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 Integrated development post of non-communicable diseases (Posbindu 

penyakit tidak menular/PTM) is one of the strategies implemented by the 

MOH of Indonesia for prevention, screening, and early detection through 

community empowerment and community involvement in reducing the 

number of non-communicable diseases (NCDs), including cancer. This study 

aimed to explore the barriers to reducing the risk of cancer. Twelve 

participants were involved in this study using in-depth interviews and 

participant observations. All the interviews and discussions were recorded 

using an audio tape recorder and also using field notes, and then a transcript 

was transcribed verbatim. Five themes emerged namely providing funding 

for the program, obtaining appropriate support from the government based 

on the community’s needs and a health workforce shortage, sharing and 

discussing the health information, and cultural practices of the community as 

barriers to reducing the risk of cancer in the community. The study results 

can be used as evidence to develop and sustain effective strategies to address 

the barriers to reducing the risk of cancer in communities in Indonesia. 
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1. INTRODUCTION 

Cancer is a leading cause of morbidity and mortality in all countries, it is estimated 19.3 million 

cancer and almost 10.0 million occurred in 2020 [1]. By 2018, the increasing burden of cancer is higher in 

countries with high human developing index (HDI) than in low or medium HDI around 2-3 times higher [2], 

and cancer in Asia was around 49.3% of total cancer incidence estimated 169.1 per 100.000 persons [3]. 

However, 3 types of cancer show different preventable in low, medium, or HDI, sequentially: lung cancer 

was preventable in medium to very high countries, cervical cancer in low HDI countries, and colorectal and 

breast cancer were in all four tiers of HDI [4]. GLOBOCAN 2018 reported that the incidence of cancer in 

Indonesia is 348,809 cases (136.2/100,000 population) and that the number of cancer deaths was 207,210 

cases (84.1/100,000 population), including breast, cervix uteri, lung, colorectum, and liver cancers as the 

most frequent cancers [2]. On the other hand, cancer prevalence in Indonesia increased from 1.4 per million 

https://creativecommons.org/licenses/by-sa/4.0/
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in 2013 to 1.8 per million in 2018 [5]. Thus, the burden of health expenditures for cancer as a catastrophic 

disease in Indonesia is one of the highest for national health insurance [6]. 

Every person has a possible risk for cancer, and having one or more risk factors does not mean that a 

person will develop cancer; however, several risk factors have been proven to have increased risks of cancer 

growth, such as tobacco use, lack of physical activity, poor nutrition, excessive alcohol consumption, and the 

risk factors are rising vastly at early midlife [7]. The risk for cancer is different for each type of cancer, and it 

is influenced by life span. More than three-fourths of cancer incidence and one-third of cancer deaths have 

been associated with behavioral lifestyle factors [8], including aging and socioeconomic factors [9]. In 2010, 

Indonesia’s aging population was almost 5% of the population, which is expected to increase to 11% [10].  

Globally, there are two strategies to decrease cancer incidences, which are risk reduction and 

screening and early detection [11]. Primary risk reduction is the first step to decreasing the development of 

cancer by changing modifiable risk factors. The purpose of primary risk reduction is to reduce exposure to 

carcinogens and self-awareness of risk factors, including a healthy diet, weight management, regular 

exercise, reduction in alcohol consumption, and smoking cessation [12], [13]. Avoiding risk factors and/or 

changing behaviors and lifestyles are most effective regarding cost and a long-term strategy to control cancer [14]. 

Most people are not aware of the risks of non-communicable diseases (NCDs), particularly cancer. 

Therefore, the active involvement of healthcare providers, volunteers, and other related stakeholders is 

needed to reach the target population for the monitoring and early detection of risk factors of NCDs. The 

Ministry of Health of the Republic of Indonesia has developed a Strategic Plan of the Ministry of Health 

2015-2019 by focusing on health promotion and prevention programs to achieve the National Medium-Term 

Development Plan 2015-2019 of the Republic of Indonesia [15]. One of the programs is integrated 

development post of non-communicable diseases (Posbindu penyakit tidak menular/PTM). Posbindu PTM, 

developed in 2011, is a community-based health strategy at the district level that aims to increase community 

participation in early detection, screening, monitoring, and controlling NCDs risk factors, which are carried 

out in integrated, routine, and periodic activities [16], [17]. In Posbindu PTM, early detection is performed 

by a healthcare provider as well as through community involvement by identifying the level of risk factors 

for community members as a low risk, medium risk, or high risk of NCDs. For cancer screening, this 

program focuses on the highest incidences: cervical cancer and breast cancer. The target population of 

Posbindu PTM is healthy people, people at risk, and people with NCDs or degenerative diseases aged 15 

years or older. Several studies have discussed the barriers to conducting Posbindu PTM in the community in 

Indonesia; Majority of research focused on particular issues i.e hypertension, stroke, and diabetes mellitus; 

however, to date, limited studies have discussed or reported the Posbindu PTM program specifically for 

cancer risk reduction [18]. Also, several studies discussed reducing risk factors with changing behaviors and 

lifestyles to explore the barriers faced by the community to reduce the risk of cancer through the Posbindu 

PTM program in Indonesia. Understanding the barriers in the community is pivotal in order to ensure the 

program and strategies following Posbindu PTM worked to reduce the risk of cancer. We report findings 

from an ethnographic study that was conducted from various 12 participants within the period October 2017 

to June 2018. This study aimed to explore how the community faced the barriers to cancer risk reduction in 

Indonesia. To our knowledge, this is one study in Indonesia that explores the barriers to cancer risk reduction 

through community elements, healthcare providers, residents, and heads of neighborhoods. The present study 

highlights the cultural, social, and economic factors that might help the community face the barriers to cancer 

risk reduction in Indonesia.  

 

 

2. METHOD 

2.1.  Study design  

A critical ethnography was used to explore and understand the barriers to implementing cancer risk 

reduction in the community through the Posbindu PTM program. Thomas [19] explained that critical 

ethnography is an ethnography approach that examines culture, knowledge, and efforts to enhance positive 

social changes It is essential for researchers to thoroughly understand culture, beliefs, and social behaviors 

based on a variety of participant viewpoints in communities in relation to efforts to reduce the risk of cancer for 

future improvements in the health of a community. This study was approved by the Ethical Review Board of 

Khon Kaen University (No. HE602164). 

 

2.2.  Participants and setting 

Purposive sampling was used to select the participants in this study. The inclusion criteria for 

participants included being actively involved in the Posbindu PTM activities for a minimum of one year. In this 

study, data saturation was achieved when there was no new additional information gained from the participants 

and the researcher did not find a new perspective regarding a given issue [20]. Sampling is not always about the 
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amount of participants, but it enhances the quality of the data to see the phenomena, then there is no one-size-

fits-all method in order to achieve the saturation of data [21]. Twelve participants participated in this study, 

consisting of four healthcare providers, four health volunteers, and four neighborhood leaders because efforts 

devoted to cancer risk reduction in a community require cooperation between people, the community, the 

government, cross sectors, and NGOs as well as other related stakeholders. The 12 participants were responsible 

for collaborating to implement the Posbindu PTM program in the community. The characteristics of the 

participants were as follows. There were four males and eight females with ages ranging from 32 to 65 years. 

All participants were married, of which three participants were housewives. Other participants were government 

and private employees, a pensioner, a teacher, a mechanic, and a motorcycle taxi driver. All the participants 

signed informed consents as an agreement to be involved in this study, and they could opt out at any time. 

This study was conducted in one of the urban villages in Palembang Municipality that had an active 

Posbindu PTM program under coordination with the public health center (PHC) of Pembina Palembang, South 

Sumatera, from October 2017 to June 2019. A grand tour was conducted to become familiar with the 

community and to select the gatekeeper. The researcher selected the gatekeeper (female, 40 years, the secretary 

of a neighborhood leader of 26) to assist in selecting participants.  

 

2.3.  Data collection 

Participant observations and in-depth interviews were used in this study. The researcher attempted to 

bracket or control for the interpretation of the observation results by joining the participant activities without 

any added personal explanations or interpretations to the result of participant observations. Observational data 

collected by the researcher were used to analyze the activities related to cancer risk reduction in several settings, 

including Posbindu PTM activities, activities at the home and traditional market, physical activities of Posbindu 

PTM, wedding party activities, and Islamic celebration activities (Idul Fitri). During participant observations, 

the researcher conducted general observations by building trusting relationships with people in the community 

and then documenting them in field notes to analyze participant observations, interactions, and experiences 

related to reducing the risk of cancer. The field notes were expanded after collecting participant observations 

into a transcript verbatim as soon as possible to avoid memory loss of the experiences.  

In-depth interviews were conducted for 45-50 minutes for each participant, and open-ended questions 

following the interview guidelines were used. The interview guidelines were developed by the researcher and 

the expert (qualitative expert), whereas the questions were developed by the researcher based on the 

participants’ answers. The questions and answers were relevant to the research question and to the aims of 

study. When there were questions that previous participants were not asked, the researcher returned to the 

previous participants to ask and to develop other questions until achieving the saturation of the answers. 

Bahasa Indonesia (Indonesia Language) was used during the interviews, which began with an open-

ended question: Would you mind sharing your experiences during the implementation of the Posbindu PTM 

program that aimed to reduce the risk of cancer? This was followed by other questions: What makes the 

program run well? Were there any obstacles during the program’s implementation? How did you address the 

emerging problems? The interviews took place in the participants’ homes and workplaces and during Posbindu 

PTM activities. Most of the participants were interviewed unaccompanied with only the participant and the 

researcher present during the interview. All the interviews and discussions were recorded using an audio tape 

recorder and also using field notes, and then a transcript was transcribed verbatim. To ensure the participants’ 

answers were accurate, the transcript that was transcribed verbatim was returned for correction to reduce missed 

data. 

 

2.4.  Data analysis 

A thematic analysis was chosen for this study. It was performed by organizing the data into transcripts, 

including data from the in-depth interviews and participant observations. The recorded interviews were 

transcribed as soon as possible after the completion of each interview. The researcher attempted to become 

immersed in the data by reading the data transcripts and field notes of participant observations at least twice. 

The researcher read the data and coded them individually, word by word, and line by line to identify the initial 

coding based on the quotes of the participants without any additional words or meaning changes. The data were 

arranged into codes that described the participants’ statements. The researcher then listed all the categories and 

grouped them into similar meanings. The researcher developed subcategories and categories of similar data 

based on the raw data from the initial coding. The names given to themes or categories were chosen according 

to the existing data to provide an understanding for other researchers or readers. Lastly, a thematic analysis was 

performed to identify and to develop the themes, and all data were saved in Microsoft word. When analyzing 

the data, the researcher always consulted the qualitative expert and made corrections and revisions according to 

the advice given. As a final step, the researcher shared the results with the participants to obtain feedback on the 

findings.  
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2.5.  Trustworthiness 

The trustworthiness of a study describes the quality of the data, interpretation, and methods used in the 

study, consisting of credibility, transferability, dependability, and conformability. Prolonged engagement, 

triangulation (data and expert), and member checking (the researcher crosschecked with the participants for the 

results of the transcription based on the participants’ answers recorded in the voice recorder) were used to 

achieve the credibility. Transferability refers to findings that could be used in other settings with the same 

results, and thick description with detailed description during interviews is used to achieve it. The researcher 

also asked for permission to follow their daily activities and to make field notes during the participant 

observations, which allowed for recording detailed descriptions of their activities that aimed to reduce cancer 

risks. Reflexivity was used to achieve conformability (findings that represent the participant’s perspective and 

not the researcher’s views) by reading and rereading the results beginning from the initial coding, 

categorization, and themes several times to ensure the results reflected the participants’ descriptions. 

 

 

3. RESULTS AND DISCUSSION 

The results of this study revealed five categories of barriers to cancer risk reduction through 

Posbindu PTM in Indonesia as follows: providing funding for the program, obtaining appropriate support 

from the government based on the community’s needs, a health workforce shortage, sharing and discussing 

the health information, and cultural practices of the community. 

 

3.1.  Providing funding for the program 

Financial problems were one of the barriers in cancer risk reduction for Posbindu PTM 

implementation. Financing is needed to continue and to improve the program in the community, such as for 

preparing and providing foods and beverages to attract people’s attention to join and to follow the Posbindu 

PTM program, providing fees/salaries for healthcare volunteers, and for screening and early detection. The 

limited budget of the program led to many activities being conducted inappropriately. Consequently, the 

healthcare providers had to merge several programs by setting up a similar time the schedule for Posbindu 

PTM, integrated service post for children under five years (Posyandu balita) and integrated service post for 

elderly (Posyandu lansia). In addition, to entice more people to join the program, food and beverages were 

provided during the implementation of Posbindu PTM as needed: 
 

“We must manage the money to provide weaning food for children under five years old. We 

also allocate that money to provide some snacks and beverages for the healthcare providers. 

We have to manage little money from “dana sehat.”” (P8_Vol) 
 

“Rp 2,000 was used for the mineral water, “tekwan,” and other foods. Those who have no 

money do not have to pay. We are not pushing for payment.” (P10_RT) 
 

“In fact, financial problems turn into the obstacles. All activities could be running well with 

sufficient funds.” (P1_HCP) 
 

Nonetheless, no budget plan was provided by the public health center (PHC) or the government. To 

solve the problems, they agreed to donate a voluntary fee, or “dana sehat,” to keep the programs running and 

operating properly. Unfortunately, the “dana sehat” could not cover all the Posbindu PTM program needs, 

i.e., providing food and beverages for the participants to entice people to engage in Posbindu PTM activities: 
  
“The fee from the visitors will be allocated to the snacks provided during the Posbindu 

program. The snacks may be for the cadres or the patients. Even in some circumstances when 

many patients come, the healthcare service is still free of charge. (P4_HCP) 
 

“However, if we only got Rp 20,000, what would we like to buy? The voluntary fee “dana sehat” 

will not be enough to buy them all, so I used my own money to cover it every month.” (P5_Vol) 
 

Support from the local government was suggested to seek the help of certain donors near the area; 

however, few people were willing do this, and they preferred donating money to the orphanage rather than 

for the continuity of the healthcare program. 

 

“Honestly, finding donors in this area was difficult. People…they still think that it is better for 

them to donate their money for the orphans or orphanage instead of for voluntary fees in 

Posyandu because of the direct benefits they will get by doing so.” (P8_Vol) 
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3.2.  Appropriate support from the government based on the needs of the community 

Government support was any support from the local government used for the cancer risk reduction 

program to operate well. To achieve the government’s visions and goals, good cooperation from all 

government levels and related stakeholders is required. In contrast, while the Posbindu PTM implemented, it 

became more difficult, and the field officers faced many obstacles and barriers during the implementation of 

Posbindu PTM.  

 

“If I could “knock on the door” of the Ministry of Health, I would suggest to them that they 

must do the observation in the field directly to determine how the program should be run so 

that they can develop an advanced program.” (P1_HCP) 

 

For instance, the implementation of the Posbindu PTM program required much more support from 

the urban village government as well as inter-sectional cooperation; however, there was no follow-up 

program conducted by the local government after the Posbindu PTM program had been implemented. In 

addition, it did not provide any equipment for Posbindu PTM activities. This circumstance occurred because 

the urban village government did not have specific funds allocated for developing and solving the health 

problems in the society:  

 

“We really do not know about it. What we know is that the existing activities are created for 

the society’s need. Unfortunately, tables and chairs for Posyandu were not provided by the 

local government.” (P1_HCP) 

 

“For budgets or grants, the local government gave us nothing. They only gave us permission to 

conduct the IDP of NCD: “With our pleasure, and we are helpful.” That’s it. Obviously, there 

was no fund or something like that.” (P2_HCP) 

 

“I had submitted a proposal, but there was no result. We proposed a public lamp a long time 

ago, but we never got it.” (P9_RT) 

 

“We never submitted a proposal for the health program; however, I proposed to repair the 

road, ditches, and streetlights.” (P12_RT) 

 

3.3.  Healthcare workforce shortage 

There was a healthcare shortage in implementing the Posbindu PTM, including healthcare providers, 

health volunteers, and other stakeholders, as a part of cancer risk reduction activities. The Posbindu PTM 

staff of PHC held many jobs (providing healthcare services at PHC, reporting data of surveillance of 

diseases, participating in the hajj health services, member of the Posbindu PTM team, and so on), and each 

healthcare worker could hold six-eight jobs. Thus, they could not manage their work as successfully as was 

needed: 

 

“My job includes providing health service at the adult clinical ward and health services at the 

emergency room. The services are in different rooms. If there is a patient in the emergency 

room, I will go there, leaving the adult clinical ward, and vice versa. My job also involves me 

providing Hajj health services. If there is any high-risk hajj, I also take care of them (chuckle) 

outside. I also have some jobs in Posyandu and Posbindu, such as investigating the 

surveillance of epidemiology and SIMPUS (information system of PHC), ensuring the smooth 

running of SIMPUS, and submitting all the patient data to the application. As I remember my 

jobs, it reminds me of Mrs. Rini; she even has more jobs than me!” (P3_HCP) 

 

“The target is not suitable for the situations and the conditions in the field. That was the 

problematic thing. We want to be informed regarding the situations and how and what the 

target is.” (P1_HCP) 

 

Moreover, the workforce shortage also caused a lack of health volunteers for Posbindu PTM. The 

health volunteers of the Posbindu PTM program hold all posts in the community: Posbindu PTM, Posyandu 

lansia, and Posyandu balita. Nonetheless, a few people registered themselves as cadres or healthcare 

volunteers based on their own consent. 

 

“It was not easy to get cadres in this area. What happened here was that there are only a few 

people who have desire to be cadres.” (P8_HCP) 
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3.4.  Sharing and discussing crucial cancer information 

This barrier refers to obtaining health information in the community. Cancer information was 

obtained from the internet, other social media, and also during the Posbindu PTM activities; however, the 

understanding of cancer risk prevention remained low:  
 

“As we know, health promotion is essential, but the people still have little understanding that it 

is substantial.” (P3_HCP) 
 

“Sometimes, the PHC staff told the people to consume vegetables. It is not all the vegetables. 

What is it? Do not consume too many nuts. They also informed the women who have children 

to keep their children healthy.” (P9_RT) 
 

“Yes, sometimes I want to remind them; however, it doesn’t matter. I would just let the 

authority from the health institution do it so they may accept the advice.” (P6_Vol) 
 

Most people in the community still ignored the “Gerakan Masyarakat Sehat/GERMAS” (Health 

Community Movement) program and followed the health promotion by the PHC. The health volunteers 

reminded people to become involved in physical activities. Sadly, few people engaged in physical activity 

due to people’s negative views and perspectives of the importance of exercise. During the implementation of 

the PHC program, the healthcare workers and health volunteers always reminded people to consume 

sufficient fruits and vegetables and promoted good health. Unfortunately, even with health promotion in the 

community, mostly people did not take it seriously:  

 

“It really requires some tricky attempts to tell and to invite the people to do physical activities. 

It’s not too bad because many housewives may have a lot of activities.” (P2_HCP) 

 

“Perhaps the housewives are so busy with their household activities that they do not want to 

come to Posyandu. Just after they finished their “jobs,” the Posyandu had finished, too, so they 

missed the event.” (P6_Vol) 

 

3.5.  Cultural practices in the community 

Cultural practices in the community refer to health awareness and health treatments believed to be 

barriers to cancer risk reduction based on the community’s points of view. Those engaged in Posbindu PTM 

had informed people continuously regarding good health, but they were not always interested. They belief in 

having good health conditions due to no emerging signs or symptoms:  
 

“The people were afraid when they got an IVA test and gained positive results. They said, “I 

am so anxious that I will know my sickness.” (P5_Vol) 
 

“The obstacles were their interest to the other people interest is lower because they do not 

understand the essentials of the program.” (P4_HCP) 

 

“When we did the blood examination, a lot of people came (chuckle).” (P1_HCP) 
 

Nonetheless, many people continued to disbelieve in the benefits of the health services or to feel 

skeptical about the health services and instead believed in the traditional alternatives, such as Chinese 

medicine, beehives, traditional massage, coining (in the Indonesian language, usually it is called kerokan), 

herbs (“jamu,” “jintan hitam,” “sari kurma,” “akar benalu,” and ginger water), and spiritual power treatment. 

According to the people’s viewpoints, receiving no medication was equal to receiving no health services or 

health treatment.  
 

“The shaman may apply spells (mantra/jampi-jampi) and all herb potions and eggs as media 

for their treatment. Another treatment is that they would eat something.” (P12_RT) 
 

“Something like turmeric, but it was not the instant one. The natural herbs they took are fresh 

turmeric, rose-apple leaves, Africa leaves, and seri leaves. I saw some people drinking a 

mixture of those herbs.” (P9_RT) 

 

“They still combine the treatment. They believe in and trust the combination. Sometimes, 

particularly for herbs, people drink the extract of specific leaves every day two or three times a 

day.” (P8_Vol) 
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The healthcare workers and health volunteers needed to improve the people’s understanding and 

mindset regarding the use of treatments. They must also attempt to remind and convince them of the adverse 

effects of the therapies and also to have such discussions with the people to convince them to try medical 

treatment as their first choice. 

 

“I also reminded them by saying, “While you can have the best final treatment for you in the 

hospital, why do you waste your time to take medication and treatment in other places? You 

just wasted your time, energy, and money!”” (P8, 38 years)  

 

Cancer is one of the most prevalent NCDs and catastrophic diseases in Indonesia [6], and the 

implementation of a risk reduction program would have a significant impact on reducing the costs of NCDs 

in the next several decades [22]. Providing adequate financial assistance for early detection and screening as 

prevention approaches is needed to improve a community’s health status. The allocation of health budgeting 

by the Ministry of Health and the government of Indonesia was raised yearly and was approximately 5% of 

the state budget in 2018. This study showed that financial issues also occurred in the community, such as 

providing food and beverages used to attract people to join the PHC program for screening and early 

detection of NCDs. Budget allocation for health financing in Indonesia is used for curative and infrastructure 

purposes compared to public health and prevention funds [23], respectively. For most lower- and middle-

income countries (LMICs), cancer screening and early detection programs do not exist, and there is also a 

lack of health insurance [24]. On the other hand, financial issues are often addressed by the health volunteers, 

and the government does not cover the provision of assistance for health volunteers. It is widely known that 

financial support for health volunteers sustains their participation [25]. Currently, several cities in Indonesia 

have provided incentives for health volunteers between Rp 100,000-Rp 200,000 per month based on regional 

budgets, but the majority of cities in Indonesia lack incentives. Providing funds for healthcare volunteers 

must be discussed by the government for a successful health program. Hence, reforming the health financing 

scheme is a critical change to achieve excellent healthcare services from healthcare providers and healthcare 

volunteers in the community as well as to sustain the healthcare volunteers of Posbindu PTM. 

The urban village government examined in this study did not have specific funds allocated for 

developing or solving health problems in the community. A lack of facilities, lack of monitoring, and lack of 

evaluation of the program from the regional department of health and local government and a lack of 

cooperation among cross-sectors served as obstacles during the implementation of Posbindu PTM [26]. 

Moreover, the local government must identify their priority policies according to the community culture to close 

the gap in public healthcare [27] however, by 2018, the budget committee of the house of representative (DPR) 

along with the Indonesian ministry of finance (MoF) agreed to allocate funds for urban village governments at 

three trillion rupiahs in the National Budget (RAPBN) Draft of 2019, and the urban village government funds 

must be used to develop facilities, infrastructures, and policies. The existence of this policy has a positive 

impact on the community regarding the support of the local government and the development and progress of 

cancer risk reduction. All levels of government play a crucial role in implementing cancer risk reduction in 

addition to other government agencies. The government plays a vital role in a healthy environment for people, 

who can change their health behaviors through improved policies and regulations, health promotion, and other 

support programs. Therefore, community empowerment following people’s cultures as supportive care in 

cancer risk reduction is needed with support from the government and other social institutions [28]. Integration 

among the government, researchers, and multiple stakeholders as transdisciplinary support can facilitate cancer 

risk reduction to sustain a high-quality cancer care delivery system. 

Nurses and other health volunteers are key actors in conducting promotion and prevention activities 

successfully to screen for cancer risk factors of individuals or of the community [29]. It is well-known that a 

healthcare shortage, including healthcare providers and health volunteers, is a major issue in the 

improvement of the quality of health services provided [30]. One-fourth of countries worldwide are faced 

with a health workforce shortage, which is a challenge for countries of all income levels [31]. Healthcare 

shortage is critical in low and middle-income countries (LMICs), which is caused by a lack of financial and 

non-financial incentives provided by the government [32], the lack of a supporting management system of 

healthcare infrastructures, also a demand-capacity mismatch [33]. All the factors are associated with the 

increasing healthcare system dmands and healthcare expenditures [34]. According to the results of this study, 

financial and non-financial incentives have been identified as fundamental factors in sustaining community 

health workers while addressing the large number of public community health problems. Consequently, 

financial and non-financial rewards are crucial in addressing the healthcare workforce shortage to improve 

the health delivery system. 

On the other hand, when seeking health information, the Internet is becoming a main source of 

information. The Internet has been used to improve healthcare services and communication between people 

and healthcare providers [35]. Using social media on the Internet helps promote cancer prevention to achieve 
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a good health status in a community [36] however, the quality of shared information on the internet and other 

social media remains unqualified and unscientific [37]. Thus, a solution is needed to sustain campaigns using 

social media as part of health promotion to reduce cancer risks in a community.  

Furthermore, cultural, spiritual, belief, values, and religious factors are recognized as important 

determinants of cancer prevention, and they control behavior outcomes following a cancer diagnosis and 

treatment [38]. Cultural beliefs, ethnicities [39], faith, traditions, cultural taboos, and stigmatism [40] could 

lead to a lack of information regarding cancer. Iskandarsyah et al. stated that people commonly go to a 

traditional healer as a first option to treat their diseases [41]. When treatment using modern medication fails, 

people choose traditional treatment [42]. The use of traditional healers and or alternative treatments in 

Indonesia is associated with ethnicity and sociocultural factors [43]. According to the Indonesia Family Life 

Survey in 2014-2015, around 14.4% people used traditional medicine for cancer treatment [44]. Riskesdas 

(2018) found that the household proportion that used traditional health services using instruments 

(acupuncture, chiropractic, cupping therapy, aromatherapy, and acupressure treatments) with the main reason 

being “trial and error” was around 20.7% [45]. In contrast, in several rural areas in Indonesia, certain people 

continue the use of traditional healers, “dukun,” and or alternative treatments, partly as a result of limited 

access to and high costs of medical care, cultural beliefs, and distrust of healthcare services [46]. It is 

indicated that many people still believe that spiritual power or traditional treatments can cure diseases faster. 

Thus, cultural, spiritual, belief, values, and religious factors related to health beliefs should be considered 

while implementing health promotion and prevention strategies and promoting adherence to medical 

treatments [47] to reduce the risk of cancer in the community because they affect their perspectives of health 

awareness. However, this study also followed by the limitations, the number of participants in this study is 

very limited so it can influence the results of the cultural practice in the community of involved people. In 

addition, one of the limitations of this qualitative research is the subjectivity of the results obtained from the 

results of interviews adjusted to the issue being studied. This limitation can be overcome by data 

triangulation, in-depth interviews, participant observation and focus group discussions. 

 

 

4. CONCLUSION 

This study has shown that cultural practices constitute an essential barrier in reducing the risk of 

cancer in a community. In addition, the findings also suggest that more financial funding allocations must be 

provided for program implementation and other related activities to achieve cancer risk reduction effectively. 

There is a need to develop and to maintain new strategies by encouraging the people in the community to 

actively participate and to continue efforts to prevent and to decrease cancer risks following their cultural 

beliefs and cultural practices. In addition, a health system transformation is needed to improve the 

effectiveness and efficiency of the services given. This could be done by focusing on prevention and 

promotion and the adjustment of the health environment in the community according to people’s cultural 

backgrounds, faith, and beliefs and also through collaborations among stakeholders and other related sectors.  

 

 

REFERENCES 
[1] H. Sung et al., “Global Cancer Statistics 2020: GLOBOCAN Estimates of Incidence and Mortality Worldwide for 36 Cancers in 

185 Countries,” CA: A Cancer Journal for Clinicians, vol. 71, no. 3, pp. 209–249, May 2021, doi: 10.3322/caac.21660. 
[2] F. Bray, J. Ferlay, I. Soerjomataram, R. L. Siegel, L. A. Torre, and A. Jemal, “Global cancer statistics 2018: GLOBOCAN 

estimates of incidence and mortality worldwide for 36 cancers in 185 countries,” CA: A Cancer Journal for Clinicians, vol. 68, 

no. 6, pp. 394–424, Nov. 2018, doi: 10.3322/caac.21492. 
[3] C. P. Wild, E. Weiderpass, B. W. Stewart, “World cancer report 2020,” IARC Publications, 2020. Online [Available]: 

http://publications.iarc.fr/586 

[4] C. Frick et al., “Quantitative estimates of preventable and treatable deaths from 36 cancers worldwide: a population-based study,” 
The Lancet Global Health, vol. 11, no. 11, pp. e1700–e1712, Nov. 2023, doi: 10.1016/S2214-109X(23)00406-0. 

[5] J. Ferlay, M. Ervik, F. Lam, and et al, “Global Cancer Observatory: Cancer Today. Indonesia Fact Sheet,” Lyon, France: Interna- 

tional Agency for Research on Cancer, vol. 247, no. 22, 2020. 
[6] D. E. Bloom et al., “Economics of Non-Communicable Diseases in Indonesia,” Queens’s University Belfast, 2015. 

[7] M. C. White, D. M. Holman, J. E. Boehm, L. A. Peipins, M. Grossman, and S. Jane Henley, “Age and cancer risk,” American 

Journal of Preventive Medicine, vol. 46, no. 3, pp. S7–S15, Mar. 2014, doi: 10.1016/j.amepre.2013.10.029. 
[8] I. Akushevich, J. Kravchenko, L. Akushevich, S. Ukraintseva, K. Arbeev, and A. Yashin, “cancer risk and behavioral factors, 

comorbidities, and functional status in the US elderly population,” ISRN Oncology, vol. 2011, pp. 1–9, Jul. 2011, doi: 

10.5402/2011/415790. 
[9] R. Sankaranarayanan, K. Ramadas, and Y. Qiao, “Managing the changing burden of cancer in Asia,” BMC Medicine, vol. 12,  

no. 3, 2014, doi: 10.1186/1741-7015-12-3. 

[10] R. W. Basrowi, E. M. Rahayu, L. C. Khoe, E. Wasito, and T. Sundjaya, “The road to healthy ageing: what has Indonesia achieved 
so far?,” Nutrients, vol. 13, no. 10, p. 3441, Sep. 2021, doi: 10.3390/nu13103441. 

[11] F. L. Meyskens et al., “Cancer prevention: obstacles, challenges, and the road ahead,” JNCI: Journal of the National Cancer 

Institute, vol. 108, no. 2, Feb. 2016, doi: 10.1093/jnci/djv309. 



Int J Public Health Sci  ISSN: 2252-8806  

 

Barriers in cancer risk reduction in community in Indonesia: a qualitative study (Yulius Tiranda) 

935 

[12] K. Y. Yoo, “Cancer prevention in the Asia Pacific region,” Asian Pacific Journal of Cancer Prevention, vol. 11, no. 4,  
pp. 839–844, 2010, doi: Cancer Prevention in the Asia Pacific Region. 

[13] N. Khan, F. Afaq, and H. Mukhtar, “Lifestyle as risk factor for cancer: Evidence from human studies,” Cancer Letters, vol. 293, 

no. 2, pp. 133–143, 2010, doi: 10.1016/j.canlet.2009.12.013. 
[14] N. E. Schoenberg et al., “Colorectal cancer prevention: Perspectives of key players from social networks in a low-income rural 

US region,” International Journal of Qualitative Studies on Health and Well-being, vol. 11, no. 1, p. 30396, Jan. 2016, doi: 

10.3402/qhw.v11.30396. 
[15] Kemenkes RI, “Ministry of Health Strategic Plan 2015-2019 in Indonesian: Rencana Strategis Kementerian Kesehatan Tahun 

2015-2019,” 2015. 

[16] R. I. Kemenkes, “National action plan - prevention and control of non-communicable diseases 2015-2019,” (in Indonesian), 
Kementerian Kesehatan RI, Jakarta, 2017. 

[17] Ministry of Health of Republic of Indonesia (Kementerian Kesehatan RI), “Health Profile of the Republic of Indonesia 2017,” (in 

Indonesian), Kementerian Kesehatan RI, 2018. 
[18] Kemenkes RI, “Puskesmas basic health facility research final report 2011,” (in Indonesian), Kemenkes RI: Badan Penelitian dan 

Pengembangan Kesehatan, 2012. 

[19] J. Thomas, Doing Critical Ethnography. 2455 Teller Road, Newbury Park California 91320 United States of America: SAGE 
Publications, Inc., 1993. doi: 10.4135/9781412983945. 

[20] G. Guest, A. Bunce, and L. Johnson, “How many interviews are enough?,” Field Methods, vol. 18, no. 1, pp. 59–82, Feb. 2006, 

doi: 10.1177/1525822X05279903. 
[21] P. Fusch and L. Ness, “Are we there yet? data saturation in qualitative research,” The Qualitative Report, Sep. 2015, doi: 

10.46743/2160-3715/2015.2281. 

[22] R. Sacco et al., “Accelerating progress on non-communicable diseases,” The Lancet, vol. 382, no. 9895, pp. e4–e5, Sep. 2013, 
doi: 10.1016/S0140-6736(11)61477-3. 

[23] WHO, “The republic of indonesia health system review,” Health Systems in Transition, vol. 7, no. 1, pp. 47–49; 191–194, 2021. 

[24] A. Galassi, R. Pradhan, G. Palat, and V. LeBaron, “Global oncology volunteering: making an effective contribution,” Oncology 
Nursing Forum, vol. 44, no. 5, pp. 530–533, Sep. 2017, doi: 10.1188/17.ONF.530-533. 

[25] K. M. Kamaludin, M. Muhammad, N. W. Abdul Wahat, and R. Ibrahim, “Challenges in volunteering from cancer care volunteers 

perspectives,” Asian Pacific Journal of Cancer Prevention, vol. 14, no. 8, pp. 4795–4800, Aug. 2013, doi: 
10.7314/APJCP.2013.14.8.4795. 

[26] W. P. Nugraheni and R. K. Hartono, “Strengthening strategies of posbindu program for noncommunicable diseases in Bogor City 

in Indonesian: Strategi Penguatan Program Posbindu Penyakit Tidak Menular Di Kota Bogor,” Jurnal Ilmu Kesehatan 
Masyarakat, vol. 9, no. 3, pp. 198–206, 2018, doi: 10.26553/jikm.2018.9.3. 

[27] R. Sparrow, S. Budiyati, A. Yumna, N. Warda, A. Suryahadi, and A. S. Bedi, “Sub-national health care financing reforms in 

Indonesia,” Health Policy and Planning, vol. 32, no. 1, pp. 91–101, Feb. 2017, doi: 10.1093/heapol/czw101. 
[28] O. W. Brawley, “The role of government and regulation in cancer prevention,” The Lancet Oncology, vol. 18, no. 8,  

pp. e483–e493, Aug. 2017, doi: 10.1016/S1470-2045(17)30374-1. 

[29] J. Rwamugira and J. E. Maree, “The findings of a nurse-lead intervention for detection and prevention of oral cancer. A pilot 
study,” European Journal of Cancer Care, vol. 21, no. 2, pp. 266–273, Mar. 2012, doi: 10.1111/j.1365-2354.2011.01310.x. 

[30] A. Galassi and J. Challinor, “Strengthening the oncology nurse workforce in low-income and middle-income countries,” The 

Lancet Oncology, vol. 16, no. 8, pp. 887–888, Aug. 2015, doi: 10.1016/S1470-2045(15)00144-8. 
[31] WHO, “Global Health Workforce Crisis Key messages - 2013,” Human Resources for Health, no. 11, 2013, [Online]. Available: 

https://www.who.int/publications/m/item/global-health-workforce-crisis. 

[32] B. S. Stuckler D, Feigl AB, “The political economy of universal health coverage. In: Background paper for the global symposium 
on health systems research. Geneva: World Health Organization.,” 2010, [Online]. Available: 

https://researchonline.lshtm.ac.uk/id/eprint/2157. 

[33] J. M. Challinor et al., “Nursing’s potential to address the growing cancer burden in low- and middle-income countries,” Journal 
of Global Oncology, vol. 2, no. 3, pp. 154–163, Jun. 2016, doi: 10.1200/JGO.2015.001974. 

[34] S. A. Nancarrow, “Six principles to enhance health workforce flexibility,” Human Resources for Health, vol. 13, no. 1, p. 9, Dec. 
2015, doi: 10.1186/1478-4491-13-9. 

[35] C.-C. Chen, T. Yamada, and J. Smith, “An evaluation of healthcare information on the internet: the case of colorectal cancer 

prevention,” International Journal of Environmental Research and Public Health, vol. 11, no. 1, pp. 1058–1075, Jan. 2014, doi: 
10.3390/ijerph110101058. 

[36] K. Chandan, A. Yadav, A. Chandra, and R. Mehrotra, “Using social media as an effective tool for motivating cancer prevention,” 

Journal of Global Oncology, vol. 4, no. Supplement 2, pp. 199s-199s, Oct. 2018, doi: 10.1200/jgo.18.80500. 

[37] G. Pellino et al., “Social media and colorectal cancer: A systematic review of available resources,” PLOS ONE, vol. 12, no. 8,  

p. e0183031, Aug. 2017, doi: 10.1371/journal.pone.0183031. 

[38] C. H. Halbert et al., “Differences in cultural beliefs and values among african american and european american men with prostate 
cancer,” Cancer Control, vol. 14, no. 3, pp. 277–284, Jul. 2007, doi: 10.1177/107327480701400311. 

[39] T. Luo, G. Spolverato, F. Johnston, A. H. Haider, and T. M. Pawlik, “Factors that determine cancer treatment choice among 

minority groups,” Journal of Oncology Practice, vol. 11, no. 3, pp. 259–261, May 2015, doi: 10.1200/JOP.2015.003640. 
[40] M. Silbermann and E. A. Hassan, “Cultural perspectives in cancer care,” Journal of Pediatric Hematology/Oncology, vol. 33, no. 

Supplement 2, pp. S81–S86, Oct. 2011, doi: 10.1097/MPH.0b013e318230dab6. 

[41] A. Iskandarsyah, C. de Klerk, D. R. Suardi, S. S. Sadarjoen, and J. Passchier, “Consulting a traditional healer and negative illness 
perceptions are associated with non-adherence to treatment in Indonesian women with breast cancer,” Psycho-Oncology, vol. 23, 

no. 10, pp. 1118–1124, Oct. 2014, doi: 10.1002/pon.3534. 

[42] A. Triratnawati, A. Wulandari, and T. Marthias, “The power of sugesti in traditional javanese healing treatment,” KOMUNITAS: 
International Journal of Indonesian Society and Culture, vol. 6, no. 2, pp. 280–292, Dec. 2014, doi: 

10.15294/komunitas.v6i2.3307. 

[43] Y. Tiranda and K. Nuntaboot, “Cultural practice of at-risk people of colorectal cancer and risk reduction in Indonesia: 
Ethnography study,” Suranaree Journal of Science and Technology, vol. 26, no. 2, pp. 221–231, 2019. 

[44] S. Pengpid and K. Peltzer, “Utilization of traditional and complementary medicine in Indonesia: Results of a national survey in 

2014–15,” Complementary Therapies in Clinical Practice, vol. 33, pp. 156–163, Nov. 2018, doi: 10.1016/j.ctcp.2018.10.006. 
[45] Riskesdas Nasional, “Basic Health Research (RISKESDAS) 2013 in Indonesian: Riset Kesehatan Dasar (RISKESDAS) 2013,” 

Laporan Nasional 2013, p. 1, 2013, [Online]. Available: http://www.dof.gov.my/en/c/document_library/get_file?uuid=e25cce1e-

4767-4acd-afdf-67cb926cf3c5&groupId=558715 



                ISSN: 2252-8806 

Int J Public Health Sci, Vol. 13, No. 2, June 2024: 927-936 

936 

[46] J. K. Assan, S. K. Assan, N. Assan, and L. Smith, “Health inequality in resource poor environments and the Pursuit of the 

MDGs,” Journal of Health Management, vol. 11, no. 1, pp. 93–108, Jan. 2009, doi: 10.1177/097206340901100107. 
[47] M. Kagawa-Singer, A. Valdez Dadia, M. C. Yu, and A. Surbone, “Cancer, culture, and health disparities: time to chart a new 

course?,” CA: A Cancer Journal for Clinicians, vol. 60, no. 1, pp. 12–39, Jan. 2010, doi: 10.3322/caac.20051. 

 

 

BIOGRAPHIES OF AUTHORS 

 

 

Yulius Tiranda     is a lecturer at Nursing Program, Faculty of Health Sciences, 

Institut Ilmu Kesehatan dan Teknologi Muhammadiyah Palembang, South Sumatera, 

Indonesia. His current research interests are cancer and chronic care, non-communicable 

disease, colorectal cancer and ostomies. He can be contacted at email: 

yuliustiranda@ikestmp.ac.id. 

  

 

Khanitta Nuntaboot     is an associate professor in community health nursing, 

Faculty of Nursing, Khon Kaen University, Thailand, a chairperson of the Nurse for the 

Community by the Community Project, and the President of Nurse Practitioner Association in 

Community Nursing, Thailand. She can be contacted at email: knuntaboot@kku.ac.th. 

  

 

Cahyu Septiwi     is a lecturer at Faculty of Health Science, Universitas 

Muhammadiyah Gombong, Central Java, Indonesia. Her current research interests are chronic 

kidney diseases, diabetic mellitus, chronic care at clinical setting. She can be contacted at 

email: cahyuseptiwi@unimugo.ac.id. 

  

 

Agianto     is a lecturer at School of Nursing, Faculty of Medicine, Universitas 

Lambung Mangkurat, Banjarmasin, South Kalimantan, Indonesia. His current research 

interests are chronic disease, stroke, non-communicable disease. He can be contacted at email: 

agianto@ulm.ac.id. 

  

 

Solikhah     is lecturer at Faculty of Public Health, Universitas Ahmad Dahlan, 

Yogyakarta, Indonesia. Her current research interests are cancer, hypertension, diabetes 

mellitus, malaria, health information system, and mental health. She can be contacted at email: 

solikhah@ikm.uad.ac.id. 

  

 

https://orcid.org/0000-0002-3641-5916
https://scholar.google.com/citations?user=gKSjdrEAAAAJ&hl=id
https://www.scopus.com/authid/detail.uri?authorId=57211860719
https://orcid.org/0000-0003-0357-0749
https://scholar.google.com/citations?hl=id&user=0a2bNKUAAAAJ
https://www.scopus.com/authid/detail.uri?authorId=57196950342
https://orcid.org/0000-0002-7246-0829
https://scholar.google.com/citations?hl=id&user=tVBew_cAAAAJ
https://orcid.org/0000-0002-4809-7062
https://scholar.google.com/citations?hl=id&user=Rhl2Xb0AAAAJ
https://orcid.org/0000-0001-6895-6840
https://scholar.google.com/citations?hl=id&user=CgsW3H0AAAAJ
https://www.scopus.com/authid/detail.uri?authorId=57193766834

