
  

 

 

 

 

The QUALICOPC study was adapted to Malaysian context to 

comprehensively evaluate the nation’s primary care delivery system by 

gathering information on structure, process and outcome. The four core 

dimensions of primary care i.e. access to primary care services, 

comprehensiveness (the provided scope of services), continuity and 

coordination of care were evaluated by using questionnaires adapted 

from the European QUALICOPC study. In general, public primary care 

clinics in Malaysia have good accessibility and provide comprehensive 

care to the patients. However, there is considerable evidence base 

signifying rooms for improvement for continuity of care and coordination 

of health services in order to achieve effective primary health care 

delivery.   
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1. Executive Summary 

Health systems are increasingly being challenged by multi-morbidities, partly as a 

result of ageing population, and increase in expectations from patients. Thus, the 

healthcare system in Malaysia is being reviewed to keep up with the challenges faced. 

Before any changes can be done, we will need to first examine the current state of our 

healthcare system. Primary care, being the first point of contact in healthcare where 

people present with their health problems, lies at the core of this healthcare system 

evaluation and revitalization. Previous studies of primary care have examined care 

delivery from the providers’ perspectives, while patients’ perception received little 

attention. By adapting the Quality and Costs of Primary Care in Europe 

(QUALICOPC) study, we aim to comprehensively evaluate the primary care delivery 

system in Malaysia by gathering information on structure, process and outcome from 

both providers’ and patients’ perspectives. Through this study, Malaysia seeks to 

evaluate the relationship between the strength of the primary care system and the 

performance of the overall healthcare system and satisfy the demand for 

benchmarking.   

The QUALICOPC study is a cross-sectional study conducted in public primary care 

clinics using four sets of questionnaires (practice, doctor, patient experience and 

patient value questionnaires) complemented by structured interview. The study was 

conducted in five states in Malaysia, namely, Wilayah Persekutuan Kuala Lumpur, 

Selangor, Sabah, Sarawak and Kelantan. The five states were chosen on the basis that 

the 2012 National Medical Care Survey (NMCS) [1], which was carried out in these 

five states and yielded demographics and morbidity patterns similar to those reported 

by NMCS 2014 [2] and National Health and Morbidity Survey (NHMS) 2011 [3], 

which were carried out in all states including the federal territories. For this study, 

222 public primary care clinics were selected by stratified random sampling, and data 

were gathered by means of structured interview among the doctors and their patients.   

Nearly all (99.5 percent) public clinics/doctors sampled responded to the survey. Of 

the 2,366 patients who were seen by the participating doctors and invited to 

participate in the survey, 2,148 (90.8 percent) completed the designated 

questionnaire: 1,927 completed the patient experience questionnaire, while the 

remaining 221 patients completed the patient value questionnaire. 

1.1. Accessibility to Primary Care Services 

The density of primary care clinics is lower in the states of Sabah and Sarawak than in 

the peninsular states, leading to longer home-to-clinic travel time as well as longer 

inter-facility distance in Sabah and Sarawak.  

Most of the patients were satisfied with the opening hours and physical access of the 

clinics. Almost 60 percent of the patient had the knowledge on the access to out-of-
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hours care. However, 35.1 percent of patients do not know they were able to obtain 

home visit if they required one. 

A higher proportion of public clinics in the rural areas provide out-of-hours care. This 

is unsurprising given the Ministry of Health’s focus on rural healthcare in alignment 

with the government’s policy on reducing rural-urban inequity. Nonetheless, there 

seems to be no difference in the ease of access between rural and urban areas from the 

perspective of the patients. 

Only about 20 percent of the patients had abstained from seeking healthcare services 

when needed, and the most common reasons cited were they were too busy or forgot 

their appointments. Financial and physical barriers in accessing primary care services 

were reported by less than four percent of the patients. This reflects the universal 

coverage approach of the Malaysian public healthcare system, which removes entry 

barriers to public primary care for all Malaysians.   

Although waiting times were less than 30 minutes for 41 percent of the patients, 37 

percent had to wait for more than an hour. Despite the long waiting times, more than 

95 percent of the patients were satisfied with the consultation time spent with the 

doctor. The patients’ satisfaction with the duration of consultation may reflect the 

good quality of care provided, which is not compromised by time constraint or by the 

low expectations of patients. 

Knowledge gap exists among the patients on the availability of certain services. Over a 

third of the patients were not aware of the existence of home visits and after-hours 

care. Simple efforts at educating the public may help close the knowledge gap and 

improve the accessibility of primary care services. 

1.2. Comprehensiveness of Primary Care Services 

The public clinics provide an extensive scope of services, including first contact care, 

disease management and medical procedure for acute and chronic conditions 

commonly encountered in primary care in Malaysia. However, there were certain 

conditions for which the patients were reluctant or lacked awareness to seek 

treatment at the public clinics, particularly mental health-related problems. This 

points to an area for improvement in terms of provision and utilization of primary 

care services. 

In terms of preventive measures, blood pressure measurement was routinely 

performed in 86.9 percent of public clinics, while cholesterol measurement was 

mostly performed when indicated by the clinical conditions (95.9 percent) or on 

patient request (81.0 percent). 
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The vast majority (about 90 percent) of the doctors provided health education on 

physical exercise, smoking cessation and healthy diet as part of their normal patient 

encounters. In contrast, only 52.9 percent of doctors were involved in alcohol-related 

health education, likely because alcohol addiction was usually managed in secondary 

care settings.  

Almost all clinics were equipped with essential medical devices or equipment such as 

disposable gloves and syringes, sphygmomanometer, refrigerator for medicine, blood 

glucose test set and urine catheter. Sigmoidoscope and gastroscope were not available 

in any of the clinics, while the following equipment was available in less than half of 

the public clinics: blood cell counter, cholesterol meter, X-ray machine, spirometer, 

bicycle ergometer, coagulometer, audiometer, eye tonometer, HbA1c analyzer, 

biochemistry analyzer, alternative birthing center, and fundus camera. This reflects 

the current organization of services provided in public primary care clinics by the type 

of clinic.  

1.3. Continuity of Primary Care Services 

Informational continuity was present, as over 95 percent of doctors routinely 

documented patient information such as reason for encounter, blood pressure, 

diagnosis, test results and prescribed medications in patient medical records. The 

exception was patient’s living situation, which was documented by only half of the 

doctors. 

Relational continuity was present to a certain extent. Majority (82.3 percent) of the 

patients reported that the doctor they visited was aware of their important medical 

background, but up to 53.8 percent of the patients felt that their doctor did not know 

about their living situation. 

There was a lack of longitudinal continuity in primary care, as most of the patients 

(84.8 percent) did not have their own doctor whom they usually visit for health 

problem. While personalized care for maternal and child health services are delivered 

by the nurses in the primary care setting, the family doctor concept is only now being 

introduced into the public primary care clinics in phases in an effort to provide 

continuity of care for chronic diseases. 

1.4. Coordination of Primary Care Services 

There was a good skill mix in the public primary care clinics, with more than 90 

percent of the clinics reported having medical assistants/practice nurses, community 

nurses and pharmacy dispensers. However, less than half of the clinics had the full 

range of the primary health care providers comprising dieticians, occupational 

therapists, radiographers, social workers and chronic disease nurses, and less than a 

quarter of the clinics reported having pulmonary tuberculosis (TB) nurses, human 
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immunodeficiency virus (HIV) infection counselors, social workers, methadone and 

psychiatric nurses. This reflects the current organization of the level of services in the 

public primary care delivery network. 

The collaboration between the primary care practices can be further improved in 

terms of communication of patient information. Currently, the system to ensure that 

patients would be seen by the same doctor every time they present to the clinics is 

only being developed for phased implementation. Additionally, coordination among 

different clinics with regard to patient information sharing is lacking, with 36 percent 

of the doctors receiving the patients’ medical records from the previous attending 

doctor while 52 percent occasionally receiving them. Better care transition and 

coordination of care among the primary care practices are needed to ensure optimal 

patient outcomes.  

Currently, there is mainly one-way communication between primary care and 

secondary/tertiary care. Less than 20 percent of doctors usually received feedback 

from the secondary/tertiary center, while more than 80 percent reported occasionally 

or seldom. In the Malaysian context, the discharge summary is usually given to the 

patient to take to his primary care clinic, as the family doctor practice is not yet in 

place. The use of information technology as a tool to link all primary care clinics and 

hospitals will be the way forward in improving coordination and continuity of care. 
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2. Introduction 

The healthcare system in Malaysia, including primary care, is dichotomous in nature; 

having both the government funded public sector and the market-driven private 

sector. Although the number of public clinics constituted only 10 percent of all 

primary care clinics, they handled around 40 percent of the total primary care visits 

[2]. This disparity together with other health system challenges indicates there is a 

need to restructure the distribution of resources and patient load of the primary care 

system in Malaysia.  

The goal of restructuring the primary care system is to enhance efficiency and quality, 

increase accessibility to healthcare and achieving equity. And to achieve that, a 

country must first determine its degree of development in each of the core dimensions 

of primary care [4]. These core dimensions included accessibility, continuity, 

coordination and comprehensiveness of primary care [4].  

The Quality and Costs of Primary Care in Europe (QUALICOPC) study was started in 

2010 to measure the quality, costs and equity in 35 countries. It aimed at providing 

answer to the question: What effect does the strength of the primary care structure 

have on the performance of health care systems? With this aim in mind, 4 

questionnaires were developed: one for the General Practitioners (GPs), one for 

patients about their experiences with their GPs, another for patients about what they 

consider important and a practice questionnaire [5].  After a detail review of the 

objectives of the QUALICOPC study and its questionnaires, it is deemed suitable to be 

used to provide answers to the performance of primary care in Malaysia, especially 

the four core dimensions of accessibility, comprehensiveness, continuity and 

coordination. 

Accessibility of health care is a complex entity in itself. In order to achieve the best 

health outcomes, components that determine access to health care has to fit into the 

context of the population seeking care. These components are determined by the 

individual patient barriers, barriers arising from the health care system, and barriers 

arising during the process of care. By identifying the barriers associated with primary 

care services in Malaysia, steps can then be taken to remove those obstacles, making 

primary care more accessible for the patients. 

As the entry point to a healthcare system, it is not only important for primary care to 

be easily accessible, it is also pivotal for primary care to provide a comprehensive and 

integrated care. A comprehensive primary care can avoid unnecessary referrals to 

specialists, especially in people with co-morbidities. Comprehensiveness includes 

both the scope of services provided and the depth and breadth of conditions managed 

by the primary care team based in part on the prevalence of health concerns and 

conditions in the population served [6]. It has been shown that general public is more 

ready to adopt services if they know a comprehensive spectrum of care is on offer. It 
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also maximizes opportunities for preventive care and health promotion while 

reducing the unnecessary reliance on specialized or hospital care [7].  

For effective health maintenance, it is essential to ensure the care given will be 

continued or further improved in the future. Continuity of care, which is inter-related 

to and interdependent with coordination of care, is considered as a hallmark and the 

primary objective of family medicine. It can be studied under two aspects according to 

the Institute of Medicine definition, relational continuity and informational 

continuity[8].  Relational continuity of care refers to an ongoing therapeutic 

relationship between a patient and one or more providers, which also include 

longitudinal continuity involving the concept of family doctors. While informational 

continuity is related to information transfer for an effective and timely 

communication of health information. In the lack of relational continuity, an effective 

information transfer ensures that continuous care is maintained. 

Many studies have shown that coordination of care is always in relation with higher 

quality of care and increased efficiency of care [9, 10]. One aspect of coordination is 

care coordination, defined as the deliberate organization of patient care activities 

between two or more participants (including the patient) to facilitate the appropriate 

delivery of health care services. Organizing care involves the marshaling of personnel 

and other resources needed to carry out all required patient care activities, and is 

often managed by the exchange of information among participants responsible for 

different aspects of care [11]. Relational coordination on the other hand comprises 

frequent, timely and accurate communication, i.e. a good informational continuity, as 

well as problem-solving, shared goals, shared knowledge, and mutual respect among 

health care providers [12]. 

The objective of the study was to comprehensively evaluate the primary care delivery 

system in Malaysia by gathering information on structure and process. By embarking 

on this study, we aimed to answer the following questions: firstly, the extent primary 

care services accessible to the patients/community in terms of remoteness of services, 

after hours care arrangements, barriers in accessing primary care services and patient 

satisfaction. Secondly, comprehensiveness of services provided in primary care 

encompassing disease management, medical procedures, medical equipment, health 

promotion and education. Next is the degree of relational and informational 

continuity of patients care in primary care services and finally is to examine the 

coordination of primary care service with regards to the skill mix, collaboration within 

primary care and collaboration with secondary/tertiary care. 
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3. Methodology 

3.1. Survey Content 

QUALICOPC survey consists of 4 validated questionnaires, distinguishing 3 levels of 

primary care, i.e.  Practice questionnaire (Appendix 1) assessing system level care, 

doctor’s questionnaire (Appendix 2) assessing provision level care, patient 

experiences (Appendix 3) and patient values questionnaire (Appendix 4) assessing 

users of primary care services. The practice survey collected information on 

organizational features such as design and delivery of primary care, whereas the 

doctor’s survey collected information on the type of tasks and services (e.g. first 

contact care, prevention, continuity of care and integrated service provision) 

delivered. The patient experience survey contained questions aimed at collecting 

information on their experiences including coordination, continuity, quality of care 

and equity in treatment of primary care. The patient values survey asked questions on 

the importance of access, quality of care, interpersonal communication and services 

delivered in primary care. Permission to use the survey instruments has been 

obtained from the Netherlands Institute for Health Services Research (NIVEL). 

Since the questionnaires were developed to be used in the European healthcare 

settings, a few modifications were done for use at the local setting. The adaptations 

were done as such where it remained as close as possible to the original questionnaire, 

which enables us to benchmark against other countries who have used this tool. The 

English version questionnaires were reviewed by a committee consisting of 2 Family 

Medicine Specialists and three researchers. Terms which are not commonly used in 

the local English conversations and the response categories options which need to be 

adjusted to the local context, e.g. options on place of birth were identified. A 

consensus on the changes to be made was obtained from the members of the same 

committee. QUALICOPC questionnaires for patient experiences and values were 

translated into Malay and Mandarin languages. The original English version of the 

questionnaire was translated to Malay and Mandarin languages by two bi-lingual 

native speakers, whose mother tongue was the target language, which were then back-

translated by another two independent bi-lingual native speakers, whose mother 

tongue was English. Feedback from the healthcare professionals and content experts 

were incorporated in the development of the final version of the questionnaires. This 

was done to ensure the questionnaires captured the desired constructs and to be user 

friendly at the same time. English version questionnaires were used for Practice and 

Doctors questionnaire assuming that all the doctors could read and converse fluently 

in English. 

3.2. Study Design and Sampling Frame  

QUALICOPC is a cross sectional study that collects data from doctors, their practices 

and 10 patients seen by them. We used the same sample size, i.e. n=220 practices as 

other countries who participated in QUALICOPC to allow for benchmarking. In each 
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practice, 1 randomly selected doctor and 10 patients were interviewed, in order to 

complete 1 doctor questionnaire, 9 patient experience questionnaires and 1 patient 

value questionnaire. A “practice” was defined as one or more doctors who shared one 

revenue, staff or patients [13].  

We aimed to get a nationally representative sample of practices. However, given the 

time and budget constraints, we restricted our study population to practices from 5 

states in Malaysia. The states were Selangor, Wilayah Persekutuan Kuala Lumpur, 

Kelantan, Sabah and Sarawak. This decision was made based on comparison of 

results between the National Medical Care Survey (NMCS) 2012 [1], 2014 [2] and 

National Health and Morbidity Survey (NHMS) 2011 [3], in which the patients’ 

demographics and disease pattern were found to be similar, despite the differences in 

sampling frame (i.e. five states in NMCS 2012, all the states including federal territory 

in NMCS 2012 and NHMS 2011). Hence we believed that those 5 chosen states well 

represented the general population of the country. 

3.3. Eligibility of Participants 

The list of practices in public sector was obtained from the Family Health 

Development Division and urban/rural stratification was done by Department of 

Statistics Malaysia (DOS).  

The inclusion and exclusion criteria for public primary care clinics, doctors and 

patients are shown in Table 3.3.1, Table 3.3.2 & Table 3.3.3 respectively. 

Table 3.3.1: The inclusion and exclusion criteria for public primary care clinics 

Inclusion criteria  MOH Health Clinics (Klinik Kesihatan) 

providing primary care services by medical 

doctors  

Exclusion Criteria  Klinik Kesihatan without permanent 

medical doctors  

 Outpatient departments within hospital  

 Clinics providing maternal and child health 

services only (Klinik Kesihatan Ibu dan 

Anak)  

 Community clinics (Klinik Desa) 

 1 Malaysia Clinics  

 Primary care clinics located within 

universities  

 Ministry of Defence clinics 
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Table 3.3.2: The inclusion and exclusion criteria for doctors in public primary care 

clinics 

Inclusion Criteria  Doctors with at least basic medical degree 

providing full time primary care services in 

the sampled clinics (including FMS, 

foreigner doctors, relief MO). 

 Providing treatment on the day of survey 

Exclusion Criteria  Doctors working on locum/ part time basis 
(sessional doctors, doctors working during 
extended hours) 

 Other clinical specialists  

 

Table 3.3.3: The inclusion and exclusion criteria for selection of patients  

Inclusion criteria  18 years old and above  

 Received treatment from the participating 
doctors  

 Malaysian and non-Malaysian 

Exclusion Criteria  Patients who do not understand Bahasa 

Malaysia, English and Chinese languages or 

any native languages which the fieldworkers 

can converse in 

 Patients with cognitive and hearing 

impairment 

 Patients who are too ill to participate 

3.4. Sampling Method 

In total, 222 practices were chosen by stratified random sampling to participate in the 

study. The sampling frame was stratified by states and the rural-urban classification 

was given by the Department of Statistics, Malaysia. Clinics were then randomly 

sampled proportionately to each stratum population. The selected practices were 

informed through the respective state health departments and each clinic was 

allocated a day for data collection. The selection of the date was to ensure a 

representation of the regular patient panel for the practices. The list of sampled clinics 

can be found in Appendix 5. 

One doctor per practice was sampled by simple random sampling on the day of data 

collection if the clinic had more than one doctor working on that day. An information 

sheet about the study (Appendix 6) was passed to the selected doctor, and after 

obtaining a verbal consent, the doctor who agreed to participate was required to 

complete the doctor’s questionnaire. If the doctor chose not to participate, he/she was 

required to complete a non-response questionnaire (Appendix 7).  
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Ten patients of the participating doctor were selected by convenient sampling and 

each patient was interviewed after consultation and treatment with the doctor. Of the 

10 patients, 9 were required to complete patient experiences questionnaire and the 

remaining 1 for patient value questionnaire. The decision was made based on findings 

that, within a country, there was little variation in what the patients found important 

as compared with patients’ experiences [5].The patients were given the information 

sheet about the study (Appendix 8) and were required to provide informed consent 

verbally, and if the patient chose not to participate or decided not to complete the 

questionnaire, he/she was required to complete a non-response questionnaire shown 

in Appendix 9. If 10 patients could not be achieved on the day of data collection, the 

number of patient respondents for the practice would be the maximum number of 

patients achieved on that day. 

3.5. Data Collection 

The fieldwork was conducted from August 2015 to October 2015. There were 20 

teams assigned for data collection in the 5 states. Each team consisted of one team 

leader and two team members. Team leaders were the staff from the Healthcare 

Statistics Unit, Clinical Research Centre, consisting of medical officers, pharmacists 

and research officers.  

To ensure adequate response rates and quality of data, data collection was done 

through structured interview. For practice and doctor questionnaire, the interview 

was conducted by the team leaders, whereas for patient experiences and values 

questionnaire, the interview was conducted by the team members.  

A group of local pre-intern medical graduates were recruited to help in data 

collection. Besides that, fieldworkers from each state, comprising assistant medical 

assistants and staff nurses, who could speak the native languages such as Iban and 

Dusun fluently, were also recruited to assist in data collection.  

Central and state level training were given to the fieldworkers to ensure quality and 

standardization of the data collected. In the central training, conducted by the 

principal investigators and project managers, all the team leaders and fieldworkers for 

the states of Selangor and WPKL were given an overview of the study, detailed review 

on the meaning of each question for each questionnaire and details on data collection 

methods. After data collection was over in WPKL and Selangor, these team leaders 

and fieldworkers were sent to the remaining three states i.e. Kelantan, Sabah and 

Sarawak to brief and train the fieldworkers who were recruited at the state level.   

3.6. Data Management 

The data were collected using Samsung Galaxy Tab S 10.5. We engaged the service of 

a local software developer (Altus Solutions Sdn Bhd) in order to develop a customized 

survey application for this study. The offline application comprised of all 4 
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questionnaires along with the data dictionary. The captured information was then 

uploaded to a central database every day after data collection via secure internet 

connection.  

A few measures were taken to ensure data quality. Data dictionary was included in the 

offline application to assist fieldworkers during data collection. Validation rules for 

some questions were incorporated to avoid data entry errors. Only completed 

questionnaires were allowed for submission. 

3.7. Statistical Analysis 

Descriptive analysis was done using R. Further analysis of the data will be performed 

using multilevel models. The use of multilevel statistical analysis (MLA) was essential 

in this study, in particular where survey data (from doctors and patients) were 

integrated with aggregate data at health care system level. The MLA will be done 

using MLwiN. 

3.8. Ethical Approval 

This study was conducted in compliance to the Declaration of Helsinki, CIOMS’s 

International Guidelines for Ethical Review of Epidemiological Studies and applicable 

regulatory requirements. The study was also approved by the Medical Research and 

Ethics Committee (MREC), Ministry of Health, Malaysia as part of Malaysia Health 

System Research (NMRR-15-607-25769). 
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4. Results 

This section highlights the results of descriptive analysis for selected questions from 

the doctor questionnaire and the patient experience questionnaire. Special emphasis 

is placed on the four core dimensions of primary care service delivery, namely, 

accessibility, comprehensiveness, continuity and coordination of care. The response 

rates and the demographic profiles of participating doctors and patients are also 

reported. 

4.1. Response Rate 

In total, 221 of the 222 public clinics/doctors sampled responded to the QUALICOPC 

survey, corresponding to a response rate of 99.5 percent. Of the 2,366 patients who 

were seen by the participating doctors and invited to participate in the survey, 2,148 

(90.8 percent) completed the designated questionnaire: 1,927 patients completed the 

patient experience questionnaire, while the remaining 221 patients completed the 

patient value questionnaire. The 218 patient non-respondents included 41 patients 

who agreed to participate initially but were not able to complete the questionnaire. 

4.2. Doctor Demographics 

Of the 221 doctors surveyed, 61.5 percent were female. The median age of the 

participating doctors was 30.0 years (IQR: 28.0–31.5 years), comparable to what was 

reported in NMCS 2014 [2]. 

4.3. Patient Demographics 

In total, 1,927 patients completed the patient experience questionnaire. More than 

two-thirds (69.1 percent) of the patients were female, and the median age was 45 

years (IQR: 30–59 years). Only three percent of the patients surveyed were non-

Malaysians. The majority of the patients were Malay (52.1 percent), followed by Iban 

(7.4 percent) and Dusun (7.0 percent) (Figure 4.3.1). Nearly two-thirds (61.5 percent) 

of the patients indicated that they were fluent or native speakers of Bahasa Malaysia 

(the official language of Malaysia) (Figure 4.3.2). 



13 

 

 

Figure 4.3.1: Patients’ ethnic background 

 

 

Figure 4.3.2: Patients’ fluency in national language (Bahasa Malaysia) 

 

Most patients came from lower socioeconomic backgrounds. About 43 percent of the 

patients were homemakers, while patients who were employed or self-employed each 

constituted approximately one-quarter of the respondent population (26.9 percent 

and 22.9 percent, respectively) (Figure 4.3.3). Almost half (49.4 percent) of the 
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patients had attained only lower secondary education or lower [up to Form 3 

(equivalent to Year 9 in the United States and United Kingdom); including those who 

had not undertaken any formal education] (Table 4.3.1). This figure was higher in the 

rural areas compared to the urban areas (55.3 percent versus 42.5 percent, 

respectively). The vast majority (80.0 percent) of patients was living in households 

with incomes below the national average (RM 5,000 per month according to the 

Department of Statistics of Malaysia) (Table 4.3.2). 

 

Figure 4.3.3: Patients’ current occupation/employment status 

 

Education Level Total Rural Urban 

Lower secondary or below 49.4% 55.3% 42.5% 

Upper secondary 38.2% 36.2% 40.5% 

Post-secondary or higher 12.5% 8.6% 16.9% 

Table 4.3.1: Patients’ highest level of educational attainment 

 

Average monthly 
household income 

Total Rural Urban 

Below average 80.0% 86.7% 72.4% 

Around average 12.7% 8.8% 17.0% 

Above average 7.3% 4.5% 10.6% 

Table 4.3.2: Patients’ average monthly household income 

 

 Majority (62.6 percent) of the patients surveyed indicated that they were in very good 

or good health at the time of survey (Figure 4.3.4). In comparison, the National 

Health and Morbidity Survey (NHMS) conducted in 2011 had more than 80 percent 

of the respondents self-assessed their general health status to be very good or good 

[3]. This difference could likely be attributed to the different study designs, where the 
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study population in the present study comprised patients presenting to primary care, 

while the NHMS was a community-based survey.  

 

Figure 4.3.4: Patients’ self-reported general health status 

 

Follow-up appointment was the most common reason for presentation reported by 

the participating patients (61.5 percent), followed by getting repeat prescription (43.7 

percent) (Figure 4.3.5). 

 

Figure 4.3.5: Patients’ reason for clinic visit 
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4.4. Accessibility to Primary Care Services 

Accessibility to healthcare services can be measured from different aspects, including 

geographical access and organizational access. In terms of density of facilities, 57.9 

percent of the public clinics were located within 10 km distance by road from another 

primary care clinic (Figure 4.4.1). In Sabah and Sarawak, the proportions of public 

clinics located more than 20 km away from the nearest primary care clinic were 

higher than in the other three states, reported at 27.1 percent and 44.4 percent, 

respectively. 

 

Figure 4.4.1: Distance to the nearest primary care clinic 

 

Similar patterns were observed for distance to the nearest consultant or outpatient 

clinic (Figure 4.4.2) and the nearest general or university hospital (Figure 4.4.3), 

where public clinics in Sabah and Sarawak were located further away from these 

healthcare facilities compared to public clinics in other states. 
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Figure 4.4.2: Distance to the nearest consultation/outpatient clinic 

 

 

Figure 4.4.3: Distance to the nearest general/university hospital 
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In Figure 4.4.4, majority of the patients (59.2 percent) did not think that the opening 

hours of public clinics were restricted and more than three quarter (77.5 percent) of 

them stated that the clinic was not too far away from them. More than half (58.3 

percent) of the patients also knew how to obtain out-of-hours care. Around 40 percent 

of the patient mentioned they able to get home visit (43.0 percent) and did not wait 

too long on the phone (40.0 percent). 

Figure 4.4.4: Patient-assessed accessibility of public primary care clinic 

 

Figure 4.4.5 shows that out-of-hours services were available in about 73.0 percent of 

public clinics. The proportion of clinics providing out-of-hour services was higher in 

the rural areas compared to the urban areas (83.3 percent versus 61.4 percent, 

respectively) (Figure 4.4.6). However, no urban-rural difference was observed in 

patient-perceived difficulty in accessing out-of-hours services (Figure 4.4.7). 
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Figure 4.4.5: Out-of-hours service availability 

 

Figure 4.4.6: Out-of-hours service availability by urban-rural divide 
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Figure 4.4.7: Patient-perceived difficulty in accessing out-of-hour services 

In terms of barriers to care seeking, almost 80 percent of the patients surveyed 

indicated that they never postponed or abstained from a visit to a doctor when they 

needed one. Among the 387 patients who ever delayed care seeking, only 11.6 percent 

and 7.2 percent of them cited physical and financial barriers, respectively, as their 

reason for delaying care seeking (Figure 4.4.8). 

 

Figure 4.4.8: Patients’ reason for treatment deferment  

The median home-to-clinic travel time was about 10 minutes irrespective of the mode 
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Figure 4.4.9: Home-to-clinic travel time for patients 

 

 

Figure 4.4.10: Distribution of patients with more than an hour travelling time by 

states 

 

Overall, waiting time was less than 30 minutes for 41.4 percent of the patients and 

more than an hour for 37.0 percent (Figure 4.4.11). More patients attending urban 

clinics reported waiting times longer than an hour compared to those attending rural 

clinics (43.5 percent versus 31.3 percent, respectively) (Figure 4.4.12) 
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Figure 4.4.11: Patient waiting time in the clinic 

 

 

Figure 4.4.12: Patient waiting time in the clinic: urban-rural comparison 

 

Almost all (96.7 percent) patients were satisfied with the duration of consultation in 

public clinics (Figure 4.4.13).  

<15 mins
16.2%

15-30 mins
25.2%

30-45 
mins
11.0%45-60 mins

10.3%

>1 hour
37.0%

Don't know
0.3%

Patient waiting time in clinic

Source:QUALICOPC Malaysia 2015 Public Clinics; n = 1,927

<15 mins
19.1%

15-30 
mins
28.1%

30-45 
mins
11.0%

45-60 
mins

10.0%

>1 hour
31.3%

Don't 
know
0.6%

Rural

Source:Qualico-PC Malaysia 2015 Public Clinics; n = 1,927

<15 mins
13.0%

15-30 
mins
21.8%

30-45 
mins

10.9%
45-60 
mins
10.7%

>1 hour
43.5%

Don't 
know
0.0%

Urban

Source:Qualico-PC Malaysia 2015 Public Clinics; n = 1,927



23 

 

 

Figure 4.4.13: Patient satisfaction with the length of consultation 

 

4.5. Comprehensiveness of Primary Care Services 

Comprehensiveness requires that the range of services offered by primary care 

providers be broad enough to meet the population’s common health needs. Figure 

4.5.1 displays the extent to which care was first sought from the public primary care 

doctors for a list of health problems in descending order of frequency (based on the 

proportion of doctors who answered “occasionally” or “seldom/never”). Treatment for 

acute and chronic conditions commonly encountered in primary care, such as joint 

pain, severe cough, chest pain, deteriorating vision and stomach pain, were frequently 

provided as first contact care in more than two-thirds of the public clinics. In contrast, 

more than 80 percent of the doctors surveyed reported seldom being consulted for 

mental health-related problems, such as relationship problems, alcohol addiction, 

sexual problems and child abuse. 
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Figure 4.5.1: First contact health problems that the doctors seen. 

 

Figure 4.5.2 presents the extent of doctors’ involvement in the treatment and follow 

up of patients with certain diagnoses in descending order of frequency. Over three-

quarters of the doctors reported frequent involvement in the management of 

commonly encountered problems such as uncomplicated type 2 diabetes and 

acute/chronic pulmonary conditions. In contrast, more than half of the doctors 

surveyed indicated that they rarely managed diseases such as Parkinson’s disease, 

depression, herniated disc lesion, peritonsillar abscess and rheumatoid arthritis.  
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Figure 4.5.2: Diagnoses managed by the public primary care clinics 

 

Figure 4.5.3 shows the performance of various medical procedures in the public 

clinics in descending order of frequency. Intravenous infusion set up and wound 

suturing were frequently carried out in public clinics, while excision of warts, removal 

of sebaceous cyst, joint injection, and cryotherapy for warts were rarely performed in 

more than three-quarters of public clinics. 
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In terms of preventive measures, blood pressure measurement was routinely 

performed in 86.9 percent of public clinics (Figure 4.5.4). In contrast, only one-fifth 

of the clinics routinely measured blood cholesterol level, as cholesterol measurement 

was frequently ordered when indicated by the clinical conditions (95.9 percent) or on 

patient request (81.0 percent).  

 

 

Figure 4.5.4: Measuring of blood pressure and blood cholesterol in public clinics 

 

The vast majority (about 90 percent) of the doctors reported engaging in health 

education for smoking cessation, diet and exercise as part of their normal patient 

encounters, while only a small proportion (about one-quarter) were involved in group 

education for the same health topics (Figure 4.5.5). In contrast, about half (43.9 

percent) of the doctors were not involved in any alcohol-related health education. 
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Figure 4.5.5: Doctors involvement in health education 

 

Figures 4.5.6A and 4.5.6B present the availability and utilization of different medical 

equipment and facilities in the public clinics. Most of the clinics were equipped with 

essential medical devices or equipment such as disposable gloves and syringes, 

sphygmomanometer, refrigerator for medicine storage, blood glucose test set, and 

urine catheter. Sigmoidoscope and gastroscope were not available in any of the 

clinics, while the following equipment was available in less than half of the public 

clinics surveyed: blood cell counter, cholesterol meter, X-ray machine, spirometer, 

bicycle ergometer, coagulometer, audiometer, eye tonometer, HbA1c analyzer, 

biochemistry analyzer, alternative birthing center, and fundus camera. 
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Figure 4.5.6A: Equipment available in the clinics (original list) 

Figure 4.5.6B: Equipment available in the clinics (specific for QUALICOPC Malaysia) 
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4.6. Continuity of Primary Care Services 

Continuity of primary care services involves three aspects: longitudinal continuity, 

informational continuity and relational continuity. The survey findings suggest a lack 

of longitudinal continuity in patient care, as 84.8 percent of the patients interviewed 

did not have their own doctor whom they normally consulted for a health problem 

(Figure 4.6.1). 

 

Figure 4.6.1: Proportion of patients with own doctor 

 

In terms of informational continuity, all doctors interviewed routinely kept records of 

all their patient contacts. More than 80 percent of the doctors routinely documented 

the following information in their patient record (in descending order of frequency): 

blood pressure, prescribed medications, test results, diagnosis, ethnicity, reason for 

encounter, weight and height, family history and smoking status (Figure 4.6.2). 

Patient’s living situation received relatively less attention from doctors and was 

documented routinely by only half (46.6 percent) of the doctors. 
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Figure 4.6.2: Information recorded in the medical files 

 

Results for relational continuity were mixed. Although 82.3 percent of the patients 

interviewed reported that the doctor they visited was aware of their important 

medical information, up to 53.8 percent of them felt that the doctor did not know 

about their living situation (Figure 4.6.3). 

 

Figure 4.6.3: Relational continuity of primary care services 
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4.7. Coordination of Primary Care Services 

The coordination of primary care was evaluated not only through the examination of 

collaborations occurring at the interface between primary care and higher levels of 

care, but also the skill-mix available in the practice as well as the coordination 

between different primary care practices/professionals. 

An adequate skill-mix of fundamental health workforce was present in public clinics, 

with more than 95 percent of the clinics reported having medical assistants 

(MA)/practice nurses, community nurses and pharmacy dispensers (Figure 4.7.1). 

However, less than half of the clinics had the full range of the primary health care 

providers comprising dieticians, occupational therapists, radiographers, social 

workers and chronic disease nurses, and less than a quarter of the clinics reported 

having pulmonary tuberculosis (TB) nurses, human immunodeficiency virus (HIV) 

infection counselors, social workers, methadone and psychiatric nurses. 

Frequent face-to-face professional or social contacts with other health providers 

commonly working in the primary care settings, such as other medical officers, 

practice nurses, family medicine specialists and pharmacists, were reported by over 

90 percent of the doctors surveyed (Figure 4.7.2). Contacts with other health 

professionals, especially those working at higher levels of care, were less frequent, 

with more than half of the doctors reported that they seldom or never met a hospital 

medical specialist (58.4 percent), an ambulatory medical specialist (58.8 percent) or a 

social worker (72.4 percent). 

There seemed to be a lack of coordination between primary care practices, with 51.6 

percent of the doctors reported that they only occasionally received new patients’ 

medical records from their previous doctors. In contrast, only 36.2 percent of the 

doctors reported that they usually received the medical records (Figure 4.7.3). 
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Figure 4.7.1: Different disciplines working in public clinics 

 

 

Figure 4.7.2: Face-to-face contacts with other health professional 
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Figure 4.7.3: Receipt of medical records from patients’ previous doctor. 
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When referring patients to higher levels of care, almost all doctors (99.1 percent) in 

public clinics would use referral letters which include details on provisional diagnosis 

and test results (Figure 4.7.5). 

 

Figure 4.7.5: The usage of referral letters 
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Figure 4.7.6: The medical specialist informed the doctor after treatment or 
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Figure 4.7.7: Duration between referral and receipt of a discharge report from the 

hospital. 
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5. Discussion 

5.1. Accessibility to Primary Care Services 

Access to health services is an important determinant of health. At the system level, 

accessibility to primary care services encompasses coverage, organizational access 

and geographical access. The public healthcare system in Malaysia adopts a universal 

coverage approach, whereby provision of care is afforded to all regardless of their 

social background. This is achieved by low healthcare costs on the patient’s end 

endowed by heavy government subsidy as well as exemption of charges for socially 

disadvantaged patients. Additionally, the public sector imposes no restrictions on 

accepting new patients, and walk-in services are offered in all public clinics. 

Therefore, there is no entry barrier to public primary healthcare services. 

Out-of-hours care was introduced in public clinics with the intent of improving 

emergency healthcare accessibility outside normal office hours. Our results show that 

out-of-hour services are available in three-quarters of public clinics, and the 

proportion of clinics providing out-of-hour services is higher in rural areas compared 

to urban areas. This rural-urban difference is unsurprising given the Ministry of 

Health’s focus on the provision of rural healthcare, which is in alignment with the 

government’s national social policy on reducing rural-urban inequity. In rural areas, 

the density of primary care clinics (Figure 5.1.1) as well as secondary or tertiary care 

centers (Figures 5.1.2 and 5.1.3) is lower compared to urban areas. The higher 

availability of out-of-hours services in rural areas is thus necessary to compensate for 

the lower health facility density and ensure equitable access to emergency care. The 

same intent underlies the recent expansion of extended-hours care in the more 

urbanized areas, which serves an additional objective of supporting the secondary 

care provision. It is interesting to note that, despite the difference in service 

availability, patients’ perceptions of difficulty in accessing out-of-hours care do not 

differ between rural and urban areas (Figure 4.4.5). 
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Figure 5.1.1: Primary care practice distribution by strata 
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Figure 5.1.3: General or university hospital distribution by strata 
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however, we are unsure of the reasons for such long waiting time in the rural clinics, 

as the workload intensity is relatively lower in rural clinics. In spite of the long waiting 

time, more than 95 percent of the patients perceived that the time spent on 

consultation was sufficient. These findings may have important implications for 

patient care, as a previous study showed that while longer waiting times were 

associated with lower patient satisfaction, the strongest predictor of patient 

satisfaction was time spent with the doctor [14]. The patients’ satisfaction with the 

duration of consultation may reflect the good quality of care provided, which is not 

compromised by time constraint, or by the low expectations of patients. Further 

analysis of the data and a review of the quality of care studies are required to solve 

this puzzle. 

Accessibility of care in terms of the availability of the right services to the right 

patients is determined by the comprehensiveness of primary care services and the 

coordination of care across different levels of care, which we will discuss in length in 

later parts. Every public primary care clinic is assigned to at least one secondary or 

tertiary care center to which referrals can be made. What we are interested in here is 

the limitations imposed by the physical distance and geographical challenges between 

a clinic and a higher level of care. About 40 to 65 percent of the primary care clinics in 

Sabah, Sarawak, Selangor and Kelantan are located more than 20 kilometers from a 

hospital (Figure 4.4.2 and Figure 4.4.3). Such distance becomes a concern where the 

ambulance services are limited and patients have no other means to travel the 

distance. This difficulty increases manyfold when the travel is geographically 

challenged, a well-known issue in the interiors of Sabah and Sarawak. However, in 

view of the low population densities, addressing this issue by providing more hospital 

beds in these areas would not be cost-effective. For this reason, expansion of primary 

care services to include inpatient beds for the management of minor ailments not 

requiring specialist care and for observation of patients before transfer to hospital has 

been implemented in these areas. Another option is using information technology to 

bring specialist care in the hospitals closer to the rural population. At the patient 

level, an important determinant of primary care access is patient knowledge on when, 

why and where to access healthcare. In our analysis, we found that over a third of 

patients were not aware of the existence of the home care service, and close to 20 

percent did not know where to get out-of-hours care (Figure 4.4.4). The mere 

existence of a system will not dispense its role without the usage of the system. Simple 

efforts to educate the people on the availability of these services can reduce barriers to 

care at the patient level and improve the accessibility of healthcare. 

5.2. Comprehensiveness of Primary Care Services 

The comprehensiveness of primary care services is reflected in the specific range of 

services provided, the availability of different health facilities and equipment, as well 

as the community orientation of health providers. A comprehensive primary care 

delivery would comprise curative, rehabilitative and supportive care, as well as health 
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promotion and disease prevention. Our results show that the public clinics provide an 

extensive range of curative services, including first contact care, follow up and 

medical procedures for acute and chronic conditions commonly encountered in 

primary care.  

Rare involvement in patient management was reported by more than half of the 

doctors surveyed for a number of conditions, including stye, rheumatoid arthritis, 

herniated disc lesion, depression, Parkinson’s disease and mental health-related 

problems such as child abuse. These findings do not necessarily translate into poor 

comprehensiveness of primary care, but rather reflect the adoption of a survey 

questionnaire which is not customized to the local context. For instance, diseases such 

as rheumatoid arthritis and Parkinson’s disease are not commonly encountered in 

Malaysia. Hence, disease modifying drugs for these conditions are not made available 

in primary health clinics. Current clinical practice is for these conditions to be 

managed in secondary care, although stable patients may be referred to primary care 

for continuation of treatment. Similarly, high-end diagnostic modalities such as 

magnetic resonance imaging (MRI), which are necessary for the proper diagnosis and 

treatment of herniated disc, are not available in primary health clinics. This limits the 

roles of primary health clinics in the management of herniated disc. It should be 

noted that the follow-up of treatment for herniated disc, albeit not captured in the 

questionnaire, is commonly offered in the public clinics. Additionally, clear 

distribution of responsibilities and roles in the public health system means that the 

treatment of certain conditions does not fall under the responsibility of doctors 

working in public clinics. Minor conditions such as stye are treated by allied health 

staffs such as trained nurses or medical assistants, whereas for child abuse, 

management is provided at one-stop centers in secondary care as stipulated in a MOH 

directive. The reluctance or the lack of awareness of patients in seeking treatment for 

mental health-related problems may also provide a partial explanation for some of the 

findings. In our survey, much greater proportions of patients felt that most people 

would not go to a clinic for conditions such as relationship problems, domestic 

violence, sexual problems and anxiety than for other conditions (Figure 5.2.1). 
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Figure 5.2.1: Patient-perceived reason for clinic visits 
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5.3. Continuity of Primary Care Services 

Our results reveal some gaps in continuity of care, particularly with respect to 

longitudinal continuity. As mentioned earlier in the Introduction section, longitudinal 

continuity as part of relational continuity involves the adoption of the family doctor 

concept. This concept has yet to be widely implemented in public primary care clinics 

in the country, as shown by the result where less than 20 percent of patients had 

personal doctors. At present, no system is in place to ensure that patients would be 

seen by the same doctor every time they present to the clinics. In most public primary 

care settings where there are multiple providers in one setting sharing the same pool 

of patients, longitudinal continuity barely exists for the general outpatient services, 

unlike the maternal and child health (MCH) services where personalized care exists 

for the nursing services. Where there is only one provider in the clinic, such continuity 

is often hindered by the high turnover rate of providers in that clinic. This lack of 

longitudinal continuity clearly hinders the fostering of a therapeutic patient-provider 

relationship and must therefore be tackled to ensure optimal patient outcomes. 

In QUALICOPC, the subjective measurement of relational continuity is reflected in 

the question on patients’ experience with the doctor. Results for this construct were 

mixed, where 82 percent of patients reported that the doctor they visited was aware of 

their important medical history, while about half of the patients felt that their doctor 

had no knowledge of their living situation. Similar finding was obtained with regard 

to informational continuity. Although all public clinics keep routine records of all 

patient contacts, particularly the relevant medical information, information on the 

living situation of patients is documented on a routine basis by only half of the 

doctors. Adoption of a more patient-centered approach would be necessary to address 

this lack of focus on the non-physical health and wellbeing of patients, which might 

hinder the delivery of holistic care. 

Informational continuity is needed within the same facility, especially in a setting 

where longitudinal continuity is absent. In support of an effective transfer of 

information within facility, a facility may improve the existing record system or adopt 

an electronic record-keeping system. At present, the introduction of the electronic 

record-keeping tool, teleprimary care, in public primary care is still at the 

rudimentary stage. It is reported in NMCS 2014 that only 18.1 percent of our public 

clinics are fully computerized. In addition, National finding from Ministry of Health 

shows that, to date, less than 10% of public primary care clinics in the country had 

implemented teleprimary care.  

Besides information transfer within facilities, informational continuity between 

different facilities and between different levels of care has become increasingly 

important with the advancement of care and the emphasis on multidisciplinary 

management. This inter-organizational informational continuity is closely related to 
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the degree of coordination between different facilities and between different levels of 

care. We will discuss more about this in the next section. 

5.4. Coordination of Primary Care Services 

Coordination of care at primary care level is an important determinant of health 

system responsiveness in view of the role of primary care as the entry point to 

healthcare and the gate-keeper to other levels of care. Within primary care, cohesion 

and collaboration among health providers are related to the practice composition of 

primary care, which is critical to meeting the complex healthcare needs of the aging 

and increasingly multi-morbid population [15]. By increasing the capability of 

healthcare teams to cater service delivery, skill mix may also has impact on the 

accessibility of primary care [16].  

Based on our survey result, public primary care in Malaysia has a good skill mix 

composition. More than 95 percent of the clinics are staffed with medical 

assistants/practice nurses, community nurses and pharmacy dispensers. However, 

more than half of the clinics do not have certain professionals like occupational 

therapists, social workers, and nurses for some of the specific post-basic disciplines. 

This could be explained by the organization of services in public primary care clinics, 

where the full range of services and the supporting healthcare personnel are only 

available in the advanced clinics, although some of the intermediate clinics will also 

have occupational therapists or physiotherapists. Currently, only 17% of the public 

primary care clinics are advanced clinics, 41% are intermediate and 42% are universal 

clinics. 

Coordination and continuity of care are closely intertwined. When healthcare system 

has good coordination, continuity of care is assured. As defined by Haggerty et al., 

“coordination continuity includes the delivery of services by different practitioners in 

a timely and complementary manner so that care is connected and cohesive for the 

patient” [17]. With regard to both coordination and continuity of care, more than half 

of the public primary care doctors indicated that they occasionally or never received 

the medical record from a new patient’s previous provider and they seldom/never 

received discharge report from the hospital after referral. This finding was expected, 

as the existing system has it that it is the patient who is given a referral letter when 

seeking primary care follow up at another practice or a discharge summary from the 

hospital following admission. Such mechanism needs to be relooked at in terms of the 

reliability and efficiency of such information transfer system. 

Cohesion among healthcare providers may enhance the coordination of care. Strong 

personal links with specialists has been suggested to be the reason for the 

improvement in coordination of care in the primary care clinics [17]. Our results 

suggest that strong cohesion exists within primary care, with the vast majority of 

doctors reporting regular face-to-face meetings with other health providers commonly 
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working in the primary care settings. Face-to-face contacts with other providers, such 

as social workers, ambulatory and hospital medical specialists were less frequent. One 

reason may be that contacts with these health professionals, who do not usually work 

in the same setting as the primary care doctors, often occur through phone 

consultations rather than face-to-face meetings. Consultations with medical 

specialists were generally low in the public clinics, except for the more generalist 

specialties, which include gynecologists, internists (internal medicine physicians) and 

pediatricians. This pattern of consultations likely reflects the different needs 

presented by the patient population attending public clinics. Additionally, family 

medicine specialists, who act as the point of reference for other doctors in public 

clinics, are often consulted first before a case is referred to secondary care specialist. 

The frequency of direct consultations with secondary care specialists is thus lower 

than would be expected otherwise. 

6. Conclusion 

The universal approach of the public primary healthcare delivery system in Malaysia 

has resulted in a highly affordable and accessible system for all Malaysians. There are 

no patient-perceived differences in access between rural and urban patients, an 

unsurprising finding given the Ministry of Health’s focus on rural healthcare, which is 

in alignment with the government’s policy on reducing rural-urban inequity.  

No obvious physical and financial barriers were found to be preventing patients from 

accessing primary care. However, there is a knowledge gap among the patients on the 

availability of certain services at the primary care level, and simple efforts at 

educating the public can thus improve the accessibility of healthcare. The vast 

majority of the patients were satisfied with the time they spent with their doctors even 

though there was a long waiting time for consultation, especially in the urban areas. 

Therefore, targeted approaches can be used to improve patient satisfaction further. 

There was a limitation in assessing the comprehensiveness of our primary care 

system, as the health needs of the population were not identified prior to our study. 

Our results suggest that public clinics in Malaysia do provide a comprehensive service 

to the public in line with local clinical practices and based on local epidemiology and 

division of work between primary and secondary care. Nonetheless, there is room for 

improvement in the comprehensiveness of primary care services in meeting patients’ 

needs in the country as well as in addressing the efficiency of healthcare delivery. The 

reasons for low involvement in certain conditions were mainly due to external factors 

rather than internal ones.   

There was a lack of longitudinal continuity and coordination of care in primary care, 

as the current organization of the public primary care clinics does not support the 

patients to have their own doctor whom they usually visit for a health problem. While 

personalized care for maternal and child health services is being delivered by the 
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nurses in the primary care setting, the family doctor concept is only now being 

introduced into the public primary care clinics in phases, in an effort to provide 

continuity of care for chronic diseases. Until the concept of family doctor is adopted 

widely, the problems in continuity and coordination will be hard to rectify. 
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Appendix 1:  

Questionnaire for Practice  
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Appendix 2:  

Questionnaire for Doctor 
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued) 
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Questionnaire for Doctor (continued)
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Appendix 3 

Questionnaire for Patients – Experience- English 
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Questionnaire for Patients - Experience –English (continued) 
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Questionnaire for Patients - Experience – English (continued)  
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Questionnaire for Patients – Experience- English (continued) 
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Questionnaire for Patients – Experience – English (continued) 
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Questionnaire for Patients – Experience-English (continued) 
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Questionnaire for Patients – Experience- English (continued) 
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Questionnaire for Patients - Experience – English (continued) 
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Questionnaire for Patients – Experience –English (continued) 
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Questionnaire for Patients – Experience-English (continued) 
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Questionnaire for Patients – Experience- English (continued) 
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Questionnaire for Patients – Experience- English (continued) 
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Questionnaire for Patients – Experience- English (continued) 
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Questionnaire for Patients – Experience- English (continued) 
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Questionnaire for Patients – Experience- Malay  
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Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Malay (continued) 

 

 

 

 

 

 

 

 

 

 

 



95 

 

Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Malay (continued) 
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Questionnaire for Patients – Experience- Mandarin
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Questionnaire for Patients – Experience- Mandarin (continued) 
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Questionnaire for Patients – Experience- Mandarin (continued) 
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Questionnaire for Patients – Experience- Mandarin (continued) 
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Questionnaire for Patients – Experience- Mandarin (continued) 
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Questionnaire for Patients – Experience- Mandarin (continued) 
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Questionnaire for Patients – Experience- Mandarin (continued) 
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Appendix 4 

Questionnaire for Patients – Value- English 
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117 

 

Questionnaire for Patients – Value- English (continued)  
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Questionnaire for Patients – Value- Mandarin (continued)  

 

 

 

 



139 
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Appendix 5 

List of sampled clinics 

Kelantan  

Klinik Kesihatan Aring 2 Klinik Kesihatan Ayer Lanas 

Klinik Kesihatan Bachok Klinik Kesihatan Badang 

Klinik Kesihatan Balai Klinik Kesihatan Bandar Gua Musang 

Klinik Kesihatan Bandar Kota Bharu Klinik Kesihatan Bandar Kuala Krai 

Klinik Kesihatan Bandar Pasir Mas Klinik Kesihatan Bandar Tumpat 

Klinik Kesihatan Banggol Pak Esah Klinik Kesihatan Batu 30 

Klinik Kesihatan Batu Gajah Klinik Kesihatan Batu Melintang 

Klinik Kesihatan Batu Mengkebang Klinik Kesihatan Bendang Kerian 

Klinik Kesihatan Beris Kubor Besar Klinik Kesihatan Beris Panchor 

Klinik Kesihatan Bunohan Klinik Kesihatan Cabang 3 Perol 

Klinik Kesihatan Chekok Klinik Kesihatan Cherang Ruku 

Klinik Kesihatan Chiku 3 Klinik Kesihatan Dabong 

Klinik Kesihatan Gaal Klinik Kesihatan Gual Ipoh 

Klinik Kesihatan Gunong Klinik Kesihatan Jeli 

Klinik Kesihatan Jeram Klinik Kesihatan Kampung Laloh 

Klinik Kesihatan Kandis Klinik Kesihatan Kangkong 

Klinik Kesihatan Kedai Lalat Klinik Kesihatan Kemahang 

Klinik Kesihatan Ketereh Klinik Kesihatan Kok Lanas 

Klinik Kesihatan Kuala Balah Klinik Kesihatan Kuala Betis 

Klinik Kesihatan Kubang Kerian Klinik Kesihatan Labok 

Klinik Kesihatan Lojing Klinik Kesihatan Mahligai 

Klinik Kesihatan Manik Urai Klinik Kesihatan Meranti 
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List of sampled clinics – continued  

Kelantan – continued   

Klinik Kesihatan Pahi Klinik Kesihatan Penambang 

Klinik Kesihatan Pengkalan Chepa Klinik Kesihatan Pengkalan Kubor 

Klinik Kesihatan Peringat Klinik Kesihatan Pulai Chondong 

Klinik Kesihatan Rantau Panjang Klinik Kesihatan Selising 

Klinik Kesihatan Sungai Pinang Klinik Kesihatan Telok Renjuna 

Klinik Kesihatan Temangan Klinik Kesihatan Tendong 

Klinik Kesihatan Wakaf Bharu  

  

Sabah  

Klinik Kesihatan Apas Balung Klinik Kesihatan Apin-Apin 

Klinik Kesihatan Batu 10 Klinik Kesihatan Batu Putih 

Klinik Kesihatan Bingkor Klinik Kesihatan Bongawan 

Klinik Kesihatan Bukit Garam Klinik Kesihatan Bundu Tuhan 

Klinik Kesihatan Entilidon Klinik Kesihatan Felda Sahabat 

Klinik Kesihatan Felda Umas-Umas Klinik Kesihatan Inanam 

Klinik Kesihatan Jawi-Jawi Klinik Kesihatan Karakit 

Klinik Kesihatan Kemabong Klinik Kesihatan Kinarut 

Klinik Kesihatan Kiulu Klinik Kesihatan Kuala Tomani 

Klinik Kesihatan Lahad Datu Klinik Kesihatan Lohan 

Klinik Kesihatan Luyang Klinik Kesihatan Mansiat 

Klinik Kesihatan Melalap Klinik Kesihatan Membakut 

Klinik Kesihatan Menggatal Klinik Kesihatan Menumbok 
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List of sampled clinics – continued 

Sabah – continued   

Klinik Kesihatan Merotai Besar Klinik Kesihatan Nabawan 

Klinik Kesihatan Nangoh Rumedi Klinik Kesihatan Paginatan 

Klinik Kesihatan Penampang Klinik Kesihatan Putatan 

Klinik Kesihatan Sandakan Klinik Kesihatan Semporna 

Klinik Kesihatan Sikuati Klinik Kesihatan Sindumin 

Klinik Kesihatan Sook Klinik Kesihatan Suan Lamba 

Klinik Kesihatan Sukau Klinik Kesihatan Sunsuron 

Klinik Kesihatan Taginambur Klinik Kesihatan Tamparuli 

Klinik Kesihatan Tandek Klinik Kesihatan Telipok 

Klinik Kesihatan Telupid Klinik Kesihatan Tenghilan 

Klinik Kesihatan Tongod Klinik Kesihatan Tungku 

Klinik Kesihatan Ulu Dusun  

  

Sarawak  

Klinik Kesihatan Asajaya Klinik Kesihatan Bako 

Klinik Kesihatan Balai Ringin Klinik Kesihatan Bandar Miri 

Klinik Kesihatan Batu Kawa Klinik Kesihatan Batu Niah 

Klinik Kesihatan Bekenu Klinik Kesihatan Belaga 

Klinik Kesihatan Belawai Klinik Kesihatan Bintangor 

Klinik Kesihatan Bintulu Klinik Kesihatan Braang Bayur 

Klinik Kesihatan Daro Klinik Kesihatan Debak 

Klinik Kesihatan Jalan Lanang Klinik Kesihatan Jalan Masjid 
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List of sampled clinics – continued 

Sarawak – continued   

Klinik Kesihatan Jalan Oya Klinik Kesihatan Jambatan Suai 

Klinik Kesihatan Jepak Klinik Kesihatan Julau 

Klinik Kesihatan Kabong Klinik Kesihatan Kapit 

Klinik Kesihatan Kota Samarahan Klinik Kesihatan Kota Sentosa 

Klinik Kesihatan Lawas Klinik Kesihatan Long Lama 

Klinik Kesihatan Pakan Klinik Kesihatan Petra Jaya 

Klinik Kesihatan Pusa Klinik Kesihatan Sadong Jaya 

Klinik Kesihatan Sambir Klinik Kesihatan Sarikei 

Klinik Kesihatan Sebuyau Klinik Kesihatan Selangau 

Klinik Kesihatan Sematan Klinik Kesihatan Siburan 

Klinik Kesihatan Song Klinik Kesihatan Sri Aman 

Klinik Kesihatan Sundar Klinik Kesihatan Sungai Asap 

Klinik Kesihatan Tanah Puteh Klinik Kesihatan Tatau 

Klinik Kesihatan Tebakang Klinik Kesihatan Tebedu 

Klinik Kesihatan Tian  

  

Selangor  

Klinik Kesihatan Ampang Klinik Kesihatan Au2 

Klinik Kesihatan Bagan Terap Klinik Kesihatan Bandar Sri Putra 

Klinik Kesihatan Bangi Klinik Kesihatan Batu 8 Gombak 

Klinik Kesihatan Batu 9 Klinik Kesihatan Batu Arang 

Klinik Kesihatan Beranang Klinik Kesihatan Bestari Jaya 
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List of sampled clinics – continued 

Selangor - continued  

Klinik Kesihatan Botanik Klinik Kesihatan Bukit Changgang 

Klinik Kesihatan Bukit Cherakah Klinik Kesihatan Bukit Kuda 

Klinik Kesihatan Bukit Naga Klinik Kesihatan Gombak Setia 

Klinik Kesihatan Hulu Kelang Klinik Kesihatan Ijok 

Klinik Kesihatan Jenjarom Klinik Kesihatan Jeram 

Klinik Kesihatan Kajang Klinik Kesihatan Kalumpang 

Klinik Kesihatan Kampung Bandar Klinik Kesihatan Kapar 

Klinik Kesihatan Kelana Jaya Klinik Kesihatan Klang 

Klinik Kesihatan Kuala Selangor Klinik Kesihatan Kuang 

Klinik Kesihatan Meru Klinik Kesihatan Pandamaran 

Klinik Kesihatan Parit Baru Klinik Kesihatan Pelabuhan Klang 

Klinik Kesihatan Puchong Klinik Kesihatan Pulau Indah 

Klinik Kesihatan Rantau Panjang Klinik Kesihatan Rasa 

Klinik Kesihatan Rawang Klinik Kesihatan Salak 

Klinik Kesihatan Sekinchan Klinik Kesihatan Seksyen 19 

Klinik Kesihatan Selayang Baru Klinik Kesihatan Semenyih 

Klinik Kesihatan Serendah Klinik Kesihatan Shah Alam Seksyen 7 

Klinik Kesihatan Sijangkang Klinik Kesihatan Sungai Air Tawar 

Klinik Kesihatan Sungai Besar Klinik Kesihatan Sungai Buloh 

Klinik Kesihatan Sungai Chua Klinik Kesihatan Sungai Pelek 

Klinik Kesihatan Sungai Tengi Kanan Klinik Kesihatan Taman Ehsan 

Klinik Kesihatan Taman Medan Klinik Kesihatan Tanjung Karang 
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List of sampled clinics – continued 

Selangor - continued  

Klinik Kesihatan Tanjung Sepat Klinik Kesihatan Telok Datok 

Klinik Kesihatan Telok Panglima Garang Klinik Kesihatan Ulu Yam Bharu 

Poliklinik Komuniti Hulu Langat (Klinik 

Kesihatan Batu 13 1/4)  

  

Wilayah Persekutuan Kuala Lumpur  

Klinik Kesihatan Bandar Tun Razak Klinik Kesihatan Batu 

Klinik Kesihatan Cheras Klinik Kesihatan Cheras Baru 

Klinik Kesihatan Dato Keramat Klinik Kesihatan Jinjang 

Klinik Kesihatan Kampung Pandan Klinik Kesihatan Petaling Bahagia 

Klinik Kesihatan Sentul Klinik Kesihatan Setapak 

Klinik Kesihatan Sungai Besi Klinik Kesihatan Tanglin 
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Appendix 6 

Doctor Information Sheet and Informed Consent Form  
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Appendix 7 

Non Response Questionnaire for Medical Officer  
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Non Response Questionnaire for Medical Officer (continued) 
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Non Response Questionnaire for Medical Officer (continued) 
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Appendix 8 

Patient Information Sheet and Informed Consent Form -English 
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Patient Information Sheet and Informed Consent Form- Malay  
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Appendix 8 

Patient Information Sheet and Informed Consent Form -Mandarin 

 

 

 

 

 

 

 

 



158 

 

 

Appendix 9 

Patient’s Non-Response Questionnaire/Borang Soal Selidik Kengganan Respon/  

谢绝参与病患调查 
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Patient’s Non=Response Questionnaire/Borang Soal Selidik Kengganan Respon/       

谢绝参与病患调查 (continued) 
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Patient’s Non-Response Questionnaire/Borang Soal Selidik Kengganan Respon/       

谢绝参与病患调查 (continued) 
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Patient’s Non-Response Questionnaire/Borang Soal Selidik Kengganan Respon/       

谢绝参与病患调查 (continued) 
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Patient’s Non-Response Questionnaire/Borang Soal Selidik Kengganan Respon/       

谢绝参与病患调查 (continued) 

 

 

 



163 

 

Patient’s Non-Response Questionnaire/Borang Soal Selidik Kengganan Respon/       
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Patient’s Non -Response Questionnaire/Borang Soal Selidik Kengganan Respon/       

谢绝参与病患调查 (continued) 

 

 

 

 

 


