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A B S T R A C T

Background: Rapid increase in information on coronavirus disease (COVID-19) has led to an infodemic that
exposes older adults to a greater risk of anxiety.
Aims: To develop an animated educational video for COVID-19 prevention and management and evaluate its
feasibility and preliminary effectiveness in improving knowledge and anxiety levels among older adults.
Methods: A pilot test of feasibility and preliminary effectiveness was conducted in three phases: expert agree-
ment, content validation, and video creation. An intervention group received an animated educational video,
whereas a control group received an educational leaflet. A total of 126 respondents were recruited from 15
community health centers in Indonesia.
Results: Results showed that knowledge of intervention group respondents about COVID-19 misinformation
improved, and anxiety levels significantly decreased after watching the video compared to the control group
(p<0.001).
Conclusions: The animated educational video on COVID-19 prevention and management based on Indonesian
preferences successfully improved knowledge and reduced anxiety levels among older adults.
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Introduction

The spread of coronavirus disease (COVID-19)1 has led to health
problems worldwide. Based on the data from the Indonesia’s Ministry
of Health, there was an increase in the incidence of COVID-19, where
a total of 6,358,808 positive cases (+4,563 new positive cases) and
157,566 deaths (2.5%) were recorded during the pandemic as of Sep-
tember 01, 2022.2 This high burden of the pandemic continuously
posed challenges for healthcare providers and communities in the
country. Since 2020, millions of people have been in social isolation,
most of whom have easy and fast access to COVID-19 information
through the internet and social media. However, information over-
load during the ongoing pandemic has posed numerous challenges,
creating an alarming infodemic of false information,3 conspiracy the-
ories, and instant cures that can potentially increase anxiety and
depression.4 It is important to formulate an effective strategy to edu-
cate people about COVID-19 prevention and management, especially
to older adults who are vulnerable.

In the past two decades, health education has relied on paper-
based education; however, it has now shifted towards digital plat-
forms. Growth of interest in advanced technological studies has
made multimedia programs more tailored and relevant compared to
paper-based education. Moreover, education aimed at COVID-19 pre-
vention and management is an appropriate public health interven-
tion to improve patient knowledge, awareness, and self-care
practices. During the pandemic, the Health Belief Model5 was used to
explain that older adults are most likely to take preventive action
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when they perceive a serious threat of a health risk, are personally
susceptible and vulnerable, have limited access, and have lower costs
than benefits when engaging in the intervention. Phases of the model
are described in five stages: pre-contemplation (no intention to make
changes), contemplation (intending changes), preparation (acting
with small changes), action (actively engaging and being motivated
in the new behavior), and maintenance (sustaining the new behavior
over time). It was also discovered that delivering information using
an attractive method can encourage older adults to become
immersed and enter the stage of contemplation and preparation.
Meanwhile, the use of an appropriate media platform that considers
cultural preferences of older adults is important when delivering
education about COVID-19.

An educational method that can be implemented through an elec-
tronic platform is the use of animated videos. Due to limited social
gatherings and people staying at home, this method could help
deliver video-based COVID-19 education effectively to improve the
knowledge and change the behavior, as well as attitudes of target
audiences, as described in the Technology Acceptance Model.6 This
model has been used in several clinical studies to explain the benefits
of technology-enabled interventions.7 Various types of educational
videos have been developed for different conditions,8 including dia-
betes,9 cancer,10 hypertension,11 and asthma.12 A recent study using
a diabetic foot care educational video confirmed that traditional lan-
guage videos enhance patients’ knowledge about diabetic foot care.13

Some Indonesian government websites have also embedded educa-
tional videos about COVID-19 to improve information access.14

According to Indonesian population statistics, the number of older
adults in the country was expected to be approximately 24 million by
2020 and increase by 20% in 2024.15 As an archipelagic country, Indo-
nesia encompasses diverse ethnicities and cultural preferences,13

which could be a barrier to health literacy among older adults.16

Belief and trust have been confirmed as predictors of vaccine accep-
tance,17 while language was identified as the main barrier to health
literacy;18, 19Adopting cultural preferences for educational videos
could help overcome these issues.13 Although several studies have
been conducted on COVID-19 videos,20-22 no educational videos
were reported on COVID-19 prevention and management among
older adults that included traditional dialogues and animation.
Therefore, this study aimed to develop an animated educational
video for COVID-19 prevention and management using traditional
Sulawesi preferences and evaluate its feasibility and preliminary
effectiveness in improving respondents’ knowledge and anxiety lev-
els. A video platform was selected because of its ease of carrying and
ability to demonstrate self-care activities. We hypothesized that older
adults exposed to the educational video would have better knowl-
edge and reduced anxiety associated with COVID-19 prevention and
management than those exposed to routine care.

Material and Methods

Aim

This study aimed to develop an animated educational video for
COVID-19 prevention and management using traditional Sulawesi
preferences and evaluate its effectiveness in improving respondents’
knowledge and anxiety levels.

Study Design

This study comprised three phases. The first focused on content
development and performance of educational videos on COVID-19
prevention and management based on expert discussions. The sec-
ond phase involved the creation and validation of animated videos.
knowledge of COVID-19 information and anxiety levels observed
before and after viewing the video using a pre- and post-test design
were evaluated in the third phase. A feasibility study using a pre- and
post-test design was conducted to evaluate the changes in the
respondents’ knowledge and anxiety levels regarding COVID-19 pre-
vention and management after watching the video. The hypothesis
was that animated videos would improve the respondents’ knowl-
edge about COVID-19 information and reduce their anxiety levels.
The respondents were drawn from 15 community health centers in
Kendari City, Southeast Sulawesi, Republic of Indonesia, and were
randomly allocated into intervention and control groups. After reach-
ing a consensus, an animated educational video on COVID-19 preven-
tion and management in Indonesia was created with the assistance of
a multimedia expert. The content was based on the target users’ pref-
erences, cultures, and languages. Sketches were drawn using Articu-
late Storyline version 2.0 (Articulate Inc, US), while animation and
music were embedded in the video. After its creation, six experts
(three medical doctors, two nurses, and one epidemiologist) were
invited to qualitatively review the video content and features.

Sample Section

Participants
Participants from 15 community health centers, consisting of men

and women aged >60 years, were enrolled in this study. During
selection and recruitment, baseline information of the participants
was assessed by nurses and general practitioners. The participants
were asked to explain their history of illness, daily habits, and knowl-
edge of COVID-19. A total of 10 experts, including three medical doc-
tors (one cardiologist, one surgeon, and one psychiatrist), two nurses
with expertise in gerontology, two epidemiologists, one clinical phar-
macist, and two multimedia designers were invited to discuss con-
tent development for the animated educational video on COVID-19
prevention. The experts were required to have a minimum of two
years of work experience in gerontology. Written informed consent
was obtained from the assistant before the discussion. Literature on
the national COVID-19 guidelines was obtained from the Ministry of
Health in Indonesia2 to construct the contents and evaluate the per-
formance of video-based COVID-19 education. The Health Belief
Model was used to construct the educational content, including
health, myths, and beliefs. The experts were sent a questionnaire via
email and WhatsApp, containing 20 questions related to the video
content and seven video performance-related questions (Facebook
Inc., CA, US). Responses were evaluated using a four-point Likert
scale, including very irrelevant, irrelevant, relevant, and very rele-
vant. All the experts completed the responses independently and
returned their rating scores online. Moreover, all obtained scores on
a four-point Likert scale were assessed using the content validity
index (CVI) for each item (I-CVI) and were defined as the proportion
of experts who rated an item as content valid (relevant or very rele-
vant). The responses were quantified using the content validity index
(CVI)23 cutoff of 80% for cumulative “relevant” and “very relevant”
responses. Based on this technique, consensus was determined using
accepted statements. An I-CVI of 0.80 (80% of the statement’s agree-
ment) was considered valid when assessed by ten experts.

Recruitment
General practitioners and nurses at community health centers

accompanied the recruitment process. Potential eligible participants
were identified using an electronic system database from community
health centers. Furthermore, participation was voluntary, the partici-
pants had the right to withdraw from the study at any time, and there
were no adverse events in their medical treatments. Inclusion criteria
were as follows: aged 60 years or older, able to communicate without
difficulty, pose with a smartphone/tablet/computer and watch vid-
eos, and willing to provide consent to participate. Meanwhile,
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exclusion criteria included presence of serious cognitive impairment,
no access to or experience in using technology, and failure to follow
research instructions, including how to use a smartphone and how to
open a video file. We obtained information on whether the respond-
ents had a history of cognitive impairment or not from the collection
of demographic data. The study team provided an explanation on the
study and written informed consent was obtained before enrollment.
The Declaration of Helsinki’s ethical criteria were followed in this
study and are provided in Supplementary Material 1.

Sample Size
The sample size was estimated using G-Power (version 3.1, Franz

Faul, Christian-Albrechts-Universit€at, Kiel, Germany),24 based on 80%
power. The intervention and control groups were assigned using a
1:1 ratio with an anticipated dropout rate of 20% for both groups. A
total of 63 participants were required to evaluate differences in their
knowledge scores and anxiety levels.

Randomization
The participants were randomized using a computer-generated

random sequence software, RANDOM.org. An independent statisti-
cian generated a random sequence. After the sequence number
appeared, the numbers were placed in sealed opaque envelopes in a
secured box. The envelopes were opened in front of the enrolled par-
ticipants by a research assistant who did not contribute to the process
of providing information about the group assignment.

Intervention Group
After the group assignment, an animated COVID-19 educational

video was provided for the intervention group, whereas an educa-
tional leaflet was provided for the control group. Both resources
included similar information, including the definition of COVID-19,
its transmission, risk factors, symptoms, mask use, hand washing,
physical distancing, and spiritual activities. The video was free to
download, and the participants were able to watch it without any
time or location restrictions. The assistant helped the respondents to
download the video on their computers/tablets/smartphones. To
minimize bias, the assistant who helped in the recruitment process
was not involved in the delivery of education and outcome measures.
Due to the nature of the intervention, blinding was not considered in
this procedure.

Control Group
The participants in the control group received a COVID-19 educa-

tional leaflet. A trained assistant provided standard COVID-19 educa-
tion and spent approximately 30 minutes explaining the leaflet to
the participants. Subsequently, participants were contacted via tele-
phone and asked for feedback about the COVID-19 educational video
content. Both groups were provided incentives and souvenirs after
completing the questionnaire.

Study Procedure

Before Research
Before conducting the study, a certified health educator trained

the research team. A digital-based intervention, involving healthcare
providers delivering patient education and counseling during the
COVID-19 pandemic, was also evaluated.

Baseline (Time 0)
A research assistant called the participants via telephone before

their clinic appointment to reintroduce the study and provide suffi-
cient time to complete the baseline assessment, which lasted approx-
imately 10�15 minutes. During the assessment, the research
assistant was able to answer questions and assist participants with
reading when necessary. Before randomization, baseline measure-
ments were collected, which included information from medical
records, including demographic characteristics, knowledge, and anxi-
ety scores.

Delivering the Intervention
The video and leaflet were delivered to all the participants in both

groups for 30 minutes in 15 community health centers and mainly
covered the information on COVID-19 prevention and management.
The participants were asked to watch different videos and spend
approximately 30 minutes watching the series at home for the next
seven days.

Follow-Up (Time 1)
After delivering the educational materials to the intervention and

control groups, the participants were followed-up for one week, and
their knowledge and anxiety scores were assessed using question-
naires to evaluate the effectiveness of digital-based health education
for COVID-19. The assistant called the participants via telephone to
ensure compliance. After completing the study period, the partici-
pants gained benefits such as cash rewards and a certificate of partici-
pation.

Measure Outcomes

Geriatric Anxiety Inventory
The primary outcome was anxiety level among older adults. The

20-item Geriatric Anxiety Inventory (GAI) was developed by Pachana
et al. (2007) to screen for anxiety among older adults. This instrument
was commonly used to measure dimensional anxiety and could be a
self-reported or health provider-administered measure.25 The Indo-
nesian version of the GAI-20 was used in this study with the Univer-
sity of Queensland’s permission, which comprises 20 questions with
“agree” or “disagree” as responses. The GAI-20 has no reverse-scored
items and each item receives a score of one. The total scores range
between 0.0�20.0, with a score of 9.0 indicating the presence of clini-
cally significant anxiety, leading to a higher score on the GAI, which
represents greater anxiety. Cronbach’s alpha for the original version
of the GAI is 0.91. This Indonesian GAI-20 questionnaire was deliv-
ered to older adults before and after they had watched the animated
video and was required to be completed in 10 minutes. The scale and
license for using the GAI are provided in Supplementary Material 1.

Coronavirus Knowledge Assessment Form
The COVID-19 knowledge assessment form was developed based

on the consensus of 10 experts. Knowledge was measured as second-
ary outcome, and 17 questions were formulated from the discussion.
Furthermore, COVID-19 knowledge was assessed by a research assis-
tant to measure patients’ knowledge before and after the interven-
tion. The assessment form consisted of 17-item questions on COVID-
19 prevention rated on a five-point Likert scale, including, “strongly
agree,” “agree,” “neutral,” “disagree,” and “strongly disagree.” The
form had reverse-scored items, where some items were considered
positive statements, such as item numbers 1, 3, 4, 5, 6, 7, 8, 10, 11, 12,
and 14, while others were considered negative statements, including
item numbers 2, 8, 13, 15, 16, and 17. The range of acceptable scores
for the positive statements of items 1, 3, 4, 5, 6, 7, 9, 10, 11, 12, and
14 was 11�22, which was considered a true answer. When the score
was >22, it was considered a false answer. The range for the negative
statements of items 2, 8, 13, 15, 16, and 17 was 24�30, which was
considered a true answer, and when the scores were <24, it was con-
sidered a false answer, as presented in Table 1. The results show a
validity value of 0.63 and a Cronbach’s alpha of 0.70. The form is pro-
vided in Supplementary Material 1.



Table 1
Interpretation of mean of knowledge.

Score mean Interpretation of mean score Score Item number Conclusive interpretation

11-22 Strongly agree, agree
(positive statement)

Strongly agree = 1, Agree = 2 1, 3, 4, 5, 6, 7, 9, 10, 11, 12, and 14 The older adults responded with strongly agree
and agree to X statement

24-30 Strongly disagree, disagree
(negative statement)

Strongly agree = 5, Agree = 4 2, 8, 13, 15, 16, and 17 The older adults responded with strongly
disagree and disagree to X statement

Table 2
The demographic characteristics of the experts (N = 10).

Characteristics N

Age (Mean § SD) (years) 37.5 (3.75)
Sex (n, %)

Male 6 (60)
Female 4 (40)

Level of education
Undergraduate 4 (40)
Postgraduate 6 (60)

Institution
Education 6 (60)
Hospital 2 (20)
Health community center 2 (20)

Demographic characteristics of the experts
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The mean scores for the positive and negative statements were 5.5
and 15, which indicated strong agreement and disagreement, respec-
tively. An interpretation was considered knowledgeable, and consisting
of positive and negative statements when the respondents had scores
of 11�22 and 24�30, respectively. An interpretation was considered
Table 3
Content validity index for the development of animated educational COVID-19 video.

No Elements

Very irrelevant

Video contents
1 COVID-19 definition
2 COVID-19 virus
3 COVID-19 causes
4 COVID-19 transmission
5 COVID-19 symptoms
6 Acute respiratory distress syndrome
7 Virus incubation period
8 Vulnerable population
9 Hand washing technique
10 Duration of hand washing
11 Step by step of hand washing technique
12 Using a mask
13 Physical distancing
14 How to do physical distancing
15 Physical distancing measures
16 Emergency call centres
17 Vitamin for immune booster
18 Herbs supplements
19 How to reduce anxiety
20 Spiritual activities during the pandemic
Video performance
1 Using simple, national language
2 Using brief sentences
3 Using familiar sentences
4 Using clear voice
5 Explaining complex things
6 Using friendly language and cultural habits
7 Communicative

The Content Validity Index (CVI)
non-knowledgeable, and consisting of positive and negative statements
when the respondents’ scores were>22 and<24, respectively.

Statistical Analysis

Descriptive analyses of the numbers, percentages (%), means, and
standard deviations were conducted to measure the baseline charac-
teristics of the participants and experts. The CVI was used to evaluate
each video content and performance item in the first round, which
satisfied the cutoff of CVI >80%.13 Subsequently, paired, and indepen-
dent t-tests were used to compare the participants’ knowledge on
COVID-19 and their anxiety scores before and after the intervention.
All statistical analyses were performed using SPSS for Mac (version
26.0; IBM Corp., Armonk, NY, USA). A single imputation method was
used to handle multiple scale items that were blank due to uninten-
tional negligence of the older adults.

Results

Demographic Characteristics

The demographic characteristics of the ten experts who partici-
pated in the discussions conducted between May and June 2021 are
Likert scale (%) Cumulative
agreement

Irrelevant Relevant Very relevant

30 70 100
60 40 100
40 60 100
30 70 100
40 60 100
90 10 100
50 50 100
50 50 100
20 80 100
40 60 100

10 40 50 90
20 80 100
40 60 100
30 70 100

10 40 50 90
30 60 10 70
10 70 20 90
30 60 10 70
10 60 30 90
20 50 30 80

20 80 100
10 20 70 90

40 60 100
50 50 100
40 60 100
30 70 100
30 70 100



Fig. 1. Video content.
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presented in Table 2. Based on the COVID-19 guidelines, the video
contents included definition, virus information, causes, transmission,
symptoms, acute respiratory distress syndrome (ARDS), virus incuba-
tion period, vulnerable populations, general hand washing techni-
ques, duration of hand washing, step-by-step hand washing
technique, mask use, physical distancing measures, call centers for
emergency conditions, vitamin supplies, herbal supplements, anxiety
reduction techniques, and spiritual activities conducted during the
pandemic. The video performance components covered language
(comprehension and style), use of brief sentences, familiar dialogue
and phrases, clear and friendly voices, explanations of complex con-
cepts, and communication. This content was compiled and sent to
experts to measure its relevance using a Likert scale. The cumulative
threshold for agreement was set at �80%;13 therefore, COVID-19
Table 4
Qualitative feedback for the COVID-19 video performance.

No. Reviewers Feedback

1 Physicians (Dr. R, Dr. E, Dr. S) 1. Dr. R (Cardiolo
ces’ condition a
follows the liter
tion”

2. Dr. E (Psychiat
comprehensive

3. Dr. S (Surgeon
video performa

2 Nurses (P, A) 1. P “Emphasized
is very attractiv
information is c

2. A “The duration
standable to th

3 Public health expert (S) 1. S ‘The duration
older adults’ ap
should be revis

Qualitative feedback
content that achieved a percentage of �80% was included based on
the agreement result, indicating the cumulative relevant and very
relevant items, as well as the CVI, as presented in Table 3.

Animated Educational Video

After an agreement, the 18 contents were considered relevant and
very relevant for COVID-19 prevention and management, including
COVID-19 definition, the virus, causes, transmission, symptoms,
acute respiratory distress syndrome, virus incubation period, vulner-
able population, hand washing technique, duration of hand washing,
step-by-step approach of hand washing, use of a mask, physical dis-
tancing, physical distancing, a vitamin for immune booster, reduction
of anxiety, and spiritual activities during the pandemic. Screenshots
gist) “The duration is appropriate with the contents. The animation represent the audien-
nd it synchronized with the message of the contents. The voice is very clear. The content
atures and contains updating information. The layout colour is light with clear intona-

rist) “The duration, animation, voice, and intonation are quite appropriate. The content is
and the layout is very attractive to the audiences”
) “The video provides complete COVID-19 information. The voice is sharp and clear. The
nce is attractive and educative”
the duration of the video to engage the audiences (some parts seem too short). Animation
e. The layout and audio-visual performance is quite good and colourful. The COVID-19
omprehensive. Intonation of the voice is clear and communicative.”
, animation, voice, and intonation are quite appropriate. The content is quite under-
e audiences and the layout is very attractive.”
is comprehensive and suitable with older adults. The animation should be adjusted with
pearance. The voice is clear and sharp. The duration time of hand washing technique
ed. The intonation is quite understandable and clear.”



Fig. 2. Study flowchart.
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Table 5
Baseline characteristics of older adults.

Characteristics Intervention
group (n=63)

Control
group (n=63)

Age (year)
Mean (§SD) 66.6 (§7.5) 65.3 (§5.3)

Sex (n, %)
Male 30 (47.6) 34 (54.0)
Female 33 (52.4) 29 (46.0)

Level of education (n, %)
Educated 50 (82.5) 49 (77.8)
Uneducated 13 (17.5) 14 (22.2)

Income/month ($USD)
Mean (§SD) 111.76 (§181.64) 94.25 (§76.95)

Baseline characteristic of older adults (N=126)
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of an educational video created using animation and cartoon charac-
ters representing older adults are shown in Fig. 1. The video was cre-
ated in July 2021 in the MP4 file (.mp4) format and its properties
were a size of 74.1 MB, length of 5.49 minutes, frame width of 1920
pixels, frame height of 1,080 pixels, data rate of 1,642 kbps, audio bit
rate of 127 kbps, and an audio sample rate of 44.100 kHz. The qualita-
tive feedback for the COVID-19 video performance is presented in
Table 4. Six experts with diverse expertise reviewed the video perfor-
mance and provided feedback on aspects, such as duration, anima-
tion, audio and music, material, layout and intonation.
Outcomes

Fig. 2 illustrates the flowchart of the study. A pilot study was
conducted from August to September 2021, and the baseline charac-
teristics of the older adults in both groups are shown in Table 5. A
total of 126 respondents were recruited and allocated to the inter-
vention and control groups after obtaining their informed consent.
Each group comprised older adults aged between 65�67 years old,
and 80% of the respondents had completed their education. The
changes in respondents’ knowledge scores for COVID-19 informa-
tion and anxiety are presented in Table 6. Compared to the control
group, the intervention group’s knowledge about COVID-19 misin-
formation and mean score of anxiety significantly decreased from
44.05 (§8.26) to 38 (§5.89) and 9.27 (§4.40) to 3.59 (§1.92),
respectively, after watching the animated video (p<0.001). Treat-
ment fidelity was evaluated by monitoring the delivery of animated
videos to older adults, as noted in Table 7. The two aspects that
must be considered, included delivery and receipt.26 For delivery of
treatment, this study addressed four goals, namely control for
health care professional differences, decreasing differences within
treatment, ensuring adherence to treatment protocol, and reducing
contamination between situations. Three goals that were empha-
sized to monitor the receipt of treatment included ensuring older
adults’ comprehension, ability to apply their cognitive skills, and
performing behavioral skills.
Table 6
Changes in the respondents’ knowledge on the COVID-19 misinformation and anxiety.

Variables Pre
Mean (§SD)

Post
Mean (§SD)

Mean Diffe

Intervention group
Knowledge 44.05 (§8.26) 38 (§5.89) 6.048
Anxiety 9.27 (§4.40) 3.59 (§1.92) 5.683

Control group
Knowledge 44.49 (§6.78) 41.83 (§4.85) 2.667
Anxiety 5.89 (§4.69) 4.48 (§4.59) 1.413

Measures of the knowledge and anxiety level
Discussion

This study aimed to develop an animated educational video on
COVID-19 information in three phases: expert discussion, video pro-
duction, and validation using a pre-and post-test method. This aim
was motivated by the need for COVID-19 education among older
adults to change their behavior, reduce the effects of the infodemic,
and decrease anxiety levels regarding transmission of the virus. The
questionnaires were distributed online via Google Forms, and discus-
sions were conducted using the WhatsApp application, a method
used in video-based interventions in several studies.13, 27 Using the
Abrar et al. (2020) method, 18 relevant topics on COVID-19 preven-
tion and management were identified.

After using a CVI that involved experts, the objectives of the educa-
tional video were explained to the respondents through a step-by-step
approach explained from the beginning to end of the video, including
a proper hand washing technique, mask use, and physical distancing
techniques, which older adults could implement. Qualitative feedback
from six experts indicated that the videos needed to engage older
adults with diverse beliefs and literacy skills, be attractive, educational,
clear, and communicative, and the content needed to be easily under-
stood by the audience. The animation must represent older adults in
Indonesia for greater relatability. Techniques related to hand washing,
mask use, physical distancing, maintenance of well-being, and mental
health must be continually delivered. Moreover, educating older adults
about issues associated with COVID-19 is pivotal because of their vul-
nerable health status, comorbidities, lack of education, and rapid
increase in misinformation on social media.

The results of the pre- and post-test studies revealed that after
watching the educational video, knowledge on COVID-19 improved
and anxiety symptoms reduced in the intervention group compared
with the control group, showing effectiveness of the animated educa-
tional video on COVID-19. This was in line with a previous report,
which stated that video-based education could better facilitate
patients’ knowledge and attitudes than paper-based education.28 It
was also reported that educational videos are one of the best tools for
improving knowledge using a simple platform and have garnered a
high level of satisfaction within various areas of healthcare.29 The
pre-test assessment of anxiety levels in the control group revealed a
score of <9.0, indicating that the participants in the control group
were less anxious than those in the intervention group.

Strengths

The novelty of this study lies in the development of an animated edu-
cational video for older adults using the expert consensus of individuals
working in clinical and public health roles in various Indonesian provin-
ces. It also involved obtaining information from the literature on COVID-
19 guidelines, which encompassed national needs and health care per-
spectives. The educational video considered cultural preferences, espe-
cially the cultural practices of South-East Sulawesi, to overcome barriers,
beliefs, and myths regarding COVID-19-related topics. Evidence shows
rence t df 95% CI P-Value

4.730 124 3.52 � 8.58 <0.001
9.393 124 4.49 � 6.88 <0.001

2.540 124 0.59 � 4.75 0.012
1.709 124 -0.22 � 3.05 0.090



Table 7
Treatment fidelity strategies for monitoring delivery of animated video for older adults.

Goal Description Strategies

Monitoring delivery
Control for provider differences Providers should control the potential

effect of subject perception.
Before conducting the study, research assistants who delivered the video and

assessed the outcomes got a training from the researchers to improve their com-
munication with older adults. Research assistants also encouraged the partici-
pants to fill the questionnaire by their selves (self-report questionnaire).

Reduce differences within treatment Providers should ensure that their infor-
mation were same to both groups.

Research assistants were trained by a certified nurse in the same room. When
delivering the information, research assistants carried a checklist of information
that they should deliver and should be able to record their presentation in a
short video. A checklist and a video presentation were checked by a certified
nurse (supervisor) to ensure that both groups received the same information
from the same providers.

Ensure adherence to treatment
protocol

Providers should adhere to treatment
protocol.

Before conducting the study, a certified nurse discussed with research assistants
regarding each action to ensure that all research members adhere to treatment
protocol. After delivering the information, a nurse called the research assistants
to collect their feedback and check for any errors or the next follow-up to
participants.

Minimize contamination between
condition

Providers should ensure the minimal
contamination across two groups.

We randomized the participants into two groups using a random generator soft-
ware with the involvement of a statistician (not considered as the research team
to minimize the contamination). All presentation materials were printed for the
control group and ensured that it consisted of the same information with the
intervention group (checked by another nurse in the research team). Both
groups were taught in the separate day and location. A certified nurse super-
vised the research assistants’works frequently (2 times in a week).

Monitoring receipt
Ensure participant comprehension Providers should ensure the participants

to understand the information pre-
sented in the animated video due to
their low level of education and no
ability to speak in English.

A pre- and posttest technique and knowledge measures were assessed. All partici-
pants in the intervention group received the video and a research assistant
accompanied them to watch the video for the first time. A research assistant
called the participants once after 1 week of the intervention to ensure that par-
ticipants watched the video (intervention group) and read the booklet (control
group) for 1 week, and understand the information.

Ensure participant ability to use cogni-
tive skills

Providers should ensure the participants
to apply the cognitive skills delivered
in the animated video (preparing for
high-risk situation of COVID-19
pandemic).

This video was created with the involvement of an expert panel and it was
reviewed by the experts. We provided a knowledge assessment form for the
participants and collect their feedback regarding physical distancing and avoid-
ing the crowd situation.

Ensure participant ability to perform
behavioral skills

Providers should ensure the participants
to perform the behavioral skills taught
in the animated video (physical dis-
tancing, wear a mask, use hand sani-
tizers, etc).

A research assistant accompanied the participants to perform the ability to wash
their hands, wear a mask, use hand sanitizers, do a relaxation, do a social inter-
action using a digital platform (a videoconference or a message system). The
researchers assessed their anxiety level using a questionnaire.

20 S. Susanty et al. / Geriatric Nursing 49 (2023) 13�21
that patients’ knowledge increases after receiving health education based
on their cultural preferences. The use of cultural preferences has been rec-
ommended for health education,30 as they facilitate comprehension in
older adults and enhance knowledge transfer.

Limitations

This study has few limitations. First, vaccination information was
not included to overcome participants’ vaccine hesitancy. Second, a
subgroup analysis of participants with comorbidities was not per-
formed, making it difficult to determine the effect on knowledge
transfer. Moreover, the sustainable behavior of self-management
practices was not evaluated when conducting new normal activities
among the participants. This has led to ambiguity regarding the long-
term effectiveness of animated educational videos on knowledge and
attitude improvements. It was discovered that the participants
intended to engage in and practice living a new normal life after
watching the video. Finally, this study focused on older adults, and
the use of such health education videos in other demographics needs
to be examined in future investigations.

Implications for Clinical Practice and Further Research

The results can be used by physicians, nurses, healthcare pro-
viders, and community members to help older adults follow best
practices for COVID-19 prevention and management. This is because
animated videos can be used to engage older adults and decrease the
burden of paper-based education, which includes lack of attractive
content and attention. In future investigations, these videos can be
used as interventions in clinical trials to evaluate behavioral changes
related to COVID-19 prevention and management among older
adults, including live demonstrations of proper handwashing techni-
ques, mask use, and physical distancing. Vaccination information can
also be embedded in a video to reduce vaccine hesitancy and enhance
the motivation to be vaccinated.

Conclusion

An animated educational video on COVID-19 prevention using
cultural adaptation was developed to overcome communication bar-
riers during knowledge transfer and reduce anxiety regarding
COVID-19 among older adults. The results showed that the video
effectively improved the respondents’ knowledge on COVID-19 mis-
information and reduced anxiety among older adults. Therefore, ani-
mated videos can be used as efficient tools to deliver health
education during future disease outbreaks or pandemics.
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