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Introduction

Ethics has been considered an essential part
of medical education in developed countries
(1,2). This concern is currently the case in
developing countries, including Indonesia,
where competencies in ethics are stated
clearly in the Standar Kompetensi Dokter
Indonesia (SKDI), Competency Standards of
Medical Doctors.
education was overlooked during clinical

However, cthics
clerkship phase, where medical students may
encounter various ethical problems and
authentic learning experiences throughout
their clinical training (3,4). Teachers and
healthcare providers may have different
perspectives and standards when managing
ethical

difficulties for students in understanding and

issues, causing challenges and

mastering skills in ethics (5). Moreover,
when confronting ethical issues, medical
students often feel hopeless and powerless,
perceiving themselves as the lowest in the
hierarchy (6).

Throughout the world, ethical issues faced
by medical students during their clerkship
phase vary from profession-related issues
(e.g.,
physician-patient and

inappropriate  physician behavior,
physician-peer
relationship) to issues surrounding end-of-
life care, privacy and confidentiality, and
(7-11). Nevertheless,

issues related to financing difficulties and

informed consent
justice emerged in some studies (7,8). Other
studies reported issues regarding uncertainty
of students’ roles and responsibilities in
healthcare, leading to dissatisfaction with
how they manage ethical concerns during
the clerkship (11-13).
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Different healthcare settings with particular
nuances and cultural contexts in each area
can determine the type of possible ethical
issues (14). This nuance includes remote and
rural areas where human resources and
healthcare facilities are scarce and access to
healthcare is limited, making it challenging
for patients (15,16). Not many studies
focused on ethical issues reported by the
medical students in the areas with the
scarcity of healthcare resources in Indonesia.
Therefore, this study aimed to explore
ethical issues encountered by the medical
students working in a rural setting in
Indonesia.

Methods

Study Design, Participants, and Setting

This phenomenology study used purposive
sampling and collected data through in-
depth interviews (17). Medical students
involved in this study had their clinical
clerkship in Banyumas, Central Java,
Indonesia. Participants eligible for this study
were medical students who had attended six
months of clinical clerkship. Medical students
in Indonesia must undergo two years of
clinical clerkship; hence, participants were
categorized into the first year and final year.
As a part of data triangulation, a wide variety
of students were chosen considering gender
and clerkship year variations. Participants
were added until data saturation was reached.
Data saturation has been an important part of
the qualitative research methodology where
new data tend to be redundant (18). After
eight interviews, data saturation stage was
reached, and two additional interviews were
conducted to ensure that no new data or code

would appear.
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Data Collection

Data was collected in September-October
2019, and participants were informed about
the study goals. Interviews were conducted
by RBW, DL, and MF in Bahasa Indonesia
based on the following questions:

During your clinical clerkship, have you
ever encountered any ethical issue?

Can you tell us the most notable cases you

have experienced?

Are there any other cases that you still

remember?

Additional questions were asked according
to the participants’ responses to these base
questions. The duration of interviews ranged
from 32 minutes to 76 minutes (average of
45 minutes). Due to

with  the

relationship and trust was

familiarity of
participants interviewers,
establishing
straightforward, which was required to
ensure the honesty of participants’ answers

(19, 20).
Data Analysis

Thematic analysis was employed to identify,
analyze, and report the patterns and themes
that emerged from the data (21). Interviews
were transcribed verbatim by two members
of the research team (RBW and DL).
Transcriptions of the
initially coded and analyzed by RBW and
MF, and further
investigators to review the codes. Two team
members, ANH and AM, did not conduct
the interviews and were involved in data

interviews were

discussed with all

analysis, to enhance study’s credibility.

Involving different investigators from

various backgrounds -—notably medical

physicians,  medical  educators, and
psychologists — is a part of investigator
triangulation to enhance study’s credibility
(21,22). Al

discussed all findings and codes to have a

research team members
general understanding of the data. After the
refinement and removal of the overlapping
codes, the team classified the codes into
three  themes.

eight categories and

Discussions were done iteratively until

consensus and data saturation were reached.
Study Trustworthiness

The trustworthiness of this study was
ensured through several validation strategies
such as data and investigator triangulation,
member checking, and audit trail. The
credibility of the study was maintained
through the member checking process by
sending data, interpretations of transcripts,
and conclusions to the participants. This
process was done to ensure their meanings
and perspectives were correctly translated
and represented (23). Some of the
participants suggested minor adjustments;
therefore, adjustments ~ were  made
accordingly. All participants responded well
and agreed with interviews’ translation and
interpretation. The first author kept the
records of raw data, transcripts, and
reflexive journals to ensure a clear audit trail

and increase credibility (21).
Ethical and Research Approval

This study was approved by the Health
Research Ethics Committee of the Faculty of
Medicine, Universitas Jenderal Soedirman

3533/UN23.07.5.1/PP.1/
2019). In accordance with the Declaration of

(application  no.

Helsinki, permission for audio recording and
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field-note taking was obtained in written and (iii) unprofessional behavior of
consents before the interviews. The healthcare providers.
interviewer explained that all data would be

Table 1- Participants’ characteristics

kept anonymized and unidentifiable to

ensure the privacy and confidentiality of s . .
o ) o =t Clinical Interview
participants, patients, physicians, and other £ Gender | Clerkship’s Duration
healthcare providers 5 e (it )
Result 1  Male First-year 58:23
) ) ] 2  Female  Final year 41:09
Ten students were interviewed with a 3  Female  Final year 47:47
s er . ' 4  Female  Final year 38:07
balanced 'dl‘strlbutlon of gende.r. Participant's T Final year 3213
characteristics are presented in table 1. In 6  Female  First-year 35:57
: i 7 Male First-year 47:10
this .study,. twen‘ty eight coc?es were found, 8 Male Final year 3813
classified into eight categories: substandard 9  Female  Final year 38:22
10  Male First-year 76:46

care, lack of privacy, students’ exploitation

and less prioritized education, financial

difficulties, issues of consent, fraud, Table 2 delivers an outline of ethical issues

harassment and  inadequate inter- experienced by students during clinical

professional collaboration. All categories clerkship in a rural setting. The classification

were then classified into three themes: (i) of ethical issues was arranged based on their

L. . relevan ith certain ar in bioethi
limited facilities and resources, (ii) clevancy w certain - areas bioethics,

healthcare financing and issues of consent, healthcare, and education.

Table 2- Ethical issues observed by students during clinical clerkship

Codes Categories Themes
Under time consultation
Physician interrupting patient
Overload emergency department
Slow response of the supervisor
Determining the patient’s medical plan without further
examination
Rushed examination
Hasty operation
Discussing patient’s diagnosis in front of other patients
Examining more than one patient in a room

Unnecessary task which was unrelated to education
Excessive workload

Patient care relied on student’s existence

Students did procedures without supervision

Limited time for clinical coaching

Limited medication choice in national health insurance

Substandard care

Limited facilities and
resources
Lack of privacy

Students’ exploitation and
less prioritized education

formularies Financial difficulties
Inadequate therapy due to limited insurance coverage Healthcare financing
Patient’s accommodation not covered by insurance and issues of consent

Delayed life-saving procedure
Directive informed consent
Falsifying patients’ medical condition

Issues of consent

Making up CPR scenes Fraud

Doctor brags to cover up futile operation

Verbal humiliation among healthcare providers Unprofessional
Sexual harassment of medical students Harassment behavior of healthcare
Bullying in the clinical clerkship providers

Nurse disobeying physician’s order

Physician refusing to consult a nutritionist for diet therapy Inadequate inter-professional

collaboration

J Med Ethics Hist Med. 2021(July); 14: 6.
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Limited Facilities and Resources

Participants in this study often shared cases
of substandard care due to limited facilities
and resources, which negatively affected the
quality of care. A participant shared her
experience witnessing a physician who has
100 to 150 patients a day. The physician
requested the student to type the prescription
long before the consultation started, to

accelerate the patient flow.

“In one of the outpatient clinics, there were
hundreds of patients every day. Before the
patient came inside the examination room,
the physician already prescribed the
medications. This happens every day! So, the
patient only met the physician for one or two
minutes. I mean, just like that?” [Participant

No. 3]

Other participants also observed limited
contact time between the physician and the
patients. In some cases, the physician did not
respond to the patients’ complaints
regarding their health condition. Several
examinations and medical procedures were
done carelessly and in a rushed setting. Even
when a surgical procedure was needed, the
physician did not explain thoroughly to the
patient. Hence, the patient’s hopes and
expectations while visiting the physician
could not be fulfilled.

Limited healthcare resources led to other
issues related to privacy and confidentiality.
Some participants witnessed how patient’s
privacy was neglected, for instance, when a
specialist simultaneously examined more

than one patient in the outpatient clinic.

“Patients were called into the physician’s

room, and they were sitting next to each
other, in front of the specialist. All of this
happened in less than 5 minutes. Patients
came in, the physician checked the medical
records  for previous diagnosis and
treatment, and the physician asked, “What’s
your name?” then, “All right, this is the
prescription, go out,” without any proper

examination.” [Participant No. 6]

She felt that this practice was inappropriate

in any medical case, especially when
patients have a severe condition or suffer
from a terminal illness. Patients were also
not allowed to ask any questions, let alone to
Other

specialist

make an informed decision.

participants also witnessed a
instructing a patient to unbutton her shirt in
the presence of other patients. Patients were
mostly startled, but they hesitated to refuse

the order.

Students also stated issues surrounding the
training system in clinical clerkship. One
prevalent issue was the exploitation of
medical students. Students complained that
their time was mostly used to help provide
care to the patient while not receiving
adequate supervision from their supervisors
(medical specialists), especially when facing
shortage of healthcare workers. A participant
described those students often received
instructions from nurses to perform tasks

unrelated to medical training.

“Tasks without any relation to clinical
knowledge are not supposed to be given. |
disagree on this matter. For instance, we
have to transport the patient from the
emergency delivery room in the front part

(of the hospital), to the neonatal ward way

J Med Ethics Hist Med. 2021(July); 14: 6.
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back there... I think we should use our
energy efficiently since we have many things
to do....” [Participant No. 10]

The participant thought that tasks given to
students

relevance not to cause unnecessary fatigue,

medical should have clinical
affecting their work performance in the

department.

Healthcare Financing and Issues of

Consent

Ethical issues regarding substandard care
also involved by the healthcare financial
complexities or were caused by them.
Participants  observed difficulties and

dilemmas faced by physicians when
deciding on the treatment plan. Disparities
were observed between treatment in the
medical guidelines and the Jaminan
Kesehatan Nasional, or JKN national health

insurance formulary.

“Physicians often told us that the JKN
formulary is inaccurate. But still, we follow
the formulary... since most patients are JKN
patients, so we have to follow the JKN rule
to get the insurance claim... ‘it’s very
limited, we can’t give therapy based on the
are complaints from

guideline’... these

physicians...” [Participant No. 8]
A participant observed a case of delayed

treatment on an emergency patient due to

1ssues of consent.

“The

hemodialysis for him, but it was not

internist  ordered  emergency
performed. There was no guardian or family
member who could sign the consent form.
The emergency physician, internist, and
hospital staff were all reluctant to perform

the hemodialysis... As far as I know, there is

J Med Ethics Hist Med. 2021(July); 14: 6.

no need for consent for life-saving medical
procedures. Why did the hospital refuse to
do the hemodialysis? ” [Participant No. 4]

The participant believed that informed
consent was not needed in an emergency
setting. Nevertheless, the hospital and
medical team were doubtful to perform
emergency hemodialysis in this case, as
there was nobody available to give consent

and funding guarantee.

Unprofessional Behavior of Healthcare

Providers

shared

unprofessional behavior from healthcare

The  participants cases  of
workers, including fraud and harassment. A
participant, witnessed how a healthcare
worker manipulated a patient’s condition
while reporting to the specialist on duty. The
student knew the patient’s real condition and
was aware of the invalid data in medical

reporting.

“She (the healthcare worker) didn’t want to
wait as it was rather a long observation to
go. Usually, they report it (the patient’s
condition) as worsening. Just like now... She
called the specialist, ‘the patient is now
vomiting.’ In this patient’s case, vomiting is
a subjective emergency symptom that may
become an indication for

[Participant No. 7]

operation.”

The specialist eventually gave instructions
for operation, which would be performed by
a resident in the department. The patient was
then transferred to the emergency operation
room. According to the student, this was not
the only case related to the manipulation of
data. He encountered multiple similar cases
while undergoing his clinical clerkship.
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Another student, witnessed what he called a
“fake”
(CPR) since it was only done superficially or

CardioPulmonary  Resuscitation

incompletely. He was annoyed and tried to
make suggestions on how to perform a
qualified CPR to the available nurse in the
ward, which was ignored and thereby
created one of the most memorable ethical

issues for him.

Students sometimes became an object of
harassment by the medical team, and a male
student witnessed how his female colleagues
were verbally harassed in the operation
theatre.

“From what I saw by myself and what my
friends experienced.. It was more or less
harassment, mostly done by (male) nurses...
verbally, starting from ‘Have you ever done
breast self-examination (SADARI)? Where
did you do that? Come here, let me do that
to you'..also physical (harassment) like...
grabbing ome’s shoulder and hip... even
hugged from behind... sadly, sometimes, the
physician also joins the conversation by
asking simple questions like... ‘Do you have
a boyfriend? What things have you done
together?” [Participant No. 5]

He thought that such behavior is
unacceptable, especially in an academic
setting. He felt upset to see the same practice
repeatedly. Other unprofessional conduct
occurred in  collaboration  between
physicians and other healthcare workers. For
instance, a student, reported a physician who
deliberately  discarded patient’s meal
provided by the hospital nutrition unit
because it was considered unhealthy. The

patient was startled. The physician hesitated

to talk directly to the hospital nutritionist
because he believed his dietary plan was
better than that of the hospital. Another case
of collaboration difficulty among healthcare
providers was also shared by another
student, who shared his experience regarding
from the

the clinical

patient  transfer emergency

department to wards. He
observed a delay in therapy due to the
patient being referred and transferred back

and forth, from one department to another.

“So, this patient was unconscious. We
assumed it was a uremic case because he
had chronic kidney failure. But we also
realized that it could be a hemorrhagic
stroke  caused by  heparin  during
hemodialysis. Anyway, the Emergency Room
(ER) physician referred him to internal
medicine. From internal medicine, the
patient was referred to neurology and
referred  back to

Eventually, a CT scan was performed, and it

internal  medicine.
was indeed a hemorrhagic stroke. So, we
consulted the neurology  department.
died before

therapy was given” [Participant No. 1]

Unfortunately, the patient

He thought this case might be caused by

ineffective communication among the

medical team  members, including
inadequate information reported by the
student and ER physician during the referral

consultation process.
Discussion

Issues regarding substandard care due to
limited facilities and resources were also
found in previous studies in Indonesia (24—

26). This finding was consistent with those

J Med Ethics Hist Med. 2021(July); 14: 6.
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of another study, where problems of justice
and quality of care were ubiquitous in
Indonesia, compared to the Netherlands
(24). The same concern was also observed
by medical students who took an
international health elective rotation in low-
resource countries such as Nepal, India,
Ghana, Kenya, South Africa, and others
(11,14). Patient overload, as found in the
present study, is closely related to disparities
in the number of healthcare providers
between urban and rural areas in Indonesia.
The shortage of physicians in rural areas is
influenced by multiple factors, such as low
limited  healthcare
related to the

population and
infrastructures, closely
geographical factors (15, 27). Banyumas
region is located in the rural area of the
Central Java Province where reaching the
capital city of Central Java takes five to six
hours by car or train. Around 1.8 million
population live in Banyumas, who are
mostly low educated and graduated from
elementary school. The general physician to
patient ratio in Banyumas is 17.8 per
100.000, below the national standard; 43 per

100,000.

However, medical practice nowadays should
focus on patient-centered care, instead of the
old-fashioned one-way consultation style.
Physicians should have a holistic view of the
patients, including psychological and social
aspects, instead of only focusing on the
disease (28). A study from China shows that
physician’s high patient load has negatively
affected patient-centered care (29). The

government’s policy regarding physician

J Med Ethics Hist Med. 2021(July); 14: 6.

distribution is needed to resolve this

systemic problem of health inequality.

However, limited healthcare resources might
be associated with other issues related to
privacy in this study. Patient’s privacy and
confidentiality should be maintained in
healthcare service. A previous study showed
that not every patient in developing
countries might have the same degree of
privacy. Physicians might not be aware of
patient rights, including protecting privacy
and confidentiality (30). Patients from South
East Asia mostly agreed to all physician’s
actions, due to their paternalistic relationship
(31). However, the situation might differ
between patients in cities and urban and
rural areas, mainly due to differences in the
level of knowledge and how they perceive
their rights and responsibilities within the
physician-patient  relationship.  Patients
coming from a low level of education and
low socio-economic class might not be
aware of their rights, and most of them have
no courage to request further (32, 33). Such
lack of awareness results from an emergent
social

patient (34).

distance between physician and

In addition, limited healthcare resources
might have both positive and negative
impacts on medical training. Students may
have more experience in managing ethical
dilemmas in patient care due to this
limitation. However, as shown in previous
studies, inadequate number of healthcare
workers may lead to the exploitation of

medical students and their burnout (35, 39).
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Burnout might affect students personally and
professionally, including decreased empathy
and increased dishonest behaviors (37).
Medical students may experience emotional
exhaustion, symptoms of depression, and
low sense of personal accomplishment when
compared to residents and early career
physicians (35). Several factors associated
with students’ burnout were as follows: (i)
poor learning environment, (i7) inadequate
support from faculty staff and colleagues,
and (iii) limited opportunities for clinical
coaching recieved from supervisors (37).
Nonetheless, while mentally and physically
exhausting for students, medical clerkship
should be designed to improve students’

experience and knowledge.

Financial issues remain a crucial part of the

healthcare system. Financial difficulties
were uncommon in similar studies from
western countries, but were observed by
medical students from Indonesia and India
(7,24). Indonesia has implemented JKN as a
national health insurance scheme since 2014
to bridge disparities of healthcare access.
However, JKN faced a financial deficit,
resistance from health professionals, and
suspected management failure since its
release (40). The financial deficit might be
caused by catastrophic diseases covered by
JKN,

thalassemia, and others. Unethical practices

such as cardiac diseases, cancer,

such as bloody discharge, upcoding, and

unnecessary readmissions could further

increase the deficit. Through Indonesia

Case-Based Groups (INA-CBGs), the

Indonesian Ministry of Health has regulated
a pathway for health providers to improve
The system of INA-

CBGs includes the rate of every service in

cost-effectiveness.

patient care (e.g., physician consultation,
workups, and treatment) based on a national

drug formulary.

Nevertheless, meticulous budget control
might negatively affect the quality of care.
Balancing the quality of care and cost-
effectiveness is challenging for medical
practice (41, 42). Extensive and intensive
discussions among insurance
representatives, hospital management, and
attending physicians can help plan and
budget medical care as well as find solutions

when funding is limited.

Delayed emergency treatment due to issues
of consent was a case found in the present
study. A body of evidence confirms that
issues related to respecting patient
autonomy, including informed consent, are
recurrent ethical problems encountered by
medical students in their clinical training (7,
9, 10, 12). However, informed consent in an
emergency setting was complicated as
multiple factors were involved. In this case,
no family member or guardian were

available to give consent, leading to
obscurity of the patient’s funding. Hospital
staff may face difficulties in determining
who will guarantee patient’s medical bill
Although  the

government had stated that every patient in

payment. Indonesian

an emergency condition should have first-

ald  regardless of  funding, such

J Med Ethics Hist Med. 2021(July); 14: 6.
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implementation is challenging. In rural areas
where health funding is limited, financial
uncertainty would be problematic for
hospital management. Some hospitals also
faced delays in insurance claim payments,
which further
burden (43). Government and healthcare
should

appropriate solutions for such dilemmatic

increased their financial

providers discuss and find

conditions.

In Indonesia, the implementation of

informed consent is not always ideal.
Informed consent is an indispensable part of
respecting patient autonomy. Nevertheless,
informed consent is sometimes perceived as
a legal protection for the physician against
potential lawsuits. Hence, the focus changes
from respecting patient autonomy to
obtaining patient’s signature. Unfortunately,
patients often sign the consent form without
fully understanding the procedure they are
(44).

informed consent, Indonesia’s Ministry of

going to experience Regarding
Health has published a specific regulation
stating that informed consent is not needed
during an emergency and life-saving
procedure4. While physicians are required to
uphold beneficence and prioritize patient’s
interest in emergency cases, they might
hesitate to perform an emergency procedure
without written consent — even though it is
permitted by law — due to potential risks of
being reported for malpractice. Lately,

physician criminalization and lawsuits
regarding medical malpractice in Indonesia
escalated due to increased awareness of

patient rights and self-determination .

J Med Ethics Hist Med. 2021(July); 14: 6.

Various issues related to professionalism
were prevalent in previous studies, such as

inappropriate or rude behavior of healthcare

personnel and dishonesty (5, 7, 24).
Professionalism is related to clinical
competence, communication skills, and

ethical and legal understanding (45, 46). As

part of honor and integrity, physicians are

expected to be faithful and truthful;
however, dishonesty and fraud are not
uncommon in healthcare settings (47).

Falsifying medical records is an example
that is also predominant in other regions in
Indonesia, as well as in other countries (48,

49). In

environments

some cases, specific working

might force healthcare

workers to falsify medical records (49, 50).

Issues regarding fake CPR were also found
in other countries, in form of slow code,
defined as less rigorous resuscitative efforts
or prolonged CPR than usual (51). It was
more of a symbolic gesture than an effective
medical intervention. Families want to be

involved, engaged in patient care, and

treated respectfully during CPR (52);
however, slow code is still ethically
debatable (51).

Issues of student harassment were also found
in the present study. Harassment in medical
school is not unheard and still exists (53,
56). A study from Pakistan reported that
around 28%

exposed to varieties of harassment, such as

of medical students were

verbal, sexual, or physical abuse.

Supervisors were reported as the most

frequent offender (56), whereas they are
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expected to offer students an excellent
example of behavior as part of the hidden
curriculum  (57). However, reporting
harassment was dilemmatic for students, let
alone confronting the offender directly.
Significant obstacles to reporting harassment
in workplaces include fear of retaliation
from the abuser and shame (58). Although
considered less powerful, medical students
could discuss their problems and difficulties
during their

training with peers and

reachable  supervisor.  Bullying and
harassment awareness should be increased

through open discussions and consultation.

Other wvital

required in qualified health care are inter-

aspects of professionalism

professional collaboration and effective
communication. A previous study showed
improvement in at least one outcome

following inter-professional collaboration
(59). Decent quality of teamwork and
coordination among healthcare providers
from different disciplines can lead to better
understanding of patients’ problems, thus
preventing mistakes and
health care (60).
Collaborative clinical reasoning and shared
different  health

professionals are two core processes needed

unnecessary

disadvantages in

decision-making  of

to solve patients’ medical conditions (61).
Effective communication among healthcare
workers is also crucial in emergency cases
involving several specialties (62).
Emergency physicians should know which
specialist should be consulted and prepare

sufficient medical information before the

consultation. They are expected to be
professional, pertinent, and anticipative (63).
However, emergency physicians might face
difficulties due to conflicting values, beliefs,

and perspectives with their colleagues (64).

Medical students also experienced issues

regarding termination of life such as
euthanasia and ending of life’s support
devices (9, 10, 24, 65). However, these
issues were not emphasized by the present
study’s participants. Indonesian patients and
their families are less likely to request life
support termination due to predominant
social-cultural-spiritual context that differs
from that of Western countries. Moreover,
euthanasia is not legally permissible in
Indonesia as it is forbidden by the current
Thus, the

participants hardly experienced such issues,

law and regulations (66).

especially in Indonesia’s rural area.
Strengths and Limitation

This phenomenology study provided a better

understanding  of  medical  students’
experience in managing ethical issues during
their clinical rotation. However, more
studies with larger sample sizes are needed
to investigate ethical issues encountered by
medical students during their clerkship in
other rural settings, as well as urban settings,
in Indonesia. Future research, using mixed
quantitative and qualitative studies, can
provide a more robust understanding of

ethical issues observed by medical students.

aunipan fo A103s1H pup sa1yi3 [p2IpaN Jo [puinor

J Med Ethics Hist Med. 2021(July); 14: 6. 11



auniIpain o A103s1H pup sa1yi3 [paIpalAl fo jpuinof

12

Experience of Indonesian medical students of ethical issues during ...

Conclusion

Ethical issues observed by medical students
in this study were related to limited facilities
and resources, healthcare financing and
issues of consent, as well as unprofessional
behavior of healthcare providers. Many

ethical issues related to substandard care

were strongly associated with limited
resources and complexities within the
healthcare system. Early exposure to

recurrent ethical problems in healthcare can
help students prepare for their future career
as a physician in a rural setting. To provide
more real examples of ethical issues, new
strategies in ethics education are needed to
provide students with a deep understanding.
However, this study’s results may or may
not be limited to specific rural areas, as no
similar studies have been conducted in urban

settings in Indonesia.
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