4.1 Introduction

¥
CHAPTER 4 : FINDINGS A
N3

This chapter presents the systematic review result Ys:('ne, quantitative
results of the phase Two study, followed by the accura tran rM&es of the
respondents and the themes that emerged from the qu ive findings i I’ha E%’n?:ee.

For systematic reviews, the outcome m: f i% the p{JXa'llence of
Orang Asli with behavioural and metaboli% f Nﬂ)s. ile f Y.quantitative

ic @hcteristics of the

p@(%bserved correlations

study, the descriptive results mainly imathe demo

study sample while the inferential Statistic resu!E\lMg

S
€. 4;@/%2 associations between

for the qualitative findings,

g

between knowledge, attitud practtl’ces

independent variables and Y\'Cj 0
the data were organis% ubthemes
theme.
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4.2.1 BQUralRi Fact

L
4.2.1.13u Selection

\rom personal communication with the Institute for Public Health Malaysia,

@ ata for behavioural risks of NCDs were available specifically for the Orang Asli

b or'e ba'g analysed to reveal the major

77
&
B

ategories. Instead, all the Orang Aslis were grouped under the Other Bumiputera
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category that also included the Indigenous people from Sabah and Sarawak in East

Malaysia. The letter of their reply is shown in Appendix 15. Y'
The search was performed on the 26" of March 2019. A t@ 632
potentially relevant citations were retrieved, of which 57 were duplicatc Citations and

thus removed. Screening the title and abstract further excluded anothet 1527 citations.

Full papers were then reviewed, and only 12 citations met t}% ion criteria. The

N

process of each step in the review is described in Figure 4.
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|  Full -text articles excluded with reasons (n=136)
é No OA or OA in other Bumipurta category
(19);
No prevalence on NCDs risk factor outcome
(13);
Review article (2);
Abstract only (1);
Qualitative studies (1)
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Figure 4.1: PRISMA Flow Diagram Study Selection Process on Behavioural Risk Factors of
NCDs
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The publication trend and the years of study being conducted are shown in
Figure 4.2. The first study was published in 1991 (1 citation). There was a I(W
after that until 2007 whereby there was one publication each years @7 (1
citation), 2010 (1 citation), 2011 (1 citation), 2012 (1 citation), 2013 ( ion), 2014
(1 citation), 2016 (1 citation) and 2017 (1 citation). The latest pubM:n was found

in 2018 with 3 citations. V

In terms of the year the study being conducted, e;hes' was the study

published in 2002 while the latest reported year of rese 015 Four
citations did not report when the study was c incl 'th&“aarhest
publication in 1991. The publications stagnate 991 t 2 nd ongy tarted to

increase after 2007. The increase was @ e y%‘ar 8 H@er the latest
—_—
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Flguri nd for the[Stdi€s on@woural Risk Factors of NCDs by Years and Count
@tudy Characteristics

The characteristics of each study are provided in Table 4.1. All the studies
were observational cross-sectional studies. The study sample size ranged from

thirteen to 482 adults. The minimum age in the studies was 15. All the studies
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involved both genders. Among the eight studies that reported the number of

respondents based on gender, seven (87.5%) studies had a higher number of e

respondents.

N
O

Table 4.1: Characteristics for Behavioural Risk Factors of NCDs W

Author, Period Study Respondents and Setting
years design n State Age,mean(SD) Tribe
Alj, NR Cross- 50 Selangor  37.6 (IYV Temuan, Jahai
Shamsuddin sectional
& Khalid '
(1991) D
Yusof et al. 2002 Cross- 138 Perak 0, \MTemiar
(2007) sectional  M:35.5% 29.2°(12) ¢ v
F:64.5% NG
Poh et al. 2002- Cross- 29 R _\
(2010) 2003 sectional Ty
Ngui et al. 2007- Cross- 167 Se@Mah Meri,
(2011) 2009 sectional an, Semelai,
n, Orang
uala
Othman et al. NR Cross- 35 Semai
(2012) sectional  M: 2&
2 77.1%
Ahmad etal. 2009- Cross- Selentar,Mah
(2013a) 2010 sectional Meri, Kintak
Cheng et al. 2011 Lanoh
(2014)
Pell et al., 2013- NR
(2016) 2014
Chua et al. NR 4828 18 above, Jah Hut, Temuan,
(2017) W A () 35.4 Che Wong
\ | s S
Ahmad et al. 201& rossw. 1 & ak 18 above, NR
(2018) i :27.1% 35.5
F: (1) b
Rohin et al. <4 Kelantan 18-60, Temiar
(2018) M: ) 36.69 (1.28)
yy Fﬁ”/o
18 above, Jakun

ectional

_CNF61.6%

median=

§\~ Pahang
:38.9%

39.5

Wong et w 15 i
(2018) :
A viations: M, Male; F, Female; NR', Not reported; SD, Standard deviation

0% The number of studies conducted among the three main tribes of Orang Asli is

own in Figure 4.3. Three studies (Poh et al., 2010; Pell et al., 2016; Ahmad et al.,

2018) did not specify the Orang Asli tribe involved in the study. For the studies
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conducted amongst specific tribes; three studies amongst Temuan (Ali, Shamsuddin
& Khalid, 1991; Ngui et al., 2011; Chua et al., 2017). Two studies were done

the Jahai (Ali, Shamsuddin & Khalid, 1991; Yusof et al., 2007), Jakun %\t al.,
2011; Wong et al., 2018), Mah Meri (Ngui et al., 2011; Ahmad et al., ), Temiar

(Yusof et al., 2007; Wong et al., 2018), Temuan (Ali, Shamsuddin & Khalid, 1991;

Ngui et al., 2011), and Semai (Ngui et al., 2011; Othmaq‘ et al., 2012) groups
gt

respectively. One study each was conducted among the

and Orang Kuala by Ngui et al. (2011), Seletar, and Ki by hM.‘(ZOBa),

Y-.

Lanoh by Cheng et al. (2014) and Che Wong and Jah y Cheng ) 12(@
¥

ko \’ ~

lt'bes of Semelai

Batek 0
Mendng 0O
Jahai I 2

Negrito
i

Kensiu 0
Lanoh s 1
Kintak I |

SemogBen 0
Jah Hut s 1

Che Wongz IS 1

Mah Mern I
Semal I
Temiar I
Semelal IEEEEEEE———
Temuan I

Senoi
=

Orang Kanaq 0
Orang EualaTant I |
Jahun I 1
Orang Selatar IEEEEE—————— ]

Proto-Malay
S

0 035 1 1.5 2 25 3 35

4
N
Q Figure 4.3: Number of Studies Conducted on Behavioural Risk Factors of NCDs
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4.2.1.3 Risk of Bias within Studies

Table 4.2 provides a detailed description of the methodological qu it}Ytze
included studies. Eight (66.7%) out of the twelve included studies i %review
received a quality score of more than or equal to five. Citations by l$l. (2010)
and Chua et al. (2017) with eight, followed by Wong et al. (2018) withyseven, Ngui et
al. (2011) and Pell et al. (2016) with six score and Yusof et 7), Ahmad et al.

(2013a) and Rohin et al. (2018) had a quality score of five.

In terms of the selection of respondents, most o st iMq pride
J N
any description of the sampling strategies (Ali, uddin & Khalid! 1 9].)‘@[hman

4
et al., 2012; Ahmad et al., 2018; Rohin et al., 2 “The S&%l e Was\ﬂg‘:justiﬁed

or deseribed satisfactorily in the studiespcOhdydted ShanfSQiiin & Khalid
o

(1991), Yusof et al. (2007), Ngui et al. ), Othma

¢ al. (2012), Ahmad et al.

(2013), Cheng et al. (2014), Pel %(2016&* : é\al. (2018). Only three
0 e,
studies reported the response fate, namely«~Poh al’ (2 , Ngui et al. (2011), and

\ :
Wong et al. (2018). Y. ' S
!
The outcome a%ent wa?tggi P(s% self-reported methods since all

@,

the studies collec@@usind the\f’hod o@rvey. All the studies used appropriate

&
statistical test EEMS clearly l'ed t@lyse the data.
@ 2 C,)

42.1.47P &Ke of Smoking/
&e ummary for the p@a ence of smoking behavioural risk factor shown in
~

N& Seven studies reported that the prevalence of smoking among the Orang
i ranged from 27.8 % to 56.9 %. All studies used ‘current smoker’ as the exposure

efinition. The weighted mean prevalence for smoking behaviour was 45.8%.
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Table 4.2: Quality Assessed for Behavioural Risk Factors of Studies
¥

Reference Selection (5) Comparable (2) Outcome (3) Total
Representativeness of  Sample Non- Risk factor Confounding factors  Outcome Statistical test (10)
the sample size respondents  ascertainment assessment

Ali, No description Not No Tool is available or ~ Cantrol¥or any Self-report  Clearly described 4

Shamsuddin & justified description described* dditienal factor * * and appropriate *

Khalid (1991) w'

|

Yusof et al. Somewhat Not No Tool is availabl Co tkﬂ\f#ny Self-report  Clearly described 5

(2007) representative * justified description described* iti a * and appropriate *

Poh et al. Truly representative *  Justified Comparable  Validated Self-report  Clearly described 8

(2010) and and response measuremuv ; * and appropriate *

satisfactory  rate is  K¥
* satisfactory. \' 0\
. oy A
Ngui et al. Somewhat Not Comparable  Tool i 'l's.% h‘t’ol for any Self-report  Clearly described 6
(2011) representative * justified and response cfﬁa'bed* N /additional factor * * and appropriate *
rate is ﬂ 4 ‘—}
satisfactory. <3'
; NS

Othman et al. No description Not No a a la } None Self-report  Clearly described 3

(2012) justified descr * and appropriate *

Ahmad et al. Somewhat Not N, ol is a able or  Control for any Self-report  Clearly described 5

(2013a) representative * justified S 1 cri additional factor * * and appropriate *

) n\_; o &
Cheng et al. No description Not % To ({1_)5 available or  None Self-report  Clearly described 3
(2014) d ibed* * and appropriate *

Justlﬁein*'ﬂ'esc?%y’ ‘)
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Table 4.2, continued

A3

Reference Selection (5) Comparable (2) Outcome (3)
Representativeness Sample size Non- Risk factor Confounding Outcome Statistical test
of the sample respondents ascertainment factors assessment

Pell et al. Somewhat Not justified No Validated Con‘gll?or any Self-report * Clearly

(2016) representative * description measurement additi factor described  and

tool. ** *% appropriate *
|
Chua et al. Somewhat Not justified Comparable % o%any Independent Clearly
(2017) representative * and response  Validated ddition aetory~ blind described  and
rate is measureme@ * | _\C} assessment**  appropriate *
satisfactory *  tool. ** P e
N N
Ahmad etal.  Selected group Justified and No Tool is avai ablg:\ e {\Y‘ Self-report * Clearly
(2018) satisfactory* description or described* described  and
é) 6‘ appropriate *
o PN - ) A
Rohin et al. No description Not justified No ‘ﬁlatecg;‘ JGentrol for any Self-report * Clearly
(2018) description surement ¢ ﬁaﬂitional factor described  and
\ ool. & appropriate *
— i S
Wong et al. Somewhat Justified and Comparab Topl is a?ai s Controls most  Self-report * Clearly
(2018) representative * satisfactory *  andr o'; es ipe important factor. described  and
rate is \ é}' * appropriate *
By ¢
P, — ié‘/
%
rb)‘. >
<
(.-J
\
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The highest prevalence was 56.9% in the study conducted by Wong et al.

(2018) amongst the Jakun in Pahang, followed by Yusof et al. (2007) withw

=

from the Jahai and Temiar in Perak state and Chua et al. (2017) in Pahan% 3
Another study by Ali, Shamsuddin & Khalid (1991) among the Temu shows a

32.6% smoking prevalence rate. The study by Ngui et al. (2011) in&!ved six Orang

Asli tribe across Malaysia showed a 32.5% smoking preval M Othman et al.
(2012) found a prevalence of 29.4% among the Semai. dey l]y Ahmad et al.

(2018), the prevalence rate was 27.8%. However, this

Asli tribe that participated in this study. é l _\('}
s b 4§

R'- N
Table 4.3: Prevalence of Smoking Behaviour im@ded Stu -eQ'
4 Ot 3 “

No. Author, years Exposure Tribe Prevalence
definition Senoi Proto- Negrito Frequency %

1 Ali, Shamsuddin  Current smoker J @ Y\ 14/43 32.6
& Khalid (1991) \T ),Q\

2 Yusof et al. Current smo x N\ 76/138 55.1
(2007) a Q

3 Ngui et al. (2011) Currentﬂ \ S‘l X

4 Othman et al. Curr T XN X 10/34 29.4
(2012)

5 Chua et al. (2017) % oker [ ® X 257/482 53.3

s 2

6  Ahmad etal. Curréht \x{ NR C“NR NR 37/133 27.8
(2018) oker | %

7 Wong et al. Currentssmoke % X \ 41/72 56.9
(2018) N, /N

Abbreviations: he, ported ¢ :' Q;J

54/166 325

=
N
ey
hn
<
g
-5
KJ
(=]
AN
[=]
_%/
-
g
=

Y—v

A)le 4.4 shown the @'ﬁlence of alcohol consumption in the Orang Asli

study. A total of six studies reported the prevalence of alcohol use among the Orang
G with difference exposure definition used across studies. The prevalence of
cohol use ranged from 0 % to 34.8 % with weighted prevalence mean of 22.7%.

117



Ali, Shamsuddin & Khalid (1991) defined it as alcohol consumption during
festivals or after a good harvest season. In this study, among the Temuan tri e
prevalence of alcohol use was 30.2%. The highest prevalence was 3%\1 the
survey conducted by Yusof et al. (2007) among the Jahai and Temia in Perak.
Chua et al. (2017) reported 22.6% of adults Orang Asli consumed m in the past
one month of the data collection. Another study by Wong ¢t al. 2018) conducted
among the Jakun tribe showed a 15.3% of alcohol use. A t 12013a) reported
that 10.1% of the Orang Asli occasionally or frequently um: :ﬁmbdl.n a study

N4

by Cheng et al. (2014) none of the 13 participating Otafigy Asli from Llngtmbe in

Perak state claimed that they consumed alcoholi ages (il i e inﬁfgfew.
T
Table 4.4: Prevalence of Alcohw rnptk@ded u§ies
& ~
No. Author, years Exposure definition Tribe Prevalence
Senoi Proto- Negrito Frequency %
Malay

s€ason

2 Yusof et al. Consu olic
(2007) dre' ] ( Q
3 Ahmad et al. (0] 1ly or
(2013a) frequenti€onsume g g %
cohol dri m\ L}
4 Cheng et al. Mme@ %)G% X N 0/13 0
(2014) inks
5 Chuactal. \‘&nsume 361 yin (} N X 109/482  22.6
(2017) ﬁ' 0) |
: onsum tio{J X

1 Ali, Alcohol consumption< K — \v * (%‘ 14/43 30.2
Shamsuddin &  during festi “« Q-
Khalid (1991)  after a go% ¢ SQ
X

/4

48/138 34.8

2

10/99 10.1

X 11/72 153

>
4.29\Avalence of Physicalc\ﬁlactivity

We identified five studies that reported the prevalence of physical inactivity

Qong Orang Asli as shown in Table 4.5. All five studies employed different

instruments in assessing the levels of physical activity among respondents.
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Furthermore, none of the studies used similar tools as the Malaysia NHMS (IPH,

2015a). Yv
The highest prevalence physical inactivity was 50.0% in Oth@&),

followed by 48.3% in Poh et al. (2010). In an earlier study by Ali,*:uddin &

Khalid (1991), the prevalence of light intensity daily activity among¥Orang Asli was

25.6%. In a recent study by Wong et al. (2018), the reporte Nl inactivity was
X

defined as less than 150 min per week of exercise and th nce¢ was 26.4%. In

another study by Pell et al. (2016) in Johor, the A i‘ksp@a.nts were
4
categorised into four age groups. The age group o 25years \ias_\ihy least

active (33.3%), followed by 16 to 20 yearsY@ .100% to @ears old
o
(18.8%). N 0\ é

Table 4.5: Prevalence of Ehymy Ktive? ch}fgmdies
£

No. Author, Exposure definition Tribe Prevalence
years Senoi Proto- Negrito Frequ %
Malay ency

1 Ali, Self-assessmm X AV 11/43 25.6
Shamsuddin ~ intensity i N
& Khalid activities %
(1991) h‘ [ Q.
2 Poh et al. Sedentary PAL 1.40 NR# » NR 14/29 48.3
(2010) =0 ale ?gy"\ 8}5
e

69 =
X iture /Basa %
etabolic r
3 Othman et a@gula 3 40

b X X 17/34 50.0

(2012) o |

4 Pell et al. %acti with Of %ﬁ NR NR NR 16-20y.0:32.0
(2016) eta

lic Bquitalent, () 21-25y.0:33.3
N

of Tagks (METS) per 26-30y.0:18.8
Wi 31-35y.0:15.8
5 n . Physieal nof'activR~ X \ X 19/72 26.4
&g (<150 min/wqu}/
exercise)

Nion: NR, Not reported; PAL. Physical activity level; y.o, years old

.1.7 Prevalence of Inadequate Fibre Intake and Unhealthy Diet

In this review, only four studies reported on the prevalence of unhealthy diet.

Three studies reported the prevalence of inadequate fibre intake whereas one study
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reported the prevalence of unhealthy diet among the Orang Asli as shown in Table 4.6.
However, the operational definitions used were different and not standardlse
the studies. In addition, none of the studies used similar tools as the Mal@{MS
(IPH, 2015a).

Ali, Shamsuddin & Khalid (1991) reported a low preWe of fruit
consumption among the Temuan in Selangor whereby 9 N them did not
consume fruits daily and 20.0% did not consume vege %;y' In a study by

Ahmad et al. (2013a), the frequency of fibre intake wasStmeasu d

Likert scale (never, occasionally, or frequent). As as 47.5% tliarr_léeported

never or only occasionally eat vegetables whe %K hat @' never or

only occasionally eat fruits. In a study by gt al. E’iOl eport@ﬂat among the

Jakun in Pahang, the prevalence of W te ﬁbre intake W@Q.Z%. In another

Q@?e Malaysian Dietary

N
Guidelines (NCCFN, 2010) \% 6% 19 0%, tﬂnd& % of the Orang Asli
exceeded the daily recomm: of ddily ca ohyﬁs, protein, and fat intakes.
N
Table 4.6: Prevalenee of iét &bakur in Included Studies
& . \ -

study by Rohin et al. (2018) that ed the itio

No. Author, Exposure definition Tribe Prevalence
years Senoi  Proto- Negrito Freque %
Malay ncy
1 Al X V N 5125 200
Shamsuddin
&Kh@,) 24125 96.0
)

(19 xf its (£1/daily.
2 eth  a) of occasi v v v 48/101  47.5
al320 eat vegetab}eE/

b) Never or sionally 65/101 64.3

018) less than 4/7 per week)
ohin etal. = Exceed normal Malaysia X X
(2018) Dietary Guidelines value % of
energy
a) Carbohydrate (>60%) 16/58  27.6
b) Protein (>20%) 11/58  19.0
c) Fat(>35%) 9/58 16.0

\ eat fruits
3 ng etal.  Fibre intake (fruit & vegetable X \ X 16/72 222
R
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4.2.2 Metabolic Risk Factors of NCDs

4.2.2.1 Study Selection \q

Similarly with behavioural risks of NCDs, from personal comm 1:!,ati’n with
the Institute for Public Health Malaysia, no data for metabolic risks of NCDs were

available specifically for the Orang Asli categories. The letter of theirfreply is shown

in Appendix 15. Y'
The search was performed on the 13th of Septe . w in Figure
4.4, 160 articles were initially identified using the keywords whi anbth\ ten
&
additional records were found through other s . After duplicate rlec‘o}ds were
4 T
\sbn\ d exc}?t\én criteria.

Sixteen articles were finally chosen to be ‘evw I da d“s\.l
The earliest study was publish ZOOQ? i A@owed by 2008 (1

citation), 2010 (2 citation), 2013 mta}m)6 %i ati@o 16 (3 citation), 2017
17}
(1 citation), 2018 (4 citation& h i

removed, 167 records were screened based onwe n

1Se

—

e la 1catiqun 2019 (1 citations). The

publication trend is s owwﬁguri 45!

conducted was 2002 and the tud%

e st years of the study being
N,

qﬁeg{]}y published in 2007. The last years

of research being& s in |2015. ut of the"sixteen citations, ten citations did not

v

N
report the yeacNud was?udtecugagure 4.5).
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CINAHL® Medline® PubMed® Scopus® Manual search
(n=20) (n=114) (n=6) (n=20) (n=10)

| I I | A\

Record screening (n=170)

E—
Duplicate excluded (n=3)

~J

Records after duplicates removed (n =167) T

Records screened (n =167) \d
| SV -

dh .Y

Records excluded at tittle and abstract (n = 148)

N

’ ." J/ X
Full-text articles assessed for eligibility (n = 19) r % _@'

AY m

Full-text articles excluded, with reasons(n = 3)
»  OA in other category (1);
»  No prevalence data (1);
»  Review article (1)

\% ?-y T C’}‘

Studies included in qualitative synthesis (n = 16) P 4 6

Figure 4.4: PRISMA Flow IT- Study Sel ti‘n Pr@e on Metabolic Risk Factors of
oA SR
<’

&

—#— Year of Study Published <= Year of Study Conducted

0 0 L 0
2002 2007 2008 2010 2011 2013 2014 2015 2016 2017 2018 2019

Figure 4.5: Publication Trend studies on Metabolic Risk Factors for NCDs by Years and
Count
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4.2.2.2 Study Characteristic

The characteristics of each study are provided in Table 4.7. All the Qdies

were observational cross-sectional studies. The sample size ranged frir%to 636

adults with a minimum age of 16 years old. All the studies involved b

genders

excepts for study by Mohamud & Suraiami (2010) that only involved females gender.

From thirteen studies that reported the number of respondents

n gender, eleven

(84.6%) studies had higher numbers of female respondents l

Table 4.7: Characteristics of Metabolic Risk‘Ns of NCIDS it}lef “}Y'
A

L

Author, years Period Study Respondents and Setting
design n State Age,mean  Tribe
(SD)\
Yusof et al. 2002 Cross- 138 Perz} 0, 1, Temiar
(2007) sectional  M:35.5% \, °\ 29.2)12) {“h‘
F:64.59 ~ £,
Adrian Jinam, NR Cross- 129 egeri abov " Temuan, Jahai,
et al. (2008) sectional ~ M:41.5% % Sembilan, Kensui
% Pem\Y ,‘K_\
N,
Haemamalar, NR Cross- @\ Paha bove, Che Wong
Zalilah & section: :50.9% 4 4
Neng Azhanie \ 9.1% A 6.75)
(2010) ) RN
Mohamud & NR Cros n " 18 above Temuan
Suraiami section: : 6
(2010)
Azuwanietal. NR Cross- \LZ}O\ 18 above Semai
(2013) wctiona'
Cheng et al. 1 18-69 Lanoh
(2014) s’c i
Phipps et al. ND r0ss* 63 b Pahang, 18 above Seletar, Jakun,
(2015) Q’ ectiofial /' M#432%  Johor, Mahmeri, Semai,
b 4 f, 8%  Selangor, Jehai, Mendrig,
Y' Perak, Batek
A NV Kelantan
Aliget al. NR Cross- \J 135 Perak 18 above, Semai, Temiar
( & sectional  M:30.4% 36.7 (14.7)
F:69.6%
ar1 et al. 2011- Cross- 159 Johor, 18 above Kensiu, Kintak,
) 2013 sectional  M:36.5%  Perak, Lanoh, Mendriq,
F:63.5% Kedah Che Wong,
Orang Kanagq,

Orang Seletar
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Table 4.7, continued

Author, Period Study Respondents and Setting
years design n State Age,mean Tribe
(8D)

Tuan Abdul NR Cross- 85 Pahang, 18 above K wgiu,
Aziz et al. sectional  M:38.5%  Kelantan, Che, Wong,
(2016) F:61.5% Perak, em ateq,

Kedah, oh

Johor
Chua et al. NR Cross- 482 Pahang 18 abo h Hut, Temuan,
(2017) sectional  M:46.3% 35.4 Vhe Wong

F:53.7%

Aghakhanian 2010- Cross- 629 Pahang, ab? Bateq, Jehai,
et al. (2018) 2016 sectional  M:NR Johor

ll\K/Iendriq,
F:NR Selangor, intakgJakun,
Perak, M Seletar,
Kelanta ’ el %nai,
Temiar

Ahmad et al. 2013 Cross- 133 Pera e i,zcraiar
(2018) sectional  M:33.9%

F:66.1% o Y'
Mokhsin etal. NR Cross- 150 K Bateq’, Mendriq

(2018) sectional  M:NR

F:NR é
Wong et 2015 Cross- 72 %a ang 18above (g Jakun
al.(2018) sectional ~ M: 3M O

F:61.6% \\\?’ 1_\

Zahary et al. NR Cross- way 18 Q'Q}Ve Temiar
(2019) sectional 80.0% 6 C‘)

:70.0% . Fa
Abbreviations: M, Male; F, Female; t reported; tandar@'&/iation

N

The number of, udiegonductld among t@‘n%ee main tribes of Orang Asli is
, ’ b 4

shown in Figure 4&Th hi ‘ss\{ ber téﬁbes in the studies was Negrito,

followed by Seg Proto=Malay: Noneiéﬁ the studies were conducted among the

Semoq Beri %

Malay tri e.%f the }t iesfon e@ic risk factors of NCDs, six of the studies had
4

speciﬁaly imed to determirage. prevalence of metabolic syndrome. As for the
N
N& studies, the risk factors were reported as part of the study variables when

e Seénol ti or th%zemelai and Orang Kuala from the Proto-

sing NCDs risk such as anthropometric indices (Yusof et al., 2007), obesity

hua et al., 2017) and coronary risk biomarkers (Mokhsin et al., 2018).
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Figure 4.6: Number of dles% Metab ' lic Ri fac@f NCDs among Orang Asli tribe
\" &

4223R1sk0fB w1 dles %
{’v

Table déglptlon of the methodological quality of the
studies o lic r fsb-f%r ofy)s All the studies (100%) had a quality score
%Ve The confounck,gg}actors were controlled in all the included studies.

S dlsed tools were used by all to measure anthropometric and biochemical data.
vertheless, the measurement tool used across studies were differ thus making the
mparison across the studies was limited. In addition, the statistical test used to

analyse the data was appropriate and clearly described in all the included studies.

125



Table 4.8: Quality Assessed for Metabolic Risk factors of NG{%tudies
Ca

References Selection (5) Comparable (2) Outcome (3) Total
Representativeness ~ Sample size Non-respondents Risk factor Confounding Outcome Statistical test (10)
of the sample ascertainment factors assessment

Yusof et al. Somewhat Not justified No description Tool is available Co ol for any Independent Clearly 5

(2007) representative * or described* tional factor blind assessment described and

ok appropriate *
Adrian Jinam,  Somewhat Not justified Comparable and for any Independent Clearly 8
et al. (2008) representative * response rate is Vahdate ad or blind assessment described and
satisfactory * rneasure ’ ok appropriate *
tool.

Haemamalar, Somewhat Not justified No description Vali \‘Ue‘sntrolv‘for any Independent Clearly 7

Zalilah & representative * men add i8nal factor blind assessment described and

Neng Azhanie N W\ o appropriate *

(2010) \C) 6

Mohamud & Somewhat Not justified Comparable 1da ? 4 & Control for any Independent Clearly 8

Suraiami representative * response rate nrcasu ement C—) additional factor blind described and

(2010) satlsfacto | * 48*' * assessment™* appropriate *

Q
Azuwani et al. Somewhat Not justified 1@%i an fﬁ% Control for any Independent Clearly 8
(2013) representative * resp % ent additional factor blind assessment described and
sat isfact 00 * ok appropriate *
Cheng et al. No description Not justified No i ] is available  Control for any Independent Clearly 5
(2014) \ described* additional factor  blind assessment described and
:' , * *x appropriate *
/ ) &
Phipps et al. Somewhat Justified No‘dM lﬁlo —~  Validated Control for any Independent Clearly 8
(2015) representative * satlsfac& c,) measurement additional factor blind described and
N tool. ** * assessment®* appropriate *
Ali et al. Somewhat Justi and No description Validated Control for any Independent Clearly 8
(2016) representative * measurement additional factor blind described and
tool. ** * assessment®* appropriate *

2 ctory*
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Table 4.8, continued

s

References Selection (5) Comparable (2) Outcome (3) Total
Representativeness ~ Sample size Non-respondents Risk factor Confounding Outcome Statistical test (10)
of the sample ascertainment factors assessment

Ashari et al. Somewhat Justified and No description Validated Co ol for any Independent Clearly 8

(2016) representative * satisfactory* measurement tional factor blind described and

tool. ** assessment. ** appropriate *

Tuan  Abdul Somewhat Not justified Comparable and Validated for any Independent Clearly 8

Aziz et al. representative * response rate is measure ent ad or blind assessment described and

(2016) satisfactory * tool. ** ' ok appropriate *

Chua et al. Somewhat Not justified Comparable and Vali \‘ge‘sntrolv‘for any Independent Clearly 8

(2017) representative * response rate is zmen add i8nal factor blind described and

satisfactory * N W\ assessment®* appropriate *
S &
Aghakhanian Somewhat Not justified Comparable and lidated “Control for any Independent Clearly 8
etal. (2018) representative * response rate &3 measu it A, "additional factor blind assessment described and
satisfactory * tapl. ** “ C} * o appropriate *
o N, .43”-
Ahmad et al. Selected group Justified and No descriptionw s a ble Control for any Independent Clearly 6
(2018) satisfactory* Lf‘ 6%* additional factor blind described and
* assessment™* appropriate *
‘&
{3
Mokhsin et al. Somewhat Justified and Validated Control for any Independent Clearly 9
(2018) representative * satisfactory* surement additional factor blind described and
c\j&s ol. ** * assessment™* appropriate *
Wong et al. Somewhat Justified Q‘C ra e’ Tool is available Controls most Independent Clearly 8
(2018) representative * satisfacto .‘rat or described* important factor. blind described and
sat factory * assessment™®* appropriate *
Zahary et al. Somewhat Not \hed Comparable and Validated Control for any Independent Clearly 8
(2019) representative * response rate is measurement additional factor blind assessment described and
Q satisfactory * tool. ** * o appropriate *
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4.2.2.4 Prevalence of Abdominal Obesity

The prevalence of abdominal obesity of the twelve studies is sho &Y:le
4.9. Nine studies were conducted among the Senois, another six on the halays,
and five on the Negritos. The reported prevalence ranged from O. 7.0%. The
weighted mean prevalence was 24.6%. This is lower compared Qﬁvalence of

'thW% (IPH, 2015b).

1 !Jsed igher cut-

abdominal obesity among the Malaysian population

—
=]

Nevertheless, two studies (Yusof et al., 2007; Azuw.
off values i.e. 102cm for males and 88cm for{females for ab ’naﬁdo)ék'sity

categorisation than IPH, 2015b. The other ten stu used C}t- f values oé.%cm for

Y- NV
males and 80cm for females. \ EY'

Table 4.9: Prevalence of AMQ Obesity i clude@%dies

N o 4

Author, years Cut-points Tribe Prevalence

value Senoi  Proto-Malay Negrito n %

Fa
%

Yusof et al. (2007) M= 102 e'q v A 11/ 8.0
F=88 138

Haemamalar, Zalilah & M= 9(& Aj X A X 6/ 10.5

Neng Azhanie (2010) F= N 57

Mohamud & Suraiami =90.cm ’ X ! X 23/ 19.6

(2010) > E S 119

Azuwani et al.(2013) Fz[a $ &ox X 18 13.0

(J 138
\ (Q% \ \ 221/ 34.8

Phipps et al. (2015)

‘/
v
S
D,
(¢}

> S 636
Ali et al. (2016) c\ >280(lc : d)b X X 15;); 37.0
Ashari et al. @ } c \(-4(/ N N 47/ 29.6
= 80cm 159
Chua et “@) ’ ;gﬁ cm Y%\ N N X 108/  22.4
F=80c 482
Ag&\& ctal CO18) MZ9 > N U By s
Ah? etal. (2018) &ESSSTm N X X 226? 26.9
>
& sin et al. (2018) ia_ggggr:m X X N 1231? 14.0
>
ong et al. (2018) i/[_igg(():r:m X N X 121(/) 33.3
F=80cm 72

Abbreviation: M, Male; F, Female
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4.2.2.5 Prevalence of Raised Blood Pressure

The weighted mean prevalence of raised BP was found to be 32.2‘%\@
from 21.8% to 73.6% in the eleven studies (Table 4.10). In four of the s %16 cut-
off value for systolic BP was 130 mmHg or more and 85 mmHg or m$ diastolic
BP (Ali et al., 2016; Ashari et al., 2016; Aghakhanian et al., ZOmlmad et al.,

1
YmmHg or more

5; Chua et al., 2017;

scutzpoint
X

| S

\,‘Z'

2018). Another six studies used a cut-off value of 140 mmH

(Adrian Jinam et al., 2008; Cheng et al., 2014; Phipps et

Mokhsin et al., 2018; Wong et al., 2018). One study

values used to define raised blood pressure (Azu@., 201
Y- \"
Table 4.10: Prevalence of Highlewgessure in Inclnded S@s

N &

Author, years  Cut-points value Tribe Prevalence
Senoi Proto- Negrito n %
Malay

Adrian Jinam et BP>140/90mmHg -4—» ' \L}\ 64/129 49.6
al. (2008) ()
Azuwani et al. None stated v 4 é’ 58/138 42.0
(2013) \
Cheng et al. BP>140/90 X \A \/ 15/45 33.3
(2014) %
Phippsetal.  BP=140/0 HQ. N 188/636  29.6
(2015)
Alietal. (2016) BP>130/85 g \" "éj/ X 47/135 34.8
Ashari et al. BB2130/85"mm gl \ %%d Y 50/159 31.4
(2016) SN
Chua et al. Nom mHg | ¢ QO X 123/482 255
(2017) . eatment :
Aghakhania BR2130/85mm v () N N 137/629 21.8
al. (2018) treatment N
Ahmad etal. :leﬁ/ ~é\ \ X X 52/133 39.4
(2018)
Mokhsin& al."  BP>130/85 mmHg‘_}Y. X X \/ 86/150 57.2
(20 ~

BP>140/90 mmHg X J X 53/72 73.6

S

&al.
(2
ation: BP, Blood pressure
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4.2.2.6 Prevalence of Hyperglysemia

Ten studies mentioned the prevalence of high blood gl cmr
hyperglycaemia among the Orang Asli population (Table 4.11). In the e%tudies,
the weighted mean prevalence was 13.9%, with the reported prevalen:e&s ranging
from 1.5% to 34.8%. Further analysis of the data of each Orang Asli main tribe
showed that the prevalence of high blood glucose was higher @e Proto-Malays

(Mohamud & Suraiami 2010; Wong et al., 2018) than the (Ahdlad et al., 2018)

and Negrito (Mokhsin et al., 2018). Even in the studie m1
(2010), 34.8% of the respondent from Proto-Mal had ch
Table 4.11: Prevalence of Hype@a ia 1n d Stwﬁ.
Author, years Cut-points value Trlbe Prevalence
Senoi  Proto- Negrito n %
Mala

Mohamud & FBG >5.6 mmol/L X J ~X 41/ 34.8
Suraiami (2010) >\Ef ) \& 19
Cheng et al. FBG >7.0 mmol/L X Y 125 4.0
(2014) Q-
Phipps et al. FBG 26.1mm \ SQ \ 47/ 7.4
(2015) N 636
Alietal. (2016) FBG >5.6 m ,%; X 6/ 4.4

treatm | 0 135
Ashari et al. FBG = 4‘/ V V 29/ 184
(2016) 159

WO J

Tuan Abdul Aziz FB(\mmmT v 22/ 259
etal. (2016) & (Q% 85
>5.6 m I' L}/

Aghakhanian et \ \ 126/ 20.0
al. (2018) ent 629
Ahmad et al. F r n \ X X 5/ 3.8
(2018) Q‘eatme 133
Mokhsin FBG25 X X \ 2/ 1.5
(2018) 150
Wong e FBG >5.6 mrnol/ X \ X 18/ 25.0
(201 >11.1mmol/L 72

treatment
ion: FBG, Fasting blood glucose; RBG, Random blood glucose

S
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4.2.2.7 Prevalence of Dyslipidaemia

According to the 2001 National Cholesterol Education Program (N{& one

of the features of metabolic risk of NCDs is dyslipidemia. It refers S%evated
triglyceride level or diminished high-density lipoprotein (HDL)-éholesterol
(Evaluation Expert Panel on Detection, 2001). The prevalence of zlipidaemia in

each study is shown in Table 4.12 and Table 4.13, respectiv ¢ weighted mean

prevalence of high triglyceride was 20.8% and 41.0% 10\)‘ level of HDL

cholesterol. In terms of the different components of ab icwﬁs the

S
component with the highest prevalence was low®oleste 1 @r.0 o)@OWGd

4
by high blood pressure (32.2%), abdominal ob 4.6% iglyceride (20.8%)

and hyperglycaemia with 14.0%. CV é

Table 4.12: Prevalenee of High %l?e i Kdgded Studies

Author, years Cut-points value Tribe Prevalence

Senoi  Proto-Malay  Negrito n %
Mohamud & TG level EW

X 12/ 9.8
Suraiami (2010) 119

g

TG leve ol/lL @ \ 152/ 239
Phipps et al. (2015) LS 636
Alietal 2016) T 1¥mmol/L X X 30/ 222

or on treatment v' s 135
NV

Ashari et al, (2016@‘3121 mmo 2:% N y 28/ 176
159

Tuan Abdul Aziz\T level = L (} v v 17/ 20.0
etal. (2016) C—) 85

Aghakhanianetal. § TG lgvel >1° /I(J \ \ \ 120/ 19.1
(2018) NS 629

Ahmad% 8) TG leve s mm@ \/ X X 45/ 337
133

Wong ‘&t al. @018) TG level >1. /L X \ X 5/ 6.9
RS) 72

Awion: TG, triglyceride ~

N
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Table 4.13: Prevalence of Abnormal HDL-Cholesterol in Included Studies

Author, years Cut-points value Tribe Prevalence
Senoi  Proto-Malay  Negrito n %

Suraiami (2010)

X

Phipps et al. M:<1.0mmol/L, \ \ \ 91/) 45.8

(2015) F:<1.3mmol/L

Ali et al. (2016) M:<1.03mmol/L, \ X X 117/ 86.7
Y‘Bs

Mohamud & F:<1.29mmol/L X N /‘i;ﬁﬁ

F:<1.29mmol/L or on
treatment

Ashari et al. (2016)  <1.0mmol/L \ \ \, 93/ 585
159

Tuan Abdul Aziz  <1.0mmol/L N N Y\F 2/ 341

et al. (2016) 85

Aghakhanian etal.  M:<1.0mmol/L, V V V ' 1y 176

(2018) F:<1.3mmol/L

Ahmad et al. M:<1.0mmol/L, v X 62.5

(2018) F:<1.3mmol/L or on

treatment
Abbreviation: M, Male; F, Female

Y- N
4.2.2.8 Prevalence of Metabolic Syndron\, 0\ \ ?Y.
e@m 2016 to 2019

(Table 4.14). Different definitions %@@etabolic gne éused by the studies.

N

Two studies (Ashari et al., %ghakﬁania el al(.z@@m) used Joint Interim

Statement (JIS) of the I te%nadll i S Feda\;ion (IDF) Task Force on

Epidemiology and Preyentiony 2009 defini nlassbneasure of metabolic syndrome.
4 '
0) a

In contrast, Moharn% urali \&Q ) okhsin et al. (2018) used the IDF,
2006 definitiongAnother st

@ J %
(2019) used ified Nati al“Che}S: erol Education Program Adult Treatment

N\~
Panel (X% TP Hand 2@ for metabolic syndrome criteria, respectively.

Athese studies, the w@hted mean for the general prevalence of metabolic
N

s xe was 25.9%. Two studies that included all the Orang Asli tribes reported

4
h

The six studies included in t sect,:n were

1et &}J&QOM) and recent study by Zahary et al.

alence rates of 17.0% (Ashari et al., 2016) and 29.6% (Aghakhanian et al., 2018),
spectively. In research by Aghakhanian et al. (2018) comparing the metabolic

syndrome across tribe, the prevalence was highest among the Proto-Malays, followed
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by the Negritos and Senois. However, among the individual different tribes studies,
the prevalence of metabolic syndrome was higher among the Senoi compare%e
Proto-Malays and Negrito. Studies among the Senoi tribe showed that th%\lence
of metabolic syndrome was 25.2% (Ali et al., 2016) and 39.8% (Zaha 1., 2019).
Another study among Negrito by Mokhsin et al. (2018) had a prevalm 12.0%.
Whereas, the weighted mean for gender-adjusted prﬁn. was 19.3% and

29.8% for male and female, respectively. The reporte evialende of metabolic

syndrome in the study by Ashari et al. (2016) and A ani nW&)lS) was

g
higher among female compared to male gender. in a Stu n‘on male
h% revaLgx'e rate of

o

Temuan from Proto-Malays tribe living in SeYy t
metabolic syndrome was high at 22.7 % (NW & SYraia i, 20

Table 4.14: Prevalence of %etab c an\d@ i clu thudies
£

Author, years Cut- Prevalence Association*
points All Male Female
value n % n % n %

Mohamud & IDF, 2006 27@7 W 2N 227 -
Suraiami (2010)
Alietal. (2016) Modifie 252 | NRY - % -
NCEP-% ( 0
ATP 111, s 2 &és
2005
Ashari et al. JIS&N 2@ 24/  23.8 o2 test: Significantly
(2016) 1

' 101 higher in female
N :
Aghakhanian et CNW 186/ 29.6 (7G.U 21.6 93/ 353 o test:

than male (p = .002)

al. (2018) 629 263 Significantly higher
(_/ in female than male
%’ A% (p < .001)
Mokhsin DF, 20 g %0 NR - NR - -
(2018) 15
Zahary et'al. Modified 49/ (_}39.8 NR - NR - -

(20, NCEP- 123w,

reviation: %> ,Chi-square test; NR, Not reported

ATP 111,
2006
1ghted Prevalence 341/ 259 82/ 193 144/ 298 -
0(@ 1315 424 483
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4.2.3 Summary of Findings of the Systematic Review Phase

To the best of our knowledge, this is the first systematic review cor{% on

the behavioural and metabolic NCDs risk factors among Orang Asl %smg a
systematic review research design, its answers the precise question on the Prevalence

of behavioural and metabolic risk factors of NCDs among the OrangyAsli. Previous

literature on this topic among the Orang Asli is very T Data from the

systematic reviews provide the understanding and metho ical a')s of previously
conducted studies and also the increasing burden of preventable din%éble Ds
- . >

risks among the adult's Orang Asli. Such info i highly beneéficialto future
NT

o

key ings on the

studies among the Orang Asli.

This systematic review phase CM

prevalence of modifiable behaviouralN

Y
adult Orang Asli in Malaysia. Pr \%e of m‘m he Orang Asli ranged

[} ,
from 27.8 % to 56.9 %. The ence of alcohol ‘L‘lsg&ed from 0 % to 34.8 %.
The reported prevalence o 1ca11, inagtive ran from 13.8% to 50.0%. For
!

iy

&

inadequate fibre, the %ence rap ed om, 22:0% to 96%, depending on the
operational defini 'Nd in |me\ng t

19.0%, and 1 N the Or: ih eXcegded the daily recommendation of daily
é ¢

re intake. A study reported 27.6%,

¢,

'3
carbohydr pretein, and fat intake

C

%egard! abo%é\risks of NCDs, the reported prevalence of

N
ab A obesity ranged by'Qc@% to 37.0%. The prevalence of raised BP found to

%ging from 21.8% to 73.6%. The reported prevalence rates of hyperglycemia

ged from 1.5% to 34.8%. The ranged prevalence of high triglyceride was 6.9% to
33.7% and 17.6% to 86.7% for the low level of HDL cholesterol. Whereas, the

prevalence of metabolic syndrome ranged from 17.0% to 39.8%.
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4.2.4 Connectivity to Mixed Methods Research

Future research should focus on targeting different subgroups of { ang
Asli tribe since the Orang Asli population is heterogeneous. By und %ng the

risks group to major NCDs its allow a targeted programs and interventioh strategy

that suits the need of this vulnerable community. Another crii%%ect of NCDs

prevention is the health behaviours among the targeted pop Previous studies

among Orang Asli reported a low level of knowledge on and'their method of

prevention, particularly on NCDs. This suggested that™fpore resear s,ur%ntly
N

needed among the Orang Asli. Finally, there is a @ge gap/in thi all:a.b@arding
£ 3
eds

Orang Asli risks and health behaviours towards NCD@& to“be explored.

Therefore, future initiatives, including Ewtudyﬁnd i erve(lg programmes
y, can be ducteo

\ A,

S
4.3 Quantitative Findings & &
&

4.3.1 Response Rate \

A total of 335 ang As

2 ¢ &
Orang Asli villawlebu,l \ei\ embi Malaysia. Of these, a total of 325
in

4

focusing on the targeted Orang Asli co

adults participa&' is s Wwing agesponse rate of 97.0%. The surveyed data
¢ | C,)
was entered into the SPSS ve 'or’ 23(9ata cleaning and examination resulted in all
N\
325 res ents inclli i fhe %zﬂ:&yses. None were excluded due to missing data
and&plete data. NV
S

Sociodemographic Characteristics

o Table 4.15 describes the sociodemographic characteristics of the study

respondents. The mean age of the respondents was 39.94 years, with SD of 13.92
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(Males: M = 44.43, SD = 13.65 and females: M= 38.12, SD = 12.59). Whereas the

median age of respondents was 38.00 years (/QR= 29-50). The males in this Stlwd

a median age of 47.00 years (IQR = 35-54), while female had a medi@)f 3

years (IQR = 28-48). More than half of the respondents in lower educa

had no formal education at 32.0% and primary school level educatio

(o)}

oup with

t 24.6%. Only

13.2% completed secondary Form 5 and 4.0% attained terti Mtion. The mean

and median income was RM 597.82 (SD = 448.01) and R

0 IQ11

300-800). As

high as 66.8% (n=217) of the respondents belonged in har OMY income

X

category with household income less than RM607 pe th. ' _\"}
s \,‘Z”
Table 4.15: Sociodemographic Characteristics of R%onde \B‘&ke tudy bmmber and
Perce es. ‘5
¢ ) <
Sociodemographic characteristics Male Female Total
- (n=94) (n=231) (n=325)
Age (years) 18-39 3 ) A 141(61.0) 176 (54.2)
40-83 Ca %xg)&'\% (39.0) 149 (45.8)
Marital status 3'(13 15 (6.5) 28 (8.6)
W79 ( 196 (84.8) 275 (84.6)
ed 1 13 (5.6) 14 (4.3)
LT 7 (3.0) 8 (2.5)
Highest education i %33.0) 73 (31.6) 104 (32.0)
(26.6)  55(23.8)  80(24.6)
2 A 0(10.6)  37(16.0)  47(14.5)
ompleted Seco 10 (10.6) 28 (12.1) 38 (11.7)
Completed hmd{ (fj’ 14(149)  29(12.6)  43(13.2)
&\:r;lplete‘ Te educati 4(4.3) 9.9 13 (4.0)
Occupation Emplow 85(90.4) 100 (43.3) 185 (56.9)
\ nemployctss | (Q.Q 9(9.6)  131(56.7) 140 (43.1)
Employment catégo ' C,)V 2(2.4) 6 (6.0) 8(4.3)
' 1(1.2) 2(2.0) 3(1.6)
\(J 82(96.5)  92(92.0) 174 (94.1)
Unemploysen v 3(33.3) 124 (94.7) 127 (90.7)
category% 3(33.3) 5(3.8) 8(5.7)
Students \Y 1(11.1) 2(1.5) 3(2.1)
Others , &=y 2(22.2) 0 2 (1.4)
Less than RM607 49(52.1)  168(72.7) 217 (66.8)
RM 608 and above 45(47.9)  63(27.3) 108 (33.2)

Incéme Category
tation: SD=

Standard Deviation; RM=Ringgit Malaysia
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4.3.3 Major NCDs

Of the 325 respondents, 20.0% of them had at least one diagnose{&omc

disease. Among them, 72.3% (n=47/65) did not receive any follow-up %\t. The
highest numbers of major NCDs were hypertension, followed by

hypercholesterolemia and DM at 14.8%, 5.2% and 4.3%, respec%

\w _ 4

20
i 148
™ 15
=
210
z 3 43
= 3
: - =

0

Hypertenzion Hypercholesterolemia Diabetes mellitus
Major NCDs
N \
Figurec.iz Prevalen \M%)r %
'R A
“« Q-
4.3.4 Behavioural Risks o A‘Q
Y S
The lifestyle behavi I risk factor ole@, including tobacco use, alcohol
P s
ina i

consumption, physiKc vit N.Q fficiedcy’daily vegetable intake were used to

categorise the @ems \bse wo@ere considered as being at risk of

developing ar% and ho% .e{ejﬂ)t. The percentages of smokers and alcohol

drinkers %8.00 ndg’7. %@pectively. However, more than half of the
S

ere physically ir@; (50.5%). In terms of vegetable intake, 53.5% of
N

t Wndents did not consume a sufficient intake of three servings of vegetables per

s recommended. The summary for behavioural risks of NCDs is shown in Figure

Q@ below.

.

respon
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35,

Insufficient daily vegetable intake

50.5

Phyzically inactive

Alcohal drinker - 7.1

Smolker

28.0

0.0 10.0 200 300 400 50 60.0
|

4
Figure 4.8: Behavioural risk factors of NCDs ﬁcen‘[a (w
®

.0
X
| S
4.3.5 Metabolic Risks of NCDs 2 Y~

The summary of respondents withaneta

pressure, increased blood glucose andfgbesit

proportion of 29.8% (n=97) had hi@%. Amomethes

60.4% (n=29/48) had high b ssur

(¢l
—
(¢}
&

(n=68/277) of those who never diagn:

pressure. Meanwhile, % respovLent didg with Diabetes mellitus, 35.7%

had high blood gluWeadin s \h{){l 311“1@35-/diabetic respondents, 4.8% (n=13)

of them had hig{ el \Qﬁibesi@ators, the percentages of respondents
¢

with normal %eig and dbese BMI/is 26.8%, 13.8% and 59.4%, respectively.

Whereas{" the “percentages espo@hts with abdominal obesity and high BFP was

59.7% and 82.2%, respectivel \IY.
S

he sociodemographic characteristic of reported non-hypertensive with raised
b pressure and non-diabetic with increased blood glucose shown in Table 4.16.
or raised blood pressure, the majority were among elderly age 40 and above (64.7%),

female (57.4%), a lower education level (77.9%) and in the hardcore poverty income
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category (64.7%). For increased in blood glucose, more than half were also in the
elderly age group (61.5%), female gender (69.2%) and in the hardcore W
income category (84.6%). All the respondents with unknown Diabetes %\ and

had increased in blood glucose were from the lower education group ¢a (100%).

\'a

E High body fat percentages (r=267/323) 822
]
= Abdominal obesity (r=104/325) I 507
& Obese BMI (r=193/323) I 554
= Overweight BMI (n=45/325) NN 13.8
= Non-diabetic (n=13/311) W 42
[ =
m g Diabetic (r=5/14) I 35.7
5
T All (n=18/325) I 535
E ; Non-hypertensive (n=68/277) I 215
=8 Hypertensive (n=29/48)
B b
L‘E All (n=07/3215) I 102
0 10 20 30 40 30 60 70 80 90
'~r
Figure 4.9: Prevalence of Ralsed ress i Blo ucose and Obesity Indicators
espui\dent b Perc@ges
Table 4. 16 Socio emo 111' 6&@tlcs of Unreported NCDs
Sociodemographic characterlstlcs Raised blood pressure Increased blood
(n=68) glucose (n=13)
Age (year) 18-\:' \l' O 24 (35.3) 5(38.5)
) ve ] o 44 (64.7) 8 (61.5)
Gender (_/ . 29 (42.6) 4 (30.8)
2[& R 39 (57.4) 9 (69.2)
than second scﬁooQ\ 53 (77.9) 13 (100.0)
condary sc afd aboye. 15 (22.1) 0
ess than RM607 » 44 (64.7) 11 (84.6)
Cat RM 608 and above 4. 24 (35.3) 2 (15.4)
~

Knowledge on NCDs

The mean scores for knowledge were 12.82 (SD = 9.67). Whereas, the median

knowledge scores were 13 (/QR= 3-22). Based on 75% and above total score, only
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28.0% of the respondents was in good knowledge category (Figure 4.10). The results

for individual items in of KAP is shown in the next sections. Y'

0.0
60.0
40.0
200

0.0

Poor

Figure 4.10: Knowledge Category arnong ents J&Kd
®

\
IS
4.3.6.1 General Knowledge and Examples of N
edgegX(.jDs 48.3%

(n=157) of them had never heard a s Less~than hal the respondents

When respondents were asked abo thelr ene

recognised DM (44.6%), asthma #31. 7%, (41.2%) as NCDs.
Furthermore, the majority of res wr‘hgly cate (t‘l')at tuberculosis (60.0%),

dengue (63.7%), and leptosp (6 exa\ es of NCDs (Figure 4.11).

Only 10.8% could co‘ectli tegori v}ne&n of communicable diseases and
:
NCDs. \ | " \é‘j’

Leptospirosis
Heart dizeaze

342

41.2

Dengue 163
Asthima

Tuberculosis

Diabetes

All comrect for NCDs exarmple [N 10.8

Ever heard of NCDs | 5.7
10 20 30 40 30 &0

1.7

40.0

44.6

l7.

Figure 4.11: General Knowledge of NCDs and its Examples (correct answers only)
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4 2

4.3.6.2 Knowledge of Heart Attack

More than half of the respondents showed adequate knowledge {%m

individual risk factors of heart attack. However, only 36.6% of respsr% could

answer all the risk factors of heart attack correctly (Figure 4.12).

Fs

All correct anawer I  16.6

Did not performed regular exercize / physical activity 523
Smoking 532
Did not practismg a balanced diet 529

Consume foods that contzin high fat content regul arly 523

0 10 20 30 40 30 &0
v P ¢ .\}
Figure 4.12: Knowledge regarding Heart AttacR k Faetors™(correct w'er only)

4.3.6.3 Knowledge of Stroke % <§

An overview of the knowle }m sk tars ig)ke is presented in
Figure 4.13. Only one-third of rd%enﬁ% co&d?\/\@rowde all the correct
answers when asked about theéyrisk fact rlbuu&yto stroke. More than half

(55.7%) knew high @od iEessure 'Nere hi: @butmg risk factor of stroke.
half

However, less than ew, al ed {l@/physwally inactivity and obesity

contribute to stm@@ N@ and @%, respectively.

AN
lf_’(.z

) 4
All comrect answer 351
Obesity 44.9
Did not practising a balanced diet 49.2

e e i 3 ovi

activity

High blood pressure [ 8.7

0 10 20 30 40 30 &0

Figure 4.13: Knowledge regarding Stroke (correct answers only)
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4.3.6.4 Knowledge of Hypertension

Half of the respondents showed an adequate knowledge regaqq the

necessary medication (56.6%) and follow-up (54.2) if they were d:s with

hypertension. However, only 28.0% of respondents could give the correct¥answer to

all the hypertension statements (Figure 4.14). \3

i
=
=

All correct answer

A person with lypertension should receive
regular follow-up treatment at a hedth centre /
clinmc

An obese personis at high risk for developing _ 458
high blood pressurs

Someone with ligh blood pressure should take
the medication as presaibed

A person may suffer fromhypertension ifthe _ 146
systolic reading (upper reading) is above 140
0 10 40 30 60

o -\
Figure 4.14: Knowle arding Hypert ioh ( ct answers only)

4.3.6.5 Knowledge of ; melhtl S

’
More than NSI ) pond know that excessive starchy food

56.6

consumptlon er,&)@than half (43.7%) known that a family
history of stro 11 to r r he disease. Additional to that, only 25.5% of
respon abete eases could cause kidney damage. For the

at on DM, the majs@ of respondents (83.1%) cannot answer all the

}Ets correctly (Figure 4.15).
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All correct answer

Diabetes can cause kidney damage

—
e e -

medication if necessary
Someone whose fanmly members are diabeticis _ 41T
at fisk for diabetes )
Excessive consunption of starchy foods such as _ 514
nice, noodes and bread causes diabetes )

0 10 20

30 40 30 60

v T P \Y-

Figure 4.15: Knowledge regarding Diabetes me correctlans (‘ﬂ&c’)

4 X
\ N

4.3.6.6 Knowledge of COPD \; | g

The percentage of respondent%a all correc swe@éarding signs and
symptoms of chronic obstructbiﬁary dis%\&o j3@38 40.6%. Less than
N

half of the respondents man é@nswer to the signs and

symptoms of COPD as sho% gur

All correct answer _ 40.6
Chronic cough exceeds three months _ H43
FPespiration followed by whistling and sound _ 452
Production ofphlegm in large quantities _ 422
Fard o beeats. [ 1

36 38 40 42 44 46 48

Figure 4.16: Knowledge regarding COPD (correct answers only)
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4.3.7 Attitude towards NCDs

The mean scores for attitude were 59.81 (SD = 6.24). Whereas, the Rdian

knowledge scores were 60 (/QR= 56-64). For attitude category (Figure s.%hghtly

more than half of the respondents were in the poor attitude category (51.1%)!

s 511

3140

30

48.9

400

43 -ﬂ -
4740

Poor Good

I
. I v{ '3
Figure 4.17: Attitude Category am spondents ( 5) N

&
Tables 4.17 shows the attitude %Nesp oward$3D5. Overall,
most of the respondents display a 5 a m{lTv &C@s behavioural risk
factors, disease management, a%%upnoa 0}&
h.

For attitude towards I\N

aviouralsci fac@%{ the items with the highest

N
proportion of positive ttitug were ‘}Iou ell it§mportant to practise balanced

eating continuously” (93.5%, n=30&i fgetg)ﬂs more important to look after your

health” (92.6%, }and@ fam@ambers smoke, you will try to advise
them to quit \” E(I4.9% }”4).‘-’1%(4 lowest proportion of positive answers in

this secti %ﬂor }h stat t $ ou need to take food following the calories
&4

s
that y for your ‘daily ac{igt.ies” (38.2%, n=124). For this statement, a high
)
p Wge of respondents (46}%, n=151) were unsure about the calorie intake for the

y energy requirement.
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Table 4.17: Attitude towards NCDs among Respondents (#=325)

Attitude Statement Strongly Agree Neutral Disagree Strongly
agree disagree

A. Attitude towards NCDs behavioural risk {r

i. You feel it is important to 158 146 17 2 %
practise balanced eating  (48.6) (44.9) (5.2) (0.6* .6)
continuously

ii. At your age, periodic physical 64 194 34 12
activity is essential to (19.7) (59.7) (10.5) (6. 3.7)
maintaining your health w

iii. You need to take food following 7 117 151 21
the calories that you need for (2.2) (36.0) (46.5) .9) (6.5)
your daily activities

iv. In the selection of foods, you 59 178 58 9' 1
will make sure its low in fat (18.2) (54.8) ( (0.3)

v. If your family members smoke, 127 147 35 12 » 4?'
you will try to advise them to (39.1) (45.2) .8) (3.7) ' @)
quit smoking —\

vi. You feel it is important to look 169 19 & \Y’ 0
after your health 52.0 5. L5

y (520)  ( Qi\ ) o~
B. Attitude towards NCDs management

i. If you are diagnosed with l%yw 18 % 8
NCDs, you would try to control & 38.8) ( @.8) (2.5
the disease before it becomes
worse \T ,‘\-\

ii.  You bring along your medicines 33 N 22 10
when visiting relatives who are ) @ (10 (6.8) 3.1
far away é “ %

iii. When you have diabetes, 4 A‘) 16 2
will not consume foods (1 8) 7 @w) (4.9) (0.6)
high in sugar |

iv. Taking the medicati n] t10n p gl 39 73
provided by our \é é\)' (13 2) (12.0) (22.5)
regularly f t]te
prescribed sc control
diabetes co cat \

v. A person h ?ou 3 b 231 19 21 1
undergo he uri (71.1) (5.8) (6.5) (0.3)
follow rea

vi. Ify gh bloo pr 225 24 32 0

rgduce your (69.2) (7.4) (9.8)
ards Support Netw&
i. will provide financial® 142 162 17 4 0
istance if your family (43.7) (49.8) (5.2) (1.2)
ember has a stroke
You can take care of your 148 152 16 8 1
family members if they have a  (45.5) (46.8) 4.9) (2.5) (0.3)
stroke

ii. You will encourage your female 152 127 38 8 0

family members to undergo (46.8) (39.1) (11.7) (2.5

breast cancer screening at the
health centre
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As for the attitude towards NCDs management, if they were diagnosed with
diseases, the highest proportion of negative attitude was “Takirwﬂe
medication/injection provided by your doctor regularly based on thg}ribed
schedule can control diabetes complications” (34.5%, n=112). Ano of them
(13.2%) gave a neutral statement to this statement. Meanwhile, the Me.st proportion
of positive attitude was “A person with high BP should u 0 BP check during
follow-up treatment" (87.4%, n=284) and “If you are v“%v'ith NCDs, you
would try to control the disease before it becomes worse 2% n.%@ld .

Y-v
,93.5% a ﬂ3%{athem

Additionally, in terms of financial and care s

were willing to help if any of the family me ue tQ_stroke. For

providing support for family members wh

85.9% and 11.7% give a positive and M} i

st sc g statement,

YL
S
4.3.8 Practice towards Beh RlslpFact swof %
The mean scores fi \tlce 16 (S‘% 1.53). Whereas, the median

score for practices V‘%/th IQ 5-7 P p t1ces category, the majority of

respondents had (80. 00®(Flgur 8).
&
\ &

J

100.0

200

60.0
40.0 19.4

0.0
Good

¥ |

N
Q Figure 4.18: Attitude Category among Respondents (n=325)
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The frequency of adequate practice prevention towards behavioural risks of
NCDs is shown in Figure 4.19. The majority of the respondents did not cwﬂe
alcohol (87.7%) or smoke (72.6%). Less than half of them had a goo%\ional
habit of taking at least three servings of vegetables per day (46.5%)a rforming

physical activities more than three times per week (47.7%). Neverthqess, only 9.2%

of the respondents measured their body weight weekly. V
\\z [

Bodyweight measured once per week [ 9.2

Mon-alcohol drinker 87.7

Adequate daily vegetable consurption _ 46.5

Mon-smokers

Sufficient physical activites _ 47.7

0 10 20 3 40 3 & 70 B8 90 100

‘Q\I \) I
Figure 4.19: Good practice toward CRS prevention by@centages (n=325)
‘&
4.3.9 Health-seeking Beh r N
N

More than half of respc@ : =192) sought modern treatments.

However, many@n @7%) @d on both traditional and modern
NS
treatments. O@res onde ?'no treatment when sick because he was not
bothered Qme illngss  (Figtr
:

i
e.éf). For modern treatment, the majority of the

responidentSypreferred g0 to\gé government clinics, followed by government

h ws, private clinics, anch)harmacies (Figure 4.21). For traditional treatment,
%

72.6

of respondents chose the traditional healer of Orang Asli. In terms of

Qditional medicine, they relied on massage or hot oil (53.0%) and air penawar or

treatment (40.9%) given by their traditional healer (Figure 4.22).
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No
0

Seeking for treatment when

= —
B
- &
Modern and radiions. [ %
0.0 200 400 G0.0 200 1000 1200
Figure 4.20: Health-seeking behaviours amongst total respon perc':ntage (n=325)
Pharmacy | 0.3

Govennent hospital l 31

Private clinic | 0.6

96.0

Goverment chmc

0.0 200 400 60.0 200 100.0 1200

&
Figure 4.21: Choice of Modemtme t Res ents by Percentage (n=324)

Y IS

Matural
TESOUICes

=3
—

Alr penawar or treatmertt given by Traditional

healer =k

Tradiional m edicine

Heot oil

530

446

Traditional massages

354

Traditional
treatment

Traditional healer/Tok Halag

[=]

10 20 30 40 30 &0

Figure 4.22:Traditional Medicines and Treatments amongst respondents by percentage
(n=132)
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4.3.10 Accessibly to Public Healthcare Facility, Services and Medicine

Table 4.18 shows the accessibly to public healthcare facility, serv\a and

medicine by respondents. From the 324 respondents, the majority of th d that
the facilities were located closed to their homes (83.3%) with suitable operating hours
(96.3%). They also had no transportation issues (86.7%). Howevery, 40.1% of the

respondents felt that the waiting time at the government heal?&tcilities was too

A

Table 4.18: Accessibility to government healthcare ceitses (distancI aniyw') (n=¢3§;
A

long and burdensome.

Statement Yes,n (%) No,n(%) Not sure, n(%)

1. The distance between home and the 0 P 4 ‘(1
government healthcare centre is close . \% %{0.3)

ii.  Did not experience any problems in terms 81 2 1
transportation to the government health 86.7. .0) (0.3)
centre k

iii. Operating hours for government health 1
centres are suitable Y &X} (0.3)

iv. Waiting time at the governmen ealt are 130 4
centre is not burdensome @ Q%IO 1) (1.2)

S‘"

In terms of acc 1b1 0 rece've tr t e ‘%1 medicines (Table 4.19), most
of the respondents agreed at e b!ﬁécjyvas good. They also felt that the
facilities were 1 1|1on SA@th medicines were readily available

ile 99.1% would recommend family members

at the gov healthcare'centre
4
and or treatmient “at tlﬂ'government healthcare facilities. The modern

m c1ne! are more readily a\mable compared to traditional medicines for 93.8% of

(99.4%). F , 9 7? }dmméa-hle and would continue to seek treatment

”@

%pondents However, 3.4% of respondents feel that traditional medicine is more

odlly available around their settlements.
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Table 4.19: Accessibility to get treatment and medicines at the government healthcare centre

(n=324)

Statement Yes,n (%) No,n(%) Not sure, n(%)
i.  Government healthcare facilities in your area 319 5

are in good condition (98.5) (1.5) %
ii.  Medicines can be obtained from government 322 2

health facilities (hospitals / clinics) (99.4) (0.6)
iii. Modern medicine is more readily available 304 11 9

than traditional medicine (93.8) (3.4) (2.8)
iv. Feel comfortable and will continue to seek 323 IV 0

treatment at the government healthcare centre (99.7) 3
v. Recommend family members and friends for 321 0

treatment at a government healthcare centre (99.1) l

Nd.
4

4.3.11 Correlation between KAP regarding N ' _{')

4 b 3§

1n throu e Pearson

ssoc { between the

ds N@s The analysis of

AN
Eéﬂhat knowledge had a

significant fair, positive corr with attitude r = 1 ; p <.001). Knowledge

also had a significant oor?!latwf

=.006). This null hypothesiswas theje

The correlation between KAP and NC

correlation test (Table 4.20). The null %Ns stat

level of knowledge with attitude and pr Ket

a’

the relationship between knowl d atti ea

actm%owards NCDs (r = +0.153; p

The null w is st ted that ther no association between respondents'

Q
attitude towar, s and thei CL) aviour. The analysis showed that there is
a signific posi T at1 (bétween attitude and practice regarding NCDs

EW 028{ erefore null hypothesis was rejected.

\

4.20: Correlations between KAP regarding NCDs using Pearson Correlation Test

(n=325)
\ Variables r-value p-value Interpretation
owledge and Attitude +0.441 <.001* Fair positive correlation
owledge and Practice +0.153 .006* Poor positive correlation
Attitude and Practice +0.122 .028* Poor positive correlation

Abbreviation: r, correlation coefficient; * Significance at p < .05
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4.3.12 Univariate and Multivariate Analysis

This section provides the findings for specific objective 3 of the udR ;he

univariate and multivariate analyses were summarised according S%eptual
frameworks of the study.

4.3.12.1 Factors Associated with Hypertension V

Logistic regression analysis was performed to identify

e fa‘:tors associated

lWed in the

@

u':atiog' and
g

hardcore poverty category), behavioural risk factors 0¥ NCDsf(smoking st{?ﬁ alcohol

ake), r@&lic risks of
asedé@od glucose) and

health behaviour (knowledge, attitude and pract . /<\
- ) N\
From the multiple bina@c reftessi abl%’ll), the results indicated
that age group and smokin m pr[,\%Zuisélly significant improvement

with dependent variables hypertension. The indepe

model included sociodemographic characteristic e,

over the constant-onlyfmodel3y? (14, 59, p< .001]. Those who were

= 305)l=
4 4
older than 40 years %c rd m es of Q&'s of having hypertension compared
to those in the @ ag OR :Q®.544; 95% CI 5.879,58.494; p < .001).
¢

Smokers had% lesser od. hypertension (aOR= 0.132; 95% CI 0.034,
0.503; p O.k).
oL

Scco ding to the Nagel]@;ke R’ value, the variance was 40.4% and the correct
N

—

)

ion rate was about 87.7%. The Hosmer-Lemeshow goodness of fit p-value was

than 0.05 (2= 3.499, df=8, p = .899), thus the observed and predicted

Q)babilities matched and the model had a good fit. Multicollinearity test was
conducted and the analysis showed that multicollinearity was not present as all the
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Table 4.21: Factors Associated with Hypertension (using Univariate and Mul&{%‘[e Logistic Regression)

Variable Hypertension, n (%) Crude OR 772 p-value* BP Wald®  Adjusted OR p-value®
Yes No (95% CI)* (95% CI)®
Sociodemographic Y'
Age group (years)
18-39 4(1.2) 172 (52.9) Ref \, Ref
=40 44 (13.5) 105 (32.3) 18.019(6.293,51.592) 47.625 OYF 2.920 24.822  18.544(5.879,58.494) <.001*
Gender '
Male 13 (4.0) 81(24.9) 1.113(0.560,2.212) 0.093 761 041 0.047 1.117(0.408,3.058) .829
Female 35(10.8) 196 (60.3) Ref . \‘T Ref
Education | &
Low 43 (13.2) 188 (57.8)  4.071(1.559,10.631) 11.0@ 9() 0 8@ 2.143 2.393 (0744, 7.698) .143
High 5(1.5) 89(274) Ref Yv \ Y\J Ref
Hardcore poverty
Yes 33(10.2) 184 (56.6) 1.112(0.575,2.150) N u\ 2 %0.252 0.309 0.777 (0.319, 1.893) 579
No 15 (4.6) 93 (28.6)  Ref \) (‘ﬁ* Ref
Behavioural Risks = N D AV
Smoking status k‘) ); | AN
Yes 6 (1.8) 85(26.2)  0.323(0.132, 6.711, % Q;@O* -2.029  8.782 0.132 (034, 0.503) .003*
No 42 (12.9) 192 (59.1) Ref A‘Q Ref
Alcohol drinker N
Yes 2 (0.6) 21(6.5) 1.887 42W21) 30_ 402 0.088 0.008 1.285 (0.207, 7.959) 788
No 46 (14.2) 256 (78.8)  Ref Ref
Physically inactive \" J Y
Yes 28 (8.6) 136 (41.8) 1.481 81,2.6 1@%5 .239 0.452 0.749 1.572 (0.564, 4.376) 387
No 20(6.2) 141 (43.4) f (J& Ref
Inadequate vegetables ¢ l
intake 25(7.7) 149 (45.8) 6.9)4 (0/50?72'5)(:’) 0.048 .827 -0.294  0.372 0.746 (0.290, 1.916) 542
Yes 23(7.1) 128 (39. %f KN Ref
No : ’ v
\J

K
3
N
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Table 4.21, continued Y.
o
Variable Hypertension, n (%) Crude OR 772 p-value* BP Wald®  Adjusted OR p-value®
Yes No (95% CI)* (95% CI)®
Metabolic Risks v

Abdominal Obesity

Yes 37(11.4) 157 (48.3)  2.571(1.259, 5.249) 7.536 .0 N0.710 2.130 2.033 (0.784, 5.273) .144

No 11 (3.4) 120 (36.9)  Ref %' Ref
Raised blood pressure |

Yes 29 (60.4) 68 (24.5)  4.691 (2.474,8.896)  23.010 .00 ‘\0;67 2.178  1.836(0.819,4.113) 140

No 19(39.6) 209 (75.5) Ref * X Ref
Increased blood | _\C—)\
glucose

Yes 5(10.4) 13 (4.7) 2.361 (0.801, 6.958) 0.060 1.176 (0.323,4.281) .806

No 43 (89.6) 264 (95.3) Ref Ref
Health Behaviour
Knowledge score - - 0.998 (0.967,1.030)\ 0.057 0.994 (0.949, 1.042) 812
Attitude score - - 1.013 (0.964, 1.0({)‘) 0.024 1.005 (0.939, 1.077) 877
Practices score - - 1.037 (0.848, 1.2 0.451 0.855 (0.541, 1.350) 502
Constant ANY N A\ -4.029  1.949 018
Abbreviations: OR, Odds Ratio; CI, confidence interval; Ref: Refer : Qistic fficient
* Likelihood Ratio (LR) test, *Significance at p < .05 . S

b Full model;

Dependent variable: Hypertension, Si

Nagelkerke R?=0.404; Hosmer-Lemesho
max VIF 3.068 (<10); Durbin-Watson,

153

ction power 87.7%; Collinearity: Minimum tolerance value 0.326 (>0.1),

%. 2 G?& no &éﬁMential outlier, All interaction terms checked, not significant;
n k



variance inflation factor (VIF) values were less than ten and the tolerance values exceeded
0.1 The Durbin-Watson value, d = 1.982, was between the two critical values of 1.5 to 2.5,

thus indicating that the residuals were uncorrelated and the independent error aw;ion

was satisfied. : )

4.3.12.2 Factors Associated with Hypercholesterolemia ?

Table 4.22 shows the logistic regression result that examil%ctors associated
with hypercholesterolemia. The variable of drinking alcohol w ded' from the model

Vi a’ sA%cally

since none of the respondents with hypercholesterolemia was inkef. .\d' NS
The result indicated that age group and kno e Score p
2

(.( 25) ‘;,Eslg, p

significant improvement over the constant-only-rv X

< .001]. The odds of the older age group twyper

higher than the younger age group (aOR = 5%492:95% CI 1. 24. p=.024). There is

an increased of 12.8% in knowledge sc those Q\Thiw

(aOR =1.128; 95% CI 1.040, 1.22

The analysis showed th

rate was about 95.7%. The%

(*=7.017, df=8, p = é@) the Pbst and ét{icted probabilities matched and the
Y
model fitted. \ : i (J
(o ? (J"v

154



Table 4.22: Factor Associated with Hypercholesterolemia (using Univariate and %izvariate Logistic Regression)

Variable Hypercholesterolemia,  Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
n (%) (95% CI)? (95% CI)®
Yes No
Sociodemographic & _\
Age group (years) N
18-39 3(0.9) 173 (532) Ref Y‘ Ref
=40 14 (4.3) 135 (41.5) 5.980(1.684, 21.233) 10.178 ' 1.703 5.112 5.492 (1.255, 24.038) .024%*
Gender
Male 3(0.9) 91(28.0) 0.511(0.143,1.821) 1216 30 54970458 0.577(0.118,2.832) 498
Female 14 (4.3) 217 (66.8) Ref | & Ref
Education 2 ~
Low 154.6)  216(66.5) 3.194(0.716, 14251) 3. ~J2 1YQ}7. 1462 2.848(0.522, 15.531) 227
High 2(0.6) 92 (28.3)  Ref Ref
Hardcore poverty V 0\ S
Yes 12 (3.7) 205 (63.1)  1.206 (0.414, 3.515 0402 .7370 0.558 0.687 1.748 (0.467, 6.548) 407
No 5(1.5) 103 (31.7) Ref R N P Ref
Behavioural Risks R ); A
Smoking status il A )
Yes 3(0.9) 88 (27.1)  0.536 (0.150\ ) 4 &&mo* 0.694  0.593  0.499 (0.085,2.922) 441
No 14(43)  220(67.7) Ref S Ref
Alcohol drinker 2 I i 0’
Yes 0 285 (87.7) - (—) sl ? - - - - -
No 17 (5.2) 23 (7.1)
Physically inactive \ | \ %(J
Yes 11 (3.4) 153 (47.1)  1,857%0.67 3478 239 -0.594  0.628 0.552(0.127, 2.397) 428
No 6 (1.8) 155 (47.7) Re p i (,)(J Ref
Inadequate vegetables 4
i ¢
intake
Yes 103.1) 164 (5 % .251(0;:25{3.3@\ 0.023 827 -0.601 0.600  0.548 (0.120,2.508) 438
No 70.2) 144 (448) ¥ Ref e, Ref
\J

\
N
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Table 4.22, continued
c}z
Variable Hypercholesterolemia, = Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
n (%) (95% CI)? (95% CI)®
Yes No
Metabolic Risks o )
Abdominal Obesity N
Yes 15 (4.6) 179 (55.1)  5.405(1.215,24.047)  7.115 .0??' 1.181  1.901  3.258 (0.608, 17.458) 168
No 2(0.6) 129 (39.7)  Ref % | Ref
Raised blood pressure
Yes 10 (58.8) 87(28.2)  3.629(1.339,9.837)  6.490 011 464 50525 1590 (0.453,5.579) 469
No 7(41.2) 221(71.8) Ref | _\c} Ref
Increased blood 2 X
glucose N
Yes 2 (11.8) 16 (5.2) 2.433(0.512, 11.567) .03; 8 .050  0.003 0.952 (0.166, 5.457) 956
No 15 (88.2) 292 (94.8) Ref » Ref
Health Behaviour (ﬂ*
Knowledge score 1.091 (1.025, 1.162) . 00_65"' 0.120 8.538 1.128 (1.040, 1.223) .003*
Attitude score 1.062 (0.976, 1. } (;)%1 -0.140  0.070 0.986 (0.886, 1.097) 791
Practices score 0.931 (0.676\ ) &i qA<3-663 -0.187 0.317 0.830 (0.433, 1.589) 573
Constant N 5352 1.854 .005

o~
Abbreviations: OR, Odds Ratio; CI, confidence interval; Ref: R%& grou
I . . g
2 Likelihood Ratio (LR) test, * Significance at p <.05

®Full model;

Dependent variable: Hypercholeste

Nagelkerke R?=0.298; Hosmer-Lemesho
max VIF 2.926 (<10); Durbin-Wat

9l S
; B: Jlogisti¢)coefficient
&

canc
L %
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4.3.12.3 Factors Associated with Diabetes mellitus

=

The logistic regression results in Table 4.23 shows factors asso 'NK:
Diabetes mellitus.The results indicated that age group, physical activ %us and
practices scores provided a statistically significant improvement e constant-
only-model [y? (13, N=325)=36.316, p < .001]. V

The odds of Diabetes mellitus in the older age gr VW times higher than
that of the younger age group (¢OR = 15.388; 95% C , 92.646; p = .003). Those

L

re likely to bf E;@Y)'etes

r@iabetes

hofhavi
mellitus had 17 times higher the odds of having incr \\blood Rés,e (aOR =
17.225; 95% CI1 3.235, 91.705; p = .0 1@33, si%&caﬂt increased in
practices score among those with %ﬁ itus =2.176; 95% CI 1.054,
4.490; p = .035). QI&

with physically inactive were eleven times

mellitus(aOR=11.478; 95% CI 2.023,65.117. p=.

17}
The analysis showed\ ultico y wagﬁi'ot present as all the VIF
N
values were less than c angthe tole#nce lpe§eded 0.1. The Durbin-Watson
at s

value, d=1.903, indw tt e\é S wt%}not correlated and the independent

error assumption&atlsﬁ 'Th ore, t\ ata met all assumptions for normality.

The Nagelker@alu of"0. ?%W/Gcbgﬁat the full model explained 35.4 % of the

Varianc&éﬂdegﬁ ent/variablés>The correct prediction rate was about 96.3%.

The& emeshow goodnaq)&,%.f fit p-value was more than 0.05 (y>= 4.451 df=8,
\

p;w) so the observed and predicted probabilities matched and the model fitted.

.
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Table 4.23: Factor Associated with Diabetes mellitus (using Univariate and Mtﬂkxia‘[e Logistic Regression)

Variable Diabetes mellitus, Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
n (%) (95% CI)* (95% CI)®
Yes No
Sociodemographic o Y
Age group (years) N
18-39 2(0.6) 174 (53.5)  Ref ? ) Ref
=40 12 3.7) 137 (42.2)  7.620 (1.677,34.620)  10.092 2734 8907  15.388(2.556,92.646) .003*
Gender
Male 4(1.2) 90 (27.7)  0.982(0.300,3.213)  0.001 008 . 7°0.000  1.008 (0.182.5.586) 993
Female 14 (3.1) 221 (68.0) Ref é 97 i K, Ref
Education
P4
Low 11(3.4) 220 (67.7) 1.517(0.413,5.564) 0.4?' \5\3 -0:324  0.140 0.723 (0.132, 3.957) 709
High 3(0.9) 91(28.0) Ref \, ,,‘ é\ Ref
Hardcore poverty ( :
Yes 6 (1.8) 193 (59.4)  0.481 (0.164, 1.408\ 51 .18 N -1.159  2.445 0.314 (0.073, 1.342) 0.118
No 8 (2.5) 118 (36.3) Ref P &, L& Ref
Behavioural Risks R ) ‘%T W IS
Smoking status ?’ [} ' Q:_—)"
Yes 3(0.9) 88 (27.1)  0.691 (0.188& ) 3 N\%.578 0399  0.172  1.490 (0.227, 9.808) 678
No 11 (3.4) 223 (68.6) Ref ’ N Ref
Alcohol drinker i
|
Yes 0 23(7.1) - S - - - - -
s F &
No 14 (4.3) 288 (88.6) \ I ‘g %(J
Physically inactive
Yes 11(3.4) 153 (47.1) 86%1.03 \Q@ 8)@13 044*  2.440 7.593 11.478 (2.023,65.117) .006*
No 3(0.9) 158 (48.6) ’ :l 4 Ref
Inadequate vegetables Q
intake N
Yes 6 (1.8) 168 (5 638 0efe 1. 0.669 416 0.093  0.014  1.097 (0.239,5.032) 905
No 8 (2.5) 143 (44%9) = Ref AV Ref

i
N
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Table 4.23, continued
c.\z

Variable Diabetes mellitus, Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
n (%) (95% CI)* (95% CI)®
Yes No
Metabolic Risks
Abdominal Obesity
Yes 10 (3.1) 184 (56.6)  1.726 (0.529, 5.623) 0.873 1.025 (0.195, 5.390) 977
No 4(1.2) 127 (39.1) Ref Ref
Raised blood pressure
Yes 6(42.9) 91(29.3) 1.813(0.612,5.373) 1.111 29 0.534 (0.128,2.238) 391
No 8(57.1) 220 (70.7) Ref Ref
Increased blood
glucose
Yes 9 (64.3) 13 (4.2) 12.735(3.737,43.403) ,12.9 17.225 (3.235,91.705) .001%*
No 5(357)  298(95.8) Ref ¢ i 2 Ref
Health Behaviour \ A
Knowledge score 1.017 (0.961,1.07 .349\1 5617 -0.008  0.034 0.992 (0.915,1.076) .855
Attitude score 1.013(0.929,1.1 0;? ) 0.019 0.109 1.019 (0.911, 1.140) 741
Practices score 0.777 4.422 2.176 (1.054,4.490) .035%
Constant -
11912  6.781 <.001
Abbreviations: OR, Odds Ratio; CI, confidence interval; Ref: Refere
2 Likelihood Ratio (LR) test, * Significance at p <.05
b Full model, Nagelkerke R’=0.354; Hosmer-Lemes . .05); Prediction power 96.3%; Collinearity: Minimum tolerance value 0.342 (>0.1),
max VIF 2.926(<10); Durbin-Watso .5), ro,influential outlier, All interaction terms checked, not significant;
Dependent variable: Diabetes me sk

K
K
N
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4.3.12.4 Factors Associated with Abdominal Obesity

Table 4.24 shows that gender, income status, and raised blood preﬁ&a

provided a statistically significant improvement over the constant-onlk% v (13,
N= 325) =89.516, p < .001]. Females had seven times highe of having

abdominal obesity as compared to males (@¢OR=7.243; 95% 31493, 15.018; p

X

<.001). Those in the hardcore poverty category had §3.5% less likely to have

abdominal obesity (aOR=0.535; 95% CI 0.293, 0.97 .042). erea§ who had

®
raised in blood pressure were five times more Yikely to bg ab inal sity
IS
4

(aOR=5.408; 95% CI 2.261, 11.161; p <.001). T

"r Sy
Multicollinearity test was performed and, show \t%& multiéé(‘lflearity was

not present because all the VIF Va@ess
exceeded 0.1. The Durbin-Watson yalue, d=1: inTa d _ﬂ@t the residuals were
‘? AN

not correlated and the independent asspmptioniwas seﬁgﬁed. Therefore, the data

“« Q-
met all assumptions for no ity. The erke .&‘(/alue was 32.5% and the
\

correct prediction rate gvas agut 71.1%. T Ho@emeshow goodness of fit was
y?=8.717 df=8, pO{ED $f\h se-'

n atholerance values

fyediand predicted probabilities matched
and the model fi
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Table 4.24: Factor Associated with Abdominal Obesity (using Univariate and M%Eriate Logistic Regression)

Variable Abdominal obesity, Crude OR 72 p-value* BP Wald®  Adjusted OR p-value®
n (%) (95% CI)* (95% CI)®
Yes No
Sociodemographic o Y
Age group (years) N
18-39 104 (32.0) 72 (22.2)  1.056 (0.677, 1.648) 0.058 .8Q 0.169 0.292 1.185 (0.641, 2.190) .589
=40 90 (27.7) 59 (18.2)  Ref l Ref
Gender .\d
Male 32 (9.8) 62 (19.1)  Ref ™ o Ref
Female 162 (49.8) 69 (21.2)  4.549(2.728,7.585) 35.9@ <.00;jz.‘89t)\ 28.316  7.243(3.493,15.018) <.001*
Education
s
Low 142 (43.7) 89 (274) 0.776 (0.487,1.261) 1?3’ \Q O‘?_;Zr 1.483 1.464 (0.793, 2.704) 223
High 52 (16.0) 42 (12.9) Ref \/ ,,\ {\ Ref
Hardcore poverty ( :
Yes 127 (39.1) 90 (27.7)  1.158(0.721, 1.859\ 371 546 -0.626  4.146 0.535(0.293, 0.977) .042*
No 67 (20.6) 41 (12.6)  Ref P N A Ref
Behavioural Risks R %7? I
Smoking status ; ® u )
Yes 38 (11.7) 53(16.3)  2.789 (1.696¢ ) .698 A .001*  -0.162  0.138 0.851 (0.362,1.999) 11
No 156 (48.0) 78 (24.0)  Ref SO Ref
Alcohol drinker i ( 2@'
Yes 5(1.5) 18 (5.5) 0.166 .460) I‘A&/ <001* -1.066 2.801 0.344 (0.099, 1.200) .094
No 189 (58.2) 113 (34.8) Ref \ l \ %(J Ref
Physically inactive
Yes 98 (30.2) 66 (20.3) 95%0.63 \Q (5‘0.001 981 -0.305  0.716 0.737(0.364, 1.494) 398
No 96 (29.5) 65 (20.0) ’ :' 4 Ref
Inadequate vegetables \(J
intake
Yes 107 (32.9) 67 (20, &;51’(@% 1.% 0.505 AT7 0.488 2.289 1.630 (0.866, 3.069) 130
No 87 (26.8) 64 (19.] Ref oV Ref
\I
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Table 4.24, continued
c}z
Variable Abdominal Obesity, Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
n (%) 95% CI)? (95% CI)®
Yes No
Metabolic Risks L .\
Raised blood pressure N
Yes 75 (38.7) 22(16.8)  3.123(1.817,5.367) 18.754 .(W’ 1.688  20.853  5.408 (2.621,11.161) <.001*
No 119(61.3)  109(83.2) Ref | Ref
Increased blood ‘\d
glucose " e
Yes 16 (8.2) 2(1.5)  5.798 (1.310,25.657) 7.9@ .00 7}.13 572501 3.814(0.726,20.047) 114
No 178 (91.8) 129 (98.5) Ref N —— Ref
Health Behaviour MESE AN
Knowledge score - - 1.027 (1.003, 1.051) 4;2 027* Q019 1257  1.019(0.986,1.053) 262
Attitude score - - 1.034 (0.998, 1.072@66 “\ 68 <. 0.007 0.096 1.008 (0.961,1.056) 757
Practices score - - 1.221(1.051, 1.419) 7 OO_{ 0.059 0.159 1.061(0.793, 1.418) .690
X0 ).
Constant LA 2473 1714 004

Abbreviations: OR, Odds Ratio; CI, confidence interval; Ref: Referenc ; B: logi ’o‘co@fﬁent

aLikelihood Ratio (LR) test, * Significance at p <.05 \ ﬁ?

Nagelkerke R’=0.325; Hosmer-Lemeshow test= O.W >.05); ictiorpower 71.1%; Collinearity: Minimum tolerance value 0.326(>0.1),
1%-2.5 i outlier, All interaction terms checked, not significant;

afenee, male >90cm, female >80cm), * Significance at: p < .05

® Full model;

max VIF 3.066 (<10); Durbin-Watson, d = 1.798
Dependent variable : Abdominal obesity category

AN

b
o miflue

aist cit &
3 &
&
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4.3.12.5 Factors Associated with Raised Blood Pressure

Table 4.25 presents the results from the final model that investi a@e
association between raised blood pressure category with sociodemographic i%e 1stics
(age, gender, education background, and hardcore poverty group), bg&ural and
metabolic risks and KAP scores. The results indicated that age grouq uate vegetable

consumption and metabolic risk of abdominal obesity and increa d glucose group

provided a statistically significant improvement over the cons y-m'ydel [ (13, N=
325)=99.668, p <.001]. "
i )
The older age group (40 and above) had six t odds of hawinig AISEC blood

pressure with aOR=6.735 (95% CI 3.526,12.866), T)l. }n@ VegeSaJS;s intake
group were three times more likely to be in thﬁw 1003'$)ress e cat@y with aOR =

3.142 (95% CI 1.527, 6.468, p < .002). al obesity gfoup <%'We times higher

odds of having raised blood pressure a%r with a\zm—gl 4@\% CI 2.495, 10.727),

had tﬁ‘nes(%mﬁcanﬂy higher the odds

—_

p <.001. And those with increase gluc

.139, 9_3@1 1.011, 9.740, p = .048].

of having raised blood pressure [a1>
a

Multicollinearity te% nduct‘g

was not present with &\V IF viluhre less*than ten and tolerance values exceeded

0.1. The Durbin-Wa%v ue w.
¢

normality. The elarke 7 .g'% \@y the correct prediction rate was 80.9%. The

Hosmer-Le 0 good‘eﬁzt p-value was more than 0.05 (y?>= 8.117 df=8, p = .422)
. N

so the o and predicted prob{a‘ljltles matched and the model fitted.

n llp'aﬁgsis showed that multicollinearity

125 (ﬁ:‘éefore, the data met all assumptions for
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Table 4.25: Factor Associated with Raised Blood Pressure (using Univariate and )Qizvariate Logistic Regression)

Variable Raised Blood Pressure, Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
n (%) (95% CI)* (95% CI)®
Yes No
Sociodemographic o Y
Age group (years) N
18-39 23 (23.7) 153 (67.1) Ref Ref
=40 74 (76.3) 75(32.9) 6.563(3.812,11.301)  53.196 4 | 1.907 33.358  6.735(3.526,12.866) <.001*
Gender \d
Male 36 (37.1) 58 (254)  Ref i \Y‘ Ref
Female 61 (62.9) 170 (71.6)  0.578 (0.0348, 0.961) 43 .03 0‘72Q'> 3.824 0.454 (0.206, 1.002) 051
Education 2
Low 79 (81.4) 152 (66.7)  0.456 (0.255,0.815) 7?2' Q -@.8 0.010 0.963 (0.457, 2.030) 921
High 18 (18.6) 76 (33.3)  Ref é\ Ref
Hardcore poverty c')y u\ &
Yes 31(32.0) 77 (33.8)  1.086 (0.654, 1.803\ 101 15 0.163 0.225 1.177(0.601, 2.306) .635
No 66 (68.0) 151 (66.2) Ref P o, Ed Ref
Behavioural Risks R ) %T ? IN
Smoking status %‘ a A Q::J‘
Yes 32 (33.0) 59 (25.9) 0.790 (0.559\ ) %6}7 A‘Q.195 -0.617  1.620 0.540 (0.209,1.395) 203
No 65 (67.0) 169 (74.1)  Ref Ref
Alcohol drinker
Yes 6(6.2) 17 (7.5) 1.155( Qp 679 0.112 0.034 1.119 (0.337,3.717) .854
No 91 (93.8) 211(92.5) Ref Ref
Physically inactive
Yes 43 (44.3) 121 (53.1) 82%0. .149 -0.522  1.775 0.594 (0.276, 1.279) 183
No 54 (55.7) 107 (46.9) Ref
Inadequate vegetables
intake %’
Yes 43 (44.3) 131 (5 % 44 .030* 1.145 9.664 3.142(1.527, 6.468) .002*
No 54 (55.7) 97 (A Ref Ref

@
N
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Table 4.25, continued
c}z

Variable Raised Blood Pressure, Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
n (%) 95% CI)? (95% CI)®
Yes No
Metabolic Risks L .\
Abdominal obesity N
Yes 75(77.3)  119(52.2) 3.123(1.817,5.367) 18.754 .ORF 1.644 19516  5.174(2.495,10.727) <.001*
No 22(22.7) 109 (47.8) Ref | Ref
Increased blood ‘\d
glucose W
Yes 12 (12.4) 6(2.6)  5.224(1.900, 14.361) 11.(@ .00 75.14_4\&,\ 3919  3.139(1.011, 9.740) 048*
No 85(87.6)  222(97.4) Ref ) b Ref
Health Behaviour X-‘ ~ o’ N
Knowledge score - - 1.001 (0.976,1.026) 0.002 1 .001 0.005 0.999 (0.964, 1.034) 942
Attitude score - - 1.040 (1.000,1.082)\°jy90 “‘ 52 4. 0.045 2.795 1.046 (0.992,1.103) .095
Practices score 0.968 (0.828,1.131 O&? Elii 0.338  3.769 0.713 (0.507, 1.003) .052
Constant VA 3352 2.723 035

Abbreviations: OR, Odds Ratio; CI, confidence interval; Ref: Referenc ; B: logi ’o‘co@fﬁent
i
IS
e

[ 3!
"Full model; Nagelkerke R?=0.375; Hosmer-Lemeshow test=0. (p >.0%5_j)|e on power 80.9%; Collinearity: Minimum tolerance value 0.330 (>0.1),
max VIF 3.027 (<10); Durbin-Watson, d = 2,125 00 influéntial outlier, All interaction terms checked, not significant.

Dependent variable: Raised blood pressuréy( = Ol@swl@d/or 90 mmHg diastolic) * Significance at: p < .05

N
N . l(,)(.a
&

2 Likelihood Ratio (LR) test, *Significance at p < .05 Y

’

’b)f$

N
e

)
&
S
S

165



4.3.12.6 Factors Associated with Increased Blood Glucose

L9

Table 4.26 presents the results that investigated the assomat@\v
sociodemographic characteristics, behavioural and metabolic risk fa f NCDs ,
and KAP scores with increased blood glucose as the dependent var WThe results
indicated that none of the factors provided a statistically s1gm§. provement over

Multicollinearity test was conducted and it sho that Manty was

the constant-only-model [y2 (12, N=325)=21.972,p=.0

not present as all the VIF values were less than ten a

Y
lerance¢ va efcc;&édpd 0.1.

rit% of 1@ 2.5, thus

d thﬁln ¢ nden@br assumption
was satisfied. Therefore, the data me\%mptlons orm@/ The Nagelkerke

2 value was 18.8% and the corr d1ct1 \v _\94 5%. The Hosmer-

The Durbin-Watson, d = 2.134 was between t

indicating that the residuals were not corr d

Lemeshow goodness of fit p- more tha 5 679 df=8, p= .683), so

the observed and predlcted 1t1e and model fitted.
! \}

4.3.12.7 Factors Associat P oﬂatige towards NCDs

(43
=
-

lysis as conducted to determine the

\

socmdemogr%\-ar tetisti Vloural risks associated with with poor

knowled c%ory (Tablef 4. 7)$\e results indicated that the education level,

incomeystatus, physically inacti@nd inadequate vegetables provided a statistically

cant improvement over}w constant-only-model [¥* (8, N= 325) = 39.277, p
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Table 4.26: Factors Associated with Increased Blood Glucose Category (using Univaria&% Multivariate Logistic Regression)

Variable Increased Blood Glucose Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
n (%) (95% CI)* (95% CI)®
Yes No
Sociodemographic & _\
Age group (years) N
18-39 6(33.3) 170 (55.4)  Ref Ref
=40 12 (66.7) 137 (44.6)  2.482(0.908, 6.783) 3.347 |0.249 0.172 1.283 (0.395.4.160) .678
Gender
Male 4(222) 90 (29.3)  Ref * X Ref
Female 14(77.8)  217(70.7)  1.452(0.465, 4.530) 0.437 50 .t6@ 0.243  1.439(0.338, 6.117) 622
Education
Low 16 (88.9) 215(70.0)  3.255(0.763, 13.882) 33 \6 lm‘g 1.650 2.931 (0.568,15.119) .199
High 2(11.1) 92 (30.0)  Ref \3 | g Ref
Hardcore poverty
Yes 12 (66.7) 205 (66.8)  0.995 (0.363,2.728)\>.OOO .997CsQ -0.002  0.000 0.998 (0.306, 3.253) 997
No 6(33.3) 102 (33.2) Ref = O\ \ Ref
Behavioural Risks ~ ); ¥ .f\ﬁ\
Smoking status il ' QC:)\
Yes 6(33.3) 85(27.7)  1.306 (0.475& ) .260 A4@;.610 0.374 0.243 1.454 (0.328,6.447) .622
No 12 (66.7) 222 (72.3) Ref N Ref
Alcohol drinker 2 ’
Yes 0 23(1.5) - C') 3 ; ‘,'_0 ] ] ] ) ]
No 18 (100.0) 284 (92.5) \ | N4 C«:
Physically inactive %
Yes 11 (61.1) 154 (50.2)  1,543%0.61 3@ 30.872 .350 0.537 0.672 1.710 (0.458,6.388) 425
No 7 (38.9) 153 (49.8) e v l c,)(-’ Ref
4
Inadequate vegetables / \(J
intake
Yes 8 (44.4) 166 (5 ‘&68(&@2}{ 1.768) 0.632 427 -0.556  0.681 0.574 (0.153, 2.147) 409
No 10 (55.6) 141 (45! Ref AV Ref

i
N
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Table 4.26, continued
c}z
Variable Increased Blood Crude OR 2 p-value* BP Wald®  Adjusted OR p-value®
Glucose ,n (%) (95% CI)? (95% CI)®
Yes No
Metabolic Risks L .\
Abdominal obesity N
Yes 16(88.9) 178 (58.0) 5.798 (1.310,25.657)  7.690 .052' 1.407  2.870  4.083(0.802,20.786) .090
No 2(11.1) 129 (42.0)  Ref | Ref
Raised blood pressure
Yes 12 (66.7) 85 (27.7) 5.224 (1.900,14.631) 11.05 2001 ’ 198 ‘T3.845 3.315(1.001,10.983) .050
No 6 (33.3) 222(72.3)  Ref ? ] & Ref
Health Behaviour - ‘.:
Knowledge score - - 1.018 (0.969,1.072) 507 \‘47&/ 0045  1.844  1.046(0.980,1.117) 175
Attitude score - - 1.010 (0.935,1.091) \3: N 2 %35 0.537  0.966 (0.881, 1.060) 464
Practices score - - 0.908 (0.665, 1.240 .370 54 & -0.121  0.172 0.886 (0.499,1.572) .679
Constant N ) A 3680 1.028 025

2 Likelihood Ratio (LR) test, *Significance at p < .05

Abbreviations: OR, Odds Ratio; CI, confidence interval; Ref: Reference geTﬁB: Am ef@nt

b Full model;

Nagelkerke R’=0.118; Hosmer-Lemeshow test=0.6
max VIF 3.067 (<10); Durbin-Watson, d = 2.134 .5),
Dependent variable : Increased blood glucose m

ore tharf6.11
P g P g
&

168

.
.05&¥'tiomﬁ6{ver 83.7%; Collinearity: Minimum tolerance value 0.326 (>0.1),
01

nti%utlier, All interaction terms checked, not significant;
/L or RBG of more than 11.1 mmol/L), * Significance at p< .05



Table 4.27: Factor Associated with Poor Knowledge towards NCDs (using Univariate

mﬂtivariate Logistic Regression)

N

Variable Poor Knowledge n (%)  Crude OR 72 p-value* BP Wald®  Adjusted OR p-value®
Yes No (95% CI)* (95% CI)®

Sociodemographic A\ Vi

Age group (years) »
18-39 125 (38.5) 51(15.7)  1.112(0.683, 1.810) 0.182 . 0\,0.232 0.632 1.262 (0.711,2.237) 427
=40 109 (33.5) 40 (12.3)  Ref Ref

Gender |
Male 68 (20.9) 26 (8.0) 1.024 (0.600, 1.749) 0.008 931 ~\0ﬂ2 0.301 1.212 (0.610,2.4080 .584
Female 166 (51.1) 65(20.0)  Ref . N\ Ref

Education | &
Low 178 (54.8) 53(16.3)  2.279 (1.364, 3.809) 9.7% 9() 0.6%].\ 4.770 1.917 (1.069,3.4360 .020%*
High 56 (17.2) 38(11.7)  Ref Y- \ Y\_/ Ref

Hardcore poverty
Yes 170 (52.3) 47 (14.5)  2.487(1.506,4.107) M35 W\ 1* 987 11.955  2.684 (1.534,4.698) .001%*
No 64 (19.7) 44 (13.5)  Ref \ r{* Ref

Behavioural Risks = ‘\\? ) &A‘V

Smoking status ‘f) )y
Yes 72 (22.2) 19 (5.8) 1.684 (0.946, 63.3037, @6 -0.672  3.363 0.511 (0.249, 1.047) .067
No 162 (49.8) 72 (22.2)  Ref \ A% Ref

Alcohol drinker N
Yes 18 (5.5) 5(1.5) 1.433 51@82) 1505% 490 -0.011  0.000 0.989 (0.317, 3.082) .984
No 216 (66.5) 86 (26.5)  Ref Ref

Physically inactive \" J &
Yes 126 (38.8) 38(11.7) 1.6 97,0.6 #2 .051 0.796 8.068 2.217 (1.280, 3.840) .005*
No 108 (33.2) 53 (16.3) f {4/ Ref

Inadequate vegetables ¢ l L.)(J

intake ) 4 @
Yes 113 (34.8) 61 (18.8 ; 34} 078, .4@ 9.419 .002*  0.802 8.536 2.229(1.302, 3.818) .003*
No 121 (37.2) 30 (9, ef P v Ref

Constant oV -0.516  0.924 597

Abbreviations: OR, Odds Ratio; CI, conﬁdenc%§al; Ref: Referem}éroup; B: logistic coefficient
2 Likelihood Ratio (LR) test, *Significance 5

Nagelkerke R?=0.164;

max VIF 1.454 (<10);
variable : Poor knowle

at :
‘oéer-Lemeshow test=0.866 (p >0.05); Prediction power 72.6%; Collinearity: Minimum tolerance value 0.688 (>0.1),
in-Watson, d = 1.798 (1.5-2.5), no influential outlier, All interaction terms checked, not significant; Dependent
ategory, * Significance at p < .05

® Full model;
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Those with lower education and those in the hardcore poverty group were two

times more likely to be in the poor knowledge category with aOR = 1.917;
1.069, 3.436, p= .029 and aOR = 2.684; 95% CI 1.534, 4.698, p=0.001 %\vely.
The aOR for the coefficient of physical inactivity was 2.217 with a I (1.280,
3.840). Therefore, this finding suggested that those who were physically inactive were
almost two times more likely to have poorer knowledge of N= .005). Those
%{ﬁ'ly to have poor

with a inadequate daily intake of vegetables were 2 tim

knowledge towards NCDs with aOR = 2.229; 95% CI 1. 3.8 ,Nd.

Yw
i e‘rit_y&}st for
i -Wa@ value, d
X

ct pr@non rate was
about 72.6%. The Hosmer-Lemesho@SS of fit ue @X2= 3.197, df=7,

=866, NN S\
G NI $

4.3.12.8 Factors Associated w or At e/towa CDs

N
Table 4.28 presents ‘the resull fr fheﬁﬂ model that investigated the
association betweern, poor-attit a Ty S S and sociodemographic
iation b 2 & "téﬁxrdNCD d sociod hi

34.88@ 0011, L}/Y'
\

Alcohol drinkers had five times higher odds of being in the poor attitude

egory with aOR = 5.150; 95% CI 1.586,16.726; p= .006. Those with insufficient
stical activity were also two times more likely to be in the poor attitude category

with aOR = 2.302; 95% CI 1.419,3.735; p = .001. Moreover, those who took less than
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three servings of vegetables daily were two times more likely to be in the poor attitude
category, with aOR = 2.261; 95% CI 1.414, 3.615, p=.001. Y’

Linear regression was performed and the multicollinearity was %\ The
Durbin-Watson, d =1.699, indicated that the residuals were not ¢ and the
independent error assumption was satisfied. The analysis showed Wgelkerke R’

was 13.6% and the correct prediction rate was about 60.9%. The Hosmer-Lemeshow

goodness of fit p-value was more than .05 (y>= 4.315, df=8,p= 75)1 so the observed

N

| &
4.3.12.9 Factors Associated with Poor Practic ards NCD ‘\
4 i &
\m e
odel that inVestigated the

and predicted probabilities matched and the model fitted.

Table 4.29 presents the results from the fina

association between poor practice c@var and({ociodemographic
characteristics. There was no significant” i nd? ari&les that provided a
statistically significant improvem er ghe con nt-oﬂ%model [¥* (4, N= 325)

the results showed that

“« Q-

=13.626, p=.309]. \ S‘/
N
Multicollineari tei was %

multicollinearity was not préSent a{ es were less than ten and tolerance

values exceeded @ Dm@son V@ d = 1.650 indicated that the residuals

N
are not correlat t i%\ t Gn(ﬁ{ assumption was satisfied. Therefore, the
data met &!ﬂnpt}o for'n @. The Nagelkerke R-square was 2.3% and the
correc wion rate was abo@?)ﬁ%. The Hosmer-Lemeshow goodness of fit p-

V:Nas more than 0.05 (¥*>="6.790 df=6, p = .341) so the observed and predicted
a

0 ilities matched and the model fitted.

T
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Table 4.28: Factors Associated with Poor Attitude towards NCDs (using Univariate and%gtivariate Logistic Regression)

Variable Poor Attitude n (%) Crude OR 72 p-value* BP Wald®  Adjusted OR p-valueP
Yes No (95% CI)* (95% CI)®

Sociodemographic v

Age group (years) »
18-39 90 (27.7) 86 (26.5)  0.995 (0.643, 1.539) 0.001 981 0.026 0.010 1.026 (0.620,1.699) 919
=40 76 (23.4) 73 (22.5)  Ref T Ref

Gender |
Male 50 (15.4) 44 (13.5)  1.127(0.697, 1.827) 0.237 ” 0.%0.019 0.958 (0.518, 1.773) .891
Female 116 (35.7) 115(35.4) Ref . Ref

Education | _\9}
Low 122 (37.5) 109 (33.5) 0.786 (0.486, 1.271) 0.694 327 s 183 YD'434 1.201 (0.697,2.070) 510
High 44 (13.5) 50 (15.4) Ref Y- \ N Ref

Hardcore poverty o
Yes 108(33.2) 109 (33.5) 1.171(0.737, 1.859) 0 N .gb4 -0 0.425 0.843 (0.504, 1.409) 515
No 58(17.8)  50(15.4) Ref \e') A~ Ref

Behavioural Risks = N D s

Smoking status ‘q )‘y\ ) J \&‘
Yes 53 (31.9) 38 (24.5) 0.670 (0.411, 1.092)% .607 “.10%5.‘) -0.331  1.126 0.718 (0.390, 1.323) .289
No 113 (68.1) 121 (75.5) Ref \ ¥ A% Ref

Alcohol drinker N
Yes 19 (5.8) 4 (2.5) 5.009(1.665 S.W ’0.6 [ 0_%04* 1.639 7.436 5.150 (1.586,16.726) .006*
No 147 (45.2) 155(97.5) Ref % 2 ? Ref

Physically inactive \ C}'
Yes 97 (29.8) 67 (42.1)  1.930(1 bﬁ.OOOI) 1.93% 003*  0.834 11.406  2.302 (1.419, 3.735) .001*
No 69 (21.2) 92(57.9)  Ref & {4/ Ref

Inadequate  vegetables \ ¢ l L.)(J

intake 0) [ J O
Yes 75 (45.2) 99 (62.3) %.12“%#) @9 580 002*  0.816 11.616  2.261(1.414,3.615) .001*
No 91 (54.8) 60 (37.7) ‘Q ) ’ o Ref

Constant % Y -0.630 1.718 533

Abbreviations: OR, Odds Ratio; CI, confidence intelﬁ% f: Reference grotip; B: logistic coefficient
4 Likelihood Ratio (LR) test, *Significance at p <.

Nagelkerke R?=0.136; Hosmer-
max VIF 1.454 (<10); Durbin-
Dependent variable : Poor atti

® Full model; eshow test=0.375(p > .05); Prediction power 60.9%; Collinearity: Minimum tolerance value 0.688 (>0.1),
son, d = 1.699 (1.5-2.5), no influential outlier, All interaction terms checked, not significant;

e category, * Significance at p < .05
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Table 4.29: Factors Associated with Practice towards NCDs (using Univariate andah{&ivariate Logistic Regression)

Variable Poor Practices n (%) Crude OR 72 p-value* BP Wald®  Adjusted OR p-value®
Yes No (95% CI)? (95% CI)®
Sociodemographic Y'
Age group (years) \,
18-39 139 (42.8) 37(11.4) 0.957 (0.860,1.064) 0.659 417 -0.322 1.097 0.725 (0.396, 1.324) 295
=40 123(378)  26(8.0)  Ref A&' Ref
Gender
Male 80 (24.6) 14 (43)  Ref ‘\4 Ref
Female 182 (56.0) 49 (15.1) 0.702 (0.408, 1.209) 1.777 19 316 Y*O.827 1.372 (0.694, 2.713) 363
Education | q
Low 182(56.0) 49 (15.1)  1.538 (0.804, 2.946) 1. 29 -o.@ 2.095  0.602(0.302,1.197) 148
High 80 (24.6) 14(43)  Ref Y- i | ~ Ref
Hardcore poverty %T
Yes 172 (48.3)  45(12.9) 1308 (0.716, 2.391) Noetso Y| 4383 0164 0263 0.848 (0.452, 1.591) 608
No 90 (32.3) 18(6.5)  Ref c') ~ Ref
Constant S )\ A 2010 18.653 .001

F 3

Abbreviations: OR, Odds Ratio; CI, confidence interval; Ref: Reference

2 Likelihood Ratio (LR) test, *Significance at p < .05

Nagelkerke R’=0.023; Hosmer-Lemeshow test=0.3

max VIF 1.184 (<10); Durbin-Watson, d = 1.650(1,5-2" ),T i ntial QU
ceatp

Dependent variable: Poor practice category, * Significan .05 §
\" £

® Full model;

(&

&

Sl

&93: 1%&5;@ effé' nt

>

4
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4.3.13 Summary of Findings of the Quantitative Phase

Overall, from 325 respondents participated in this study, 14.89 M nd
4.3% had hypertension, hypercholesterolemia and Diabetes mellitus, @ly. For
behavioural risks, the percentages of smokers and alcohol drinkerv 28.0% and
7.1% respectively. 50.5% were physically inactive, and SWad inadequate
vegetable intake. For metabolic risks, 59.7% of respond tstdominal obesity.
Among those who non-hypertensive, 24.5% had raisedu od press

!lre. d among
. . . .
those who non-diabetic, 4.2% had increased blood glueose. l ('}Y'
, —
t th

For their health behaviour, the responden go?d categories were
%3

28.0%, 48.9% and 19.4%, respectively. Only sz did \bek tr&ﬁﬁt when 1ill.

59.3% sought modern treatments, an@ 40.7%-reli oné@{h traditional and
modern treatments. c A

Results from the multivarlf gistics regression <éﬂ}ysis showed older age
17}
group of 40 years old abN T

—_

e si tly &ﬁf:iated with hypertension,
N
hypercholesterolemia Dl%etes me:llitus qn%ﬁer was significantly associated

h\( chofeéﬁpblemia had significantly higher

4 incra@ blood glucose and knowledge score

with hypertension. . Thos

\ 1
knowledge score&icall '

Ny g, 0
were signific ociated wi ]}iabe@c; mellitus.
@,

F &Uolic risks, le@d who had raised in blood pressure had higher

oddml g abdominal obec")TWhereas, those in the hardcore poverty category
\

l:&ely to have abdominal obesity. The older age group, inadequate vegetables
e

A\

group, abdominal obesity group and those with increased blood glucose had

gnificantly higher the odds of having raised blood pressure category.
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Lower education, hardcore poverty group, physically inactive and inadequate
daily intake of vegetables were more likely to have poor knowledge towardsv.
Alcohol drinkers, physically inactive group and inadequate Vege%\were

significantly associated with poor attitude category.

4.4  Qualitative Findings V:

This section presents the transcription of the re nmntewiew and the
patterns that emerged presented as the qualitative fi . The qualitative method
. . . . ‘
was used to further explore the significant findings ‘im,the quantitativ l)ased)&ely
knowledge and perception on modifiable and preventable be}a our risk% NCDs.
\he Sy
Furthermore, the qualitative phase was designedito exp perc RH barriers to

healthcare-seeking among the Orang Kyescri t conté{( analysis method

was applied in this study. AN
IENES
The first subsection pro% general cha cterii%s of the Orang Asli who

“« Q-
participated in this qualitath se. ng Agﬁ’ were selected based on
N
predetermined criteria cm % quantitative hffseé'%(plore their transitional change
is

of from traditional 1@ - rd{

knowledge and tion o lbeh oural @ of NCDs. The following subsection

provides the %\Asl s per tlr!ls Gf)m(Jodem healthcare system toward seeking

help for ‘&ﬂnes}. he as& an analysis of the findings on traditional
4

f:@ It was followed by descriptions of

medicifies used. At the end of th{s/z;:ction, the triangulation method was presented to

e:t ish the validity of the quh'tative findings.
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4.4.1 Characteristic of Sampling Location in the Qualitative Study

This qualitative research was carried out in an Orang Asli ¢ mmy
settlement situated in Kampung Orang Asli Ulu Kelaka, Jelebu d egeri
Sembilan. There are a total of 42 houses in the villages with a total number of 193
peoples. This village opens in 2003 by government and is c@d' as a fringe
category. The settlement which are within 10 kilometres fi main roads and
have characteristics such as being neighbours to Mala Y: d experienced
marked social changes.

The nearest main road is Jalan Kuala Kla@embaji l 63&1? away,

and the most adjacent Malay village is Kampu laka\% catedm km from

T
a’ﬁgsa ma(ﬁ nghulu located
e nea@ public healthcare
A

e village.

the village. The primary school which is wKeb

1.8 km from the Kampung Orang Asli aka An

é%

facility is Klinik Desa Ulu Klaw fr
0

Appendix 16 showed K otograph take d{‘lrl e fields visit at Kampung

Orang Asli Ulu Kelaka. A ew ftle are 1s Orang Asli is resettled in

l Q
brick detached houses % by th‘e %)_\lme{zt/ esides the houses, the settlement

area is also equ1p 'th basic faeilities ané(a{nemtles such as accessibility roads,

pr@hool and a community hall. For the
2.9

healthcare the ocahal re@d a visit from the mobile clinic provided by
the go 1c8' p h
~\ 5
4.4. Theme 1: Development and Life Transition
%Due to safety reason of often landslide in their previous placement, the
N

vernment opened this new settlement in 2003. Many of the respondents were

electricity, w ba mton
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relocated from the old villages nearby. They shifted to the houses provided by the

government in the settlement.

“Akak memang asal orang kampung ini. Asal kampung lama dekat sana.
Disebabkan kerap tanah runtuh, kami dipindahkan ke sini. Denganfsuamiy rumah

sendiri. Ada saya tiga orang anak. Satu perempuan, dua lelaki. Ya kahwin tu
kakak dia. Dia kahwin dengan orang Kuala Pilah. Ada tiga orang cucu dekat rumah”
(RG, 50 years old)

[1 was relocated from the old settlement near this village, There were frequent
landslides in the old village. I received a house when the vﬂNS opened. In my
house, there is one daughter and two sons. My daughter hvdy married people

from Kuala Pilah. Now I have three grandsons. All of them in my house. (RG, 50
years old)] '

“Dahulu di sana, lepas itu pindah kampung ini. Dah " (D, 74’}&14%

[Last time, I lived in the old village, and then we dmoved to this\villageyfor a o@me.

(D, 74 years old)] ' .b

“Akak ni dekat sini baru lagi. Sebab kamp. lamt dekatbawahfsana” m'39 years

old) \3 N

[I'm new here. I relocated from the ola’% ea )

“Dulu masa belum kahwin dud z%;awah . Dekat ni baru. masa tu

belum lagi kahwin. Dah kahwin da ah sendiri. " (F, 35 years old)
e do

[1 am moving from the old vil heresThi. e _A&a new village. When [
shift here, I still single. Now arried an xtg an house. PPRT house.
(F, 35 years old)] N

:

‘&
While some of them ere&t frIMg illage in Jelebu to this village
when its open. The respo z’s com ueyndweélélat they were from the nearby
o the

']
Orang Asli villages%ret ) aitied

1@ villagers.

>,

“Saya as, am, (0 A ram Lesung. Selepas kahwin, suami saya
dapat s, 'kc‘zm AN 1 kampung ini 16 tahun” (L, 51 years old)
[I am mpung OAgder@im Lésung. After I got married, my husband received

on%' this yillage. So [ h@been residing in this village for 16 years. (L, 51
Yy E'\

&bt
({A

ah 5 tahun saya d a%.sini dengan suami. Dulu dekat Kampung Chennah.

&amng ini duduk di si@ elaka. Dekat kampung mak takda, ayah takda, saudara
h

@,

abis dah di Kampung Chennah.” (J, 53 years old)

pun tak ada orang. Suda
1 came here with my husband five years ago. Last time [ stayed in Kampung

Chennah. In that village, everyone passed away. My mum and my dad all already
passed away. I have no siblings in Kampung Chennah. (J, 53 years old)]

“Dulu saya dekat Jeram Lesung. lkut mak ayah pindah umur 10 tahun. Suami saya
orang Pilah” (JH, 27 years old)

[We are from Kampung Jeram Lesung. I moved to this village with my parents when 1
was ten years old. My husband is from Kuala Pilah. (JH, 27 years old)]
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After getting married, some of them received their houses though the Housing

Assistance Programme (PPRT) by the government while some took their initiavo

build their own house: %\

own homes. Therefore, they st

N

“Ya pindah. Masa tu dengan mak. Umur 17 tahun. Mula-mula k rumah mak.
Masih kecil lagi. Dah berkahwin dapat anak kedua baru du sendiri. Dari

kerajaan. Rumah PPRT” (S, 32 years old)

[1 moved to this village with my family when I was 17 years Wtially 1 stayed in
my mother’s house. After I got married and gave birth to Vrnd son, then only I
received my own house through the PPRT by the goverfiment. (S, 32 years old)]

“Rumah sendiri lah. Suami orang sini. Mak saya i, bapdisaya oxling Pilah.”

(SH,52 years old)
[I had my own home. My mum from here, my father from Kuala Pildh. iSl—f,g:’)&zars

old)]
n anak’— um@zyu, buat

“Lepas kahwin, rumah sendiri dengan
sendiri. Selesa rumah sendiri” (NK, 33 yea

[After married, we built our own % ingewoo ly w%\v house was
comfortable as it is my own house% bui t?)Y;rs S. ﬂ%i 3 years old)]
Nevertheless, some responc%after g T g;\ ill did not have their
)
n-laws>

eir parents;or.i aws’ house.
&

asih bersama keluarga. 2011 saya
. Memang ada la perancangan

“Saya datang ke kam ung\ m

kahwin. Jadi dalam ini

duduk sendiri. kiforan % (NH, 25 years old)

[I moved to this™vi little” girl with my family. It has been
eight years since I married.: stay dt mly parents' house. I do haveplans to

have my o %e. 1 (‘lso ied fa@ house from the government. (NH, 25
years old, QQ
M

“Dah nu’np p’maﬁ'}zak Rumah ada dua bilik. Memang ada la

per ngan untuk duduk rumah (e_ydiri tapi belum lagi la.” (Z, 24 years old)

[1 %ady been cight yearsysince I live in my in-law’s house. The house only had
ooms. [ S‘OO havesny own home, but until now, I have not owned it yet.

4 eai;s old)] N

\ va duduk Kampungﬁngkap, Pilah. Saya duduk sini ikut suami. Menumpang

umah mak. Suami memang orang sini” (Z, 24 years old)
[1 am from Kampung Langkap, Kuala Pilah. I moved here following my husband.
Staying at in-law’s house. He is a local villager. (Z, 24 years old)]

“Saya asal Kampung Langkap. Saya datang ke kampung ini 2007, ikut suami saya.
Sekarang duduk rumah mertua saya” (N, 29 years old)

[ originated from Kampung Langkap. I came to this village in 2007 when I married
my husband. I am currently staying at my in-law’s house. (N, 29 years old)]
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Many respondents agree that following the placement to the village, the
environment condition was better compared to the previous settlement: Y'

“Kalau dibandingkan kampung lama tu kira macam pemandangannya% mpit.

Ini lebih luas” (RG, 50 years old)
[1f compared to the previous village, which is narrower. This is mfortable.
(RG, 50 years old)]

“Sihat lagi. Orang kampung sihat-sihat. Di sini lebih sena hati.Celesa. (D, 74
years old)

[1 am still healthy. People in this village are quite st ife here is happy.
Comfortable. (D, 74 years old)]

Yang sekarang ni besar la. Lebih luas” (F, 35 years

“Beza. Kalau dekat kampung lama dulu dia sempi na pun %macam ini.
[Compared to the old village, it is different here, At the old|villages, ‘it ﬁs@ be

quite narrow. The environment also not as big an d as this vill e.’(F % years
old)] ‘\
“Adalah berubah, sebab dulu duduk dekat kam ukit-bukit.
Ni ada lapang kan, terus sahaja. Rumah pw wabh.
Jauh-jauh. Sekarang dah tak.” (S, 32 years old) %

[In the old village, the house was o Ms. No more spacious. The old
houses used to be on top or bottom o ills. We r fi ach other.
Currently, in this village, the house ose to each g years old)]

In addition, the facilities p 'da inghis vill eTare a%i) good:

“« Q-
“Kat sini memang sena% kit la. r pun\d@w' paip. Kalau dekat kampung
akak yang lama dulu nak ambil ai a bugt gandar dir. Susah.” (R, 39 years old)
[1t is more convenientyliere. Even the atereis®also available. Last time it was
difficult becauséwe use a water xlel(@years old)]

N
Neveﬂhek&% resp‘nden expr: that the facilities provided caused

' N
them to have Nty ue,to re{lucg%»/orkload:
'
a
ita k

~.

“Ki dekat kampung duh&d‘ak sekolah pun jalan kaki. Lampu suluh memang

tak a akaigpélita. dari hutan pukul 5 pagi. Nak sampai ke sekolah

@ lebih. %CW} u akak’badan bukan macam ni. Kira macam kurus sikit la.
karang senang sedikit lasSebab air pun air paip.” (R, 39 years old)

en [ was in the illage, I need to walk to school. There wasn't any

torchlight, we used the oil lamps. We left the forest at 5 am and reached the

school only after 6 am. In the past, my body was not like this, I was a lot

0& thinner. I put on weight after I stayed in this village as life became a lot easier.

Even the water is from the tap. (R, 39 years old)]
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living.

The economic source also available in their placement to generate income for

Many of the villagers working in agricultural activities such as rubber Wg

and having a banana orchard. Some of the respondents’ commented as bel%

N

“Kalau dulu masa saya belum berkahwin la kan, masih remaja mac san tahun.
Saya cakap terus terang la ya, memang dulu kita orang susah. K ayurnya pucuk
ubi. Itu biasalah dengan sambal tu. Tapi itulah, kata orang tu wal@u macam mana
pun sekarang ada perbezaan dulu dengan sekarang. Kalaugdulu dengan sekarang
dari segi makanan memang ada perbezaan la. Dulu susah karang kerja di
kebun pisang. Di sini seperti itu lah, ambil daun pisang, pisang. Ada juga
yang menoreh.” (RG, 50 years old)

[Before this, when I was still a teenager and not
difficult. We only ate vegetables like shoots of ta ith chilli pastedBut that is,
there is a difference between then and now. If in the and now of food,

there is a difference. It used to be difficult. Now We work in the ban orchak . We
can plant banana and also sell the leaves. We ¢ 0 go for rubber p&@. (RG,

50 years old)]
4 \,‘Z*

“Kebun ada. Kebun sendiri. Kat simi se ;an da\b pel@&:ﬂ’l daripada
FELCRA.” (S, 32 years old) &:\
Q&z’

lifelused to be very

[1 also have my own farm under on from (A years old)]

“Sekarang lagi senang la nak %ﬂtit Kafabjwﬁ\%un I)Q}g ada la duit.” (NH, 25
years old) N

[Compared to last time, it to get mongy'gs lo ca} we go to work by finding
banana leaves, then we K money™~NNH, yea:@ Ji

“Dulu susah sedikit lvb mak mot, Sekc@g ok. Sekarang di sini ada kebun
sendiri. Rumah séndiri.*\(JH, 27 years d)' Q

[1t is different c% o last ti t gime, Yife was complicated. Mum used to go
rubber tapping. Now hav&{ ing 0 I also stay in my own house. (JH, 27
years old)] K ' %

“Sekarm%%g si
1

: mac lu la. Macam dulu susah, kalau tak kerja
dalam ak panjat emang tak berduit. Tak makan. Makan pun
makan ‘Wbl. Sekarang makan tang pagi. Sekarang ada kebun sendiri. Kalau
raji selalu ban ang. Kalau tak selalu tak lah.” (SH, 52 years

olel)
ays life: i iffeasi
u don’t go to the fores
ey. When we don’t

like last time. Before this, it used to be difficult. If
climb the bitter beans (petai) tree, we will have no
oney, we have nothing to eat except tapioca. Nowadays,

\‘ve can eat rice every morning and evening. Here we have our farm. If you are

ardworking, then you can get a lot of money. If you are lazy, you earn nothing. (SH,
52 years old)]

In addition to working in the village, due to available access to the town, some

of the respondent working at the town.
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“Dulu memang lah susah. Sekarang ini lebih senang nak cari makan. Dulu takda
kebun, nak kena memancing. Sekarang ada kebun mak. Ambil daun plsang Suami
pun kerja luar. Sekarang lebih senang.” (NK, 33 years old)

[Nowadays, life is a lot more comfortable. I have my mother’s farm whe

and take banana leaves to sell. My husband is also working at the to lt is
easier to earn money to buy food. Back then, it was really hard. We %e land
e

to do farming. Therefore we need to go fishing to get food to eat. (N rs old)]
“Sumber ekonomi baik dekat sini. Mudah nak beli barang-bara jauh. Saya
ada kereta sendiri.” (F, 35 years old)

[The source of economy in this village is good. If we want t, ocery, it is also

very easy. I do have my own car. (F, 35 years old)] ‘

4.4.2.1 Summary of Theme 1 '

From the interview with the respondents, esettlement fa€tor, w &’@é to
illagers.

relocation from their previous settlement or marr to lo e some

r ow3 se and thus

o

en 1r9_g{nental condition was

&

e housing arrangement

had their house, many married Orang Asli st111
stay at either their parents’ or in-law’s o

From figure 4.23, it can be \ t
more reasonable compared to the

in the villages. Besides, the N

made their lives more dd1 so could generate their source

avalla the m{ﬁ!fge were also excellent and

of income as they have t w ric l@al activities. The lands have been

cultivated with and fruit tre uch nana. Thus, they no longer rely on the

forest for eco o ct1 tiés. rr(!veﬁogome of them also work in the nearby town

@,
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Economy %
Enviroment source s
Development

and Life V
Transition T

Figure 4.23: Summary of Theme 1 (Development ife Tran

4.4.3 Theme 2: Knowledge and Perceptionq{
The health status of the villagers W eram‘ good as c@lented by the
to

respondents below. They attributed t oa health

environment: \T ¢<\

“Semua orang dalam ki aik. Iaungk ﬂbab% jaga kebersihan ataupun

makanan” (RG, 50 yea .$</
[Everybody in this village 1s%n a e. | th( maybe they are taking care of
their cleanliness and intake. ars 0@

o
“Makcik rasa semiia okang sihat? Sedap duduk di sini” (D, 74 years old)
[1 think evenyybody in t '\-il@ is quite healthy. This is because they are
comfortab Mg herle. (RGy 50 yeax%‘d]

dekat kanipung ini rasa memuaskan. Sebab mereka

“Tahap, Wtan en e
bekerj% aun piSan apjat Mt. Setiap hari” (NHA, 27 years old)
alt

G,

——ye

[Th evel of the v agers(i:v}satisﬁ/ing as they are still active. They work by
ta, ana leqves to sell. They-also do hill-climbing almost every day. (NHA, 27
S 4 2

¥

\n ddition, respondenmsed words such as obesity and diet to explain NCDs.

%onally, a respondent also stated that the common diseases that affect the adults

Qlager are chronic diseases. While the alcoholism caused illness to individual.

“Kalau pemakanan kalau terlebih sangat jadi macam kitorang ni lah; berlebihan
berat badan” (NH, 25 years old)
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Smoking Clinic provided by the government: Y'

having

[When we overeat, then we become like this; obese. (NH, 25 years old)]

“Biasanya orang kampung ni mengidap kencing manis, darah tinggi. Kalau
tak makan ke apa pun boleh sakit. Kalau orang sini kadang lewat makan’ (&, 35

years old)

[The common diseases affecting the adult villagers are diabetes % blood
pressure. They are used to not eating anything. Sometimes they e& te. That
way, they can also become sick. (F, 35 years old)]

“Suami pernah juga ambil minuman mabuk. Lepas muntah darah_terus berhenti.
Lepas doktor cakap kalau awak minum lagi, minggu itu ya ast'la sebab boleh
rosak dalaman, organ. Lepas itu dia terus berhenti.” (NA, ears old)
[My husband used to drink. But he stopped taking al h;vas already. At one
P

time he was vomiting blood. The doctors advised h cjf’nking as it can

damage the internal organ. If he continues, his conditi illget worse. After that, he
stopped drinking. (NA, 29 years old)]
®
N4
There is also a respondent who had additional knowled b ut—{ﬁg Quit

4
\ \./‘Z~
=
ul saya ajak suami pergi

ti kenaldari diri sendiri.”

(JH, 27 years old)

[1 know there is a Quit Smoking,Clinic avai 1 aMe my husband to go
to the Quit Smoking Clinic. %doesn 't gg 4 qu me, it depends on the
individual if they really wan uit'smoking. (JHy'2 yec@x)ld)]

q4 &
Some of the respoqE%epr' ce the N@ either being diagnosed or

. 15

4 Sekg ada darah tinggi ini ada susah nak

“Saya tahu la yang Klinik Berhen 'Nok tu.
Klinik Berhenti Merokok. Dia t@ au na
Cl

a family memb e illness:

“Doktor cak arah tinggi
;f kit la, kaki. Ada lebih setahun tak jumpa

deracm% uami tak hantar. Tak ada ubat, tak buat

arg ol

oped hypertenision, it'S hard to do farming. I feel pain and aches, leg

a dgctor for a year. It's hard as I don’t have transportation.

) a
%d won it send me. Tl @'is no medicine, do not go for check-up. Treatment
%a; availab f ?yeaig~ ld)]

%ﬂh la, tak tahu sebab \ﬂ Jjadi tak sihat. Keluarga semua sihat. Dulu arwah atok
ada

N

kencing manis. Tak talu kenapa boleh sakit. Hari-hari makan ubat, periksa

\Voktor. Ada sampai rosak buah pinggang, lagi strok sampai lumpuh.” (NA, 29 years

old)

[1 don’t know the factors that can give us good health or affect our health.
Everyone in my family is healthy. But my late grandfather had diabetes. I don’t
know how he got diabetes. But he needed to take medicine every day and also to go
for treatment. He was sick until at one stage, his kidney was damaged, he even got a
stroke and became paralysed. NA, 29 years old)]

183



There is some of the respondents had limited knowledge on NCDs where they
did not know the negative effect of alcohol consumption on health: Y’

“Memang kenal, tapi tak pasti apa faktor yang mendorong dia minum. \ pula
kesan minum-minum pada kesihatan.” (NHA, 27 years old) :

[There is indeed someone that I know who drinks alcohol. I don’
they drink alcohol. I am also not sure of the negative effects of excessive alcohol
intake to the body. (NHA, 27 years old)]

“Tak pasti kenapa orang tu boleh nak ambil minuman kemSWda kesan negatif
kalau orang tu selalu ambil minuman alkohol.” (F, 35 yeav

[I'm not sure why do people take alcoholic drinks. &or there is no negative
impact of drinking alcohol to health. (NHA, 27 years o '

One lady with hypertension did not M$impoﬂ C‘e\g[?it“gﬁ' for
health: A\
4 \‘,Z“
“Tak tahu lah punca-punca nak bagi kesihatan. Pasa Mman, a dw'ak tahu
lah.” (L, 51 years old)
t Kno

[1 do not know the factors that can giv good_healthyd do n&
nutrition. (L, 51 years old)]

\ A
While, some respondents w kn Sn importance of physical
@

e . . . e
activities to maintain good health® 6
“Tak pasti aktif deng aktifl kesanuya kepadakesihatan dia.” (L, 51 years old)
[1 am not very sitre about the importance ical activity and how it can affect
our health. (L, 5 d)]

of
' ¢ &
“Kalau say wat akfvi \lkal, apcédn kepada diri saya. Entah la saya.” (Z,
24 years o&
ow the imp

[1do notK 'sical C?-}S{ive on health. (Z, 24 years old)]
¢
“Tak tw kesannya afa @ tan kalau akak aktif dan tidak aktif-” (RD, 44

ye NS
wo%n 't k@ t ;f ect@ health if we are physically active or inactive.
:6 44

w much about

years old,
g
S
Nummary of Theme 2

Q From the qualitative interview, some respondents reported that the health
ondition of the villagers was good due to the healthy behavioural factor and the
environmental condition of the village. Nevertheless, some respondents said that the
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common diseases affecting the villagers are chronic diseases. A respondent with
chronic illness also claimed to have limitations in conducting her daily work a 4

At the same time, some respondent had limited knowledge of the risk b@ and

cause of chronic diseases.

Experience
PG with NCDs
adults

Healthy Knowledge
behaviour as deficit on risk

dizease ' behaviour
protection

Figure 4.24: Summary of Them%owledge and rceptlgn NCDs)

el
4.4.4 Theme 3: Health Effe\ Ds_Risk ctbrs&

Many comments w de fo 1n@\d alcohol behaviour and its
effects on health. Man ¢ responden %good knowledge of this unhealthy

avioul%-’-unhealthy as it can affect health:

behaviour and the&xl thatl.his

“Sama a ak baik, Dua* mero @an minum air arak tu pun tak baik untuk
kesihatau 51 years o

: ; 4
[k that smoking and inki@lcohol are both not good for health. (L, 51 years
ol
4 yz 3
i g untuk elakkan g@idup yang tidak sihat macam merokok, minum arak.
na elakkan benda tu lfg{;‘y ak dapat kesihatan yang baik.” (Z, 24 years old)
to

\ is also important oid unhealthy lifestyles such as smoking and drinking
lcohol. If we prevent this smoking behaviour, then we can get good health. (Z, 24
years old)]

0 “Penting juga untuk kita elakkan merokok, minum minuman keras. Kalau minum jadi

mabuk. Kalau ambik lama-lama buah pinggang dia pun hancur. Paru-paru dia
rosak.” (Z, 24 years old)
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[1t is also important to avoid unhealthy lifestyles such as smoking and drinking
alcohol. For alcohol drinks, if we take it, we will get drunk. If we take the drink for a
longer time, then our kidneys and lungs will be damaged. (Z, 24 years old)] T

“Kalau selalu minum boleh bawa mati.” (ZB, 29 years old) g\

[1 know if we take alcohol frequently it can bring death. (ZB, 29 years

“Minum boleh buat kerosakan organ di dalam.” (NK, 33 years old)
[Drinking alcohol can cause damage to the internal organs. (NK, Ts old)]

On top of detrimental health effect, the villagers also Yimrbed by alcohol
in the

consumption because this behaviour caused a social proble cqmmunity:

“Selain daripada mabuk, suka bergaduh. Bila kita cakap,bet a’Mgk betul.”
(JH, 27 years old)

[Alcohol drinking not only causes you to get drun Iso canlca e&pl g‘aike to
fight. Even if we said the right thing, they wou that it }s tt right@g. (JH,

27 years old)] T \ N
“Memang pernah la tengok orang mian k—b% tengok 0}%37 minum saya

pun marah. Kalau tengok orang mabuk an dia ya a yang marah.
Kacau. Kau orang minum saya abuk. Gadu ng @T api saya tak nak
tolong. Lantak kau lah. Tak ada penyakit cari penyakity’ (SH, ears old)

[1 have seen the youngsters inghis village \u% 0 Fa&me, looking at the kids
drink alcohol make me feel WWhen &ﬁghg t émwk, 1 feel angry as they
have messed up. Sometimes i@ so get into dfight. B%’I wont help them. Leave
them be. Looking for trou ] td be@vith. (SH, 52 years old)]

\ \A
Many of them t:emwey an agti S%ssential for health. Additional,

respondents also comment by% s&aﬂ}, active the can reduce the risk of

getting obesity. &\ Q

i &rg' oreh, jalan kaki. Kena aktif. Lagi kita kurang
lah jadi sakit.” (S, 32 years old)

e to exercise. Every morning, we should go for
I@reed to be active. If we lack movement, it can cause

h deterioration. (S:32 y?ws old)]
N
“Nak la juga buat exerél}%)macam regangan badan, aktiviti kesihatan. Sebab kalau
Vita tak aktif kita akan rasa macam lemah, sakit-sakit sendi kan. Sebab apa, sebab
ita tak pernah buat aktiviti tu. Sebab kita asyik bekerja ja. Kerja dengan kita buat

% senaman lain. Ada perbezaan nya. Penting juga untuk kita keluarkan peluh badan.
Q Mengurangkan berat badan pun boleh.” (RG, 50 years old)

lking.

[We need to be physically active. Because if we are inactive, we will feel weak. We
can also get painful joints. That is because we never did that activity. Because we are
busy working. Working and workouts, there is a difference. It is also essential for us
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to get sweaty. At the same time, we can reduce our weight so we do not become obese.
(RG, 50 years old)]

“Nak sihat bersenam. Kalau tidak berat badan pun naik. Kebersihan peunting
juga.”(JH, 27 years old) \
[To maintain good health, we need to exercise. If we do not do any e e, ithen we

will put on weight. Cleanliness is also essential. (JH, 27 years old)]

Furthermore, some respondents specified the importance of ‘a balanced diet

and also reduced fat and sweet intakes: Yy
“Dari segi pemakanan, makanan seimbang. Contohn dari lsegi pemakanan,

kalau tak jaga memang sakit.” (S, 32 years old)
[We can maintain our health by taking care of our ing a balanced
gy = gl (n 3<Wars

diet. If we do not take care of our diet, then our Health will be decli
old)] .\
“Jaga pemakanan. Kurang minyak, makanan®yang berlem

minuman manis, kurangkan makanan tinggi'kélesterqgl. jaga lah juga! Kalau kita
tak jaga pemakanan kesannya pada kesihatan’§ (N edrs old)
[For us to maintain good health, we ake ca Watch out for our

diet. Reduce oily and fatty foods,
sweet beverages. I do practically a

will affect our health. ( NK, 33 gears old)] \Y _\
“Kalau macam rumah, bia 2ngﬁi.%ersi}£w. Untuk kesihatan, jaga
] i

pemakanan. Kalau pem Wkala macam kitorang ni lah;

care of our nutrition. néeome overweight. (NH, 25 years
old)]

berisi/berlebihan berat % old) <</
[1f we do not take car% Zea%i s atthome, u@an get dengue. We need to take
For th Nt cdn be su ?‘.I’l at (Figure 4.25) many of the respondents
comment@e ew the fou difiable risk behaviours that can deteriorate
health Wlso ackn leﬁ'ged\/ IRE lack of physical activities can cause obesity and
>

th\ anced diet is impo}ce?nt. Additionally, the respondents also agreed that

N

ve consumption of alcohol can cause social problems.
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Increaszed rizk

of dizeazes v
Causes Social \
illhezzes and problem
death !
Figure 4.25: Summary of Theme 3 (Health Effect on isk ]i'actor)

4.4.5 Theme 4: Barriers to Preventing Behavioural Risk Fac¢tors

For smoking behaviours, several factqrs influencedfa pergon’s \d;EIsions to
start smoking. According to the commenl@?eu‘on\ts, the%&rs included
social characteristics, namely having @ho smo inﬁwed them to start

smoking: c \Y &\
. > o
“Budak sekarang. Kecil-k rokok. Ka —kaw@rerokok. Suami saya tidak
merokok, anak ja.” (L, §, old) (</
y \

a yow&age, they have already started

smoking. It was their who) influ them<to start smoking. My husband is
not a smoker butc sons. smoke. (L, 51 ars o

h
“Kalau dari segi a —anml\rﬂ‘;| s‘gy rnah juga lah melarang kan. Saya

pernah juga %cubit a mer ! Tapi saya tidak tahu macam mana.
Mungkin &seg pe ereka Kawan itulah puncanya. Tapi kita tak
tahulah. Anak-amak a san;@%’ekarang. " (RG, 50 years old)

[1 have forbiddery my ki ing. I have also pinched my children who
smoke h

ever, their ri;z nfluenced them. So until now, they are still
sm \(J
&P iV &

art from that, anotheL) or associated with the likelihood of smoking was

t N’Vidual characteristics whereby they had the personal desire and just wanted to

0 it out certain behaviours:

“Macam budak-budak ini mula-mula diorang nak cuba-cuba. Mungkin ada kawan-
kawan juga lah. Kalau kita cakap pun diorang bukan nak dengar. Memang payah
la.” (NK, 33 years old)
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[These kids, at first they want to try to smoke. It also influenced by friends too. If we
told them to quit smoking, they wouldn’t listen. It isn’t very easy. (NK, 33 years old)]

“Tak tahulah kenapa nak rokok. Mungkin dia tengok seseorang itu magam ‘Sedap
sahaja jadi dia pun nak cuba lah. Daripada cuba-cuba jadi tabiat. Ka m itu
dah merokok, memang tak lah nk berhenti. Payah.” (NH, 25 years old, 5

[1 do not know why people want to smoke. I think they might think th%a g seems
like fun, therefore they want to try it out. At first, they might just want to t#y it out but
soon it became a habit. Once that person has started smoking, IW' icult to quit
smoking. Impossible (NH, 25 years old)]

In addition, addiction made it difficult for them to stop?wg:

“Tak tahulah kenapa merokok. Kalau tak mero ing ke Z! dia.gDah biasa
merokok. Tak boleh nasihat. Susah.” (RD, 44 years
[1 do not know why they smoke. If they do not smoke, they will get daghQthey

are so used to smoking. We cannot advise them it smoking. It n';t &&sy (RD,
44 years old)]

“Pernah la sekali sahaja rokok. Saja ja nk r da jugalah'nasihat \lmg
berhenti rokok tapi mereka tak dengar. Rasa acam il dia n isap juga lah.
Macam apa diorang cakap kalau diopan D dagah tu kan dahkena ketagih esok-
esok nanti nak hisap juga.” (J, 53

[1 did smoke once last time. At thﬂ simply want.fo try z@zd advise my family
members to stop smoking but 0; g c thgkstarted to smoke, they
became addicted. Like what p ay, smoking i &' kiqg drugs. Once you take it,

you will get addicted to it. (. years q

“Saya tidak. Suami say ok me la tak @lnggal tinggal la. Tak tahu
lah. Suami saya, saya kata berhenti ok t gok macam saya tak merokok
tak mati. Makan sahaj dia bias H, 52 years old)

ive without smoking. I did tell him
1} 52 years old)]

Many of Mpon S C ment@t they advised their family members

\ e,
to quit smoki , thei ﬁce(\ﬁa not taken into account:

[1 am not a smoker, but husband is.
to quit smoking, aid he lgused

ak arywah su@gmi‘pun a merokok. Mungkin sedap ke, tak tahu lah. Sudah
cakap. i ik n ngar. Arwah abang semasa sakit cakap, tidak apa
lagifnafas saya masih adgt va terus. Susah. Kita sudah ingatkan jangan merokok,
i dia tak nak dengar. Sg:sy kita nak cakap.” (D, 74 years old)
\[ 'y son and late husband are both smokers. I don’t know why they smoke. Maybe it
s delicious. I always advise them to stop smoking but they never listen to me. It is
hard to encourage them to stop. Even my late husband, I told him to quit smoking
when he fell sick. But he said he would continue to smoke until his last breath. (D, 74
years old)]

“Akak tak tahu kenapa mereka merokok sebab akak tak pernah. Nak berenti rokok itu
akak susah nak cakap sebab suami akak pun merokok. Bila akak cakap berhentilah
merokok, dia buat tak tahu sahaja.” (R, 39 years old)
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[1 don’t know why they smoke or the factor that influences them to smoke. It is hard to
ask them to quit smoking, as my husband also a smoker. When I asked him to quit

smoking, he did not listen. (R, 39 years old)] Yv

Some of them even had given up on advising their family m 1 to quit
smoking as it was almost impossible:

“Dari segi pandangan mata akak, takda lah. Tak mungkin berhenti. Contohnya
macam arwah bapa saya, bila mak saya cakap abang jan}M merokok abang

sakit. Lagi dia cakap selagi saya masih hidup dia cakap SVAS. " (RG, 50 years
exa

old)

[From my point of view, a person cannot quit smoking. r!ple, like my late

father, when he was sick, my mum told him to stop, g. However, hegaid that as
long as he is alive, he will continue smoking. (RG, 50 old . Y'
“Ada. suami saya, ayah mertua pun merokok. hu la Kena 40@%41}1
nak berhenti. Memang tak boleh nak berhenti. A, 29 yi.ar ol

Y-
N Y}'

For risky alcohol intake, there s mixedwopiiien on @ factors that
influenced alcohol consumption amo\bspondent ; ex@%’e, peer-influence

from their friends: ‘ \T ,q\
N
/9141 bagi

“Kawan-kawan la buat mi; lau abu pumjangan minum, orang cakap

nanti dia melenting la.” ears o Q/

[ts was the influence fromufrie ell th@he negative effects of alcohol
ar.

s
o
'‘Dulu suami pe a minur? erpgnggr an-kawan.” (NA, 29 years old)
[Last time, husband ‘ed{ ink alcokol, his friends influenced him. (NA,
29 years ol § %
Others Ne ted l?ol v&@ available in the village. So, when they

t
( € 2 L)
had extra @ o spend, “the wou(q/use it to buy alcoholic drinks. While some

drinking, they will get at me) (L,

NN
consu ol as"a s¢" ma ment strategy. Moreover, the respondent also
> . o
co that alcohol con@tlon was the personal choice of an individual and

lea addiction.

“Tak tahulah kenapa minum. Kadang kalau dapat duit diorang minum hari-hari.
Kalau tiada duit tak lah. (SH, 52 years old)”

[I don’t know the reason they take this alcoholic drink. Sometimes if they get money,
they will use the money to buy alcoholic drinks. If they don’t have money, then they
would not buy it. (SH, 52 years old)]
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“Suami ada minum tu sekali sekala la. Sebab dia ada duit. Tapi dia tak selalu macam
yang lain ni. Tidak sehingga ketagih. (NK, 33 years old)”

[My husband also occasionally takes the drink. He drinks because he has mo t
not as frequent as the rest. Not until addicted. (NK, 33 years old)] \

“Diorang ni kadang-kadang ada masalah keluarga, masalah kewazrbiomng
ily a

rasa macam stress la nak ambil itu. Ada orang jual di kampung. ” (i years old)
[They also takes alcohol because they was stressed out due to fam financial

problems. In this village, some people are selling these drinks towmgers. (NA,

29 years old)]

“Ada. Pernah tengok la dia orang minum. Rasanya mun ymg ada masalah
kerja ke ada masalah diorang bawa ke rumah, dioranggninumt” (NK, 33 years old)
[1 have seen the villagers drink alcohol. It seems h ha!;e a problem at
working place or at homes, that’s why they take alc

Sebab kalau stress pun, minum mabuk, tak
panjangnya apabila dia dah minum, ketagih “Daripada cuba'rasa ]aa‘z’;ketagzh. ”
(RG, 50 years old)
[From my point of view, they drink alcoho hing. They
want to take the drink. Because if they di king alcohol
would not reduce the stress level. Asafi ¢ "then they became
addicted to the drink. (RG, 50 years

For many respondent, they %‘tereste \o‘d tj{g\ahysical activities. If
"'E y N
there is an available facility to% ph sqcal a ivitieé?en it would be beneficial

for the villagers: $
“Kalau ada t%; juga lah. Sejéf k pernah kan. Nak la juga buat

exercise macam re ada
tambah dengamaktiviti lain:

nd othe¥/health activities. I think gardening is not
e need to do erph)el%y activities. (RG, 50 years old)]
4

lau macam sdyd; saya minat lah bersenam.” (NH, 25 years old)

ng itu E@ja lah (gelanggang badminton). Tiada halangan

%ave? his village to conduct physical activities is this small
adminton court). Theréyis no obstacle if (you) really want to do some activities.

e
&or me, I'm interestec& ercising. (NH, 25 years old)]
% However, the was a limited number of facilities available and authoritarian to

duct physical activities in the village. Many of them relied on household work and

farming activity as part of their physical activities:
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“Ada lah tempat nak bersenam. Padang adalah yang kecil ini. Kalau macam akak
kena pergi kebun jugak la nak bersenam.” (L, 51 years old)

[There is a place to conduct physical activities, a small field. If adults like me

to do physical activities, then we take a short walk to walk to the orc A 51
years old)] h&

“Tak ada lah tempat nak bersenam. Berkebun sahaja. Kalau tak ke M suh kain,
kemas rumah.” (JH, 27 years old)

[There is no place to do activities such as jogging. We only do g ing. If not, we
wash laundry and do house chores as an exercise. (JH, 27 years ol

Dia macam ada halangan la. Kalau kita buat permohona dak lulus. Diorang
cakap sebab keadaan kampung saya tiada kawasan s. Semua bukit. Jadi

susah lah.” (RG, 50 years old)
[There is a barrier to conduct physical activities 1 this village. Write in for
application but it was not approved. The reasop givenby them is, theregis- no
spacious area in the villages. All hilly. Therefore,ityis not very easy for I‘hen@ uild
any physical activity facility. (RG, 50 years o ~\
4
<

t haxé@ugh time to
a. Pulu ada la senam. Nak
éq kit rasa letih sangat.”
N

“Ya, kadang-kadang kita yang besar ini nak buat aktiviti%pi tiada padang.

“Susah, sebab tak larat. Ada %«

buat apa semua boleh buat.
(NHA, 27 years old)
[1t is not very easy to c

have much time. Last tN ed to
anything I want. Nowgad en a

ays,
years old)] %
‘ Z {
a 0

“Berjoging tak p a. Selalg' erj irl% juga la susah nk berjalan, sebab ada
rswold)

@ have children, so I don’t
<'Qr was easier back then to do
ill quickly get tired. (NHA, 27

anak dekat rumah.”

[ never g%og. I l)nl}/ma\ walkiy%(# is also challenging to go for a walk
ild a 3 ]
N !
( ¢ 2 C,)

Fo@ e intake;"one of t@arriers in this behaviour was the reduction in

crop pfwn due f:) rﬁlmeé\factors such as animal disturbance and weather:

>
“Kalau nak duit, jual d&cq? pisang. Cucu ada nak beli barang rumah. Selalu beli

Vamng makanan dari luar. Ada ubi, tanam, babi datang. Habis hancur semua.” (D,
4 years old)

% [1f I need money, I will go and sell banana leaves. To buy food, my grandson can go
to the shop. We need to buy from outside. We planted tapioca on our farm before but
a pig came and destroyed all the plants. (D, 74 years old)]

“Makan sama sahaja. Makan pucuk ubi pun sama sahaja. Cuma sekarang susah nk
dapat pucuk ubi. Susah la. Sebab panas sekarang ini.” (ZB, 29 years old)
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[My food intake is still the same compared to before. I only eat tapioca leaves. But it
is difficult to get traditional food like tapioca shoots because the weather is hot

nowadays. (ZB, 29 years old)] T

As for fruit intake, it was also influenced by seasonal fact % fruits
available in the village were limited. They could only eat fruits durins the fruit season

when plenty of local fruits such as rambutan and durian availab

“Kalau macam pucuk ubi dapat la cari dekat kebun, pucuk ayur lain kena beli
ng<kadang kalau ada time
rbebﬁ

n sangat la nak

uy. Ho er, du the
fruit season, there are plenty of fruits available\s ramb a’vd an. It
depends on the financial budget to buy fruits vegetables.|It isnot far from these
villages. (Z, 24 years old)] \‘. ~N
“Tak susah. Sebab di dalam kampung%{da eniaga %’a«x’ ayam, ikan.
a ki

Duit sahaja susah nak cari kan. Ada ayur. dang- ng ada la. Tkut
musim.” (NA, 29 years old)

[There is a seller in this village MN vegetables,
difficult to get these food but we need to h n eydis hard to find. I seldom
V%rons. M a
0 v

take fruits except during the frifi
a musim tiada Buah &‘ (NH, 25 years old)

“Buah tu kena beli lah. Ki

[For fruits, we need to %
available in this villag%., 5 T

Since some of tEem’!eeded the @etables or fruits from outside the

village, they depe@&hthe al/ailab ity of @Sportation:

“Kala N bugh-bua mém \sah la. Kena beli.” (NK, 33 years old)
[To ge’% n tfvilla isdifficult! We need to buy them. (NK, 33 years old)]
n ubi kayu \keledek itu ja. Kadang nak makan sayur, sayur
. Sekarang SSeka sayur di luar. Ayam ikan. Kena beli. Akak nak beli
| ludr kena tunggu suami nakpergi.” (R, 39 years old)
st time when we wanb.gyat vegetables, we can crop the vegetables like the
Napioca or sweet potatoes from the farm. Now we don’t do that. Now vegetables are

ought from outside. Same with fish and chicken. We need to buy them. I need to wait
for my husband to take me to buy vegetables or fruits outside the village. (R, 39 years

E old)]
“Ada la. Kadang beli, kadang ambil sendiri sayur. Ada juga lah susah nak beli.

Kadang ada la sepuluh, dua puluh ringgit..... Naik motor lah bila nak beli.” (J, 53
years old)
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[I do buy fruit and vegetables. Sometimes there is no money to buy food, and
sometimes we had only ten or twenty ringgit to purchase food... ... We need to ride the

motorcycle to purchase food. (J, 53 years old)] T

Some of them also added that due to financial constraint, they f c%imited
availability of vegetable and fruit for consumption:
“Sayur ada la berubah. Kadang beli. Kadang daripada ke%n sendiri. Pucuk ubi,

pucuk paku. Sekarang ni susah nak beli kat luar. Susah. da duit tak ada
" (NHA, 27 years

kenderaan. Kadang-kadang sebulan sekali baru keluar pe 1

old) i

[There is a change in the vegetable intake compared to N yeﬁK’S. Sometimes we
get the vegetables from the plants in our farm. ] shoots. Now it is harder
because we need to buy. I don’t have transport or m . So etwout to buy

only once a month. (NHA, 27 years old)] ¢ \Y'
“Susah nak beli sayur. Wang pun tiada. Sus . Sebab sayanak beli pun‘]xlmh. Ada
motor sahaja.” (ZB, 29 years old) b 4 Y'

[To buy vegetables, we need to have moneit’s dj sinee 1 dont Have money.
1t’s also difficult to buy since the shop is qulite fc the villa only have a
motorcycle as my mode of transportab% . 29 («

“Ada juga lah susah. Sayur, bucM eli. Ada motor. Pu@bi ada lah di sini.
Kalau ada duit beli lah. Kalau tak ada dui be an_\{ikit—sikit la. Pucuk ubi,
ikan masin.” (RD, 44 years ol%

[We need to buy vegetables rult togedt. Onl apiocgkoots are available in this

village. If there is no mo e won'’t bu imDur@- he hard times, we only eat
a little bit. Tapioca shoM lted fis 44 )&'fdold)]

N

4.4.5.1 Summary Thefne Z I l §
' ¢ &
Behaviou@y]e i:l?ere cloéﬂnﬂuenced by smoking, harmful use
of alcohol, phy% tivi r'lheal@%éiet shown in Figure 4.26. For smoking,
¢
the domin %enc of this ée}égur were social pressure, availability and
N

personal{ desir®. Forda :cons@ption, it was influenced by availability, social
pre stress, individual @ and extra money to spend. Addiction made it

possible to quit both smoking and alcohol consumption. Reduced physical

ctivities can be due to a lack of facility and authoritarian, and time constraint. Fruit
nd vegetable intake was influenced by environmental determinant, financial

constraint, and transportation issue.
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Figure 4.26: Summary of Theme 4 (Barriers tow

4.4.6

This theme had the following subl%o
attitude to modern treatment, idi

knowledge deficit.

4.4.6.1

N &dicine.

\‘Lagi senang guna kemudahan yang ada. Saya tiada kemahiran ubatan kampung.

N

Smaking Phyzical inactivities
-Social factor b nfphymcal T
facility
T -Lack of authoritarion \
-Addiction . .
-Time constraint
) ah / -&
r ey P
Alcohal consumption Limited vegetable and
. fruit intake
-Social factor -Environmental
-Stress influence
ndividual desire Barriers to -Financial constraints
Preventing -Transportation
\ Moneytospend ) Behavioural problem
Risk Factors

-~

ngBe\H’a'
Theme 5: Utilisation of Mod@ﬁles Q\

) ac\SSib

ng n@(’i%ine and iv) traditional

&
S

{ N
Traditional Knowledge D{;ﬁ b g C}/
The resp@ describe

Risk Factors)
IS
o

Khxealthcare facilities, ii)
N

fi ity,

—E

t@onal knowledge was passed down
s:

ung. %&tak tahu sangat. Tiada yang ajar.” (NA, 29 years
not take any ;aditi al medicine. I don’t know much about traditional
Nobody taught ﬁ%vhe knowledge. (NA, 29 years old)]

N

“T%bil ubat ka
L ot

Adalah dulu arwah atok. Ajar sedikit-sedikit. Apabila dia tiada tradisi tu bukan saya
tak nak tapi tak paham nak buat. Takut. Jadi bukan mudah untuk kita nak buat ni.
Susah. Macam akak ni akar kayu semua nya ada. Bukan tak boleh berubat macam
orang dulu. Boleh. Tapi macam saya, saya tidak faham. Sekarang pun kita nak cari
dalam hutan tu, jauh. Nak kena ada ilmu.” (RG, 50 years old)

[t is more convenient to use existing modern healthcare facilities. The traditional
practice of medicine were not easy for us. It is not very easy. Previously, my late
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grandparents have taught me. However, when he died, it is not that I do not want to
continue the practice, but I do not understand how to do it. I also have no skills. The
natural sources like the roots are still available in the forest. However, for

not understand. It is also quite faraway to find them in the forest. We need\h the

knowledge to look for them. (RG, 50 years old)] c

Since they had limited traditional knowledge, they had to rely 8h modern

medication for the treatment of illness: Vz

“Sedikit sahaja saya tahu pasal rawatan kampung. Kalau t ang senang
sedikit. Sekarang saya guna ubat doktor sahaja.” (JH, &7 years old)
[1 know very little about traditional medicine. If you ore labout traditional

medicine, then it will be easier to get the medi L As fo%e modern

medication. (JH, 27 years old)]
oy
“Tiada ambil ubat kampung. Takda ambil aka kayu. FHospi l.'A‘r@”dekat
hospital sahaja.” (NK, 33 years old)
[1 no longer take any traditional medicin alse did nbt takefdree rox from the
woods. I will go to the hospital. (NK, 33 yeawsiold)] \ Y
4.4.6.2 Accessibility to Healthcare F i%N Q\

For many of the responden%: acces \hﬂYo )@&ment healthcare was
N
excellent: 6 <§)

e Q/

“Klinik semua ok. Kalau%sak' - il a per inik.” (L, 51 years old)

[The clinic facilities cellent. If f ou dren is sick, we will bring them
to the clinic. (L, ‘z yearsyold)] J I 0

“Ambil ubat doktor abil bﬁi u bat <$érdarah. Sekarang elok sudah. Makcik
pergi hospK’ il ubaf dokter.~Jumpa “doktor baru boleh sihat la.” (D, 74 years

ern
P

s

old) 0
[ took K eatm I was Sick. Previously I had a cough with blood. 1
went tQ th Spi
doct ecame 1
% 70 N
% by gt nderlé,\ it is essential to have healthcare facility near
thei@s as they rely on mo\ medication for the treatment of illness:

\‘Bagi saya penting ada tempat kesihatan macam klinik, hospital. Buat masa
sekarang saya memang dengan doktor sahaja. Baik lah kemudahannya.” (S, 32

E years old)
[For me, it is vital to have our houses close to healthcare facilities such as clinic and

th dicine given by the doctor. After seeing the
ccigjer have those problems. (D, 74 years old)]

hospital. For the time being, I only take medicine from the doctor. The facilities were
excellent. (S, 32 years old)]

196



“Penting la ada tempat kesihatan. Kadang saya pergi hospital dekat Petaling. Dekat
sahaja. Suami hantar naik kereta.” (JH, 27 years old)

[1t is crucial to have a healthcare facility near our house. I used to go to the ital
near Petaling. It is also not very far to go to the clinic. If we need to go to the hospital,
my husband will send me by car. (JH, 27 years old)] K

“Kalau rumah dekat dengan tempat kesihatan lagi bagus lah.” (NK, %1 old)
[f the healthcare facilities are close to our homes, then it will be even better. NK, 33

years old)] Yv

4.4.6.3 Attitude to Modern Treatment V
Some of the respondents had a good attitude to ealt}'care behaviour.
They received a regular check-up for health monitoring purpeses: o
N4
“Tempat kesihatan tu penting la. Kalau ki ergi klinik gpiin ba ‘7 juga.

Penting, check kesihatan. Walaupun tak sakit checkpjuga. Zaw dengan
h.

suami memang ada check. Kemudahan ke pada.akak Jtiada ma " (Z, 24
years old) g a\ \e

[Healthcare facilities are essential. If 0 Kot go inic, i@so dangerous.
1t is essential to do health check-ups oug ot sic&sw still need to go
for a check-up. I do this with m and and also amil Iso encourage my
husband to do a health examination. me,there i no. ‘Qlem with the health

facilities provided by the goveicmg‘nt. (Z, 2

“Kesihatan di sini mema ik 1d0\ Tiad, "Zsal ('}ebab anak-anak pun ada
motor nak hantar.Ada p, eck. Dah _biasa dah k akda kencing manis, darah
tinggi. Kalau sakit jumpa or, 1 (RG,.myears old)

[Healthcare facilities e thelbest. eed to the clinic, my kids will send
me there with their miorcycles. My al"h ition is satisfying. I do not have
hypertension or di Y1 am used getting a ¢ -up, I am not afraid. If we get sick,
we need to see a docto¥ for trwz{ ndﬁa e medicine.(RG, 50 years old)]

N S

that(févcommon illnesses, they would take the
B
modern medication. However,

preferre%' nal medic ‘gn: %\

N ;irang kampung ni, mac bat tahan sakit, demam biasa ambil ubat doktor. Kalau
cing manis, darah til@g Selalunya diorang makan ubat sendiri. ubat kampung.”
\F, 35 years old)

!
r the (rgament of chronic illnesses, the villagers still
N

[Many of the villager will take modern medicine such as painkillers. If mild fever they

QE will just take medication from the doctor. For diabetes and high BP, they usually take

their own medication. Traditional village medicine. (F, 35 years old)]
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Another respondent expressed that while it is important to take modern
medication for the treatment of illness, some of their family members rejectedw

medication out of fear: %\

“Memang la penting kemudahan kesihan tu. Macam kalau ada peni la, makan

la ubat doktor. Suami saya, tak tahu lah. Bila sakit suruh pergi hespital, dia tak nak.

Tak boleh cakap hospital.” (SH, 52 years old) %

[Of course it is crucial to have modern healthcare facilities close to us. I take

medicines from doctors too. If 1 have a headache, I will tak dern medication.

However, when my husband was sick, I asked him to go to Tz’ml he refused. We
to

cannot even mention about the hospital to him as he afr o0 to the hospital.
(SH, 52 years old)]
. . o g
4.4.6.4 Barrier to Accessing Medication E ' C}Y'
The qualitative interview identified several iers with regard toSthe use of
Y

ts with, hypertension,

%ﬁon problem:

kébun. Ada lah sakit-sakit
aqu de apa tu kenderaan.

modern healthcare facilities. As commented by ‘the

she was unable to continue her follow@ent d
“Sekarang ada darah tinggi ini-ada susah M
la, sakit kaki. Ada lebih set jum&ﬁr.
Suami tak hantar.” (L, 51 yea [

[Since I had hypertension, ard to do farming“Th a pain in the leg, leg pain.
a year. rd ag n’t have transportation. My

Haven't seen a doctor N
husband didn't send. ars -%\

RN
They also relied on _their % b'eé}tp receive treatment. If their family

members were reluctant¥to send them, the@ey would have limited access to the
N
facility: (\ 1 O
Yy ¢ 2 0)

c

“A nak ke hospital s nya nak tunggu pada suami lah hantar. Boleh
or. Lfe tiada.” (L, ears old)
d on my hus ad‘d to me, but he does not want to send me. I know how to

ide a motorcycle but 1 do@ ave a license (L, 51 years old)]

N
“Kalau sakit, kena juga keluar klinik. Adalah suami hantar sana.” (R, 39 years old)
If I am sick, I need to go to the clinic near town. I need my husband to send me there.

§ (L, 51 years old)]

Hospital Jelebu, located in Kuala Klawang near the village, is a non-specialist

district hospital that provides outpatient and inpatient services. For patients requiring
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specialist care, they will be referred to in Hospital Tuanku Jaafar in Seremban, the

capital of Negeri Sembilan, 30 km from Kampung Orang Asli Ulu Kelaka. Th?ﬂ,

the distance was the main barrier for them to get certain treatment from th

“Dulu, empat tahun lepas masa mengandung anak yang ni ada S(lkil*l)ah lama.
Selalu pergi dekat Seremban. Dah lama tak pergi check. Jauh ergi.” (RD, 44

years old)

Among the patients with NCDs, forgetfulness W;W ost frequently

m
reported reason for non-compliance to their follow-up le '

“Kalau ada kencing manis, darah tinggi ambil u
Bawah sahaja. Cuma macam susah diorang nak

j dam, ni.
. Kadang dior. g’upat,;g 35

years old) -\
[ For those with diabetes and high BP, they n edicine~at Klinik
Desa near this village. Even though it is J e, it is had for them

to go. Sometimes these people just forg% y

4.4.6.5 Summary Theme 5 \)
Subtheme 5 was categori %0 aC@\le
@
kn

healthcare facilities and tradj& owledge deficit (E&re 4.27). Due to limited
knowledge of traditional Tlne, 'hey elied _%\modem medication for the
treatment of illness. \\/% he resy%gj;’pa{&rég that the accessibility to modern
healthcare facilitﬁexce‘enﬁ the j@ortance of having access to modern

treatment. As e attitude
)

s
attitude. H@e' som¢ of ‘the espKﬁgLents still believed in traditional medicine for

the treiwof illné'ss i 1ﬂing$:hronic diseases. Several barriers to the use of

Y
mo althcare facilities were identified included transportation, distance,

N

@ency factor, fear, and non-compliance due to forgetfulness.
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Accessibility .
-The importance Attitude
of the service to Positive vs

the villagers Negative \z

Barrier
-Transportation
Traditional -Distance
knowledge deficit -Dependency
Utilisation of “Fear
-Non compliance

Modern

Figure 4.27: Summary of Theme 5 (Utilisatio odern medici es' .b

4
\ \!T
4.47 Theme 6: Traditional Medicines V Q\ ST
Concerning the traditional r\% used, res@ﬂents resorted to
seeking complementary medicinec used her \or\ at a}‘\'&)urces. Respondents

N
considered traditional medicin acc&sibleia to @tain extent, comparably

affordable. A respondent said that s raditi@l food as an energy drink.

Unfortunately, the yotin gneratio didJnot s@%o be interested in traditional
oy

knowledge: \ '\"
NI

“Minu Nmbi al;ar— r dek @Jtan tu. Untuk tenaga. Suami saya tahu la.
Mema a ajar anak-anak. éﬁ) anak-anak saya tak nak. Saya makan sorang

—9

la.’’ . 52" years ol
[We to take the ftree roots~from the forest to maintain good health. It is for
% ly huisb 1ows to look for them in the woods. I did teach my kids
boutitraditional food an icine. But my kids do not want to take it. So I take it
elf- (SH, 52 years 0%

3\ome of the respondents also commented that the villagers used traditional
e

Q icine for the treatment of illness, including chronic illnesses because the source of
edicine is still available in the forest:
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“Ada juga lah sikit-sikit, sesetengah orang kampung tu ambil ubat kampung. Buat
masa sekarang saya memang dengan doktor sahaja.” (S, 32 years old)

[There are also some of the villagers who are still using traditional medicin

me, I only go to see the doctor. (S, 32 years old)]

“Kalau diorang yang ada kencing manis, darah tinggi ini, sel u%iorang
makan ubat sendiri. Ubat kampung. Cari sendiri dari hutan dekat sigign(F, 35 years
old)

[For those having diabetes and high BP, they usually eat the medication.
Traditional medication. They will find the roots of the woods from the nearby forest.
(F, 35 years old)]

Some of the respondents used traditional massage Kdic tion made from

tree roots for the treatment of illness: ‘\d

a "al;g%; la.

“Ada la sakit urat sendi ini dah dekat 10 tahu gigit-gigit.
Kadang-kadang saya buat urut kampung. A rang la sikit, Takiterus elok la.” (J,

53 years old) 4 Y'

[1 have been experiencing joint pains fo t\&gh ars. It%fs biting. 1
sometimes go for traditional massage‘hat isYavai in_this vi‘l%( to reduce the

<

pain. I do not fully recover, but at le n imp er tha 53 years old)]

dia @p mula-mula saya
. Suami saya cakap ambil
s kencing banyak. Haa

“Saya suami saya tahu ubat ka “Mula-mula

t
kencing kotor pergi hospital pun tak mahu hilangthi
akar kayu, rebus suruh minurv%s rebus s u
hidup la saya, kata saya. Sen p%s aran takda@i la saya.” (SH, 52 years
old)

s
«
[For me, it was my hu%’ o kne out this itional medicine. Last time [
had ““dirty urine”. I went to'the h S;%gll dgj; recover. My husband asked
me to take roots from ods, and I Boiled an@mnk. After that, I produced a lot
of urine. I am sm% I recovered. Until r@ no longer have that problem. (SH,
52 years old)] b b <'Q
NN @)
N, >
4.4.7.1 Summar heme
! ‘“1 N
N N O
From ualitative i erfle\{,jtie health-seeking behaviour of traditional

%v N
medicin re 4.‘28 c :be su@larised as for the treatment of chronic illness,

som them still practised(%saditional medication and from their experience,

"

té&al medication helped them to recover from their illness.

4 |
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Traditional
Medicines

Figure 4.28: Summary of Theme 6 (Tradltloé§?n&
o
! S
4.4.8 Summary Finding in Qualitative Phase g
or h

The qualitative findings of this st

knowledge deficit and unhealthy hfestﬁ VlOHI%m the<< {ondents and

ealth beh ur OQ individual could

.\

influence the risk of deve10p1 For e t eir health behaviours
@
were influenced by the dete ts of styl tra knowledge of diseases,

barriers to seeking medical treatme

barriers towards modiﬁabl s risk behavi ur, the healthcare system, either

l
modern or traditional. % ‘i

With urba sa the 'Oran sli m%hls village underwent a great deal of

&

*

modernisat10 we p‘ro |Vit (@nous facilities and economical sources to
elevate th con atus. Héyever modernisation also affected their health
the e accust edfto althy behavioural risk factors of NCDs. Faced

uate knowledge OT&JDS and barriers to a healthy lifestyle, their risks of

1ng NCDs increased. Some of the respondents also claimed that they faced

Qtam barriers in receiving modern treatment. Furthermore, there were some



conflicting opinions between traditional and modern medicines as the treatment of

choice for NCDs. Y’
4.5 Methodological Triangulation : ,

Following mixed-methods protocol, the two data sets int to explain
cohesively those aspects of the qualitative research that converged pwith and might

influence, elements of the quantitative data. These fact in%sected or converged

with the results identified in the quantitative analysis. \d

®
The themes emerged from the qualitative int@riew to angwer inaj g;ggme
-~ -

of the study research about risks and health b ur toya S Ds Vnong the

NV
Ny werﬁ?pared to the

gree_%f similarity and

interconnectedness.

d 4 S

1) Development and life trar\ “ 6
The villagers of K Orang Aslij Ulu aka were either replacement
from their previous pl or magried PC&/ lagers. This village located near
the suburban are ws, pr'va to I@/s is expected to increase for the
community as @A io&ich directly exposed them to urbanised

latio isat
3 r

(8

lifestyle. O
%' "
Qe’ ualitd?ivs-%ingsvﬁ transition from their old villages to the new

villA-erated a better livi@c/ondition for the Orang Asli. They underwent life

tra\n?ation and their living condition became more comfortable compared to
e

Q ious years. The factors contributing to this included the housing, environment, the
acility provided, and economical activity to generate income.



2) Knowledge and perception of NCDs

Even though some of the respondents had a knowledge on NC e
knowledge was general. From the qualitative findings, there is eviden%\ high
blood pressure, Diabetes mellitus and obesity are among the diseasﬂkcting the
villagers. This finding was supported by the quantitative phase as shown in Figure 4.7.
The highest number of NCDs are self-reported hypertension, followed by
hypercholesterolemia and Diabetes mellitus with 14.8%, %

.3'%, respectively.

For obesity indicators, 59.4% were having obese B d 59.7% aladominal

obesity. é j ' @Y'
4 \/‘Z*

Y- N S
3) Health effects of NCDs Risk Factors N é

Knowledge about NCDs and hy)festyle-pra i

they knew the modifiable risk be%;rs that \ul'd$a edde erioration to health,
N

many of them only had gener%led e'.‘ They lack c)eciﬁc knowledge about
t

the effect of unhealthy b \u to 1:
quantitative componen%o ledgi‘ wards I\'ICQH subheading 4.4.3.

oy
4) Barriers to ]@n 'sk Factors
To develop the strat e{m@?a? reducing behavioural risk factors towards
N
ors nced&

NCDs, % that,.j
uQ

m identified. Smoki@énd alcohol consumption were influenced by

. This ig%nilar to the findings of the

oQ

s unhealthy lifestyle practice among villagers

SOE' {1 tion, desire, and stress. Lack of physical facility and time constraints were the

G& barriers in conducting physical activities. Furthermore, the limited availability of
e

getables and fruits, transportation, and financial constraint also resulted in low fibre

intake among the villagers. This finding was confirmed by the survey results, which
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showed 51.1% and 80.6% of the respondents having poor attitude and practices

X
O

As there was good access to modern medicine, many villag€rs preferred to

towards NCDs.
5) Utilisation of Modern medicines

used the healthcare facilities provided to treat their illnesses, This¥is in line to the
Vlc:r (

findings of the quantitative component of health-seeking igure 4.20) and

P

4

accessibility to public healthcare facility (Table 4.18 a able 4.1 ever, few

|
| - NS
barrier among individuals diagnosed with NCDsAstill needed b‘{ E@'bessed,
including transportation, dependency, distance,?w -com\;li ¢ \,T
cines. However, as

6) Traditional Medicines \%
Some of the villagers rel olely on
validated in quantitative findi 7% otn respoitdents {%y on both traditional and
modern treatments. Since t Xha Mw ¢ of traditional medicine and
the source of traditio%Yi: !w@le in the nearby forest, many
villagers were still tising @ edgi’qat the time of the study. They even
treated their chr% ease diti edicines.
S srS
4.6 Su@fthe hapte F($
L o

Sin g from systematig)@.iew provided an evidence-based background for

t %ction of the research. The prevalence of the behavioural and metabolic risk
tors of NCDs is high among the Orang Asli population. However, data remain
Quce with only a low number of studies. Furthermore, the studies were of low

methodological quality with a wide variation in the definitions used for risk measure.

<9, /=
g2

AV
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However, by conducting this systematic review, a better understanding of the latest
scenario was obtain to support further work on answering the research questionY'
Then, finding from the mixed-method that includes an explanato@ntial
survey of risks and health behaviour among Proto-Malay Orang Asli in Jelebu,
Negeri Sembilan was presented. The quantitative findings provide W( status and
associated factor to major NCDs and health behaviour amon Mlts' Orang Asli.
Then, results show the low level of KAP towards NCDs a %'Next, the study
found that many of the Orang Asli seeking modern treat wh w .
Findings from the qualitative phase indicated negative beli fs‘ b&%iours
and attitudes that are likely to be harmful to 1 he{ od q@;y of life
among them. Even many respondents us rﬂ\hea are @Ty, barriers to
seeking medical treatment are signifi %equlre re ir@%igation. The next

chapter discusses the integratlon 0 ta sets 0 %rs

finding and qualitative inform Q-
A“’
' N
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