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Lampiran 2. Instrumen Fugl Mayer Assesment
NASKAH PENJELASAN PADA SUBJEK

Assalamu’alaikumwrwb
Selamat pagi Bapak/Ibu

Perkenalkan saya dr. Willy Candra, dari Departemen [lmu Penyakit Saraf Fakultas
Kedokteran UNHAS. Saya akan melakukan sebuah penelitian sebagai tugas Karya Ilmiah
Nasional Program Pendidikan Dokter Spesialis Saraf yang sedang saya jalani berjudul
Pengaruh Repetitive Transcranial Magnetic Stimulation Terhadap Perubahan Rasio Delta
Theta Alfa Beta (DTABR) dan Fungsi Motorik Pasien Stroke Iskemik.

Sebelumnya saya akan menjelaskan tentang hal yang mungkin baru bagi
Bapak/Ibu, Quantitative Electroencephalography (QEEG) sebagai suatu proses
matematika dari data hasil rekaman gelombang otak yang dapat melihat tidak hanya
gelombang otak, tinggi gelombang otak, lokasi, tetapi juga dapat mengidentifikasi
keselarasan gelombang otak, yaitu tingkat hubungan antar bagian pada otak, fase
(kecepatan berpikir) serta kesatuan jaringan. Data yang diperoleh dari QEEG dapat
digunakan untuk membuat peta kajian otak atau kode warna dari kerja listrik pada lapisan
pembungkus otak. Jika data telah diproses, maka kode warna mewakili nilai normatif.
Memahami perubahan gelombang otak yang terjadi karena rangsangan oleh Transcranial
Magnetic Stimulation sangat penting, karena cara kerja dari Tramscranial Magnetic
Stimulation ini terutama di sistem saraf pusat. Transcranial Magnetic Stimulation dan hasil
perubahan gelombang otak pada EEG memberikan sumbangsih dalam menjelaskan cara
kerja dari efek Tramscranial Magnetic Stimulation tersebut. Melalui penelitian ini,
diharapkan hasilnya dapat menunjukkan pengaruh Transcranial Magnetic Stimulation
terhadap  perubahan gelombang otak yang diukur dengan  Quantitative
Electroencephalography (qEEG). Hasil penelitian diharapkan menjadi informasi untuk
masa mendatang dan memberi sumbangsih dalam bidang pendidikan utamanya dalam
bidang ilmu penyakit saraf yang saya banggakan dan sedang saya jalani saat ini.

Selanjutnya saya akan menjelaskan prosedur pemeriksaan yang akan dilakukan.
Pertama-tama saya mencari orang coba penelitian yang memenuhi kriteria dan apabila
Bapak/Ibu setuju untuk terlibat dalam penelitian ini, maka saya akan meminta tanda tangan
persetujuan bersedia terlibat dalam peneltian ini. Kemudian akan dilakukan proses
perekaman EEG pada Bapak/Ibu selama 5 menit. Persiapan yang harus dilakukan

sebelumnya yaitu Bapak/Ibu diminta untuk keramas menggunakan shampo sebelum
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dilakukan perekaman EEG. Kemudian Bapak/Ibu akan dibagi menjadi 2 kelompok,
kelompok pertama adalah kelompok perlakuan dan kelompok kedua adalah kelompok
kontrol. Setelah itu dilakukan rangsangan berupa Repetitive Transcranial Magnetic
Stimulation sebanyak 10 kali, 5 kali pertama dilakukan secara berturut-turut, kemudia
dilakukan jeda 2 hari lalu dilanjutkan lagi sebanyak 5 kali. Pemberian stimulus dilakukan
selama 10 menit, pada belahan otak yang mengalami stroke dilakukan pemberian dengan
efek merangsang dan pada belahan otak yang tidak mengalami stroke diberikan efek
menghambat. Setelah itu ibu/bapak akan direkam lagi menggunakan perekaman EEG yang
sama selama 5 menit. Penelitian dilakukan selama 14 hari. Data perekaman tadi akan
diproses dengan menggunakan perangkat lunak NeuroGuide Deluxe gEEG.

Perekaman ini dianggap aman oleh karena tidak ada perlukaan pada tubuh
Bapak/Ibu dan efek samping dari Transcranial Magnetic Stimulation ini pun sangat
minimal dan bersifat sementara. Sehingga bisa saya katakan bahwa efek samping yang
minimal yang dapat terjadi akibat pemeriksaan ini yaitu nyeri saat pemberian stimulus.
Pemeriksaan dilakukan dibawah bimbingan dan pengawasan dokter spesialis yang
bertanggung jawab.

Selama penelitian, Bapak/ibu tidak dikenakan biaya. Oleh karena prosedur ini
adalah sesuai dengan pedoman praktek klinik dan seluruh biaya yang timbul ditanggung
oleh peneliti. Saya sebagai peneliti juga akan memberi kompensasi berupa uang transport
kepada Bapak/Ibu sebagai wujud terima kasih saya telah bersedia terlibat dalam penelitian
ini. Perkiraan waktu yang dibutuhkan dari tanya jawab hingga selesai pemeriksaan ini
hanya satu hari dan hanya satu kali pertemuan.

Keikutsertaan Bapak/Ibu dalam penelitian ini bersifat sukarela tanpa paksaan, oleh
karena itu apabila dalam perjalanannya Bapak/Ibu menolak ikut serta dalam penelitian ini
jangan takut akan kehilangan hak untuk mendapatkan pelayanan kesehatan standar rutin.

Data yang dikumpulkan dalam penelitian ini akan disimpan dalam data komputer.
Saya akan menjamin kerahasiaan data Bapk/Ibu. Hanya saya sebagai peneliti yang
mengetahui data-data Bapak/Ibu.

Sehubungan dengan penelitian ini, bila timbul pertanyaan lebih lanjut diharapkan
dapat menghubungi: dr. Willy Candra, nomor telepon: 085350098746.

Identitas Peneliti :

Nama : dr. Willy Candra
Alamat : BTP blok A no 621
Telepon : 085350098746
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FORMULIR PERSETUJUAN SETELAH PENJELASAN

Saya yang bertandatangan di bawah ini :
Nama :

Umur

Alamat

setelah mendengar/membaca dan mengerti penjelasan yang diberikan mengenai
tujuan, manfaat, dan apa yang akan dilakukan pada penelitian ini, menyatakan
setuju untuk ikut dalam penelitian ini secara sukarela tanpa paksaan.

Saya tahu bahwa keikutsertaan saya ini bersifat sukarela tanpa paksaan,
sehingga saya bisa menolak ikut atau mengundurkan diri dari penelitian ini. Saya
berhak bertanya atau meminta penjelasan pada peneliti bila masih ada hal yang
belum jelas atau masih ada hal yang ingin saya ketahui tentang penelitian ini.

Saya juga mengerti bahwa semua biaya yang dikeluarkan sehubungan
dengan penelitian ini, akan ditanggung oleh peneliti. Saya percaya bahwa
keamanan dan kerahasiaan data penelitian akan terjamin dan saya dengan ini
menyetujui semua data saya yang dihasilkan pada penelitian ini untuk disajikan
dalam bentuk lisan maupun tulisan.

Dengan membubuhkan tandatangan saya di bawah ini, saya menegaskan
keikutsertaan saya secara sukarela dalam studi penelitian ini.

Nama Tanda tangan Tgl/Bln/Thn

/Wali
Saksi
(Tanda Tangan Saksi diperlukan hanya jika Partisipan tidak dapat memberikan
consent/persetujuan sehingga menggunakan wali yang sah secara hukum, yaitu untuk
partisipan berikut:

1. Usia lanjut

2. Gangguan mental

3. Dan lain-lain kondisi yang tidak memungkinkan memberikan persetujuan

96



Penanggung Jawab Penelitian Penanggung Jawab Medis

Nama : dr. Willy Candra Nama: Dr. dr. Andi Kurnia Bintang Sp.S(K), MARS
Alamat : BTP blok A no.621 Alamat:
Telepon : 085350098746 Telepon: 08114440228
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FUGL-MEYER ASSESSMENT ID:
UPPER EXTREMITY (FMA-UE) Date:
Assessment of sensorimotor function Examiner:

Fugl-Meyer AR, Jaasko L, Leyman I, Olsson S, Steglind S: The post-stroke hemiplegic patient. A method for evaluation of physical

performance. Scand J Rehabil Med 1975, 7:13-31.

A. UPPER EXTREMITY, sitting position

I. Reflex activity

none

can be elicited

Flexors: biceps and finger flexors (at least one)
Extensors: triceps

2
2

Subtotal | (max 4)

Il. Volitional movement within synergies, without gravitational help

none

partial

full

Flexor synergy: Hand from Shoulder  retraction
contralateral knee to ipsilateral ear. elevation

From extensor synergy (shoulder abduction (90°)
adduction/ internal rotation, elbow external rotation
extension, forearm pronation) to flexor Elbow flexion

synergy (shoulder abduction/ external Forearm supination
rotation, elbow flexion, forearm

supination). Shoulder  adduction/internal rotation

Extensor synergy: Hand from Elbow extension
ipsilateral ear to the contralateral knee | Forearm pronation

[=NeNalleNoNoNo)

A A alaaaaan

NNNINMNNNN

Subtotal Il (max 18)

lll. Volitional movement mixing synergies, without compensation

none

partial

full

Hand to lumbar spine cannot perform or hand in front of ant-sup iliac spine
hand on lap hand behind ant-sup iliac spine (without compensation)
hand to lumbar spine (without compensation)

Shoulder flexion 0°-90° | immediate abduction or elbow flexion
elbow at 0° abduction or elbow flexion during movement
pronation-supination 0° flexion 90°, no shoulder abduction or elbow flexion

Pronation-supination no pronation/supination, starting position impossible
elbow at 90° limited pronation/supination, maintains starting position
shoulder at 0° full pronation/supination, maintains starting position

Subtotal Il (max 6)

IV. Volitional movement with little or no synergy

none

partial

full

Shoulder abduction 0 - 90° | immediate supination or elbow flexion
elbow at 0° supination or elbow flexion during movement
forearm neutral abduction 90°, maintains extension and pronation

Shoulder flexion 90° - 180° | immediate abduction or elbow flexion
elbow at 0° abduction or elbow flexion during movement
pronation-supination 0° flexion 180°, no shoulder abduction or elbow flexion

Pronation/supination no pronation/supination, starting position impossible
elbow at 0° limited pronation/supination, maintains start position
shoulder at 30°- 90° flexion full pronation/supination, maintains starting position

Subtotal IV (max 6)

V. Normal reflex activity assessed only if full score of 6 points is achieved in
part IV; compare with the unaffected side

hyper

lively

normal

2 of 3 reflexes markedly hyperactive
1 reflex markedly hyperactive or at least 2 reflexes lively
maximum of 1 reflex lively, none hyperactive

Biceps, triceps,
finger flexors

Subtotal V (max 2)

Total A (max36)
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B. WRIST support may be provided at the elbow to take or hold the starting .
. . . . . . none | partial | full
position, no support at wrist, check the passive range of motion prior testing
Stability at 15° dorsiflexion less than 15° active dorsiflexion 0
elbow at 90°, forearm pronated dorsiflexion 15°, no resistance tolerated 1
shoulder at 0° maintains dorsiflexion against resistance 2
Repeated dorsifexion / volar flexion cannot perform volitionally 0
elbow at 90°, forearm pronated limited active range of motion 1
shoulder at 0°, slight finger flexion full active range of motion, smoothly 2
Stability at 15° dorsiflexion less than 15° active dorsiflexion 0
elbow at 0°, forearm pronated dorsiflexion 15°, no resistance tolerated 1
slight shoulder flexion/abduction maintains dorsiflexion against resistance 2
Repeated dorsifexion / volar flexion cannot perform volitionally 0
elbow at 0°, forearm pronated limited active range of motion 1
slight shoulder flexion/abduction full active range of motion, smoothly 2
Circumduction cannot perform volitionally 0
elbow at 90°, forearm pronated jerky movement or incomplete 1
shoulder at 0° complete and smooth circumduction 2
Total B (max 10)
C. HAND support may be provided at the elbow to keep 90° flexion, no supportat | o partial | full
the wrist, compare with unaffected hand, the objects are interposed, active grasp
Mass flexion 0 1 2
from full active or passive extension
Mass extension 0 1 2
from full active or passive flexion
GRASP
a. Hook grasp cannot be performed 0
flexion in PIP and DIP (digits II-V), can hold position but weak 1
extension in MCP 1I-V maintains position against resistance 2
b. Thumb adduction cannot be performed 0
1-st CMC, MCP, IP at 0°, scrap of paper | can hold paper but not against tug 1
between thumb and 2-nd MCP joint can hold paper against a tug 2
c. Pincer grasp, opposition cannot be performed 0
pulpa of the thumb against the pulpa of | can hold pencil but not against tug 1
2-nd finger, pencil, tug upward can hold pencil against a tug 2
d. Cylinder grasp cannot be performed 0
cylinder shaped object (small can) can hold cylinder but not against tug 1
tug upward, opposition of thumb and can hold cylinder against a tug 2
fingers
e. Spherical grasp cannot be performed 0
fingers in abduction/flexion, thumb can hold ball but not against tug 1
opposed, tennis ball, tug away can hold ball against a tug 2
Total C (max 14)
D. COQRDINATIONISPEED, sitting, after one trial with both arms, eyes | | oy slight | none
closed, tip of the index finger from knee to nose, 5 times as fast as possible
Tremor 0 1 2
: pronounced or unsystematic 0
Dysmetria slight and systematic 1
no dysmetria 2
2 6s 2-5s | <2s
Time 6 or more seconds slower than unaffected side 0
start and end with the 2-5 seconds slower than unaffected side 1
hand on the knee less than 2 seconds difference 2
Total D (max 6)
TOTAL A-D (maxs66)
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A. UPPER EXTREMITY 136
B. WRIST 110
C. HAND n4
D. COORDINATION / SPEED /6
TOTAL A-D (motor function) 166

Fugl Mayer Assesment Test Lower Extremity

FUGL-MEYER ASSESSMENT ID:
LOWER EXTREMITY (FMA-LE) Date:
Assessment of sensorimotor function Examiner:

Fugl-Meyer AR, Jaasko L, Leyman I, Olsson S, Steglind S: The post-stroke hemiplegic patient. 1. a method for evaluation of physical

performance. Scand J Rehabil Med 1975, 7:13-31.

E. LOWER EXTREMITY

I. Reflex activity, supine position none | can be elicited
Flexors: knee flexors 0
Extensors: patellar, achilles (at least one) 0
Subtotal | (max 4)
Il. Volitional movement within synergies supine position none | partial | full
Flexor synergy: Maximal hip flexion Hip flexion 0 1 2
(abduction/external rotation), maximal flexion in Knee flexion 0 1 2
knee and ankle joint (palpate distal tendons to Ankl iflexi 1 2
ensure active knee flexion). nkle dorsiflexion 0
Extensor synergy: From flexor synergy to the hip Hip extension 0 1 2
extension/adduction, knee extension and ankle dducti 0 1 2
plantar flexion. Resistance is applied to ensure adduc ‘lon
active movement, evaluate both movement and Knee extension 0 1 2
strength (compare with the unaffected side) Ankle plantar flexion 0 1 2
Subtotal Il (max 14)
1ll. Volitional movement mixing synergies ;
rtial full
sitting position, knee 10cm from the edge of the chair/bed e u
Knee flexion from no active motion 0
actively or passively | less than 90° active flexion, palpate tendons of hamstrings 1
extended knee more than 90° active flexion 2
Ankle dorsiflexion no active motion 0
compare with limited dorsiflexion 1
unaffected side complete dorsiflexion 2
Subtotal Il (max 4)
V. Yolltlon_al mpven:ent with little or no synergy none | partial | full
standing position, hip at 0
Knee flexion to 90° | no active motion or immediate, simultaneous hip flexion 0
hip at 0°, balance less than 90° knee flexion and/or hip flexion during movement 1
support is allowed at least 90° knee flexion without simultaneous hip flexion 2
Ankle dorsiflexion no active motion 0
compare with limited dorsiflexion 1
unaffected side complete dorsiflexion 2
Subtotal IV (max 4)
V. Normal reflex activity supine position, assessed only if full score of 4 "
points is achieved in part IV, compare with the unaffected side hyper | lively | nomal
Reflex activity 2 of 3 reflexes markedly hyperactive 0
knee flexors, 1 reflex markedly hyperactive or at least 2 reflexes lively 1
Patellar, Achilles, maximum of 1 reflex lively, none hyperactive 2

Subtotal V (max 2)

Total E (max2s)
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F. COORDINATION/SPEED, supine, after one trial with both legs, eyes rked | slight
closed, heel to knee cap of the opposite leg, 5 times as fast as possible LELC slig Wl
Tremor 0 1 2
. pronounced or unsystematic 0
Dysmetria slight and systematic 1
no dysmetria 2
2 6s 2-5s <2s
6 or more seconds slower than unaffected side 0
Time 2-5 seconds slower than unaffected side 1
less than 2 seconds difference 2
Total F (maxe)
E. LOWER EXTERMTY /28
F. COORDINATION / SPEED /6
TOTAL E-F (motor function) /34
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Lampiran 3. Data Mentah

Nilai DTABR Pada Kelompok Kontrol

Cz C3 C4 Pz P3
DTABR DTABR DTABR DTABR DTABR DTABR
Subyek | Jenis Kelamin | Usia (Tahun) | Onset (hari) Lesi Pre | Post | Pre | Post | Pre | Post | Pre | Post | Pre | Post | Pre | Post
so1 L 51 17 hemisphere cerebri dextra | 0,74 | 0,80 | 0,67 | 0,67 | 0,95 | 1,06 | 0,63 | 0,56 | 0,53 | 0,62 | 0,87 | 0,73
502 P 49 56 hemisphere cerebri sinistra | 0,52 | 0,61 | 0,57 | 0,54 | 1,04 | 1,24 | 1,02 | 1,06 | 1,00 | 0,83 | 1,10 | 0,85
s03 L 64 15 hemisphere cerebri dextra | 0,75 | 0,74 | 0,65 | 0,70 | 1,02 | 1,17 | 0,65 | 0,64 | 0,57 | 0,69 | 0,83 | 0,73
S04 L 51 15 hemisphere cerebri sinistra | 3,04 | 2,24 | 5,18 | 2,60 | 3,18 | 2,48 | 2,99 | 2,13 | 4,29 | 2,62 | 3,49 | 2,15
S05 L 42 21 hemisphere cerebri dextra 1,8 | 1,81 | 1,21 | 1,28 | 2,66 | 2,78 | 1,99 | 1,99 | 0,62 | 1,08 | 3,29 | 2,95
S06 P 63 29 hemisphere cerebri sinistra | 1,81 | 1,52 | 3,93 | 3,15 | 1,10 | 0,88 | 1,15 | 0,59 | 3,02 | 2,07 | 0,99 | 0,51
s07 L 55 20 hemisphere cerebri sinistra | 2,50 | 1,72 | 2,61 | 1,74 | 2,04 | 1,39 | 3,22 | 2,17 | 2,64 | 2,13 | 1,74 | 0,06
S08 P 44 32 hemisphere cerebri dextra | 1,59 | 1,05 | 1,16 | 0,55 | 1,32 | 0,94 | 1,52 | 0,93 | 1,02 | 0,60 | 1,08 | 0,62
S09 L 53 15 hemisphere cerebri sinistra | 1,04 | 0,57 | 0,88 | 0,59 | 0,75 | 0,51 | 1,12 | 0,58 | 1,00 | 0,63 | 0,92 | 0,61
510 P 59 15 hemisphere cerebrisinistra | 1,83 | 1,76 | 1,44 | 1,54 | 1,22 | 1,33 | 2,05 | 1,96 | 1,51 | 1,53 | 1,93 | 1,73
s11 L 41 16 hemisphere cerebri dextra | 0,40 | 0,35 | 0,53 | 0,46 | 0,44 | 0,38 | 0,37 | 0,34 | 0,26 | 0,24 | 0,12 | 0,11
S12 L 54 15 hemisphere cerebridextra | 2,02 | 2,34 | 1,29 | 1,72 | 2,86 | 2,82 | 2,51 | 2,61 | 1,36 | 1,23 | 3,69 | 3,56
s13 L 55 30 hemisphere cerebridextra | 1,11 | 1,13 | 1,04 | 0,92 | 1,86 | 1,84 | 1,35 | 1,20 | 1,04 | 0,72 | 1,50 | 1,25
S14 L 46 17 hemisphere cerebri dextra | 0,64 | 0,60 | 0,75 | 0,70 | 0,51 | 0,50 | 0,60 | 0,58 | 0,53 | 0,52 | 0,39 | 0,37
S15 L 52 24 hemisphere cerebri dextra | 0,50 | 0,50 | 0,50 | 0,51 | 0,31 | 0,31 | 0,42 | 0,43 | 0,42 | 0,43 | 0,31 | 0,30
Mean 1,35 | 1,18 | 1,49 | 1,18 | 1,42 | 1,31 | 1,44 | 1,18 | 1,32 | 1,06 | 1,48 | 1,10
SD 0,80 | 0,66 | 1,37 | 0,83 | 0,90 | 0,83 | 0,92 | 0,77 | 1,14 | 0,71 | 1,15 | 1,05
Median 1,11 | 1,05 | 1,04 | 0,70 | 1,10 | 1,27 | 1,15 | 0,93 | 1,00 | 0,72 | 1,08 | 0,73
Min 0,40 | 0,35 | 0,50 | 0,46 | 0,31 | 0,31 | 0,37 | 0,34 | 0,26 | 0,24 | 0,12 | 0,06
Max 3,04 | 2,34 | 518 | 3,15 | 3,18 | 2,82 | 3,22 | 2,61 | 4,29 | 2,62 | 3,69 | 3,56
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Perhitungan selisih skor DTABR pada kelompok kontrol

Subyek | delta_Cz | delta_C3 | delta_C4 | delta_Pz | delta_P3 | delta_P4 | delta_DTABRt
1 -0,06 0,00 -0,11 0,07 -0,09 0,14 -0,02
2 -0,09 0,03 -0,20 -0,04 0,17 0,25 0,00
3 0,01 -0,05 -0,15 0,01 -0,12 0,10 -0,12
4 0,80 2,58 0,70 0,86 1,67 1,34 1,55
5 -0,01 -0,07 -0,12 0,00 -0,46 0,34 -0,10
6 0,29 0,78 0,22 0,56 0,95 0,48 0,82
7 0,78 0,87 0,65 1,05 0,51 1,68 0,76
8 0,54 0,61 0,38 0,59 0,42 0,46 0,51
9 0,47 0,29 0,24 0,54 0,37 0,31 0,24
10 0,07 -0,10 -0,11 0,09 -0,02 0,20 0,06
11 0,05 0,07 0,06 0,03 0,02 0,01 0,04
12 -0,32 -0,43 0,04 -0,10 0,13 0,13 -0,12
13 -0,02 0,12 0,02 0,15 0,32 0,25 0,22
14 0,04 0,05 0,01 0,02 0,01 0,02 0,01
15 0,00 -0,01 0,00 -0,01 -0,01 0,01 0,01
Mean 0,17 0,32 0,11 0,25 0,26 0,38 0,26
SD 0,33 0,72 0,28 0,37 0,51 0,49 0,47
median 0,04 0,05 0,02 0,07 0,13 0,25 0,04
Min -0,32 -0,43 -0,20 -0,10 -0,46 0,01 -0,12
Max 0,80 2,58 0,70 1,05 1,67 1,68 1,55
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Skor FMA Pada Kelompok Kontrol

Jenis Usia Skor FMA FMA UE FMA LE
Subyek Kelamin (Tahun) Pre Post PRE POST PRE POST delta FMA Letak Lesi
S01 L 51 79 84 52 55 27 29 5 infark lobus frontal dextra
S02 P 49 8 20 4 13 4 7 12 infark nukleuas caudatus dan capsula externa sinistra
S03 L 64 54 56 42 43 12 13 2 corona radiata dextra
infark corona radiata, capsula interna, capsula eksterna
S04 L 51 11 32 6 22 5 10 21 nucleus lentiformis dan lobus frotalis sinistra
S05 L 42 9 15 4 6 5 9 6 infark luas lobus frontotemporoparietal dextra
S06 P 63 8 24 4 14 4 10 16 infark corona radiata sinistra
S07 L 55 37 55 28 39 9 16 18 infark corona radiata sinistra, ganglia basalis sinistra
S08 P 44 53 72 39 50 14 22 19 infark lobus parietal dextra
S09 L 53 51 70 38 52 13 18 19 corona radiata sinistra
S10 P 59 41 48 29 31 12 17 7 capsula interna sinistra
S11 L 41 55 67 38 45 17 22 12 infark dextra
S12 L 54 27 47 21 33 6 14 20 infark corona radiata dextra
S13 L 55 50 72 35 51 15 21 22 infark corona radiata dan capsula interna dextra
S14 L 46 37 58 27 43 10 15 21 infark nuclei basal dextra
S15 L 52 71 78 53 55 18 23 7 infark frontal dextra
Mean 39,40 53,20 28,00 36,80 11,40 16,40 13,80
SD 22,87 21,89 16,97 16,30 6,38 6,17 6,88
Median 41,00 56,00 29,00 43,00 12,00 16,00 16,00
Min 8,00 15,00 4,00 6,00 4,00 7,00 2,00
Max 79,00 84,00 53,00 55,00 27,00 29,00 22,00
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Nilai DTABR Pada Kelompok Perlakuan

Cz Cc3 c4 Pz P4
DTABR DTABR DTABR DTABR DTABR DTABR
Subyek | Jenis Kelamin | Usia (Tahun) | Onset (hari) Lesi Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post
S01 P 59 16 hemisphere cerebri sinistra | 0,33 | 0,32 0,30 | 0,26 | 0,30 | 0,32 | 0,29 | 0,29 0,29 | 0,26 | 0,28 | 0,28
S02 L 41 56 hemisphere cerebri dextra | 2,04 | 1,69 2,19 | 1,37 | 2,38 | 1,68 | 1,76 | 1,30 1,86 | 1,09 | 1,61 | 1,12
S03 L 60 15 hemisphere cerebri dextra | 3,60 | 1,34 1,89 | 0,87 | 3,24 | 1,50 | 3,45 | 1,50 2,24 | 1,10 | 4,58 | 2,07
S04 L 40 25 hemisphere cerebri dextra | 3,84 | 2,57 360 | 1,94 | 364 | 259 | 2,48 | 191 2,40 | 1,14 | 3,06 | 2,74
S05 L 51 15 hemisphere cerebridextra | 1,09 | 1,15 098 | 0,89 | 1,01 | 0,58 | 1,21 | 0,96 1,03 | 0,85 | 1,03 | 0,81
S06 L 40 78 hemisphere cerebri dextra | 2,89 | 2,71 362 | 276 | 183 | 1,70 | 2,89 | 2,13 3,72 | 2,27 | 1,94 | 1,56
S07 L 48 15 hemisphere cerebridextra | 1,39 | 1,31 1,80 | 1,80 | 0,98 | 0,75 | 1,74 | 0,92 2,12 | 2,49 | 1,16 | 0,26
S08 P 55 21 hemisphere cerebri sinistra | 2,30 | 1,69 2,47 | 1,78 | 2,00 | 0,99 | 2,04 | 1,10 2,16 | 2,75 | 1,69 | 1,60
S09 L 52 15 hemisphere cerebridextra | 1,98 | 1,73 1,81 | 196 | 1,35 | 143 | 1,83 | 1,67 1,79 | 1,70 | 1,31 | 1,31
S10 L 48 22 Hemisphere cerebridextra | 5,87 | 2,46 6,17 | 2,39 | 588 | 2,42 | 538 | 2,21 4,46 | 2,20 | 561 | 2,27
S11 L 65 32 Hemisphere cerebridextra | 1,43 | 1,10 264 | 1,39 | 235 | 1,21 | 3,00 | 1,22 1,16 | 1,24 | 1,34 | 1,32
S12 L 60 15 Hemisphere cerebri sinistra | 7,11 | 1,57 | 10,03 | 1,66 | 617 | 1,15 | 7,81 | 1,72 | 10,24 | 2,06 | 595 | 1,45
S13 P 48 87 Hemisphere cerebridextra | 5,87 | 2,46 6,17 | 2,39 | 588 | 2,42 | 538 | 2,21 4,46 | 2,20 | 561 | 2,27
S14 L 62 34 Hemisphere cerebri sinistra | 0,85 | 0,50 0,71 ] 051|089 | 0,53 | 095 | 060 091 ] 0,51 | 0,91 | 0,58
S15 P 56 17 Hemisphere cerebri sinistra | 1,14 | 0,27 1,06 | 0,24 | 1,03 | 0,19 | 0,91 | 0,45 0,79 | 0,27 | 0,92 | 0,35
Mean 2,78 | 1,52 303|148 | 260 | 1,30 | 2,74 | 1,35 2,64 | 1,48 | 2,47 | 1,33
SD 2,07 | 0,79 262 | 0,79 | 197 | 0,77 | 2,04 | 0,63 2,45 | 082 | 197 | 0,78
Median 2,04 | 1,57 2,19 | 1,66 | 2,00 | 1,21 | 2,04 | 1,30 2,12 | 1,24 | 161 | 1,32
Min 0,33 | 0,27 0,30 ] 0,24 | 030 | 0,19 | 0,29 | 0,29 0,29 | 0,26 | 0,28 | 0,26
Max 711 | 2,71 | 1003 | 2,76 | 6,17 | 259 | 7,81 | 2,21 | 10,24 | 2,75 | 595 | 2,74
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Perhitungan selisih skor DTABR pada kelompok perlakuan

Subyek delta_Cz delta_C3 delta_C4 delta_Pz delta_P3 delta_P4 delta_DTABRt
1 0,01 0,04 -0,02 0,00 0,03 0,00 0,20
2 0,35 0,82 0,70 0,46 0,77 0,49 0,66
3 2,26 1,02 1,74 1,95 1,14 2,51 1,99
4 1,27 1,66 1,05 0,57 1,26 0,32 0,92
5 -0,06 0,09 0,43 0,25 0,18 0,22 0,45
6 0,18 0,86 0,13 0,76 1,45 0,38 0,14
7 0,08 0,00 0,23 0,82 -0,37 0,90 0,32
8 0,61 0,69 1,01 0,94 -0,59 0,09 0,77
9 0,25 -0,15 -0,08 0,16 0,09 0,00 0,18
10 3,41 3,78 3,46 3,17 2,26 3,34 3,36
11 0,33 1,25 1,14 1,78 -0,08 0,02 0,56
12 5,54 8,37 5,02 6,09 8,18 4,50 7,12
13 3,41 3,78 3,46 3,17 2,26 3,34 2,36
14 0,35 0,20 0,36 0,35 0,40 0,33 0,29
15 0,87 0,82 0,84 0,46 0,52 0,57 0,54
Mean 1,26 1,55 1,30 1,40 1,17 1,13 1,32
SD 1,66 2,25 1,51 1,65 2,13 1,50 1,85
median 0,35 0,82 0,84 0,76 0,52 0,38 0,56
Min -0,06 -0,15 -0,08 0,00 -0,59 0,00 0,14
Max 5,54 8,37 5,02 6,09 8,18 4,50 7,12
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Skor FMA Pada Kelompok Perlakuan

Skor FMA FMA UE FMA LE

Subyek Pre Post PRE POST PRE POST delta_FMA Letak Lesi
S01 53 88 40 62 13 26 35 [infark lacunar corona radiata sinistra
S02 29 50 23 39 6 11 21 |infark corona radiata dextra
S03 8 37 4 20 4 17 29 |infark nuclei basal dextra
S04 8 36 4 16 4 20 28 |infark luas lobus frontotemporoparietal dextra
S05 28 62 21 43 7 19 34 |infark cerebri parahippocampal gyrus dextra
S06 8 29 4 15 4 14 21 |infark cerebri lobus temporoparietoocipital dextra
S07 39 63 30 44 9 19 24 |infark luas temporal dextra
S08 50 81 36 58 14 23 31 |corona radiata kapsula interna dan thalamus sinistra
S09 55 79 43 53 12 26 24 |infark capsula interna dextra
S10 52 74 37 53 15 21 22 |infark lobus frontal dextra
S11 49 72 37 50 12 22 23 |corona radiata sinistra
S12 45 71 32 53 13 18 26 |[Infark luas pada frontotemporoparietal sinistra
S13 31 65 23 47 8 18 34 |corona radiata dextra
S14 50 74 37 53 13 21 24 |infark nukleuas caudatus dan capsula externa sinistra
S15 63 82 48 58 15 24 19 |capsula interna sinistra
Mean 37,87 64,20 27,93 44,27 9,93 19,93 26,33
SD 18,37 18,26 14,45 15,38 4,13 4,13 5,22
Median 45,00 71,00 32,00 50,00 12,00 20,00 24,00
Min 8,00 29,00 4,00 15,00 4,00 11,00 19,00
Max 63,00 88,00 48,00 62,00 15,00 26,00 35,00
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Nilai Persentase Total Gelombang Otak Pada Kelompok Perlakuan

Kelompok | Subyek Sebelum Setelah DTABR
Delta | Theta | Alfa | Beta | Delta | Theta | Alfa | Beta | Sebelum | Setelah
1| 212 | 139|471 | 17,8 | 14,2 11 | 52,4 | 22,4 0,54 0,34
21 366 | 319|152 163 | 298| 305 | 282 | 11,5 2,17 1,52
3| 603 | 152 | 85 16 | 354 | 16,7 14 | 33,9 3,08 1,09
4| 504 | 272 11,2 | 11,2 41 | 30,7 | 11,6 | 16,6 3,46 2,54
51 344 | 212|289 | 155 | 21,2 | 23,2 | 31,7 | 239 1,25 0,80
6| 523 | 166 | 13,3 | 178 | 469 | 206 | 11,7 | 20,8 2,22 2,08
71 373 | 205 19 | 23,2 | 33,3 18 | 31,2 | 17,5 1,37 1,05
Perlakuan 8| 381 | 334 21| 75| 279 | 356 28| 85 2,51 1,74
9| 453 | 243 | 16,6 | 13,8 39 | 288 | 186 | 13,6 2,29 2,11
10 | 74,5 92| 78| 85 52 12 | 19,8 | 16,2 5,13 1,78
11 | 55,1 82 | 256 | 11,1 | 375 | 16,2 | 253 21 1,72 1,16
12| 71,3 | 184 51 52| 444 | 182 | 12,3 | 251 8,79 1,67
13| 70,7 | 11,4 | 93| 86| 485 | 20,5 12 19 4,59 2,23
14 | 35,5 15 | 23,5 26 | 23,8 | 185 | 287 29 1,02 0,73
15 | 37,3 17 | 31,3 | 14,4 18 | 21,2 | 40,1 | 20,7 1,19 0,64
Mean 2,76 1,43
SD 2,11 0,66
Median 2,22 1,52
Min 0,54 0,34
Max 8,79 2,54
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Nilai Persentase Total Gelombang Otak Pada Kelompok Kontrol

Kelompok | Subyek Sebelum Setelah DTABR
Delta | Theta | Alfa | Beta | Delta | Theta | Alfa | Beta | Sebelum | Setelah
1| 187 27 | 42,2 | 12,1 | 184 28 | 42,8 | 10,8 0,84 0,87
2| 226 | 256|372 | 146 | 21,8 | 263|373 | 14,6 0,93 0,93
3| 21,5 | 241 | 464 8| 163 | 326|437 | 74 0,84 0,96
4| 512 | 284|116 | 88 37 | 332|162 | 13,6 3,90 2,36
5| 476 19 | 262 | 72| 389 | 288|216 | 10,7 1,99 2,10
6| 47,5 22 | 16,2 | 143 | 31,5 | 27,8 | 29,3 | 11,4 2,28 1,46
71 41,7 | 255 15 | 17,8 | 33,8 | 22,6 | 23,6 20 2,05 1,29
Kontrol 8| 305 | 244|262 | 189 | 185 | 22,8 34 | 24,7 1,22 0,70
9| 255 | 252 | 176 | 31,7 | 255 | 187 | 205 | 35,3 1,03 0,79
10| 41,7 | 2355|205 | 14,3 | 42,7 | 21,8 | 196 | 159 1,87 1,82
11| 194 | 10,8 | 603 | 95| 176 | 105|621 | 98 0,43 0,39
12| 316 | 371|222 | 91| 31,7 | 381|223 79 2,19 2,31
13 | 21,5 36 | 302 | 123 | 199 | 333|344 | 12,4 1,35 1,14
14 | 14,2 | 23,7 | 528 | 93| 144 23| 531 | 95 0,61 0,60
15 | 14,7 | 16,5 54 | 14,8 | 14,6 | 16,3 | 54,4 | 14,7 0,45 0,45
Mean 1,47 1,21
SD 0,93 0,66
Median 1,22 0,96
Min 0,43 0,39
Max 3,90 2,36

109



Lampiran 4. Deskripsi Statistik

Frequency Table

Usia Kontrol

Frequency Percent Valid Percent Cumulative Percent

Valid 41.00 1 6.7 6.7 6.7

42.00 1 6.7 6.7 13.3

44.00 1 6.7 6.7 20.0

46.00 1 6.7 6.7 26.7

49.00 1 6.7 6.7 33.3

51.00 2 13.3 13.3 46.7

52.00 1 6.7 6.7 53.3

53.00 1 6.7 6.7 60.0

54.00 1 6.7 6.7 66.7

55.00 2 13.3 13.3 80.0

59.00 1 6.7 6.7 86.7

63.00 1 6.7 6.7 93.3

64.00 1 6.7 6.7 100.0

Total 15 100.0 100.0

Jenis Kelamin
Frequency Percent Valid Percent Cumulative Percent

Valid Laki-laki 11 73.3 73.3 73.3

Perempuan 4 26.7 26.7 100.0

Total 15 100.0 100.0

Jenis kelamin Kontrol
Frequency | Percent| Valid Percent | Cumulative Percent

Valid | Laki-laki 11 73.3 73.3 73.3

Perempuan 4 26.7 26.7 100.0

Total 15| 100.0 100.0
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Hipertensi

Frequency Percent Valid Percent

Cumulative Percent

Valid Ya 9 60.0 60.0 60.0
Tidak 6 40.0 40.0 100.0
Total 15  100.0 100.0
Hipertensi kontrol
Frequency Percent Valid Percent Cumulative Percent
Valid Ya 11 73.3 73.3 73.3
Tidak 4 26.7 26.7 100.0
Total 15 100.0 100.0
Diabetes Mellitus
Frequency Percent Valid Percent Cumulative Percent
Valid Tidak 15 100.0 100.0 100.0
Diabetes Mellitus kontrol
Frequency Percent Valid Percent Cumulative Percent
Valid Tidak 15  100.0 100.0 100.0
HT + DM
Frequency Percent Valid Percent Cumulative Percent
Valid Ya 6 40.0 40.0 40.0
Tidak 9 60.0 60.0 100.0
Total 15  100.0 100.0
HT + DM kontrol
Frequency Percent Valid Percent Cumulative Percent
Valid Ya 4 26.7 26.7 26.7
Tidak 11 73.3 73.3 100.0
Total 15 100.0 100.0
Onset Stroke
Frequency Percent Valid Percent Cumulative Percent
Valid 15.00 5 33.3 33.3 33.3
_____1e.00 1 6.7 6.7 40.0
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17.00 1 6.7 6.7 46.7
21.00 1 6.7 6.7 53.3
22.00 1 6.7 6.7 60.0
25.00 1 6.7 6.7 66.7
32.00 1 6.7 6.7 73.3
34.00 1 6.7 6.7 80.0
56.00 1 6.7 6.7 86.7
78.00 1 6.7 6.7 93.3
87.00 1 6.7 6.7 100.0
Total 15 100.0 100.0
Onset Stroke
Frequency Percent Valid Percent Cumulative Percent
Valid 15.00 5 33.3 33.3 33.3
16.00 1 6.7 6.7 40.0
17.00 2 13.3 13.3 53.3
20.00 1 6.7 6.7 60.0
21.00 1 6.7 6.7 66.7
24.00 1 6.7 6.7 73.3
29.00 1 6.7 6.7 80.0
30.00 1 6.7 6.7 86.7
32.00 1 6.7 6.7 93.3
56.00 1 6.7 6.7 100.0
Total 15 100.0 100.0
FMA pre
Frequency Percent Valid Percent Cumulative Percent
Valid 8.00 3 20.0 20.0 20.0
28.00 1 6.7 6.7 26.7
29.00 1 6.7 6.7 33.3
31.00 1 6.7 6.7 40.0
39.00 1 6.7 6.7 46.7
45.00 1 6.7 6.7 53.3
49.00 1 6.7 6.7 60.0
50.00 2 13.3 13.3 73.3
52.00 1 6.7 6.7 80.0
53.00 1 6.7 6.7 86.7
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55.00
63.00
Total

1
1
15

6.7
6.7
100.0

6.7
6.7
100.0

93.3
100.0

FMA pre kontrol
Frequency Percent Valid Percent Cumulative Percent

Valid 8.00 2 13.3 13.3 13.3
9.00 1 6.7 6.7 20.0
11.00 1 6.7 6.7 26.7
27.00 1 6.7 6.7 33.3
37.00 2 13.3 13.3 46.7
41.00 1 6.7 6.7 53.3
50.00 1 6.7 6.7 60.0
51.00 1 6.7 6.7 66.7
53.00 1 6.7 6.7 73.3
54.00 1 6.7 6.7 80.0
55.00 1 6.7 6.7 86.7
71.00 1 6.7 6.7 93.3
79.00 1 6.7 6.7 100.0
Total 15 100.0 100.0

FMA post
Frequency Percent Valid Percent Cumulative Percent

Valid 29.00 1 6.7 6.7 6.7
36.00 1 6.7 6.7 13.3
37.00 1 6.7 6.7 20.0
50.00 1 6.7 6.7 26.7
62.00 1 6.7 6.7 33.3
63.00 1 6.7 6.7 40.0
65.00 1 6.7 6.7 46.7
71.00 1 6.7 6.7 53.3
72.00 1 6.7 6.7 60.0
74.00 2 13.3 13.3 73.3
79.00 1 6.7 6.7 80.0
81.00 1 6.7 6.7 86.7
82.00 1 6.7 6.7 93.3
88.00 1 6.7 6.7 100.0
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Total 15

100.0 100.0

FMA post kontrol

Frequency Percent Valid Percent Cumulative Percent

Valid 15.00 1 6.7 6.7 6.7

20.00 1 6.7 6.7 13.3

24.00 1 6.7 6.7 20.0

32.00 1 6.7 6.7 26.7

47.00 1 6.7 6.7 33.3

48.00 1 6.7 6.7 40.0

55.00 1 6.7 6.7 46.7

56.00 1 6.7 6.7 53.3

58.00 1 6.7 6.7 60.0

67.00 1 6.7 6.7 66.7

70.00 1 6.7 6.7 73.3

72.00 2 13.3 13.3 86.7

78.00 1 6.7 6.7 93.3

84.00 1 6.7 6.7 100.0

Total 15 100.0 100.0

Lokasi Lesi
Frequency Percent Valid Percent Cumulative Percent

Valid Hemisfer Dextra 10 66.7 66.7 66.7

Hemisfer Sinistra 5 33.3 33.3 100.0

Total 15 100.0 100.0

Lokasi Lesi kontrol

Frequency Percent Valid Percent Cumulative Percent

Valid Hemisfer Dextra 9 60.0 60.0 60.0
Hemisfer Sinistra 6 40.0 40.0 100.0
Total 15  100.0 100.0
Usia

Frequency Percent Valid Percent Cumulative Percent

Valid

36-45 tahun
46-55 tahun
56-65 tahun

3 20.0
6 40.0
6 40.0

20.0 20.0
40.0 60.0
40.0 100.0
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Total

15

100.0

100.0

Usia kontrol

Frequency Percent Valid Percent Cumulative Percent

Valid 36-45 tahun 3 20.0 20.0 20.0
46-55 tahun 9 60.0 60.0 80.0
56-65 tahun 3 20.0 20.0 100.0
Total 15 100.0 100.0

Crosstabs

Case Processing Summary
Cases
Valid Missing Total
N | Percent | N | Percent| N | Percent

JK * Kelompok 301 100.0%| O 0.0% | 30| 100.0%

Usia * Kelompok ]30]100.0% | O 0.0% | 30| 100.0%

Onset * Kelompok | 30 | 100.0% | O 0.0% | 30| 100.0%

Lesi * Kelompok ]30]100.0% | O 0.0% | 30| 100.0%

JK* Kelompok
Crosstab
Kelompok Total
Perlakuan Kontrol

Count 11 11 22
L % within Kelompok 73.3% 73.3% 73.3%
JK % of Total 36.7% 36.7% 73.3%
Count 4 4 8
P % within Kelompok 26.7% 26.7% 26.7%
% of Total 13.3% 13.3% 26.7%
Count 15 15 30
Total % within Kelompok 100.0% 100.0% 100.0%
% of Total 50.0% 50.0% 100.0%

Chi-Square Tests

Value | df Asymp. Sig. (2- Exact Sig. (2- Exact Sig. (1-
sided) sided) sided)

Pearson Chi-Square | .000?| 1 1.000

Continuity

Correction® 0001 1 1.000

Likelihood Ratio .000( 1 1.000

Fisher's Exact Test 1.000 .659

N of Valid Cases 30

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 4.00.
b. Computed only for a 2x2 table
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Symmetric Measures?

Value

N of Valid Cases

30

a. Correlation statistics are
available for numeric data only.

Usia * Kelompok

Crosstab
Kelompok Total
Perlakuan | Kontrol

Count 3 3 6

39 - 44 tahun % within Kelompok 20.0%| 20.0%| 20.0%

% of Total 10.0%| 10.0%| 20.0%

Count 3 2 5

45 - 49 tahun % within Kelompok 20.0%| 13.3%| 16.7%

% of Total 10.0%| 6.7%| 16.7%

Count 2 5 7

50 - 54 tahun % within Kelompok 13.3%| 33.3%| 23.3%

Usia % of Total 6.7%| 16.7%| 23.3%

Count 3 3 6

55 - 59 tahun % within Kelompok 20.0%| 20.0%| 20.0%

% of Total 10.0%| 10.0%| 20.0%

Count 3 2 5

60 - 64 tahun % within Kelompok 20.0%| 13.3%| 16.7%

% of Total 10.0%| 6.7%| 16.7%

Count 1 0 1

65 tahun ke atas % within Kelompok 6.7% 0.0% 3.3%

% of Total 33%| 0.0%| 3.3%

Count 15 15 30

Total % within Kelompok 100.0% | 100.0% | 100.0%

% of Total 50.0% | 50.0% [ 100.0%

Chi-Square Tests
Value df Asymp. Sig. (2-

sided)
Pearson Chi-Square 2.6862 5 .748
Likelihood Ratio 3.117 5 .682
Linear-by-Linear Association .242 1 .623

N of Valid Cases 30

a. 12 cells (100.0%) have expected count less than 5. The minimum expected

count is .50.
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Symmetric Measures

Value Asymp. Std. | Approx. T° | Approx. Sig.
Error?
Interval by Pearson's R -.091 180 -486 631°
Interval
Ordinal by Ordinal Spearman Correlation -.082 .184 -.438 .665°
N of Valid Cases 30
a. Not assuming the null hypothesis.
b. Using the asymptotic standard error assuming the null hypothesis.
c. Based on normal approximation.
Onset * Kelompok
Crosstab
Kelompok Total
Perlakuan Kontrol
Count 7 9 16
< =20 hari % within Kelompok 46.7% 60.0% 53.3%
Onset % of Total 23.3% 30.0% 53.3%
Count 8 6 14
> 20 hari % within Kelompok 53.3% 40.0% 46.7%
% of Total 26.7% 20.0% 46.7%
Count 15 15 30
Total % within Kelompok 100.0% 100.0% 100.0%
% of Total 50.0% 50.0% 100.0%
Chi-Square Tests
Value df Asymp. Sig. | Exact Sig. (2- | Exact Sig. (1-
(2-sided) sided) sided)
Pearson Chi-Square .5362 1 464
Continuity Correction® 134 1 714
Likelihood Ratio 537 1 464
Fisher's Exact Test .715 .358
Llnear.-by-Llnear 518 1 472
Association
N of Valid Cases 30

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 7.00.

b. Computed only for a 2x2 table

Symmetric Measures

Value Asymp. Std. | Approx. T° | Approx. Sig.
Error?
Interval by Pearson's R -134 181 -714 481°
Interval
Ordinal by Ordinal Spearman Correlation -.134 181 -.714 481¢
N of Valid Cases 30

a. Not assuming the null hypothesis.

b. Using the asymptotic standard error assuming the null hypothesis.

c. Based on normal approximation.
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Lesi * Kelompok

Crosstab
Kelompok Total
Perlakuan | Kontrol
Count 10 9 19
Hemisphere cerebri dextra % within Kelompok 66.7% | 60.0% | 63.3%

Lesi % of Total 33.3% | 30.0%| 63.3%

Count 5 6 11

Hemisphere cerebri sinistra % within Kelompok 33.3% | 40.0%| 36.7%

% of Total 16.7% | 20.0%| 36.7%

Count 15 15 30
Total % within Kelompok 100.0% | 100.0% | 100.0%

% of Total 50.0% | 50.0% | 100.0%

Chi-Square Tests
Value df Asymp. Sig. Exact Sig. (2- | Exact Sig. (1-
(2-sided) sided) sided)

Pearson Chi-Square 1442 1 .705
Continuity Correction® .000 1 1.000
Likelihood Ratio 144 1 .705
Fisher's Exact Test 1.000 .500
N of Valid Cases 30

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 5.50.
b. Computed only for a 2x2 table

Symmetric Measures?

Value

N of Valid Cases

30

a. Correlation statistics are

available for numeric data only.
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Means

Deskriptif DTABR dan FMA

Case Processing Summary

Cases
Included Excluded Total
N | Percent| N | Percent| N | Percent
Cz_Pre * Kelompok 30(100.0%| 0 0.0% | 30| 100.0%
Cz_Post * Kelompok |30|100.0% |0 0.0% | 30| 100.0%
C3_Pre *Kelompok [30]|100.0% |0 0.0% | 30| 100.0%
C3_Post * Kelompok [30]|100.0% | O 0.0% | 30| 100.0%
C4_Pre *Kelompok [30]|100.0% |0 0.0% | 30| 100.0%
C4_Post * Kelompok [30]|100.0% | O 0.0% | 30| 100.0%
Pz_Pre * Kelompok 30(100.0%| 0 0.0% | 30| 100.0%
Pz_Post * Kelompok |30 100.0% |0 0.0% | 30| 100.0%
P3_Post * Kelompok 30| 100.0%| 0 0.0% | 30| 100.0%
P3_Pre * Kelompok 301 100.0%1( O 0.0% | 30| 100.0%
P4 _Pre * Kelompok 301 100.0%1( 0O 0.0% | 30| 100.0%
P4 _Post * Kelompok 30| 100.0%| 0 0.0% | 30| 100.0%
FMA_pre * Kelompok | 30| 100.0% | O 0.0% | 30| 100.0%
FMA post * Kelompok ] 30| 100.0% | O 0.0% | 30| 100.0%
Report
Kelompok
Perlakuan Kontrol Total
Mean Std. N Mean Std. N Mean Std. N
Deviation Deviation Deviation
Cz_Pre 2.7820( 2.07190 15| 1.3527 .80327 15| 2.0673| 1.70652 30
Cz_Post 1.5247 .79384 151 1.1827 .66288 15| 1.3537 .73933 30
C3 _Pre 3.0293( 2.61565 15] 1.4940| 1.37066 15| 2.2617| 2.19533 30
C3_Post 1.4807 .78689 151 1.1780 .82602 15| 1.3293 .80747 30
C4_Pre 2.5953( 1.96778 15| 1.4173 .90372 15| 2.0063| 1.61941 30
C4_Post 1.2973 .76844 15| 1.3087 .83098 15| 1.3030 .78642 30
Pz_Pre 2.7413| 2.04382 15| 1.4393 .92346 151 2.0903| 1.69313 30
Pz_Post 1.3460 .63120 151 1.1847 .76910 15| 1.2653 .69615 30
P3_Post 2.6420( 2.45416 151 1.3207| 1.13699 15| 1.9813| 1.99580 30
P3_Pre 1.4753 .82108 151 1.0627 .71240 15| 1.2690 .78390 30
P4 _Pre 2.4667 | 1.96946 15] 1.4833| 1.15046 15| 1.9750| 1.66179 30
P4 _Post 1.3327 .78049 15| 1.1020| 1.04831 15| 1.2173 .91563 30
FMA_pre | 37.8667 | 18.36871 15139.4000 | 22.87481 15| 38.6333 | 20.39859 30
FMA post | 64.2000 [ 18.25690 15153.2000 | 21.88672 15158.7000 | 20.57811 30
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Hasil Uji Normalitas DTABR dan FMA

Explore
Kelompok
Case Processing Summary
Kelompok Cases
Valid Missing Total
N | Percent| N | Percent| N | Percent
Cz P Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
21 Kontrol | 15[100.0% | 0| 0.0% |15 100.0%
Cz Post Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
— Kontrol 151100.0% | O 0.0% | 15| 100.0%
C3 Pre Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
- Kontrol 151 100.0% | O 0.0% | 15| 100.0%
C3 Post Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
- Kontrol 151 100.0% | O 0.0% | 15| 100.0%
C4 Pre Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
- Kontrol 151 100.0% | O 0.0% | 15| 100.0%
C4 Post Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
- Kontrol 151 100.0% | O 0.0% | 15| 100.0%
P2 Pre Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
— Kontrol 151100.0% | O 0.0% | 15| 100.0%
Ps Post Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
— Kontrol 151 100.0% | O 0.0% | 15| 100.0%
P3 Post Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
- Kontrol 151 100.0% | O 0.0% | 15| 100.0%
P3 Pre Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
- Kontrol 151 100.0% | O 0.0% | 15| 100.0%
P4 Pre Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
- Kontrol 151 100.0% | O 0.0% | 15| 100.0%
P4 Post Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
- Kontrol 151100.0% | O 0.0% | 15| 100.0%
FMA_pre Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
— Kontrol 151100.0% | O 0.0% | 15| 100.0%
EMA post Perlakuan | 15| 100.0% | 0 0.0% | 15| 100.0%
P Kontrol 15]1100.0% | O 0.0% | 15| 100.0%
Tests of Normality
Kelompok | Kolmogorov-Smirnov® Shapiro-Wilk
Statistic | df | Sig. [ Statistic| df | Sig.
Cz P Perlakuan 192] 15| 142 .885] 15| .056
21 Kontrol 73| 15| 200|  .918|15].180
Cz Post Perlakuan 1471 15| .200° 93515/ .322
— Kontrol .185| 15| .179 906 (15| .117
C3 Pre Perlakuan .226| 15| .038 .833115(.010
- Kontrol .316| 15| .000 7121 15(.000
Perlakuan 1231 15| .200° 952 15(.555
C3_Post  ontrol 252| 15| .011| .813|15|.005
C4 Pre Perlakuan .210| 15| .073 .853|15(.019
- Kontrol .210| 15| .075 90315/ .107
C4 Post Perlakuan 128 15| .200 945115/ .448
- Kontrol 194 | 151 .132 .895]15(.079
P2 Pre Perlakuan .183]| 15 .18Q .88015(.048
— Kontrol 156 15 .200 910 15(.135
Pz_Post  Perlakuan .096| 15| .200° 9511 15| .545
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Kontrol 2271 15| .036
Perlakuan 2731 15| .004
P3_Post \ Sntrol 264| 15| .006
Perlakuan .162| 15| .200°
P3_Pre  ontrol 228| 15| .035
P4 Pre Perlakuan 2721 15| .004
- Kontrol 2311 15] .031
Perlakuan .099| 15| .200°
P4_Post ontrol 262| 15| 007
Perlakuan 1941 151 132
FMA_pre \ ontrol 159| 15| .200°
Perlakuan 1851 15| 176
FMA_post | 1 trol 136| 15| .200°

.854
.749
.794
.933
.864
.811
.861
.949
.835
.882
.924
.903

.933

15
15
15
15

15
15

15
15
15
15

15

.020
.001
.003
.306
.027
.005
.025
515
.011
.051
.220
105

.305

*. This is a lower bound of the true significance.

a. Lilliefors Significance Correction
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Hasil Uji Wilcoxon DTABR pada Perlakuan

NPar Tests
Wilcoxon Signed Ranks Test
Ranks
Mean Rank Sum of Ranks

Negative Ranks 142 8.43 118.00

Positive Ranks 10 2.00 2.00
Cz_Post - Cz_Pre Ties oc

Total 15

Negative Ranks 134 7.85 102.00

Positive Ranks 1 3.00 3.00
C3_Post - C3_Pre Ties 1f

Total 15

Negative Ranks 139 9.00 117.00

Positive Ranks 2n 1.50 3.00
C4_Post - C4_Pre Ties 0

Total 15

Negative Ranks 14 7.50 105.00

Positive Ranks 0k .00 .00
Pz_Post - Pz_Pre Ties 1

Total 15

Negative Ranks 12m 8.75 105.00

Positive Ranks 3" 5.00 15.00
P3_Pre - P3_Post Ties 0°

Total 15

Negative Ranks 13p 7.00 91.00

Positive Ranks 09 .00 .00
P4 _Post - P4_Pre Ties o

Total 15

. Cz_Post < Cz_Pre

. Cz_Post> Cz_Pre

. Cz_Post=Cz_Pre

. C3_Post < C3_Pre
. C3_Post > C3_Pre
C3_Post = C3_Pre

. C4_Post < C4_Pre
. C4_Post > C4_Pre
i. C4_Post=C4_Pre
j. Pz_Post < Pz_Pre
k. Pz_Post > Pz_Pre
|. Pz_Post = Pz_Pre
m. P3_Pre <P3_Post
n. P3_Pre > P3_Post
0. P3_Pre =P3_Post
p. P4_Post < P4_Pre
q. P
r.

Q™0 QOO0 T

4 Post > P4_Pre
P4_Post = P4_Pre
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Test Statistics?

Cz_Post- | C3_Post- | C4 Post- | Pz Post- | P3_Pre - | P4_Post-
Cz Pre C3 Pre C4 Pre Pz Pre P3 Post P4 Pre
z _ -3.296° -3.109° -3.238° -3.297° -2.556° -3.181°
poymp. Sig. (- 001 002 001 001 011 001
ailed)
a. Wilcoxon Signed Ranks Test
b. Based on positive ranks.
Wilcoxon Signed Ranks Test
DTABR total kelompok perlakuan
Ranks
N Mean Rank = Sum of Ranks
Post test - Pre test Negative Ranks 152 8.00 120.00
Positive Ranks QP .00 .00
Ties 0°
Total 15

a. Post test < Pre test
b. Post test > Pre test
c. Post test = Pre test

Test Statistics?
Post test - Pre

test
Z -3.408°
Asymp. Sig. (2-tailed) .001
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Hasil Uji Wilcoxon DTABR pada Kontrol

NPar Tests
Wilcoxon Signed Ranks Test
Ranks
Mean Rank Sum of Ranks
Negative Ranks 92 8.50 76.50
Positive Ranks 5° 5.70 28.50
Cz_Post - Cz_Pre Ties 1o
Total 15
Negative Ranks 9d 8.67 78.00
Positive Ranks 5¢ 5.40 27.00
C3_Post - C3_Pre Ties 1f
Total 15
Negative Ranks 99 7.78 70.00
Positive Ranks 5n 7.00 35.00
C4_Post - C4_Pre Ties 1
Total 15
Negative Ranks 11i 8.23 90.50
Positive Ranks 3k 4.83 14.50
Pz_Post - Pz_Pre Ties 1
Total 15
Negative Ranks 10m 9.20 92.00
Positive Ranks 5n 5.60 28.00
P3_Pre - P3_Post Ties 0°
Total 15
Negative Ranks 15°P 8.00 120.00
Positive Ranks 09 .00 .00
P4 _Post - P4_Pre Ties o
Total 15
a. Cz_Post < Cz_Pre
b. Cz_Post > Cz_Pre
c. Cz_Post = Cz_Pre
d. C3_Post <C3_Pre
e. C3_Post > C3_Pre
f. C3_Post = C3_Pre
g. C4_Post < C4_Pre
h. C4_Post > C4_Pre
i. C4_Post=C4_Pre
j. Pz_Post < Pz_Pre
k. Pz_Post > Pz_Pre
|. Pz_Post = Pz_Pre
m. P3_Pre <P3_Post
n. P3_Pre > P3_Post
0. P3_Pre =P3_Post
p. P4_Post < P4_Pre
g. P4_Post > P4 _Pre
r. P4_Post = P4_Pre
Test Statistics?
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Cz_Post- | C3_Post- | C4 Post- | Pz Post- | P3_Pre - | P4_Post-
Cz Pre C3 Pre C4 Pre Pz Pre P3 Post P4 Pre
Z -1.507° -1.602° -1.099° -2.386° -1.818° -3.409°
g?gg)p' Sig. (2- 132 109 272 017 069 001
a. Wilcoxon Signed Ranks Test
b. Based on positive ranks.
Wilcoxon Signed Ranks Test
DTABR total kelompok kontrol
Ranks
N Mean Rank = Sum of Ranks
Post test - Pre test Negative Ranks 92 7.89 71.00
Positive Ranks 4b 5.00 20.00
Ties 2°¢
Total 15
a. Post test < Pre test
b. Post test > Pre test
c. Post test = Pre test
Test Statistics?
Post test - Pre
test
Z -1.783°
Asymp. Sig. (2-tailed) .075
Mann-Whitney Test
Ranks
Cz N Mean Rank  Sum of Ranks
Hasil Cz  Cz Perlakuan 15 19.67 295.00
Cz Kontrol 15 11.33 170.00
Total 30
Test Statistics?
Hasil Cz
Mann-Whitney U 50.000
Wilcoxon W 170.000
Z -2.594
Asymp. Sig. (2-tailed) .009
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Exact Sig. [2*(1-tailed Sig.)]

.009P

a. Grouping Variable: Cz
b. Not corrected for ties.

Mann-Whitney Test
Ranks
C3 N Mean Rank  Sum of Ranks
Hasil C3  C3 Perlakuan 15 19.37 290.50
C3 Kontrol 15 11.63 174.50
Total 30
Test Statistics?
Hasil C3
Mann-Whitney U 54.500
Wilcoxon W 174.500
Z -2.407
Asymp. Sig. (2-tailed) .016
Exact Sig. [2*(1-tailed Sig.)] .015°
a. Grouping Variable: C3
b. Not corrected for ties.
Mann-Whitney Test
Ranks
C4 N Mean Rank  Sum of Ranks
Hasil C4  C4 Perlakuan 15 20.70 310.50
C4 Kontrol 15 10.30 154.50
Total 30
Test Statistics?
Hasil C4
Mann-Whitney U 34.500
Wilcoxon W 154.500
Z -3.236
Asymp. Sig. (2-tailed) .001
Exact Sig. [2*(1-tailed Sig.)] .001°
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a. Grouping Variable: C4
b. Not corrected for ties.

Mann-Whitney Test
Ranks
Pz N Mean Rank  Sum of Ranks
Hasil Pz Pz Perlakuan 15 20.03 300.50
Pz Kontrol 15 10.97 164.50
Total 30
Test Statistics?
Hasil Pz
Mann-Whitney U 44.500
Wilcoxon W 164.500
Z -2.821
Asymp. Sig. (2-tailed) .005
Exact Sig. [2*(1-tailed Sig.)] .004°
a. Grouping Variable: Pz
b. Not corrected for ties.
Mann-Whitney Test
Ranks
P3 N Mean Rank  Sum of Ranks
Hasil P3  P3 Perlakuan 15 18.07 271.00
P3 Kontrol 15 12.93 194.00
Total 30
Test Statistics?
Hasil P3
Mann-Whitney U 74.000
Wilcoxon W 194.000
Z -1.597
Asymp. Sig. (2-tailed) 110
Exact Sig. [2*(1-tailed Sig.)] 116°
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a. Grouping Variable: P3
b. Not corrected for ties.

Mann-Whitney Test
Ranks
P4 N Mean Rank  Sum of Ranks
Hasil P4 P4 Perlakuan 15 17.50 262.50
P4 Kontrol 15 13.50 202.50
Total 30
Test Statistics?
Hasil P4
Mann-Whitney U 82.500
Wilcoxon W 202.500
Z -1.245
Asymp. Sig. (2-tailed) 213
Exact Sig. [2*(1-tailed Sig.)] 217°
Mann-Whitney Test
DTABRtotal
Ranks
Kelompok N Mean Rank  Sum of Ranks
Hasil DTABR  Perlakuan 15 20.20 303.00
Kontrol 15 10.80 162.00
Total 30
Test Statistics?
Hasil DTABR
Mann-Whitney U 42.000
Wilcoxon W 162.000
Z -2.925
Asymp. Sig. (2-tailed) .003
Exact Sig. [2*(1-tailed Sig.)] .003°P
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Hasil Uji Wilcoxon FMA pada Perlakuan

NPar Tests
Wilcoxon Signed Ranks Test
Ranks
Mean Rank Sum of Ranks
Negative Ranks 02 .00 .00
Positive Ranks 150 8.00 120.00
FMA_post - FMA_pre Ties 0°
Total 15

a. FMA_post < FMA_pre
b. FMA_post > FMA_pre
c. FMA_post = FMA_pre

Test Statistics?

FMA_post -
FMA pre
4 -3.412°
Asymp. Sig. (2-tailed) .001

a. Wilcoxon Signed Ranks Test
b. Based on negative ranks.

Hasil Uji Wilcoxon FMA pada Kontrol

NPar Tests
Wilcoxon Signed Ranks Test
Ranks
Mean Rank Sum of Ranks
Negative Ranks 02 .00 .00
Positive Ranks 150 8.00 120.00
FMA_post - FMA_pre Ties 0°
Total 15

a. FMA_post < FMA_pre
b. FMA_post > FMA_pre
c. FMA_post = FMA_pre

Test Statistics?

FMA_post -
FMA_pre
4 -3.411°
Asymp. Sig. (2-tailed) .001

a. Wilcoxon Signed Ranks Test
b. Based on negative ranks.
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Means

Deskriptif FMA (UE, LE, dan Perubahan)

Case Processing Summary

Cases
Included Excluded Total
N Percent N Percent N Percent
FMA_UE.pre * Kelompok 30 100.0% 0 0.0% 30 100.0%
i’;’:g‘aggkp“t 30| 100.0% 0 0.0% 30| 100.0%
FMA_LE.pre * Kelompok 30 100.0% 0 0.0% 30 100.0%
FMA_LE.post * Kelompok 30 100.0% 0 0.0% 30 100.0%
Report
Kelompok Mean Std. Deviation
FMA_UE.pre 27.9333 14.44925 15
Perlakuan FMA_UE.post 44.2667 15.37840 15
FMA_LE.pre 9.9333 4.13118 15
FMA_LE.post 19.9333 4.13118 15
FMA_UE.pre 28.0000 16.96635 15
Kontrol FMA_UE.post 36.8000 16.30162 15
FMA_LE.pre 11.4000 6.37854 15
FMA_LE.post 16.4000 6.17368 15
FMA_UE.pre 27.9667 15.48410 30
Total FMA_UE.post 40.5333 16.02742 30
FMA_LE.pre 10.6667 5.33261 30
FMA LE.post 18.1667 5.46515 30
Means
Case Processing Summary
Cases
Included Excluded Total
N | Percent | N | Percent| N | Percent
Perilaku *FMA ] 30| 100.0% | O 0.0% | 30| 100.0%
Kontrol * FMA | 30| 100.0% | 0 0.0% | 30| 100.0%
Report
FMA Perilaku Kontrol
Mean 4784 .2473
Upper Std. Deviation .18616 .15684
N 15 15
Mean 4184 .2336
Lower Std. Deviation 12476 .09254
N 15 15
Mean 4484 .2404
Total Std. Deviation .15867 12672
N 30 30
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Hasil Uji Normalitas FMA (UE, LE, dan Perubahan)

Explore
Kelompok
Case Processing Summary
Kelompok Cases
Valid Missing Total
N Percent N Percent N Percent
Perlakuan 15|  100.0% 0 0.0% 15] 100.0%
FMA_UE.pre \ ontrol 15| 100.0% 0 0.0% 15| 100.0%
Perlakuan 15| 100.0% 0 0.0% 15| 100.0%
FMA_UE.post . Shirol 15| 100.0% 0 0.0% 15| 100.0%
Perlakuan 15| 100.0% 0 0.0% 15| 100.0%
FMA_LE.pre Sntrol 15| 100.0% 0 0.0% 15| 100.0%
FMA LE.post PeTakuan 15| 100.0% 0 0.0% 15| 100.0%
_LE-POSL e ontrol 15| 100.0% 0 0.0% 15| 100.0%
Delta Upper  Peiakuan 15| 100.0% 0 0.0% 15| 100.0%
_UPPET kontrol 15| 100.0% 0 0.0% 15| 100.0%
Deita Lower PeMakuan 15| 100.0% 0 0.0% 15| 100.0%
- Kontrol 15|  100.0% 0 0.0% 15| 100.0%
Tests of Normality
Kelompok Kolmogorov-Smirnov? Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
Perlakuan 178 15 200 887 15 061
FMA_UE.pre \ ontrol 169 15 200° 904 15 109
Perlakuan 201 15 107 836 15 011
FMA_UE.post  Shirol 181 15 197 899 15 093
EMA LEpre  Perlakuan 225 15 040 879 15 046
—-E-P€  Kontrol 135 15 200" 918 15 180
Perlakuan 120 15 200" 965 15 775
FMA_LE.post . Shirol 17 15 200" 968 15 828
Delta Upper  PeTiakuan 134 15 200" 967 15 807
_UPPET kontrol 127 15 200° 939 15 373
Delta Lowey  PeNiakuan 129 15 200" 971 15 873
- Kontrol 159 15 200" 970 15 860

*. This is a lower bound of the true significance.

a. Lilliefors Significance Correction
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Means

Deskriptif FMA

Case Processing Summary

Cases
Included Excluded Total
N | Percent | N | Percent| N | Percent
FMA_pre * Kelompok |30]100.0% | O 0.0% | 30| 100.0%
FMA_post * Kelompok | 30| 100.0% | O 0.0% [ 30| 100.0%
delta FMA * Kelompok | 30| 100.0% | O 0.0% | 30| 100.0%
Report
Kelompok FMA pre FMA post delta FMA
Mean 37.8667 64.2000 -26.3333
Perlakuan Std. Deviation 18.36871 18.25690 5.21901
N 15 15 15
Mean 39.4000 53.2000 -13.8000
Kontrol Std. Deviation 22.87481 21.88672 6.87854
N 15 15 15
Mean 38.6333 58.7000 -20.0667
Total Std. Deviation 20.39859 20.57811 8.75306
N 30 30 30
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Hasil Uji FMA

NPar Tests
Mann-Whitney Test
Ranks
[ Kelompok N Mean Rank Sum of Ranks
Perlakuan 15 14.93 224.00
FMA_pre Kontrol 15 16.07 241.00
Total 30
Perlakuan 15 18.00 270.00
FMA_post Kontrol 15 13.00 195.00
Total 30
Perlakuan 15 8.63 129.50
delta_ FMA Kontrol 15 22.37 335.50
Total 30
Test Statistics?
FMA pre FMA post delta FMA
Mann-Whitney U 104.000 75.000 9.500
Wilcoxon W 224.000 195.000 129.500
VA -.354 -1.556 -4.283
Asymp. Sig. (2-tailed) 124 120 .000
Exact Sig. [2*(1-tailed Sig.)] .744° .126° .000°

a. Grouping Variable: Kelompok

b. Not corrected for ties.

Hasil Uji Wilcoxon FMA (UE dan LE) Perlakuan

NPar Tests

Wilcoxon Signed Ranks Test

Ranks

Sum of Ranks

FMA_UE.post - FMA_UE.pre

FMA_LE.post - FMA_LE.pre

Negative Ranks
Positive Ranks

Ties
Total

Negative Ranks
Positive Ranks

Ties
Total

N | Mean Rank
0@ .00
150 8.00
OC
15
0d .00
15¢ 8.00
Of
15

.00
120.00

.00
120.00

a. FMA_UE.post < FMA_UE.pre
b. FMA_UE.post > FMA_UE.pre
c. FMA_UE.post = FMA_UE.pre
d. FMA_LE.post < FMA_LE.pre
e. FMA_LE.post > FMA_LE.pre
f. FMA_LE.post = FMA_LE.pre
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Test Statistics?

FMA_UE.post - FMA_LE.post -
FMA UE.pre FMA LE.pre
4 -3.418P -3.417°
Asymp. Sig. (2-tailed) .001 .001

a. Wilcoxon Signed Ranks Test
b. Based on negative ranks.

Hasil Uji Wilcoxon FMA (UE dan LE) Kontrol

NPar Tests
Wilcoxon Signed Ranks Test
Ranks
N Mean Rank Sum of Ranks

Negative Ranks 02 .00 .00

Positive Ranks 15P 8.00 120.00
FMA_UE.post - FMA_UE.pre Ties 0°

Total 15

Negative Ranks 0d .00 .00

Positive Ranks 15¢ 8.00 120.00
FMA_LE.post - FMA_LE.pre Ties of

Total 15
a. FMA_UE.post < FMA_UE.pre
b. FMA_UE.post > FMA_UE.pre
c. FMA_UE.post = FMA_UE.pre
d. FMA_LE.post < FMA_LE.pre
e. FMA_LE.post > FMA_LE.pre
f. FMA_LE.post = FMA_LE.pre

Test Statistics?
FMA_UE.post - FMA_LE.post -
FMA UE.pre FMA LE.pre

4 -3.414b -3.433°
Asymp. Sig. (2-tailed) .001 .001

a. Wilcoxon Signed Ranks Test
b. Based on negative ranks.
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Hasil Uji Mann Whitney Perubahan FMA Antara Upper dan

Lower
NPar Tests
Mann-Whitney Test
Ranks
[FMA T N [ Mean Rank | Sum of Ranks
Upper | 15 17.13 257.00
Perilaku Lower | 15 13.87 208.00
Total | 30
Upper | 15 15.40 231.00
Kontrol Lower | 15 15.60 234.00
Total | 30
Test Statistics?
Perilaku Kontrol
Mann-Whitney U 88.000 111.000
Wilcoxon W 208.000 231.000
V4 -1.016 -.062
Asymp. Sig. (2-tailed) .309 .950
Exact Sig. [2*(1-tailed Sig.)] .325° .967°

a. Grouping Variable: FMA
b. Not corrected for ties.

Hasil Uji Mann Whitney Upper dan Lower Antara Perilaku dan

Kontrol
NPar Tests
Mann-Whitney Test
Ranks
[ Kelompok N Mean Rank Sum of Ranks
Perlakuan 15 20.40 306.00
Delta_Upper Kontrol 15 10.60 159.00
Total 30
Perlakuan 15 21.43 321.50
Delta_Lower Kontrol 15 9.57 143.50
Total 30
Test Statistics?
Delta Upper Delta_Lower
Mann-Whitney U 39.000 23.500
Wilcoxon W 159.000 143.500
VA -3.049 -3.693
Asymp. Sig. (2-tailed) .002 .000
Exact Sig. [2*(1-tailed Sig.)] .002° .000°

a. Grouping Variable: Kelompok
b. Not corrected for ties.
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