Equity in access to healthcare in Brunei Darussalam: Results from the
Brunei Darussalam Health System Survey (HSS)

by
Elizabeth Michelle Tant
Global Health Institute

Duke University

Date:

Approved:

Shenglan Tang, Supervisor

Truls Ostbye

Myles Elledge

Thesis submitted in partial fulfillment of
the requirements for the degree of
Master of Science in the Global Health
Institute in the Graduate School
of Duke University

2014



ABSTRACT

Equity in access to healthcare in Brunei Darussalam: Results from the
Brunei Darussalam Health System Survey (HSS)

by

Elizabeth Michelle Tant

Global Health Institute
Duke University
Date:
Approved:

Shenglan Tang, Supervisor

Truls Ostbye

Myles Elledge

An abstract of a thesis submitted in partial
tulfillment of the requirements for the degree
of Master of Science in the Global Health
Institute in the Graduate School
of Duke University

2014



Copyright by
Elizabeth Michelle Tant
2014



Abstract

Background: Universal healthcare has been promoted by organizations
including the World Health Organization and United Nations as a means of ensuring
healthcare access for vulnerable populations. Despite momentum towards universal
healthcare, especially among Southeast Asian nations, little research has been conducted
to understand healthcare equity in nations that have already implemented universal
healthcare. This paper assesses equity in healthcare access in Brunei Darussalam using
results from the Brunei Darussalam Health System Survey (HSS).

Methods: Data were gathered using a nationally-representative survey of 1,197
households across four districts in Brunei Darussalam. The Health System Survey aimed
to measure individual’s expectations and utilization of the Brunei national healthcare
system. Data were analyzed using descriptive statistics and multinomial logistic
regression to identify respondent- and household-level characteristics that affect
healthcare utilization and expenditures.

Results: HSS data suggest that healthcare utilization in Brunei varies by
ethnicity, district of residence, health status, and income. When compared to other
ethnic groups, Chinese households were significantly less likely to utilize public
healthcare and significantly more likely to utilize private healthcare services. Indigenous

groups also demonstrated significantly lower rates of private healthcare utilization

iv



compared to other ethnicities. Temburong district had the lowest rates of both private
and public healthcare utilization and was associated with a 2.67 decreased likelihood of
using public healthcare in the past six months. When stratifying for health status, data
indicate that healthcare utilization in Brunei is proportional to healthcare need, with 93
percent of respondents in poor health reporting using government hospitals 12 or more
times in the past six months compared to 76 percent of respondents in excellent health
reporting using healthcare only once in the past six months. Income was also found to
be positively associated with increased healthcare expenditures and private healthcare
use.

Conclusion: This study highlights an example of a universal healthcare system in
Southeast Asia and indicates that a well-funded universal healthcare system can reduce
significant utilization disparities. Substantial financial resources do not, however,
guarantee equity among rural and minority populations and universal healthcare efforts
should incorporate measures to understand and address barriers to healthcare among

these groups.
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1. Introduction

Health system strengthening and universal healthcare coverage have been
promoted in recent years by international organizations including the World Health
Organization (WHO) and United Nations as a means of ensuring healthcare access for
vulnerable populations (WHO, 2010a) (United Nations, 2012) (Swanson et al., 2010)
(Lagomarsino, Garabrant, Adyas, Muga, & Otoo, 2012). Political and economic
organizations, including the Association of Southeast Asian Nations (ASEAN), have also
identified universal healthcare coverage as a regional priority (Tangcharoensathien et
al,, 2011). Despite increased momentum towards universal healthcare, little research has
been conducted to understand how universal healthcare impacts healthcare access and
equity (Mills, Ally, Goudge, Guapong, & Mtei, 2012) (Stuckler, Feigl, Basu, & McKee,
2010). Therefore, analyzing healthcare equity and access in nations with well-established
universal healthcare systems, such as Brunei Darussalam, is essential as more nations
move toward universal coverage.

Universal healthcare coverage can be implemented in a variety of ways, but most
experts agreed on a standard definition (Lagomarsino et al., 2012). According to the
WHO, universal healthcare includes the following components: 1) a health system that
meets priority health needs through people-centered integrated care, 2) affordability, 3)

access to essential medicines and technologies to diagnose and treat medical problems,



and 4) sufficient capacity of well-trained, motivated health workers to provide the
services to meet patients’ needs based on the best available evidence (WHO, 2012).
National healthcare schemes that aim to provide universal coverage may still be
lacking in one or more of the WHO-defined priorities, despite being designed to provide
healthcare for all (WHO, 2010b). It is within this context that Brunei Darussalam
initiated a Master Plan for Health System and Healthcare Infrastructure aimed to
comprehensively assess the nation’s universal healthcare system following the WHO
Health Sector Building Block methodology (Ministry of Health, 2013). This research
paper will examine results of the Brunei Darussalam Health System Survey (HSS),

which is one component of the Brunei Darussalam Master Plan project.

1.1 Background

Brunei Darussalam is a Sultanate located on the island of Borneo in Southeast
Asia (CIA, 2014) (Australian Government, 2013). The population of Brunei is
approximately 415,717 comprised mostly of Malay (66.3%), Chinese (11.2%), and
Indigenous (3.4%) peoples (CIA, 2014). Brunei is rich in natural resources, mainly oil and
natural gas, which results in its high per-capita gross domestic product (GDP) that was
estimated by the World Bank to be USD$50,506 in 2010 (Ministry of Health, 2013) (CIA,
2014). Oil and gas make up 90 percent of government revenues and 95 percent of export
revenues (Ministry of Health, 2013). Brunei is the second-wealthiest nation in Asia based

on GDP per-capita (Ministry of Health, 2013).



Brunei is geographically comprised of four districts: Belait, Brunei-Maura,
Temburong, and Tutong (Figure 1). The capital city, Bandar Seri-Begawan, is located in
the Brunei-Maura district and is home to approximately 58 percent of Brunei’s total
population. The district of Temburong is physically isolated from the rest of the nation
and is accessible by boat via the Brunei Bay or by car via Malaysia. Temburong is also
the least populous district and is comprised of mostly rural undeveloped rainforest

reserves. (CIA, 2014) (Ministry of Health, 2013)

EAST MALAYSIA

Figure 1. Map of Brunei Districts (Fitzgerald, 2009)

Over the past two decades there has been an influx of foreign workers to Brunei,
which has contributed to its diverse population. Foreign workers primarily come to
Brunei from Indonesia, Malaysia, Philippines, and Thailand to work in the oil and gas
industry and service sector (Ministry of Health, 2013). In March 2005, there were 76,157
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documented foreign workers living in Brunei compared to 44,971 documented foreign
workers in 1981. (Australian Government, 2013) (Azim, 2002)

Citizenship is determined according to the Brunei Nationality Law that defines a
citizen as anyone born to parents who are Brunei citizens rather than birth within the
country. Stateless permanent residents are given an International Certificate of Identity
(ICI) and are not entitled access to services, including healthcare, education, housing
support, and food subsidies. The majority of the Chinese population in Brunei are
permanent residents as opposed to citizens and many are stateless (Gunn, 2000)
(Minority Rights Group International, no date). Many Indigenous groups, including the
Dusan and Iban, residing in Temburong District are neither citizens nor ICI registered

due to high rates of illiteracy among these groups. (Ministry of Health, 2013)

1.2 Healthcare System Overview

Brunei Darussalam instituted single-payer universal healthcare for its citizens in
1958 and is one of 30 Asian nations currently providing universal healthcare coverage
(New York State, 2011). According to the Ministry of Health, all medical and health
related services are provided free-of-charge to the citizens of Brunei. Remote areas such
as Temburong District are serviced by four Flying Medical Services (FMS) teams that
provide primary care. Brunei’s public healthcare network is comprised of 15 health
centers, 10 health clinics, and 22 maternal and child health clinics. Brunei also has two

private hospitals, Jerudong Park Medical Centre and Gleneagles JPMC, located in the



capital district of Brunei Maura. Brunei also has one private healthcare center, Panaga
Health Centre, which is located in the Belait district. Jerudong Park Medical Centre and
Gleneagles JPMC are specialty hospitals specializing in rehabilitation and cancer, and
cardiac care, respectively. Care at both of these private hospitals is covered under the
national health system for Brunei citizens if they are referred to the private hospital
through a public healthcare facility. The majority of healthcare facilities are located

along the coastal region (Figure 2). (Ministry of Health, 2013)
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Figure 2. Map of healthcare facilities in Brunei Darussalam (Ministry of
Health 2013)

In FY2011-2012 approximately 7.5 percent (BND$306.85 million) of Brunei’s national

budget was allocated for health services, representing a 3.9 percent increase from the
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previous fiscal year. Per capita spending on health care also increased from FY2010-2011
to FY2011-2012 by BND$67. Actual government expenditures on healthcare have
exceeded budgeted amounts for each fiscal year from 2006 to present, creating
significant budget gaps that must be addressed (Figure 3). Despite budget overruns,
however, Brunei spends a significantly lower percentage of its national income on
healthcare compared to the majority of other nations in the world. (Ministry of Health,

2013)
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Figure 3. Government health expenditures (2006-2011) (Ministry of Health
2013)

Private healthcare expenditures in Brunei are low compared to other nations.
Private or out-of-pocket expenditures are defined by the Brunei Ministry of Health as
“direct payments to a health care provider —including co-payments and coinsurance —
that is not paid for or reimbursed by the government, private insurance, an employer, or

some other third party.” (Ministry of Health, 2013) In 2009, the Ministry of Health
6



reported that private expenditures were equivalent to 0.37 percent of GDP or USD$185
per person annually. Although private spending is currently low, private healthcare is a
growing sector in Brunei’s economy. (Ministry of Health, 2013)

Overall, Brunei’s health indicators are favorable. Life expectancy is the second
highest in Southeast Asia and continues to rise. In 2011 life expectancy at birth was 78.1
years compared to 62.3 years in 1960. Furthermore, the Infant Mortality Rate (IMR) was
5.6 deaths per 1,000 live births in 2012 compared to 42.3 deaths per 1,000 live births in
1966. (Ministry of Health, 2013) (Oxford Business Group, 2013)

Like many developed nations, Brunei has made significant strides in eliminating
infectious diseases, such as malaria, but has recently experienced an epidemiologic
transition toward chronic disease that must be addressed through health system
planning and resource allocation. Diabetes, obesity, heart disease, and cancers are
occurring at higher rates among adults and children in Brunei and changes in lifestyle
factors, including higher caloric intake, sedentary lifestyle, and smoking, suggest that
the trend will continue to increase. (McKeown, 2009) (Ministry of Health, 2013) (Oxford

Business Group, 2013)

1.3 Healthcare Equity and Access

Healthcare equity and access is determined by how a nation’s healthcare system is
structured and Southeast Asian countries have enacted diverse healthcare reforms in

recent years. Four Southeast Asian nations, including Brunei, Malaysia, Singapore and



Thailand, have already achieved universal coverage, and other nations, including
Indonesia, the Philippines, and Vietnam, are making progress towards universal
healthcare (Tangcharoensathien et al., 2011).

Milton et al. discuss the importance of examining health inequities within universal
healthcare schemes, like the one in Brunei, because despite their aim to provide
healthcare coverage inclusive of all populations, these plans do not always achieve that
goal (WHO, 2010b). In fact, equal access for all citizens depends on factors that cannot
always be ensured through legislation, including gaining entry into the healthcare
system, accessing a healthcare location where needed services are provided, and finding
a health care provider with whom the patient can communicate and trust (Healthy
People 2020, 2013).

Access to locations that provide essential healthcare services depends on several
factors, including geographic proximity to healthcare providers (Healthy People 2020,
2013). Because Brunei’s population is not equally distributed across its four districts,
healthcare facilities are unevenly distributed as well. For example, the rural district of
Temburong is primarily serviced by the flying medical service and has only one hospital
(Ministry of Health, 2013). Therefore, Bruneian citizens residing in this district may have
unequal access to healthcare services when compared to citizens residing in the capital

district where numerous healthcare facilities are located. Furthermore, Temburong is an



exclave meaning that citizens must travel through Malaysia to reach healthcare facilities
in mainland Brunei.

The World Health Organization defines health inequity as “avoidable inequalities in
health between groups of people within countries or between countries”(World Health
Organization, 2008). Health inequities can affect an individual’s health status, their
ability to access healthcare, and the quality of healthcare that they receive (Health
Knowledge, 2009). Healthcare equity is sometimes referred to as vertical or horizontal
equity. Vertical equity is defined as “the unequal treatment of unequals on the basis of
morally relevant factors” such as need, ability to benefit, autonomy, and deservingness
(Health Knowledge, 2009). Allocating healthcare services based on factors such as age,
sex, ethnicity, income, class, and disability violates principles of healthcare equity.
(Health Knowledge, 2009)

Horizontal healthcare equity implies that individuals should receive equal care for
equal need regardless of socioeconomic status (SES) (R.]., E., M.S., & A.F., 2009). Korda
et al. (2009) suggest that horizontal equity in universal healthcare schemes most often
fails for ambulatory services. Furthermore, the authors purport that this is the case for
Australia’s universal healthcare system in which women of higher SES are more likely
than women of lower SES to utilize ambulatory healthcare services. The WHO also notes
that the Thai universal healthcare system does not have adequate funding to cover

essential ambulatory medical procedures resulting in significant health disparities



(World Health Organization, 2010). When assessing Brunei’s health system, it is
important to understand how access to ambulatory services in public healthcare
facilities differs from similar services in private facilities. Because ambulatory services
may be elective and preventive in nature, lack of access to these services in public
facilities may result in higher utilization among members of higher SES groups resulting
in decreased access for individuals of lower SES. (R.]. et al., 2009)

One rationale for universal healthcare is improved population health (WHO, 2010a).
Given Brunei’s exceptional population health indicators, it is reasonable to assume that
universal coverage has positively impacted health outcomes. Moreno-Serra and Smith
conducted an evidence review to determine if expanded healthcare coverage, such as
universal healthcare schemes, actually improved population health (Moreno-Serra &
Smith, 2012). The authors conclude that the effects are context dependent, meaning that
the poorest populations in the poorest countries benefit the most from expanded
coverage. Furthermore, high-income countries that tend to have better healthcare
systems and governance structures also benefit from expanded coverage; however the
benefits are predominantly seen among the lowest SES segments of the population
(Moreno-Serra & Smith, 2012).

UHC Forward recognizes four types of universal healthcare coverage, including the
Beveridge Model, the Bismark Model, the National Health Insurance Model (NHIM),

and the Out-of-Pocket Model (UHC Forward, 2013). The major difference among each of
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these plans lies in how they are financed. The Beveridge Model is funded through
government tax revenue and the government employs all medical personnel and
determines reimbursement rates. Brunei’s health system is classified as a Beveridge
Model, although funding comes from alternative government revenue sources and not
citizen taxation. The Bismark Model has been implemented in some Asian countries,
including Japan, and mirrors an insurance scheme, however, insurers do not make a
profit and it is funded through employer and employee contributions. The National
Health Insurance Model blends characteristics of both the Beveridge and Bismark
models and relies on private healthcare providers who are paid by the government.
Examples of the NHIM include Canada, South Korea, and Taiwan. (UHC Forward,
2013) (The Commonwealth Fund, 2010)

Some countries have established universal healthcare systems using an out-of-pocket
payment model, which raises concerns regarding healthcare equity and access (UHC
Forward, 2013). Moreno-Serra and Smith note that high dependence on out-of-pocket
payments frequently precludes individuals from receiving needed healthcare services
(Moreno-Serra & Smith, 2012). Kenya is one example of a universal health program that
relies on out-of-pocket payments which has proven to further inequity and prevent
access for vulnerable populations who cannot afford fees for services (Mulupi, Kirigia, &

Chuma, 2013). Similarly, Ensor and San note that rural populations in Vietham were
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more likely to delay or avoid utilizing essential healthcare services after user fees were
introduced (Ensor & San, 1996).

Furthermore, households in countries that rely on out-of-pocket payment schemes
are more likely to experience catastrophic health spending, which is defined as spending
more than 10 percent of annual household income on healthcare (Tangcharoensathien et
al,, 2011). Tangcharoensathien et al. specifically note that pre-paid health insurance
schemes have not proven to completely eliminate the risk of catastrophic spending for
households in Asian nations (Tangcharoensathien et al., 2011). Because only Brunei
citizens are eligible to receive national healthcare benefits, permanent residents, foreign
workers, and Indigenous groups may be precluded from accessing healthcare services
due to inability to afford out-of-pocket payments. In addition, the prevalence of
catastrophic spending should be examined in Brunei among both citizens and non-
citizens to determine if the universal healthcare system adequately protects individuals
from burdensome costs and decreased access.

A literature search of PubMed yielded only two publications focused on the Brunei
national healthcare system. The two publications by Anshari, et al. and Alumnawar et
al. are related to e-health services in Brunei Darussalam and are not focused on overall
health system outcomes (Almunawar, Wint, Low, & Anshari, 2012) (Anshari,
Almunawar, Low, & Al-Mudimigh, 2012). Furthermore, Brunei is frequently excluded

from studies of universal healthcare systems due to its high GDP and developed
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economy (Tangcharoensathien et al., 2011) (The World Bank, 2014) (Lagomarsino et al.,
2012). The same factors that often preclude researchers from including Brunei in their
analyses, however, make Brunei a great case example of how universal healthcare affects

access in a context with sufficient financial resources.

1.4 Study Purpose

The government of Brunei Darussalam has invested significant resources into the
development of its healthcare system; however, prior to the Master Plan project no
comprehensive national assessment of the healthcare system has been undertaken to
determine if these government funds and initiatives are effective in improving the
health of citizens and adequately addressing health needs.

This paper will focus on how healthcare access and equity in Brunei differ by
individual respondent and household characteristics, as well as how respondents’
perceived healthcare needs impact utilization of healthcare services. Specifically, the
objectives of this research are:

1. To analyze how perceived healthcare need affects healthcare utilization and

expenditures.

2. To identify key factors that affect healthcare utilization, including socioeconomic

and demographic factors.

13



2. Methods
2.1 Study Design

The Brunei Darussalam Health System Survey (HSS) was conducted in 2013 and
aimed to measure the general public’s expectations and utilization related to the
healthcare system in Brunei Darussalam (Appendix A.). Ethical approval was granted
by the RTI International Institutional Review Board and the Brunei Darussalam Ministry
of Health Ethics Board. This research was conducted by RTI International through a

contract with The Innova Group and the Brunei Darussalam Ministry of Health.

2.2 Instrument Development

Content for the HSS questionnaire was developed by RTI International, Innova
Corporation, and the Brunei Darussalam Ministry of Health through a series of planning
and development meetings. The final HSS questionnaire was developed in English and
translated into Malay by Bruneian native speakers of Malay. Translators adhered to best
practice and translated the survey independently, after which two Ministry of Health
staff members reviewed the two translations side-by-side (University of Michigan, 2011).
The final translation was completed in conjunction with both translators and the
Ministry of Health.

The HSS questionnaire was pilot-tested through 16 one-on-one interviews with
members of the target population. Pilot-test respondents were recruited through
personal networks and represented a variety of income, age, and social groups. The

14



pilot-test was conducted in two kampongs (villages) including one urban kampong and
one rural kampong. Fourteen pilot-tests were conducted in Malay and two were
conducted in English to test the English version of the questionnaire. The HSS
questionnaire was revised based on pilot-test feedback to clarify question wording and

structure.

2.3 Sampling Methodology

The HSS was conducted at the household level using a multi-stage stratified random
sampling design. The sample represented adults age 18 years and older who speak
either Malay or English and live in households in Brunei Darussalam. The sampling
frame was based on 2011 census data provided by the government.

In order to examine heterogeneity across the four districts in Brunei, the sample was
stratified by district and smaller districts such as Temburong were oversampled.
Sampling weights were applied in the analysis to account for oversampling.

A multi-stage clustered design was used to improve the efficiency of survey
implementation. Kampongs (villages) were sampled across the four districts (stage 1)
and then households were selected within the sampled kampongs (stage 2). We selected
eight kampongs in Belait, 28 kampongs in Brunei-Maura, seven kampongs in
Temburong, and 10 kampongs in Tutong. Kampongs were randomly selected

proportional to size, meaning that larger clusters within each district had a higher
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probability of being selected due to their higher population. Finally, households within

kampongs were randomly selected from the master census file.

2.4 Survey Implementation

A local Bruneian organization, the Centre for Strategic and Policy Studies (CSPS),
recruited interviewers. A two-day interviewer training was conducted at CSPS on
March 18 and 19, 2013. Fifty interviewers participated in the training and 41 were
selected to participate in HSS data collection. Interviewers had completed a university
education and were proficient in reading and speaking English and Malay. Many of the
interviewers also had previous experience with survey implementation, including prior
surveys conducted by CSPS and the University of Brunei Darussalam. The interviewer
training consisted of a mix of participatory group sessions during which interviewers
practiced administering the HSS instrument, and didactic sessions that taught field
procedures. Training was conducted in English but interviewers practiced administering
the survey in Malay.

The survey instrument (Appendix A) was read aloud and responses were recorded
by the interviewer. The survey included 36 questions followed by a short respondent
debriefing section that allowed respondents to share opinions about participating in the
survey. On average the survey took half an hour to complete. Respondents were given a

tin of healthy biscuits as an incentive for participating.
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Interviewers visited sampled households and conducted interviews in teams of two
following the protocol outlined in the interviewer manual. Teams were assigned
supervisors from CSPS staff to monitor interview progress and ensure that proper
procedures were being followed.

The sampling frame contained 1,723 households and 226 households were excluded
because they no longer exist or did not speak Malay or English. Surveys were completed
for 80 percent of the 1,497 eligible households resulting in a total of 1,197 completed
surveys. Response rates varied by district and are presented in Table 1. The most
common reasons for non-response were inability to find the household and no one at

home despite repeated contact attempts.

Table 1. Survey response rate by district

District N %
Belait 205 75
Brunei Maura 568 77
Temburong 179 93
Tutong 245 80
2.4 Data Analysis

Data were entered and stored in Microsoft Excel 2007 (Microsoft, 2009) and analyzed
using Stata v.13 (StataCorp, 2013). Sampling weights were applied to all analyses to

account for oversampling in smaller districts.
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Healthcare utilization was measured across public and private healthcare services
using ordinal and dichotomous variables. Public healthcare was defined as government
hospitals, government clinics, home visits, and other services. Private healthcare services
included Jerudong Park Medical Centre Hospital, private clinics or doctors in Brunei,
and private clinics or doctors abroad. Use of herbal and traditional medicine was
captured separately and is excluded from this analysis. All healthcare utilization data

were based on a recall period of six months.

The HSS contained questions pertaining to respondent and household-level
healthcare utilization. Because these data were captured at different levels, analyses for
respondent- and household-level utilization were analyzed separately. The survey asked
respondents how many times in the previous six months they and members of their
household utilized different types of public and private healthcare based on six
categories of utilization ranging from zero times to twelve or more times. This range of

healthcare utilization was analyzed using ordinal variables.

Dichotomous variables were created to differentiate between households who
reported using healthcare services zero times in the previous six months versus one or
more times. Because individual and household utilization were measured using separate
survey questions, new variables were created to combine individual and household
utilization resulting in a dichotomous comprehensive measure of household healthcare

use. If neither the individual nor any members of the household utilized any type of
18



public healthcare in the past six months they were coded as “0” for the new variable
“usedpublic.” If the individual or any member of the household used any type of public
healthcare in the past six months they were coded as “1” for “usedpublic.” The same
coding logic was used for private healthcare utilization using the variable
“usedprivate.” This dichotomous measure allowed trends in utilization to be observed
and then further investigated using ordinal variables and multinomial logistic
regression modeling. Furthermore, modeling this dichotomous variable was preferable
in instances where variables contained too few observations to run a proper logistic

model with the ordinal variables.

Perceived healthcare need was defined as respondents’ self-reported health status
using ordinal variables ranging from excellent to poor. Expenditure data was derived
from an ordinal measure of total household spending on private healthcare in the six-
month recall period and served as a proxy measure for total out-of-pocket healthcare
spending given that all other healthcare expenses are covered through the national
healthcare program. Expenditures were measured using an ordinal scale ranging from

BND$0 to BND$5,000 or more.

Demographic and socioeconomic characteristics were gathered using a series of
respondent background questions. Age and household income were coded as ordinal
variables. Citizenship, ethnicity, district of residence and employment status were coded

as categorical variables. These variables were then compared to public and private
19



healthcare utilization and expenditures using descriptive statistics and multinomial
logistic regression. Multinomial logistic regression was chosen because a proportional
odds assumption test yielded significant results (p >0.05), indicating that ordinal logistic

regression was not a good fit for the data.

2.5 Limitations

One possible limitation of these results is that the HSS collected self-reported health
status, utilization, and expenditure data. Respondents may have inaccurately recalled
healthcare utilization and expenditures over the 6-month recall period. Similarly,
respondents were asked to recall healthcare utilization and expenditures for the entire
household which may have resulted in recall errors. For the purposes of this research,
healthcare need was derived from a survey question that asked respondents to rate their
general health status on a scale ranging from excellent to poor. This definition is limited
and reliant on subjective self-ratings.

The sampling frame was based on 2011 census data but may not have adequately
captured foreign workers or temporary residents; therefore, inferences about healthcare
equity for these populations are limited. Furthermore, benchmark data used to interpret
results of the HSS are limited to documents provided by the Ministry of Health and
therefore data validity and accuracy are contingent upon the validity and accuracy of

government data sources. This survey assessed many perceptions and expectations of
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the Brunei healthcare system that may influence healthcare utilization; however, these

factors were not included in the analysis due to the limited scope of this paper.
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3. Results

3.1 Respondent Characteristics

Respondent characteristics by district are displayed in Table 2. Forty percent of
respondents were between 18-39 years of age, and 45 percent were between 40-59 years
of age. Only 15 percent of respondents were older than 60 years of age. Eighty-two
percent of respondents were Brunei citizens, and percentages of permanent residents in
Belait and Temburong were much higher than the percentages of permanent residents in
other districts. The higher percentages represent higher numbers of foreign workers in
Belait where the majority of the oil and gas industry is located, and higher numbers of
stateless Indigenous groups in Temburong. Overall respondent characteristics reflect
national population statistics, thus indicating that the HSS sample accurately represents

the total population of Brunei.
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Table 2. Demographic and socioeconomic characteristics of adult respondents by

district
Brunei
Belait Muara Temburong Tutong Total

Age (in years) n % n % n % n % n %

<30 33 17 113 20 30 17 4 19 220 19

30-39 44 22 118 20 60 31 48 20 270 21

40-59 102 48 255 45 59 33 119 49 535 45

60+ 26 13 82 15 30 19 33 12 171 15
Citizenship

Brunei citizen 151 71 475 83 141 77 223 92 990 82

Permanent resident 29 19 35 7 31 19 10 4 105 9

Temporary resident 21 8 36 7 5 4 6 3 68 6

Others 3 2 22 4 2 1 5 1 32 3
Ethnicity

Brunei Malay 121 63 405 78 89 74 150 84 765 76

Indigenous 13 2 47 1 79 20 56 3 195 2

Chinese 44 23 72 14 4 2 27 8 147 14

Other 27 12 44 8 7 4 12 5 90 8
Highest educational attainment

University 24 9 100 18 9 4 38 14 171 16

Alevel 46 23 102 18 14 8 32 13 194 18

ONC, vocational school 25 12 28 5 11 5 12 5 76 6

Lower or upper secondary 88 45 275 49 96 54 118 48 577 49

school

Primary school 17 8 40 7 33 19 26 11 116 8

Other* 4 2 16 3 15 10 18 8 53 4
Household income (monthly)**

Less than $1,000 30 16 100 18 46 30 54 24 230 19

$1,000-$1,999 38 22 116 21 69 39 52 22 275 22

$2,000-$3,999 63 31 158 29 47 24 71 30 339 29

$4,000 or more 67 31 181 32 13 7 62 24 323 31

*Less than primary school
**All currency reported in BND
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3.2 Healthcare Utilization by Respondent Characteristics

To explore how public healthcare utilization differed by respondent characteristics,
multinomial logistic regression was used to analyze how independent variables
including respondents’” age, citizenship status, ethnicity, employment status, income,
and district of residence affected public healthcare utilization (Table 3).

Respondents between ages 40 and 59 years reported significantly lower rates of
public healthcare utilization in the past six months when compared with all other age
groups. Specifically, 40-59 year olds were 1.67 times less likely to utilize public
healthcare when compared to respondents between 19 and 29 years old. Respondents
over age 60 were not significantly more likely to utilize public healthcare compared to
respondents in other age groups.

Brunei citizenship was compared to other citizenship categories, including
permanent resident, temporary resident, and other. Respondents who identified as
temporary residents or other were significantly less likely to utilize public healthcare
compared to Brunei citizens. Specifically, temporary residents were 7.90 times less likely
to utilize public healthcare compared to citizens, and respondents who classified
themselves as “other” were 5.80 times less likely to utilize public healthcare compared to
citizens.

Ethnicity did not have a significant impact on public healthcare utilization when

looking at respondent-level data, and no ethnic groups were significantly more likely
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than Brunei Malay to utilize public healthcare. Similarly, income was not a significant
predictor of public healthcare utilization at the respondent level.

When compared to employment in the government sector, respondents who were
employed in the private sector were 2.18 times less likely to utilize public healthcare.
Similarly, respondents who were retired were 2.72 times less likely to utilize public
healthcare compared to government sector employees. Unemployed respondents did
not demonstrate significantly lower rates of public healthcare utilization when
compared to government sector employees.

Respondents who were residents of Temburong reported significantly lower rates of
public healthcare utilization when compared to all other districts in Brunei. Specifically,
Temburong residents were 3.17 times less likely to utilize public healthcare when
compared to residents of other districts.

Overall, the majority of respondents rated their health as good (43%) and few people
reported excellent or poor health (9% and 1%, respectively). Among all respondents,
those who reported fair health were significantly more likely to utilize public healthcare
when compared to respondents in excellent health. Respondents in poor health did not

demonstrate significantly higher rates of public healthcare utilization.
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Table 3. Effect of respondent characteristics on public healthcare utilization over 6

months
Independent Multinomial Logit
Variables Estimates- Relative Risk Ratio

Age

30-39 -0.18* (0.28) 1.20

40-59 -0.51* (0.26) 1.67

> 60 0.40* (0.33) 0.67
Citizenship

Permanent resident -0.60* (0.34) 1.83

Temporary resident -2.06* (0.47) 7.90

Other -1.76* (0.54) 5.80
Ethnicity

Other Brunei Malay -0.09% (0.28) 1.10

Other Indigenous 0.45* (0.50) 0.63

Chinese -0.31* (0.03) 1.37

Other 0.30* (0.47) 0.74
Employment Status

Employed, private sector -0.78* (0.28) 2.18

Self-employed -0.57* (0.41) 1.78

Retired -1.00* (0.33) 2.72

Not employed -0.35* (0.27) 1.42
Monthly Income

$1,000-$1,999 0.19* (0.28) 0.82

$2,000-$3,999 0.03* (0.27) 0.97

> $4,000 -0.25% (0.27) 1.28
District of Residence

Brunei Maura 0.16* (0.24) 0.85

Temburong -1.15+ (0.32) 3.17

Tutong 0.60* (0.32) 0.55
Health Status

Very Good 0.07* (0.31) 0.94

Good 0.45* (0.30) 0.64

Fair 0.99+ (0.35) 0.37

Poor 1.74% (1.14) 0.17

*p>0.05, **p<0.05

aMultinomial logit coefficients are reported first, followed by standard errors in parentheses.
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3.3 Healthcare Utilization and Expenditures by Household
Characteristics

3.3.1 Public Healthcare Utilization

Household public healthcare utilization was stratified by household
characteristics, including citizenship status, ethnicity, income, and district of residence
(Table 4). Multinomial logistic regression indicated that public healthcare utilization was
significantly lower among temporary residents and households who characterized their
citizenship as “other.” When compared to Brunei citizens, temporary residents were 8.00
times less likely to utilize public healthcare, and “other” households were 5.55 times less
likely to utilize public healthcare. Permanent residents were not significantly less likely
to utilize public healthcare compared to citizens.

Among all ethnic groups only Chinese households demonstrated significantly
lower public healthcare utilization compared to Brunei Malay households. Specifically,
Chinese households were 2.06 times less likely to utilize public healthcare in the past six
months.

Monthly household income was not a significant predictor of household public
healthcare utilization. Households in the highest income group (=$4,000 per month)
were less likely to utilize public healthcare; however, the difference was not significant

when compared to other income groups.
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Data indicate significant differences in public healthcare utilization based on
district of residence. Residents of Temburong were 2.67 times less likely to utilize public
healthcare compared to residents of other districts. Tutong residents, however, were 38

percent more likely to utilize public healthcare compared to residents of other districts.

Table 4. Effect of household characteristics on public healthcare utilization over 6
months

Independent Multinomial Logit
Variables Estimates= Relative Risk Ratio

Citizenship

Permanent resident -0.59* (0.36) 1.80

Temporary resident -2.08*+ (0.48) 8.00

Other -1.71* (0.54) 5.55
Ethnicity

Other Brunei Malay -0.10% (0.33) 1.10

Other Indigenous 0.40* (0.54) 0.67

Chinese -0.72* (0.33) 2.06

Other -0.30* (0.48) 1.34
Monthly Income

$1,000-$1,999 0.30* (0.31) 0.74

$2,000-$3,999 0.12* (0.30) 0.89

> $4,000 -0.20* (0.30) 1.22
District of Residence

Brunei Maura 0.26* (0.27) 0.77

Temburong -0.98+ (0.34) 2.67

Tutong 0.97* (0.38) 0.38

*p>0.05, **p<0.05
aMultinomial logit coefficients are reported first, followed by standard errors in parentheses.
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3.3.2 Private Healthcare Utilization

Household private healthcare utilization was stratified by household
characteristics, including citizenship status, ethnicity, income, and district of residence
(Table 5). Citizenship was not a significant predictor of private healthcare utilization.
Ethnicity was significant, however, for households who reported being Other
Indigenous or Chinese. Other Indigenous households were 28 percent less likely to
utilize private healthcare when compared to Brunei Malay households. Conversely,
Chinese households were 1.71 times more likely to utilize private healthcare when
compared to Brunei Malay households.

Household income was a significant predictor of private healthcare utilization.
When compared to the lowest income group (<$1,000 monthly), all income categories
utilized significantly more private healthcare. Furthermore, monthly household income
was positively associated with higher private healthcare utilization. Households in the
highest income group (=$4,000) were 3.46 times more likely to utilize private healthcare
compared to households in the lowest income group (<$1,000). Households who
reported monthly income of $2,000-3,999 were 2.25 times more likely to utilize private
healthcare and households who reported $1,000-$1,999 were 1.70 times more likely to
utilize private healthcare compared to the lowest income group.

District was also strongly correlated with private healthcare use. The highest

private utilization was reported in Brunei Maura (58%) and the lowest was in
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Temburong (8%). Tutong (39%) and Belait (45%) reported moderate rates of private
healthcare utilization. Multinomial logistic regression also indicates that district of
residence is a significant predictor of private healthcare utilization for both Brunei
Maura and Temburong. A positive relationship was observed between residence in
Brunei Maura and increased private healthcare utilization. Residents of Brunei Maura
were 1.85 times more likely to use private healthcare compared to other districts.
Residents of Temburong, however, were 22 percent less likely to utilize private

healthcare services compared to other districts.
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Table 5. Effect of household characteristics on private healthcare utilization over 6

months
Independent Multinomial Logit
Variables Estimates- Relative Risk Ratio
Citizenship
Permanent resident -0.13* (0.30) 0.88
Temporary resident -0.02* (0.42) 0.98
Other 0.24* (0.48) 1.27
Ethnicity
Other Brunei Malay -0.25* (0.22) 0.78
Other Indigenous -1.27* (0.64) 0.28
Chinese 0.54* (0.24) 1.71
Other -0.01* (0.39) 1.00
Monthly Income
$1,000-$1,999 0.53* (0.21) 1.70
$2,000-$3,999 0.81* (0.20) 2.25
> $4,000 1.24* (0.20) 3.46
District of Residence
Brunei Maura 0.61* (0.18) 1.85
Temburong -1.52*(0.31) 0.22
Tutong -0.06* (0.21) 0.94

*p>0.05, **p<0.05

aMultinomial logit coefficients are reported first, followed by standard errors in parentheses.

3.3.3 Private Healthcare Expenditures

To determine if healthcare expenditures correspond to perceived health need in the
six-month recall period, household private healthcare expenditures were analyzed by
self-reported health status (Table 6). Respondents with poor health reported spending a
moderate amount on private healthcare in the prior six months. The highest rates of

healthcare spending occurred amongst individuals who reported good health.
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Table 6. Household private healthcare expenditures over 6 months by health status*

Health $150- $500 or

Status $0 $1-$149 $499 more Total
N % N % N % N % N

Excellent 9 15 | 25 8 9 10 5 20 48

VeryGood | 17 29 | 86 27 | 21 22 6 24 129

Good 18 31 | 133 42 | 40 43 | 14 56 205
Fair 15 25|65 21|21 22|12 48 113
Poor o o5 23 3,0 0 8
Total (N) 59 313 94 37 503+

*All currency reported in BND
**Total N includes only inviduals who reported private healthcare utilization in past 6 months

Healthcare expenditures among households that utilized private healthcare did not
vary significantly based on citizenship status (Table 7). Expenditures in this group were
nearly equal for citizens and non-citizens, with 89 percent of non-citizens and 88 percent
of citizens spending any money on private healthcare in the previous six months. The
majority of households that utlized private healthcare reported spending between
BND$1-$149 on private healthcare in the past six months, regardless of citizenship
status. A small percentage reported spending more than BND$2,000; however, 11
percent of permanent residents spent BND$2,000 or more compared to two percent of

Brunei citizens and three percent of temporary residents.
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Table 7. Household private healthcare expenditures over 6 months by citizenship

status®
$150- $500 or

Citizenship $0 $1-$149 $499 more Total

N % N % N % N % N
Brunei 51 12 |266 63 | 75 18 | 28 76 420
Citizen
Permanent 4 11 21 57 7 19 5 14 37
Resident
Temporary | 4 13 | 16 52 7 23 4 11 31
Resident
Other 1 7 9 60 5 33 0 0 15
Total (N) 60 312 94 25 503**

* All currency reported in BND

**Total N includes only inviduals who reported private healthcare utilization in past 6 months

Households that reported high levels of income were most likely to use private

healthcare and 90 percent of respondents making more than BND$4,000 per month

spent money on private healthcare during the six-month recall period (Table 8). Eighty-

two percent of those making less than BND$1,000 per month spent money on private

healthcare during the six-month recall period and the majority of these households

spent less than BND$149.
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Table 8. Household private healthcare expenditures over 6 months by monthly
household income*

Expenditures

Monthly
Household $500- $2,000 or
Income $0 $1-$149 $150-$499 $1,999 more Total

N % N % N % N % N % N
Less than 10 18 | 34 61 9 16 2 4 1 2 56
$1,000
$1,000- 11 12 | 60 67 14 16 3 3 2 2 90
$1,999
$2,000- 18 12 94 62 31 21 7 5 1 1 151
$3,999
$4,000 or 19 10 | 116 60 40 21 12 6 8 4 195
more
Total (N) 58 304 94 24 12 492%*

*All currency reported in BND
**Total N includes only inviduals who reported private healthcare utilization in past 6 months
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4. Discussion
4.1 Key Findings

The HSS gathered input from the general public in Brunei about expectations and
patterns of utilization related to the national healthcare system. The aim of this research
paper is to use HSS data to determine if the Brunei national healthcare system provides
equitable access to healthcare across varying health needs and consumer characteristics.

Perceived health status was found to be a significant indicator of healthcare
utilization for both public and private care. As expected, those with poor health used
healthcare services more often than those reporting excellent health. This finding may
indicate that utilization is proportional to health need, which would be ideal for a
properly functioning health system. This survey, however, did not adequately assess
whether or not respondents in poor health received sufficient healthcare.

Respondents with higher income were more likely to report better health status and
higher private healthcare utilization. Survey results suggest that wealthier individuals
are healthier and are able to spend money on additional healthcare services not covered
under the national healthcare system. The association between socioeconomic status and
health has been well documented in academic literature, and Roos and Mustard (1997)
explored differences in healthcare access among SES groups under the Canadian
universal healthcare system. The authors determined that lower SES groups utilized

acute hospital care and primary care services more frequently than higher SES groups;
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however, similar rates were observed for ambulatory services because higher SES
groups were better able to navigate the healthcare system and receive care for less
critical medical conditions (Roos & Mustard, 1997). Lower-income households and
unemployed respondents in Brunei reported utilizing healthcare at a comparable rate to
more average income levels suggesting that low income does not result in significantly
decreased healthcare access. Per the findings of Roos and Mustard, however, this may
indicate that higher SES groups are more likely to utilize healthcare due to minor
complaints, whereas, lower SES groups may avoid healthcare until more severe health
conditions develop (Roos & Mustard, 1997).

Significant differences in healthcare utilization were observed among rural and
Indigenous populations. Temburong district was associated with the lowest rates of
healthcare utilization for both public and private services. As previously described,
Temburong is the most rural district in Brunei and is geographically isolated from
mainland Brunei. Temburong also contains the fewest healthcare facilities and the
largest proportion of Indigenous groups compared to other districts. Based on these
factors, it is not surprising that residents of Temburong experience decreased access to
healthcare services. The government of Brunei established services such as the flying
medical service to increase healthcare access for residents of remote areas like
Temburong, however, HSS data suggest that these services are not widely utilized and

that Temburong residents and Indigenous populations continue to utilize healthcare
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services less than other populations in Brunei. Voeks and Sercombe describe healthcare
seeking behavior among a small Indigenous group in Temburong district and suggest
that their hunter-gatherer lifestyle results in greater reliance on plant medicine and
spiritual healing and reduced healthcare utilization, although their use of government
health services has increased in recent years. Ethnographic research suggests that
Indigenous groups in Brunei are transitioning toward traditional employment and
mainstream religious beliefs, and therefore will play an increasing role in Bruneian
society in the coming years, including increased utilization of the national healthcare
system. (Voeks & Sercombe, 2000)

Findings also indicate that temporary residents and minority groups utilize the
public healthcare system significantly less than citizens. This trend may be explained by
alternative healthcare utilization, including temporary residents delaying healthcare
utilization until they return to their home country, or minority groups being more likely
to seek alternative forms of medical care (Voeks & Sercombe, 2000). Private healthcare
expenditures and utilization did not differ significantly for citizens and non-citizens;
however, this is not an accurate measure of the equity of healthcare access. Non-citizens
may be underutilizing both public and private healthcare services due to out-of-pocket
costs. Furthermore, non-citizens may be more likely to utilize private health services

because they perceive it to be better quality than public healthcare.
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4.2 Conclusion and Implications for Future Research

The Brunei Darussalam Health System Survey provides insight into citizens’
perspectives of a universal healthcare system in Southeast Asia. The context for this
study was unique in that Brunei Darussalam’s country profile and GDP are inimitable
compared to most other nations in the world; however, this does not preclude making
inferences about the utility of similar healthcare systems in other contexts. Despite
reduced financial barriers and the presence of remote medical services like the flying
medical service, rural populations are still less likely to utilize the healthcare system
when compared to populations residing in more urban areas. This finding demonstrates
the challenges associated with ensuring equal access for rural populations, especially
when populations are geographically isolated from the mainland, which is common in
many Southeast Asian nations. Universal healthcare planning should prioritize rural
populations to ensure that equal access is achieved and follow-up studies should be
conducted to understand population-specific barriers to healthcare.

Non-citizens are also less likely to utilize government healthcare in Brunei, however
the reasons for this were not adequately captured in the HSS because it was primarily
targeted towards Brunei citizens. Future research should investigate how non-citizens
interact with the national healthcare system and assess whether or not healthcare needs
are going unmet in this population. Furthermore, as the population of foreign domestic

workers increases in Brunei non-citizen healthcare utilization should be included in
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national healthcare planning efforts in order to adequately forecast future healthcare
demand and ensure that adequate resources are available.

Qualitative data collection would enhance further studies of the Brunei national
healthcare system by exploring citizens” expectations of and experiences with the
healthcare system. Healthcare access and equity is one way to assess the effectiveness of
the national healthcare system, however, healthcare quality and outcomes must also be
analyzed to determine if healthcare is both accessible and effective. Furthermore, the
HSS provides a baseline understanding of citizens’ attitudes and perceptions and would
be enhanced by implementing the HSS again at regular intervals to understand how
attitudes and behaviors change over time.

Brunei ranks low on international measures of civil liberties and human rights,
meaning that the HSS is a symbolic effort to gather feedback from the general
population (Ministry of Health, 2013). The government’s interest in the opinions of its
citizens will give voice to individuals who previously had no outlet to share opinions
regarding the national healthcare system; however, this exercise will only have utility if
the government implements operational and policy changes based on citizens’ feedback.
Additional evaluation efforts should be conducted to determine how or if HSS data
impacts government planning and allocation for healthcare services.

Overall, universal healthcare programs show promise for increasing equity in access

to healthcare. Brunei does have many advantages, however, such as high GDP that have
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accelerated its success. Other Southeast Asian nations will face greater challenges
ensuring adequate resources to fund healthcare services and reach vulnerable
populations. Findings of the HSS do indicate that well-funded universal healthcare can
reduce significant utilization disparities. Substantial financial resources do not, however,
guarantee equity among rural and minority populations and universal healthcare efforts
should incorporate measures to understand and address barriers to healthcare among

these groups.
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Personal informzhon such as vour name or IC mumber will not be wnitten down. Your answers are confidental.
This research 15 vohmtary. You can stop at any tine and vou may choose not fo answer some guestions. There 1=
netther a nsk nor direct benefits to vou I'll mive vou a @it as a token of apprecizhon after the mteriew.

If vou have any questions about the swvey, please contact the Mimstry of Health at one of these telephone
Tmmbers:
PD Maspdah bint Pg Haji Tengah Chmar- 8731005

Hajah Masmi binti Haji Thrahing 8739771
Hajzh Maedawati binti Haji Morsidi: 8732077
Jeffy bin Haji Awang Damit: 8712853

Dk Hajah Tuty Shahvina binti Pg Haji Mat Said: 8815270

If wvou have any queshons about bow the data are collected, please contact Fazalh ban Hy Jamm] at the Centre for
Stratezic and Policy Studies, telephone numnber 2445841 ext 1307,

Do vou have any questions about what I just told you? [ANSWER ANY QUESTIONS.]
Can we start the imtervew now?

IF NO: END INTERVIEW
IF YES: INTERVIEWER. SIGHS BELOW.

I certify that the nature and purpose, the potenfial benefits, and posable n=ks associated with participating in thes
research have been explamed to the respondent.

Drate Signature of Interviewer Prnted Mame of Inferviewer ID mmmber
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AIASA BERAMUT.A / TIMFE START: - AN/ PM

CATAT MASA / ENTEF. TIME BULATEAN /CIRCLE

BAHAGIAN=1 SECTION =1
LATARBFLAKANG EESFONDEN EESPFONDENRT BACKCEOTND

1 | Berapakzh wmmr awda (talun)? What 15 vour age (m years)?
3 18-29 3 40-59

2 30-39 S 60+

s= DE o=l EF

2 | Azama Febgion
1 Islam / Tslam

20 Buddha / Buddhost

3 Enstian / Christian

4 Lan-lam / Cithers

sADE OFF

3 | Apakzah taraf kerzkvatan awda? What 15 vour crhizenship?
13 Rakyat Brune: / Brume: cifizen

;- Penduduk tetap / Permanent resident

3 Penduduk sementzra / Temporary resident

4= Lain-lam / Cthers

s DE ;ORF

4 | Bang=a Face

13 Melavu Brumen (Brnme:, Tutong, Belait) / Brunes balay

2 Melavu Brumes laannya (Dusun, Bizava, Murut, Eedayan) 7 Cther Brune: Malay
3 Puak aszh lamn / Other maipenons (Tban, Punan, Kelabat)

43 Cina / Chinese

s Lain-lam / Cthers

s DE QOFF

3 | Apakah status perkabwinan awda? What 1= vour marital status?
12 Ezhwin / Marmed

;- Cerz / Diverced

7 Duda, Balu / Widowed

43 Bujang / Mever mamead

s DE QFF
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Apakah status pekerjaan awda? What 15 your emplovment states?
|2 Bekena, Eerajaan  Emploved, Govermment
i Bekena, Sektor Swasta / Employed, Prvate Sector
3 Bekena sendin / Self-employved
4 Bersara [ Retired
sl Tidak bekerja / Mot emploved

(= DE OFF
Apakah tahap pendidikan terfinggl yangz What 15 the highest educational level vou have
awda telah selezaitkan? completed?
12 Universit / University
[ HND A leval

s OMNC, Sekolah Vokaszional /ONC, vocational school

2 Sekolab Menengzh Atas atau Bawah / Lower or upper secondary school
s Sekolah Rendzh / Primary school

s Tidak ada pendidhkan razmm /Mo formal educaton

sHDE AFF
Berapakah jomlah pendapatan kesernua abh What 1= the total combined income of everyone in
mumnzh awda dalam sebulan? Termasuk the household per month? Pleaze include income
pendapatan dan semuz sumber sepert: pencenn from all sowreces, inclnding pensions and
dan bantuan Eerajaan government assistance.

13 Eurang dan $1,000 ¢ Less than 51,000
i 51,000 - £1,999
50 82,000 - £3 999

40 54,000 atzu lebih ! £4.000 or more
s DE OFRF

Termasuk awda dan pembanto rumak berapa  Including yvourself and any domestic belpers, howr
orang yang finggal di dalam romah mm vang  many people Ining in this bouwsehold are ...
" 2 Berumur 17 dan ke bawzh? / Age 17 and under?
b. Berumur 13-54 tzhun? / Age 18-547
¢. Berumonr 55 tabnn dan lebth? [ Age 55 and above?
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BAHAGIAN =1
PENGGUNAAN SISTEM KESTHATAN
EERAJAAN

SECTION #2
GOVERNMENT HEALTH SYSTEM
UTILIZATION

Dialam bahagian im, saya akan menanyakan awda
mengenal hospital kerajaan dan klmk! pusat-pusat
kesihatan Eerajaan. Terdapat empat buah hospatal

In ths section, I'll ask about government
hospitals and climes feentres. There are four
hespatals- EIPAS, PMMPAMHAR Tutong, 558

Eerajaan 1artn EIPAS, PMMPMHAB Tutong, SSB Belait, Belait, and PIHM Temburong. Climes and
dan PTHM Tembureng. Elimk dan pusat kesihatan adalah  centres are smaller than hospitals.

lebik kecil danpada hospatal.

10 | Dalam tempoh masa 6 bulan yang lal, berapa

di temnpat-tempat benkut?
Tidak termasuk rawatan ziz.

In the past & months, how many fimes did vou

kalikah awda telah mendapatkan rawatan perubatan  recerve medical care at the following places?

Please do not include dental care.

5

[ 47 |§811| 11+ | DK | BF

a. Hospital kergjaan ! Government hospital

]. -\3
|D ::' 3D _1D :1:| !'_D -H:I _|_|D

b. Elimk atam pusat kesthatan kerajaan /
(overnment health chinics or centres

1 O I T o P (o [ o o

¢. Lawatan ke mumah oleh pekenja kesthatan kerajaan /

Home vizit by govermment health worker

C1 [t o [ P Ly [ o [ o

d. Lam-lain seperth perkhidmatan kesihatan sekolah,
kbmik bergerak, khmk udara /
Other, such as school bealth service, motile chmies,
flying clinies

11 | Dalam tempoh masa 6 bulan yang lal, berapa
kalikah ahh lain dalam tumah awda telah
mendzpatkan rawatan 4 tempat-tempat berdout?
Tidak termasuk rawatan miz

In the past 6 months, how many tmes did other

members of yvour household recerve medical care at

the following places?
Please do not inclhude dental care.

U 1 -3 | 47 | §11 |12+~ | DK | EF

a. Hosprtal kergjaan /| Government hosptal

O|.ao|.a 3] .3 .3].a|.3

b. Elimk atam pusat kesthatan kerajaan /
Government health chinics or centres

o T [ [ [ [ [t [ (L I |

¢. Lawatan ke mumah oleh pekenja kesthatan kerajaan /

Home vizit by govermment health worker

QA A a a3

d. Lam-lain seperth perkhidmatan kesihatan sekolah,
khmik bergerak, klmk udara /
Other, such as school bealth serice, motile chmies,
flying clinies

47




12 | Secara ammya, sejauh manzkah awda berpuas

hat dengan hospital-hospital kerajaan?
Sila benkan markah mengikut skala 1-5, 1
“Sangat fidak berpuas hah™ dan 5 “Sangat

In general, how satsfied or dissafisfied are vou wath
government bospitals?

Please use a scale from 1 to 5, where 1 15 “Very

Dhssatisfied” and § is “Very Satisfied ™

berpuas hat.”™
1 p 3 4 5 DE | EF | NA
Sangat tidak Sangat
berpuas hati | berpuas hati |
Very Very zatisfied
dizsatizfied
a. Kualih rawratan /
Q'l.l.dlh' U‘F reatment I : :D D ;D !D -hD _-_;: _',!D
b. Masa memumzen [ Wait times i 20 ol a < [ [ i |
. Jarak dan mumah / L | :d Q| -3 Pim | 0| s3] -0
Distance from home
d. Waktu dibuka / ] fm] [ fim] A 2] -0
Opening hours
e. Doktor / Doctors = 2 8] A pim i [ o [
f: ]uml:m‘at ! N'I.L'I.".'rﬂ"_'- I :I :D 3D ;D !D -FD _-_;:I _7D
E. Eemmdahan / Facilihes ::I :D 3D i 1D .hD .-,;:I s

13 | Se9auh manzkah awda berpuas hati dengan
klmik stan pusat-pusat kesihatan kerajaan?

Tidak termasuk hospatal.

S1la benkan markab mengkut skala 1-5, 1
“Sangat fidak berpuas han™ dan 5 “Sangat

Howr satisfied or dissatisfied are vou with

government bealth chimes or centres? Flease do not

melude bospatals.
Please use a scale from 1 to 5, where 1 15 “Very

Dhszatsfied” and 5 15 “Very Satizfied ™

berpuas hat.”
1 2 3 4 5 DE | EF | NA
Sangat tidak Sangat
berpuas hat | berpuas hat |/
Very Very zatisfied
dizsatizfied
a. Kuahh rawatan /

Q‘uﬂil‘_l.' of treatment ::I ::I 3D 4D 1D .hD .-,;:I s
b. Masa memungen [ Wait times fm] I e i ] fim] S22 ;0
¢ Jarak dan rmumah / i .0 [ i [ o [

Dhstance from home
d. Waktu dibuka / | b | [ [ Al | (o [ e i

Opening hours
e. Doktor / Doctors a 1M | sd a fim | 2| s3] .50
£ Jwurawat [ Nuses L | o1 | 3 il | i | T P [
£. Eepmudahan / Facilifies = i | a . s [ i |
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BAHAGIAN &3
PENGGUNAAN SISTEM KESTHATAN
S5WASTA

SECTION =3
PRIVATE HEALTH SYSTEM UTILIZATION

14 | Dalam tempoh masa 6 bulan vang lal, berapa
kalikah awda dan ahl dalam rumah awda
mendapatkan rawatan perubatan di tempat-
tempat benkut?

Tidak termzsuk rawatan migl atan perubatan
alternatf.

In the past 6 months, how many times did vou and
members of your household recerve medical care at
the following places?

Pleasza do not mchide dental care or alternative
medical care.

0 1 4-7 ] 811 | 11+ | DR

RF

a. Jeudong Park Medical Centre Hospatal (JPMC)

a[a O .3 | .d]|.3] .3

JIEA SOALAN 14A 1EBTH DART “0."
TANYA SOATAN 14B:

Berapa banyak dan lawatan-lawatan ke JPMC 1tu
adalah kerana myukan dan doktor kerajaan? /

b.

IF QUESTION 14A IS MORE THAN “0,” ASE
QUESTION 14B:

How many of these visits to JPMC were refanrals
from a government doctor?

1| L O [ [ o [ |

o. Elinik atau dektor swasta di Bruned Daruszalam /

Private elimc or doctor in Brunel Darussalam

5D _xD

d. Penjagaan kesithatan swasta luar negen /

Private healthcare prowader abroad

;D jD & : .HD .R.ID

JIEA S0ALAN 14A, 14C, 14D KESEMUANY A ADATAH “07 — SILA TERUS KE SOALAN 17/

IF QUESTIONS 144, 14C, 14D ARF ALL “0®

» GO TO QUESTION 17.

15
berapa banyak jmlak wang keserrma akh
dalam romzh awda digunakan untuk membayar
rawztan perubatan swasta? Tidak termaasuk
sumbangan dan majkan, jika ada.

Tidak termasuk rawatan g1m1.

Dralam temmpoh masa 6 bulan vang lalu, k.i_n—kin In the past & months, sbout how much money did

everyone in your household spend for private
mediczl care? Please do not include anvy
contribution from employers, 1f any.

Fleaze do not mchude dental care.

13 50

. §1-548

s 250-5148

4 $150-5499

<1 £500-51.9%9
o 32 000-%4 9948
7 8 35,000 or more
sO0DKE OFRF
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16 Dalam tenepoh maza 6 bulan yang lahn -

Pleaze think about why vou and members of your

Fikirkan sebab-sebab awda dan ahli dalam bousehold used private medical care mn the past &
mumah awda mendapatkan rawatan swasta months. Thd vou use prvate medical care because
(bukan kerajaan ) Adakah kerana khmk / it...
hospital swasta (bukan kerajazan) rfu .
Tidak | Ya DE | EF
'No Yes
a. Membenkan ubat-ubatan yang lebth baik? / a ;& P |
Has better medications?
b. Ada doktor vang sama sehiap kall awda ke sana? / | 0 T [ |
Has the zame doctor every time yvou zo there?
c. Mempunyval masa menungen vang lebih pendek? a . P |
Has shorter wait fimes?
d. Mempunyal waktu buka yang lebih panjang? / a fim| = | L8
Haz longer opening boursT
e. Mempunvan doktor dan jurmurawat vang membenkan rawatan yang | 0 e [ |
lebik bak? |
Has doctors and nurses that proinde better treatment?
f Mempunyal doktor dan jurarawat vang berkomumkan dengan lebih M | .0 P [ |
baik? /
Has= doctors and purses who communicate better?
£. Mempunyal kernudahan vang lebih bak? / a :a 50 | .0
Has better facilihes?
1. Lebah dekat dan rumab awda? / 1 :a 53 | L0
I closer to your home?
b. Lam-lamn {nvatakan)? / B 1 [ It [ o |

Other (specify)?
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17

(SOAL SEMUA RESPONDEN): [ASKE ATL RESPONDENTS):
Bavangkan jika penduduk dikehendaki untuk
membiaval rawatan pembatan. Adakah awda
sanggup unfuk membayar rawatan vang
berkuaht tingm dan mdah didapat da. .

Imizzime that peopls were asked to pay more for
medical care. Are vou willng to pay for hgh-quahty
and accessible medical care af ...

Tidak / | Ya /Yes | DK | EF
No
a. Hospital kerzjaan? [ Government hospitals? a3 -d 2 | L0
b. Ehmk atau pusat kesihatan kerajaan? / a Py | =2 | 58
Government health chimies or centresT
c. Hospatal swasta (JPMC)7? / a P | = a3
Private hospatals (JPMC)?
d. Elimk atau pusat kesihatan swasta di Bruner Darus=alam? / a . = | 58
Private health clmics or centres in Brune: Damssalam?
e, Hospital atau klink swasta di hnar negen? / a3 -d 2 | L0
Private hospitals or climes abroad?
BAHAGIAN #4 SECTION =4
EAWATAN GIGI DENTAL CARE

18 | Dalam tempoh masa 12 bulan vang lalu, In the past 12 months, have you recerved dental care
pernahkah awda menerima rawatan g dann froma .
- Tidak Ya i DK RF
Ne Yes
a. Doktor mm Eerajaan? | Government dentist? ] fim] Jim] Jm
b. Daktor gz swasta? / Pavate denfist? . bl | ad s

19 | Sejauh manakah awda berpuas hati dengan
rawatan gign dan tempat-tempat bertkut? Sila

berkan markzh menmikut skala 1-3, 1 “Sangat

How satisfied or dissatisfied are vou with dental care
from the following sourcesT Please use a scale from

1 to 5, where 1 iz “Very Dissatisfied” and 5 15 “Very

tidzk berpuas bat” dan 5 “Sangat berpuas Sansfied.”
han”
1 2 3 4 5 DE | EF | NA
Sangat adak Sangat
berpuas hati | berpuasz hati |/
Very Very satizfied
diszatizfied
E.DD]':IDI g'i.giKm;am ! :: :D _'-.D ].D =D .g: .-j: .'.':
Government denfist
b. Doktor g@. swasta [ I - :D _'.._D ;D A _!: _._;:I _7:
Private dentist
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20 | Setakat manakzh awda berpuas hati dengan How satisfied or dissatisfied are vou with the
aspek-aspek rawatan ;i dan doktor Eerajaan  followang aspects of govemnment dentzl care? Please
benkut? Sila berikan markah mengikut skala  use a scale from | to 5, where 1 15 “Very

1-5, 1 “Sangzat tidak berpuas hah™ dan 5 Dhssatisfied” and 5 15 “Very Sahisfied ™

“Sangat berpuas hah ™

1 2 3 4 5 Dk | EF | KA
Sanzat adak Sangat
berpuaz hati berpuas hati /
Very Very satisfied
dizzatizfied
a. KEuabih Fawatan | ::I ED _'-.D i | m | .g:l .-_;:I .',':I
Cruzlity of treatment
-EI. }‘-Iaﬂa }-Ierﬂmgg.l r ::' ED _',D ;:I :D _!:I _,: .7:
Want times
c. Jarak dan rumah [ Dhstance = U R o | Jd U [ R i |
d. Wakitu Dhibuka / 1 A O I | s L [ R i i |
Crpening hours
B D’Dhﬂ]’ g'.l.;ﬂ. ! DEIti.:tS :: ED _',_D ;: :D _!: _,: _7:
f Kemmdahan / Famhities a2 1 [ | s [ e [ |

21 | Adakah awda szanggup membayar rawatan Are vou willing to pay for hugh-quabity and
pergigian vang berkualii fingz dan mudah accessible dental care from ...

didapat dam...
Tidak Ya DK EF
No Wes
a. Doktor ;i Berajaan? / 1= o | i | I |
Government dentist?
b. Doktor mg1 swasta? ( Provate denfist? = | = gl
BAHAGIAN &8 SECTION #5
PENJAGAAN PERUBATAN ALTERNATIF ALTEENATIVE MEDICAL CARE
22 | Dalam tempoh masa 6 bulan vang lalu, berapa I the past 6 months, how many tmes have vou and
kahkah awda dan ahh dalam mmsh aweda members of vour household recerved medical care
mendapatkan rawatan dan. .. from ...
0 1 13 47 | 811 | 13+ DK EF
a. Perubatan Izlam / Islamie healer | :0 g1 | Fim| s o s a0
b. Eawatan Kampong sepert dukun’ a P F | P Pl | P | i | |
Kampong treatment such as dukun
[ =8 PEHJ.‘DE.TEJ'_ ‘U.EJ:'.J_."].DII.:L C]IE ! |D ED :D ;D _alj r|:| _hl:l .|_|D
Chinese tradifional healer
d. Lain-lain / Chher | :0 g1 M | i i | s s s
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Sava inmin mendapatkan pendapat awda

mengenal perubatan alfernatf Sejauh manzkah
awda bersetnju dengan kenyvataan benkut? Sila

berikan markah mengikut skala 1-3, 1 T'Sﬁngzt

tidak bersetum” dan 5 “Sangat bersefuju

['would like to ask your opimion about altemative
medicmes. How much do you agree or dizagree
with the following statement=7 Flease use a seale

from 1 to 3, where 1 15 “Complately Thzagree” and

515 “Completely Agree.”

1 . 3 4 5 DE | EF
Sangat ddak Sangat
bersetuju |/ berzetuju
Completehr Completely
Dizazree Apres
a Rawsatan dan perubatan alternanf adalah a A 3] 8 fim Pim |
berkesan untuk masalah kesihatan
firikal /
Altermnative medicine has effective
treatments for physical health problems
b. Rawatan dan perubatan alternatif adalah a £ [ T [ P | fim | Pm ) i |
berkesan untuk masalah kesihatan
mental /
Alternative medicine has effective
treatments for mental health problems
o. Perawat alternanf memben lebah 3 FL [ 1 [ | <0 43 | -3
perhatian kepada pesakat berbanding
kan dengan doktor dan junirameat
moden
Alternative healers pay more attention to
patients than meodern dectors or murses
do
BAHAGIAN #6 SECTION =6
STATUS KESIHATAN HEALTH 5TATUS

24 | Secarz wnnminya, tzhap kesthatan awda adalah .

In general. 15 your health ..

10 Cemerlang / Excellent?
;0 Sangat baik? ! Very zood?
10 Baik? [ Good?

s+ Sederhana? / Fair?
+0 Ewrang baik? / Poor?
sODE

s EF
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25 | Berapa han dalam 7 kan vang lalu awda Dhnng the past 7 days, on bow many davs did vou

melakukan kegiatan aktnit fimkal vang do vigorous or moderate physical achvites?
imtensif atan sederhana? Contohmya - berlan, Examples of these activifies are nmming, brsk
berjalan pantas, atan kelas senaman. walking or exercise class.

__ hai/days (0.} sODE LOFRF

26 | Adakah awda sekarang menghisap atan Do vou cwrently smoke or chew any tobaceo
mengunakan apa jua jems produk tembakan products such as cigarettes, cigars, or pipes’
sepertl rokok, cerut, atan paip?

1 Tidak / Mo

2 Ta, setizp han / Tes, daily
30 Ya, tidak setiap han  Yes, less than daly

a0 DE ORF
27 | Ingafi kembali apa vang awda makan dan Think about all the food and beverages vou had
munum kelmann, vesterday.
Berapa banvak hidangzan benkut awda telah How many servings did vou have of ... vesterday?
mazkan ! pymum kelmanm?
Nombor /
Number

a. Emh Melayu (bmgka kusm, or sen muka) /
Malay cakes (bingka, kuswi, or sen mmka)

b. Makanan bergoreng sepert avam goreng, kentang goreng, 1kan goreng [/
Fred food such as fned clicken, chips, or fiied fish

o Eeropok atau makanan segera sepertl pizza atau burger /
Cnisps or other fast food such as pizza or burgers

d. Buah-buahan (1 lndangan = 1 buzh sederhana, 2 buzh kecil, 1 cawan buah berpotongan) /

Frmits (1 servng 15 | medivm piece, ? small preces, 1 cup diced pleces)

e. Sayur-sayuran (1 dangan = %: cawan or 1 cawan ulam-ulaman / salad) /

Vegetables (1 serving 15 ¥ cup or 1 cup of salad vegetables)

f Mee segera /
Instant noodles

£. Mimuman nngan, munuman bergas, atau kordial /
Soft donks, fizzy dinks, or cordials
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28 | Dalam termnpoh masa 2 munggn vang lalu,

Crver the last 2 weeks, how often have vou bean

berapa kerap awda rasa tergangzu oleh hal-hal  bothered by the followng problems?
benkut?
Tiada | Beberapa Lebik Hampir | DE | EF
langz=ung | har / dari setiap
Mot at A fow semingen hari /
all davs ! Alore Nearly
than half | every day
the davs
a. Flasa pementar atan “kabak-kabak ™ | L 3 Fim | L [ |
gelisah, atau reszh /
Feeling nervous, amaous, or on edze
b. Tidak dapat menshentikan atau L | 2 | Fim | L [ |
mengzawal rasa bimbang /
Mot being able to stop or control
WOITYIng
. Burang bermimat atan kurang seronok = - P | A L [ |
dalam membuat apa juz perkara /
Little mnferest or pleasure in doing
thing=
d. Fasa sedibh morung, atan tiada | L 3 Fim | L [ |
karapan /
Feeling dowm, depressed, or hopelass

How many times do vou usually wash vour hands
mn a day? Pleaze do not melude “wrudhu.™

29 | Berapa kah biasanva awda mencuen tangan
dalam sehan? Tidak termasuk bersrudin.
1 Tiada / Hone
12 1-2
s34
(58
279
(= 10 atzn lebah / or more
s DE OFRF
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BAHAGIAN =7
PEREANAN MASYARAKAT

SECTION #7
THE PUBLIC'S ROLE

30 | Dalam tempoh masa 6 bulan lalu, awda

mempelzjan maklumat kesthatan dan.

In the past 6 months, have you leamned about health

from ...

Tidalk Ya. Dk FF
No Yes

a. Surat khabar, radio, atau televisyen? / a 2 i | I |
The mewspaper, radio, or televizon?

b. Fizalah brosur, atau persuratan? / a . d o
Pamphlets, brochures, or maihngs?

¢. Internet - Eementenan Keshatan? / 2 fim) e Fim
Internet - Government Mimsty of Health?

d. Internet — sumber lam? 1 | i | I |
Internet — other sources?

e. Telefon, SMS, Whatsapp? / = ) = o=
Telephones, SMS, Whatzapp?

f Papan iklan? / . | :d +d 0
Ballboards?

g Eawan atau keluarga? / . | .2 = o
Frerds or farmly?

b Doktor, junmawat, dan pekena kesihatan lam-laim / .| 2 i, | o
Droctors, murses, and other health workers

31 | Apzkah jenss makhimat kesihatan yang awda
berminat unfuk mengetabn dengan lebih

What tvpes of health informaton would you be
mterested in learming mere about?

lanat?
Tidalk Ya. Dk EF
Na Yez
a. Rawatan penyakyt / 3 2 i | |
Treztments for diseases
b. Tanda-tanda dan simptom-simptons penvakit / 2 fim) e Fim
S1zns and symptoms of diseases
¢. Permzakanan dan menguwrangkan berat badan / 1 | i | I |
Mutmhon and weight loss
d. Tekanan dan kezthatan mental / =2 L 4= o=
Stress and mental health
e. Kegmatan fizikal / Physical actrty . | :a i | sl
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32 | Eementenian Kesihatan mengadakan aktiviti-  The Mimstry of Health conducts activities to

aktnitl promosl kesthatan awam. Apakzh promote the pablic's health. What types of activities

Jemis-jents aktratl vang awda berminat imtuk are you inferested m?

kot serta?

Tidak/ [ ¥a/Ye: | DK | RF
Na

a. Pemenk=aan kesihatzn sepert tekanan darzh fingm, kelestera] / i | 0 s | =0
Screenings for health problems such as hgh-blood pressure, cholestercl
b. Eaunseling kesthatar awda dan keluarga awdz / u .d U [ |
Counselimg about vou and your familv's health
o. Ses1 pendidikan keshatan oleh pakar-pakar tentang cara menyaga = -2 = |20
kesthatan awda dan keluarga awda / Education sessions by experts
about how to keep you and vour famuly healthy
d. Aktrat-aktrvin fizikal seperti “walk-a-thon” dam kelas senaman / = -0 s | -0
Phy=ieal activities such as walk-a-thons and exercise clazses

33 | Sejauh manzkah awda barsetyu dangan
kenyatzan benkut? Sila benkan markah

dan 5 “Sangat bersetyu”

How much do vou agres or dizagres with the
following statements? Please use a scale from 1 to
mengikut tkala 1-5, 1 “Sangat tidak bersatwun™ 5, where 1 15 “Completely Disagree”™ and 5 is
“Completely Agree.”

1 2 3 4 8 DK EF
Sangzat ddak Sangat
berzetuju / berzetuju
Completely Completelr
Dizagres Agree
a. Awda cuba menzambl tindakan 1N 1 [ [t Ty | Al s o
untuk mencegah masalah kesthatan /
You trv to take action to prevent
health problems
b. Awda lebah rela untuk memkman 3 1 [ [ (i | Pl | =0 s
kelndupan danpada memikukan
tentang masalah kesthatan /
You would rather emjoy hife than
worry about health problems
c. Awda sanggup untuk 1 1 [ [ (i | il | =0 ad
mengelakkan makanan kurang sthat
demi mengekalkan kesihatan awda /
You are willing to avoid unhealthy
foods to maintam your health

57




34

Sejauh manakah awda bersetuju dengan
kenyataan benkut? Sila benkan markah

mengkut skala 1-5, 1 “Sangat idzk bersetyn”™

dan 5 “Sangat bersetuju”

How much do you agree or disagree with the

following statements? Please use a scale from 1 to

3, where 1 15 “"Completely Dhisagree”™ and 5 15

“Completely Agree”

1
Sangat tidak
bersetuju |
Completely
Dhsagree

-

k]

1

o

Samgat
berzetuju /
Completely

Agree

DR

a. KEesthatan awda adalah dalam kawalan
awda |

You are in control of your health

12

.0

2

J.I:

b. Eerap berhubung dengan doktor atau
Jururawat adalah cara terbaik untuk
mengelakkan penyakit /

Having regular contact with your doctor
or nurse 15 the best way for vou to aved

illness

sd

A

Jj:

o Awda akan kekal sibat jika berindzk
dengan betul /

If vou take the nght achions, you can stay
healthy

!D

A=

J,l:l

d. Doktor dan jorurawat mengawal
kesthatan awda /

Doctors and murses control vour health

.a

A

Jj:

e Setiap kal awda pubh dari penyakit, 1a
brasanva keranz pemedulian vang bak
dan doktor dan junarawat /

Whenever you recover from an illness, 1t
15 usually becanse doctors and murses

have been taking good care of vou

.0

e

J.I:

f Tika aweda jatuh sakit, tabiat awdalah
vang menentukan secepat mana awda
akan sembuh /

If vou get sick, if 15 vour own behatvior
which determines how soon you get well

again

0

4
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35 |Ingatkan kembah ketika doktor telah merawat Think zbout the times when a doctor has
awda untuk mazalah kesihatan dalam tempoh treated vou for a health problem m the past 6
masa & bulan yvang lale. Adakah awda. .. months. Dhd vou. .

Tidak' No Ya'Ye: |DKE | EF | KA

a. Memakan semua ubat menmkut seperth mana yang = ] 1| LH L
telah diarahkan oleh doctor? /
Tzke all vour medication as presenbed by yvour

doctor?

b. Menghadm rawatan susulan? / 1 .0 I [ i

Attend all vour follow-up visis?

36 | Adskab awda atau ahli dalam mumah awda pada  Are vou or any members of your bousehold

masa ml mempunyval perlindunsan msuran curently covered with private medical insuwrance
perubatan swastz vang dibeli sendim aleh ahh that vour household has purchased? Do not
munah awda? Tidak termasuk perlmdungan include inswrance provided by an emplover.

mnsuran oleh mapkan

& Tidak / Mo
10 Ya/ Yes
s DE

s EF

MASA BEEARHIR / TIAME END: : AM / PM

CATAT MASAVENTEETIME  BULATEAN /CIRCLE
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BAHAGIAN =§

PEMERHATIAAN EESPONDEN

SECTION #8

EESFONDERT OBSEEVATIONS

1 Berapa banvak kajisehdik vang permah awda

ikuti, termasuk yang im?

Masukkzn bilangan / Enter number

Inclading this survey, how many surveys have you

ever taken?

4

2 Sejanh manzkah awda bersetnju dengan
kenyatzan benkut mengenal kajisehdik? Sila
berikan markah mengmlut ckala 1-3, 1 “Sangat
fidak berzetum” dan 5 “Sangzt bersetyu.”

How much do you agree or dizagree with the

following statemnents about swveys? Pleazse use a
seale from 1 to 3, where 1 1z “Completely Dizagres™

and 515 “Completelv A zree.”

1 - 3 4 ] DE | EF
Sangat Sangat
tidak barzatuju |
berzetuju | Completely
Completely Aszree
Dzagree

a. Menvertan kapselidik adalah menank / a0 0 a8 g | 2 | =0
Participating in surveys can be interesting
b. Eajiselidik seperti im menghasilkan a0 0 a8 g | 2 | =0
keputusan vang dipercayal /
This type of research produces reliable
results
c. Kajisebdik adalzh berfaedah untuk q| P [y | | s | LH2
mengunypul maklumat ¢
Swrveys are useful ways to gather
information
d. Sebzhaman soalan dalam kajizehdik a P [ I [ | | I [
adalah sangat susah /
The questions in some swveys are too
diffienlt
&. Kapzehdik menanyakan soalan-sealan qu| 0 8 | 2 s 0 | =0
vang terlaln penibadi /
Swrvevs azk queshons that are too
personal

3 Sejauh manzkah awds Ingin menyerta
kapselichk zeperti i i masa-masa akan

How mch would vou hike to participate m simalar

surveys mn the future?

datang?
& Banyak / A lot
;0 Sedikat /A hittle

;0 Lanzmung odak / Mot at all
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BAHACGIAN 9 SECTION =9
PEAMERHATIAAN PENEMUDUGA INTEEVIEWER OBSEEVATIONS

Bahasa temuduga Language of mterview

1 Melayu sahaja / Malay only
;3 Inggens sahaja / English only
3 Eesdua-dua Melayu dan Inggens / Both Malay and Enghsh

Jantma Responden FRespondents” (render

B Lelaki / Male
5 Pevemypuan / Female

Adakah wudah ztau suszh bag responden How easy or difficult was 1t for the respondent to
mntuk menjawab soalan-soalan m? answer the questons?

13 Sangat mudah [ Very easy

;0 Agak mudah | Somewhat easy
100 Agak susah [ Somewhat diffienlt
s8 Sangat suszh  Very difficult

Sejauh manakah rezponden berminat terhadap  How interested or uminterested was the respondent
kapselicik a7 m the survey?

13 Sangat bermimat | Very imnterested
;00 Agak bermminat | Somsewhat mterestad
10 Agak tidak berminat / Somewhat uninterested

10 Sangat odak bermimat / Very nmnterested

Apakah mnteraks penbadi awda dengan How good or bad was your personal inferachion
responden’? with the respondent?

13 Sangat baik / Very good
s Agak baik / Somewhat good
s Agak buruk [ Somewhat bad
{1 Sangat buwuk  Vary bad

Eetka mula-pomla berpumpa dengzan responden,  When you first approached the respondent, how
sejauh manakah responden bersetju unfuk 1kut  agreezble was he or she to parbcipaing m the
serta dalam kajiselidik a7 Survey’?

13 Sangat bersetum / Very agresable
;0 Agak bersetuyu / Somewhat agreeabla
30 Tidzk bersetuju / Mot at all agresable
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7 Adakah ahli-abl benkut hadir semasa Were any of the followmmg pecple present during the

termdngz 1?7 mterview]

Tidak / Ya!

No Yes

a. Pasangan responden | Respondent’s spouse a0 0
b. Anzk-anak responden /| Fespondent’s chaldren = |
¢. Ibu-bapa responden ! Respondent’s parents a0 0
d. Abli keluarga responden yang lam / Other fanuly member of the respondent = |
e. Lain-lain vang bukan zhl keluarga responden / Crther non-family member 0 0

8 Bag berapa banyak socalan responden dibantu  For how many questions did someone else help the

oleh orang lam, seperh mencadangkan respondent, such as by suggesting answers or
jawapan atzu membentzhu fakta? providing facts?
a0

;01 sealan’ 1 queshon
;& 2-3 soalan / 2-3 queshons
s 4-5 sealan | 4-3 queshons

«& & atau lebih soalan / & or more questions
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