangladesh highlighted that 

although mothers wanted to bring their child to the hospital for pneumonia 

treatment, their suggestion was neither appreciated nor supported and thus the 

children were not treated properly (Ferdous et al., 2014.). Other studies suggested 

that high parity and frequency of child birth were associated with child pneumonia 

(Pina et al., 2017). Additionally, the norms that link masculinity and smoking are 

factors for the widespread and accepted practice of smoking among male adults, 

often within the households, that result in other family members becoming passive 

smokers. Exposure to cigarette smoke has been consistently cited as a predictor 

of childhood pneumonia (Bari et al., 2007).   

 

f. Access to health facilities 

 Access to health facilities is a key factor in preventing and treating 

childhood pneumonia.  Studies found that access to health facilities was a strong 

determinant of health seeking behavior. When health facilities are not easily 

accessible, the parents or families are discouraged to bring sick children to 

hospitals or primary health care centres, resulting in delayed treatment. Mulholland 
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Preventing and Controlling Pneumonia in Indonesia 

The high mortality and morbidity of pneumonia among under-fives in the 

world prompted the WHO and other organizations such as UNICEF and the Save 

of the Children Foundation to establish pneumonia-specific programs, methods, 

and strategies (The Save The Children Fund, 2017; United Nations Children’s 

Fund, 2016; World Health Organisation, 2013). Each organization releases 

programs and strategies that can be used globally, especially in developing 

countries. The main focus of the pneumonia program consisted of three core 

activities: protecting, preventing, and treating children with pneumonia. The 

integration of pneumonia control programs from three international organizations 

are presented in table 1. 

Table 1.  Guidelines for the Pneumonia control programs   

Protect Prevent Treat 

Objective: 
Establishing good health 
and practices for children 
from birth 
 
Programs 
1. Exclusive 

breastfeeding 
2. Adequate nutrition 
3. Vit A supplement 
4. Equity between rural-

urban, low-high level 
economy in services 

5. Strengthen country 
health policies 

6.  Community 
empowerment: 
Cadre, professionals, 
families with risks of 
Pneumonia, CSO 

7. Academic research 

Objective: 
Preventing children from 
Pneumonia 
 
 
Programs 
1. Vaccines 
2. Medicines 
3. Drinking and 

sanitation 
4. Handwashing with 

soap 
5. Reducing household 

and air pollution 
6. HIV protection 
7. Strengthen country 

health policies 
8. Community 

empowerment: 
Cadre, professionals, 
families with risks of 
Pneumonia, CSO 

9. Academic research 
 

Objective:  
Treating children who 
severe with 
Pneumonia 
 
 
Programs 
1. Health Insurance 
2. Accessibilities to 

health facilities 
3. Facilities in health 

services 
4. Strengthen 

country health 
policies 

5. Supply and 
distributions of 
Pneumonia drugs 

6. Community 
empowerment: 
families with 
Pneumonia 

7. Academic 
research 

Sources: (The Save The Children Fund, 2017; United Nations Children’s Fund, 2016; World Health 
Organisation, 2013) 

  

among the barriers to the utilization of services (Ferdous et al., 2014; Bedford et 

al., 2014). Meanwhile, comprehensive child health care that includes nutrition 

status monitoring, immunization, pre-natal care, and care for prevalent illnesses 

can play an important role in reducing hospitalization from pneumonia (Pina et al., 

2017).  

 

g. Knowledge, attitudes and practice toward pneumonia 

 Studies pointed out that the knowledge, attitudes and practices 

surrounding childhood pneumonia affect the occurrence and severity of child 

pneumonia. The inability to detect signs of pneumonia and inappropriate or 

harmful health practices (e.g. use of traditional or over the counter medicine, poor 

nutritional practices) may prevent proper health care-seeking behavior. Bruce at 

al. (2014) found that the mother’s perception of pneumonia severity was 

associated with the seeking of formal health care. Furthermore, a study in rural 

Bangladesh found that the tendency to not perceive pneumonia as a serious illness, 

the lack of knowledge about the severity of childhood pneumonia, and the lack of 

support and assistance from other family members to bring children to the hospital 

were among the factors that prevent parents from having their sick children 

receive medical care on time (Ferdous et al. 2014). A study in Pakistan found that 

delay to seek medical treatment was related to the inability of caregivers to 

recognize the symptoms of childhood pneumonia and prolonged practice with 

traditional remedies (Aftab, 2018).  

Available studies currently cover women as caregivers, reflecting the 

acceptance of justifying gender segregation that place childcare responsibilities on 

women. As indicated earlier, gender dynamics can be a barrier for effective 

prevention and treatment of children with pneumonia, partly due to the 

subordinate position of women as caregivers or men’s privilege to smoke. More 

studies need to pay attention to the role of primary health care, community health 

care, and other community-based social organizations in transforming the 

knowledge, attitudes and practice of the community with respect to childhood 

pneumonia dynamics. 
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al., 2014). Meanwhile, comprehensive child health care that includes nutrition 

status monitoring, immunization, pre-natal care, and care for prevalent illnesses 

can play an important role in reducing hospitalization from pneumonia (Pina et al., 

2017).  

 

g. Knowledge, attitudes and practice toward pneumonia 

 Studies pointed out that the knowledge, attitudes and practices 

surrounding childhood pneumonia affect the occurrence and severity of child 

pneumonia. The inability to detect signs of pneumonia and inappropriate or 

harmful health practices (e.g. use of traditional or over the counter medicine, poor 

nutritional practices) may prevent proper health care-seeking behavior. Bruce at 

al. (2014) found that the mother’s perception of pneumonia severity was 

associated with the seeking of formal health care. Furthermore, a study in rural 

Bangladesh found that the tendency to not perceive pneumonia as a serious illness, 

the lack of knowledge about the severity of childhood pneumonia, and the lack of 

support and assistance from other family members to bring children to the hospital 

were among the factors that prevent parents from having their sick children 

receive medical care on time (Ferdous et al. 2014). A study in Pakistan found that 

delay to seek medical treatment was related to the inability of caregivers to 

recognize the symptoms of childhood pneumonia and prolonged practice with 

traditional remedies (Aftab, 2018).  

Available studies currently cover women as caregivers, reflecting the 

acceptance of justifying gender segregation that place childcare responsibilities on 

women. As indicated earlier, gender dynamics can be a barrier for effective 

prevention and treatment of children with pneumonia, partly due to the 

subordinate position of women as caregivers or men’s privilege to smoke. More 

studies need to pay attention to the role of primary health care, community health 

care, and other community-based social organizations in transforming the 

knowledge, attitudes and practice of the community with respect to childhood 

pneumonia dynamics. 
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Pneumonia since 2010 (Ministry of Health of the Republic of Indonesia, 2010). The 

module described in detail actions to prevent and treat pneumonia especially in 

the community and PHC services. The content includes practical interventions 

related to pneumonia, such as guidelines in assessing children's coughs and 

breathing, classifications of signs and symptoms by age, treatment decisions and 

referrals counselling for mothers with pneumonia, follow-ups with patients or 

home visits by health workers, and applications of the module in PHC settings. 

The module also provided guidelines related to reporting and recording, 

identification of logistics, and provision of formulas to calculate the estimated 

incidence of pneumonia per year. This serves as a practical guideline in preventing 

pneumonia well,but is limited to the PHC setting. No module currently exists for 

patients, families, or other members of society. If families’ or other societal 

components’ involvement and roles were clearly written in a module, it may 

encourage them to participate in preventing pneumonia and remind health 

workers that social support is part of the health system.  

The Ministry of Health strengthens pneumonia guidelines by realising policies 

and regulations legally authorized by the president of Indonesia or the ministry of 

health itself. The legal policies and regulations relate to the responsibilities, roles, 

and functions of health services, government, and society in prevention of 

pneumonia and its risk factors. The Minimum Health Service Standards are 

regulated in the MoH regulation No. 43 released in 2016; Exclusive Breastfeeding 

is specified in government regulation No. 33 released in 2012; and Community 

Empowerment and Participation in Health Development is regulated in MoH 

regulation No. 65 released in 2013 (other government policies and regulations 

attached). The Indonesian MoH has produced various health policies and 

regulations that proven by the legislative. However, these regulations have not 

been optimally socialized, resulting in limitations of society’s participation in health 

development. Additionally, pneumonia guideline programs in Indonesia are 

outdated and lack points on preventing pneumonia based on the latest WHO 

guidelines. The MTBS program was effective in increasing the coverage of 

pneumonia services and prevention,but was not mentioned in the revised ARI 

guidelines.  

The latest guidelines on pneumonia control programs from the WHO and 

UNICEF (Integrated Global Action Plan for the Prevention and Control of 

Pneumonia and Diarrhoea or GAPPD) were adopted by many countries, especially 

developing countries with high pneumonia rates such as Kenya, Senegal, 

Bangladesh, Sudan, and Rwanda (Qazi et al., 2015). Although pneumonia control 

guidelines have been developed by the Ministry of Health in Indonesia, programs 

have not yet been updated as GAPPD programs (Ministry of Health of the Republic 

of Indonesia, 2010, 2011, 2016). Pneumonia control guidelines in Indonesia have 

been developed since 1984 as part of the ARI Infection Control program, with the 

latest revision being released in 2016 (Ministry of Health of the Republic of 

Indonesia, 2016). The main content of the ARI control program in Indonesia is 

quite similar to the WHO’s; however, Indonesia focuses on two specific 

approaches of family and health service-strengthening. The family approach 

includes health promotion and illness prevention activities, while the health 

services approach focuses on diagnostic and curative measures. Even though it was 

not clearly written in the component of intensification, the Indonesian pneumonia 

control program involves cross-sectoral collaboration among health services, 

regional health offices, communities, and NGOs.  

The roles of each component are described as 52 activities outlined in the 

ARI guidebook (Ministry of Health of the Republic of Indonesia, 2016). The 

activities largely cover the roles of health services and regional health offices, while 

the involvement of societal components such as communities and NGOs is limited. 

The roles of communities and NGOs were very general compared to health 

services’ and government officials’ roles. The guidelines also did not mention the 

involvement of other societal components such as health professional 

organizations, universities or professional health schools, and health volunteers in 

pneumonia prevention programs. This may lead to limited roles and participation 

of society in preventing pneumonia and might also affect their awareness of the 

disease. As a result, the study that assessed society’s roles in preventing pneumonia 

is limited despite how societal components have the potential to assist the 

government in reducing pneumonia mortality and morbidity.  

The Indonesian MoH via the Directorate General of Disease Control and 

Environmental Health (P2PL) has published a module of Standard Management of 
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Pneumonia since 2010 (Ministry of Health of the Republic of Indonesia, 2010). The 

module described in detail actions to prevent and treat pneumonia especially in 

the community and PHC services. The content includes practical interventions 

related to pneumonia, such as guidelines in assessing children's coughs and 
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incidence of pneumonia per year. This serves as a practical guideline in preventing 

pneumonia well,but is limited to the PHC setting. No module currently exists for 

patients, families, or other members of society. If families’ or other societal 

components’ involvement and roles were clearly written in a module, it may 

encourage them to participate in preventing pneumonia and remind health 

workers that social support is part of the health system.  

The Ministry of Health strengthens pneumonia guidelines by realising policies 

and regulations legally authorized by the president of Indonesia or the ministry of 

health itself. The legal policies and regulations relate to the responsibilities, roles, 

and functions of health services, government, and society in prevention of 

pneumonia and its risk factors. The Minimum Health Service Standards are 

regulated in the MoH regulation No. 43 released in 2016; Exclusive Breastfeeding 

is specified in government regulation No. 33 released in 2012; and Community 

Empowerment and Participation in Health Development is regulated in MoH 

regulation No. 65 released in 2013 (other government policies and regulations 

attached). The Indonesian MoH has produced various health policies and 

regulations that proven by the legislative. However, these regulations have not 

been optimally socialized, resulting in limitations of society’s participation in health 

development. Additionally, pneumonia guideline programs in Indonesia are 

outdated and lack points on preventing pneumonia based on the latest WHO 

guidelines. The MTBS program was effective in increasing the coverage of 

pneumonia services and prevention,but was not mentioned in the revised ARI 

guidelines.  

The latest guidelines on pneumonia control programs from the WHO and 

UNICEF (Integrated Global Action Plan for the Prevention and Control of 

Pneumonia and Diarrhoea or GAPPD) were adopted by many countries, especially 

developing countries with high pneumonia rates such as Kenya, Senegal, 

Bangladesh, Sudan, and Rwanda (Qazi et al., 2015). Although pneumonia control 

guidelines have been developed by the Ministry of Health in Indonesia, programs 

have not yet been updated as GAPPD programs (Ministry of Health of the Republic 

of Indonesia, 2010, 2011, 2016). Pneumonia control guidelines in Indonesia have 

been developed since 1984 as part of the ARI Infection Control program, with the 

latest revision being released in 2016 (Ministry of Health of the Republic of 

Indonesia, 2016). The main content of the ARI control program in Indonesia is 

quite similar to the WHO’s; however, Indonesia focuses on two specific 

approaches of family and health service-strengthening. The family approach 

includes health promotion and illness prevention activities, while the health 

services approach focuses on diagnostic and curative measures. Even though it was 

not clearly written in the component of intensification, the Indonesian pneumonia 

control program involves cross-sectoral collaboration among health services, 

regional health offices, communities, and NGOs.  

The roles of each component are described as 52 activities outlined in the 

ARI guidebook (Ministry of Health of the Republic of Indonesia, 2016). The 

activities largely cover the roles of health services and regional health offices, while 

the involvement of societal components such as communities and NGOs is limited. 

The roles of communities and NGOs were very general compared to health 

services’ and government officials’ roles. The guidelines also did not mention the 

involvement of other societal components such as health professional 

organizations, universities or professional health schools, and health volunteers in 

pneumonia prevention programs. This may lead to limited roles and participation 

of society in preventing pneumonia and might also affect their awareness of the 

disease. As a result, the study that assessed society’s roles in preventing pneumonia 

is limited despite how societal components have the potential to assist the 

government in reducing pneumonia mortality and morbidity.  

The Indonesian MoH via the Directorate General of Disease Control and 

Environmental Health (P2PL) has published a module of Standard Management of 
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Figure 9. Situational Analysis Framework 

 
Sources: Save the Children, UNICEF, WHO 

 

The framework utilizes the sun as a metaphor with its different layers of light. 

Starting from the outermost layer, the light of the sun spreads in all directions, 

describing the various sources involved in the study: communities (families, cadres, 

CSO, health professional organization), health services (Public Health Centre, and 

hospitals), and the government health regulators (the ministry of health, health 

offices in province and district levels, vaccine producer, public housing and 

residential department). These sources inform the next layers: health activities, 

behavior, and policies as part of the three core activities of protect, prevent and 

treat (PPT). In the innermost layer is the core of the sun, which corresponds to 

the core of this project’s aim to reduce childhood pneumonia morbidity and 

mortality.  

 Updated data related to mortality, prevalence and incidence of child 

pneumonia in Indonesia are limited. There is an urgent need for comprehensive 

and accessible data on pneumonia. The existence of comprehensive data may be 

useful for institutions or organizations working on improving children’s health. 

Measurement of influential factors such as nutritional status, environmental factors, 

social and economic conditions, women’s empowerment, knowledge, attitudes and 

practices surrounding pneumonia and access to health care would be beneficial. 

Existing studies were predominantly clinical and quantitative in nature and thus, 

more qualitative studies are needed, especially to explain non-clinical factors 

associated with the disease. Other gaps identified include: the lack of studies in an 

Indonesian context, inadequate research on country policies dealing with 

childhood pneumonia, limited number of studies covering health institutions’ 

capacity and performance in addressing childhood pneumonia, limited geographical 

scopes of studies (i.e. primarily rural and lacking areas), and lack of population-

based studies. Additionally, the roles of religion and culture in understanding 

childhood pneumonia has not been studied sufficiently despite their influence on 

health, especially health-seeking behavior and treatment.  

 

Theoretical Framework 

This study is guided by the Bright as The Sunshine framework. The framework was 

developed from a literature review of health reports, publications, country 

regulations, international agreements, and program guidelines (including 

pneumonia control programs) (Kementerian Kesehatan Republik Indonesia, 2016; 

The Save The Children Fund, 2017; United Nations Children’s Fund, 2016; World 

Health Organisation, 2013). 
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Meanwhile, data from families were collected in the Sumba Barat (East Nusa 

Tenggara) and Bandung (West Java) regencies. 

  Qualitative data were collected using interviews with three main sources: 

communities, the government, and health services at the national, province, district and 

sub-district levels (tables 2). Sixty six (66) participants participated in the qualitative 

interviews. They represented government, non-government, and businesses officials 

who have responsibilities in planning and implementing programs concerning 

pneumonia. The following participants were included: officials from the Mministry of 

health, health office representatives from West Java and East Nusa Tenggara provinces, 

representatives from health offices of Sumba Barat and Bandung regencies, 

administrators and providers of community and health service, NGOs that were 

involved in or ran programs responding to pneumonia, health professional organizations, 

health volunteer groups (cadres), and producers and distributors of pneumonia drugs 

and vaccines. 

 Quantitative data were obtained from two groups: families with a history of 

pneumonia and families with high risk of pneumonia living in 8 sub-districts of Bandung 

district and 7 sub-districts of West Sumba district. Families with a history of pneumonia 

were families with children who, based on data from community health centers, were 

registered as pneumonia patients within a year of the study. Meanwhile, at-risk families 

were defined as households with several risk factors that could contribute to their 

children developing pneumonia. The risk factors were theoretically driven and included 

household and environmental characteristics such as: having vulnerable socio-economic 

conditions, living in proximity to families with a history of pneumonia, having high 

exposure to indoor and outdoor pollution, living in close proximity to families who have 

children who have ever suffered from pneumonia, living in a neighbourhood with low 

sanitation standards, having children who were not adequately breastfed, and so on. 404 

respondents participated in the quantitative survey, but some cases were deleted due to 

incomplete responses, resulting in a total of 361 respondents (table 3). Of the total 

respondents, 213 were from the Bandung district and 148 from West Sumba. The 

difference in the number of respondents between the two regions relates to a number of 

factors, including geographical accessibility, population density, and culture. 

METHODS 
Research Methodology 

This study applied a mixed method design (qualitative and quantitative), using the 

concurrent triangulation design approach in which quantitative and qualitative data 

are collected simultaneously (Castro, Kellison, Boyd, & Kopak, 2010) This 

concurrent triangulation mixed-method was designed to explore the situational 

analysis of pneumonia-specific child health advocacy using various data sources to 

find empirical evidence of the implementation of programs, policies, and 

regulations relating to pneumonia in Indonesia. The advantage of this method is 

that it minimizes weaknesses associated with using quantitative or qualitative 

methods alone, thus providing richer and better understanding of the research. 

The design of this study is presented in diagram 1. 

 

 
                                        (Marshall et al., 2013) 

                                          Diagram 1. Research design 

 

Setting dan Participants 

 Both qualitative and quantitative data collection were carried out in the 

month of August 2018. Data were collected in three regions: Jakarta, East Nusa 

Tenggara and West Java provinces. Data from stakeholders were gathered from 

informants in Jakarta, Bandung City, Kupang, Sumba Barat and Bandung Regency. 
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The details of participants involved in interviews with the community, health 

professionals, and the government are described in the appendix 1.  

 

Table 3. Distribution of family respondents in Bandung and Sumba 
Barat districts 

No Settings Families with Pneumonia 
History 

Families with 
High Risk of 
Pneumonia 

1 Bandung 
District   

49 164 

2 West Sumba 
District 

41 107 

 

Instruments 

The development of data collection tools was theoretically informed by 

several theories and available tools including the Questionnaire to Evaluate 

Knowledge, Practice, and Attitudes of Population on Respiratory Diseases among 

The Children and Community Health Needs Assessment Theory (World Health 

Organisation, 2001), Multidimensional Lifestyle Instrument, and Quality of Care 

and Intervention Assessment Tools (Abildgaard, Saksvik, & Nielsen, 2016; 

McGlynn, Elizabeth, Damberg, Kerr, & Schuster, 2000; Sarrafzadegan, Rabiei, Alavi, 

Abedi, & Zarfeshani, 2011). Based on these theories and available tools, two 

instruments were developed in this study, namely a survey tool and semi-

structured interview instrument.  

The survey tool assessed six components related to children, family and 

environmental characteristics found to be associated with the risks of pneumonia 

(table 4). The instrument was pre-tested prior to field data collection to assure 

that its content and flow was understandable by the target group. Meanwhile, the 

qualitative interview mainly gathered information related to eight aspects, namely: 

a) roles of several institutions in the Indonesian health system, b) perception on 

childhood pneumonia in Indonesia and their regions, c) importance of the 

pneumonia program, d) details of how pneumonia programs deal with the 
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6. Upon data collection, interviewers asked respondents/informants for their 

contact information in case additional data would be needed.  

7. The process was concluded by giving a gift/souvenir to the 

informants/respondents. 

Quantitave Data Collection: Survey 

1. Requesting a permit for research from the Kesbangpol office of West Java 

and East Nusa Tenggara provinces, Ministry of Health, and Health Offices. 

2. Prior to data collection, trainings were conducted for the interviewers on 

the content and process of qualitative interviews. 

3. Obtaining the names and addresses of children who received treatment for 

pneumonia within the last year from the puskesmas (community health 

centre). 

4. Identifying high risk families through discussions with local community health 

agents and randomly selected them to be recruited as respondents. 

5. Communicating with community health agents about the plan to visit the 

families reach the identified families.  

6. Visiting families with pneumonia and families with a high risk of pneumonia 

accompanied by health agents. In these visits, enumerators provided brief 

explanations about the study, invite them to participate and scheduled the 

survey. In many cases, the respondents agreed to take a part in the study 

and started the survey during the first visit, but some asked to have it 

scheduled for the following days. 

7. The survey began with an explanation of the study and distribution of 

informed consent sheets. The survey considered the respondents’ level of 

literary. Some were able to self-administer the survey under the supervision 

of the enumerators, but some were unsure about their comprehension level 

and had the enumerators ask them the questions.  

8. The survey utilized additional tools that showed a picture of a child with 

pneumonia, such as an image drawn of the lower chest, when asking 

questions about pneumonia symptoms. 

9. Respondents filled/answered questionnaires for approximately 25 to 35 

minutes. 

prevention and curing of the disease, e) program achievements, f) budgeting, g) 

supporting and constraining factors, as well as challenges in program 

implementation, and h) efforts and plans to deal with constraints and challenges. 

Table 4. Components of Survey Instrument 

No. Components Items 
1 Socio-Demographic  

 
10 

2 History of Child Development 
 

9 

3 History of Child Health  
 

6 

4 Access to Healthcare  
 

11 

5 Knowledge, Attitude, and 
Behavior Related to Pneumonia 

17 

6 House Sanitation, Water, and 
Pollution 

34 

 

Procedure 

Qualitative Data Collection: Interview 

 The procedures and process of qualitative data collection 

through interviews were as follow: 

1. Requesting a permit for research from the Kesbangpol office of West Java 

and East Nusa Tenggara provinces, ministry of mealth, and district health 

offices. 

2. Prior to data collection, trainings were conducted for the interviewers on 

the content and process of qualitative interviews. 

3. Identifying and providing initial explanations about the research to individual 

and group informants. 

4. Scheduling the time and venue for interviews with informants. 

5. Collecting data from individual and group interviews, commenced by giving 

informants research information and informed consent sheets and followed 

by 30-60minute interviews. All of the interviews were recorded by the 

interviewers.  
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10. After the completion of the questionnaires, enumerators would request to 

observe the respondents’ home and surrounding neighbourhood for 10 to 

15 minutes and then filled in their assessment according to the observation 

list. 

11. Enumerators reviewed and checked the delivered questionnaires before 

concluding data collection. 

12. The process was concluded by giving a gift/souvenir to the respondents. 

 

Data Processing and Analysis 

Quantitative data analysis was initiated by creating a dataset and raw data 

input of questionnaires responses from the two districts into SPSS volume 24 

datasets. Upon data input, the process continued with data cleaning (i.e. omitting 

incomplete cases) and data recoding to prepare for analysis. The analysis of data 

consisted of univariate, bivariate and multivariate analyses. Univariate analysis was 

conducted to obtain descriptive information about the observed variables such as: 

the number/percentage of families with pneumonia and without pneumonia, the 

average education or income level, the distribution of cases based on levels of 

knowledge about pneumonia, and so on. Bivariate analysis was conducted to see 

the correlation between pneumonias’ status with each independent variable 

assessed in the survey. This process is useful in uncovering independent variables 

with the potential to be included in further multivariate analysis.  Logistic 

regressions were a form of multivariate analysis performed to examine factors 

significantly associated with being sick with pneumonia. An example of a figure 

assessed with this type of analysis was the probability of having pneumonia among 

poor families compared to their wealthier counterparts when other predictors are 

held constant.  

In this analysis, the dependent variable is binary (1=no pneumonia and 

0=have a history of pneumonia). All independent variables examined in the 

statistical model were categorized into three groups (see table 6). The first group 

was children’s social and health-related conditions that consisted of age, sex, type 

of food consumed during the first six months of life, immunization status, and 

experience with diarrhea in the past year. The second group consisted of the 
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family’s socio-economic conditions that included: number of siblings living in the 

same house, family’s income level, parents’ education levels, parents’ employment, 

knowledge about pneumonia symptoms, knowledge about causes of pneumonia, 

perceptions about pneumonia, and the presence of other family members who had 

pneumonia in the past year. Meanwhile, the third group of predictors covered 

housing and surrounding environment conditions were as follows: house density, 

ventilation condition, indoor sunlight exposure, degrees of indoor and outdoor 

pollution exposure, degree of indoor smoking by family members, and indoor 

conditions. Some of the environment variables such as ventilation and indoor 

sunlight exposure were gathered through observation by enumerators.  

 

Table 5. Summary of Variables in Quantitative Study 

Children Social and Health Characteristics 

Gender (Female=1; Male=0) 

Age (1-3 years old=1; 4-5=0) 

Type of food intake within first six months (Exclusive breastfeeding=1; Non-Exclusive 

breastfeeding=0) 

Immunization status (Completed=1; Incomplete=0) 

Having diarrhea in the past year (Yes=1; No=0) 

Family Socio-Economic Characteristics 

Family income level (1=low; 2=middle; 3=high) 

Father’s education (1=no school; 1=primary education; 3=junior high; 4=senior high; 

5=diploma; 6=undergraduate; 7=postgraduate) 

Mother’s education (1=no school; 1=primary education; 3=junior high; 4=senior high; 

5=diploma; 6=undergraduate; 7=postgraduate) 

Father’s employment (1=employment with regular income; 0=employment with 

irregular income) 

Mother’s employment (1=working; 0=not working) 

Knowledge about the symptoms of pneumonia (continuous variable) 

Knowledge about the causes of pneumonia (continuous variable) 

Perception about pneumonia (1=dangerous disease; 0=not dangerous disease) 

The presence of family members with pneumonia in the past year (Yes=1; No=0) 
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assessed in the survey. This process is useful in uncovering independent variables 

with the potential to be included in further multivariate analysis.  Logistic 

regressions were a form of multivariate analysis performed to examine factors 

significantly associated with being sick with pneumonia. An example of a figure 

assessed with this type of analysis was the probability of having pneumonia among 

poor families compared to their wealthier counterparts when other predictors are 

held constant.  

In this analysis, the dependent variable is binary (1=no pneumonia and 

0=have a history of pneumonia). All independent variables examined in the 

statistical model were categorized into three groups (see table 6). The first group 

was children’s social and health-related conditions that consisted of age, sex, type 

of food consumed during the first six months of life, immunization status, and 

experience with diarrhea in the past year. The second group consisted of the 
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Housing and Environment Situations 

House density (continuous variable) 

Ventilation (1=Adequate; 0=Inadequate) 

Indoor sunlight exposure (1=Adequate; 0=Inadequate) 

Degree of exposure to indoor and outdoor pollution (continuous variable 

Degree of indoor smoking (continuous variable) 

Indoor dust levels (1=Dusty; 0= Not dusty) 

 

Qualitative Data Analysis started with verbatim transcription of interview 

results. To gain better understanding, the observer read and summarized the 

content in frame of the observer’s perspective. The observer reread the original 

transcription and coded "meaningful" sentences to answer questions. Moreover, 

the observer categorized, analysed found categorizations, compared and decided 

the theme of observation. With consideration to the large data set, three groups 

of analyses were created: 

1. Government institutions with health program (ministry of health, and local 

health offices) 

2. Public health services (hospital and community health centre) 

3. Community (professional organizations, non-government organizations, and 

community health workers).   

 

The steps for qualitative data analysis are presented in table 6. The Comparative 

Analysis for Interview (CAI) method was applied to the interview data collected 

(Widiasih, 2017).  

 

Table 6. Comparative Analysis for Qualitative Interviews  

Steps of Analysis 

1. Precoding 
• Rereading 
• Meaning unit 
• Narrative interview report 
• Reviewing the narrative text 
• Fitting the narrative with interview schedule 
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2. Codes 
• Coding process using software  
• Sub categories 
• Categories 

3.Formulating Themes 
• Comparing geographical (i.e. rural versus urban) and other cultural 

attributes 
4.Description and Integration of Results  

 

The Comparative Analysis for Interviews (CAI) consisted of four main steps 

including precoding, coding using software, formulating themes, and descriptions 

and integration of the results.  The coding process in this analysis used the software 

program NVivo 10. This software assisted researchers in organizing the large 

amount of qualitative data. Researchers collected all the themes and findings from 

the data sources and integrated them to obtain the big picture of the situations 

studied. The final step of the study consisted of triangulation. 

All raw data were input and stored in a password protected computer that 

only allowed associated researchesr to access them. The completed 

questionnaires and interview transcripts were kept in locked sites only accessible 

to researchers.  

 

Research Permits 

The study was conducted according to administrative and ethical regulations set 

by different authorities. This study obtained ethical approval from the Universitas 

Padjadjaran ethics committee number 797/UN6.KEP/EC/2018 (attached). For field 

data collection, a recommendation letter was obtained from the Nursing Faculty 

of Universitas Padjadjaran and sent to be legalized by the Badan Kesatuan Bangsa 

dan Politik ((National Politics Unity and Public Protection) at both the province and 

district levels. The recommendation letter to access participants was obtained 

from the Badan Kesatuan Bangsa dan Politik with reference numbers 

70/1407/Bangkesbangpol and DPMPTSP.243.4/160/53.12/07/2018 in Bandung and 

West Sumba, respectively. Additionally, in order to access the community health 

centre in Bandung, the research team obtained permission from the Bandung 

District Health Office (Letter No: B/11119/070/VIII/2018/SDK). 
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results. To gain better understanding, the observer read and summarized the 

content in frame of the observer’s perspective. The observer reread the original 

transcription and coded "meaningful" sentences to answer questions. Moreover, 

the observer categorized, analysed found categorizations, compared and decided 

the theme of observation. With consideration to the large data set, three groups 

of analyses were created: 

1. Government institutions with health program (ministry of health, and local 

health offices) 

2. Public health services (hospital and community health centre) 

3. Community (professional organizations, non-government organizations, and 

community health workers).   

 

The steps for qualitative data analysis are presented in table 6. The Comparative 

Analysis for Interview (CAI) method was applied to the interview data collected 

(Widiasih, 2017).  

 

Table 6. Comparative Analysis for Qualitative Interviews  
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1. Precoding 
• Rereading 
• Meaning unit 
• Narrative interview report 
• Reviewing the narrative text 
• Fitting the narrative with interview schedule 
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RESULTS  
This section presents the triangulation results from desk review, the 

quantitative and qualitative findings. The quantitative findings include the following 

socio-demographic characteristics of the respondents: children’s social, health and 

development characteristics; families’ social economic characteristics, housing and 

environmental conditions; access and utilization of health facilities; knowledge, 

attitudes and practiced behavior surrounding pneumonia; and other factors 

associated with childhood pneumonia. The qualitative study presents the themes 

that emerged from three data sources; community, health professionals, and the 

government. Each theme includes explanations and participants’ quotes. There 

were five main themes identified in this study: the various perceptions of 

pneumonia among community and health providers; knowledge, attitudes, and 

behaviors related to pneumonia; access and utilization of health services; the roles 

of civil society in preventing childhood pneumonia; and barriers in preventing and 

implementing the childhood pneumonia programs.  

The integrated findings and analysis is presented into three sub-sections 

namely socio-demographic caharacteristics of responsents, summary of themes 

from the qualitative data analysis, and integrative findings from the three research 

methods (i.e. literature review, qualitative research, and quantitative reseach). 

 
Socio-demographic characteristics of respondents   

 

Three hundred and sixty one (361) main caregivers participated in the 

survey; 59% were from the Bandung Regency and 41% from the West Sumba 

Regency. Their relationships to the studied children were mostly as mothers 

(88%), fathers (3.6%) and extended family members (8.4%). Of the targeted 

children, 90 (25%) had a history of pneumonia within the last year and while the 

other 75% did not, they were instead categorized as an at-risk group. 49 (54%) 

children with a history of pneumonia resided in the Bandung Regency and 41 (46%) 

lived in the West Sumba Regency.  

The level of the children’s parents’ education varied, ranging from 

incomplete primary education up to tertiary education. On average, fathers had 
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completed middle school and a higher education level relative to the mothers. 

Among the fathers, 26%, 19%, 40%, and 10% completed primary education, junior 

high school, senior high school, and university degrees, respectively; the figures for 

mothers were 28.5%, 27%, 36.6 % and 4.7 %, respectively. Fathers’ ages ranged 

from 20 to 76 years with an average of 35.5 years (SD=7.5) and the mothers’ mean 

age was 32.5 (SD=7.5). The number of children the families had was between one 

and seven with the average of two children (SD=1.1). The total number of family 

members ranged from 3 to 11 individuals with the average of five persons 

(SD=1.24). 

Almost all of the children’s fathers in this study worked, the vast majority 

being employed in the non-formal sector. Approximately 40% of them were 

farmers (all in West Sumba) and the rest were self-employed (27.7%), labourers 

(23.3%), private company workers (6.9%), and civil servants or military personnel 

(3.9%). In contrast, only about 20% of mothers worked—mainly as farmers or 

were self-employed—whereas the rest were stay-at-home mothers. The families 

in this study were commonly categorized as middle-low income earners. 45% had 

a monthly income below IDR 1.500.000, 40% earned between IDR 1.500.000 and 

3.000.000 a month, and 15% had a monthly income above IDR. 3.000.000. 

 No significant difference was found between the two groups of 

respondents of Bandung district and West Sumba district with regards to 

respondent’s social-economic characterstics. The description of the families’ 

socio-economic profile is presented in table 7 and the summary of themes from 

qualitative analysis is presented in table 8.  
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other 75% did not, they were instead categorized as an at-risk group. 49 (54%) 
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Table 7. Socio-Demographic Characteristics of Respondents (N=361) 
Variable Frequency Percentage 
Location 
Bandung Regency 
Sumba Barat Regency 

 
213 
148 

 
59.0 
41.0 

Pneumonia Status 
With history of child pneumonia 
With no history of child pneumonia 

 
90 
271 

 
25.0 
75.0 

Children Sex 
Male 
Female 

 
195 
166 

.0 
54 

46.0 
Age of Children (year) 
1 
2 
3 
4 
5 

 
92 
72 
84 
60 
53 

 
25.5 
19.9 
23.3 
16.6 
14.7 

Status of MNain Caregiver 
Mother 
Father 
Grandmother 
Aunt 

 
319 
13 
27 
2 

 
88.4 
3.6 
7.5 
.6 

Father Education Level 
Incomplete primary school 
Primary school 
Junior high 
Senior high 
Diploma 
Undergraduate 

 
15 
88 
72 
146 
12 
28 

 
4.2 
24.4 
19.9 
40.4 
3.3 
7.8 

Mother Education Level 
Incomplete primary school 
Primary school 
Junior high 
Senior high 
Diploma 
Undergraduate 

 
11 
97 
99 
134 
9 
11 

 
3.0 
26.9 
27.4 
37.1 
2.5 
3.0 

Mother Employment Status 
Not working 
Farmer 
Self employed 
Civil servant/Military 
Private company 
Retired 

 
278 
26 
25 
7 
14 
1 

 
77.4 
7.2 
7.0 
1.9 
3.9 
.3 

Father Employment Status 
Civil servant/military 
Self-employed 
Labourer 
Farmer 
Private company 
Not working 

 
14 
100 
84 
134 
25 
3 

 
3.9 
27.8 
23.3 
37.2 
6.9 
.8 

Family Income Level (per month) 
<Rp 1.500.000 
Rp 1.500.000-Rp. 3.000.000 
>Rp 3.000.000 

 
156 
148 
54 

 
43.5 
41.2 
15.0 
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Themes Found from the Qualitative Data Analysis 

The qualitative data analysis results presented themes from three data 

sources: the community (5 themes), health professionals (6 themes), and policy 

makers from the Indonesian government (6 themes). There were 17 initial themes 

in total identified from the analysis which then were triangulated and resulted in 

five final themes. The final themes were: Various perceptions of pneumonia 

influenceneumonia prevention and control programs; Knowledge and attitudes, 

access and utilization of health services; The roles of NGOs and communities in 

preventing and controlling childhood pneumonia; and Barriers and challenges 

related to childhood pneumonia programs. In table 8 the themes are color-coded 

to make them more easily identifiable.   

Table 8. Qualitative Themes Found from Interviews  

Participant Each theme group Integration 
Community 1. Pneumonia is a serious deadly disease  

2. The potency of NGOs’ involvement in 
the pneumonia prevention program 

3. Multiple roles of NGOs in preventing 
pneumonia 

4. Lack of health literacy  
5. Lack of healthy behavior in 

communities  

1. Various perceptions of 
pneumonia among the 
community and health 
providers 
 

2. Knowledge, attitudes 
and behavior 
surrounding  
pneumonia 

 
3. Access and utilization 

of health services 
 
4. The roles of civil 

society in preventing 
pneumonia 

5. Barriers in preventing 
and implementing 
childhood pneumonia 
program 

Government 1. Perceptions of pneumonia related to 
incidence, seriousness, and treatment 

2. Limited programs related to illness 
prevention in childhood pneumonia  

3. Documentation and reporting issues 
related to pneumonia incidence and 
programs 

4. Limited budget for pneumonia 
prevention programs 

5. Each local region has their own 
program priorities  

6. Access to health services 
Health 
Professionals 

1. Perception to pneumonia as a 
dangerous disease 

2. The data accuracy of pneumonia 
3. Limited budget in pneumonia program 
4. Multiple roles of health professionals 
5. Access to health services 
6. Limited program to improve health 

professionals’ capability in childhood 
pneumonia 
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The final step was a concluding analysis of all data sources including the five main 

qualitative themes, quantitative results, and desk review report. This final analysis 

was conducted to obtain the big picture of the situational analysis. 

Integrative findings 

This section presents the results from the integration of the mix methods 

results (quantitative and qualitative studies). The integrative findings linked 

between research results, pneumonia programs in Indonesia, and research 

objectives. This integration found four main categories including country’s policies, 

regulations, and socialization related to childhood pneumonia, pneumonia program 

implementation including budgeting for pneumonia programs, the roles of CSO, 

and risk factors of pneumonia.  

Country’s Policies, Regulations, and Socialization Related to Childhood 

Pneumonia 

The main policy in preventing and controling childhood pneumonia in 

Indonesia is written in the Guidelines for the Prevention and Control of Acute 

Respiratory Infection (2011)—which was most recently revised in 2016. The 

content of this guideline was similar to the GAPPD written by WHO and 

UNICEF (i.e. in how it aimed to protect, to prevent, to treat). In the book, the 

Indonesian Ministry of Health (MoH) outlined pneumonia illness prevention and 

control as four main activities: promotion, prevention, treatment, and 

rehabilitation. Those key activities are translated into five main strategies: finding 

and managing cases, awareness of and response to the occurrence of the 

epidemic, controlling of risk factors, data information systems, surveillance and 

research studies, and management program strengthening (each strategy is 

described further in table 8). In addition, the MoH also established a pneumonia 

treatment and management module in 2010. The module’s content included 

guidelines for assessment, medical treatments, counseling, homevisits, and 

management PHC-health office reports. These guidelines particularly target PHC 

services. 

The MoH also approved various health policies and regulations that support 

pneumonia programs. Even though these policies do not specifically address 
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childhood pneumonia, they do aim to protect under-fives and their mothers from 

diseases (table 9). These policies include KIBBLA regulations (a district regulation 

that has been developed in Bandung and Sumba Barat regencies) and policies 

surrounding exclusive breastfeeding, immunization, and minimal standards of 

health service targets. These policies have been socialized to health workers and 

the community. 

 These regulations are a basic reference for health workers in planning or 

implementing child health activities. As reported by one health professional from 

a PHC: 

Currently, maternal and child health are prioritized, evident by the presence of the 
KIBBLA Regional Regulation. This indicates that this [geographical] area is focused 
on mothers, infants and children’s health. In addition, I used HealthRegulation 
Number 75 and KIBBLA regulation as standards of health target achievement. As 
a result, in this year, there is no maternal death. There was neonatal death at the 
hospital. I think we still have many things to do in terms of children’s health (H13). 

 

From the interviews, it was apparent that the majority of health professionls 

describesd their actions as preventing and controling childhood pneumonia, but 

none of them stated that their actions were based on MoH regulations. Health 

professionals’ routine activities such as health education, home visits, and 

referrals were managed by the pneumonia program coordinator. They also need 

to collaborate about report and documentation inter department in the health 

services. 

At the referral level, hospitals and nurses stated the patient management 

activities follow standards. However, there was no networking between PHC and 

refferal hospitals and no SOP for follow-ups after patients were discharged from 

the hospital.  

We treat children with pneumonia based on the SOP, including providing care, 
medicine, and oxygen. If there are complications, the patient is isolated. We want 
to have a clear SOP for a collaborative procedure with the PHC to follow up with 
[pneumonia] patients who have been discharged from the hospital because many 
patients relapse and return to the hospital with the same diagnosis (H1). 
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rehabilitation. Those key activities are translated into five main strategies: finding 
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treatment and management module in 2010. The module’s content included 
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management PHC-health office reports. These guidelines particularly target PHC 

services. 
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pneumonia programs. Even though these policies do not specifically address 
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activities. The description and challenges of implementing the pneumonia 

prevention and control programs are outlined in the Program Implementation 

section. 
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activities. The description and challenges of implementing the pneumonia 

prevention and control programs are outlined in the Program Implementation 

section. 
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As indicated in table 10 below, policies and regulations that support protect, 

prevent actions related to childhood pneumonia do exist. They have been 

socialized and become the guidelines for developing programs related to children's 

health in general. These policies and regulations do not specifically mention 

protecting children from pneumonia, but do aim to generally protect children's 

health from diseases and improve services for mothers, infants, and toddlers, 

including childhood pneumonia 

 
Table 10. Supporting Policies and Regulations for Child Pneumonia Prevention and 
Treatment 

Domain Regulations and Guidances 

1. Exclusive breastfeeding 
2. Adequate nutrition 
3. Vitamin A supplement 
4. Equity between rural-urban, low-high 

level economy in services 
5. Vaccines 
6. Medicines 
7. Drinking and sanitation 
8. Handwashing with soap 
9. Reducing household and air pollution 
10. HIV protection 
11. Health Insurance 
12. Accessibilities to health facilities 
13. Facilities in health services 
14. Strengthen country health policies 
15. Supply and distributions of pneumonia 

drugs 
 

• Indonesian Health Act No. 36 of 2006 
• Local Regulation KIBBLA for The 

Health of Mother, Newly Born, Infant 
and Toddler (Kesehatan Ibu, Bayi Baru 
Lahir, Bayi dan Balita) 

• Government Regulation No. 33 of 
2012 on Exclusive Breastfeeding  

• Regulation of Minister of Health No.  
43 of 2016 on Minimal Standar for 
Health Services   

• Regulation of Minister of Health No. 
12 of 2017 about Immunization  

• Regulation of Minister of Health No. 
99 of 2015 on Health Services in 
National Medical Insurance 

• Regulation of Minister of Health No.  
75 of 2014 on the Accreditation of 
Primary Health Center 

• Guidance to Control Acute 
Respiratory Infection of 2016 
(Pedoman Pengendalian ISPA 2016) 

• Guidance for Controlling Acute 
Respiratory Infection of 2016 

• Modul for Governence Standard for 
Pneumonia Management of 2012 

• Integrated Management for Sick 
Children (under 5 years old) of 2015 

• Community based Integrated 
Management for Sick Children (under 
5 years old) of 2015  
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Program Implementations 

There are five main activities related to the prevention and control of 

pneumonia in Indonesia. The presentation of the study results relating to program 

implementation is divided into five sub-sections based on the main activities. 

Finding cases and management:  assessment, signs and symptoms 

determination, TTDK examination, classification, treatment, home visits, 

referral system 

The pneumonia program is handled by two separate entities: Disease 

Prevention and Control of Communicable Disease Pogram (P2PM) and the 

Maternal and Child Health program (KIA). P2PM is responsible for prevention 

and control of infectious diseases, including pneumonia. Their activities include 

finding and managing pneumonia cases, community education, and so on. The 

method of finding and managing cases has been clearly described in two guidelines 

for pneumonia issued by the Ministry of Health: the module for pneumonia 

management and the guidelines for prevention and control of pneumonia. Each 

community health center has a health officer who is responsible as the head of 

the P2PM program.  

I am a nurse and I have been a leader of the pneumonia program for more than 
five years. I am also the leader of diarrhoea program. Child pneumonia patients 
are examined by the KIA department, not me. If they need medication, they are 
referred to the BP (Balai Pengobatan or Treatment Unit) department. I provide 
health education and home visits if there is information from cadres or the 
community about pneumonia patients who have returned from the hospital H9). 
 

However, child health services, including pneumonia and especially under-fives, are 

the responsibility of the KIA. As reported by the KIA department from  district 

health office in Bandung: 

Pneumonia screening is done by us, with the IMCI. But we only help as the 
pneumonia programs are managed by the P2PM (G11). 

 

Finding cases of childhood pneumonia (including among under-fives) is done 

by the KIA department using the IMCI guidance book. IMCI itself is a method for 

managing children sick with not only pneumonia, but also other diseases such as 
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diarrhoea, malaria, etc. Pneumonia is a small part of IMCI. The pneumonia case 

management guide in the IMCI book is not as detailed and complete as the module 

published by P2PM, which was specifically developed as a guide to prevent and 

control of pneumonia. Finding cases with IMCI in KIA was not done optimal 

because trained staff were limited, or nonexistent, thus creating a possibility that 

IMCI procedures were not carried out according to the standard. A midwife at a 

Bandung District PHC disclosed the following: 

I am new in the MTBS department... almost a year... I started on January 2018. 
Before I was in the department program at PHC, I was also in the maternal 
emergency department and finally in the family planning program before moving 
to the IMCI department. I have not been trained in the topic of child health, like 
the MTBS program, for example. I read the instructions on how to do IMCI 
procedures by myself and I tried to understand the method, how to fill out the 
format, and analyze the results. Everything I learned was self-taught. This is how 
things work in the PHC: we have to be able to do everything by ourselves and the 
workload is high—maybe the same as it is in the hospital. There is no training, 
even though there really should be IMCI training (H14). 

 

A health worker shared that there was a lack of training for pneumonia 

management, especially for those working in the PHCs.  

In the PHC, we provide services for childhood pneumonia, but we need more 
training, especially on the latest management of pneumonia in children. Previously 
... the treatment was for nebulation and there was no updated information on 
pneumonia treatment. I heard that we should give oxygen therapy—is this right? 
We don’t have oxygen and we also don’t have a room for pneumonia patients. 

The IMCI guidelines are developed based on the needs of under-fives and are 

updated regularly, but reports claim that they cannot be applied fully. 

The IMCI is updated continuously—this is currently the latest revision. Actually, if 
used according to the guidelines, it will be very useful for the health of Indonesian 
children. I think it was made by the WHO with various studies before being 
published and the latest version also included the IDAI recommendations (G2). 

 

At PHCs, P2PM and the KIA are separate departments with different main 

responsibilities. Even though the assessment of childhood pneumonia done by 

KIA using IMCI is similar to the P2PM standard, each department has its own 

SOP of assessment. Such differences may affect therapy procedures, especially in 

areas located far away from the country's capital. One example is the revision of 

the antibiotic management. There was a revision of pneumonia therapy in 2015 
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according to the P2PM pneumonia guideline from P2PM which did not transfered 

well to East Nusa Tenggara.  

When I was in a meeting in Jakarta last month, they explained that the antibiotic 
for pneumonia is amoxilin. Previously it was Chotrim, but they changed it and there 
was no official announcement or even a letter until today, so I could not formally 
inform this to the health professionals, the doctors, nurses, or midwives (G8).  
 

Pneumonia prevention, management guidelines, and detection methods 

developed by P2PM and MTBS are both of high quality and may aid childhood 

pneumonia efforts; however, different program management and implementers 

may impact the implementation processes. There is a need for collaborative 

mechanisms or SOPs from both departments to achieve the maximum target 

set by pneumonia programs. The discussion of burdens faced in pneumonia 

program implementation will be discussed in sub-section four. 
 

Awareness and response to the occurrence of the epidemic, integrated 

preparedness plans for districts/regions and airports, ports and cross-border 

posts 

There was no information related pandemic prevention identified in this 

study and there was also no report of pneumonia pandemic in both districts. The 

two districts in this study were located far away from the country’s cross border 

posts.  The data from these two districts indicated that there are many children 

with non-pneumonia Acute Respiratory Infection (ARI). In Sumba Barat, non-

pneumonia ARI is listed as the most common disease among children after 

malaria. ARIs reported do not develop into pneumonia. A health office personnel 

stated: 

It is true: at PHCs, non-pneumonia ARIs is the one disease among children. We 
have coordinated with other PHCs, and this is correct—ARIs are number one. And 
there is also pneumonia. I haven't seen the document directly. Sometimes there 
would be difficulties in determining the diagnosis of non-pneumonia ARIs and 
pneumonia. We hope that the reported data is accurate (G13). 

 
The department of prevention in ENT carried out health promotion programs 

using a short movie on the topic of pneumonia. A respondent elaborates: 
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Yes, there is a short movie about pneumonia. Sometimes we play it for villagers, 
actually. We hope for more movies... As we know, here, there are many traditional 
houses with the kitchen in the middle of the common room. We cannot change 
it, that is our culture. In health education, we suggested not smoking inside the 
house and if there are symptoms of pneumonia among the children to please go 
to health services immediately. There is a movie about that. I am from the health 
promotion department and I did a collaboration with the P2PM department. We 
played a movie because the majority of communities had a lack of health 
knowledge. When their children got a cough or other symptoms, they did not pay 
attention and did nothing. Finally, these diseases became more severe. The movie 
provides information about actions that parents should do if their children are 
sick. For example, taking children to health services (midwives, PHC in sub-district 
or villages) immediately to avoid delaying health service visits. When they become 
at risk, one of the causes is culture and it’s difficult to change it; we need to 
respect it, but it is confusing. ARI is one of the top ten diseases in West Sumba—
previously it was malaria (G14). 

 

To support the family in maintaining children's health in West Sumba, the 

head of the PHC in the Lahihuruk sub-district directed that every health worker 

should supervise at least one area of Lahihuruk PHCs. In the Bandung Regency, 

training on health topics for improving the roles of health cadres in the community 

was provided. Although this initiative was not specifically directed to address 

pneumonia, it is relevant for maintaining children’s general health. A midwife from 

the PHC in Ciparay, West Java elaborated: 

I’ve been a village midwife for 17 years and personally, I understood the roles of 
the village midwive in improving the cadre’s health knowledge. The midwives 
developed health education classes for cadres. The topics were child health, elderly 
health topics, and pregnancy topics. The cadres have health knowledge in 
supporting communities' health. This is one of the featured programs in the PHC 
of Ciparay (H10).      

  

In the Bandung and West Sumba districts, the referral system generally 

works well and patients are hospitalized according to their illness. However, 

issues were found with home visits and follow-up programs. Pneumonia program 

officers do home visits for patients who had been discharged from hospitalization, 

but the home visits are not done regularly. Home visits were done if the village 

cadre reported need for them to the PHC. The hospital where the patient was 

treated did not give any information to PHCs for follow-up care after patients 

are released from hospital. Without report from cadres, people responsible for 
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pneumonia programs at PHC have little knowledge about pneumonia ex-patients. 

Sometimes even after obtaining the necessary information, pneumonia program 

personnel are not always able to do home visits because of their tight schedule 

and other responsbilities. It is necessary to develop SOPs in collaboration 

between PHC and hospital relating to follow-up procedure to prevent relapse. 

 

Controling risk factors: smog and natural disaster 

One focus of the Indonesian government in controlling pneumonia's risk 

factor control program is dealing with smog and other natural disasters in 

Indonesia. This program is done in several Indonesia regions for example several 

districts in the Sumatra island, and there are no such cases in Java and ENT. The 

national research department had carried out research on the effects of smoke 

haze on pneumonia, but did not specifically study the effects on children.  
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15 PHCs and cadres from both the Bandung and West Sumba districts. The 

presence of toddlers with pneumonia have been confirmed by several cadres from 

different areas in the Bandung regency such as the sub-districts of Banjaran, 

Margaasih, Ciparay, Pacet, and Cileunyi. A respondent explains: 
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However, the reported incidence of pneumonia in children cannot be concluded 

as accurate due to technical differences in case documentations. There is a 

possibility that the number of children suffering from pneumonia is greater than 

what is documented and reported by PHCs or in disease record reports found in 

other sources. This is possible because not all children who suffered from 

pneumonia were documented at the puskemas. Families or parents may bring their 

sick children to private services and those who are far from health centers may 

visit midwives. Unfortunately, there is no reporting or data transfer system from 

	

Yes, there is a short movie about pneumonia. Sometimes we play it for villagers, 
actually. We hope for more movies... As we know, here, there are many traditional 
houses with the kitchen in the middle of the common room. We cannot change 
it, that is our culture. In health education, we suggested not smoking inside the 
house and if there are symptoms of pneumonia among the children to please go 
to health services immediately. There is a movie about that. I am from the health 
promotion department and I did a collaboration with the P2PM department. We 
played a movie because the majority of communities had a lack of health 
knowledge. When their children got a cough or other symptoms, they did not pay 
attention and did nothing. Finally, these diseases became more severe. The movie 
provides information about actions that parents should do if their children are 
sick. For example, taking children to health services (midwives, PHC in sub-district 
or villages) immediately to avoid delaying health service visits. When they become 
at risk, one of the causes is culture and it’s difficult to change it; we need to 
respect it, but it is confusing. ARI is one of the top ten diseases in West Sumba—
previously it was malaria (G14). 

 

To support the family in maintaining children's health in West Sumba, the 
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developed health education classes for cadres. The topics were child health, elderly 
health topics, and pregnancy topics. The cadres have health knowledge in 
supporting communities' health. This is one of the featured programs in the PHC 
of Ciparay (H10).      

  

In the Bandung and West Sumba districts, the referral system generally 

works well and patients are hospitalized according to their illness. However, 

issues were found with home visits and follow-up programs. Pneumonia program 

officers do home visits for patients who had been discharged from hospitalization, 

but the home visits are not done regularly. Home visits were done if the village 

cadre reported need for them to the PHC. The hospital where the patient was 

treated did not give any information to PHCs for follow-up care after patients 

are released from hospital. Without report from cadres, people responsible for 
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midwives, private clinics, or hospitals to PHCs. This was reported by health 

professionals in the PHCs and nurses in referral hospitals. A respondent 

elaborates: 

Parents usually utilize the closest health facilities, such as the puskesmas, to get 
their children treated for pneumonia. They may also go to midwives. The midwives’ 
report on pneumonia is not available unless we ask them to provide it. If we do not 
request the report, no report is provided. We will take initiative to provide the 
report; otherwise we will have insufficient information to report to the Health Office 
(C21). 

 
Problems related to data accuracy were also acknowledged by a West Java 

Province health officer who stated as follows:  

In particular years, there were many cases of childhood pneumonia reported 
because appropriate case recording methods were used in the field, but for other 
years, the reported cases were low because of case recording weaknesses. This 
means there is a gap between what is recorded and what is really happening in 
reality. However, we continuously improve our efforts to make pneumonia case 
recording bette. (G6). 

  

A participant from a referral hospital in West Java informed that pneeumonia cases 

are not reported to the West Java Health Office or Bandung district head office: 

The cases of children hospitalized at the hospital are recorded as compiled monthly 
cases and then is sent to the hospital data center, in the quality control section. 
What I know is that data is not reported to the Health Office; only specific cases 
such as acute paralysis or suspected meningitis that is related to polio are reported. 
For those polio-related cases we have special reporting and we have to report it to 
the Health Office and then the Office will send their personnel to get it checked 
for further special follow up (H1).   

 

Studies that examined the accuracy of the number of pneumonia patients have not 

been done. However, studies for other illnesses have been performed and they 

suggest that there is gap between the number of cases obtained from health 

services and reality. This finding highlighted the importance of doing a similar study 

for pneumonia. A participant explains: 

 
We conducted a study on tuberculosis inventory by comparing a report sent from 
a tuberculosis integrated information system and their information system. We 
found that 40% of cases were not reported, which is a big gap. This is for one type 
of illness (tuberculosis)—what about the others? (G4)  
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According to a representative from the Ministry of Health, many innovations to 

improve reporting and recording of pneumonia cases have been implemented. 

Other representatives reported that the recording and reporting mechanisms of 

pneumonia have been simplified. However, this poses a challenge, especially for 

health personnel in rural or impoverished areas. This is confirmed by a participant:   

It is true that the software for recording and reporting have been provided, but the 
number of computers at puskesmas is limited. One computer cannot be used to 
load many programs. For example, if an HIV system is inserted, we will not be able 
to have other systems, like tuberculosis. Other difficulties should be taken into 
account as well. The power supply is limited, especially outside Java where electricity 
is only available for eight hours. So, when we are about to start the computer, the 
power is off. When a manual report is requested, they will say it is complicated 
and they asked to postpone the report. As a consequence, we cannot obtain 
complete reports from all districts and sub-districts. In 2018, the reporting system 
is getting better because those in charge for pneumonia initiated the presence of a 
reporting system through a WhatsApp Group. Although there is no assurance about 
its accuracy because not all of them use WhatsApp in a regular basis or are 
committed to report, this initiative is considered to make things much better (G8).  

 

Improving recording and reporting systems that increase ease and facilitate 

use in areas that are remote, impoverished, or challenged by inadequate human 

resources or infrastructure is urgent and crucial to improve the accuracy of 

pneumonia data. Research on the topic of pneumonia is also limited, suggesting the 

need for more studies on it. The interview results found that research programs 

only existed at the national level and did not run optimally 

 

The agendas are there, but I don't know the process now. I’ll read this for you 
and if necessary, I will email you the research agenda. I don't really know, but it 
hasn't been done yet. ARIs including pneumonia has the research roadmap 
including agents for pneumonia, disease burden and Riskesdas, cost-effectiveness 
research for vaccines. and host factors that affect infection. For financing and 
insurance, that’s from the four centers of humanities research center. I also do 
not know the progress, because the nomenclature changes, there is a 
restructuring in this institution. Previously, what was called clinical epidemiology is 
in center 2, now I do not know whether the field clinical epidemiology has been 
transferred here. But this hasn't been done yet (G4). 
 

Studies on the topic of pneumonia have not been developed yet. There is no 

collaboration between the government and higher education institutions related 
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to pneumonia research either at the national, provincial, or district levels both in 

clinical service and community settings. 

 

Strengtening the programs management: planning, providing budgets, 
human resources, monitoring and evaluation    

1. Budgeting  

Interviews with representatives of cadres, program holders, heads of PHC 

and provincial and district health offices suggested that the budget for pneumonia 

programs is limited. The budget of a program is measured based on reported 

case data. Documenting and reporting child pneumonia is essential to providing 

descriptions and information about the disease which can be used as the basis 

for treatment as carried out by cadres and health personnel at PHCs, non-

government organizations, professional organizations, and government agencies, 

as well as to develop program budgets. As reported by a health personnel, home 

visits will be implemented if there are a lot of pneumonia cases. Instances like 

these have an effect on budgeting matters. The health officer explains:  

I do these home visits when there are many cases of ARIs, diarrhea, TB, and 
pneumonia. But it also depends on whether or not the puskesmas tells me to do 
it or not because it affects the budget... I don’t really understand it. (H10) 
 

The West Java Provincial Health Office and the Bandung District Health 

Office also reported similar experiences in how funding for a specific program was 

based on the incidence of the related disease: 

We here in the Bandung District allocated only 0.01 % for the pneumonia program 
from the overall funds for maternal and child health because the number of 
incidents was low and not very high. It's not one of our prioritized programs. The 
provincial government has allocated quite a small amount for this pneumonia 
program. The priority is TB and HIV, not pneumonia. The program is there and on 
schedule. (C9) 
 

A similar report was gathered from the head of the pneumonia program from the 

health office of the ENT province. 

Acute Respiratory Infections (ARI) have not existed in the provincial budget, I think, 
within the last two years, maybe because dealing with pneumonia is not a priority—
even though we knew that this disease is one of “the silent killers” ... But in fact, 
there is no funding, not even from the national budget. There are no funds; this 
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year there are no funds; for years, there have been no funds. If there are funds, 
they’re only for a few districts. Yes, the program is not considered as a priority 
program... it’s a different case if you talk about TB, malaria, HIV, stunting... these 
are the priorities. People perceive ARI as identical with the coughing cold, like an 
Upper Respiratory Infection. Maybe they forget that pneumonia is an ARI (G7).  

 

In West Sumba district, pneumonia incidence was high compared to other 

childhood diseases. The proposed budget that was written by the Health Office 

and PHCs for pneumonia prevention programs was approved by the West Sumba 

Regional Development Planning Board (BAPEDDA). Even though the budget is 

limited, it will be very useful in supporting the home visit program for pneumonia 

patients and preventive programs like pneumonia health education for the 

community via various media. 

The limited budget was also reported by the head of the health promotion 

program of the West Sumba district. Even though they faced many limitations, they 

kept running the health education programs in the community, especially on 

childhood pneumonia. 

Well, the budget is a problem. This year it’s very small, it is not covered by planning 
programs. In 2017, it was only 30 million IDR ($2500 USD) for a year-long 
program. So, we collaborated with an information department under the ministry 
of communications.  Maybe we need more advocacy for the district government. 
The limited budget influenced the implementation of the health promotion 
program. (G14)  
 

The focus of health programs in a region also depends on local government 

regulations. This information was shared by an officer at the national level. 

Sometimes, there are differences of focus between programs at the national and 

local levels. 

 

The focus of health development... it depends on the agenda of the local leader. 
Some of them focus on fulfilling health workers’ needs, or maybe dealing with socio-
political issues first. Then the health aspect is not their priority. The regions have 
their own policies, so hopefully with the update of the SPM target from the national 
government next year, the local leader— the mayor, the governor—has the same 
vision as they do nationally; they need to achieve the six main targets of regional 
development, one of them focused on the health sector. (G3) 
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The interviews found that the budget of health services, including those 

relevant to pneumonia, is an issue both in Bandung and West Sumba Districts—

and that there is no special collaboration between the health office and 

institutions outside BAPEDDA. Collaboration in the form of programs is carried 

out with NGOs: for examples the training of community MTBS cadres was a 

collaborative effort between the health office and the Yayasan Sayangi Tunas Cilik 

Foundation. 

 

2. Human resources for pneumonia programs 

The number of trained health professionals related to the IMCI is limited. 

The IMCI programs have been developed by the Ministry of Health since 1996. 

Trainings of health professionals for the program have been conducted, but over 

time, many health workers have been rotated and the position of program 

managed by new existing health workers who have never been trained. 

I have been on the pneumonia program for only a few years because the previous 
[officer] retired, about 5 years ago. The problem is the number of staff. I went 
back to university last year, then I did my responsibility depend on my study time, 
I mean part time. Training has never been even though I am the leader of the 
pneumonia program (H9). 

 

The head of the KESGA department who responded with the IMCI program in a 

PHC shared her evaluation of the IMCI implementation 

I talked to them (the PHC) about IMCI training yesterday, especially relating to 
updating the IMCI knowledge. They said that they need the training, but it isn’t a 
priority this time because of a lack of budget for it. As you know, the MTBS training 
needs a big budget and takes around a week, not only a day. (G11) 
 

MTBS is very effective for the treatment of pneumonia, based on information from 

the head of the MoH Toddler Sub-directorate. The MTBS guideline book was 

updated and revised three times: 2003, 2008, and 2015. The guidelines have been 

developed for not only for pneumonia, but also other childhood diseases such as 

diarrhoea. The constraint in the MTBS implementation is that only a few health 

professionals have obtained training on how to use the MTBS guides properly and 

accurately. The budget for MTBS training, which takes around 5-6 days, is 
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considered insufficient. The MoH is developing a new method to socialize MTBS 

and this approach is expected to have a significant impact for health services and 

service priorities. 

Relating to the training method for MTBS, we did a training named the “Kalakarya” 
workshop. This program is in the form of on-the-job training that will be provided 
this year in the PHC. The target is the PHC health professionals. Previously, we 
invited the PHC health professionals for MTBS training at the province or national 
level. We changed the method with the “Kalakarya”. With this method, we will 
send a person who is fully trained in MTBS methods to the PHC, and then he/she 
will stay in the PHC for around two months to guide the health professionals in the 
PHC on matters of MTBS implementations. We expect that this method will be 
effective and require a small budget. (G2) 
  

From the Kalakarya Method, it is expected that trained PHC health professionals 

will improve and update their knowledge and skills in the implementation of 

MTBS. The head of the Toddler Department in the MoH expressed her 

expectations for NGOs to support this program in order to achieve the main 

goal of improving MTBS implementation. 

 

3. Monitoring and Evaluation 

Program evaluation and technical guidance is carried out by the ministry of 

health, provincial health offices, and district health offices to health services, 

especially PHCs. However, because of the limited budget, the number of PHCs 

visited was also limited 

We evaluate the program at the PHC every year around 15 of them, a small 
number, huh ... but maybe it can be more effective if each department in the 
ministry of health collaborates on this visitation (bimtek) program, so the content 
of visitation is comprehensive... not only programs in departments A, B or C, but it 
could cover many programs so we can achieve many visitation-related targets every 
year (G2). 

 

The evaluation of the PHC and hospital services was carried out by the 

national accreditation program. This program assessed the quality of facilities, 

health personnel, and health service programs to improve PHC services. 
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Accreditation processes consist of three parts (pokja): administration including 
SOP and letter of job (SK) for the pokja of public health (UKM), and pokja of 
individual helath (UKP). Another pokja is the quality control department. the 
accreditation evaluates the head of PHC, Head of Puskesmas, 3 POKJA, and the 
quality control, ...... for pneumonia in UKP and UKM, so if pneumonia has 
occurred, how do you handle as SOP standard, but to avoid the pneumonia, there 
is a need of public health improvement in the community for example health 
education of pneumonia, healthy housing, and it is an integrated system, not only 
the program holders, but the success of accreditation when all system is integrated 
(G12).  

 

Accreditation is conducted every three years at PHCs. When the field visit for 

accreditation is conducted, the district health office presents and facilitates the 

asessor. If the PHC needs some improvement, the asessor will ask the local 

health office to provide support for the PHC and improve their services. 

In the guidelines of pneumonia prevention and control program, the roles of 

community in monitoring and evaluation is stipulated but few regulations and 

reports are available to support the role of the community in relation to 

pneumonia. The results of this study identified that many representatives of 

community such as cadres, non-government organizations, and professional 

organizations are indeed involved in the prevention and control of pneumonia. 

 

The Roles of Civil Society in Preventing Childhood Pneumonia 

Civil society in this study is divided into three categories, namely cadres, 

professional organizations, and non-government organizations that focus on health 

and social welfare. This study found four sub-themes within this particular group: 

the potential for CSOs to participate in pneumonia prevention and control 

programs, the roles of CSOs in communities’ health, CSO expectations in 

partnerships with the government, and the problems and challenges faced by 

CSOs.  

The results found that CSOs have high potential to support pneumonia 

prevention programs. CSOs are concerned with health issues and the 

development of many health programs, a number of them relating to the health of 

children directly or indirectly. There are CSOs that have a focus on certain 

diseases that are significant problems in the area, such as ARIs and Malaria in ENT. 
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In some areas of ENT, Save the Children, a CSO that focuses on children’s rights, 

including health, had developed programs in preventing ARIs—especially 

pneumonia. The Head of the ENT P2PM department explains: 

What I know is that Save the Children had developed the MTBSM that targeted 
cadres. The main aim was to empower cadres to have the ability to recognize early 
signs of pneumonia. If they did early detection of pneumonia, when they found a 
child with signs and symptoms of pneumonia, then the cadre would do first aid and 
then refer them to health services. It was the Save the Children programs in the 
TTS district and West Sumba... I think they also provided other trainings for cadres 
related to diarrhea management, as diarroea also increases the risk of high 
mortality. The collaboration between health offices and NGOs is necessary to help 
carrying out pneumonia prevention and control programs. CSOs have potential in 
ENT. (G7) 

 

The health promotion offices and the head of West Sumba district P2PM 

expressed similar opinions about the active roles of NGOs such as Save the 

Children, the Sumba Foundation, and others CSOs working on the prevention of 

pneumonia and other diseases. Not only in West Sumba, but also in West Java and 

the Bandung Regency, partnerships between the Health Office and CSOs 

developed in various health-related activities, especially disease prevention, 

advocacy, and community service. 

The CSOs’ activities varied. The CSOs consisting of health professionals 

(HP) or HP organizations encouraged members to activate and support 

government health programs. For example, a nurses’ association encouraged their 

members to support MR vaccine programs in elementary schools in West Sumba, 

while pediatrics’ associations provided knowledge on child health in many 

conferences. Additionally, CSOs that focused on social welfare issues were aware 

of health issues in the community. The CSOs targeted programs every year, 

putting in much effort to achieve the targets and being innovative in the process. 

The data also showed that CSO activists exhibited integrity in their duties, were 

trusted by the community, and had independent funding for their activities. This 

study identified the three main roles of CSOs in health systems: partnership, 

advocacy, health service provision. CSOs have collaborations and networks with 

many institutions and organisations, including health professionals, cadres, other 
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CSOs, schools, and local health offices in many provinces and districts. A 

respondent explains: 

We are a CSO that focuses on helping disabled children. Our role in health issues... 
previously, we trained cadres and village midwives on early identification of infant 
health so that they know the signs and symptoms of problems in pregnancy and 
childhood diseases. Sometimes we do not have that capability because it is not our 
field, so we invite experts as the speakers in the training. The main aim of this 
training, besides improving participants’ knowledge, is also to make sure HP and 
cadre have awareness of disabled children so that they can also receive good health 
services, equality, and justice. (C14)  
 
We provide free health services, we’ve done cadre trainings—1000 cadres were 
involved in the training... We also provide support for poor families and children 
with therapy referrals. We expect that we’ll become a good partner of the 
government in improving community health, especially mother’s and children’s 
health. (C9) 

 

Other CSOs said that they will be very happy if the government would pay 

attention to their activities, but as for funding, they are fully independent due to 

donor support. They see the partnership between the government and CSOs as 

one that might be improved.  

 

Risk Factors of Pneumonia 

The study identified several risk factors of pneumonia including the lack of 

breastfeeding, immunization among under-fives, a pneumonia vaccine, and behavior 

and the lack of a healthy environment due to culture and social factors were also 

identified. 

1. Exclusive breastfeeding issues 

Failure to exclusively breastfeed is a risk factor for pneumonia. The study 

found that almost 60% of the children received exclusive breastmilk during the first 

six months of their lives but the remaining 40% received both breastmilk, formula 

and other types of food (i.e. porriadge, soft rice) during the first six months of 

their early live. The reasons for not giving children varied, including child’s 

rejection, insufficient amount of breastmilk, mother could not breastmilk regularly 

due to work, and so on. 
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This study found that children who were not exclusively breastfed were 

more likely to have pneumonia than their counterparts. Children who experienced 

pneumonia were 50% more likely to have not been exclusively breastfed during 

the first six months of their life than their counterparts (p<.050) (OR: .527, 95% 

CI: .288-.965). In West Sumba, 52% of caregivers reported that their children were 

given additional food like porriadge and soft rice within the first six months. 

 The cadres had reported that they continuously motivated mother to keep 

breastfeeding their babies. Howeverm they acknowledged that breastfeeding 

mothers had various reasons for stopping within the six first months and the most 

common reasons were a lack of breast milk, rejection from the baby, and 

conflicting work schedules—all in line with quantitative findings. A cadre stated: 

Especially young mothers... they work full time in a factory. The majority of them 
are working there—there are many factories here—especially young ones. They 
need to support the family income. For me, I am a housewife, so it is no problem 
to breastfeed my baby. I reminded them to keep breastfeeding: “Don't give your 
baby formula feeding, it is expensive.” When they work, grandma babysits. (C24)  
 

2. Immunization programs  

Immunization plays an important role in promoting children’s health. The 

survey found that 86% of children had received complete basic and booster 

immunizations while the remaining 14% had not received complete immunization. 

The types of immunization that were almost universally received by the children 

were: Hepatitis B (97%), BCG & Polio 1 (97%), Polio2 HB HB DPT (96%), and 

Polio DPT HB Hib34 (94%). The data above shows that high achievement of 

immunization programs is not 100% complete yet. Although immunization status 

was not found as significant predictor of child pneumonia in this study, it improves 

children’ immune system and protects them from other diseases that could 

increase the risk of developing pneumonia, like diarrhoea. This study found that 

children with pneumonia were significantly more likely to suffer from diarrhoea 

than children with no pneumonia. 

The significance of general immunization in assuring children’s health in 

Indonesia is shared by health personnel considering the absence of immunization 

that specifically protects children from pneumonia. A respondent explains: 
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We have a program named "Indonesia Sehat” that uses family approaches. One 
of the targets of this program is to have children under two years old fully obtain 
the basic immunizations (IDL). Hopefully, if the IDL is complete, the children’s 
immune system will be improved and that would protect them from diseases 
including ISPA, pneumonia, right? Because as we know, there is no vaccine for 
pneumonia (G3). 

 

The Indonesian government is concerned about preventing childhood 

pneumonia. There was some information relayed on this matter from BIOFARMA, 

a vaccine producer in Indonesia. The BIOFARMA spokesperson said that the 

company is currently developing a pneumonia vaccine to prevent childhood 

pneumonia and it is expected that the vaccine will be ready for Indonesian children 

in 2022. Even though the immunization target program was achieved, the program 

is still facing obstacles. For example, there are groups of anti-vaccine communities 

who do not want their children to be vaccinated in some Bandung sub-districts. 

The issue of vaccines being religiously legal from an Islamic point of view is one of 

the main reasons for the rejection of immunization programs. According to 

BIOFARMA’s information, they have two methods to test the acceptability of the 

vaccines in accordance to Islamic standards which are internal certification and 

external certification. The internal certification means they test the acceptability 

of the vaccine products independently and external certification means that they 

collaborate with an independent non-government institution to get an acceptability 

certificate. Providing and socializing religious acceptability information of the 

vaccine are needed to improve communities' awareness and understanding about 

the vaccine. The correct information would improve anti-vaccine groups’ 

participation in immunization programs. 

 

3. Knowledge and perceptions of pneumonia among the community and 
health providers 
 

The perceptions of child illness can pose as either risk or protective factors. 

Defining an illness and understanding its risk are important; when an illness is 
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appropriately defined and perceived as serious, we can expect that people will take 

the precautions to prevent or treat it.  

 

Perceptions about the term pneumonia 

Most provinces in Indonesia, 59% (20 provinces) to be exact, exhibit a 

pneumonia prevalence higher than the national average (Riskesdas, 2013); East 

Nusa Tenggara is one of these provinces, with a prevalence twice that of the 

national average. Prevention and treatment of pneumonia is affected by a very 

complex series of risk factors and are therefore assumed by health care workers 

in public health care centres to require a cross-sectoral approach. 

In this study, intertwining definitions and symptoms of Acute Respiratory 

Infections (ARI) and Upper Respiratory Infections (URI) are revealed, both terms 

having the same Indonesian abbreviation of ISPA (Infeksi Saluran Napas Akut, and 

Infeksi Saluran Pernapasan Atas). An informant from the Health office of East Nusa 

Tenggara province said: 

Yes, it can be that ISPA and pneumonia are still mixed, since the pneumonia 
program for under-fives was integrated in IMCI. In ENT, it’s stuck: if we found the 
under-five with fast and shortness breathing, we categorised that as ISPA, so in the 
report, as a result, there would be a lot of ISPA cases. It’s already been discussed 
in the meeting room with the head of district health office (G7). 
 

The confusion between ISPA and pneumonia diagnoses is further explained by a 
participant: 

For pneumonia and ISPA... the diagnosis is different because the nurse used IMCI—
that’s clear. But there are no physicians who would come and so they record 
pneumonia as ISPA because of the lack of manpower (C4). 

 

This survey also found that 63% caregivers had never heard about pneumonia 

before, suggesting that this illness was not known by a large majority. The other 

37% who already knew about the term pneumonia came from families who had a 

family member who previously suffered from pneumonia or learned about the 

term from health personnel or mass media.   

This information indicated that ‘ISPA’ is a term used inconsistently and that 

the differences in perceptions among health care workers related to ARI and 

pneumonia could affect diagnoses and therapy decisions. At the same time, cadres 
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conveyed that some people in the community still equated pneumonia to the 

common cough. Another NGO representative also conveyed that pneumonia is a 

common illness. Perceptions of pneumonia differed across participant groups, 

suggesting a lack of uniformity of understanding about the illness. 

Perceptions about the dangers of pneumonia 

Most of the caregivers in this study (93%) perceived pneumonia as a 

dangerous illness and more than 80% of them also agreed that pneumonia can 

cause death. This suggested that although the term pneumonia is still unfamiliar for 

the majority of people, there were already pre-existing assumptions that every 

illness could be dangerous and could lead to fatality if left untreated, especially if it 

is experienced by young children. This perception was supported by the fact that 

the majority of caregivers of children with a history of pneumonia in this study 

sought immediate medical treatment for their children: 70% brought their children 

for treatment within a few days after they noticed their children were sick whereas 

the rest did so after several more days of sickness.  

 

Such perceptions were also found among cadres, NGO personnel, 

professional health care workers, policy makers. Most of the cadres’ perceptions 

of pneumonia aligned with those of family members or caregivers. One of the 

cadres stated:  

Pneumonia is a life-threating illness for the babies and under-five children. Parents 
should report the symptoms and not let it out. Parents can go to the nearest public 
health care center or physician and if the symptoms don’t subside. They can go to 
the specialist (C23). 

Similar perceptions were expressed by NGO representatives in Bandung and 
Sumba. One of them stated: One of the causes of under-five deaths in Indonesia... 
the second was pneumonia. We must strengthen the awareness and improve the 
utilization of the Standardized Operational Procedure or Integrated Management 
of Childhood Illness (IMCI) at the district level (C16). 

 

Perceptions about the dangers of pneumonia were also conveyed by the 

head of the pneumonia program in a provincial health office in Kupang. The head 

of the program referred to pneumonia as “the silent killer” which, if not treated 
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well enough, could result in death. However, a starkly opposing perception was 

held by the ministry of health: 

From the epidemiology side, Riskesdas, stated that [it’s] 1,8. Who said that number 
was high? The mortality number of pneumonia is 1.5%, who said that number was 
high? (G1) 

 

Knowledge about the symptoms and causes of pneumonia 

Knowledge, attitudes and practiced behavior surrounding pneumonia and 

childhood pneumonia are considered as protective as well as risk factors. Sufficient 

understanding and appropriate attitudes among families or caregivers are expected 

to inform the suitable behavior to prevent or treat childhood pneumonia.  This 

study found that on average, caregivers had little knowledge on both the symptoms 

and causes of pneumonia. The majority of caregivers could not correctly recognize 

the symptoms or causes of pneumonia. Coughing, fever/shivering, short of breath 

and fast breathing were known by 44%, 25%, 24% and 18% of caregivers as 

symptoms of pneumonia, respectively. Less than 10 % of the caregivers knew that 

a drawn in lower chest, fatigue or loss of appetitite as angerous sign of pneumonia. 

Bivariate analysis found that households of children with pneumonia reported 

higher knowledge about pneumonia symptoms than households without 

pneumonia (p<.001)—which may have resulted from observing or witnessing their 

childhood pneumonia. 

Table 11.  Knowledge about the Symptoms of Pneumonia (N=361) 
Symptoms of Pneumonia 
 

 Do Not Know 
(%) 

Know (%) 

Fever/chills/shivering 270 (74.8) 91 (25.2) 
Headache 308 (85.3) 53 (14.7) 
Coughing 201(55.7) 160 (44.3) 
Lower chest wall drawn in 352 (97.5) 9 (2.50) 
Short of breath 275 (76.2) 86 (23.8) 
Sweating a lot 337 (93.4) 24 (6.6) 
Fatigue 337 (93.4) 24 (6.6) 
Loss of appetite 300 (83.1) 61 (16.9) 
Fast breathing 297 (82.3) 64 (17.7) 
Heavy breathing 318 (88.1) 43 (11.9) 
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Across regions, the understanding of caregivers about the symptoms of 

pneumonia is presented in two tables below. The range of possible total knowledge 

on the symptoms of pneumonia was between 0 to 10 and in this study the average 

mean of total knowledge about pneumonia symptoms in Bandung was 1.72 (SD= 

2.6) and 1.83 (SD=1.6) in West Sumba—suggesting very little understanding about 

the symptoms in general.  There is no significant difference regarding the 

understanding of pneumonia symptoms in the West Sumba and Bandung regencies. 

Table 12. Percentage of Knowledge about the Symptoms of 
Pneumonia in West Sumba (N=148) 

Understanding of 
Symptoms 

Caregivers of Children 
with Pneumonia 

Caregivers of Children 
in Risky Families 

 Know Do Not 
Know 

Know Do Not 
Know 

Fever 9 (22.0%) 32 (78.0%) 30 (28.0&) 77 (72.0%) 
Headache 31 (75.6%) 10 (24.4%) 71 (66.4%) 36 (33.6%) 
Coughing 9 (22.0%) 32 (78.0%) 14 (13.1%) 93 (86.9%) 
Inward chest 5 (12.2%) 36 (87.8%) 6 (5.6%) 101 (94.4%) 
Difficulty breathing 13 (31.7%) 28 (68.3%) 11 (10.3%) 96 (89.7%) 
Sweating a lot at night 0 (0.0%) 41(100%) 1 (0.9%) 106 (99.1%) 
Fatigue 10 (24.4%) 31(75.6%) 17 (15.9%) 90 (84.1%) 
Loss of appetite 0 (0.0%) 41(100%) 0 (0.0%) 107 (100%) 
Shortness of breath 1 (2.4%) 40 (97.6%) 1 (0.9%) 106 (99.1%) 
Heavy breathing 10 (24.4%) 31(75.6%) 32 (29.9%) 75 (70.1%) 

 

Table 13. Percentage of Knowledge about the Symptoms of 
Pneumonia in the Bandung Regency (N=213) 

Understanding of 
Symptoms 

Caregivers of Children 
with Pneumonia 

Caregivers of Children 
in Risky Families 

 Know Do Not 
Know 

Know Do Not 
Know 

Fever 20 (40.8%) 29 (59.2%) 32 (19.5%) 132 (80.5%) 
Headache 20 (40.8%) 29 (59.2%) 34 (20.7%) 130 (79.3%) 
Coughing 25 (51.0%) 24 (49.0%) 39 (23.8%) 125 (76.2%) 
Inward chest 5 (10.25%) 44 (89.8%) 7 (4.3%) 157 (95.7%) 
Difficulty breathing 18 (36.7%) 31 (63.3%) 23 (14.0%) 141 (86.0%) 
Sweating a lot at night 11 (22.4%) 38 (77.6%) 9 (5.5%) 155 (94.5%) 
Fatigue 11 (22.4%) 38 (77.6%) 15 (9.1%) 148 (90.9%) 
Loss of appetite 5 (10.25%) 44 (89.8%) 4 (2.4%) 160 (97.6%) 
Shortness of breath 8 (16.3%) 41 (83.7%) 15 (9.1%) 149 (90.9%) 
Heavy breathing 6 (12.2%) 43 (87.8%) 13 (7.9%) 151 (92.1%) 
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Similarly, only a small number of caregivers understood the causes of 

pneumonia. About 55%, 44%, and 29% of them knew that dust, cold weather, and 

exposure to pollution outside the house, respectively, can contribute to 

pneumonia development. Most of them did not know of other causes such as 

malnutrition, a weak immune system, crowded housing, proximity to someone 

infected by pneumonia, and bacterial and viral infections. No significant difference 

was found with regards to total score knowledge of pneumonia causes between 

the two groups.  

In addition to the lack of knowledge about the symptoms and causes of pneumonia, 

on average, the caregivers lacked knowledge about ways to prevent pneumonia 

among children. 90% did not know that preventing children from being in contact 

with someone sick with pneumonia is a preventive measure. Approximately 85 and 

70% also did not know that giving exclusive breastmilk within the first six months 

of life and allowing fresh air and sun light to enter the house regularly can prevent 

pneumonia. Only about half and less than half of caregivers, respectively, knew that 

giving children nutritious food and reducing pollution and dust levels inside the 

house can play roles in preventing pneumonia.   

 

Table 14. Distribution of Knowledge about the Causes of Pneumonia 

Causes Do Not Know 
(%) 

Know (%) 

Bacterial 318 (88.1) 43 (11.9) 
Virus 320 (88.6) 41 (11.4) 
Weak immune system 314 (87.0) 47 (13.0) 
Malnutrition 350 (97.0) 11 (3.0) 
Crowded house 333 (92.2) 28 (7.8) 
Cold weather 201 (55.7) 160 (44.3) 
Dust 163 (45.2) 198 (54.8) 
Exposure to external pollution (outside 
the house) 

257 (71.2) 104 (28.8) 

Exposure to internal pollution (inside 
the house) 

311 (86.1) 50 (13.9) 

Infected from someone who is sick from 
pneumonia 

355 (98.3) 6 (1.7) 

 

The lack of knowledge about the causes of pneumonia among family 

members can result in inappropriate care for their sick children. As suggested from 
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this study, the majority of caregivers did not perform appropriate measures to 

take care of their children after they were released from hospital or received 

treatment for pneumonia. Although all reported putting on warm clothes on the 

children during cold weather, many caregivers did not perform further appropriate 

care for their children at home. For example, only 42% gave nutritious food to the 

children, 80% did not restrict their children’s contact with others, and only a 25% 

followed up on the check-up as directed. These figures suggest that many 

parents/caregivers did not have the capacities to provide proper care at home to 

keep their children better after receiving treatment from health facilities and this 

may relate to their limited knowledge about the causes of pneumonia and the ways 

to prevent it reoccurence. 

Across regions, caregivers’ understanding of the causes of pneumonia is 

presented in two tables below. The range of total knowledge on the causes is 

between 0 and 10 and the study found that the mean knowledge score in Bandung 

was 1.86 (SD= 1.98) and 1. 94 (SD=1.4) in West Sumba—suggesting very little 

knowledge on the causes in general. There is no significant difference between the 

understanding of pneumonia symptoms in the regencies of West Sumba and 

Bandung. 

Table 15. Pecentage of Knowledge about the Causes of Pneumonia in 
West Sumba (N=148) 

 
 

Causes Caregivers of Children with 
Pneumonia 

Caregivers of Children in High-
Risk Families 

Know Do Not Know Know Do Not Know 
Bacterial 0 (0%) 41 (100%) 0 (0%) 107 (100%) 
Virus 0 (0%) 41 (100%) 0 (0%) 107 (100%) 
Weak immune system 1 (2.4%) 40 (97.6%) 4 (3.7%) 103 (96.3%) 
Malnutrition 2 (4.9%) 39 (95.1%) 3 (2.8%) 104 (97.2%) 
Crowded house 0 (0%) 41 (100%) 2 (1.9%) 105 (98.1%) 
Cold weather 32 (78.0%) 9 (22.0%) 69 (64.5%) 38 (35.5%) 
Dust 32 (78.0%) 9 (22.0%) 74 (69.2%) 33 (30.8%) 
Exposure to external pollution 
(outside the house) 

8 (19.5%) 33 (80.5%) 32 (29.9%) 75 (70.1%) 

Exposure to internal pollution 
(inside the house) 

5 (12.2%) 36 (87.8%) 25 (23.4%) 82 (76.6%) 

Infected from someone who is 
sick from pneumonia 

0 (0%) 41 (100%) 0 (0%) 107 (100%) 
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Table 16. Percentage of Knowledge about the Causes of Pneumonia in 
Bandung Regency (N=213) 
 

Causes Caregivers of Children with 
Pneumonia 

Caregivers of Children in 
High-Risk Families 

Know Do Not 

Know 

Know Do Not 

Know 

Bacterial 13 (26.5%) 36 (73.5%) 32 (19.5%) 132(80.5%) 
Virus 10 (20.4%) 39 (79.6%) 33 (20.1%) 131 (79.9%) 
Weak immune system 18 (36.7%) 31 (63.3%) 27 (16.5%) 137 (83.5%) 
Malnutrition 2 (4.1%) 47 (95.9%) 5 (3.0%) 159 (97.0%) 
Crowded house 8 (16.3%) 41 (83.7%) 21 (12.8%) 143 (87.2%) 
Cold weather 16 (32.7%) 33 (67.3%) 38 (23.2%) 126 (76.8%) 
Dust 23 (46.9%) 26 (53.1%) 66 (40.2%) 98 (59.8%) 
Exposure to external 
pollution (outside the 
house) 

22 (44.9%) 27 (55.1%) 43 (26.2%) 121 (73.8%) 

Exposure to internal 
pollution (inside the house) 

5 (10.2%) 44 (89.8%) 15 (9.1%) 149 (90.9%) 

Infected from someone who 
is sick from pneumonia 

2 (4.1%) 47 (95.9%) 5 (3.0) 159 (97.0%) 

 

The lack of pneumonia-related knowledge within the community, 

particularly among parents, were also reported by health care workers in public 

health care centers, hospitals, and cadres as elaborated below: 

The parents hide the illness if we are unavailable. In public health care centers, 
they can be treated, but if we check their house, they do not accept our suggestion 
(C20). 
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NGOs.  The majority of cadres from the West Sumba district in this study knew 

the signs, symptoms, risk factors, and the common treatment of pneumonia. 

Thirtyfour (34) out 72 villages in this district obtained the MTBSM training program 

from Yayasan Sayangi Tunas Cilik foundation. On the other hand, many cadres 

from the Bandung district had a limited understanding of pneumonia.  

I don’t know... what is pneumonia? I think, mostly, cadres in this area don’t know, but we 
already knew about tuberculosis and bronchitis. What’s the difference? I only know those 
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this study, the majority of caregivers did not perform appropriate measures to 

take care of their children after they were released from hospital or received 

treatment for pneumonia. Although all reported putting on warm clothes on the 

children during cold weather, many caregivers did not perform further appropriate 

care for their children at home. For example, only 42% gave nutritious food to the 

children, 80% did not restrict their children’s contact with others, and only a 25% 

followed up on the check-up as directed. These figures suggest that many 

parents/caregivers did not have the capacities to provide proper care at home to 

keep their children better after receiving treatment from health facilities and this 

may relate to their limited knowledge about the causes of pneumonia and the ways 

to prevent it reoccurence. 

Across regions, caregivers’ understanding of the causes of pneumonia is 

presented in two tables below. The range of total knowledge on the causes is 

between 0 and 10 and the study found that the mean knowledge score in Bandung 

was 1.86 (SD= 1.98) and 1. 94 (SD=1.4) in West Sumba—suggesting very little 

knowledge on the causes in general. There is no significant difference between the 

understanding of pneumonia symptoms in the regencies of West Sumba and 

Bandung. 

Table 15. Pecentage of Knowledge about the Causes of Pneumonia in 
West Sumba (N=148) 

 
 

Causes Caregivers of Children with 
Pneumonia 

Caregivers of Children in High-
Risk Families 

Know Do Not Know Know Do Not Know 
Bacterial 0 (0%) 41 (100%) 0 (0%) 107 (100%) 
Virus 0 (0%) 41 (100%) 0 (0%) 107 (100%) 
Weak immune system 1 (2.4%) 40 (97.6%) 4 (3.7%) 103 (96.3%) 
Malnutrition 2 (4.9%) 39 (95.1%) 3 (2.8%) 104 (97.2%) 
Crowded house 0 (0%) 41 (100%) 2 (1.9%) 105 (98.1%) 
Cold weather 32 (78.0%) 9 (22.0%) 69 (64.5%) 38 (35.5%) 
Dust 32 (78.0%) 9 (22.0%) 74 (69.2%) 33 (30.8%) 
Exposure to external pollution 
(outside the house) 

8 (19.5%) 33 (80.5%) 32 (29.9%) 75 (70.1%) 

Exposure to internal pollution 
(inside the house) 

5 (12.2%) 36 (87.8%) 25 (23.4%) 82 (76.6%) 

Infected from someone who is 
sick from pneumonia 

0 (0%) 41 (100%) 0 (0%) 107 (100%) 
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In regard to pnemonia health education programs, cadres in West Sumba had 

different opinions compared to cadres from the Bandung district. The West Sumba 

cadres said that the PHC provided health education about pneumonia to the 

community and cadres several times.  On the other hand, the quantitative findings 

showed a lack of caregivers’ knowledge of signs, symptoms, and causes of 

pneumonia. There is a possibility that health education media and methods were 

not in line with sociocultural aspects of the communities. A further research is 

needed to find an appropriate version of a pneumonia campaign.   

Most NGOs focused on the health sector such as Yayasan Sayangi Tunas 

Cilik, Sinergy Foundation, Sumba Foundation, and Forum Bandung Sehat 

understood pneumonia. Additionally, some non-health NGO personnel have 

general knowledge of pneumonia. However, there are still NGO personnel that 

do not understand pneumonia.  

Actually, we are still searching for information about pneumonia’s signs, symptoms, 
causes, etc. We only know that it’s a respiratory illness and causes death, but we 
do not know the sign, symptoms and causes, so we are confused (C12). 

 

The West Java Health Provincial Office from the Head of the P2PM program 

conveyed the needs for improving knowledge, including on treatment and 

surrounding pneumonia for future health care workers, especially nurses.  

We trained some of the nursing school students and hopefully it can be included 
in their curiculum so that when they graduate, they already know about that. 
Although they cannot diagnose, they already know the pathway. So, I suggest that 
this be included in the curriculum, or at least the standardized procedure (G5). 

 

4. Children’s Health History 

This study surveyed 361 families with a history of childhood pneumonia and 

at-risk status in the Bandung and West Sumba districts. The survey found that one 

third of the children had a history of pneumonia within the last year and 45% were 

males and 55% females. Gender was a significant factor in this study. Being male 

was a protective factor for pneumonia. The risk for having pneumonia among 

female children was 1.7 times than males (OR: 1.774; 95% CI .998-3.155).   
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The history of children’s health and development could increase their risk of 

developing pneumonia. A third of children in this study had ever been sick due to 

diarrhea within the last year; while half of them had diarrhea once, the other half 

had it two to eight times. Approximately 12% of all children in this study were also 

admitted and treated in the hospital within the last year. Of all the children in this 

study, a quarter had at least one family member living in the same house who also 

suffered from pneumonia.  

This study found that children with a history of pneumonia experienced 

more diarrhoea in the last year than children with no history of pneumonia 

(p<.005). The risk of experiencing diarrhea within the last year among children 

with a history of pneumonia was 2.5 times higher than their counterparts (OR: 

2.567; 95% CI:  1.375-4.791). Compared to children from the risk group, children 

who had pneumonia also had more family members living in their house who also 

had pneumonia (p<.001). The risk of developing pneumonia is 11 times higher 

among those who have a family member who ever suffered from pneumonia than 

their counterparts (OR: 11.60, 95% CI: 5.629-22.126). This explains the infectious 

nature of pneumonia, suggesting that the children developed pneumonia because 

they were infected by their family member who resided in the same house. 

However, the description in the previous section confirmed that the majority of 

adult participants in this study were unaware that pneumonia could be transmitted 

to others in close contact with pneumonia patients.  

 

5. Access and utilization of health facilities 

The families in this study showed relatively positive behavior to protect their 

children, as partly indicated by their utilization of health facilities when the children 

were sick. Caregivers reported that they sought medical help for their sick 

children. The most commonly visited health service for child treatment both in the 

Bandung and West Sumba regencies was the community primary health care 

center (PHCs) or puskesmas (85%).  Other health service providers such as 

hospitals, midwives, and private doctors were also cited as health service options, 

but these were more utilized by residents of the Bandung Regency; suggesting that 

other than the PHCs alternative health resources were more available for children 
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in the Bandung Regency than their West Sumba counterparts. When asked openly 

about the reasons for using the health facilities, the parents/caregivers commonly 

cited four rationales: trust in the facility’s good quality of services, low cost, short 

distance from home, and health insurance coverage. All caregivers in both West 

Sumba and the Bandung regencies reported no difficulties in obtaining medication 

for their sick children. 

Access to health services with respect to travel time to the closest health 

facilities or waiting time to receive health services varied. Around half of caregivers 

reported that they spent between 10 to 15 minutes to reach the health facilities 

in their region. Around 20% and 10% travelled around 20 to 30 minutes and one 

hour to reach the nearest health facilities, respectively. Almost 60% of caregivers 

acknowledged that the waiting time to get service was less than one hour and the 

other 40%, mostly in the Bandung Regency, had to wait an hour or more before 

their children were examined by health personnel. The longer waiting time in the 

Bandung Regency may due the higher number of patients served through the health 

services than in West Sumba. 

About 78% of caregivers reported that the motorcycle was the typical 

transportation utilized to visit the closest health services while the other 22% 

walked to reach facilities. Walking to health facilities was practiced more by those 

in the Bandung Regency than Sumba Barat, suggesting relatively close proximity 

from home to health services.  Approximately 13% of caregivers reported lack of 

transportation and distance as barriers in accessing health facilities in their areas, 

especially in West Sumba. This highlighted the importance of improving access to 

health services, especially for people in remote areas.  

This study obtained limited information about the costs related to health 

service utilization (e.g. examination, referrals, medication, hospitalization, etc.). 

This is probably related to the fact that the majority of children in this study were 

served by Kartu Indonesia Sehat (KIS) or BJPS for their health treatment—and 

therefore caregivers had little knowledge about the costs of service items for their 

child’s treatment. The existence of government-sponsored health insurance that 

eased the family’s access to health services for their children was confirmed by 
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health personnel, cadres, and referral hospitals. As stated by a health service 

personnel:  

In West Sumba, almost all the population have utilized Jaminan Kesehatan 
Nasional Kartu Indonesia Sehat (KIS: Indonesian Health Card, part of Social 
Security Program in Health). Only very few paid out of pocket. There is no problem 
with financing health services for people here (H3). 

 

In West Sumba, in addition to capitation funding, with support from the 

Health Office, PHCs also proposed that the operational costs and programs be 

covered by the local development budget (APBD). 80% of the requested funding 

was fulfilled by the local government, including the funding for health promotion 

regarding pneumonia. In contrast, in Bandung, Puskesmas with BLUD (Regional 

Public Service Agency) status independently managed their own finances and 

expenditures. When they have sufficient financing, PHCs can improve their 

services and thus, attract more users to utilize their services. 

According to health personnel in the Bandung and West Sumba regencies, 

the PHC financial management system as currently applied is perceived as helping 

to enhance Puskesmas services, including childhood pneumonia prevention. One 

of the health care workers elaborates: 

Three times a month, there’s counselling, sometimes once a month from BOK (the 
PHC operational fund). They’ll say that you have to do these things for diarrhoea. 
Once you’ve been given the money by the person who manages the BOK money, 
they’ll say, “This is for handwashing.” And then you make it (the handwashing 
program) happen. We also use the money for money and if there’s an excess, for 
transportation costs, too (H9). 

        

Even though the BPJS program has helped the community to access health services 

more easily, there are problems still identified especially relating to administrative 

issues. A health professional from ENT elaborates: 

The complicated problems occur when a child, for example, goes to another island 
in ENT, like Sumba to Kupang, then he had apnoe (could not breath) or other 
health problems and is sent to a hospital in Kupang... the administrative processes 
are very complicated, we need to ask for referral letters from his hometown, in a 
different island—can you imagine? It is so hard to fulfil the administrative 
requirements; some patients choose or are forced to go home (C4). 
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6. Environmental conditions 

Both internal and external environment conditions can become protective 

or risk factors for pneumonia.   

 

Improper housing  

In the Bandung district, pneumonia is a disease that threatens toddlers and 

one of the risks is due to housing density. The following was reported by the head 

of the health services department of the Bandung district health office: 

 

Well, in the Bandung district, many people live in “diskotik" (an abbreviation of a 
Sundanese term that means “downtown”). This area is densely populated, their 
houses are very crowded in the alleys, no natural sunlight in the house. The ARI 
cases are high in this district. For example, this PHC [the PHC of Cibeunying... here, 
ARI is one of the 10 most common diseases (G12). 

 

The unhealthy living conditions in the Bandung district areas were also reported 

by health cadres. They reminded their neighbours, especially families with a history 

of respiratory diseases, to allow for ventilation and to let sunlight enter to the 

house. 

Lack of clean water and sanitation 

Another problem relates to clean water access as not all households had 

water sources available close by. Almost a third of families obtained clean water 

from digging wells, a quarter from tap water (provided through a municipal water 

supply agency or PDAM, especially in the Bandung district), a fifth from pumping, 

and slightly less than a fifth utilized protected natural springs. Digging wells and 

natural springs were common sources of clean water for families in West Sumba. 

More than 93%of families accessed permanent toilets (located inside or outside 

the house) and 86% had a toilet for their own family usage. However, especially in 

West Sumba, some number of respondents reported using the garden, bushes or 

yard as their toilets or utilized shared toilets with a number of other families or 

village members, suggesting the lack of sanitation facilities as an issue in this area. 

A housing officer in West Sumba also talked about improving the quality of 

houses in "Kampung Situs”: 
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We re-arrange the village, we keep the traditional houses, to make it liveable. 
We renovated—especially public facilities, like the paths, and provided sanitation 
facilities and clean water. In the traditional house, the kitchen is commonly in the 
middle of the house. We re-arrange it by relocating the kitchen and also the toilet 
behind the house so it is separated from the main building and the main house 
is mostly for sleeping and gathering (G16).   
 

 

Smoking 

What appeared to be another great concern related to environment 

pollution was the widespread smoking practice among the surveyed families, 

suggesting that the family members, including the children were highly exposed to 

pollution from inside the house. The vast majority of families in this study (91%) 

had at least one family member who was a smoker and only 9% did not. In the 

former group, 84% had one member who smoked and the remaining 16% had two 

or three smokers. Most of the families with smokers (88%) reported that these 

family members smoked inside the house. Of this type of family, 80% smoked inside 

the house every day and while the rest smoked inside the house a few times per 

week. More than 90% of the families also reported that when their smoker guests 

or visitors visited their house, most of them smoked inside their house. In this 

study, exposure to indoor smoking was found as significant factor that increases 

the risk of pneumonia (p<.050). Children who lived in a household with someone 

who frequently smoked inside the house were more likely to have pneumonia less 

dense homes were less likely to have pneumonia (OR: 1.325; 95% CI: 1.035-1.698).  

Only a small number of caregivers in this study explicitly expressed their 

objection toward their family members smoking inside the house, suggesting the 

tolerance of indoor smoking on one side and their powerlessness to prevent the 

children from being exposed to pollution on the other. Smoking is an unhealthy 

habit that exists in a majority of families in Indonesia. A cadre explains: 

Everyone knows the government and the Ministry of Health advises, “NO 
SMOKING” ... When in fact, the community leaders are smoking, the 
policymakers are also smoking... in public areas or in their office, so… the 
laypeople do the same. I think everyone fully understands that smoking is 
dangerous for health, but they still smoke. The government puts a lot of reminders 
about the dangers of cigarettes, but why are they sold everywhere and cheaply, 
if they are really dangerous? Why doesn’t the government close the factory? The 
price of cigarettes is cheap and everyone can buy them, including children (C19). 
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A health worker from West Sumba reported that the family’s decision to 

take the sick family member, including children, to health services took time.   

When it comes to my family’s decision making, sometimes they waited for my 
husband's decision, or son -in-law’s decision. We have a patriarchal culture. 
Another problem, I think, is about transportation... how to involve everyone in the 
community in the children’s health. We have the "Alert Village Program", but 
unfortunately, it was not effective. I always encourage and remind the village 
leaders to put a "mother’s and children’s face" in their mind. I mean, they should 
pay attention to women’s and children’s health every time. At the very least, the 
leaders should meet women and children according to the posyandu (Plunket) 
schedule (H13). 

   

DISCUSSION 
No significant difference was found between the two groups with regard to 

key socio-demographic characteristics such as parents’ education level, income 

level, number of siblings, and employment. Respondents were generally 

categorized as low-middle income families with non-formal employment and a low-

middle level of parents’ education. No socio-economic characteristics of the 

families were found to be significantly associated with the risks of having 

pneumonia. Such shared characteristics reflects the nature of the study that 

focused on those of marginalized or low social economic status. In the future, a 

population with a more diverse social-economic profile may be studied. 

Qualitative data analysis identified five core themes, namely, various 

perception about pneumonia, access to health services, the roles of community in 

pneumonia prevention and treatment, societal knowledge and attitudes about 

pneumonia, and barriers to pneumonia’s prevention and treatment. These five 

topics described how the programs were implemented and what bariers and 

challenge existed at policy and implementation levels. The interview method 

applied in this study explored a wide range of stakeholders’ perspectives while 

maintaining their privacy. The comparative analysis and triangulation approached 

applied in the study was appropriately applied to the large, diverse study population 

(Widiasih, 2017; Cresswell, 2014). 
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The analysis of policies and regulations on pneumonia showed that Indonesia 

already has policies, regulations, and guidelines needed for the prevention and 

treatment of pneumonia that are in line with the World Health Organization’s 

guideline. Following the WHO guidelines, the Indonesian government developed 

the guideline in accordance to the country’s society, services, and available 

resources. The existing policy and regulation guide the governance of primary 

health services at local level.  

However, there is a gap with regards to follow-up and aftercare guidelines. 

While monitoring of past pneumonia patients could be potentially important to 

prevent pneumonia recurrence, such a procedure does not exist. There is also no 

mechanism that guides communication between hospitals and community health 

centers on monitoring discharged patients. Since pneumonia programs are 

administered under the guidance of P2PM whereas the case outreach is 

administered by KIA, it is necessary to develop a clear control mechanism agreed 

by the two parties to assure the implementation of services and recording 

standards. There are various health service providers in Indonesia: private clinic, 

private physician practice, referred hospitals; but there is no centralized system 

for reporting recurrence or new pneumonia cases. 

This study highlighted the inadequacy of the existing reporting system. The 

diagram below depicts the existing reporting system for pneumonia-related data. 

There are several gaps in the current system: firstly, the system only applies for 

data reported by primary health care centers at the local level to the district, 

province and national level, indicating the absence of a reporting mechanism for 

other health service providers that are potentially utilized by families to treat their 

childhood pneumonia. Secondly, no mechanism is available for internal reporting 

within the primary health care centers. If primary health care centers are regarded 

as the coordinator for all primary health services, there should be clear 

coordination stages across health services as well as regulations of field mechanism. 

Effective coordination and clear mechanisms are important to achieve accuracy in 

data reporting. Third, the flow indicates a feedback mechanism from program 

coordinator at the regency and province levels, but there is no feedback 
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mechanism from the health office at the regency or district levels to primary health 

care centers. The head of pneumonia programs only conduct monthly reporting 

and receive minimal feedback. 

 

Diagram 2. Reporting procedures of ISPA cases 

The regulations that support the improvement of health and pneumonia 

prevention such as exclusive breastfeeding, immunization, and community health 

behavior (PHBS) have been released. However, those regulations were developed 

for general mother and child health and not specifically for pneumonia. Grouping, 

managing, and socializing supporting regulations to prevent pneumonia would be 

useful to remind health personnel of pneumonia and and improve their awareness 

of childhood pneumonia risks.  

Program Implementations  

This study shows that the prevention and treatment of pneumonia programs 

have been implemented but they are still limited. Since the program is implemented 

by two different sections, it could cause inconsistent or different implementation 
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standards in service provision, case recording, and follow up. As a consequence, 

the prevention and treatment of pneumonia become fragmented and this could 

affect the program’s effectiveness. Continuous communication between two 

sections is needed with regards to updated program in each section so that better 

coordination and resource-sharing become more feasible. It is also important to 

develop clear control mechanisms so that the program to prevent and treat 

pneumonia may be implemented according to available guidance. One form of 

pneumonia management is the MTBS procedure. MTBS is one of the methods 

developed and standardized by WHO for childhood pneumonia management since 

1996, from screening to treatment. MTBS is one of the PHC services that should 

be managed by trained health workers.  

Accurate recording of pneumonia cases is necessary because it impacts the 

health service system as a whole, including the promotive, preventive, curative, 

and rehabilitative domains.  As suggested by a study, online recording eases and 

improves data accuracy, which would be helpful and efficient if applied to Indonesia. 

The implementation of e-health is more practical and can improve the 

communication between doctors and patients, which would result in better 

recording and treatment (Naseem, Rashid, & Kureshi, 2014). The recording and 

reporting system remains an issue and it challenges the accuracy of most health 

data in Indonesia, not only child pneumonia data. The development of recording 

and reporting systems that are practical, simple, and accurate will be very useful 

for health personnel who work in places with   limited supporting facilities or 

burdened with multiple roles.  

This study found some issues related to follow up services for pneumonia 

patients: limited pneumonia education for discharged patients and their families, 

unscheduled home visits by health personnel, and the lack of mechanisms for past 

hospital patients to access PHC services and for patinent who suffer from 

pneumonia recurrence. The promotion and prevention programs are challenged 

by minimal facilities and the lack of human resources. Although pneumonia is one 

of the top diseases in Sumba Barat and Bandung regency, associated health 

promotion and prevention remain lackin and limited in involving the community in 

	

mechanism from the health office at the regency or district levels to primary health 

care centers. The head of pneumonia programs only conduct monthly reporting 

and receive minimal feedback. 

 

Diagram 2. Reporting procedures of ISPA cases 

The regulations that support the improvement of health and pneumonia 

prevention such as exclusive breastfeeding, immunization, and community health 

behavior (PHBS) have been released. However, those regulations were developed 

for general mother and child health and not specifically for pneumonia. Grouping, 

managing, and socializing supporting regulations to prevent pneumonia would be 

useful to remind health personnel of pneumonia and and improve their awareness 

of childhood pneumonia risks.  

Program Implementations  

This study shows that the prevention and treatment of pneumonia programs 

have been implemented but they are still limited. Since the program is implemented 

by two different sections, it could cause inconsistent or different implementation 



70#EveryLastChild #StopPneumonia	

their efforts. Health prevention is an important part of preventing and controlling 

childhood pneumonia. Innovative methods of health promotion have been proven 

to improve communities’ health and thus, developing innovative prevention 

methods is important for the community (Sarrafzadegan et al., 2011; Smith et al., 

2011). Improving advocacy related to budgeting and cross-sectoral collaborations 

may significantly influence health promotion programs for childhood pneumonia 

for the better. 

Partnerships between service providers or policy makers at national and 

local levels with higher education institutions are still lacking and so is research on 

the matter. The available research predominantly studies pneumonia incidence, 

prevalence, and mortality while the risk factors, treatment, and prevention of 

pneumonia remain understudied. In fact, those kinds of studies are critical and 

provide, for example, updated evidence and information about the latest or most 

effective treatments, relapse prevention methods, family approaches, community 

or clinical health education methods; these kinds of information can be utilized to 

improve the services at primary health centers and hospitals.  

A limited budget for health promotion and illness prevention of childhood 

pneumonia programs was reported by the majority of participants, including by 

cadres, PHC helath professionals, and government officers from districts and 

provinces. The lack of funding for health development is considered a common 

issue for a developing country like Indonesia.  A previous study found that 

constraints in health budgets is commonly found in developing regions  (Samiei', 

2013). This fnancial challenge can be overcome through several measures including 

cost-sharing programs. Further study is needed to determine appropriate 

budgeting strategies. 

Health budgeting has an impact on the quality and performance of human 

resources, program implementation, and program monitoring and evaluation. The 

study found that health personnel at primary health centers have to perform 

several roles, thus inhibiting them from focusing on doing specific tasks or 

program. Those who are supposed to focus on program development and 

innovation are additionally required to do other tasks. Available studies show that 
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the majority of health personnel experience burnout from task overload and this 

situation can affect the quality of health services (Elbarazi, Loney, Yousef, & Elias, 

2017; Parola, Coelho, Cardoso, Sandgren, & Apostolo, 2017). In addition to 

overworking personnel, budget constraints also cause limitations to the capacity 

development of health personnel and this may negatively impact the quality of 

services.   

Accreditation is implemented to monitor and evaluate service quality, 

facilities, and management. Every primary health center is accredited according to 

its quality of health service as defined by Ministry of Health Regulation Number 75 

of 2014. Most of the primary health centers in West Sumba and Bandung regencies 

have been accredited—and although the accreditation’s regulations are quite 

detailed, they provide a limited evaluation of health personnel capacity. Instead, 

the evaluation pays more attention to the number and types of health professionals 

present—not necessarily to the quality of the health personnel. In the 

accreditation, no criteria are stipulated for health professional that is specific for 

pneumonia. Evert primary health ceter should have at least one personnel trained 

in MTBS or pneumonia management; and the inclusion and enforcement of such 

criteria may help improve the effectiveness of child pneumonia prevention and 

treatment  

The role of the community in the prevention and reduction of pneumonia 

has been stipulated in the Pneumonia Guidance book. In the guidebook for the 

Prevention and Control of Pneumonia published by the Ministry of Health's P2PM, 

the roles of each health element are written clearly, including the role of CSOs. 

These roles include building commitment and teamwork, managing pneumonia 

cases, conducting home visits, assisting in influenza pandemic epicenter 

management, collaboration on preventing and controlling risk factors, developing 

guidelines for controlling ARIs and related countermeasures, and establishing 

national pneumonia control policies and the preparedness epicenter (Ministry of 

Health Republic of Indonesia, 2016).  

The study found that CSOs have participated in addressing child pneumonia, 

but they have not yet reached their full potential in that matter. Several CSOs 
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provide free community health services, such as the Sumba Foundation, which 

focuses on health services for Malaria and also takes care of pneumonia patients 

as needed. In the Bandung Regency, the Sinergy Foundation provides free birth 

services and child health services. Other CSOs have different program focuses and 

include Save the Children, AIMI, GIZ, and the Bandung Sehat Forum. The role of 

CSOs in the health system has been studied in several countries at both the local 

and national levels in various fields such as mental health, advocacy, social health 

issues, and tobacco (Lavadenz Mantilla, 1990; Lencucha, Kothari, & Labonte, 2011; 

Mulvale, Chodos, Bartram, MacKinnon, & Abud, 2014; Piotrowicz & Cianciara, 

2013; Toms, 1993; Wood, Shilton, Dimer, Smith, & Leahy, 2011). In Indonesia, the 

department of mother and children health partnered with GKIA, a CSO that 

focuses on Maternal and Child Health. This partnership aimed to improve maternal 

and child health. Despite the many CSOs presence, there is limited government 

cooperation with CSOs in preventing and controlling childhood pneumonia. The 

relationship between CSOs and the government can be improved to increase the 

sustainability and effectiveness of pneumonia prevention and control programs.  

. 

Risk Factors of Pneumonia 

This study showed that many mothers stopped giving their children breast 

milk or exclusively breastfeeding due to several factors. More education and 

awareness about the importance of breastfeeding is crucial, especially in an area 

like West Sumba Barat where exclusive breastfeeding is not practiced commonly 

enough. This study confirmed previous research findings where children not 

exclusively breastfed up to six months of age may suffer from a range of infectious 

diseases including pneumonia (Cesar et al., 1999; Hartati et al., 2012.; Khan & Islam, 

2017). Increasing women’s and families’ awareness and the ability for the former 

to breastfeed, especially exclusive breastfeeding, is needed to reduce the risk of 

pneumonia. Developing a support system for families and the community is crucial 

to the success of exclusive breastfeeding.   

The survey found that more female children had a history of pneumonia 

within the last year and higher than male children. Gender was a significant factor 

in this study. A similar finding was found in a study in Brazil that confirmed the 
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significantly higher risk of developing pneumonia among girls compared to boys 

(Lima et al., 2016). This, however, contradicts the findings from other studies in 

Indonesia that found being male a risk factor for developing pneumonia (Puspitasari 

& Syahrial, 2015). Further studies are needed to explore whether the difference is 

more likely to be caused by biological or social factors. When it comes to 

monitoring, it would be helpful to have accurate reporting and data on child 

pneumonia differentiated by gender. 

The study highlighted that families’ capacity to provide appropriate care for 

their sick children needs to be addressed. After medical treatment by 

professionals, proper treatment of pneumonia patients at home is essential, 

especially to prevent its recurrence. This study found that there was a lack of 

appropriate care given by caregivers to their sick children at home. This fact may 

partly explain why many children in this study had more than one pneumonia 

episode within the last year. Parents’ lack of capacity to provide proper care at 

home for their sick children may also be related to the caregivers’ lack of 

knowledge about causes of and strategies to prevent pneumonia found in this 

study. This lack of capacity may relate to the lack of information or skills 

transferred from health personnel or the inability to follow up on the received 

information or skills. This gap questions the effectiveness of both professional 

health personnel and informal community health cadres in educating the 

community about pneumonia. Prevention of childhood disease recurrence is 

important as the more children get sick, the higher risk of mortality. Pneumonia is 

a disease with a high risk of recurrence (Dang, Eurich, Weir, Marrie, & Majumdar, 

2014; Dang, Majumdar, Marrie, & Eurich, 2015; Hoving & Brand, 2013). Children 

are under family care when they are healthy and thus, support and assistance from 

health professionals for families relating to the maintenance of children’s health 

and disease prevention are important. However, the number of health workers in 

the community is limited, not only in remote areas but also in Java. 

Data showed that communities still confuse symptoms of ARI and 

pneumonia, resulting in delayed treatment. In addition, most of them stated that 

assistance is needed during therapy to prevent relapse. The socialization of the 
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differences between ARI and pneumonia is needed and significant to improve 

treatment. Perceptions of an illness—from those held by service providers to 

policy makers, locally and nationally—affect the way it is treated and prevented. In 

the context of family, a previous study found that perceptions of pneumonia 

influences caregivers’, usually mothers’, to make decisions related to bringing their 

child to a health care center (Aftab et al., 2018; Ferdous et al., 2014.) The influence 

of perceptions can be useful in developing prevention and treatment programs as 

well as media. In addition, the differences in perceptions among health care 

workers on ARIs and pneumonia could affect diagnoses and therapy decisions. 

This study found a lack of knowledge about childhood pneumonia. 

Insufficient knowledge about the symptoms of childhood pneumonia have been 

studied previously and was found to affect the health seeking behavior of caregivers 

(Irimu, Nduati, Wafula, & Lenja, 2008). Previous studies have also suggested that 

community knowledge about pneumonia impacts health-seeking behavior (Aftab 

et al., 2018). A study in Indonesia found an association between the level of parent 

knowledge, especially mothers, with pneumonia recurrence where more complete 

knowledge was associated with fewer relapses (Alfaqinisa, 2015; Rahim, 2013). 

Promotion of pneumonia-related knowledge is crucial for the community and 

health personnel. This promotion can be done by maximizing community health 

activities surrounding pneumonia awareness, prevention, and treatment. 

This highlighted the importance of improving access to health services, 

especially for people in remote areas. Previous studies found that distance to 

health services was associated with the utilization of health services, especially 

when it came to child health. Children living at a distance of  ≥5 kilometres from 

the nearest health facility were about twice (95% CI: 1.11, 2.72) as likely to have 

delayed medical care than those who lived at shorter distances from health care 

facilities (Bruce et al., 2014; Kassile, Lokina, Mujinja, & Mmbando, 2014).  

 

Families who have good health knowledge and awareness of pneumonia will 

not delay taking their children to health facilities (Kelly, Krueger, Lohfeld, Loeb, & 

Edward, 2006). Increasing family awareness about the importance of taking 
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children with pneumonia symptoms to health services is a very significant 

preventative action that may reduce childhood mortality and morbidity. Various 

barriers related to dealing and preventing childhood pneumonia have been 

identified quantitatively and qualitatively in this study. Inter-sectoral and inter-

professional collaboration is needed to prevent and overcome childhood 

pneumonia in Indonesia. 

Unaffordable health care cost has been found as one of the crucial factors 

that prevent many people in developing countries to access health services for 

treatment (Rehman, Shaikh, & Ronis, 2014).  This study found that government-

sponsored health insurance through BPJS facilitated people’s access to health 

services by reducing financial burden, especially for low-income families. The 

provision of affordable or free health insurance together with the availability or 

distribution of primary health facilities at the sub-district level made it easier for 

people to reach out to facilities and encouraged parents to have their children 

receive professional medical help in time.   

 Common utilization of PHC for health treatment found in this study 

reflects external regulations that place PHC as the main qualified primary health 

service provider. Based on BPJS regulations, PHCs are required to take care of 

144 diagnosed diseases prior to making referrals to higher rank service providers. 

The quality of PHCs are maintained through the following activities: accreditation 

per three years, guidance from the Health Office, and a capitation finance system 

that facilitates PHCs to improve their services’ quality, infrastructure, and human 

resources (Indonesia Ministry of Health, 2014).   

Accessing health services for children becomes even more challenging when 

they are a BPJS member in another region. The associated administration process, 

as depicted in the diagram 2 below, is quite complicated.  
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Diagram 3. The BPJS service prcedures 

“Buku Saku FAQ BPJS Kesehatan”, a BPJS guideline for the community that 

includes information on children health services was published by the Ministry of 

Health in 2013. The book provides general information on BPJS participation, 

contributions, benefits, quality control, and costs. The BPJS also provides several 

online services such as klikbpjs and an Instragram account.  According to the BPJS 

procedure, if a person is a BPJS member and visits another city with a health 

problem, he/she can visit Level 1 health services (PHC, Clinic, and type D hospital) 

that work with BPJS—but only once per month. Before the patient visits the PHC, 

he/she needs to report to the BPJS authority in this area to ask for a 

recommendation letter. The patient is only allowed to use the letter once to visit 

a PHC, but not a hospital (PanduanBPJS.com, 2016). This is one of the problems 

experienced by island provinces such as NTT: the patient is not allowed to go to 

the hospital in certain areas. What happens if the child must be treated? Would 

he/she have to be sent back to his hometown ill? Continuous evaluation of BPJS 

Health services is crucial to improve the quality of services and community access 

to health services. 
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This study found that the majority of families have a member who smokes. 

This situation poses a set of risks for children’s health, including the risk of 

developing pneumonia. Governments have already established many programs to 

improve people’s awareness of the dangers of smoking, such as writing warnings 

on cigarette packs and limiting smoking areas, but in reality, smoking remains a 

widespread habit in Indonesia. There is a need for a serious and complex set of 

actions to deal with smoking in Indonesia. The passing of strict regulations related 

to smoking are needed as concrete action to prevent many health problems, 

including pneumonia among children. The significance of environmental factors 

such as exposure to pollution inside and outside the house, over-crowding, and 

bad air quality in increasing the likelihood for children to develop pneumonia are 

in line with findings from previous studies (Smith et al., 2011, Phung et al, 2016, 

Bhatt et al, 2017). The studies highlight that improving the quality of the 

environment, which may include smoking, is imperative to preventing and 

controlling pneumonia.  

Families who have good health knowledge and awareness of pneumonia will 

not delay taking their children to health facilities, and provide support for children’s 

health (Kelly, Krueger, Lohfeld, Loeb, & Edward, 2006). Increasing family 

awareness about the importance of maintaining children’s health and taking 

children with pneumonia symptoms to health services are significant preventative 

actions that may reduce childhood mortality and morbidity. Various risk factors 

have been identified quantitatively and qualitatively in this study. Inter-sectoral and 

inter-professional collaboration are needed to prevent and overcome childhood 

pneumonia in Indonesia. 

 

CONCLUSIONS 
1. A number of policies and regulations that both specifically address the 

prevention, treatment and regulations of pneumonia and support the 
pneumonia program within the realm of general mother and child health are 
available. These regulations have been utilized as references for program 
development and implementation. 

2. There is an absence of regulations that regulate coordination and 
collaboration of two separate departments/sections within the ministry of 
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health or primary health care at local level that are responsible for managing 
pneumonia programs. This resulted in two conditions: first, there were 
difficulties in obtaining accurate data because each department/section did 
not do well in coordinating recordings and reportings of cases. In fact, the 
availability of accurate and reliable data about pneumonia patients is 
important to develop and monitor the program. The shortcomings in data 
recording and reporting may explain why the pneumonia case coverage has 
been below the target for years. Second, there is no mechanism of transfer 
to monitor pneumonia patients after hospitalization. Once pneumonia 
patients are discharged from the hospital, there is no standard operating 
procedure to transfer the patient from the hospital to a primary health care 
center for follow up care that is necessary to monitor and prevent 
recurrence of pneumonia. 

  
3. Pneumonia programs have been implemented but are still lacking in many 

regards. The implementations of child pneumonia services in the PHC and 
hospital settings were challenged by the limited number of trained health 
workers due to work rotations that negatively affected the availability of 
MTBS health professionals at PHCs. The rigid BPJS referral system also 
caused delays and acted as a barrier for sick children coming from outside 
the registration area to get proper treatment at referred services in time. 
Furthermore, the lack of funding limited capacity development of health 
personnel, which in turn affected their ability to perform their tasks. The 
health professionals in PHCs lacked updated knowledge related to MTBS 
management. This is due to the lack of MTBS training programs held by the 
district, province, and national health offices.  

  
4. There is misunderstanding, confusion, and a lack of knowledge about the 

term pneumonia, especially at the community level. Finding a definition or 
term of pneumonia that suits local language may be important so that people 
can differentiate pneumonia from other respiratory-related illnesses and 
respond to the illness appropriately. Increasing knowledge about pneumonia 
in the community is important. The importance is greatest for cadres and 
NGO because they are at the front lines of working closely with community. 
In many areas, cadres were among the first persons contacted by parents for 
help and advice when their children got sick. However, the majority of cadres 
in this study had never received any training or been able to provide specific 
information about pneumonia, especially cadres from Bandung district. 
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5. The limited budget for pneumonia affected many dimensions of the program. 
A budget increase is needed, although it may not be easily possible because 
of budget restrictions or because financial support for pneumonia is 
competing with other more prioritized child illnesses. More collaboration, 
either inter-departmentally within the ministry of health or across agencies 
between the ministry of health and other related ministries, local 
government, non-government agencies, private business and higher 
education institutions in the name of cost-sharing and greater financial 
support is very important. The study clearly indicated that CSOs are 
committed in participating in health development, including in child 
pneumonia efforts,  and that they are trusted by the community and local 
government. Enhancing partnerships and collaborations will be necessary to 
increase the chances of successful prevention and control of child pneumonia 
in Indonesia. Stronger partnerships with universities in research can also 
provide much benefits to improve childhood pneumonia management and 
services. 

 
6. Several risk factors associated with pneumonia found in this study are in line 

with the findings from previous research. The risks factors mostly related to 
children’s health and development as well as their environmental conditions. 
Most of those risks factors are preventable, suggesting the significance of 
preventative measures to reduce the risks of pneumonia. The multi-
dimensional nature of pneumonia risks also underlines the importance of 
inter-agency collaboration among stakeholders to address the issue beyond 
the health fields. 

  

 RECOMMENDATIONS 
1. The management of pneumonia programs by two separate departments 

resulted in the lack of control and coordination mechanisms needed for 
effective responses to pneumonia. There is a need for advocacy to develop 
control and coordination mechanisms to enhance pneumonia services and 
patients’ monitoring program after hospitalization. It is important to build an 
integrated data system and corresponding management 
mechanism, especially with regards to an accurate and continuous data 
transfer process between programs within PHCs and PHCs and health 
offices. Additionally, an integrative data platform where multiple health 
institutions such as private clinics, hospitals, PHCs, and health offices at the 
district, province, and national levels can converge is also important to 
develop. Developing simple online reporting methods needs to be 
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considered as the current online system is difficult to use, especially in rural 
areas and areas with limited supporting online infrastructures.  Data 
integration across ministries is also needed because pneumonia is a disease 
with many risk factors such as housing, sanitation, pollution, smoking habits, 
and culture. The development of an integrative data system accessible by 
other departments will be useful in improving childhood pneumonia 
prevention and control programs. 

2. Improving pneumonia-related knowledge among health professionals, 
communities, cadres and NGOs are crucial. Capacity improvement among 
health personnel and cadres is urgently needed because they work at the 
front lines in serving communities.  

3. It is crucial to advocate for budget increases for health promotion and 
training as one of the strategies to prevent pneumonia. There is also a need 
to promote more substantial partnership between the government and 
CSOs. CSOs exhibit high commitment to participate in the development of 
Indonesia’s health sector and are active in prevention and control measures 
surrounding childhood pneumonia. The national government supported a 
program called Kalakarya that will be implemented next year as one way of 
dealing with a lack of MTBS resources, but its full implementation will take a 
quite long period of time. At the same time, the MTBS services in the PHCs 
should be provided continuously by available health professionals—either 
trained or un-trained health workers. NGOs can play a greater role in this 
situation by participating in the transition and supporting the Kalakarya 
program and at the same time working with licensed MTBS trainers to carry 
out MTBS trainings. Better partnerships and collaborations between CSOs 
and the Indonesian government will increase the success of prevention and 
control programs of childhood pneumonia in Indonesia 

 
4. There should be room for flexibility regarding the BPJS referral regulation 

and administration in a province of many islands such as ENT so that access 
to health services can be improved. This flexibility would be beneficial in 
addressing the issue of hospital access. If a child has pneumonia and requires 
hospitalization, the hospital accessible to him/her might vary due to the 
fragmented geography.  If the mechanism is rigid and hospital administration 
processes are complex, they could prevent a child from receiving care at a 
more accessible hospital and thus, increasing the risk of morbidity and 
mortality. 
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health behaviour, clinical interventions for pneumonia, public awareness of 
healthy living in remote areas in the clinic or community service setting, and 
effective methods of documentation are several research topics that may be 
useful to support the prevention and control programs of childhood 
pneumonia.  
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No Category Name of 
Organization/Institution 

Key 
Person 

Code 

Cileunyi C19 

Solokan Jeruk C20 

Pacet C21 

Ciparay C22 

Banjaran C23 

Margaasih C24 

7 West Sumba 
District 
Health 
Cadres  

Lahihuruk Cadre 
representative 
of each area 

C25 

Padedewatu C26 

Karekanduku C27 

Malata C28 

Weekarou C29 

Tanarara C30 

Puweri C31 

Government 

1 

 

 

Ministry of 
Health 

(Jakarta) 

 

Directorate General P2PM  

 

Kasie 
Pneumonia  

G1 

Directorate General 
Kesmas 

 

Kasubdit Balita  G2 

Directorate General Health 
Services 

Dit PKP  

 

G3 

Agency for Health 
Research and Development 

Epidemiology 
Department  

G4 

2 West Java 
Provincial 
Health Office 
(Bandung)  

Disease Prevention and 
Control Field 

Kasie P2PM G5 

Public Health Field Sub 
unit/Pemegang 
Program 

G6 

	

APPENDIXES 
Participants of Interviews 

No Category Name of 
Organization/Institution 

Key 
Person 

Code 

Communities 

1 West Java 
Health 
Professional 
Organization 

IDAI   IDAI member C1 

IPANI  Chairman of 
IPANI 

C2 

IBI  Chairman of IBI  C3 

2 East Nusa 
Tenggara 
Health 
Professional 
Organization  

IDAI  IDAI member C4 

PPNI   Chairman of 
PPNI 

C5 

IBI  Chairman of  
IBI 

C6 

3 Civil Society 
Organisations 
West Java 

Yayasan Tunas Cilik 
Bandung, 

Representatives 
from each 
institution 

C7 

AIMI Jabar  C8 

Synergy Foundation C9 

Sapa Institute C10 

PKBI C11 

Initiative Association C12 

Forum Kabupaten Bandung 
Sehat, Bandung District 
Healthy Forum  

C13 

4 Civil Society 
Organisation 
Sumba Barat 

Bahtera Foundation Representatives 
from each 
institution 

C14 

Sumba Foundation,  C15 

Yayasan Sayangi Tunas Cilik C16 

5 Bandung 
District   
Health 
Cadres 

Nagreg 

 

22 health 
cadres from 8 
community 
health centers 

C17 

Cicalengka C18 
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No Category Name of 
Organization/Institution 

Key 
Person 

Code 

Cileunyi C19 

Solokan Jeruk C20 

Pacet C21 

Ciparay C22 

Banjaran C23 

Margaasih C24 

7 West Sumba 
District 
Health 
Cadres  

Lahihuruk Cadre 
representative 
of each area 

C25 

Padedewatu C26 

Karekanduku C27 

Malata C28 

Weekarou C29 

Tanarara C30 

Puweri C31 

Government 

1 

 

 

Ministry of 
Health 

(Jakarta) 

 

Directorate General P2PM  

 

Kasie 
Pneumonia  

G1 

Directorate General 
Kesmas 

 

Kasubdit Balita  G2 

Directorate General Health 
Services 

Dit PKP  

 

G3 

Agency for Health 
Research and Development 

Epidemiology 
Department  

G4 

2 West Java 
Provincial 
Health Office 
(Bandung)  

Disease Prevention and 
Control Field 

Kasie P2PM G5 

Public Health Field Sub 
unit/Pemegang 
Program 

G6 

	

APPENDIXES 
Participants of Interviews 

No Category Name of 
Organization/Institution 

Key 
Person 

Code 

Communities 

1 West Java 
Health 
Professional 
Organization 

IDAI   IDAI member C1 

IPANI  Chairman of 
IPANI 

C2 

IBI  Chairman of IBI  C3 

2 East Nusa 
Tenggara 
Health 
Professional 
Organization  

IDAI  IDAI member C4 

PPNI   Chairman of 
PPNI 

C5 

IBI  Chairman of  
IBI 

C6 

3 Civil Society 
Organisations 
West Java 

Yayasan Tunas Cilik 
Bandung, 

Representatives 
from each 
institution 

C7 

AIMI Jabar  C8 

Synergy Foundation C9 

Sapa Institute C10 

PKBI C11 

Initiative Association C12 

Forum Kabupaten Bandung 
Sehat, Bandung District 
Healthy Forum  

C13 

4 Civil Society 
Organisation 
Sumba Barat 

Bahtera Foundation Representatives 
from each 
institution 

C14 

Sumba Foundation,  C15 

Yayasan Sayangi Tunas Cilik C16 

5 Bandung 
District   
Health 
Cadres 

Nagreg 

 

22 health 
cadres from 8 
community 
health centers 

C17 

Cicalengka C18 



88#EveryLastChild #StopPneumonia 	

No Category Name of 
Organization/Institution 

Key 
Person 

Code 

8 Bandung 
District  
Community 
Health 
Centers 

 Part of the 
Pneumonia 
program (7 
community 
health centers) 
and Integrated 
Management of 
Childhood 
Illness (1 
community 
health center) 

Cicalengka H6 

Cileunyi H7 

Solokan Jeruk H8 

Pacet H9 

Ciparay H10 

Banjaran H11 

Margaasih H12 

4 7 West 
Sumba 
District 
Community 
Health 
Centers 

Lahihuruk Part of the 
Pneumonia 
program (7 
community 
health centers) 
and head of the 
community 
health center 
(1 community 
health center) 

H13 

Padedewatu H14 

Karekanduku H15 

Malata H16 

Weekarou H17 

Tanarara H19 

Puweri H20 

5 Public 
Housing 
Office of 
Sumba Barat 

Public Housing Officer The Head of 
Public 
HousingOoffice 

H21 

 

 

 

 

 

  

	

No Category Name of 
Organization/Institution 

Key 
Person 

Code 

Pneumonia 

3 East Nusa 
Tenggara 
Provincial 
Health Office 

Disease Prevention and 
Control Field 

Kasie P2PM G7 

 Penanggung 
Jawab program 
Pneumonia  

G8 

4 Bandung 
District 
Health Office 

(Soreang) 

Disease Prevention and 
Control Field 

Kasie Program 
Pneumonia 

 

G9 

Public Health Field Kabid Kesmas G10 

Kasie Kesga G11 

Health Services  Field Kabid Yankes G12 

5 West Sumba 
District 
Health Office 

Disease Prevention and 
Control Field 

Kabid P2PM G13 

Public Health Field Kasie Promkes G14 

6 Drug and 
Vaccine 
Manufacturer  

 

Biofarma Kabag 
Marketing dan 
Distribusi 

G15 

Health Professional 

1 Regional 
General 
Hospital Al 
Ihsan, 
Bandung 

Nursing Room Ka Ru. Anak H1 

Pediatric Outpatient 
department 

Ka Ru Poli 
Anak 

H2 

2 Regional 
General 
Hospital 
,Waikabubak 
(West 
Sumba) 

Nursing Room  Ka Ru Anak H3 

 Ka Ru Poli 
Anak 

H4 

3  Nagreg  H5 
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No Category Name of 
Organization/Institution 

Key 
Person 

Code 

8 Bandung 
District  
Community 
Health 
Centers 

 Part of the 
Pneumonia 
program (7 
community 
health centers) 
and Integrated 
Management of 
Childhood 
Illness (1 
community 
health center) 

Cicalengka H6 

Cileunyi H7 

Solokan Jeruk H8 

Pacet H9 

Ciparay H10 

Banjaran H11 

Margaasih H12 

4 7 West 
Sumba 
District 
Community 
Health 
Centers 

Lahihuruk Part of the 
Pneumonia 
program (7 
community 
health centers) 
and head of the 
community 
health center 
(1 community 
health center) 

H13 

Padedewatu H14 

Karekanduku H15 

Malata H16 

Weekarou H17 

Tanarara H19 

Puweri H20 

5 Public 
Housing 
Office of 
Sumba Barat 

Public Housing Officer The Head of 
Public 
HousingOoffice 

H21 

 

 

 

 

 

  

	

No Category Name of 
Organization/Institution 

Key 
Person 

Code 

Pneumonia 

3 East Nusa 
Tenggara 
Provincial 
Health Office 

Disease Prevention and 
Control Field 

Kasie P2PM G7 

 Penanggung 
Jawab program 
Pneumonia  

G8 

4 Bandung 
District 
Health Office 

(Soreang) 

Disease Prevention and 
Control Field 

Kasie Program 
Pneumonia 

 

G9 

Public Health Field Kabid Kesmas G10 

Kasie Kesga G11 

Health Services  Field Kabid Yankes G12 

5 West Sumba 
District 
Health Office 

Disease Prevention and 
Control Field 

Kabid P2PM G13 

Public Health Field Kasie Promkes G14 

6 Drug and 
Vaccine 
Manufacturer  

 

Biofarma Kabag 
Marketing dan 
Distribusi 

G15 

Health Professional 

1 Regional 
General 
Hospital Al 
Ihsan, 
Bandung 

Nursing Room Ka Ru. Anak H1 

Pediatric Outpatient 
department 

Ka Ru Poli 
Anak 

H2 

2 Regional 
General 
Hospital 
,Waikabubak 
(West 
Sumba) 

Nursing Room  Ka Ru Anak H3 

 Ka Ru Poli 
Anak 

H4 

3  Nagreg  H5 
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KESBANGPOL PROVINSI 

 

 

 

  

	

KESBANGPOL KABUPATEN BANDUNG  
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KESBANGPOL PROVINSI 

 

 

 

  

	

KESBANGPOL KABUPATEN BANDUNG  
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QUALITATIVE INSTRUMENT 

 

Team Riset Fakultas  Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk Sie Pneumonia - Kementerian Kesehatan Republik 
Indonesia 

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit 
Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 
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Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai 

informasi berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber 

informasi yang tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Bapak/ibu berkaitan dengan Pneumonia 
 
(Posisi dalam struktur organisasi Kemenkes) 
(Peran dan tanggung jawab) 
(Sudah berapa lama pada posisi tersebut) 
 

2. Bagaimana pendapat Bapak/Ibu tentang Pneumonia anak di Indonesia 
 

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia anak di 
Indonesia? Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail 

kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak di Indonesia 
 
(Berdasarkan apa program tersebut dikembangkan) 
(Apakah disesuaikan dengan program WHO, seluruh atau section 
tertentu: anggaran, penguatan kebijakan, pelayanan, kerjasama lintas 
sectoral, melibatkan NGO, swasta) 
 (Roadmap program, SOP) 
 (Target capaian program seperti apa? Apakah sesuai framework 
WHO: perlindungan anak dari pneumonia, pencegahan, pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap 
program,sanksi dan reward) 
 

5. Bagaimana capaian program tersebut? 
       
       (Kewenangan Nasional, Data Nasional,Daerah) 

	

QUALITATIVE INSTRUMENT 

 

Team Riset Fakultas  Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk Sie Pneumonia - Kementerian Kesehatan Republik 
Indonesia 

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit 
Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 
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       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
 

6. Apakah faktor pendukung pencapaian target? 
       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana:Policy, Rumah sakit rujukan, alat, 

ketersediaan obat) 
       (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
 

7. Apakah faktor hambatan dan tantangan? 

 (Anggaran) 
 (Sumber Daya Manusia: pengembangan kapasitas) 

       (Fasilitas dan sarana prasarana:Policy, Rumah sakit rujukan, alat, 
ketersediaan obat) 

                   (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
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Team Riset Fakultas  Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk Dinas Kesehatan Provinsi Jawa Barat dan Nusa Tenggara 
Timur  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 

	

       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
 

6. Apakah faktor pendukung pencapaian target? 
       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana:Policy, Rumah sakit rujukan, alat, 

ketersediaan obat) 
       (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
 

7. Apakah faktor hambatan dan tantangan? 

 (Anggaran) 
 (Sumber Daya Manusia: pengembangan kapasitas) 

       (Fasilitas dan sarana prasarana:Policy, Rumah sakit rujukan, alat, 
ketersediaan obat) 

                   (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
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Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Bapak/ibu berkaitan dengan Pneumonia 
 
(Posisi dalam struktur organisasi Dinkes Jabar/NTT) 
(Peran dan tanggung jawab) 
(Sudah berapa lama pada posisi tersebut) 
 

2. Bagaimana pendapat Bapak/Ibu tentang Pneumonia anak di Jabar/NTT 
 

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia anak di Jabar/NTT? 
Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak di Jabar/NTT 
(Berdasarkan apa program tersebut dikembangkan) 
(Apakah disesuaikan dengan program WHO, seluruh atau section tertentu: 
anggaran, penguatan kebijakan, pelayanan, kerjasama lintas sectoral, melibatkan 
NGO, swasta) 
 (Roadmap program, SOP Nasional atau Lokal) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
perlindungan anak dari pneumonia, pencegahan, pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program tersebut? 
       
       (Kewenangan Nasional, Data Nasional, Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
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6. Apakah faktor pendukung pencapaian target? 
       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana:Policy, Rumah sakit rujukan, alat, ketersediaan 

obat) 
       (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
 

7. Apakah faktor hambatan dan tantangan? 

 (Anggaran) 
 (Sumber Daya Manusia: pengembangan kapasitas) 
 (Fasilitas dan sarana prasarana) 
 (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
 
 
 
 

 

 
 

 

	

Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Bapak/ibu berkaitan dengan Pneumonia 
 
(Posisi dalam struktur organisasi Dinkes Jabar/NTT) 
(Peran dan tanggung jawab) 
(Sudah berapa lama pada posisi tersebut) 
 

2. Bagaimana pendapat Bapak/Ibu tentang Pneumonia anak di Jabar/NTT 
 

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia anak di Jabar/NTT? 
Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak di Jabar/NTT 
(Berdasarkan apa program tersebut dikembangkan) 
(Apakah disesuaikan dengan program WHO, seluruh atau section tertentu: 
anggaran, penguatan kebijakan, pelayanan, kerjasama lintas sectoral, melibatkan 
NGO, swasta) 
 (Roadmap program, SOP Nasional atau Lokal) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
perlindungan anak dari pneumonia, pencegahan, pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program tersebut? 
       
       (Kewenangan Nasional, Data Nasional, Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
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Team Riset Fakultas  Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk Dinas Kesehatan Kabupaten Bandung dan Kabupaten Sumba 
Barat  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 



99 #EveryLastChild #StopPneumonia	

Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Bapak/ibu berkaitan dengan Pneumonia 
 
(Posisi dalam struktur organisasi Dinkes Kabupaten Bandung/Kab Sumba Barat 
(Peran dan tanggung jawab) 
(Sudah berapa lama pada posisi tersebut) 
 

2. Bagaimana pendapat Bapak/Ibu tentang Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat  

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia di Kabupaten 
Bandung/Kab Sumba Barat ? Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
(Karena pneumonia sebagai penyakit menular mamatikan nomor 1 pada anak 

dalam pemetaan skala global) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat  

(Berdasarkan apa program tersebut dikembangkan) 
(Apakah disesuaikan dengan program WHO, seluruh atau section tertentu: 
anggaran, penguatan kebijakan, pelayanan, kerjasama lintas sectoral, melibatkan 
NGO, swasta) 
 (Roadmap program, SOP Nasional atau Lokal) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
perlindungan anak dari pneumonia, pencegahan, pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program tersebut? 
      (Kewenangan Nasional, Data Nasional,Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 

	

 

 

 

Team Riset Fakultas  Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk Dinas Kesehatan Kabupaten Bandung dan Kabupaten Sumba 
Barat  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 
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6. Apakah faktor pendukung pencapaian target? 

       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana:Policy, Rumah sakit rujukan, alat, ketersediaan 

obat) 
       (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
 

7. Apakah faktor hambatan dan tantangan? 

 (Anggaran) 
 (Sumber Daya Manusia: pengembangan kapasitas) 
 (Fasilitas dan sarana prasarana) 
 (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
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Team Riset Fakultas  Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk Rumah Sakit Rujukan atau Puskesmas  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 

	

 
6. Apakah faktor pendukung pencapaian target? 

       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana:Policy, Rumah sakit rujukan, alat, ketersediaan 

obat) 
       (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
 

7. Apakah faktor hambatan dan tantangan? 

 (Anggaran) 
 (Sumber Daya Manusia: pengembangan kapasitas) 
 (Fasilitas dan sarana prasarana) 
 (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
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Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Bapak/ibu berkaitan dengan Pneumonia 
 
(Posisi dalam struktur organisasi RS/Puskemas) 
(Peran dan tanggung jawab) 
(Sudah berapa lama pada posisi tersebut) 
 

2. Bagaimana pendapat Bapak/Ibu tentang Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat  

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia Kabupaten Bandung/Kab 
Sumba Barat ? Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak RS/Puskesmas  
(Berdasarkan apa program tersebut dikembangkan) 
(Apakah disesuaikan dengan program WHO, Program Provinsi atau Pusat, 
seluruh atau section tertentu: anggaran, penguatan kebijakan, pelayanan, 
kerjasama lintas sectoral, melibatkan NGO, swasta) 
 (Roadmap program, SOP Nasional dan Lokal) 
 (Standard pengobatan dan rujukan) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
perlindungan anak dari pneumonia, pencegahan, pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program tersebut? 
       
       (Kewenangan Nasional, Data Nasional,Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
       (Bagaimana pelayanan pada masyarakat tidak mampu) 
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6. Apakah faktor pendukung pencapaian target? 

       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana:Policy, Rumah sakit rujukan, alat, ketersediaan 

obat) 
       (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 
 

7. Apakah faktor hambatan dan tantangan? 

 (Anggaran) 
 (Sumber Daya Manusia: pengembangan kapasitas) 
 (Fasilitas dan sarana prasarana) 
 (Sosial berpartisipasi aktif: NGO, Akademisi, Swasta) 

 

 
 

 

	

Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Bapak/ibu berkaitan dengan Pneumonia 
 
(Posisi dalam struktur organisasi RS/Puskemas) 
(Peran dan tanggung jawab) 
(Sudah berapa lama pada posisi tersebut) 
 

2. Bagaimana pendapat Bapak/Ibu tentang Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat  

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia Kabupaten Bandung/Kab 
Sumba Barat ? Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak RS/Puskesmas  
(Berdasarkan apa program tersebut dikembangkan) 
(Apakah disesuaikan dengan program WHO, Program Provinsi atau Pusat, 
seluruh atau section tertentu: anggaran, penguatan kebijakan, pelayanan, 
kerjasama lintas sectoral, melibatkan NGO, swasta) 
 (Roadmap program, SOP Nasional dan Lokal) 
 (Standard pengobatan dan rujukan) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
perlindungan anak dari pneumonia, pencegahan, pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program tersebut? 
       
       (Kewenangan Nasional, Data Nasional,Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
       (Bagaimana pelayanan pada masyarakat tidak mampu) 
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Team Riset Fakultas Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk NGO, Organisasi Profesi, dan Institusi lain di Kabupaten 
Bandung dan Kabupaten Sumba Barat  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 
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Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Organisasi/Institusi Bapak/ibu berkaitan dengan Pneumonia 
 
(Advocacy, Networking, Penemuan/penjaringan  kasus baru) 
(Sudah berapa lama concerned pada kegiatan) 
 

2. Bagaimana pendapat Organisasi/Institusi Bapak/ibu tentang Pneumonia anak di 
Kabupaten Bandung/Kab Sumba Barat  

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia Kabupaten Bandung/Kab 
Sumba Barat ? Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat yang Organisasi/Institusi Bapak/Ibu lakukan  

(Berdasarkan apa program tersebut dikembangkan) 
(Jenis/bentuk program) 
(Apakah disesuaikan dengan program WHO, seluruh atau section tertentu: 
anggaran, penguatan kebijakan, pelayanan, kerjasama lintas sectoral, melibatkan 
NGO, swasta) 
 (Roadmap program, SOP Nasional dan lokal) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
perlindungan anak dari pneumonia, pencegahan, pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program tersebut? 
       
       (Kewenangan Nasional, Data Nasional,Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
       (Bagaimana pelayanan pada masyarakat tidak mampu) 

	

 

Team Riset Fakultas Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk NGO, Organisasi Profesi, dan Institusi lain di Kabupaten 
Bandung dan Kabupaten Sumba Barat  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 
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6. Apakah faktor pendukung pencapaian target? 
       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy) 
       (Kerjasama dengan organisasi/institusi lain) 
 

7. Apakah faktor hambatan dan tantangan? 
        
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 

                   (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy) 
                    (Kerjasama dengan organisasi/institusi lain) 
 



107 #EveryLastChild #StopPneumonia 	
	

 

Team Riset Fakultas  Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara untuk Distributor Obat dan Vaccine di Kabupaten Bandung dan 
Kabupaten Sumba Barat  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 

	

 
 

6. Apakah faktor pendukung pencapaian target? 
       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy) 
       (Kerjasama dengan organisasi/institusi lain) 
 

7. Apakah faktor hambatan dan tantangan? 
        
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 

                   (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy) 
                    (Kerjasama dengan organisasi/institusi lain) 
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Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Perusahaan Bapak/ibu berkaitan dengan Pneumonia 
 
(Penyediaan obat/Vaccine) 
(Sudah berapa lama concerned pada kegiatan) 
 

2. Bagaimana pendapat Bapak/ibu tentang Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat  

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia Kabupaten Bandung/Kab 
Sumba Barat? Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat berkaitan dengan penyediaan obat dan vaccine yang Institusi Bapak/Ibu 
lakukan  

(Berdasarkan apa program berkaitan dengan obat tersebut dikembangkan) 
(Jenis/bentuk program) 
(Apakah disesuaikan dengan program WHO, seluruh atau section tertentu: 
anggaran, penguatan kebijakan, pelayanan, kerjasama lintas sectoral, melibatkan 
NGO, swasta) 
 (Roadmap program, SOP nasional dan lokal) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
khususnya pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program penyediaan obat dan vaccine tersebut? 
       
       (Data Nasional, Data Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
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       (Bagaimana pelayanan pada masyarakat tidak mampu) 
6. Apakah faktor pendukung pencapaian target? 

       
       (Anggaran, distribusi obat/vaccine) 
       (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy, advokasi) 
       (Kerjasama dengan organisasi/institusi lain) 
 

7. Apakah faktor hambatan dan tantangan? 
        
       (Anggaran, distribusi obat/vaccine) 
       (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy,advokasi) 

                    (Kerjasama dengan organisasi/institusi lain) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

	
	

Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Perusahaan Bapak/ibu berkaitan dengan Pneumonia 
 
(Penyediaan obat/Vaccine) 
(Sudah berapa lama concerned pada kegiatan) 
 

2. Bagaimana pendapat Bapak/ibu tentang Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat  

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia Kabupaten Bandung/Kab 
Sumba Barat? Mengapa? 

 
(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat berkaitan dengan penyediaan obat dan vaccine yang Institusi Bapak/Ibu 
lakukan  

(Berdasarkan apa program berkaitan dengan obat tersebut dikembangkan) 
(Jenis/bentuk program) 
(Apakah disesuaikan dengan program WHO, seluruh atau section tertentu: 
anggaran, penguatan kebijakan, pelayanan, kerjasama lintas sectoral, melibatkan 
NGO, swasta) 
 (Roadmap program, SOP nasional dan lokal) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
khususnya pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program penyediaan obat dan vaccine tersebut? 
       
       (Data Nasional, Data Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
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Team Riset Fakultas Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara dengan Kader Kesehatan di Kabupaten Bandung dan Kabupaten 
Sumba Barat  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 
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Penjelasan umum 

• Apakah Bapak/Ibu sudah jelas dengan maksud dan tujuan dari penelitian ini? 
• Apakah ada yang ingin ditanyakan dari penjelasan sebelumnya? 
• Menurut Bapak/Ibu, apakah Bapak/Ibu adalah orang yang tepat untuk dimintai informasi 

berkaitan dengan tujuan penelitian ini? 
• Jika tidak, berkenankan Bapak/Ibu memberikan rekomendasi sumber informasi yang 

tepat untuk penelitian ini. 
 

Pertanyaan  

1. Jelaskan tentang peran Ibu berkaitan dengan Pneumonia 
(Advocacy, Networking, Penemuan/penjaringan  kasus baru) 
(Sudah berapa lama concerned pada kegiatan) 
 

2. Bagaimana pendapat Ibu tentang Pneumonia anak di lingkungan tempat Ibu tinggal 
Kabupaten Bandung/Kab Sumba Barat  

(Kematian, prevalensi, insiden) 
(Ancaman, resiko tinggi) 
 

3. Jelaskan seberapa penting penanggulangan masalah Pneumonia Kabupaten Bandung/Kab 
Sumba Barat? Mengapa? 

(Karena target nasional, jelaskan targetnya) 
(Karena kesepakatan/target international, jelaskan detail kesepakatan/targetnya) 
 

4. Jelaskan program strategy pengendalian Pneumonia anak di Kabupaten Bandung/Kab 
Sumba Barat yang Ibu ketahui  

(Berdasarkan apa program tersebut dikembangkan) 
(Jenis/bentuk program: rujukan. SOP pasien baru) 
(Apakah disesuaikan dengan program WHO, seluruh atau section tertentu: 
anggaran, penguatan kebijakan, pelayanan, kerjasama lintas sectoral, melibatkan 
NGO, swasta) 
 (Roadmap program) 
 (Target capaian program seperti apa? Apakah sesuai framework WHO: 
perlindungan anak dari pneumonia, pencegahan, pengobatan) 
(Monitoring Evaluasi, pencatatan dan pelaporan terhadap program,sanksi dan 
reward) 
 

5. Bagaimana capaian program tersebut? 
             (Kewenangan Nasional, Data Nasional,Daerah) 
       (Kebijakan dan regulasi) 
       (Anggaran dan alokasi dana) 
       (Bagaimana pelayanan pada masyarakat tidak mampu) 
 
 
 

	
	

 

 

Team Riset Fakultas Keperawatan Universitas Padjadjaran 

Pertanyaan Wawancara dengan Kader Kesehatan di Kabupaten Bandung dan Kabupaten 
Sumba Barat  

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi wawancara   : 

Ijin untuk di rekam*   :    Ya                Tidak  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

Partisipan 

 

Inisial   : 

Gelar   : 

Institusi  : 

E-mail   : 

Alamat   : 

	

Pewawancara 

Nama Lengkap : 

E-mail   : 
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6. Apakah faktor pendukung pencapaian target? 
       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy) 
       (Kerjasama dengan organisasi/institusi lain) 
 

7. Apakah faktor hambatan dan tantangan? 
        
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 

                   (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy) 
                    (Kerjasama dengan organisasi/institusi lain) 
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QUANTITATIVE INSTRUMENT  

 

Team Riset Fakultas Keperawatan Universitas Padjadjaran 

Kuesioner tentang Pengetahuan, Sikap, dan Praktik berkaitan dengan Pneumonia   

 

Judul Penelitian: Analisis Situasi tentang Advokasi Kesehatan Anak-Penyakit Pneumonia 

Tanggal     : 

Lokasi      : 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Lingkari yang tidak perlu 

 

Responden 

 

Inisial Pengasuh/Orangtua : 

Inisial Anak   : 

Jenis Kelamin Anak  : 

Usia Anak   : 

Alamat    : 

	

Pengumpul Data 

Nama Lengkap : 

E-mail   : 

	
	

6. Apakah faktor pendukung pencapaian target? 
       
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 
       (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy) 
       (Kerjasama dengan organisasi/institusi lain) 
 

7. Apakah faktor hambatan dan tantangan? 
        
       (Anggaran) 
       (Sumber Daya Manusia: pengembangan kapasitas) 

                   (Fasilitas dan sarana prasarana organisasi/institusi seperti dana, policy) 
                    (Kerjasama dengan organisasi/institusi lain) 
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I. INFORMASI UMUM 

1. Status Pengasuh Utama:  ¨ Ibu  ¨ Ayah  ¨ Nenek   

 ¨ Bibi  ¨ Lainnya________________(sebutkan) 

2. Jumlah anggota keluarga dalam rumah tangga: 

§ Balita      :              orang 
§ 6-18 tahun:              orang 
§ >18 tahun  :              orang 

3. Usia Ayah:                tahun 

4. Usia Ibu:                   tahun 

5. Pendidikan tertinggi Ayah: 

¨ SD ¨ SLTP    ¨ SLTA    ¨ D3     ¨ Sarjana    ¨ Pascasarjana           

¨ Lainnya,_____________(sebutkan) 

6. Pendidikan tertinggi Ibu: 

¨ SD ¨ SLTP    ¨ SLTA    ¨ D3     ¨ Sarjana    ¨ Pascasarjana           

¨ Lainnya,_____________(sebutkan) 

7. Pekerjaan Ayah:  

¨ PNS  ¨ Wiraswasta  ¨ Buruh   ¨ Petani   
 ¨ TNI/ POLRI ¨ Pensiunan   ¨ Tidak Berja    
 ¨ Lainnya,_____________(sebutkan) 

8. Pekerjaan Ibu:  

¨ PNS  ¨ Wiraswasta  ¨ Buruh   ¨ Petani   
 ¨ Ibu Rumah Tangga  ¨ Pensiunan   ¨ Lainnya,_____________(sebutkan) 

9. Pendapatan keluarga rata-rata/bulan: 

¨ Tidak Ada  ¨ <750.000  ¨ 750.000 – 1.500.000   
 ¨ 1.500.000 – 2.500.000  ¨ > 2.500.000 

10. Jumlah kakak/adik subjek anak: 

11. Luas rumah:            (meter persegi) 

12. Jumlah ruangan dalam rumah:                     ruang 

Kamar tidur: ______         Kamar mandi: ______            Dapur: ______                   

Ruang keluarga:                Lainnya, __________________(sebutkan) 

13. Sumber utama air bersih:  ̈  Sumur ¨ PAM ¨ Beli air         

                                ¨ Lainnya, sebutkan_____________ 
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14. Apakah Anak (usia 3 sampai 6 tahun): pernah/sedang mengikuti pendidikan PAUD, 
Taman Kanak-kanak atau Penitipan Anak? ¨  Ya  ¨Tidak 

Jika ya: ______ 

Berapa hari seminggu? ______ 

Berapa lama per hari? ______ 

15. Jumlah anggota keluarga yang merokok:         orang 

16. Frekuensi merokok dalam rumah:   

¨ Setiap hari                              ¨ Beberapa kali dalam seminggu  

¨ Sesekali dalam seminggu        ¨ Tidak pernah 

17. Tamu atau pengunjung yang merokok dalam rumah: 

¨ Setiap hari                              ¨ Beberapa kali dalam seminggu  

¨ Sesekali dalam seminggu     ¨ Tidak pernah 

 

II.RIWAYAT TUMBUH KEMBANG ANAK 

1. Berat badan anak waktu lahir: ¨ <2,500 gr     ¨ > 2,500 gr 

2. Kelahiran anak: ¨ Prematur/kurang bulan           ¨ cukup bulan 

3. Berat Badan/ Tinggi Badan anak saat ini: _____Kg/ _____ cm 

4. Asupan susu yang dikonsumsi anak sebelum mencapai usia 6 bulan:  

¨ ASI saja                                             ¨ Sebagian besar ASI   

¨ Campuran ASI dan susu formula         ¨ Susu formula 

5. Lama menyusui anak: _________ bulan 

6. Apakah anak pernah mengalami diare dalam 1 tahun terakhir? ¨Ya   ¨Tidak 

Jika ya, berapa kali? ______ 

7. Apa yang umumnya dilakukan manakala anak mengalami diare? (Jawaban bisa lebih dari 
satu) 

¨ Dirawat di rumah     

¨ Beli obat di warung 

 ¨ Diberi makanan/minuman khusus 

¨ Dibawa ke paraji  

¨ Dibawa ke bidan  

¨ Dibawa ke puskesmas  

	
	

I. INFORMASI UMUM 

1. Status Pengasuh Utama:  ¨ Ibu  ¨ Ayah  ¨ Nenek   

 ¨ Bibi  ¨ Lainnya________________(sebutkan) 

2. Jumlah anggota keluarga dalam rumah tangga: 

§ Balita      :              orang 
§ 6-18 tahun:              orang 
§ >18 tahun  :              orang 

3. Usia Ayah:                tahun 

4. Usia Ibu:                   tahun 

5. Pendidikan tertinggi Ayah: 

¨ SD ¨ SLTP    ¨ SLTA    ¨ D3     ¨ Sarjana    ¨ Pascasarjana           

¨ Lainnya,_____________(sebutkan) 

6. Pendidikan tertinggi Ibu: 

¨ SD ¨ SLTP    ¨ SLTA    ¨ D3     ¨ Sarjana    ¨ Pascasarjana           

¨ Lainnya,_____________(sebutkan) 

7. Pekerjaan Ayah:  

¨ PNS  ¨ Wiraswasta  ¨ Buruh   ¨ Petani   
 ¨ TNI/ POLRI ¨ Pensiunan   ¨ Tidak Berja    
 ¨ Lainnya,_____________(sebutkan) 

8. Pekerjaan Ibu:  

¨ PNS  ¨ Wiraswasta  ¨ Buruh   ¨ Petani   
 ¨ Ibu Rumah Tangga  ¨ Pensiunan   ¨ Lainnya,_____________(sebutkan) 

9. Pendapatan keluarga rata-rata/bulan: 

¨ Tidak Ada  ¨ <750.000  ¨ 750.000 – 1.500.000   
 ¨ 1.500.000 – 2.500.000  ¨ > 2.500.000 

10. Jumlah kakak/adik subjek anak: 

11. Luas rumah:            (meter persegi) 

12. Jumlah ruangan dalam rumah:                     ruang 

Kamar tidur: ______         Kamar mandi: ______            Dapur: ______                   

Ruang keluarga:                Lainnya, __________________(sebutkan) 

13. Sumber utama air bersih:  ̈  Sumur ¨ PAM ¨ Beli air         

                                ¨ Lainnya, sebutkan_____________ 
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¨ Dibawa ke dokter praktek 

¨ Lainnya,_________(sebutkan) 

8. Berapa kali anak sakit/menunjukkan gejala-gejala  sakit radang/infeksi paru-paru 
(pneumonia) dalam setahun terakhir? __________________________________ 

9. Status imunisasi anak saat ini: 

¨ Lengkap  ¨ Belum lengkap ¨ Tidak lengkap 

10. Jelaskan imunisasi/vaksinasi yang telah diterima anak: 
a. Imunisasi dasar: 

Umur 0 bulan 1 bulan 2 bulan 3 bulan 4 bulan 9 bulan 
Jenis Hep B BCG & 

Polio 
DPT-HB- 
Hib1& Polio2 

DPT-HB- Hib2 
& Polio3 

DPT-HB-
Hib3 dan 
Polio4 

Campak  

Tanda √       
 

b. Imunisasi Lanjutan :  

Umur 0 bulan 1 bulan 
Jenis Hep B BCG & Polio 
Tanda √   

 

11. Setiap saat anak sakit/menunjukkan gejala-gejala sakit radang paru, apa yang Saudara 
lakukan sebelum dibawa ke Fasilitas kesehatan? 

¨ Dirawat di rumah       ¨ Beli obat di warung 

12. Kapan Anda memutuskan anak dibawa ke Fasilitas kesehatan? _______________ 

13. Selain anak (subjek), apakah ada anggota lain dalam rumah ini yang mengalami 
radang/infeksi paru? ¨Ya  ¨Tidak ¨Tidak Tahu 

14. Pernahkah balita anda berada di bawah garis merah KMS pada 1 tahun terakhir? 

¨Ya  ¨Tidak ¨Tidak Tahu 

 

III. AKSES KE  PELAYANAN KESEHATAN 

1. Fasilitas kesehatan yang paling sering didatangi jika anak sakit: 

¨ Rumah Sakit ¨ Puskesmas ¨ Bidan ¨ Mantri ¨ Lainnya, _________ 

2. Lama waktu perjalanan ke Fasilitas kesehatan: __________menit/jam 

3. Moda transportasi menuju Fasilitas kesehatan (jawaban bisa lebih dari satu) 

¨ Jalan kaki  ¨ Naik motor  ¨ Becak  

¨ Mobil  ¨ Lainnya, sebutkan_____________ 
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4. Biaya transportasi ke Fasilitas kesehatan: Rp.__________    

5. Cara pembayaran layanan kesehatan anak:  

¨ Asuransi/BPJS/KIS ¨Bayar  

¨ tunai   ¨Lainnya, sebutkan____________ 

6. Biaya pembayaran layanan kesehatan anak yang mengalami radang paru (Jika ada): 

Periksa: Rp. ______________________________________ 

Obat: Rp. ________________________________________ 

Rujukan: Rp. ______________________________________ 

Perawatan Rumah Sakit: Rp. _________________________ 

Lainnya, sebutkan__________________________________ 

7. Ketika anak mengalami radang paru dibawa ke Fasilitas kesehatan, apa yang dilakukan oleh 
petugas? (Jawaban bisa lebih dari satu) 

¨Menanyakan gejala-gejala yang dialami anak 

¨Memeriksa anak 

¨Memberi obat 

¨Memberi rujukan 

¨Memberi penjelasan tentang konsumsi obat 

¨Menjelaskan  perawatan anak di rumah 

¨Lainnya, jelaskan_____________________________________________ 

 

IV. PENGETAHUAN, SIKAP DAN PERILAKU PENGASUH 

1. Apakah Anda tahu mengenai radang/penyakit infeksi pernapasan pada anak-anak 

 ¨ Ya   ¨ Tidak 

2. Apa saja gejala radang/infeksi pernapasan pada anak yang Anda ketahui? (Jawaban bisa 
lebih dari satu) 

¨ Demam  

¨ Pusing  

¨ Batuk  

¨ Dinding dada sebelah bawah masuk ke dalam 

¨ Nafas pendek/kesulitan bernafas   

¨ Banyak berkeringat  

	
	

¨ Dibawa ke dokter praktek 

¨ Lainnya,_________(sebutkan) 

8. Berapa kali anak sakit/menunjukkan gejala-gejala  sakit radang/infeksi paru-paru 
(pneumonia) dalam setahun terakhir? __________________________________ 

9. Status imunisasi anak saat ini: 

¨ Lengkap  ¨ Belum lengkap ¨ Tidak lengkap 

10. Jelaskan imunisasi/vaksinasi yang telah diterima anak: 
a. Imunisasi dasar: 

Umur 0 bulan 1 bulan 2 bulan 3 bulan 4 bulan 9 bulan 
Jenis Hep B BCG & 

Polio 
DPT-HB- 
Hib1& Polio2 

DPT-HB- Hib2 
& Polio3 

DPT-HB-
Hib3 dan 
Polio4 

Campak  

Tanda √       
 

b. Imunisasi Lanjutan :  

Umur 0 bulan 1 bulan 
Jenis Hep B BCG & Polio 
Tanda √   

 

11. Setiap saat anak sakit/menunjukkan gejala-gejala sakit radang paru, apa yang Saudara 
lakukan sebelum dibawa ke Fasilitas kesehatan? 

¨ Dirawat di rumah       ¨ Beli obat di warung 

12. Kapan Anda memutuskan anak dibawa ke Fasilitas kesehatan? _______________ 

13. Selain anak (subjek), apakah ada anggota lain dalam rumah ini yang mengalami 
radang/infeksi paru? ¨Ya  ¨Tidak ¨Tidak Tahu 

14. Pernahkah balita anda berada di bawah garis merah KMS pada 1 tahun terakhir? 

¨Ya  ¨Tidak ¨Tidak Tahu 

 

III. AKSES KE  PELAYANAN KESEHATAN 

1. Fasilitas kesehatan yang paling sering didatangi jika anak sakit: 

¨ Rumah Sakit ¨ Puskesmas ¨ Bidan ¨ Mantri ¨ Lainnya, _________ 

2. Lama waktu perjalanan ke Fasilitas kesehatan: __________menit/jam 

3. Moda transportasi menuju Fasilitas kesehatan (jawaban bisa lebih dari satu) 

¨ Jalan kaki  ¨ Naik motor  ¨ Becak  

¨ Mobil  ¨ Lainnya, sebutkan_____________ 
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¨ Kelelahan/lemah 

 ¨ Nafsu makan berkurang 

 ¨ Nafas cepat   

¨ Nafas berat/berbunyi/mengi  

¨ Menggigil   

¨ Lainnya, sebutkan_________________________________ 

3. Menurut Anda, apa penyebab dan pencetus radang/infeksi pernapasan pada anak? 
(Jawaban bisa lebih dari satu) 

¨ Bakteri   

¨ Virus   

¨ Daya tahan anak lemah   

¨ Anak kurang gizi 

¨ Kondisi rumah yang kumuh/terlalu sesak  

¨ Udara dingin  

¨ Debu 

¨ Terpapar polusi udara di luar rumah 

¨ Terpapar polusi dalam rumah  

¨ Tertular dari  penderita radang paru,_________ 

¨ Lainnya, sebutkan_______________________________ 

4. Menurut Anda, Sumber polusi udara adalah_________ (Jawaban bisa lebih dari satu)  

¨ Pembakaran batubara dan kayu   

¨ Adanya abu dan debu    

¨ Polusi udara diluar rumah/asap kendaraan  

¨ Dampak alami dari alam (awan) 

¨ Asap rokok 

¨ Lainnya, sebutkan_________________________________ 

5. Menurut Anda, Apakah asap dan debu didalam rumah dapat menyebabkan 
radang/infeksi pernapasan?   

¨ Ya   ¨ Tidak    ¨ Tidak tahu 

6. Menurut Anda, Apakah asap kendaraan dapat mempengaruhi kualitas udara?  
¨ Ya   ¨ Tidak    ¨ Tidak tahu 
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7. Bagaimana arus lalu lintas/kendaraan bermotor disekitar rumah anda?  

¨ Sangat sibuk 

¨ Sedang     

¨ Rendah  

¨ Sepi 

8. Sebelum mengobati anak ke fasilitas kesehatan, apakah anda tahu bahwa anak Anda 
mengidap radang/infeksi pernapasan? 

¨ Ya  

¨ Tidak 

¨ Jika Ya, dari mana Anda memperoleh informasi tersebut sebelumnya? 

¨ Anngota keluarga yang lebih tua 

¨ Teman 

¨ Kader PKK 

¨ Berita TV, Koran, buku 

¨ Lainnya, sebutkan___________ 

9. Menurut Anda, radang/infeksi pernapasan pada anak  

¨ Tidak berbahaya  

¨ Agak berbahaya`  

¨ Berbahaya  

¨ Sangat berbahaya  

¨ Tidak tahu 

10. Menurut Anda, radang/infeksi pernapasan bisa menyebabkan kematian anak? 
¨ Ya   ¨ Tidak    ¨ Tidak tahu 

11. Menurut Anda, bagaiman kualitas udara di dalam rumah Anda?  

¨ Sangat baik   ¨ Baik    ¨ Sedang             ¨ Tidak baik   

12. Apakah Anda menghitung suhu ruangan dengan termometer dirumah anda?  
¨ Ya   ¨ Tidak    ¨ Tidak tahu 

13. Apakah Anda selalu memastikan sistem ventilasi rumah berjalan baik? 

¨ Ya         ¨ Tidak            ¨ Kadang-kadang 

14. Jika ya atau kadang-kadang, bagaimana caranya? 
______________________________________________________________ 
______________________________________________________________ 
 

	
	

¨ Kelelahan/lemah 

 ¨ Nafsu makan berkurang 

 ¨ Nafas cepat   

¨ Nafas berat/berbunyi/mengi  

¨ Menggigil   

¨ Lainnya, sebutkan_________________________________ 

3. Menurut Anda, apa penyebab dan pencetus radang/infeksi pernapasan pada anak? 
(Jawaban bisa lebih dari satu) 

¨ Bakteri   

¨ Virus   

¨ Daya tahan anak lemah   

¨ Anak kurang gizi 

¨ Kondisi rumah yang kumuh/terlalu sesak  

¨ Udara dingin  

¨ Debu 

¨ Terpapar polusi udara di luar rumah 

¨ Terpapar polusi dalam rumah  

¨ Tertular dari  penderita radang paru,_________ 

¨ Lainnya, sebutkan_______________________________ 

4. Menurut Anda, Sumber polusi udara adalah_________ (Jawaban bisa lebih dari satu)  

¨ Pembakaran batubara dan kayu   

¨ Adanya abu dan debu    

¨ Polusi udara diluar rumah/asap kendaraan  

¨ Dampak alami dari alam (awan) 

¨ Asap rokok 

¨ Lainnya, sebutkan_________________________________ 

5. Menurut Anda, Apakah asap dan debu didalam rumah dapat menyebabkan 
radang/infeksi pernapasan?   

¨ Ya   ¨ Tidak    ¨ Tidak tahu 

6. Menurut Anda, Apakah asap kendaraan dapat mempengaruhi kualitas udara?  
¨ Ya   ¨ Tidak    ¨ Tidak tahu 
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15. Apakah Anda melarang anggota keluarga atau orang lain merokok dalam rumah? 

¨ Ya         ¨ Tidak            ¨ Kadang-kadang  

¨ Lainnya, Jelaskan_________ 

16. Apakah anda memiliki sistem ventilasi untuk mengeluarkan asap dan uap dirumah 
anda?  
¨ Ya   ¨ Tidak    ¨ Tidak tahu 

17. Apakah anda menggunakan alat atau kipas untuk mengeluarkan asap dan uap ketika 
sedang memasak?  

¨ Selalu  

¨ Kadang-kadang  

¨ Tidak pernah memakai 

¨ Tidak memiliki alat atau kipas  

18. Berapa kali Anda membersihkan rumah agar tidak lembab dan kotor?  

¨ Setiap hari 

¨ Beberapa kali dalam seminggu 

¨ Beberapa kali dalam sebulan 

¨ Sebulan sekali  

¨ Kurang dari sebulan sekali 

¨ Tidak pernah  

19. Apakah mengeluarkan asap dan uap dari rumah menjadi perhatian Anda?  
¨ Ya   ¨ Tidak    ¨ Tidak tahu 
 

20. Apa yang Anda lakukan pada (anak) penderita radang paru di rumah  setelah 
mendapat perawatan di Fasilitas kesehatan? (Jawaban bias lebih dari satu) 

¨ Memastikan anak minum obat yang diresepkan 

¨ Memberi anak makanan bergizi 

¨ Memberi obat herbal tambahan, sebutkan___________________ 

¨ Mengukur suhu tubuh anak 

¨ Melakukan control ke fasilitas kesehatan dalam jangka waktu yang telah   
ditentukan 

¨ Mengurangi kontak anak denga orang lain 

¨ Lainnya, jelaskan__________________________________ 
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21. Apa yang Anda lakukan untuk mencegah anak mengalami radang/infeksi paru? 

¨ Memberi asupan makanan bergizi  

¨ Memakaikan anak baju hangat saat udara dingin 

¨ Memberi anak ASI eksklusif   

¨ Mengurangi polusi dan debu dalam rumah 

¨ Membiarkan udara bersih dan sinar matahari masuk ke rumah secara teratur  

¨ Mencegah kontak anak dengan penderita radang paru 

¨ Mencuci tangan secara teratur 

¨ Lainnya, sebutkan______________________ 

22. Apakah Anda ingin agar anak anda memiliki sistem kekebalan tubuh yang yang baik?  

¨Y   ¨Tidak    ¨Tidak tahu 

23. Apakah anda pernah mendengar vaksinasi untuk mencegah pneumonia pada anak? 

¨Ya, vaksin apa?_____________________ ¨Tidak 

24. Jika Ya, Sumber informasi?  

¨Petugas kesehatan ¨Keluarga ¨Teman  ¨Lainnya,_________ 

25. Apakah anak Anda dipakaikan baju hangat saat udara dingin? 

¨Ya          ¨Tidak  ¨Kadang-kadang 

26. Apakah Anda memastikan  anggota rumah tangga mencuci tangan setelah atau 
sebelum melakukan aktivitas tertentu (buang air, makan, perjalanan dari luar rumah)? 

¨Ya         ¨Tidak            ¨Kadang-kadang          ¨Tidak tahu 

27. Pada saat anak menunjukkan sakit radang/infeksi pernapasan, kapan Anda 
memutuskan untuk membawa anak ke Fasilitas kesehatan? 

¨ Dalam waktu satu hari (24 jam) 

¨ Setelah beberapa hari 

¨ Setelah satu minggu 

¨ Lainnya, jelaskan______________________ 

28. Sebelum anak dibawa ke Fasilitas kesehatan, apa yang anda lakukan? 

¨ Memberi obat penurun demam atau sakit 

¨ Membawa ke dukun/paraji/pengobatan tradisional___________________ 

¨ Menyusui anak/memberi makanan lunak/cairan yang cukup 

¨ Tidak melakukan apa-apa 

	
	

15. Apakah Anda melarang anggota keluarga atau orang lain merokok dalam rumah? 

¨ Ya         ¨ Tidak            ¨ Kadang-kadang  

¨ Lainnya, Jelaskan_________ 

16. Apakah anda memiliki sistem ventilasi untuk mengeluarkan asap dan uap dirumah 
anda?  
¨ Ya   ¨ Tidak    ¨ Tidak tahu 

17. Apakah anda menggunakan alat atau kipas untuk mengeluarkan asap dan uap ketika 
sedang memasak?  

¨ Selalu  

¨ Kadang-kadang  

¨ Tidak pernah memakai 

¨ Tidak memiliki alat atau kipas  

18. Berapa kali Anda membersihkan rumah agar tidak lembab dan kotor?  

¨ Setiap hari 

¨ Beberapa kali dalam seminggu 

¨ Beberapa kali dalam sebulan 

¨ Sebulan sekali  

¨ Kurang dari sebulan sekali 

¨ Tidak pernah  

19. Apakah mengeluarkan asap dan uap dari rumah menjadi perhatian Anda?  
¨ Ya   ¨ Tidak    ¨ Tidak tahu 
 

20. Apa yang Anda lakukan pada (anak) penderita radang paru di rumah  setelah 
mendapat perawatan di Fasilitas kesehatan? (Jawaban bias lebih dari satu) 

¨ Memastikan anak minum obat yang diresepkan 

¨ Memberi anak makanan bergizi 

¨ Memberi obat herbal tambahan, sebutkan___________________ 

¨ Mengukur suhu tubuh anak 

¨ Melakukan control ke fasilitas kesehatan dalam jangka waktu yang telah   
ditentukan 

¨ Mengurangi kontak anak denga orang lain 

¨ Lainnya, jelaskan__________________________________ 
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¨ Lainnya, Jelaskan_____________________ 

29. Apakah ada yang merokok dalam keluarga Anda?  

¨Ya, berapa orang ___________   ¨Tidak    

30. Jika Ya, perokok di keluarga anda akan merokok dimana? 

 ¨ Dalam rumah  ¨ Diluar rumah    

31. Berapa kali tamu/orang luar yang merokok datang ke rumah anda dan merokok 
didalam rumah?  

¨ Setiap hari 

¨ Beberapa kali dalam seminggu 

¨ Beberapa kali dalam sebulan 

¨ Dalam waktu tertentu saja, jarang 

¨ Tidak pernah 

32. Berapa kali anak Anda terkena radang/infeksi pernapasan dalam satu tahun 
kebelakang?  

¨Ya, Berapa kali______________  ¨Tidak    

33. Apakah saudara kandung anak dengan radang/infeksi pernapasan juga terkena 
penyakit tersebut? 

¨Ya   ¨Tidak    ¨Tidak tahu 

 

V.OBSERVASI 

A. Kondisi dalam rumah (kelembaban, kebersihan, kesesakan, ventilasi) 
1. Apakah terdapat jendela/ventilasi yang dapat masuk ke dalam rumah rumah Anda? 

¨Ya   ¨Tidak 
2. Apakah kamar tidur dihuni oleh > dari 2 orang?  

¨Ya   ¨Tidak 
3. Apakah dinding rumah Anda terbuat dari bahan permanen?  

¨Ya   ¨Tidak 
4. Apakah matahari dapat masuk ke dalam rumah dan atap rumah anda terdapat jendela/ 

genteng kaca? 
¨Ya   ¨Tidak 

5. Apakah ruangan dalam rumah Anda berdebu?  
¨Ya   ¨Tidak 

6. Pada malam hari rumah Anda menggunakan sumber penerangan berupa? 
¨ Listrik   ¨ Lampu minyak 

7. Apakah bahan bakar di dapur yang Anda gunakan menghasilkan asap (kayu bakar/ 
arang/ daun)? ¨Ya   ¨Tidak 
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8. Apakah lokasi rumah anda dekat dengan paparan penghasil polutan (jalan raya/ 
tempat penambangan? ¨Ya   ¨Tidak 

 
B. Kondisi WC (lokasi, privat/umum, terbuka/tertutup) 

1. Apakah anggota rumah tangga Anda menggunakan fasilitas WC/kakus/toilet 
berikut? 

¨ WC/toilet  
¨ Kakus/ cubluk 
¨ Sungai 
¨ Kebun/ halaman 
¨ Lainnya ________  

2. Apakah fasilitas WC/toilet ini juga digunakan oleh rumah tangga lainnya atau 
digunakan oleh umum? 

¨ Tidak berbagi dengan rumah tangga lain  
¨ Dipakai bersama oleh <10 rumah tangga  
¨ Dipakai bersama oleh ≥ 10 rumah tangga  
¨ Dipakai untuk umum    

3. Apakah jarak rembesan tempat tinja dengan suber air bersih (sumur) lebih dari 10 
meter? ¨Ya   ¨Tidak 
 

C. Lingkungan sekitar (sistem sanitasi, ketersediaan air bersih, kebersihan 
lingkungan, polusi) 
1. Apakah Anda memiliki tempat untuk cuci tangan? 

¨Ya   ¨Tidak    ¨Tidak tahu 
2. Sumber air mana saja yang digunakan sehari-hari untuk berbagai keperluan di 

rumah tangga? 
¨ Pipa/keran 
¨ Sumur pompa atau sumur bor 
¨ Sumur galian 

       ¨ PDAM 

¨ Air hujan  
¨  Air isi ulang 
¨  Air kemasan 
¨ Mata air terlindung 

3. Apakah penampungan air bersih anda tertutup? 
¨Ya   ¨Tidak 

4.  Apakah anda membuang sampah pada tempat sebagai berikut: 
¨ tempat pembuangan sampah akhir 
¨ kebun 
¨ sungai 
¨ selokan  

 
5. Apakah sampah yang ada, dibersihkan setiap hari, dimusnahkan dengan di bakar/ 

ditimbun? ¨Ya   ¨Tidak 
 
 
 
 
 
 
 

	
	

¨ Lainnya, Jelaskan_____________________ 

29. Apakah ada yang merokok dalam keluarga Anda?  

¨Ya, berapa orang ___________   ¨Tidak    

30. Jika Ya, perokok di keluarga anda akan merokok dimana? 

 ¨ Dalam rumah  ¨ Diluar rumah    

31. Berapa kali tamu/orang luar yang merokok datang ke rumah anda dan merokok 
didalam rumah?  

¨ Setiap hari 

¨ Beberapa kali dalam seminggu 

¨ Beberapa kali dalam sebulan 

¨ Dalam waktu tertentu saja, jarang 

¨ Tidak pernah 

32. Berapa kali anak Anda terkena radang/infeksi pernapasan dalam satu tahun 
kebelakang?  

¨Ya, Berapa kali______________  ¨Tidak    

33. Apakah saudara kandung anak dengan radang/infeksi pernapasan juga terkena 
penyakit tersebut? 

¨Ya   ¨Tidak    ¨Tidak tahu 

 

V.OBSERVASI 

A. Kondisi dalam rumah (kelembaban, kebersihan, kesesakan, ventilasi) 
1. Apakah terdapat jendela/ventilasi yang dapat masuk ke dalam rumah rumah Anda? 

¨Ya   ¨Tidak 
2. Apakah kamar tidur dihuni oleh > dari 2 orang?  

¨Ya   ¨Tidak 
3. Apakah dinding rumah Anda terbuat dari bahan permanen?  

¨Ya   ¨Tidak 
4. Apakah matahari dapat masuk ke dalam rumah dan atap rumah anda terdapat jendela/ 

genteng kaca? 
¨Ya   ¨Tidak 

5. Apakah ruangan dalam rumah Anda berdebu?  
¨Ya   ¨Tidak 

6. Pada malam hari rumah Anda menggunakan sumber penerangan berupa? 
¨ Listrik   ¨ Lampu minyak 

7. Apakah bahan bakar di dapur yang Anda gunakan menghasilkan asap (kayu bakar/ 
arang/ daun)? ¨Ya   ¨Tidak 
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INFORM CONSENT  
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SURAT PERMOHONAN WAWANCARA 
 

 

	
	

INFORM CONSENT  
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