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Capaian Pembelajaran

CP MK Mahasiswa mampu
menyajikan hasil

penelitian
(C4, A3, P3)



Tekstual Semi Tabular

Tabular Grafik

Numerikal

PENYAJIAN 
DATA

Dapat dipahami
tanpa ada
perbedaan
interpretasi

antara penyaji
dengan pembaca



PENYAJIAN  TEKSTUAL

Ø Data disajikan dengan cara narasi
Ø Data yang ditampilkan yang menonjol
Ø Apabila narasi melengkapi sebuah tabel, hanya

ditekankan pada data yang menjadi point interest,
tidak semua data yang ada diuraikan

Ø Contoh :
penderita gizi buruk meningkat dari 1,8 juta menjadi
2,3 juta anak, (% ; rata-rata)



PENYAJIAN TEKSTUAL

Di antara penderita TB paru di Kecamatan Ngampilan, 
Kota Yogyakarta, proporsi terbesar berusia 30-35 
tahun, dengan 40,8% penderita termasuk dalam
kategori ini. Persentase dari mereka yang berusia 36-
40 adalah 35,0%. Hanya 5 di antara 103 penderita
(4,9%) berusia di atas 46 tahun.



PENYAJIAN SEMI TABULAR

• Penyajian dalam bentuk teks, disusun menyerupai
tabel tetapi tidak ada garisnya

• Contoh :
Diantara 300 mahasiswa, yang berasal dari :
Bantul :  90 mahasiswa
Kulon Progro :  60 mahasiswa
Sleman :  75 mahasiswa
Gunung Kidul :  50 mahasiswa
Yogyakarta    :  25 mahasiswa



PENYAJIAN TABULAR

Prinsip - prinsip tabulasi :
1. Tabel harus sederhana.
2. Tabel harus independen dan self-explanation.

a. Judul ringkas dan jelas.
b. Kode/simbol dan singkatan dijelaskan.
c. Label pada baris dan kolom.
d. Satuan pengukuran dijelaskan.
e. Total ditunjukkan.

3. Untuk data sekunder, sumber disebutkan.
4. Maksimal tiga garis horisontal (tidak ada garis

vertikal), kecuali tabel dalam lampiran



Jenis Tabel Menurut Jenis Variabel

• Mis: Jumlah kelahiran bayi 
berdasarkan jenis kelamin 

Klasifikasi
Kualitatif

• Mis: Distribusi Jumlah Kepala 
Keluarga menurut umur di suatu desa

Klasifikasi
Kuantitatif

• Kombinasi kualitatif & kuantitatif
Klasifikasi
Kombinasi



Jenis Tabel Menurut Jumlah Variabel

• Memiliki satu variabel klasifikasi saja
• Misal Tabel Distribusi Frekuensi

Tabel Satu
Jalan

• Memiliki dua variabel
klasifikasi, satu pada baris dan
satu pada kolom

Tabel Dua Jalan
(Tabel Silang)

• Dua pada baris dan satu 
pada kolom.

Tabel Tiga Jalan
(Tiga Variabel)



Jenis Tabel yang Lain

Dummy table (tabel kosong)
• Kerangka tabel, tidak berisi data atau angka. 
• Disusun agar peneliti menyadari skala pengukuran, cara

menyajikan dan analisisnya.

Master table (tabel induk)
• Semua variabel yang diukur dan akan dianalisis disajikan

bersama dalam satu tabel. 
• Sebagai langkah awal analisis statistik, untuk memperoleh

petunjuk apakah ada hubungan antar variabel yang diteliti. 



Contoh dummy table

No Asal Umur BB TB Sex Gol
1
2
3
4
5
6
7
8
9



Contoh tabel induk

No Asal Umur BB TB Sex Gol
1 6 30 45 151 1 1
2 6 36 30 155 1 2
3 6 24 50 153 1 2
4 7 48 35 160 2 3
5 7 30 47 167 2 3
6 7 18 48 157 1 4
7 8 18 51 170 2 3
8 8 48 60 157 1 2
9 8 18 30 150 2 1



greater than five family members per household were
about nine times (AOR = 9.258, 95% C.I = 1.14–74.97)
more likely to develop smear positive pulmonary tuber-
culosis compared to those with < 5 family members per
household. With respect to contact history, those re-
spondents who had previous history of contact with tu-
berculosis patient were about nine times (AOR = 9.174,
95% C.I = 2.195–38.34) more likely to develop smear
positive pulmonary tuberculosis than those who had no
history of contact [Table 5].

Discussion
This study provide insights on the prevalence of smear
positive pulmonary tuberculosis and point out possible
risk factors associated with smear positive PTB among
holy water users. The point prevalence of 795/100, 000
holy water users observed in this study was 7.4 times
higher than the results of Ethiopian national population
based TB prevalence survey [24]. This difference might
be due to the difference in the study population in which

the national TB survey was conducted which excluded
congregate settings and high risky areas like monasteries
and holy water sites. The higher rate of smear positive
cases at holy water sites could be due to overcrowding,
close contact and poorly ventilated conditions which
favor the high rate of bacilli transmission since a number
of holy water users stayed together for an extended dur-
ation. In addition, it previously was noted that TB sus-
pects and TB patients visit traditional healer sites like
holy water sites as their treatment option before reach-
ing to the public health facilities [8, 14]. Therefore, the
high rate of smear positive cases detected at holy water
sites could be due to the high number of TB suspects
visiting holy water sites as their treatment option. Most
people who attend holy water sites prefer to manage
various diseases, including TB spiritually and consider
spiritual holy water sites as their preferred treatment

Table 1 Socio-demographic characteristics of pulmonary
tuberculosis suspects (N = 382)
Characteristics Frequency (%)

Gender Male 253 (66.2)

Female 129 (33.8)

Age 15-30 126 (33.0)

31-45 136 (35.6)

≥46 120 (31.4)

Residence Rural 280 (73.3)

Urban 102 (26.7)

Marital status Single 100 (26.2)

Married 235 (61.5)

Divorced 13 (3.4)

Widowed 34 (8.9)

Education status Can’t read and write 177 (46.3)

Primary school 150 (39.3)

High school (9-12) 47 (12.3)

>12 grade 8 (2.1)

Total family size 1- 5 182 (47.6)

>5 200 (52.4)

Occupation Farmer 196 (51.3)

House wife 57 (14.9)

Employee 44 (11.5)

Student 44 (11.3)

Othersa 41 (10.7)

Total monthly income <500 ETB 246 (64.4)

500-1000 ETB 79 (20.7)

>1000 ETB 57 (14.9)
aReligious leaders, daily laborers, merchant, non-employed ETB = Ethiopian Birr

Table 2 Proportion of smear positive pulmonary tuberculosis
with socio-demographic characteristics of study subjects
Variables Prevalence of smear positive PTB

Positive No (%) Negative No (%)

Gender Male 9 (81.8) 244 (65.8)

Female 2 (18.2) 127 (34.2)

Age groups 15-30 1 (9.1) 125 (33.7)

31 -45 3 (27.3) 133 (35.8)

≥46 7 (63.6) 113 (30.5)

Residence Rural 8 (72.7) 272 (73.7)

Urban 3 (27.3) 99 (26.3)

Marital status Single 2 (18.2) 98 (26.4)

Married 7 (63.6) 228 (61.5)

Divorced 1 (9.1) 12 (3.2)

Widowed 1 (9.1) 33 (8.9)

Education status Can’t read and write 6 (54.5) 171 (46.1)

Primary school 3 (27.3) 147 (39.6)

High school (9-12) 1 (9.1) 46 (12.4)

>12 grade 1 (9.1) 7 (87.5)

Total family size 1 -5 1 (9.1) 181 (48.8)

>5 10 (90.9) 190 (51.2)

Occupation Farmer 7 (63.6) 189 (50.9)

House wife 1 (9.1) 56 (15.1)

Employed 1 (9.1) 43 (11.6)

Student 1 (9.1) 43 (11.6)

Othersa 1 (9.1) 40 (10.8)

Total monthly
income

<500 ETB 9 (81.8) 237 (63.1)

500 -1000 ETB 1 (9.1) 78 (21.0)

>1000 ETB 1 (9.1) 56 (15.1)

Total 11 (2.9) 371 (97.1)
aReligious leaders, daily laborers, merchant, non-employed, ETB = Ethiopian birr
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Prinsip -
Prinsip
Penyajian
Grafik

Harus sederhana / jelas

Harus self explanation

Judul ringkas dan jelas. Posisi judul dapat di atas atau di bawah
grafik.

Sumber harus disebutkan untuk data sekunder

Skala diberi label secara benar yang menggambarkan ukuran yang 
digunakan dan tingkatan skala harus jelas.

Format sederhana, jangan seperti lukisan artis

Dasar klasifikasi biasanya ditunjukkan pada sumbu x (horizontal) dan
frekuensi (atau %) pada sumbu y (vertikal).

Garis vertikal mulai dari nol. Jika perlu, gunakan break



Penyajian Grafik

Lebih mampu menggambarkan : perbandingan, trend 
(kecenderungan/ramalan kasar

Skala nominal / ordinal :
Pie, Batang

Skala interval / ratio :
Histogram, Garis, Scatter, Box Whisker Plot



ENAM BENTUK DASAR DIAGRAM

Jenis Diagram Ciri Variabel Data/Fungsi

Batang Horisontal
maupun Vertikal

Kualitatif Frekuensi relatif maupun absolut dari
kategori kualitatif atau perbandingan

Frekuensi Vertikal Kuantitatif Frekuensi distribusi untuk variabel diskrit

Histogram/    
poligon frekunsi

Kuantitatif Frekwensi distribusi untuk variabel
kontinyu

Garis Kuantitatif Trend, time series, perubahan menurut
waktu, umur atau variabel lain

Komponen/pie Kualitatif Komposisi kelompok, variabel < 6

Scatter plot Kuantitatif Data korelasi duat titik variabel kuantitatif.



1. Diagram batang
Ø Untuk menunjukkan frekwensi

absolut maupun relatif antar
berbagai kategori. Besarnya
perbedaan ditunjukkan dengan
tinggi atau panjang batang
terhadap nilai yang ditampilkan.

Ø Jarak antar batang tidak melebihi
separo lebar batang. 

Ø Batang dapat vertikal ataupun
horisontal

MJMR, Vol. 25, No. 1, 2014, pages (83-88).                                                                   El-Amin et al., 
 

85                                                              The effect of maternal mental health on child nutritional  status in El-Minia 
 

Complete data were available for 350 
children included in the study which entered 
into statistical analysis and table (1) showed 
that studied children age ranged between 6 
and 24 months with mean of 12 ± 4.6, they 
were between first and eight birth order 
with mean of 2.2 ± 1.1, 56.3% were 
females,43.7% were males, those with 

history of low birth weight were 9.7%, 
83.7% were living in urban areas, 16.3% 
were living in rural areas and their weight 
ranged between 6 and 15 kilograms with 
mean of 9.3 ± 1.6 and their length ranged 
between 56 and 88 centimeters with mean 
of 71.7 ± 6.1 centimeters. 

 
 
 

 
 
 Figure (1): Under nutrition among studied children: 
Figure (1) showed that 20.3% of studied children were stunted, 2% were underweight and 
1.4% was wasted. 
       
Table (2): Frequency distribution of common mental disorders among participated mothers 
attending El- Minia city health offices from November 2012 to April 2013:  

 
 
 
 
 
 
 
 

 
Table (2) showed that 250 (71.4%) of mothers of studied children probable had common 
mental disorders; while 100 (28.6%) of mothers probable did not have common mental 
disorders.                                    
 

 
Maternal common mental disorders 
(CMD) 

Frequency 
(No) 

Percent 
(%) 

Probable had CMD 250 71.4 
Probable did not have CMD 100 28.6 
Total 350 100 

Figure (1): Under nutrition among 
studied children: 
Figure (1) showed that 20.3% of studied 
children were stunted, 2% were 
underweight and 1.4% was wasted. 

The Effect of Maternal Mental Health on 
Child Nutritional Status in El-Minia City 

MJMR, Vol. 25, No. 1, 2014, pages (83-88). 



2. Histogram
Ø Digunakan untuk menampilkan

distribusi frekuensi, klasifikasi
didasarkan variabel kuantitatif
kontinyu

Ø Sesungguhnya merupakan area 
diagram. Jika lebar klasifikasi
seragam, maka perbandingan
antar kelas ditampilkan oleh
luas wilayah.0
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3. Poligon Frekwensi

Ø Seperti Histogram, digunakan
untuk menampilkan distribusi
frekwensi. 

Ø Poligon dilukis dengan
menghubungkan titik tengah
tiap kelas interval pada bagian
atas dari histogram dengan
garis. 
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4. Diagram Garis atau Kurva

Ø Terutama untuk
menampilkan
kecenderungan yaitu
suatu fenomena yang 
mengalami
perubahan menurut
waktu. 

Ø Misalnya: perubahan
suhu dari waktu ke
waktu, peristiwa
kematian atau
kelahiran, kejadian
suatu penyakit, dan
status kesehatan. 

Articles
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all the data in the study and all authors had final 
responsibility for the decision to submit for publication.

Results
The global maternal mortality ratio decreased from 
385 deaths per 100 000 livebirths (80% UI 359–427) in 
1990, to 216 (207–249) in 2015, corresponding to a 43·9% 
(34·0–48·7) decline and an annual continuous rate of 
reduction of 2·3% (1·7–2·7; figure 1, appendix 
pp 76–88). We define regions and developmental status 
according to the MDG classification. The progress made 
and present levels of maternal mortality differ greatly 
between regions. The highest regional rate of decline 
for 1990–2015 occurred in eastern Asia (annual 
continuous rate of reduction 5·0%, 80% UI 4·0–6·0) 
and the lowest was in the Caribbean (1·8%, 0·0–3·1). 
Regional MMRs for 2015 ranged from 12 deaths per 
100 000 livebirths (80% CI 11–14) for developed regions 
to 546 (511–652) for sub-Saharan Africa.

The yearly number of global maternal deaths 
decreased from 532 000 (80% UI 496 000–590 000) in 

1990, to 303 000 (291 000–349 000) in 2015. The largest 
proportion in 2015 occurred in sub-Saharan Africa 
(201 000 deaths [66·3%], 80% UI 188 000–240 000). 
Estimates for all years are available online. Between 
1990 and 2015, 10·7 million women worldwide died 
from maternal causes.

Regional findings can mask variation between 
individual countries within the region and regional 
MMRs might be driven by the MMRs of countries with 
many livebirths. The appendix (pp 76–88) shows country-
specific MMR estimates. Globally in 2015, the median 
country-specific MMR was 54 deaths per 100 000 livebirths 
(IQR 14–229) and country-specific estimates ranged 
from 3 (80% UI 2–3) in Finland to 1360 (999–1980) in 
Sierra Leone (figure 2). Among countries with an MMR 
greater than 100 deaths per 100 000 livebirths in 1990, 
changes ranged from an increase of 34·0% (80% UI 
6·5–91·2) for Guyana, to a decrease of 90·0% (78·9–94·6) 
for Maldives. The lower bound of the 80% UI exceeded 
500 for eight countries (Central African Republic, Chad, 
Democratic Republic of the Congo, Guinea, Liberia, 

Figure 1: Global and regional estimates of maternal mortality ratio from 1990 to 2015
Shaded areas are 80% uncertainty intervals. Shaded areas in background are comparable. 
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5. Diagram Komponen

Ø Untuk menunjukkan
besarnya masing-masing
komponen dari suatu
totalitas, biasanya dalam
ukuran relatif (%-ase) tiap
komponen. 

Ø Bila totalitas dilukis dalam
bentuk lingkaran maka
disebut pie diagram, bila
totalitas dalam bentuk
batang disebut diagram 
batang komponen.

corroborate this shift in cause of death and list the top 3 causes in the United States
from 2011 to 2013 as cardiovascular disease (15.5%), other medical noncardiovas-
cular disease (14.5%), and infection/sepsis (12.7%). Hemorrhage is still listed
among the top causes, ranking as the fourth leading cause at 11.4% of
pregnancy-related deaths during this time (Fig. 1)16 Multiple studies conducted
over a similar period demonstrate a corollary trend in increased incidence of chronic
heart disease,17 hypertensive disorders,18 obesity,19 and diabetes,20 among preg-
nant women offering additional insight into the changing trends in maternal mortality
in the United States. Racial disparities in maternal mortality persist in the United
States as well.15

An important cause of death among pregnant women is trauma. Trauma is esti-
mated to affect 1 in 12 pregnant women and is the leading nonobstetric cause of death
among reproductive-aged women in the United States.21 The effect of trauma-related
maternal mortality is not well described. Standard definitions of maternal mortality
from the WHO and CDC exclude trauma-related deaths from national maternal mor-
tality reports.21 As trauma-related deaths are not included in national reports, this
limits opportunities for further study and prevention of trauma-related deaths in preg-
nancy. A recent study analyzed more than 1100 trauma events among pregnant
women compared with 43,600 trauma events among age-matched, nonpregnant
women.21 The investigators found that pregnant women were more likely to experi-
ence violent trauma, were 1.6 times more likely to die, and were more likely to be
dead on arrival to the hospital or to die during their hospital course compared with
nonpregnant women. The findings persisted despite pregnant patients having an

Fig. 1. Causes of pregnancy-related death in the United States: 2011 to 2013. (Data from
Centers for Disease Control and Prevention (CDC). Pregnancy mortality surveillance system.
Available at: https://www.cdc.gov/reproductivehealth/maternalinfanthealth/pmss.html.)

Ozimek & Kilpatrick178



6. Scatter Plot
Ø Menampilkan hubungan antar

variabel, biasanya dua, keduanya
merupakan variabel kontinyu. 

Ø Dibentuk oleh titik-titik, bila
membentuk elips (cenderung
mengelompok) pada garis
imajiner, maka diduga ada
hubungan.

Ø Hubungan positif bila garis
imajiner membentuk sudut lancip
dengan sumbu X
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a.  Comparison of rates (MMR vs NMR) in 2015 
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b. Comparison of ARR (for MMR vs NMR) for 2000-2015* 

*All countries with less than 10,000 live births per year were excluded from analysis.  
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Fig. 2. Comparison among countries of maternal and neonatal rates and progress.
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Despite the impressive progress gains for maternal and child health
during the Millennium Development Goals era, over 5.6 million
women and babies died in 2015 due to complications during preg-
nancy, birth and in the first month of life. In order to achieve the new
mortality targets set out in the Sustainable Development Goals, there
needs to be intentional efforts to maintain and accelerate action to
end preventable maternal and newborn deaths and stillbirths. This
paper outlines what progress is required to meet these new 2030
targets based on patterns of progress in the recent past; where the
burden is the greatest; when to focus attention along the continuum
of care; and what causes of death require concerted efforts.
Priority actions include intentional and intensified political
attention and investment in maternal-newborn health with
particular focus on improving quality and experience of care
around the time of birth with implementation at scale of inte-
grated maternal-newborn health interventions across the contin-
uum of care with commensurate investment targeted at the most
vulnerable populations. Looking forward, improved data for deci-
sion making and accountability will be required.
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PENYAJIAN NUMERIKAL

Data yang disajikan berdasarkan hasil perhitungan:
Ø Ukuran nilai tengah : mean, median, modus
Ø Ukuran keragaman/penyebaran : range, standart

deviasi, variance, persentil
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Rencana Tindak Lanjut

Buatlah Kelompok 2-3 orang

Carilah satu artikel jurnal internasional tentang ilmu
kebidanan (antar kelompok judul artikel berbeda)

Tulis judul penelitian, tujuan penelitian, jenis metode
penyajian data

Hasil diskusi ditulis di forum diskusi pada elearning



PESAN HIKMAH



PENUTUP BELAJAR

مِیحَِّرلا نِمَحَّْرلا َِّ' مِسِْب

ّتا انَقْزُرْاوَ ا;قحَ َّقحَلْا اَنرَِأ َّمھَُّللَا هَُبانَتِجْا انَقْزُرْاوًَ لاطِاَب لَطِاَبلْا اَنرَِأوَُ  هعَاَبِـ

Ya Allah Tunjukkanlah kepada kami kebenaran sehinggga kami dapat mengikutinya, 
Dan tunjukkanlah kepada kami keburukan sehingga kami dapat menjauhinya.




