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Abstract
Barito�Selatan�was�one�of�the�endemic�areas�of�¿lariasis�with�Mf�rate�of�1.34%�in�2004.�MDA�¿lariasis�has�
been�carried�out�in�2005-2013�gradually.�Transmission�assessment�survey�in�2014�obtained�Mf�rate�of�1.7%�
with�most�cases�in�the�village�Sanggu.�As�a�result,�South�Barito�must�add�MDA�Filariasis�for�2�years.�MDA�
¿lariasis�2015�was�done.�The�purpose�of�this�study�was�to�evaluate�the�¿lariasis�mass�treatment,�indicated�
with�Mf�rate�and�type�of�micro¿lariae,in�the�village�Sanggu�South�Barito�regency�in�Central�Kalimantan.
7KLV�UHVHDUFK�ZDV�D�GHVFULSWLYH�ZLWK�FURVV�VHFWLRQDO�design.�The�sample�was�part�of�¿lariasis�MDA�target�in�
2015�aged>�2�years�in�the�village�of�Sanggu.�The�sampling�technique�using�D�VLPSOH�UDQGRP�VDPSOLQJ��7KH�
minimum�sample�size�as�many�as�102�people.�The�inclusion�criteriawere�willing�to�become�subject�and�age�
<15�years�accompanied�by�a�parent.�We�excluded�subjects�who�moved�from�Sanggu�village,pregnant,�and�
children�aged�<5�years�of�marasmus.The�results�showed�that�the�rate�Mf�Sanggu�Village�at�2.9%�with�type�
%��PDOD\L�micro¿lariae.�Characteristics�of� subjectswere�average�age�of�36.24�years,�52.9%�were� female,�
25.5%�were� students,� 35.3%�had� ¿nished� high� school,� 67.1%�had� poor� knowledge,� 55.9%�were� taking�
the�medication� from�MDA�program� and� 59.8%�did� not� received� support� from� implementer� elimination�
(TPE).�Suggested�to�do�follow�up�study�for�variables�that�may�be�associated�with�¿lariasis�mass�treatment�
such�as�the�degree�of�endemicity,�gender,�education,�knowledge,�practice�taking�medication,�the�support�of�
implementer�elimination,�selective�treatment�of�old�patients�and�monitoring�the�implementation�of�¿lariasis�
PDVV�WUHDWPHQW�

.H\ZRUGV��Evaluation,�¿lariasis,�mass�drug�administration.

Southeast� Asia,� including� Indonesia,� as� the� endemic�
FRXQWULHV��� Based� on� the� data� from� the� Directorate�
General�of�Disease�Control�and�Environmental�Health,�
Ministry� of� Health� of� the� Republic� of� Indonesia,� the�
number� of� ¿lariasis� clinical� cases� from� 2000� to� 2014�
have� increased� from�6,233�cases�to�14,932�cases,�with�
more� than� 102� million� people� (43%)� of� Indonesian’s�
population�at�risk�of�¿lariasis.5,6

6RXWK� %DULWR� LV� DQ� HQGHPLF� GLVWULFW� LQ� &HQWUDO�

Kalimantan.�Finger�blood�surveys�were�¿rst�conducted�
in� 2004� with� MF� rate� of� 1.34%.�� $FFRUGLQJ� WR� WKH�
policy� from� the�Ministry� of�Health�of� the�Republic�of�
Indonesia,� if� an� area� has�Mf� rate� of� >� 1%,� it� belongs�
to�the�category�of�¿lariasis�endemic�area.�To�eliminate�
the� ¿lariasis,� Mass� Drug� Administration� (MDA)� for�
Filariasis� is� conducted.� There� are� two� mass� treatment�
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Introduction
Filariasis� is� a� tropical� disease� caused� by� infection�

of� ¿larial� worm�:XFKHUHULD� EDQFURIWL,�%UXJLD� PDOD\L�
DQG�%�� WLPRUL�which� are� transmitted� through�mosquito�
ELWHV�1,2�Filariasis� rarely�causes�death,�but�it�may�cause�
SHUPDQHQW�GLVDELOLW\���The�data�from�WHO�in�2016�show�
that�there�are�1.103�million�populations�at�risk�of�¿lariasis�
in�73� countries� and�632�million� (57%)� of�countries� in�

'2,�1XPEHU��������������������������������
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strategies� that�are�carried�out�doing�MDA�once�a�year�
IRU� �� FRQVHFXWLYH� \HDUV� LQ� HQGHPLF� DUHDV� DQG� FOLQLFDO�

management� for� chronic� ¿lariasis� patients.� �,Q� 6RXWK�
Barito� regency,�MDA� for� Filariasis� was� implemented�
from� 2005-2013� gradually.� Mass� treatment� was� not�
done� simultaneously� due� to� limited� budget.� However,�
until�2014�Mf� rate�of�1.7%�was� still�obtained�with� the�
type� of� micro¿laria� %�� PDOD\L��� Consequently,� South�
Barito�should�implement�MDA�for�Filariasis�again�for�2�
consecutive�years.�The�sixth�round�of�MDA�for�¿lariasis�
ZHUH� FRQGXFWHG� VLPXOWDQHRXVO\� LQ� DOO� VXE�GLVWULFWV� LQ�

South�Barito�in�October�2015.

Research� in�Papua�New�Guinea� showed�that� there�
was� a� decrease� of� Mf� rate� after� mass� treatment� was�
FRQGXFWHG�10��5HVHDUFK� LQ�(J\SW�VKRZHG�VLPLODU� UHVXOW�

in�the�decrease�of�Mf�rate�which�ranged�between�0.2%-
2.7%�after�mass�treatment�was�conducted.11

In�the�implementation�of�mass�treatment,�the�Health�
O൶ce�is�assisted�by�the�Elimination�Executors�(TPE)�of�
Filariasis�due�to�the�wide�area�of�treatment�target.6�(DFK�
elimination�executor� is� responsible� for� 20-30� families.�
7KH� HOLPLQDWLRQ� H[HFXWRU� LV� LQ� FKDUJH� RI� GLVWULEXWLQJ�

drugs,� administering� medical� cards,� reporting� side�
e൵ects�and�assisting�in�counseling.12

Based� on� the� explanation� above,� the� research� on�
Evaluation�of�Mass�Treatment�Admission�for�Filariasis�
in� Sanggu� village� South� Barito� regency,� Central�
.DOLPDQWDQ�LV�FRQGXFWHG�

Method
7KLV� UHVHDUFK� LV� GHVFULSWLYH� UHVHDUFK� XVLQJ� FURVV�

VHFWLRQDO�GHVLJQ�E\�REVHUYLQJ�WKH�LQGHSHQGHQW�YDULDEOHV�

DQG� GHSHQGHQW� YDULDEOH�� 7KH� LQGHSHQGHQW� YDULDEOHV�

in� this� study� are� age,� sex,� occupation,� education,�
knowledge,� practice� of� medicine� intake,� Elimination�
Executor’s� support,� endemicity� level� and� micro¿laria�
species.�While� the� dependent�variable� is� evaluation� of�
mass�treatment�admission�for�¿lariasis.

The� research� was� conducted� in� Sanggu� village,�
South� Barito� regency,� Central� Kalimantan� on� April�
4� to�April�29,�2016.�The�population� of� the� research� is�
all� the� target�of�¿lariasis�mass� treatment� in�2015�aged�
>�2�years�in�Sanggu�village.�While�the�study�sample�is�
part� of� the� entire� target� of� ¿lariasis�mass� treatment� in�
2015�aged� >�2� years� in�Sanggu� village.�The� inclusion�
FULWHULD�FRQVLVW�RI�ZLOOLQJQHVV�WR�EH�UHVSRQGHQW�DQG�DJHG�

<15�years�accompanied�by�parents�while�the�exclusion�

criteria�consist�of�moved�out�respondents,�pregnant�and�
FKLOGUHQ�DJHG����\HDUV�ZLWK�PDUDVPXV��7KH�VDPSOH�ZDV�

taken� using� simple� random� sampling� technique.� The�
VDPSOH�VL]H�LV�GHWHUPLQHG�WKURXJK�WKH�FDOFXODWLRQ�XVLQJ�

the�proportion�estimation�formula�of�102�respondents.

7KH�UHVHDUFK�XVHV�SULPDU\�GDWD�WDNHQ�E\�FRQGXFWLQJ�

direct� interviews� to� the� respondents’� house� with�
structured�questionnaires�and�¿nger�blood�examination�
ZKLFK�WKHQ�FRQWLQXHG�E\�FRQGXFWLQJ�LQ�GHSWK�LQWHUYLHZV��

7KH�VWXG\�XVHV�XQLYDULDWH�DQDO\VLV�ZKLFK�DLPV�WR�JHW�WKH�

idea�of�frequency�distribution�result�on�each�variable.

Results�and�Discussions
Finger�blood� test�from�102�respondents� in�Sanggu�

YLOODJH� UHVXOWHG� LQ� �� SRVLWLYH� EORRG� SUHSDUDWLRQV�

containing�micro¿lariae.�It�resulted�in�Mf�rate�in�Sanggu�
village�to�be�2.9%�with�%UXJLD�PDOD\L�micro¿laria�type�
and�infection�from�another�micro¿laria�type�is�found�to�
EH�QRQH�

The� previous� study� conducted� in� Ghana,� found�
that� the�micro¿laria� rate�was� 4.6%.� 13.�While� in� study�
conducted�by�Upadhayula�et�al� in�Karimnagar�district,�
India�found�the�mf�rate�range�from�0,0%-10,5%,�and�in�
Chittoor�district�ranged�from�0,0%-7,0%.14

Table.1�Characteristic�of�the�respondents�based�on�
sex,�education�and�jobs�(n=102)

No. Characteristics�(n=102) f �
1. 6H[

•� Male
•� Female

��

��

47.1
52.9

2. (GXFDWLRQV

•� Do�not�attend�school
•� Kindergarten
•� Elementary�School
•� Do�not�graduate�Elementary�School
•� Elementary�School�graduates
•� Junior�High�School�graduate
•� Senior�High�School�graduates
•� College�graduates
•� University�graduates

2
2
17
6
19
11
36
�

�

2
2

16.7
���

18.6
10.8
����

���

���

�� Jobs
•� Unemployed
•� Housewives
•� Students
•� Farmers
•� Rubber�Tappers
•� Wood�Collectors
•� Merchants
•� Private�Employees
•� Civil�Servants/Armies/Polices
•� Others

�

18
26
15
�

2
�

10
11
6

���

17.6
25.5
14.7
6.9
2.0
2.9
���

10.8
���



ŗŝřŘȳȳ������ȱ�������ȱ��ȱ������ȱ
�����ȱ��������ȱǭȱ�����������ǰȱ��������ȱŘŖŗşǰȱ���ǯȱŗŖǰȱ��ǯȱŗŗ

From�the�table�1�we�know�the�average�respondent�
aged�36.24�years�old�with�the�youngest�aged�5�years�old�
and� the� oldest� aged�90� years� old.� Table�1.� shows� that�
more� than�half�of�the� respondents�are�female� (52.9%).�
A�quarter�of� the� respondents�are� students� (25.5%)�and�
RQH� WKLUG�RI� WKH�UHVSRQGHQWV�DUH�KLJK�VFKRRO�JUDGXDWHV�

(35.3%).While� study� in�Tanzania� reported� the�median�
age� of� the� respondents�was�16.6�years,�and�more� than�
half�of�them�were�female�(51,0%).15��$QRWKHU�VWXG\�LQ�
Kuwait�also�reported� that�respondents�aged�29,2�range�
between�14-61�years�old,�more�than�half�of�them�were�
male� (57,4%),� working� as� migrant� workers.16�� 7KH�
UHVXOW� RI� WKLV� VWXG\� UHYHDOHG� WKDW� PRUH� WKDQ� WKLUW\� RI�

the� respondents� have� poor� knowledge� about� ¿lariasis�
(32.9%).� The� previous� study� Ghana,� Malaysia� and�
,QGRQHVLD� DOVR� UHSRUWHG� WKDW� WKH� NQRZOHGJH� RI� WKH�

community� toward� ¿lariasis� still� poor.� 17–19.� Most�
respondents�are�wrong�about�the�arguments�of�¿lariasis�
cannot�be�healed�(78.4%),�what�causes�it�(95,1%),�each�
patients�drink�2�kinds�of�medicines�(85,3%),�the�drug�is�
meant�only� for�¿lariasis�patient�64.7%),�medicines�are�
taken�by�all�aged�>�15�years�(67.6%),�2�year-old�patients�
may�take�the�medicine�(85.3%)�and�side�e൵ects�arise�as�a�
result�of�the�death�of�micro¿lariae�(75.5%).�This�results�
ZHUH�LQ�OLQH�ZLWK�WKH�VWXG\�FRQGXFWHG�E\�$PDHFKL�HW�DO�

who�found�that�most�of�the�respondents�(82,1%)�had�not�
heard� about� ¿lariasis,�and� several�of� the� said� ¿lariasis�
caused� by� charms� (77,9%),� nearly� a� quarter� of� them�
don’t� know� what� the� symptom� of� ¿lariasis� (24,2).20��
$QRWKHU�VWXG\�DOVR�UHSRUWHG�WKDW�PRVW�RI�WKH�FRPPXQLW\�

don’t� know� the� cause� of� ¿laraisis� and� the� disease�
WUDQVPLVVLRQ�21

Table�2.�The�knowledge�level�of�¿lariasis�(n=82)

Knowledge f �
*RRG �� 67.1
3RRU 27 32.9

7DEOH� �� UHYHDOHG� WKDW� PRUH� WKDQ� KDOI� RI� WKH�

respondents�do�not�take�medication�(55.9%)�during�mass�
drug�administration�for�¿lariasis�in�2015.�For�the�previous�
years,�from�2010-2014,�there�were�no�respondents�who�
took�¿lariasis�drugs.�We�know�that�the�compliance�of�the�
UHVSRQGHQWV� LQ�WDNLQJ�PHGLFDWLRQ�ZHUH� VWLOO� ORZ�LQ� WKLV�

VWXG\��7KH�SUHYLRXV�VWXG\�DOVR�UHSRUWHG�WKH�FRPSOLDQFH�

RI�WKH�FRPPXQLW\�VWLOO�ORZ�LQ�,QGLD�12,22�,Q�FRQWUDU\�ZLWK�

WKH�VWXG\�FRQGXFWHG�E\�(OD]L]�HW�DO�LQ�(J\SW�ZKR�IRXQG�

WKH�FRPSOLDQFH�RI� WKH�UHVSRQGHQWV� LQ�*L]D�YLOODJH�ZDV�

85,7%,�and�in�the�Delta�village�was�(84,8%).23�

7KH� UHVXOWV� IRXQG� WKDW� PRVW� RI� WKH� UHDVRQV� WKH�

UHVSRQGHQWV�GR�QRW�WDNH�WKH�PHGLFDWLRQ�DUH�GXH�WR�WKH�IHDU�

of�side�e൵ects�(45.6%)�and� the�parents�do�not�give�the�
children�a�chance�to�take�¿lariasis�medication�(35.1%).�
�7DEOH����7KH�SUHYLRXV�VWXG\�FRQGXFWHG�E\�+XVVDLQ� HW�

al�also�foun�that�77,0%�of�the�non-compliance�of�MDA�
because�fear�the�side�e൵ect.12

Table�3.�The�medication�practices�(n=102)

Medication�practice� f �
Do�not�take�drugs
7DNH�GUXJV

��

��

����

44.1

Table�4.�The�knowledge�of�¿lariasis�prevention�
(n=57)

Reason�of�not�taking�drugs� f �
Scared�of�side�e൵ects
Do�not�have�¿lariaris
3DUHQWV�GR�QRW�JLYH�WKH�FKLOGUHQ�D�FKDQFH�WR�

take�¿lariasis�drug
Do�not�receive�¿lariasis�drug
/D]\

7RR�ROG�

26
1
�

20
2
�

1

45.6
1.8
�

35.1
���

12.3
1.8

Table�5.�Distribution�of�Respondents�Based�on�
Examination�Executors’�Support�(n=82)

Examination�Executors’�Support f �
6XSSRUWLQJ� �� 40.2
Not�Supporting �� ����

More� than� half� of� the� respondents� do� not� get�
support�from�Elimination�Executors� (59.8%).�The� role�
of�Elimination�Executors�were�not�optimal,�they�do�not�
LQIRUP� DQ\RQH� DERXW� ZKR� VKRXOG� WDNH� WKH�PHGLFDWLRQ�

(59.8%),� the� bene¿t� of� mass� drug� administration�
(54.9%),� the�side�e൵ects�(68.3%),�do�not�monitor�drug�
intake� directly� (86.6� %),� and� do� not� ask� for� possible�
treatment� reactions� (92.7%).� The� study� conducted�
by� Ginandjar� et� al� in� Pekalongan� District� reported�
that� obtained� socialization� about� MDA� and� obtain�
information� from� elimination� o൶cer� was� associated�
ZLWK� WKH� NQRZOHGJH� OHYHO� RI� WKH� FRPPXQLW\� DERXW�

MDA.� Knowledge� was� predisposing� factor� for� the�
MDA� compliance,� so� the� adequate� information� about�
MDA�may� increase� the� compliance� of� the� community�
in�taking�¿lariasis�medication�during�MDA.19�7KH�VWXG\�
FRQGXFWHG�E\�%DEX�HW�DO�UHSRUWHG�WKH�UHDVRQ�ZK\�PRVW�RI�

WKH�UHVSRQGHQWV�GR�QRW�WDNH�WKH�PHGLFDWLRQ�EHFDXVH�WKH\�

fear�the�side�e൵ect�of�the�drugs.�And�results�of�qualitative�
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study�participants� said� that� the� elimination� o൶cer� just�
JDYH�WKH�GUXJV�ZLWKRXW�JLYLQJ�DQ\�IXUWKHU�LQIRUPDWLRQ�24��

The�role�elimination�o൶cers�have�an�important� role�to�
play� in� the� community’s� compliance� with� the� MDA�
LQ� WHUPV� RI� SURYLGLQJ� DGGLWLRQDO� LQIRUPDWLRQ� VXFK� DV�

informing� the� public� of� the� side� e൵ects� of� drugs� and�
ZKDW�WKH\�VKRXOG�GR�LI�WKDW�KDSSHQV��6R�WKDW�ZLOO�UHGXFH�

people’s� fear�of� the�side� e൵ects� of�drugs,� and�perhaps�
LW�ZRXOG�LQFUHDVH�WKH�FRPPXQLW\�FRPSOLDQFH�RI�WDNLQJ�

¿lariasis�medication�during�MDA.

Conclusions
The�rate�of�micro¿laria�in�Sanggu�village�after�the�

6th�round�of�mass�drug�administration�for�¿lariasis�has�
been� done� in� 2016� is� 2.9%.� It� means� that� mass� drug�
administration� for� ¿lariasis� in� Sanggu� village� has� not�
reached� WHO� target.� Factors� that� may� be� associated�
with�the�drug�administration� for�¿lariasis�are� the� level�
of� endemicity,� sex,� education,� knowledge,� medication�
practice,�Examination�Executors’�support�and�long-term�
VHOHFWLYH�WUHDWPHQW�DQG�PRQLWRULQJ�RI�WKH�LPSOHPHQWDWLRQ�

of�mass�drug�administration�for�¿lariasis.
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