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Abstract: In 2016, the Ministry of Health (MOH) Malaysia has introduced a new
programme to prevent and reduce the occurrence of non-communicable diseases (NCDs)
as well as related risk factors in the work place environment known as KOSPEN Plus. This
study aims to evaluate the awareness and perception of KOSPEN Plus programme after 3
years of implementation in MOH health facilities, government and private agencies in
Malaysia. A cross sectional study design was employed in the study. All health facilities,
government and private agencies which had implemented KOSPEN Plus programme
between 2016 and 31 December 2018 in all states in Malaysia were invited to participate
in the study. The computer assisted self-interview (CASI) using the pre-tested self-
administered questionnaire in the electronic form was used. A total of 362 health facilities,
government and private agencies which had implemented KOSPEN Plus programme was
involved in this study. Overall, more than 80% of facilities/agencies in this study
implemented six out of the eight scopes of KOSPEN Plus. The survey was planned with the
goal of obtaining data to support the Ministry of Health in reviewing the present health
activities related to workers health in Malaysia and make necessary improvement to the
programme.
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l. Introduction

Worldwide, non-communicable diseases (NCDs) continue to be an important public
health problem and have begun to receive promising political and social attention from
heads of state and ministries of health (Sandeep & Usnish, 2020; Roura & Arulkumaran,
2015). The burden of NCDs not only affects high-income nations, as approximately 80%
of premature NCDs deaths occur in low- and middle-income countries (Catherine et al.,
2016; Murray et al, 2012). The unhealthy trend will threaten the progress towards the
target of the Millennium Development Goals of the United Nations (WHO, 2011) and the
affected countries healthcare delivery systems will face enormous pressure to provide
quality care to patients with NCDs and their various complications (WHO, 2012). In 2011,
the United Nation High-Level Meeting on non-communicable diseases (NCDs) had urged
member states to reduce mortality from four major NCDs (cardiovascular diseases,
cancers, diabetes, and chronic respiratory diseases) among people aged 30-70 years by
25% between 2010 and 2025 (WHO, 2013a). The shift of burden from predominantly
communicable diseases (CDCs) to NCDs was due to changes in demographic,
environmental and the economy of the countries (Samira & Soma, 2010). A few
epidemiological studies in different parts of the country at different time period have
demonstrated rising trends of NCDs and NCD risk factors (Prakash etal., 2016).
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According to World Health Organization (2013b), more than 36 million people die
annually from chronic diseases, such as cardiovascular diseases, cancers, chronic
respiratory diseases and diabetes. Furthermore, it is postulated that this mortality impact
will increase to 55 million by 2030. NCDs affect all age groups and the risk factors are
mainly due to modifiable behaviours, such as unhealthy diet, inadequate physical activity,
tobacco and alcohol use (Krishnan et al., 2010). There were increasing evidence regarding
the link between lifestyle risk factors and NCDs (WHO, 2011; Berra et al, 2017) and
addressing this lifestyle factors has the potential to reduce the burden of chronic disease to
the health system and increase quality-of-life in the individual (Sagner et al, 2014). The
future burden of NCDs will not be reversed unless inequities in lifestyle habits and health
care access within country borders are remedied (Murray et al., 2012).

In Malaysia, the prevalence of NCD and NCD risk factors have risen substantially in
the last two decades (Abrahams-Gessel et al., 2015; Navindra et al, 2018). NCDs are
considered the leading causes of death and cardiovascular diseases are responsible for
most of the NCD deaths, followed by cancer, respiratory diseases, and diabetes (Feisul et
al., 2014). These four groups of diseases account for about 73% of NCD deaths with 35%
of them comprising deaths of individuals aged less than 60 years (WHO, 2012; Feisul et
al, 2014). The Malaysian National Health and Morbidity Survey (NHMS) in 2011
(Azahadi et al., 2019) and 2015 (Feisul et al., 2014) revealed an increasing trend of NCD
and NCD risk factors in the adult population. An estimated 35% of deaths occured in
individuals aged less than 60 years, which were mainly the working population 2011
(Azahadi et al, 2019). Despite all the efforts that have been undertaken by local health
authorities towards further improving the health status of the population and expanding the
scope of NCD prevention and control, the prevalence of NCD and NCD risk factors
continues to rise (IPH, 2015; IPH 2011). In view of the increasing trend of NCDs in
Malaysia, the Ministry of Health has responded by developing and implementing a new
nation-wide programme known as The NCD Prevention- 1Malaysia (NCDP-1M) in 2010
(Abrahams-Gessel et al., 2015; MOH, 2010). In 2013, the ministry has taken a big step by
embarking on a nationwide community based intervention program namely Komuniti
Sihat Perkasa Negara (KOSPEN). This initiative brings the NCD prevention and control
program to the community through trained health volunteers, who will function as health
agent of change or health enablers that introduce and facilitate healthy living practices
amongst their respective community members (MOH, 2015; Farnaza et al., 2017). Briefly,
This programme emphasized on a combination of population or community-based
approach with an individually-focused intervention for risk reduction. The principle of
community-based action not only targets the community by bringing about behavioural
changes, it also includes empowering the community, by encouraging them to act as an
agent of change and prompting them to use their own resources for action. In addition, this
broad strategy comprises of raising the community’s awareness by changing risk
perception, providing simple tools, technologies and lifestyle choices as well as facilitating
the adoption process of appropriate options by the community members (Lim et al., 2015;
Hasimah et al., 2016).

Workplace is also an integral part of the community and the workers spend as much
as half of their waking hours at work (Sherry et al., 2017). There is evidence that work
such as long work hours, overtime, exposure to shift work, high job demands, and low job
control contributes to the development of NCDs (Tu et al, 2010; Sparling 2010).
Recognising the increasing trend of NCD and NCD risk factors among workers in
Malaysia (IPH, 2016; MOH, 2020), the Ministry of Health (MOH) Malaysia has
introduced a new programme to prevent and reduce the occurrence of NCDs as well as
related risk factors in the workplace environment known as KOSPEN Plus (Healthy
Community Empowers the Nation - Plus) in 2016 (MOH, 2018). Briefly, KOSPEN Plus is
an intervention programme initiative between Ministry of Health Malaysia (MOH) and
other interested agencies such as health facilities, other government and private agencies.
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Briefly, KOSPEN Plus is an intervention programme initiative between Ministry of
Health Malaysia (MOH) and other interested agencies such as health facilities, other
government and private agencies. This initiative is a transformation of the public health
service in ensuring workers participation in public health programmes.

KOSPEN Plus aims to reduce the occurrence of NCD as well as related risk factors
and to increase healthy behaviors including: a) healthy eating, b) smoke free, c) active
living, d) weight management, €) health screening, f) healthy mind, g) healthy work place
and h) prevention and reducing harmful use of alcohol (IPH, 2015). The programme
targets workers and environmental changes to support behavioral modification. The main
functioning units for KOSPEN Plus are coordinating team who are trained members from
each agency. This team acts as health agent of change towards positive behavioural
changes among the workers to adopt and practice healthy lifestyles (IPH, 2015). Such
interventions are cost-effective, as they can reduce the need for more expensive treatments
if introduced early.

Since the KOSPEN Plus programme has been implemented in 2016, no study was
done to evaluate this programme. Evaluation of programme is an integral part in any
programme implementation and it will serve as an instrument to know if the intended
results are being achieved as planned in a particular programme. Therefore, this study aims
to evaluate the awareness and perception of KOSPEN Plus programme after 3 years of
implementation in MOH health facilities, government and private agencies in Malaysia
between 2016 and 31 December 2018.

Il1. Research Methods

A cross sectional study design was conducted from January to March 2020. All
health facilities, government and private agencies which had implemented KOSPEN Plus
programme between 2016 and 31 December 2018 in all 16 states in Malaysia were invited
to participate in the study. In each state, a Liaison Officer from the State Health
Department was identified to assist the investigators in identifying the study respondents
from health facilities, government and private agencies. Then, in each health facility or
agency, the Liaison Officer approached one of the members of the KOSPEN Plus
coordinating committee or occupational safety and health committee (JKKP) as a
respondent to participate in the study. The respondent identified can be either a chairman
or deputy chairman or other committee members who are familiar with the KOSPEN Plus
implemented in the organization. The respondents were KOSPEN Plus coordinating
committee members or occupational safety and health committee (JKKP) members,
familiar with the KOSPEN Plus implemented in the organization, provided informed
consent to participate and not having any conditions which will affect the data collection.

A self-administered questionnaire in the electronic form was used for data collection.
The questionnaire was developed by investigators and pre-tested before being
administered to the respondents. The questionnaire contained three modules as follows:

I. Respondent and organization information. This module consists of 8 questions to
obtain information on the role of respondent in KOSPEN Plus program, facilities or
agency background and the date of KOSPEN Plus programme implemented.

ii. Scope of KOSPEN Plus programme. This module consists of 8 questions on the 8
scope of the KOSPEN Plus programme: 1). healthy eating, 2). smoke free, 3). active
living, 4). weight management, 5). health screening, 6). healthy mind, 7). healthy
work place and 8). prevention and reducing harmful use of alcohol.

iii. Perception toward KOSPEN Plus programme. This module consists of eight questions
to obtain information on the perception of the each KOSPEN Plus scope implemented
at the facility or agency.
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Computer-Assisted  Self-Interview (CASI) approach was employed to obtain data.
The survey questionnaire was sent to the respondents’ preferred email address. They do
not need to sign in a new account in order to fill in the questionnaire/consent form. First,
the respondents need to read/understand the information about the survey and provide
informed consent by pressing all the "AGREE" and "SEND" buttons located in the
"RESPONSE AGREEMENT" section to enable them to answer the survey question.
Participation in this survey is free and the survey takes about 20 minutes to answer. The
respondents identity were created prior to data collection and the respondents required to
enter their answers depending on the types of response required in the questionnaire; such
as free text, numeric or alphanumeric answers. After respondents completed the
questionnaire, a final button will direct the respondents to submit data to the server. All
questions must be answered by the respondents and in order to minimise the unanswer
questions, the application will automatically remind the respondents if the related
questions are not answered.

Quality control of the survey was done at various stages to ensure data collected was
of high-quality. During the data collection, a Liaison Officer from the State Health
Department was given responsibility to supervise the whole data collection processes. At
the central level, the progress of data collection for all facilities and agencies was
monitored by the dedicated officer from the Institute for Public Health (IPH) on a daily
basis. Furthermore, all questionnaires submitted to the IPH need to undergo various checks
and were verified by a verifier to ensure the validity of the answers.

The study ethical approval was obtained from the Medical and Research Ethics
Committee (MREC), Malaysian Ministry of Health (NMRR-18-3965-40445) and
permission to conduct the study was obtained from all the health facilities, government and
private agencies involved. The research was funded by the Institute for Public Health,
Ministry of Health Malaysia. The purpose of the study was explained to the respondents in
the electronic consent form and informed consent was obtained from each respondent
before the start of the survey. Participation in this survey is entirely voluntary and if they
decided to withdraw from the survey midway, they could exit the site freely. No measures
will be used to preserve the data they have filled in, and all answered data from them will
be destroyed. All the consent forms, personal information and other data collected will be
kept for 3 years in a secure filing cabinet and handled in accordance the Ministry of Health
data storage regulations and Data Protection Act. This data will be destroyed after 3 years
of storage. When publishing or presenting the study results, the respondents’ identity will
not be revealed without their expressed consent.

In this study, all data processing activities were centralized at Institute for Public
Health (IPH). The collected data in the IPH server were coded. Each data was coded
accordingly so that no mistake and no irregularities prevailed that might give an incorrect
report. The data was printed out to detect any irregularities. SPSS software version 23
(IBM SPSS, Chicago) was used for data analysis. Descriptive statistic was used to
illustrate the socio-demographic characteristics of the respondents. Analysis was done
according to the objectives of the study. Complex sample analysis procedures were used in
the analysis and was carried out at 95% confidence interval.
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I11. Results and Discussion

A total of 362 health facilities, government and private agencies which had
implemented KOSPEN Plus programme was involved in this study. Overall, more than
80% of facilities/agencies in this study implemented six out of the eight scopes of
KOSPEN Plus. Majority of the scopes implemented by the facilities/agencies was health
screening (95.6%, n = 346) followed by Healthy mind (92.0%, n = 333), active living
(89.2%, n = 89.2), smoke-free (88.4%, n = 320), healthy eating practices (82.6%, n = 299)
and weight management (82.0%, n = 297). The two optional scopes that showed the lowest
implementation by the facilities/agencies were healthy work place (78.8%, n = 285) and
prevention and reducing harmful use of alcohol (54.7%, n =198) (Table 1).

Among health facilities (n=275) which had implemented KOSPEN Plus, majority of
facilities implemented health screening (96.7%, n = 266) followed by healthy mind
(94.5%, n = 260), active living (90.2%, n = 248) and smoke free (90.2%, n = 248), healthy
eating practices (83.3%, n = 229), weight management (82.5%, n = 227) Meanwhile the
scopes that were poorly implemented in health facilities were healthy workplace (79.3%, n
= 218) followed by prevention and reduction of harmful alcohol (53.3%, n = 147) (Table
1).

Among government agencies (n = 74) that were involved to implement the KOSPEN
Plus programme, mostly carried out health screening (90.5%, n = 67), followed by active
living (86.5%, n=64), smoke free (85.1%, n = 63), healthy mind (83.8%, n = 62), healthy
eating practices (83.8%, n = 62) and weight management (81.1%, n = 60). Programme
activities that were lack implemented by agencies and health facilities were similar, such
as healthy workplace (79.7%, n = 59), followed by prevention and reduction of harmful
use of alcohol (60.8%, n = 45) (Table 1).

The results revealed that 100% (n= 30) of private agencies were involved and
implemented KOSPEN Plus program scope for health screening followed by active living
(84.6%, n = 11), healthy mind (84.6%, n = 11) and weight management (76.9%, n = 10).
Meanwhile, program activities that are poorly implemented by private agencies were
smoke free (69.2%, n = 9), followed by healthy workplace (61.5%, n = 8), healthy eating
practices (61.5%, n = 8) and prevention and reduction of harmful use of alcohol (46.2%, n
=6) (Table 1).
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Table 1. Implementation of KOSPEN Plus in Health Facilities, Government Agencies and Private Agencies, by Scope

Frequency (Percentage)

Scope Overall Health facilities Government agencies Private agencies
P (n=1362) (n=275) (n=74) (n=13)
Yes No Yes No Yes No Yes No
1). Healthy eating practices 299 (82.6) 63(17.4) | 229(83.3) | 10(16.1) | 62(83.8) | 12(16.2) | 8(615) | 5(385)
2). Smoke free
320 (88.4) 42 (11.6) | 248(90.2) | 27(9.8) | 63(85.1) | 11(14.9) | 9(69.2) | 4(30.8)
3). Active living 323 (89.2) 39 (10.8) | 248(90.2) | 27(9.8) | 64(86.5) | 10(135) | 11(84.6) | 2(15.4)
4). Weight management 297
(82.0) 65(18.0) | 227 (825) | 48(17.5) | 60(81.1) | 14 (18.9) | 10(76.9) | 3(23.1)
5). Health screening
346 (95.6) 16 (44) | 266(96.7) | 9(3.3) | 67(905) | 7(5) | 13(100) 0 (0)
6). Healthy mind 333 (92.0) 29(8.0) | 260(945) | 15(55) | 62(83.8) | 12(162) | 11(84.6) | 2(15.4)
7). Healthy work place
(Optional) 285 (78.7) 77 (1.3) | 218(79.3) | 57(20.7) | 59 (79.7) | 15(20.3) | 8(615) | 5(38.5)
8). Prevention and reducing
?grrr)‘:gr']al‘;se of alcohol 198 (54.7) | 164 (453) | 147 (53.3) | 128 (46.5) | 45(60.8) | 29(39.2) | 6(462) |7 (53.8)
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IV. Conclusion

Overall, KOSPEN Plus programme was very well accepted by the facilities/agencies
involved. The successful implementation of KOSPEN Plus programme among workers in
Malaysia depends greatly on the commitments from three main groups; Ministry of Health
(MOH), the employer and the liaison officer (a group of people appointed by employers
that form a functional unit that acts as advocator, promoter and advisor for workers). The
MOH role is to provide technical input and expertise in training, supervision and
monitoring of the programme. While, the employer vital role is to ensure sustainability of
programme by providing support, commitment, direction, resources forming policies and
enforcement of programme implementation. In addition, the liaison officers are
responsible in implementing the KOSPEN Plus activities according to the identified
scopes. The current survey was planned with the goal of obtaining data to support Ministry
of Health in reviewing the present health activities related to workers health in Malaysia
and make necessary improvement to the programme. It was hoped that the KOSPEN Plus
programme will have a positive impact on health status of workers in Malaysia.
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