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Abstract

Introduction: Extraordinary policies have been launched by the government to reduce Maternal Mortality Rate/
Infant Mortality Rate (MMR/IMR) , however this has not been comparable with the expected results. The
purpose of this study was to determine the effectiveness of Katoga's multi-level education on the competence of
cadres, public figure, and families in preventing, detecting early and handling emergency pregnancy to reduce
MMR/IMR. Methods: This research study used action research with stratified respondents, 10 health cadres
who will provide training to 30 community leader respondents and subsequently public figure will provide
training to 60 selected families with simple random sampling. The independent variable was multi-level
education and the dependent variable was competence in early detection of emergencies in pregnancy. Data
were collected using a questionnaire and analyzed by t-test. Results: The results showed that the increasing of
the competence in preventing, early detecting and handling emergency pregnancy after receiving multilevel
education training in health cadres from the previous value of 70 to 93; in community leaders from 61.1 to 80.5
and in families from 58.0 to 78.9. There was a significant increase in competency with multi-level education
training in increasing competency in a larger population with a cadre pValue of 0.003; community leaders 0,000
and families 0,000. Conclusions: Community empowerment in the health sector through multi-level education
can spread knowledge in preventing, detecting high-risk pregnancies early and managing maternal emergencies
so as to facilitate the task of health nurses to obtain information about pregnant women detected as high-risk
populations.
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INTRODUCTION Sustainable Development Goals (SDGs) need
harder efforts to reduce MMR by the

Maternal mortality rate (MMR) is an government through health service workers
indicator of a country's health status. Said to and health facilities as well as community
be an indicator because the health status of all participation (including universities,
family members is inseparable from the role especially educational institutions printing
of a mother in handling the health of family health workers) (Acni, Nurul, and PKP, 2013)
members. If maternal health is disrupted, no . One of the fundamental changes brought by
one will provide food that supports family the SDGs is the principle of "no one is left".
health at home, clean the house and its This means that the range of targets and
contents, the education of her children, and services in the era of SDGs is more
many other roles. Therefore the high maternal comprehensive (100%) compared to the era of
mortality rate is a bad incident for the health the MDGs. Entering the era of Sustainable
of other family members. In Indonesia AKI Development Goals (SDGs) need harder
has not met the Millennium Development efforts to reduce MMR by the government
Goals (MDGs) target of 102/100,000 live through health service workers and health
births in 2015 (2012 IDHS data was facilities as well as community participation
359/100,000). The decline in MMR that has (including universities, especially educational
not been as expected in Indonesia is different institutions printing health workers) (Acni,
from the achievement in other poor and Nurul, and PKP, 2013). One of the
developing countries in other Asian countries fundamental changes brought by the SDGs is
(Sastrawinata, 2010). Entering the era of the principle of "no one is left". This means
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that the range of targets and services in the era
of SDGs is more comprehensive (100%)
compared to the era of the MDGs.

An important problem in Indonesia,
every hour one woman dies during childbirth
due to causes related to pregnancy. The
biggest causes of MMR are postpartum
hemorrhage (28%), preeclampsia (24%),
infection (11%), labor complications (11%),
prolonged birth (5%) and abortion (5%). From
various studies, it can be concluded that the
causes of death are caused by the delay in
making decisions, being late in traveling and
being late getting treatment at health service
facilities. (Syafig and Budiantoro,2013).

The government's efforts in reducing
the MMR / IMR has been started, through: 1)
Safe motherhood with four pillars (KB, ANC,
childbirth safe and comfortable, as well as
essential obstetric services); 2) Mother's care;
3) Early Breastfeeding Initiation (IMD); 4)
Expanding Maternal and Newborn Survival
(EMAS); As well as other efforts aimed at
ensuring maternal health and well-being so as
to reduce MMR (Turniani and
Roosihermiatie, 2007).

Considering the government's efforts to
reduce the MMR have been so good but the
results have not been as expected, then there
is no harm in us looking at the countries
around us who have succeeded in reducing the
MMR. As we know, Sri Lanka has an MMR
of 30/ 100,000 live births and Thailand's AKI
of 40 / 100,000 live births. The policies that
they have been working on so that the MMR
is so declining are using strategy techniques:
1) Family Planning Program, which using
family planning will prevent a woman from
getting pregnant, minimize and avoid
complications in pregnancy / birth which
ultimately prevent death due to childbirth; 2)
Improving utilization and quality of care
which emphasizes on giving free life-saving
care; 3) Expanding access to more effective
maternity care by midwives and doctors
(Week, 2007). There are also differences in
the patterns of other countries in reducing

the community are automatically

119

MMR, for example Sweden with the policy
"adherence to use aseptic technique"; Japan
with “proffessionalization of deliveries at
home"; Malaysia with "growing the socio-
economic system, supporting the efforts of
safe motherhood management policies and
using the health care facility as well"; and
North Europe with "well coordination among
ANC-delivery-postpartum®.

Actually, the above policy program has
also been implemented in our country
Indonesia (Joint Committee, 2013). But it
hasn't succeeded as expected. There needs to
be commitment and continuity as the key to
success that so far these countries have done,
namely: 1) Improving the role of professional
personnel; 2) Giving accurate and continuous
information; 3) Improving the professional
skills to make them professional. For Giving
points accurate and continuous information
needs to be increased again to be effective in
helping to reduce MMR. In addition we can
also learn from the failure of developed
countries in the United States in the past 70s
that did not succeed in reducing the MMR.
Because of the erroneous arrogance of health
professionals, they always do not cooperate in
all lines, so that the adverse effects of failing
to reduce MMR (Macdorman et al., 2016).
For this reason, it is necessary to involve all
components of the community from cadres,
community leaders to families to care in the
efforts of early detection and management of
maternal emergencies. Through multi-level
learning  methods, Katoga educators
(community-family leaders) are expected to
be able to increase the community's ability to
detect early and manage maternal
emergencies, so as to reduce MMR and also
indirectly reduce IMR. This is because of our
effectiveness as health workers in providing
education to the community because of the
multilevel education system. We only provide
education to a few people, so the tasks we give
will be disseminated so that not many
members of

covered. The purpose of this study was to
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study the effectiveness of Katoga's (family-
public figure-community) multi-level
learning methods of resistance, early
detection and emergency  pregnancy
management to increase MMR/IMR.

METHODS

The design of this research is action
research with a tiered research sample of 10
health cadres selected by cluster sampling, the
next stage the cadre respondents choose 30
public figure as the next research subject and
continue to the community place, choosing 60
families as further research subjects. The
variables of this study are the knowledge and
skills of health cadres about the prevention,
early detection and handling of emergency
pregnancy. The instrument used was a
guestionnaire. Data analysis using a t-test
computer program. This study has received
ethical approval from the Health Research
Ethics Commission of STIKES Karya Husada

Kediri no. 116/EC/LPPM/

STIKES/KH/07/2019.
RESULTS

Characteristics of respondents based on
age in health cadres are 34-37 years as much as
60%, in public figures aged 42-45 years as
much as 60% and families aged 34-37 years as
much as 41.6%. Characteristics of respondents
based on education in health cadres are high
school as much as 60%, in public figures
education Elementary / middle school as much
as 60%, and families education Elementary /
middle school as much as 41.6%. While the
characteristics of respondents based on work in
the health cadre are as much as 100% of
housewife, in the public figures of Entrepreneur
& Civil servants as much as 60%, and
housewife families as much as 43.5%.

Tabel 1. Distribution of Respondent Characteristik

Age/Respondents Health Cadre Public Figures Families
n % n % n %
34-37 6 60 6 20 25 41,6
38-41 2 20 6 20 22 36,7
42-45 2 20 18 60 13 21,7
Total 10 100 30 100 60 100
Education/ Respondents Health Cadre Public Figures Families
n % n % n %
Elementary/middle school 2 20 18 60 25 41,6
High School 6 60 6 20 22 36,7
Diploma / Bachelor Degree 2 20 6 20 13 21,7
Total 10 100 30 100 60 100
Occupation /Respondents Health Cadre Public Figures Families
n % n % n %
Housewife 10 100 5 16,7 26 43,3
Private 0 0 7 23,3 15 25
Entrepreneur 0 0 9 30 12 20
Civil servants 0 0 9 30 7 11,7
Total 10 100 30 100 60 100

Table 2. Distribution of respondents cadres by the old cadre (n=10)

Old Cadre n %
1-3 years 4 40
4-6 years 2 20
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7-10 years 4 40

Total 10 100

Table 3. Competence of health cadres, Public Figures and The Family in the prevention,
early detection and handling of emergencies pregnancy before and after the learning
method of multi-level education

Competence X SD Min-Max
Competence of Health Cadres
Pre 70 4,1 44,4 - 888
Post 93 4,3 88.8-93.3
Competence of Public Figures
Pre 61.1 3.04 16.1-94.4
Post 80.5 3.65 50 - 100
Competence of The Family
Pre 58 3.83 22.2-88.8
Post 78.8 4.25 33.3-100
Table 6. Effectiveness table of Katoga multi-level education learning methods
Competence X (Pre) X (Post) pValue
Health Cadres 70 93 0.003
Public Figures 61.1 80.5 0.000
Family 58.0 78.8 0.000

The period of time to become a health cadre

is 40% between 1-3 years and 40% between 7-
10 years. The competence of health cadres in
the prevention, early detection and handling of
emergency pregnancies before being given an
average education of 70 and after an average
multi-level education learning method 93. The
competence of public figures in the prevention,
early detection and handling of emergency
Analysis of the effectiveness of the
Katoga multi-level education learning
method on the competence of cadres,
community leaders and families in
preventing, detecting early and handling
emergency pregnancy to reduce MMR

DISCUSSIONS

In the initial step education is given to
health cadres, then health cadres provide
education to community leaders and
subsequently community leaders provide
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pregnancies before being given an average
education of 61,1 and after an average multi-
level education learning method 80,5. The
competence of the families in the prevention,
early detection and handling of emergency
pregnancies before being given an average
education of 58,0 and after an average multi-
level education learning method 78,8.

/IMR shows that the multi-level learning
method of Katoga education is effective in
increasing the competence of cadres,
community leaders and families in preventing,
detecting early and managing emergency
pregnancy to reduce MMR / IMR.

education to families. From the results of the
study found an increase in competence
regarding prevention, early detection and
handling of pregnancy emergencies from
health cadres with an average value of 70 to
an average value of 93. The increase indicates
the competency education approach to
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learning methods that contain real case
discussions, then discussed from risk factors,
how to detect early and deal with emergencies
so that cadres become competent in
concluding the problem. Education with the
method of discussing cases that often occur is
intended to find more and more sides of the
learning process as a basis for developing
further learning. What is done is more a series
of lesson study activities that are able to
develop teacher competencies (in this case
health cadres who are trained as health
teachers in the community). Strategic
alignment and evaluation results inform each
other in a gradual transformation process (Ali,
2009). The results are also synergized with the
findings of Tsui et al., 2012, which concluded
that community collaboration and partnership
is one innovative work community based on
determinants of social health.

Increased competence of community
leaders after being given a multi-level training
on educational teaching methods by health
cadres where the original value averaged 61.1
to an average of 80.5. This success cannot be
separated from the role of competent health
cadres in providing education and training
because it is supported by the age of health
cadres who are relatively young and mature in
interacting with the community, which is 34-
37 years as much as 60%. Age is classified as
an adult age physically and psychologically to
be able to influence others. In addition, it is
also supported by the education of health
cadres who are mostly (60%) of secondary
school. Age and education have an influence
on knowledge (Robiyanto et al, 2018). The
findings of this study are also in line with the
opinion of Gamrin et al (2012) where the lack
of the ability of public health educators is
caused by the lack of knowledge, experience
and skills of the instructor, so that the impact
on health promotion program coverage has
not reached national standards. The results of
this study found that the competency value of
health cadres before giving counseling to
community leaders is also good namely an
average score of 93 with a minimum value of
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88 and a maximum value of 93.3. Besides
being supported by their experience as health
cadres, 40% have 7-10 year’s experience as
health cadres.

Competence family before being given
a multi-level training of teaching methods of
education by community leaders an average
value of 58.0 and after being given the
average training amounted to 78.8. Whereas
the community leaders who provided the
training previously had competencies with an
average value of 80.5. This finding synergies
with the already reported by Astuti in 2018, in
which health promotion and improving the
knowledge of pregnant women can reduce the
incidence of anemia, a good knowledge about
the dangers of pregnancy cause maternal
antenatal obedient. The success of the
program in order to create a quality small
family is very much determined by the active
role of the family or community at various
levels. The family plays a role in preventing
maternal death, helping to create healthy
conditions for childbirth and reducing the risk
of pregnancy-related death for women
(Hayuningsih, 2017).

An outcome of learning outcomes are
quite effective at saving costs, time and effort,
but the achievements of results can cover wide
population. The results of this study are
synergized with Ball's opinion in 2009 which
explains that an educational approach such as
multi-level education or chain involving other
parties is effective in increasing diversity of
information with a wider range. This learning
method in accordance with the offered Noor,
M. in 2011, where a variety of community
empowerment strategies as the process
develops, make independent, empowering,
strengthening the bargaining position of the
lower layers of society against the forces of
suppression in all areas and sectors of life.
This learning method in accordance with the
offered Noor, M. in 2011, where a variety of
community empowerment strategies as the
process develops, independence, trade out,
strengthening the bargaining position of the
lower layers of society against the forces of
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suppression in all areas and sectors of life. The
concept of empowerment is positioning
society not only as an object of beneficiaries
(beneficiaries) are dependent on the provision
of outside parties such as the government, but
rather in the position of the subject (agent or
participant who acts) which act independently
(rather than a means to escape from the
responsibilities of government) to give health
services. Community empowerment model
health sector include the ability to identify and
solve health problems (Sulaiman et al.,2012).

Early detection of high-risk pregnancy
by the public relating to the classification or
activity to get information about pregnant
women who are detected as high-risk
populations. It allows the public and health
care workers to perform  adequate
maintenance and managed to reduce maternal
and child mortality. Pregnant women with
better personal autonomy will be able to
detect risks and assess their pregnancy and
can choose health care institutions (Sugiarti &
Mochny, 2012). Community empowerment
efforts on an ongoing basis, as a public
initiative not only government program
capable of realizing success in achieving the
objectives (Mardiyono, 2017). Also recently
in 2019, Azinar & Wahyuningsih reported the
results of their research that community
participation, especially health cadres, public
figures, families correlated between their
health education and their ability to detect
pregnancy risks so that they would indirectly
provide counseling to pregnant women who
are experiencing risk.

CONCLUSIONS

Katoga's multi-level learning methods to
prevent, detect early and deal with emergencies
in emergency pregnancies are able to improve
the competence of health cadres, public figures
and families.
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