CHAPTER 3: RESEARCH METHODOLO(A
3.1 Introduction Yy

This chapter gives a detailed explanation of thods st to gollect the
data and how the findings were derived. Section 3.24describes the researc d%sj@"and
rationale of the design used in this study. Resea%adu}es Jeri&t_g?eview
(phase one), quantitative research (phase two)me M e stu y?mase three)
are also defined accordingly. Figure 3.1@ vi 3 rg8eéarch §for the three-

a S

(Egg?tial mixed-method

phase architecture of the systematic r%nd QJK

approach. Section 3.3 describes cho&%:?the&ematic review phase,

“« Q-
while section 3.4 describes \ hodw the iﬁa’ntitative phase, and lastly
N
section 3.5 describes th mew used fin the lalltél% phase.
) \" £ &y
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- Diabetes mellitus
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- Age
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‘:> III. Metabolic NCDs risks le
- Obesity indicators alth-seeking behaviour
- Raised blood pressure \ -“Accessibility to healthcare facilities
- High blood glucose Cg) \X[I \n erential analysis
IV. Behavioural NCDs risks - KAP correlation
- Smoking ‘% ‘0 N 485:) - Risk factors to major NCDs
- Alcohol consumption \ - &N - Risk factors to metabolic risks
- Physical inactivity Y‘ ’ ‘Qb\ of NCDs
- Vegetables consump% ( 0‘ - Risk factors to poor KAP
V. Knowledge, attitude an re{dw’ ‘.C}Q
i &
V1. Health-seeking beh r 4\-9
VII. Accessibility to hea iliti »)
P4
A4 i
I.  Transitiona Narrative analysis explanation of emerging
:> II.  Knowled S patterns and relationship among data




3.2 Research Design

Research design refers to the use of the most effective way of ac 'e\We
study’s goal at the minimum cost. Systematic review research involves %ed and
comprehensive plan to recognise, appraise, and synthesise all relatﬁiies on a
topic. The search strategy is derived a priori to reduce bias ( mexo'll). Welch,
Boyer & Chamberlain (2015) reported that results from th atic review can
provide valuable evidence to support the decision-ma ocesis in improving

Indigenous people’s health. It is a research process that 1§ vit Mucﬁug a
N

study on community health, as evidenced by ioUs reviews t'su&iasfully

£ \/‘Z*

influenced the practice and policy (Kinchin et a ). \

The systematic review in this StléN to irg"est' e thgi@hly the areas

relevant to the study research question o identify rese:@\ gaps in order to
guide the directions of this thesis m y
@

, Reid & King (2015)
o

and Kinchin et al. (2017), t nning of co unit&éyareness and intervention

programmes as well as th ision 'mf idance _@policy implementations must
{
include the following Msites: 2 2 0’

&
a) directl}@ to th} top\ under,@te{arch

b) im Nn t me 1'd lagla? knowledge surrounding the topics

c) sing conflicting r sear&ﬁ_to determine the best study plans

%

crosS-s¢etiodal st mixed-methods design for the data collection
ap\ y using this methddc:llata can be collected at a specific time. There are

@t types of design categories, including explanatory, exploratory, parallel, and

Gted designs (Halcomb & Hickman, 2015). The choice of design depends on what is

the most appropriate way to address the research questions and to produce reliable

results.
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Mixed-methods design is a research approach whereby researchers collect and
analyse both quantitative and qualitative data within the same study (Creswellw
The mixed-methods design can be of different sequence combinatl@ the
methods used can also vary in emphasis. It confers the potential s of both
qualitative and quantitative methods by exploring multiple perspectme. providers,
policymakers, recipients, to determine the relationships betwe&n the research

questions. A mixed-methods approach is able to provide Zle squrce of data for

community health research. \d
L 4

In this study, a quantitative followed by an atory qualit i\‘e @ was
the chosen sequence of mixed-methods. The d is % re o@r’led from

both quantitative and qualitative phases oll

lysed%parately then
infe@‘;‘e and apart from

combined (Creswell, 2014). The met

o
[¢]
o
o
©
-
=

@e meaningful and in-
depth data (Dahlan, Nicol ever,ﬂml d he ed-methods sequential

explanatory model is prese $1gu‘[ N
Equal stress % ity were given 40 b& the quantitative and qualitative

phases. As discusselyin John s'o 5 egb & Turner (2007), Creswell (2014),

and Shorten & mith%201 '10 c (iﬁﬁ unique to mixed-methods were given
1

complementing the strength of eac odolog

additional c € tlon T (&’H@?@ the issues that needed to be addressed in

the met d 1 b g



Phase Procedure Product

Quantitative Data €  Cross-sectional survey € Numeric data
Collection \

Quantitative Data € Data Analysis: descriptive, 4 Descrig'ﬁe statistics,
Analysis frequencies, Univariate and correla dds
multivariate ‘
Connecting € Purposefully select respondents who * New guide
Quantitative and are eligible based on the T
Qualitative Phases predetermined criteria
€ Developing the interview questions

Qualitative Data
Collection

L X 2 2

Called for follow-up interview: € | Text data
In-depth interview (Int tr&ﬁpts)
Field notes

4 X
Qualitative Data € Coding and contentw Th@

Analysis ( 0\ «
Integration of € Interpre tw explanati t 6\ Discussion
Quantitative and quantitati;ﬁ qualitative results q Implications

-9
5

Qualitative

P 4 -‘4,4,
N &

chie equal balance, the weighting of the
!

\j 9 &0 Recommendations
Y. ) Source: Halcomb & Hickman (2015)
Figure 3.2: \\%\ hods Sequentijal E‘xp&@'tory Design Procedures

a) As the stu ign

. R
quantltat% qualitative

b) Beinga uent}al esign,

@

nﬁot%‘t? 1s 1important.

ec@\ment of respondents for Phase Two would be

4
de&de t upon the assessx@%n?gf the respondents in Phase One.

N
c W reasons for the selection of the respondents of both phases were explicitly

0 tated in the proposal and respondent information sheets. This assured the study

rigour as it was carefully designed to gather the data for both the quantitative



Phase One and the qualitative Phase Two studies from the same

respondents. Yv
d) Several procedures further improved the validity of the research. In a@} to

providing further description of the quantitative results, meaning&ormation

was also extracted from the dialogue in Phase Two. The quarWe outcomes

were also compared and contrasted with the qualitative ﬁM as part of the

triangulation design method to verify or refute the s sults. In short, all

aspects of the study process were rigorous and sy atic awue mixed-
®

methods methodological standards. | _\‘4}
Yv

3.2.1 Systematic Review Overview ? Y\.'
A systematic review conducte x%yg to réferred Raportlng Items for

Systematic Reviews and Meta-a ses h\ l&{é A Statement) by
Moher et al., (2009). It focuses e y on the d1ﬁab¢e\)behaV1oural factors and
metabolic risks that may pre h develo and &%ncement of major types of
NCDs. The guiding qugstions{for systematic V'le@
a) ‘What is the rh urﬁ @g factors of NCDs among the adults
Orang la L?’ (,\%
N

b) ‘Wha@pre alénc

lii 1n ala
D“ !

3. 2 antitative OverV1

et&éﬁ/c risk factors of NCDs among the adults

Yv

rom the conceptual framework, the variables included in the quantitative
y, including:

i. Sociodemographic factors: age, gender, education level, economic status



ii. Disease history: Major NCDs of hypertension, hypercholesterolemia and

Diabetes mellitus YV

iii. Metabolic risk factors of NCDs: raised blood pressure, high bl@j
obesity indicators A

iv. Behavioural risk factors of NCDs: smoking, alcohol consWn physical
inactivity and inadequate vegetable intake

v. Knowledge, attitude and practice towards NCDs Y. '

vi. Health-seeking behaviour \d

The quantitative methods used to investigate Xposures 1n‘er&§?y d to
screen the respondents included:

1. Standardised face to face interview Questi namﬂ on pond background

disease history, metabolic a@oural ris tors@ CDs, KAP and

&

ii. Body examination: hei ht, walst cumf e, body fat composition

——o

health-seeking behav1our

measurement, blo Blre Il glucose
From the data , trends and/si 15@5‘[ factors associated with NCDs
4 ey

{V

among the respo were delt

3.2.3 Quall Ve l

f

uant1 tiv @tlon the second phase of the qualitative study

was ¢ d d. By carrying Q{t,thls qualitative research, the respondents could
S thelr views and pershtlves more openly and liberally. These results were
s ikely to be achieved through quantitative analysis that reported only numbers and

res The theme used in this qualitative data collection was in parallel with the



objectives of the quantitative study. The qualitative data collection utilised semi-

structured in-depth interviews with consenting respondents.

3.3 Methods of the Systematic Review : ,
3.3.1 Protocol and registration Y.

The systematic review rational and method presentedeproved at the
candidature qualifying test at the Faculty of Medicines th-h T:iences, USIM.
Systematic review protocol was not registered with @ sWication of
the systematic review or meta-analysis pmtocols@%stratio yot'r{]\ﬁ;gg by
USIM institution. ” 4

YU
3.3.2 Eligibility criteria \/ °\ (g\
=

The inclusion and exclusion crite or the reti d allil@s were formulated
f.

with the principal supervisor c 1tt Aﬂs%3
d
Mohd Rani. A discussion w& hel%ﬁ Khiﬂ,m% Nain bin Nor Aripin, a

medical lecturer who _wo the 'Fac loféh@icine and Health Sciences,

Universiti Sains Islam ;alasia. i ch‘a@s are mainly in systematic reviews

and evidence-bas m\e&ine. ' %
&

The c,c‘ Mev o%re &es@%—dn two batches using the titles, abstracts,

é& Mohd Dzulkhairi bin

4

and the fu@ of twenty artieles rding their relevance, understandability, and
O o S <>
practicalr r

the aut d D?.'Nadia binti Mohd Effendy, a member on the

&

su 1SOF commiittee. In the %tematic review, having more than one researcher to

and test the criteria can make the article retrieval process more objective

Qnusseau, Manning & Denyer, 2008).



3.3.2.1 Behavioural Risk Factors of NCDs

The selection criteria for behavioural risk factors of NCDs are sum@n
Table 3.1. The review included observational studies that estimated the %nce of
behavioural risk factors for NCDs among Orang Asli. The respond$ere adult
Orang Asli as defined by the original study authors. However, studiés conducted on

indigenous populations outside Peninsular Malaysia and Orarvytegorised under
other ethnic groups will be excluded. l
The outcome measure was the prevalence of the four b aMC risk

\
factors as identified by IPH (2015b) and WHO ), hamely [tobae€o llsc\c@rmful
use of alcohol, physical inactivity, and unhe iet.\'@ alen¢eshould be

measured by one (or more) of the folltwetho&' of r tine‘% sources, i.e.

diag@ic tests, surveys,

9

medical notes, prescription lists, phy aminatio
interviews, or self-reported answe s% \T \'Q\
o e,
“ &
Table 3.1: Inclusion and EN CriNhav' Q%i Risk Factors of NCDs
i ' \\
Inclusion Exclusion
« ® Adultasdefi uthor i | \)‘ ® Orang Asli categorised
% ® Orang Asli as defined by the dli 4 % together ~ with  other
T ® Maleor Female \ b ethnic groups in Sabah
2 ® Anylen &e in data colfection % or Sarawak
$ e Whol &N()ra li ulatia@: a defined
subtri RK ) . (_}
® Behav i r TD; '(IPH',)2015b; WHO, @® Mental and substance
° ) (J use
§ % ke $ ® Suicide and self-harm
-é % oholdis < ® Communicable disease
: ow physic actlvit)K/Y. ® Others NCDs risk factor
-Dietary risks ® NCDs
“\ revalence measured from routine data sources ® No number or count data
S such as hospital databases, medical notes,
prescription  lists,  physical  examinations,
diagnostic tests, survey, or self-reported
® Prevalence studies using cross-sectional studies, ® Qualitative
= cohort studies, or surveys. ® Policy
£ ® Conducted in Peninsular Malaysia ® Opinion
“2 @ Limited to publication until 31 December 2018 ® (Case-studies
® Limited to English and Malay language ® (Case-series studies
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3.3.2.2 Metabolic Risk Factors of NCDs

Eligible studies included observational studies conducted among K ang
Asli population that stratified the respondents based on the presence or l% of the
metabolic syndrome. The studies must report the outcomes as% data or
prevalence and published in either English or Malay language. Stlmlvestigating
more than one metabolic syndrome or more than one defimiti f the metabolic
syndrome were also eligible for inclusion. Studies that did ‘tc se criteria were

excluded. The summaries of selection criteria are shown 1 ble ;\d o
| &
.\

Table 3.2: Inclusion and Exclusion Criteria for olic R'?k actors of I‘?Ds
e - A
Inclusion Exclusion

- ®  Adult as defined by author \J bran@l‘l categorised

% ® Orang Asli as defined by the a N Q\ together with other

i ® Male or Female e groups in Sabah

g  ® Any length of time in data collc6ti omSarawak

& ® Whole general Orang T -\

A defined sub-tribe T] _(S

@ ® Metabolic syndrome as i " Mental and substance

&  ® Any cluster of metaboli 6 use

-é ® Suicide and self-harm
® Communicable disease

) ® Prevalence easggd from ® No number or count

§ such as; datab data

*E prescription  lists, i

o diagno Nsts

o Prev&s dies.usin ® Qualitative

o cohﬁgd es, or ] ® Policy

2 (gndu in/Peninsu ® Opinion

7 imited to publicati ® Case-studies

i [

L
° .
o d to Englishlan; §4 Case-series studies
Y 4
% 4

3§\Information sources
We searched four of the databases listed below:

0 i. CINAHL®Complete@EBSCOhost

ii. Medline®Complete @EBSCOhost
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iii. PubMed®
iv. Scopus® Y'
Four databases were selected to ensure all the relevant papers w@ ded
(Crossan & Apaydin, 2010). All four databases are well-est , multi-
disciplinary research platforms. They include an extensive collection of peer-reviewed

journals that are being regularly kept up to date. Before being, ECM for publication

in scholarly journals, all the articles would undergo a ri eerlreview process.

According to the McKiernan et al. (2019), peer re is d ﬁw board of
|

scholarly reviewers in the subject area of the journ d they/revi ﬂw _@erials

they intend to publish to ensure the quality of ar% renc@' editorial

standards of the journal before acceptiné e articlestfor publication:>This process

ensures that the articles published in t% (‘

According to Greenhalgh @ock (%ﬁa?y @E review of complex
% 2

qu

evidence cannot solely rely. edefined, spretoc ven search strategies,

regardless of the number ﬁd&oasj arched. g%, it is necessary to conduct

several search strate% 'ncrea‘s‘ vt%}ffed&@hess and efficiency of search
methods. \ [ \ é/
Additionally, 'sive G}%:’tronic search, personal knowledge or

er
€ 02
personal contact and reférence ac{lnw re also conducted. In this study, the authors

S
persona, ontactedjt itute ublic Health (IPH) Malaysia, the government
N )

orgamisation that conducted @’Malaysian NHMS 2015 to obtain any grey or

u Xhed studies or data. Appendix 1 shows the request letter for data addressed to

G Malaysia.
The snowballing method was also used to search for any additional citation

related to the research question from the reference list. Snowballing methods are
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especially useful in identifying sources from references of references and electronic

citation tracking (Greenhalgh & Peacock, 2005).

3.3.4 Search strategy : ’

Using the Population, Intervention, Comparison and Ou (PICO’s )
approach (Moher et al., 2009), the literature search based our concepts: the
population (adults Orang Asli), the type of measure Revalence), outcome

list the search terms used was derived from the purp@se statement afte dintl&&. the

(behavioural or metabolic risks of NCDs) and the ge ic setti sia). The

concepts of interest. The search terms were de ed 1? colla ratlowlth the

committee supervisors and an expert in the s yste atic r Khalrun Nain

bin Nor Aripin. References were mad& V10u
of similar topics. No language limitations” wi
publications E &

~\<"
3.3.4.1 Behavioural RlSk I of -%\

ctedslstematic reviews

E.‘}@ 1sh and Indonesian

A
N
) 4

The full search%y for P Me .s' vailable in Appendix 2. These terms

were searched in t ataba} s ull te oward Arnsten & Gourevitch, 2004;
Irwin, 2004, i ta N 0(17, anf al ,2016):

a) (n R n 1 n assessment OR nutrition surveys) OR

1se O @1]; in ty OR physical activity OR motor activity OR

Aorts) OR (smokin \/smoklng cessation OR smoke inhalation injury OR

S

% tobacco smokeless OR tobacco use cessation OR tobacco use disorder OR
0 tobacco OR nicotine OR nicotine dependence OR tobacco dependence OR

smoking dependence OR cigarette) OR (ethanol OR alcoholism OR alcoholic

beverages OR alcohol-related disorders OR alcohol drinking)
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AND

b) Orang Asli OR indigenous OR aboriginal OR native OR proto-maw

negrito OR senoi %\
AND A
¢) Malaysia Q

3.3.4.2 Metabolic Risk Factors of NCDs Y'

The full search strategy for PubMed® is avail : Appen@ese terms

were searched for the full texts on metabolic syndrofig literaturei(Mo 17 et' aL&f)IO;

O

Rodriguez-Monforte et al., 2017). 2 N
N
S romg

R original OR proto-

a) metabolic syndrome OR syndrome X OR'met

AND %V

b) Orang Asli OR indigenous %e aboT'g
Malay OR Senoi OR % o &

“ &
AND \ ¥ A%
c) Malaysia q ' >

3.3.5 Study Sele&N Q
Duplic Ndles frgm iffer@lectronic databases, which emerge after
VD S

searyt Y, @oved through the EndNote X9 (Clarivate

Analyt'wadelpﬁa niSylvania). By referring to the Preferred Reporting Items

4
for\ atic reviews and -Analyses Group (PRISMA), the relevance of the

d articles were assessed in a four-step process. They were evaluated based on

r
0 in- and exclusion criteria (Moher et al., 2009). After the duplicate citations were

using the

removed, the study eligibility was assessed based on the pre-specified inclusion

criteria.
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Two reviewers consisting of the author and committee member, Dr. Nadia bin
Mohd Effendy independently screened each title and abstract and categori
study as “include”, “exclude”, or “unsure”. The list of titles and a@ was
compared and re-categorised if there was disagreement between th eviewers.
Where there was an agreement to exclude the citation, the citation wagild be excluded
at this stage. Articles that were agreed by both to include or aWas unsure were
reviewed by reading the full text. If the study remained mr'reading the full

text, it would be reviewed by a third reviewer, Dr. Kha Nain)bin"Nof" Aripin. The

|
, N4
reasons for exclusion were documented at the stage o screening t fu‘l-
4 T

3.3.6 Data Collection Process ? \ YE’
The complete list of articles t@ in

icle was a _Q%ence management

A

riterie({vas then selected
and documented. Each selected article Is er@?m
database using Endnote X9. Data?p%teﬁ using qstand ised extraction form in
Microsoft Excel. Where multm ers M to A‘ef'gme study population and
site are encountered, w%wzata filom t n‘m@rmative paper(s) but they will

be linked together as one uaique s&& er.:lafg.earliest year of publication adopted

if multiple paper@ama;@e pub@d at different times.
¢

\, ? /! O
3.3.7 Dataltem (J
S
wa capér@'J@Jde é\publication details, language of the paper, study

riodmstudy location, geograps@k setting, study design, study period, characteristics

e
@wipants, sample size and sampling technique, explanatory and outcome

Qlables, data analysis and the major findings. Specific data such as the demographic

of age and gender also extracted.

——

p
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The definition of risks, definition and method of measuring outcome used by
original author were recorded. For behavioural risk factors of NCDs, the ris

categorised into smoking, alcohol consumption, physical inactivity, a Ithy

Y

diet. The metabolic risk factors of NCDs included increased BP, hi od sugar,
abdominal obesity, abnormal triglyceride, or high-density lip¥otein (HDL)-

cholesterol levels. The prevalence data on metabolic syndromq was alSo extracted.

3.3.8 Risk of Bias in Individual Studies '
‘\d. S

The author and Dr. Nadia binti Mohd Effféandy independen isseg the

quality of the included studies before extracting, data ?0 them. FQ_:‘.\quality
_ Sy

assessment, the modified Newcastle-Ottawa scale (Wel

2016) was adopted to assess the sele@ma 1
sectional studies (Table 3.3). These,data were en sc_niggely in a tabulated
to A
form. & (.}
The Newcastle-Otto le

2001§ Modesti et al.,

d outtQme of the cross-

“« Q-
to&%{ess the study selection,

was

N
comparability of study, ouR: and as'ertai fﬂ@e outcome of selected studies
odeg

(Wells et al., 2001; M kfe. imum score for study quality was

iet als{ .
ten. This scale i@ thﬁ\@mmo@sed worldwide for the assessment of

N

study quality %xm icfrevi ‘a'ndﬁngt/-analyses. A previous systematic review

by Coo Q!éd }2 5) o 11@» the usefulness and reliability of this tool.
P4
le

Never this validated 1nstn{§gnt still had several limitations, such as the lack of

=

C ehensive manuals and}w agreement between two independent reviewers

chini et al., 2017). Therefore, in this review, a discussion was conducted with a
Ord reviewer if a consensus agreement needed.
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Table 3.3: Newcastle-Ottawa Quality Assessment Scale for cross-sectional studies

Selection(Maximum 5 stars)

Representativeness of the

Sample size Non-respondents Ascertai

ke

sample exposur
a. Truly representative a. Justified and a. Comparability a. idate
of the average in the satisfactory.* between respondents rement
target  population. b. Not justified. and non-respondents tool.*
(all  subjects or

random sampling) *
b.  Somewhat
representative of the
average in the target
population. (non-
random sampling) *
c. Selected group of

users.

d. No description of
the sampling
strategy.

characteristics is b. validated
established, and the easurement
response  rate iN ol, but the tool
satisfactory. * is available or

b.  The response rate described.*
unsatisfacto they, c.  No description of

the measurement

®

between

N E

Comparability(Maximum 2 stars)

The subjects in different outcome groups are

frable, based on the stuwesign or analysis.

g factors amﬁ:gll?. ,(\

Confoun

oe

The study controls for the most imp
The study control for any additi

nt .*ctoﬂsﬂa 01?.*“‘ @v
& N i ¥

Outcome (Maximum 3 stars)

Assessment of the
outcome

a. Independent
assessment. **

b. Record linkage.
c. Self report. * b.
d. ,

blind a.

‘ , ( S@ioal test

he statistic use nalyse the data is clearly described and
ap txae\ d the measurement of the association is presented,
i nfidencesintervals and the probability level (p value). *
al tes@ot appropriate, not described or incomplete.

No descriptioN

3.3.9

N

S

Source: Modesti et al. (2016)

Ny
‘and YS@hesis of Results

N

characteristics ome study participants summarised using narrative

%13 in tables using descriptive statistics. The main outcomes was the prevalence

Oa behavioural and metabolic risks of NCDs. Due to the scarcity of literature on this
topic, no studies were excluded based on concerns about sampling bias,

representativeness, or sample size. Instead, the heterogeneity in the methodology
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quality and the disparity in the results between studies were highlighted. The
(weighted) mean prevalence rates found in the review were calculated as S

(Loef, & Walach, 2012; Aryal & Wasti, 2016): %\

Sum of the number of cases in all studies considered 100
Sum of the number of respondents in all studies consi

Finally, the findings were synthesised and summarised in a %t' e form in the

following finding and discussion section. Y'

3.4 Methods of the Quantitative Phase \d
X

o
To achieve the study objectives of the titative réseageht, ‘16 A&\')e-step

process of collecting quantitative data was ed %' Cresq@gI (2014).

Each step is discussed in detail in the nextfw. °\ é
3.4.1 Respondents \ o

\ _\
S
3.4.1.1 Study Design ()

< &
The cross-sectiona smde i %c@ction used for this study.
Illect d bt@peciﬁc time. Data can also be

s Qﬁ

1y, gly ing exposure to risk factors (Strom,

stud(%/olves a more representative sample and

Q)C
o

Through this methodfd n be

measured by multi %ria 161
5&

2012). Also, a

!
provides Vali%)rma on and i8 a host-effective (Creswell & Hirose, 2019).

<k. NS
Because% research's }ectiva& providing baseline data on NCDs and its risk

fact& well as their KAP @ﬂls and health-seeking behaviour, a cross-sectional
N

s?\this point was considered appropriate.

67



3.4.1.2 Study Area

The study took place in the rural district of Jelebu, Negeri Sem ilmn

January 2018 to April 2019 (Figure 3.3). The map was generated using !(% arth

Pro for Windows (Google LLC; United States). Jelebu is the second-largestrdistrict in

Negeri Sembilan with an estimated total population of 37 287 (Do@, 2011). The

economic activities for the local people are mainly agriculMY@ mall businesses.

The Orang Asli from the Temuan group is the main Oran ribe‘living in Jelebu

with estimated 7.5% from total Jelebu populations (JAK! 013%).

Malaysia 9

" ¥jelebu District

v Seemban

A
N

100 mi

e
E\
6 .3 Samples

In the sampling process, a sample is a subset of the population that can

represent the entire population (Banerjee & Chaudhury, 2010). From the study
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population, the geographical location, age, sex, and other attributes and variables such
as occupation, religion, and ethnic group can be derived (Banerjee et al., 20 T
the purpose of inferential analysis, administrative boundaries such as dist\%\tates
can be suitable to be used as a population. By using geographical lo the study
findings can provide useful information for the local administrative Wties and the
study respondents. Additionally, the population demographic_data Such as population

size, age, or gender can be easily obtained from th Cistre'tive authorities

(Banerjee & Chaudhury, 2010). \d
oy
The demographic characteristics that def@target op io‘l, gc}broad

set of people to which the results of the stud g nefali n th@ﬁesis, the
target population was adult Orang Asli whéseas the stni le W@Se. Orang Asli
communities living in Jelebu, Negeri b;'an. The su

Asli living in Jelebu is Temuan fr(% Proto-\‘&yiﬁs%

ibe e % group of Orang
O

ethnic group, it allowed us to
study among this particul hFigr 4 llustr, t&-e study population and the

sample of interest in t

\_\>§e~

Population

Y—.
Aulation \(—}, Sample

adult Orang Asli in Jelebu, A sample of adults Orang Asli
g Negeri Sembilan in Jelebu, Negeri Sembilan

?’w
0 Figure 3.4: Populations and Sample
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3.4.1.4 Inclusion and Exclusion Criteria

The inclusion criteria for this study are: \?
i. Adults aged 18-years-old and above %
ii. Malaysian citizens with Orang Asli ethnicity )

iii. Able to understand and speak in Bahasa Malaysia

iv. Residents of Jelebu district for at least one years Y.
The samples would be excluded from this study if they:

i. Had psychiatric illness with communication disabi

ii. Pregnant women é J I —\C‘}
4 \/‘Z“

iii. Refused to participate Y. \

\ \i(ewfo rovided by Lwanga

For the calculation of the required sany
. N\

& Lemeshow (1991) to estimati opulation Opo 1010 with specified absolute

3.4.1.5 Sample Size Determination

n =sz_ P (-

' 2
Where, \ ' \ &
m siz 0 §
= dar 'se‘dn ahde&ﬁﬁpn corresponding to the level of
ificance b o
lence Of 1 eres@ﬁom literature survey) expressed in
ageffo
pr&:isioqg\
NV
S

precision used. The information her

MA: Information for the Calculation of the Sample Size using Lwanga & Lemeshow
% (1991)
: Symbols  Value
%) Value 1.96, using 95% CI
33.4%. Based on the prevalence of overall hypertension among adult Other Bumiputras
ethnicity in Malaysia (IPH, 2015b)
d 0.05
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The sample size was then inflated to consider a 10% non-response rate. Thus,

from the required sample size as calculated below, the minimum numY!f

n=1.96°x 0.334x (1-0.334)

respondents required for the study estimated was 376. %\
0.052
=341.82 +(341.82x0.2) ?

The calculation was verified using formula for fi Cula jon sample size

by Daniel (1999). The information for the calculation is nin TM
®

Y-v
n= NZ2).0p P (1-P) ‘% ' _\C‘}
& (N-1) + Z21-0/2 P (I-
Where, S \/‘T

n = sample size V: \ g

N = Population size ‘ a “\

Z’1.2 = standardised normal % corresponding to @%evel of
significance

P = Prevalence of inte%om liteh&itg%rv y&'e&pressed in

i
percentage form 0

d = Absolute precisi 9 &
. . N .
Table 3.5:Information fo t the S Size using Daniel (1999)

Symbols  Value
N 2806. Based on t n
(JAKO M L
21 Value &1 95% CI1
P 33.4%. Basedron thesprevalence of @fl hypertension among adult Other Bumiputras
ot MMaTys;E‘I??[ Sbt')
0.

/

rang AsliVpopulation in Jelebu, Negeri Sembilan

@

S| S
%ﬂple sé@gﬁhen&d to consider a 10% non-response rate. Thus,

NV
fro quired sample sizeb&?alculated below,

n=___2806x 1.96°x 0.334x (1-0.334)

Qe 0.052(2806-1)+ 1.962x 0.334(0.334)

= 304.80 + (304.80 x 0.1)
= 335
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The required calculated sample size using Daniel (1999) was 304.8 and it was
added with a 10% non-response rate for a sample size of 335. Therefore, theWt

calculated sample size for this study was 376. %\

3.4.1.6 Sampling Method

A list of Orang Asli villages was obtained from the JA , @S shown below
in Table 3.6. The Orang Asli villages categorised under t frmttlement group by

JAKOA (2010). They have good accessibility to ies su las iped water,

. . . . . ¢ ]
electricity supply, and connecting roads to r surrounding® c mmi.@ﬁes.

Additionally, there is also a land development project and‘,a ust nable?c.cf\onomic

YV NV
source for them. \ X

Based on the provided list, K loca 1 S seleQe using simple
ng Ash vi

es i eb&gven villages were
A

selected as shown in Figure 3.5. owinggthat, th espgﬁ%@)ts were selected using
17}
convenience sampling based M pre-defi clusi@“ﬁnd exclusion criteria. The
N
researchers selected re ndats who \Iere ai a@ing the time of data collection
s . 2
and willing to join tl@d \" C}Q
) ist 01'9\ sli Vegﬁés in Jelebu, Negeri Sembilan
U

State ¢ o0.of the No. of the Total Distance to

random sampling. From thirteen O

legislative A& sechold  household Jelebu Hospital
S bly head (km)
Kafnpul i 89 266 355 53
i .

2 ung Orang Asli Ch@ 23 101 124 40
Be

3 pung Orang Asli Chennah 30 63 93 36

ram Lesung

Kampung Orang Asli Chennah 89 257 346 25
Dusun Kubor
Kampung Orang Asli Klawang 63 130 193 11
Ulu Kelaka

6 Kampung Orang Asli Klawang 17 68 85 6
Ulu Kemin
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Table 3.6, continued

No Villages name State No. of the No.ofthe Total Dista
legislative =~ household  household Jelebu Hospita
assembly head "
7 Kampung Orang Asli Pertang 39 67 106
Baner Tengkoh

8 Kampung Orang Asli Pertang 120 383 503 26
Parit Gong

9 Kampung Orang Asli Pertang 58 131 189 28
Batu 17

10  Kampung Orang Asli Pertang 51 150 N 30
Sawah

11 Kampung Orang Asli Pertang 81 189 26
Putra 2

12 Kampung Orang Asli Pertang 44 78 22 l 37
Ulu Lakai

13 Kampung Orang Asli Chennah 52 16 219 '45
Rangoi

TOTAL 756 2806 |
Source: Bahagian Pe unan Modal Insan & Kebajikan
4
(&

mbi]%_ Melaka)

Kampung Bo\r@nsna ung Tohot

Kampung Jeram Lesung

Py
[ 2

o |
e,
Kamptng Dus'ign Kuber!

KampungUlu Lakai » &
Al % r“‘v

aﬁ’(amgung Putra
™

A , LY J
Seihn d. Ta .
., Jelel 1,sTFIcKnmpung Parit Gong{' f
Kamgung‘B?er Tengkoh e
- #ﬁmpung Ulu Kelaka

Figure 3.5: Sampling Location of Respondents
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According to Creswell (2014), even though convenience sampling is non-
probability sampling, the sample can still provide useful input to answer ?Mu
questions and hypotheses. Non-probability sampling is the commonly u hng
method in recruiting Orang Asli respondents. Due to the limited* to their
localities, the shy behaviour of the Orang Asli, and limited numlR)?Orang Asli
available during the time of the interviews, it was often hard to reach’the people to be
selected. Thus, it is highly challenging to achieve the %.

51ze' via probability

sampling. Therefore, purposive, convenience, snowball ling} or 1nat10n of
®

these methods are commonly used (Ashari et al., @khsm ta 018).\
<

3.4.2 Study Approval M

3.4.2.1 Ethics VY. Q\
O P

Approval for the study wa obt ined hTR (:éh Ethics Committee,
H

USIM (USIM/JKEP/2017/27) % Malfaysia @al committee from the
Medical Research and Ethlcs\m {&M/NIHSEC/P18-2338(11),
available in Appendix %(ig;pec:]/ely ( 0,

The purpose ced f'the stlf@ere explained to the authorities of
JAKOA. The J ran g sion .@d%provided supporting documents to the
research tea the cwl(é-j%(fr{dm 6). The research team also obtained
perm1ss1 u ea th 1ct Office.

ur1 g an exammatw{qd;spondents with a raised blood pressure and

Nl level of blood glucose were advised to seek medical attention or treatment
atthe

S

nearest healthcare facilities.
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3.4.2.2 Funding

The research funding provided by the Mizan Research Centr\(

Universiti Sains Islam Malaysia. MRC focuses on preserving the Misw
cate

nature of human beings and its environment. It strives to incul

ance)
e correct

understanding of the issue of development and future sustainability Ezizan Research

Centre, 2020). T
3.4.3 Research Instruments '\d
®
The instruments used in the Phase @antitat e s dr inggging
information sheets, consent forms, and data collection sheets® were gested @fore data
‘r Y
collection. The data collection sheets used % tru \u:stiorg in the form

of booklet. o<§
According to Creswell (20 Qc), the exﬁ %5; instrument involves
four phases, namely planning, @merﬁ quanti ‘?tive \uation, and validation.

etho@f existing instruments in the

All the items used the adoptin d I

development process uilZ:p the yﬂai@‘%answer the research questions.
4
The questions werwe ori XJ’;\ Bah(sf;"l\/lalaysia or translated to Bahasa

Malaysia. A set sur: t iteéms fr e constructs established based on the

Ny ) N1 (O
analysis of t%l ted | literaguteS" Teic'lem should meet the definition of each

construc '%’havs.a Dc-eﬁbl V@y and reliability.

& I -
A- - &’

3.4\ idation Phase

% For the validation of the instruments, the validity and reliability of the tools

Qre determined (Creswell, 2012). Validity is defined as the extent to which a
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concept is accurately measured in quantitative research whereas reliability is the

accuracy of an instrument (Heale & Twycross, 2015).

3.4.4.1 Content Validity : : ,

The content validity looks at whether the instrument adequa Yevers all the

necessary content concerning the variable. A subset of content ity 1s face validity

in which experts are asked about their view about whethegan 1Qrument measures the

construct intended (Heale & Twycross, 2015). The imitial“draft o !1 tionnaire
was given to different experts from various backgteund of professi Sl for @ 1ew,
o —\
including: T

N

i. Three public health specialists ;A

ii. Two nutritionist % “‘
iii. Two medical officer from JeEbu Distri ce
iv. One staff nurse from K ini atan eleb (.}

v. Two health attendan Je ebu ict <&fth Office of Orang Asli
ethnicity @j l

After readin each the tnf: ,% experts commented on each item

and gave thelr h ' su@he intended concept. After that, the

questlonnalre 1e ed’a ?!ed ed on the comments and suggestion from

the expe 3 ack given by the experts. Several items were

f
rewors 0 clarlfy their mea@s better to the laypeople.

\C.)
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Table 3.7: Comments and Decision from Expert Feedback

No Comments/Recommendation Decision

1.  Diet change to pemakanan Replaced ‘

2. Kentang change to other carbohydrate e.g noddles Replaced \

3. Add lumpuh separuh badan next to angin ahmar in the Added %
knowledge section

4.  Bold each NCDs category in the knowledge section Accepted and mo d

5. Bold each lifestyle behaviour in the practice section Accepted dified

6.  The font is small Font 10 chw 12

7. Add check list at the beginning of the questionnaire AddedV

3.4.4.2 Construct Reliability i '

A pilot test was conducted at Kampung Oran li Ke erangor. A

|
total of 36 responses were collected from the Oran i of the Tem n'tr.i@l this
village. They were chosen as a the samples i ot stully-as ey @1 similar

background with the study population. All4f th espm‘den rom Yot test were

not included in the main study. \ , é

In general, their mean age @.90 (S \1‘4‘%) bv‘énajority of them were
N

female (70.0%), married (83.39 prinﬂry schoel ed@on level (50.0%). There

&

were no outliers, and the data e jt furthe‘\éanalysis. The mean time for

each interview session%. 0 minufes (SD = 8@
4 2
Homogeneit&&zmtem'a \oisi ency 6;? assessed using Cronbach’s alpha

(Heale & Twy@ 15):
S ol

!
between 0 and™Fhe closer iths 0 l&i‘t?le more significant the internal consistency

< tv N
of the i% 1d bfqvggcale @!em & Gliem, 2003). George & Mallery (2003)

providedythe following rules of: @ﬂmb for Cronbach’s alpha value, i.e. 0.90 or higher
N

efﬁcé"of Cronbach’s alpha reliability ranges

i Mered as excellent and 0.50 or less is considered as unacceptable.
: Table 3.8 shows the Cronbach’s alpha value for each construct. In short, all
e Cronbach’s alpha values were acceptable. Since further inspection of the item-to-
total correlation for all the scales showed higher values than the recommended score
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of 0.50 (George & Mallery, 2003), all the items were included in the final

questionnaire. Yv

Table 3.8: Cronbach Alpha Value H
4

Construct Number of items Cronbach Alpha Value
Knowledge
i.  General and example of NCDs 7
ii.  Heart attack 4 .938
iii.  Stroke 4 55
iv. Hypertension 4 .905
v. DM 4 0.842
vi. COPD 4 0.993
vii. All items 27 |) 961
Attitude
i.  NCDs behavioural risk 6
ii. NCDs management 6 ‘ T
iii. Support network 3 8 (‘}
iv. All items 15 =
Practice 5 tz-

\ 3l

3.4.5 Study Independent Variables an a rem’ﬁ-t

A

a) Age: The respondents’ currE gacalgu% Ie @;c of the data collection

3.4.5.1 Sociodemographic and Socioec ic

;“4/

date. Adults aged 18 ye and a r1ng&<fr last birthday as stated in
Malaysian identifi tlow Basld on Bu a@ (2012) and Ahmad, Nawi &
Madihah (2015), the adult gr ups: (ﬁseg,mto

laged to 39 rs old.

ult 0 :Q d 1l10 n 40 years old.
b) Gend ¢ or ?s the Malaysian identification card.
c) E %oup Ra as&tatemh the Malaysian birth certificate. For this study,
%rang Asli Semenan]ﬁng were included.

%rlod of stay. The respondents’ period of stay in Jelebu. Only respondents

0 staying longer than one years were included as they would be familiar with the

healthcare facilities provided by the government.
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e) Marital status. The lawful recognition of the relationship or agreement between
a man and a woman, to be husband and wife. They was categorised (IPH,Y!)
as follows: %\

i.  Single : those who have never been married. A
ii. Married : those who are still married at the time of the interview.
iii. Widowed : those who are not remarried af%thyath of the

spouse during the interview.

iv. Divorced/separated permanently: those ose Mhas been

education is categorised (IPH, 20

i.  No formal education { .those who\tx%v at’t\'e\ﬂded any formal
S

%ducaft‘ional stltu?g.
ii. Primary educ \ : 'hMaSAttained the highest level of
ducafio iﬂ@ﬁrs 1 to 6 or equivalent.
s &
iil. Sec%ducatio \1; ose have achieved the highest level of
\ | ed@i’f)n in Form 1 through Form 5.
¢
1v. %y eddcatio ¢ :Qh}o e who have attained the highest education
>
% b o (e é after Form 5.
& s : Others.

Unclassified edu. t%)ﬁ

\ Those with no formal education or primary education were categorised

0 into low education group whereas those with secondary education or above were

categorised into high education group (Wong et al., 2018).
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g) Working status. People who work at least one hour during the referral week to
earn wages, benefits, or family benefits whether as employers, employee -
employed, or non-paid family workers (DoSM, 2019). %\

h) Employment status. Classified into two categories of working working.
For those who were working, they were further categorised?o.govemment
employee, government-linked companies (GLC) em oNon-govemment
employee, and self-employed. For those who we %

rl‘ing, they were

categorised into student, housewife, retirees, unemp d, and others

oy
1) Monthly household income. Overall inco@d by thou o*i ‘t@bers,
whether in cash or kind and can be refe\? as grods - e Q@Zalaysian
ris

Ringgit currency. The respondent waw on ti&voverty Line

Income by Economic Plannin 1t, )rime Minister's @%ﬁrtment in 2016

(Ministry of Housing and Lo%ovemm\éﬁi &

whose household monthly.a is be

the hardcore poverty \

S
N
3.4.5.2 NCDs Behavioural Risk Faefi 4 Cy
The resp@ver@n NC@ehavioural risks of smoking, alcohol

N
consumption @ysi 1y i t?r!: &%‘({de of 1 was assigned if the respondent
signe

answere Q&hd t‘l'le odefof O w d if the respondent answered “no”.
4
a) Smoking. Cutrent \gs.mokers defined as respondents

0 smokes any tobacchroduct daily or occasionally during the study (IPH,

On
(]



b) Alcohol consumption. Intake of any drink containing ethanol irrespective of
concentration and inclusive of those consumed for medical purposes
alcoholic tonic for the past twelve (12) months before the interview (I@ 5b).

c) Physically inactive. The CDC (2020) definitions for exercis?& type of
physical activity that involves planned, structured, and Wive bodily
movement has done to maintain or improve one or more cMﬂts of physical
fitness. In this study, physical activity refers to acti nrte'ken for fitness,

recreation or sport that caused a large increase in resp (Wgart rate or

This variable was derived from the qua

% ongl typical

week, did you spend more than 30 W thre@nes per week
doing physical activities outsidewa that resultsn”an i@%ase in your heart

rate and breathing? This ma%ude spo\ox_rt,_?rci
b

recreation or to get to a

e@d brisk walking for
N

t include housework or

physical activity that \ job". respondent was considered
physically inacti\%z r

three days 1)6&%{ of I'l

?/
@)
=
%
=
-
)
=]
w2
g
o
=
<
Z.
Q
=
fob]
Q
=
=S.
-+
<
E
<
a
-
N

2003).

N N O
There %relia lit vflid@ ata available on this single item question
frer’ hysigal_a ‘jty; h&ver, previous research has shown acceptable
Al

of validity and re@ﬁlity of recall of moderate- to vigorous-intensity

N
\sical activities including in study among indigenous peoples (Milton, Bull &

QE Bauman, 2011; Doggett & Dogra, 2015).
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d) Inadequate vegetables intake. The Malaysian Dietary Guidelines defined

adequate vegetables intake as consuming at least 3 servings of vegetable ?ﬂy

(NCCFN, 2010). q
3.4.5.3 Obesity Indicators Y'

a) Abdominal obesity. A measuring tape was used to mea ¢ waist of the
subject. The measurement was done at a level midway gtween the lower rib
margin and the highest point of the iliac crest wi ape pl e'd allaround the

. . .. ¢
body in the horizontal position. The measurefhent was done With_ the Q\Eject

|

standing upright in a stable position. The meaSagement ya taken at t%.end of a

normal expiration (WHO, 2000). Each mzsure \repeate W‘ce and the

nearest one-centimetre reading w (,«

The cut-off point _Was based on the
recommendations by the W erh onsul t10n \Obes1ty (2011) and the
IPH (2015b). In this claw on, the mra&férence of more than 90 cm

for male and morec RE cm for 'ema vver s1dered as abdominally obese.
(B

BM.Q ICﬁ.ltfjd using the respondent’s height and
sho

b) Body mass index
@ the nearest centimetre using a digital

weight. Hel&\ak X

SECA 7 n scalé ( ‘G}'rn Co. KG; Germany) with a front-mounted

he1$ ear‘1‘n only light %\&fng and no shoes or items in their pockets, the

re ts stood on a ({ gi K’ECA 703 column scale that was placed on a hard

rizontal tiled floor to nhsure their weights. Two measurements were taken in
succession to ensure accuracy and the result was recorded to the nearest half
0 kilogram. Then BMI was calculated using the following formula:
BMI =_ Weight (Kg)
Height squared (m?)
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Obesity for the Asian population was used to define BMI obesity using
the WHO Asia Pacific guidelines (WHO, 2000; Weisell, 2002). Bl\w

classified according to the WHO BMI cut-off for Asian as follow: %\

i. <18.5 kg/m? : Underweight A
ii. 18.5-22.9 kg/m? : Normal ?

iii. 23.0-24.9 kg/m? : Overweight

iv. >25.0 kg/m? : Obesity z '

c) Body Fat Percentages (BFP). Body composition as\s#ed using

standardized BIA procedures by GonZalez-

used. Before the measurement, \%\ physic

status were assessed. Then, th ndents\m%k @Emove any jewellery
and item made of metal i m talﬂc watehy beltsnecklace and ring.
Two electrode ere lac @M another two on the feet.

After entering al% w er having the subject at rest in a
supine posmo ith ha egs s y apart, the Maltron BF-906 was
activated &

| O

ol measure h! ﬂ(Cx-/} f electrical signals as they pass through fat
e n ‘areas @S ?s watﬂ!\ in the body. When the amount of fat and lean
r or water change, th.e\)élgnals also change to give a reliable and accurate

e

sure of the amount of each of these components that make up the total

Q weight of the person (Salleh et al., 2007).



3.4.5.4 Blood Pressure Measurement

The auto-inflate digital electronic Omron HEM-7120 Automatic B Wr
(Omron Corporation; Japan) was used to measure the blood pressur %andard
adult-size cuff 145 (wide) x 466 (length) millimetre delivered a cuff p& of 0-300
millimetre of mercury (mmHg) (+3 mmHg). The automatic bloodmlre monitor
was used due to its ease of transportation and safety. A stud ers et al. (2011)
concluded that automatic blood pressure could be used imary ':are practice to
obtain accurate readings. . Y'
Blood pressure measured were taken whe ject is gal ot'song‘?t after

meals or after exercise and after at least 15 mi f r ‘l“h d1n§g¥~ n during

sitting on the left hand supported at he in sittin prigh osition. It was
r@n

measured twice, with two minutes ap

average measurements used as t e%ralue@i d Q‘Qspondent (Imai et al.,
0
r

2003). In this study, high bl essure sf'c‘ler@'s greater than 140mmHg

systolic and/or 90 diastolic (IP , 20 N
CQ N
3.4.55 Blood Gluc@a m& Co
Blood g@%was ﬂ'hg s@cometer from Accu-Chek Performa

!
meter (ROCI—% ing d, el Sw%&rland). The glucometer was first calibrated

by usm% p coge ft r speé\'e test strips. Firstly, the code key was inserted
est'st

into th. rip slot. Then, t@Xr-nber appearing on the screen was checked that it

dent@at rest. Then, the

same as that on the box of test strips. The finger site was first cleaned with an

ol swab and let dry before being pricked with a lancet. The drop of blood was
e

n put on the test strip before it was inserted into the glucometer. The value of



fasting blood sugar (FBS) of 6.1 mmol/L or more (or random blood glucose of more

than 11.1 mmol/L) was considered as abnormal (IPH, 2015a).

3.4.5.6 Health-seeking Behaviour :

Health-seeking behaviour is defined as actions taken by duals with
illness in seeking treatment by self-medication, purchasevedicines from
pharmacies, seeking treatment from traditional healers, oveQment, and/or private
healthcare facilities (IPH, 2015b). A series of t stion \@d to the

. . . . . ®
respondents on their action in seeking treatment andyeason for not séeking treagﬁent

%)

if they did not do so. In addition, any information ny tra}iti nal edio%‘c¥ used to
N

heal any illness was also collected. The quegons

\IN .9) ﬁfdopted and

1

adapted from methodology used in N@P
Components Items/ questions Respond/ scoring
a)  General health- If you
b) Reason for not If not, ‘List (@tions given (one only)
seeking treatment i able to bear the high treatment costs
: , F 4 2 4y, provided by health facilities
\ ' \ Q_l} Distance/transportation problem
%lv.
& % v.  Not enough time / busy with work
- {\ vi.  Never bother about the pain
treatment what is yeQur rea@ of i. Modern
choice N~ ii.  Traditional
y iii. Both
d) Se W ﬂe common List of options given
rn Realthcare i
to visit fi tment. ii.  Government hospital
iii.  Private clinic
iv.  Private hospital

Table 3.9: H\L eking BN@;

seeking behaviour  for treatme

ii. o not believe / like the services
Don't know where to go
¢) Selection o \ If youseeki ftreﬁﬁeﬁt, List of options given
L , e

m modern healtheare facility i.  Government clinic

v.  Pharmacy

Selection of State the traditional List of options given
traditional treatments that you often i  Traditional massage
treatment use to overcome your health ii.  Islamic medical practitioners
problems. iii. Traditional healer/ Tok halaq
iv. Other
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Table 3.9, continued

Components Items/ questions Respond/ scoring

f)  Selection of State the most common List of options given x o
traditional traditional medicine used to i Massage or hot oil

medicine solve health problems. ii. Air penawar or trea \n by
Traditional healer/ Tok halag
iii. Natural resources
iv. Herbs

v.  Other Y
3.4.5.7 Knowledge on NCDs q
Knowledge in this thesis refers to the assess@l extent #0° which an

L

individual understands the concepts regardin% NCDs. It ncfuilﬁq} ocal

knowledge and beliefs, awareness of disease management, awarcness of digases, and

NV
the symptoms of diseases. Knowledge abKN, S qﬂd\actoﬁ NCDs was
assessed with an adapted, validated ar\% know est@&aire.

In Table 3.10, the 27 individual items, \k@ve Kéeptions NCDs and the
) N

risk factors, were presented. Thi stiohl was pte@d adapted from Frantz
(2008), Demaio et al. (201 1),& et al. : Jone$017) and WHO (2017). The

answers option to knowledge questions wer: ‘Ye@o’ and ‘Don’t know.
' ¢ &

N\ O
M' 10: Questionnaires owledge on NCDs
A E\J“ &

Components Items/ questions Respond

a. General your ever he ?al)ow-communicable diseases? Yes/ No
knowledge Va
hich tf the ’wini%Jases is Non-communicable diseases?  Yes/  No/
s

b. Exarnp@
NCD 1. be Don’t know
% ii :D C

11
) ulbsi
iii.  Asthma \T
iv. Dengue f&‘ke?
: tac

v. Heart at
vi. Leptospirosis

rtattack ~ Which of the following is a risk factor for heart attack? Yes/  No/
i Regular consumption of foods that contain high fat content Don’t know

ii.  Balanced diet
iii. Smoking
iv. Exercise on a regular basis




Table 3.10, continued

Components Items/ questions Respond

d.  Stroke Which of the following is a risk factor for stroke? Yes/ W
i.  High blood pressure & A4
ii.  Exercise on a regular basis
iii. Balanced diet
iv. Obesity

e. Hypertension Which of the following is true about hypertension? es/  No/
i. A person suffers from high blood pressure if the s Don’t know

reading exceeds 140mmHg

ii. A person with high blood pressure does not new e
medication as prescribed

iii. A person who is obese has a high risk of gettin lood
pressure
iv. A person with hypertension does not undergo
regular follow-up treatment |4
f.  Diabetes Which of the following is true about DM? es/  No/
mellitus i.  Excessive starchy foods intake s as rice, noodle Dgn’t\ W
bread cause diabetes l Q)
ii. Someone with family history betes is at ri or ~\
developing diabetes b 4 Y"
iii. Diabetics do not need to take 1?11' jectiens Y,
iv. Diabetes could not cause kidne amage\:n\ R af
g.  Chronic Sign and symptoms of COPD?

{ “ Yes/ No/
obstructive 1. Breathless <§ Don’t know

pulmonary ii.  Produce phlegm i uantities
diseases iii.  Whistles and sounds
m

iv. Chronic cough for more than 3arionth Y
&)
# S

q4 Q:
3.4.5.8 Attitude towards NC\ A} AQ/
N

The attitude se€tion xsisted f fifteen ons that were used to measure
L N & M . . . .
the degree of individuals percei W elghté} eir behaviours either positively or

negatively. The Mnts

ed a@pted from Malaysia Clinical Practice

(MOH, &%pe?e sio :( (0) 18), dyslipidemia (MOH, 2017b), DM (MOH,
201 A& (MOH, 2004) ar@)&)-PD (MOH, 2009).

t consisted of six s;tements on respondents’ perceptions on the NCDs
vioural risks, six statements on disease management, and three statements on

eir attitude in providing financial and other assistance to family members with

NCDs (Table 3.11). The questions were presented as statements and the respondents



were asked

section, the

to indicate their agreement or disagreement to the statements. In this

5-point Likert scale method was used, ranging from strongly disagw,

disagree (2), neutral (3), agree (4), to strongly agree (5). The 5-point L@le is

the preferable scaling item as it is simple, easy to understand, and itable for

health research (Garratt, Helgeland & Gulbrandsen, 2011). q

Table 3.11: Statements for Attitude towar@

Components Attitude Statement
a)  Attitude i.  You feel it is important to practic d eating'continuelisly
towards ii. At your age, periodic physical activitygis essential iI}taining
behavioural your health Y'
risk factors of 1iii. You need to take food followin lories that yo e,d .f@ur
NCDs daily activities
n fat Y"

b) Attitude i.  If you diagnosed

iv.  In the selection of foods, you willimake suge itS lo

v. If your family members s Wyou w i
smoking i x T

vi. You feel it's import log afteP‘inour Ith ‘h

to Qﬁ'ol the disease

towards NCDs before it beco
management ii.  You bring along edicines wheflyisitin tives who are far
away \ A
iii.  When yo %abetes, ouwill no nsu;ne foods that are high
in sugar Py (,}D
iv.  Takin, ication/injectioneprovi y your doctor regularly
i sch can control diabetes

following e
complications

¢) Attitude You will

toward

s stroke
support ‘ i. %, You c‘

network

v. A ith essu ould undergo a blood pressure
check during follow-u Efitm

v ave hi ressu ou will reduce your salt intake

i

j an a(@istance if your family member has a

re of yo@mily members if they have a stroke
urage female family members to undergo breast
ing at thehealth centre

or

fM?yo

beps

S

e practice of lifestyle behaviour, the measurement refers to the

NS

f each lifestyle behaviour. The statements in Table 3.12 was adopted and

O (2017). Five questions were used to assess the modifiable behaviours that

ted from National Coordinating Committee on Food and Nutrition (2010) and the
S

represented

NCDs risk factor i.e. physical activity, vegetable consumption, smoking
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behaviour, alcohol intake, and body weighing. The respondents were asked about how

frequently they performed each component of lifestyle behaviour using a threwlt

scale of never (0), seldom (1), and always (2). %\

Table 3.12: Questionnaires on Practices towards NCDSY'

Components Attitude Statement

a) Physical activity I spend at least 30 minutes exercising 3 or. ore tiffles a week
b) Smoking behaviour I am not a smoker

c¢) Vegetable intake I eat at least 3 serving of vegetables a

d) Alcohol behaviour I never consume alcohol

e) Body weighing I weigh myself every week

3.4.5.10 Accessibly to Public Healthcare Facility,

T NV
Wilkinson (2001) defined acces% e n\ental @xpts to the
understanding of health-seeking bel@:

Annear (2010), the action of an ifidividual 1
households, health institutions eir §bcio- ral ronment. This sections
aimed to understand the utilisati dm’m%gvic rceptions of quality of care,

and health belief ofth% sli l §
P b
The questior{l‘ able 3+ adopte@%ﬁd adapted from methodology used
in NHMS 2015 é&zo

\ :
section was r%:p ofl four i
facilitie rksked'dng

d) waitiag time to get treatmené})].n the second section, another five items were asked

—

h sectiC;&tonsisted of two sub-section. The first
| (?
ms 3@1 accessibility to the government healthcare

a) distance, b) transportation, c) operational hour, and

\ccessibility to get medicine and treatment from government healthcare

a
0' ities. The answer options were ‘Yes’, ‘No’, or ‘Unsure’.
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Table 3.13: Accessibly to Public Healthcare Facility, Services and Medicine Items

Components Items/ questions Respond

a)  Accessibility i.  The distance between home and the government health car Wo/
to government centre is close sure
health care ii.  Did not experience any problems in terms of transportatioﬂo
centres the government health care centre
(distance and iii. Operating hours for government health care centres are
time) suitable

iv. Waiting time at the government health care centre not
burdensome

b)  Accessibility i.  Government health care facilities in your area are good Yes/ No/

to get condition Unsure
treatment and  ii. Medicines can be obtained from govern health fac lities

medicines at (hospitals / clinics)

the iii. Modern medicine is more readily than ditlona
government medicine

health care iv. Feel comfortable and will contin the * Y'
centre government health care centre N

v. Recommend family members
government health care centre

3.4.6 Study Dependent Variables

For NCDs status, the presencm ence of chronic diseases was based on
reported information on chroni 10ns
0

professional. During the surv ondents wer sl(<‘ed ¢ ave you ever been told by

a doctor or assistant medlc r (AMO) yoq@e ?” followed by
{

a list of chronic dis&%ucludm Qx(o,né, hypercholesterolemia, Diabetes

mellitus (DM) ar;Q\s to “/hw nsx@ could be “yes” or “no”. Then, the

response obta E om the e, respon ':nt é&)@; confirmed with the records from Jelebu

Health D1 1 &As&gned if the respondent answered “yes” to
hav Ds, w{ﬂ e&ode was assigned if the respondent answered “n
a) tensmn Reported b&Bemg told to have hypertension by a doctor or AMO

evidenced by the patient’s medical report (IPH, 2015b).
Hypercholesterolemia. Reported as being told to have hypercholesterolemia by

a doctor or AMO and evidenced by the patient’s medical report (IPH, 2015b).
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c) Diabetes mellitus. Reported as being told to have DM by a doctor or AMO and

evidenced by the patient’s medical report (IPH, 2015b).

3.47 Administering Data collection : ,

Five research assistants recruited for data collection re with a
minimum tertiary education background. A one day's train and pretest were

conducted to exposed the research assistants on to eW)ds of sampling,
interpersonal communication, obtaining informed co da su%tionnaire.
Training also focused on interactive sessions to introduce data callecti jne&&’) and
correct measuring methods for the anthropometric sure, }lo\;ﬂz\ur@d blood
glucose measurement. Y. \ éY\J

All research assistant practice a@d a to thé,étandardized way

of WHO guideline. Questionnairesi r a

e pretest. Guidelines for

A

research assistant provided in A x & By canducti o this training, it allows

“« Q-
mitigating the risk of error anM Creswe 4). z@&iﬁonal to that, the review of
N
the questionnaire carrif ou%t the er’i of gac @ollection to minimize error in
data collection. d d

Question@vey@d for\ quantitative data collection from the
respondents (@x . By ?la sﬁ&{lrdized set of questionnaires, its minimize

variation i%’collec on. /The’ study~purpose, issues of confidentiality, anonymity,
s ? L
and reSpondents’ rights to w1thd% from the study at any stage without notice were

e ed to all the respondents using the respondents’ information sheet (Appendix

. If they agreed, they would sign the informed consent form (Appendix 11).
0 The study was conducted in compliance with the protocol and standard
operating procedure (SOP) of the Clinical Research Centre (CRC). The protocol was
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designed to ensure adherence to the ethical principles listed in the Declaration of
Helsinki (World Medical Association, 2001). After obtaining the consent ﬁ?ﬂe
respondents, face-to-face interview was conducted in the community%\f the

selected villages. All the paper-based and electronic copies of the qu ires were

stored in the safe place by the principal investigator. ?
3.4.8 Data Validation Process T

A few precautions were taken to ensure the | consiw the data
C g . i
entered, such as establishing the data standard, i.ecodebook, data ri:em% ata
cleaning, and missing data management. ? Y:\
N

\%\v

3.4.8.1 Data Standard Development N:

A codebook was built as a st r; for the
.\

sections in the questionnaire, na %riab@ﬁ unit and definition of
? @
values of the variables. It w&e in the database i@%eference for coding the
S

responses and missing info ion. Th' cod ed ferthe face-to-face questionnaire
{
shown in Appendix 9. % > Jj (?

3.4.8.2 Data Sc@ Q

p O
To e the m%&s é}?’he data collected, the interviewers were
reminded* to mple}euh_e);‘ata a@ing to the response of the respondents. All

Yv

questioSair s were reviewedcj)ar completeness before the end of the interview.
N prior to data entry, each questionnaire was double-checked by the researcher

t sure that no pages and details were missing. Each questionnaire was labelled

ith a unique identifier number to protect the confidentiality of the identity of the
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respondent. Data were entered into the statistical software, Statistical Package of
Social Sciences (SPSS) version 23 (IBM Corp; Armonk, New Y ork). YV
After completing the first data entry, the data enters for the seco@ as a
data checking methods (Barchard & Pace, 2008). In this technique ble-entry
data checking, the computer compares the first and second entries to¥¢nsure that they
match, and also detects values beyond the range permitted ( M & Verenikina,
2013). For example, if the data sheets show a three-po %e.mert scale, entries

should be only 0, 1, or 2. The entered data were foun € co si‘hmg\‘md accurate
@

with the questionnaire. é l _\('}
4
<

3.4.8.3 Data Cleaning Y . \ &
Following the data screening ;@ cl oi\ng as ;gﬁrmed to identify;
ted

(1) duplicate respondents, (2) repga t ‘QK\YOn c_oées, (4) outliers, (5)
% ;q A

missing values, and (6) out of ra\E extreme serva(@as. Data were analysed
atysti

“« Q-
ics. T aningé?ﬁcess was carried out using
N
SPSS version 23. A ¢ O;QG dataset wa tqre@ Google Drive, e-mail, external
sal a

hard disk and Univer al B\L{ ff;aﬁjdrives for security purposes and to

save from any ur@ da !1ge. info@on handled with high confidentiality.

using frequency and descripti

4—

\ Statistical Packag\esoc?f Social Sciences (SPSS) Version 23 (IBM Corp;
k, New York) statistical computer software program was used to analyse all
0 statistical data. The mean values and standard deviation (SD) were included in the

descriptive analysis for the continuous variables. The prevalence of major NCDs,
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behavioural risks of NCDs, obesity indicators and metabolic risks of NCDs among
respondents was calculated in percentages. The data were expressed as numbw
percentages (%) for the categorical variables. %\

In the knowledge section, correct answers were given one For any
wrong or unsure response, zero point was given. The total score of dee ranged

from zero to 28 marks. In the attitude section, the answer qgtion as on a 5-point

Likert scale whereby the most strongly positive attitude 1 a Tore of five and
the most negative attitude was given a score of one. Wi statéme minimum
®

and maximum total scores for attitude were 15 an respectivel Fillal@n the

practice section, those who answered “always™ ra% given\ty;o points,
T ‘ieve T

“seldom” were given one point, and zer d\ Thestotal of practices
ranged from zero to ten marks. \% é

For categorizing KAP to NCDs, \ a @what arbitrary, like
many other scales (Conner & P 2009). In thisistu \e cut points were based

on scale, and similar one %«/ith’ to@ NCDs module have been
previously published %izw for fthe taﬂd@ed comparison of knowledge,

s &
attitude and pract’iéciores (I‘h \t\a ., 2018s.Jthnin et al., 2020). To determine the
dge,

level of know ttit 'pra teg, the total score of each individual
¢
respondent buvert d int e{ce]&a)g s. Any scores of less than 74% indicated
% N

poor K% gorigs, as seores of more than 75% indicated good KAP
cateA(Semungus, Tafese &}émella, 2017; Chong, Appannah & Sulaiman, 2019;

\
@m et al., 2020).



3.4.9.2 Inferential Analysis

Inferential analysis for hypotheses testing made using the Pearson {Qtwn

test, and univariate and multivariate binary logistic regression test. %
Pearson correlation analysis were performed to check the relationship between
knowledge score with attitude and practice scores, and also betw attitude and

Vof at least 0.8,

str('ng. Whereas, r-

value of 0.3 to 0.5 and less than 0.3 showing the a Maﬁo@lﬁp,

N
respectively. The r-value of 0 indicating n@ionshi A l'e were
’ b 4§

significant if p-value < .05. Yv \ Y\'l

A logistic regression test was which independent

practice. According to Chan (2003), correlation coefficient

indicating very strong relationship, 0.6 to 0.8 consider mo

variables could predict an outcome\ les.®e binary logistic
regression was used as an o t% variab \'nc édata is a categorical
0 v,

dichotomous outcome.All d ent vasiables Jaré' b , wWhere “1” represents
outcome and “0” for the re(Yﬁ grout. _%\
The univariate% w

outcome individ@i-squ re\e froméélihood ratio, crude odds ratios, 95%

confidence intew ), an es w(r_e}\reported in the tables. Following that, a
Y |2 9 —_

linear regression fest was ed @determine the multicollinearity between the

depend&)griableg 'ﬁlter@\and the associated factors. There is no

muAearlty if the standasbarlance inflation factor (VIF) values were less than
ten

~;lgrance values exceeded 0.1, and the Durbin-Watson value between the two
O'tlcal values was 1.5 to 2.5 for independence assumption (Chan, 2004a).

Multivariate binary logistic regression test was then conducted to find out the

| Sno
as first ¢ '?d out'to compare each variable to the

most significant predictors that influenced the dependent variables. The binary

95



logistic regression was used as an outcome variable since the outcome data was a
categorical dichotomous variable. All the variables whose p-value < .25 alo
the variables of known importance contributor include in the analysis (A@ 07).

Model validation was done using the standard Hosmer-Lemeshow tAgoodﬂess

of fit (Chan, 2004b). Q
Mion of the B

The logistic coefficient (B), Wald’s statistic, expon
coefficient (Exp (B)) for adjusted Odds Ratios (aOR), Ez, anf p-values were
reported in tables. The B-value is the logistic coefficientyfor e hWr variable
®

for each alternative category of the outcome variab% the referenc c‘t@. The
B-value is the expected amount of change in tl\? or % nit @ge in the
predictor. The closer the value of B is to , the lessti NG

cet dictor has in
predicting the logit. The Wald Va\%nates gi e ‘@ortance” of the
contribution of each variable in the %1. The ertre ]}fké,\the more “important”
it is. The Exp (B) is the adju&%s Raﬁo (a asz(/ '\ed with each predictor.
@J greater than 1.0 whereas

Predictors that increase tlYlo\& w‘iI sp Ex-p%
predictors that do not % logit will s }v'ambp (B) of 1.0 while the predictors

’ &
that decease the ml havr \68 valu less than 1.0 (Chan, 2004b). The
analyses were sw 1gni el of(jiél.OS.

@ ‘,' L)
35 Me the Qualitati e&é
4

&Spondent for"th@alitative phase were selected among the total
<,

%

n %()f respondents (n=32§ who completed the quantitative phase of the study

ad consented to be included in the follow-up interviews. The best respondents to
Oerview are those who will deliver the richest information (Patton, 2002). By
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purposefully selecting the respondents for the semi-structured interviews in this study,

a deeper understanding and comprehension could be obtained regarding their sivm.

3.5.1 Study Design :: ,

The qualitative in-depth interview was used to study in transition,

health behaviour, knowledge and barriers, also perception and for accessing

or seeking treatment behaviours. This approach helps t x;We reasons for the

outcome from the quantitative research. '\d
®
g

3.5.2 Setting é | _{‘3
s by

From the thirteen Orang Asli villages i?ﬂ)u, W bilaYﬂbbne Orang
Asli village was selected as the study artw qualitati tudy.‘& village were

purposely selected as they fulfilled

understand the critical issues re %} NC \e ities have also been
ects

@

chosen to examine the possibx of urbanisation i@' CDs, proximity to health
services, and the usage of ealthcar ice@
4 LS |
The selected ¢ ities were lo @ ampung Orang Asli Ulu Kelaka,

Kuala Klawang &N\ates:' ZN"N, @'27‘%). There was good premixed

road connecti \com uniti
ZE E
ilt i

settlement

Asli U wa and:th afest g@‘nment clinic and hospital, namely Klinik Desa

Ul\ ng (1.7 km) and Hospital Jelebu (112 km).

N
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| !
Amar Penghtlu Primary School
|

i+ gKiinik Desa Ulu Klawang

Kamguigecaie, Kampung Ulu Kelaka
(L 1

Figure 3.7: Kampung Orang Asli Ulu Kelaka from Google Earth
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3.5.3 Ethical Consideration and Approval

The ethical consideration was included as part of the quantitative p g?rm

the ethical clearance process. The ethics committees from the MRE :i; ry of
Health Malaysia (Appendix 5) and JAKOA (Appendix 6) were aware thatrthe study
has quantitative and qualitative phases. Before the qualitative interviez the Tok Batin

(Chief of Orang Asli) and the chairman of the Village ity Management

Council (MPKK) of Kampung Orang Asli Ulu Kelaka w rme'i They granted

the permission to conduct the study.
The potential respondents were con y teleph l)r_\‘?a the

on regax.;hng the
T

qualitative research. If they declined to ta%“w t person on ist would be
invited. If they agreed to take part, anm
regarding the time and the venue % inte rv is/stép, was repeated until all

n )

the interviews were completec\‘é 6
No money or com \v\t red to ondents during recruitment.
However, they were %a token, of a aec&/ that included a pack of rice,

noodles, and ketc K thm@ sumpt{&/ All those who participated in Phase
Three were th d for ing ag(ymformed that their participations were

0
highly ml@&ards hissstudy. \(J

4

3.54 S%tment of espon@ s for the Interview

NS

urposwe sampling was performed in which the best respondents that could

representative of the village to provide t

s

se, respondents were informed about the probability of a second data collection

ess the research question were chosen (Rowley, 2012). During the quantitative
a

which was the qualitative process. To ensure the maximum variation of respondents,
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different genders, education, household income range from low to high incomes and
health status have been selected. Y'

The chairperson of Komuniti Sihat Perkasa Negara (KOSPEN) %\ the
contacted representative of the village. The researcher contacteAcontacted
representative and tell about the respondents who met the interview féquirements. To

get their verbal consent for the in-depth interview, th M representative
r;n

approached the respondents via a phone call or meeting 'lihe purpose and

confidentiality of the interview was explained to the ondefits. hose who
consented verbally were invited to the interv1ew%te was se C(frd@o the
availability and preference of the participant taw\ ntative»was only
informed of the number of interviewee 1g e an‘J t date e interview.

However, the information collected 0 1ews wa t c@entlal

\ :

A

N

([ )

&
The sample size of CM ive rese 18 0@ smaller than that used in
quantitative research. ﬁis gbecausel in-dept m\is% ew for qualitative research is

merg in ﬂ&&

tend to rely on te 1lng ere i s concern to make generalisation to a

N
larger popula te st{D ! Z&gﬁ
9 the ideal standard for the sample size in

quaht ive earch is t saturat\' in the interview process. The saturation is a point

3.5.5 Sample Size

more inductive and e S. efjk/e quantitative research, it does not

‘\

a ch all questions have been thoroughly explored in detail and no new concepts or

mes emerge in subsequent interviews (Saunders et al., 2018). Therefore, each

O litative interview transcript should be transcribed after each interview session.
Once the data is saturated, the interview process can be terminated.
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3.5.6 Research Instruments

The interview process consisted of three main sessions, namely int 0c¥0~n,
actual interview, and closing (Appendix 12). The topic guide was deve ((qase on
the preliminary findings of the quantitative phase. *

In the introduction session, the respondent was informedm the study

details and they were given assurance about the ethical princi ied in the study,

such as anonymity and confidentiality. They were also to the interview would

be audio recorded. This session provided the respondentstwith some of what to

N
expect from the interview. It could also improv. st of the 0‘1dA‘Q't§, thus

serving as a fundamental aspect of the info nsemé . Tlééezcx;ere also
given a study information sheet (Appendi JThe igﬁervie er would only proceed
after obtaining the respondents agree rticipate i e SL@y and signed the

consented form (Appendix 14). % -y
? 6 &
e

All this information w,

the directions of questions \ed tl i he itative findings are presented
in Table 3.13. The ma X):w? seni- 1223/ ed open-ended and probing. The
topics of the tran M change,\)vledge NCDs, the risk behaviour towards
NCDs and heal@ekir;g %

iour ekplored in more detail.

At tl@c"rgerviewer thanked the respondents for their

time. T&sk&l if-thefres ents have anything they would like to add. By

doiAhe respondents cou@/.ltline any issues that they have thought about or felt

@poﬂant but have not been mentioned by the interviewer (Gill et al., 2008).
@e interviews took about 30 to 50 minutes.

The saturation point was monitored continuously throughout the recruitment.

=

After the 14th interview, there was no new theme emerging from the interviews.
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Therefore, it was considered that the data collection had reached a saturation point.
However, data collection was continued for two more interviews to conﬁrm?ﬂb

further new themes. %\

Table 3.14: The Topic and Directions of Questions of the Qualitw y

Topic Directions of Questions

a) Resettlement to the i.  Their past history as in whether the}w{' from elsewhere,
village, development and where were they born, where did t wup.
life transition ii.  How did the transition affect them?

iii. Has the change of environm
activities / health status?

te the'r lifestyle / diet /

Y
b) Knowledge and i.  Tounderpin the knowled CDs and 1ts,ris aviours
perception on NCDs and  ii.  To assess their understanding omr negative e and r% of
health effects of NCDs unhealthy behaviour o 1th AN
risk factors l \(')
c) Barriers to preventing i. To assess the in ing factors ‘mo g be aviour and
NCDs risk factors barrier to stop s ing. b 4 %‘
ii. To assess the the%influencin torsfof alcol@onsumption
and barrier tg stop aleohol intake.behaviour.

s

iii. To assess Mhangeﬁnd the) factors¥that influence their
consumpt Tuits tables(,'{l terms of social,
econo eographical and aceessibil

iv. To assess xpetience i s os lenges or difficulties

tl o

0
andf support in ical activities and their
0 on
to calthy C
d) Utilisation of modern 1. c
n

cally active or inactive
ontributingyhedlth &%f's and behaviour for modern
medicines and traditional aditiona ctices :
treatment il o
(

s
S
3.5.7 Data cOnectionc')Y.\.‘vj '3 3

Data col& rou@pth % rviews. The in-depth interviews in
@\f b
qualitative regCarchwenabled t e’ﬁJondﬁg(s to provide their views compared to the

al., &

in w)cal Malay language. }he interview guide consisted of several key questions

ing swept over dynamics in focus group discussions (Gill et

’

depth intetviews @ conducted using a semi-structured questionnaire

Iped to define the areas explored. It also allowed the interviewer or interviewee

Opursue an idea or response in more details (Rowley, 2012). When the interview
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guide was utilised, it would ensure all the issues of interest were covered (Appendix
12). Yv

The respondents were recruited in April 2019. The interview took%\t the
community hall of the Kampung Orang Asli Ulu Kelaka. It was esser&intewiew
the respondents in a place where they felt comfortable (GM' al., 2008).

Appointments scheduled with the respondents and agreemen reNng the time and
the venue for the interviews made.

The interviews were recorded in the Audio La M irWe Experts
|

Group (MPEG) known as the MP3 format using SUS 200 olfnd_\ﬁéorder

sit% ois@rophone
Yw

system that filtered noise and had direct Lw necﬁwrity. e de

(AsusTek Computer Inc.; Taiwan). It had a

was checked

thé‘ble to record the
i@. In addition to the
N

audiotape recorder, the intervi docﬁmen uusin&ca? field notebook if there

were any technical issues

the fecofdet. §
Ej S
3.5.8 Qualitative Data A lysi\.‘ ' g &)

For the q‘@ie da@is, t@)cess followed the procedures set by
Creswell (20@ pn cd%(}\’ed(p(y’f)aring the data for analysis. As stated by
AWRE,

Rowley @e p}o ss nsgl‘bmg should start as soon as after each interview
4

to ma& senise of the interview @7 So, after an interview was carried out, the audio

r Wg was transcribed andeganised for data analysis. To assist in transferring

coding, the completed interviews were transcribed verbatim in Microsoft Office
oord 2016 (Microsoft Corporation; United State) by the researcher. It was

maintained in the original language of the interview, which is in Malay.
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After that, the researcher explored the data by reading through the interview
transcripts and the researcher’s notes. Qualitative data were analysed using a ¢ -
based thematic approach guided by the Graneheim & Lundman (2004) @}orks.
Qualitative data processing was organised in three rounds. In thfk round, a
codebook was created based on interview questions and ans codes were
inductively developed based on the first 10 participants' answers. In*the second round,
the first 10 transcripts were duplicated to ensure a coder: E:us' to address any
inconsistencies in codes and to extend or modify thé%meanings eloooks as
required. Finally, the codebook was added to th aining tra riftsA‘a-}lY@'the
research team met to review the quotations f od% esis@ content,
and to compare inside and through the &,vﬁsse ial qu@gr:s that best

&

represented each theme (Puvenesvary ., 2008). O

Below are several considefations made \mgth @itaﬁve data analysis

process: % 9 6
i. I conducted all th 'h&w l ions Fur@ore, immediately following
each intewie\%tted on the s ssi!)n‘ih I transcribed the recording into

£
English K&soonfs \m le g;/ The direct involvement in both
s e
!

i i tra S all&V}%ﬂ me to become immersed in the data

¢
an %w a better de{st@g of the respondents’ perspectives. It was a
S
% ic prgc I cm&mously refined to improve its appropriateness

4 .
d flow to enhance @ollectlon.
\A

E' .WAs the respondents were purposely sampled, the findings were not fully
0 applicable to the Orang Asli community living in Jelebu. Nevertheless, in the

Phase Two interviews, the intention was to listen to their voices and to record
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their views in greater depth, rather than relying on quantitative numbers and

figures to represent their view on NCDs.

9

iii. It was difficult to obtain male respondents as most of the mal Asli

¥

were not interested or not available during the arranged int sessions.

Thus, it was possible that the views and opinions among fgale Orang Asli

X

3.5.9 Trustworthiness of the Findings '\d
Reliability and validity are critical facets antitativé analysi tﬁ@:

the qualitative analysis, it is known as tmstwoﬂh%an?e und Qan, 2004).

A few methods have been utilised in this researchyto ens the 3&?5,10ns of the

study are relevant. \%V Q\ o<§

a) Interviewer Training /<\
\

According to Chua %) eqsure al@ of the instrument, the

interviewer needs to be oby l ind. They must be able to
to Jat m

understand the study % arly a

without being in \ed by'th bject é‘feehngs and views. Therefore, the

q

were missed in this qualitative interview.

o elaborate the data accurately

interviewers mw a1ne and ((Bensure that the interviews are conducted
with prec %d e sa@ researchers involved in conducting the
quantltaﬁ wer 1n completing the qualitative phase. Therefore,

derstandlng and ra were established with respondents before the in-

% terview was conducted.
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b) Interview Reliability

The transcription was checked to ensure that it did not contain an r
mistake. Transcription quality assurance was applied. The codes @}emes
generated during data analysis were continually compared with the write up
for the codes and its definition in the Microsoft Office Word MDaymon &
Holloway, 2010). The codes were also discussed and cMecked by the
supervisors (cross-checking). This is known as an exte Yi;c tion process or
member checking (Cohen & Crabtree, 2008). It was by havirg.t c:)mmittee
supervisor checking on the interpretation of data an cripts /W d*a@znts

arose regarding the description of the findi isc% re @' until a

consensus was reached. N é

&

¢) The Audit Trail \(’) \1 Q\O

The audit trail define as tEdeale% or @)s.isions made before and

“« Q-
of th ch proeess (Daymon & Holloway,

) N
2010). In this study all Wcu ntati | mges raw data, field notes, data
is pr;}du

collection and analys r% egz(}l}d recorded, so that you can give

evidence from th@ necessary.The an@rail begins at the proposal stage of the

N
research whe{hgh ght any)e lic('Lchisions you have already taken about the
methodol@@md analytical choi colf this study. As we begin to collect data, we
Pt T §

of extended tfanscripts, extensive field-notes notes of reflexive and

-

during the research and a de

made
A 9
an%a houghts, as well as}research database.

% As proof of the reliability of the qualitative research, the interview session was

Qorded using an audio recorder. The audio recording enabled the interviewer to

capture and preserve the actual language of the interviewee, thus increasing the
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accuracy of the data collection. These all contribute to the dependability of your

research. Yv
d) Data translations : )
Data translations were done for chosen quotations only for rpose of the

analysis of the findings. This was done by a second translatég to efisure accuracy

(Westgard et al., 2019). The data were then presented in heWof a narrative and

quotation obtained from an interview transcription. l\d
X
e) Triangulation of methods ' _\‘v}
Methodological triangulation has been 1 detérmi e reliability and
confirmability of the qualitative finding. w I Y.be used to

describe the corroboration between w;; 0 (@lﬁbe a process of

researching a problem using sepa%etbods

Murphy & Nicholl, 2010) In %dy, iIﬂlfO 1 antitative results was
used to support the the tha em' tive research (Moorley &
Cathala, 2019). z

'3

NUite
3.6 Integratio m ' %
N
Integr@fer oth??gs i@g?é research process, where quantitative and
e

O

c@mixed (Creswell, 2014). In the explanatory

qualitativ; %ds ar¢ int
Kb S
seqm sign of mixe -m@is, integration may occur when selecting the
r dents to be followed up\n the qualitative process, designing the protocol for
alitative data collection and discussing the results (Halcomb & Hickman, 2015).
0 Throughout this study, the convergence between the two phases occurred at

the intermediate level, where the preliminary findings of the quantitative process
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direct the qualitative phase of data collection. The results helped to develop the
framework for the qualitative data collection. Another linking point was the aw
where analyses for both stages were combined to address the research and

give a deeper meaning to the study findings during the discussion of thﬁ&r results.

3.7 Summary of the Chapter Three \;

In summary, this chapter offers a comprehensiv; O\WV of the methods
used for the data collection and analysis. In the !tem ic review
conducted following PRISMA guidelines to ensur@ythe a trangparenp a d c ete
reporting of this type of research. Then a field research conducted at Jelﬁu Negeri

Y,
'}ﬁmethod were the most

e'by dividing the tasks into

Sembilan. The sequential explanatory strateg1 of
practical approaches for this study. It,is %Man

the quantitative phase followed by,the q it p

(S

t the same time, it also

providing deepen understandin g e findings om t \quantltatlve phase.The
techniques for both the quant e nd qualt phaﬁg&ere explained separately.

bee fe@he quantitative process. The

research was performed usifig fa uf? w questionnaires in eleven Orang

A cross-sect10 m od ha

&

Asli villages in J ege Le ilan, w\ had been validated and piloted. In the
second phase d as l%\‘;&bug&gﬁ{ in-depth interview to explore the factors

1dent1ﬁ qu nt tivg phasepFhe convergence of both phases first occurred

.

when t1tat1ve process wéjcsed to inform the respondents requirements to be

C Nfor the qualitative phase. Next, it directs the development of the interview
ocol. Phase One systematic review, Phase Two quantitative results and Phase
Qree qualitative findings were presented in the following chapter.
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