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Abstract
Introduction

Family Doctor Concept (FDC) was a program introduced at selected public primary care clinics to strengthen family practice in Malaysia. It
is a healthcare delivery system approach that strives to achieve “One Family, One Doctor” concept so that the physicians can provide the
population with comprehensive, continuous, collaborative, personal, family- and community-oriented services.

Methods and materials

We collected qualitative data collection via semi-structured interviews with stakeholders (Policymakers, healthcare providers, state- and
clinic-level implementers). The data were analyzed using thematic analysis according to the Consolidated criteria for Reporting Qualitative
Studies (COREQ) guideline for reporting the �ndings.

Results

The 16 stakeholders who participated in this research agreed that the FDC is an approach to deliver integrated, personalized, family-
centered, and comprehensive care to clients. However, there were other macro-level and longer-term objectives, such as mapping diseases
and improving accessibility. FDC components were related to the objectives, and variation in the implementation was expected to suit
different settings. Generally, the stakeholders disagreed on the input requirement, but all cited human resources as a signi�cant limiting
factor. There were numerous expected outcomes, which could be divided into short-, intermediate-, and long-term.

Conclusion

FDC consists of several change initiatives in a complex health care system whereby the capacity building of human resources is critical in
achieving the desired outcomes. Thus, there is an urgent need for multiple stakeholders to reach common understanding and building a
workable roadmap for successful implementation.

Introduction
Globally, health care systems in many countries are facing numerous challenges on various fronts. One of these challenges stems from the
pattern of diseases changing from predominantly communicable diseases to non-communicable diseases (NCDs). This epidemiologic
transition has cause a signi�cant rise in the prevalence of NCDs worldwide. In 2012 alone, NCDs contributed to more than two-thirds or 68%,
of the world’s 56 million deaths, of which 40% were premature deaths in those aged < 70 years (1). An increase in the prevalence of common
NCD risk factors, including unhealthy diet, sedentary lifestyle, and obesity were the main contributors to this surge in premature deaths (1).

In Malaysia, the challenges of NCDs are even more palpable. The 2015 National Health and Morbidity Survey (NHMS) reported high overall
prevalence of three major NCDs: diabetes mellitus (DM), hypercholesterolemia, and hypertension (HPT) (2). The prevalence of DM increased
to 17.5% from 15.2% in 2011; that for hypercholesterolemia increased to 47.7% from 32.6% in 2011, while there was a slight decrease in
HPT prevalence to 30.3% from 32.7% in 2009 (2). Moreover, the prevalence of other risk factors, such as overweight, obesity, and abdominal
obesity, increased by 0.6%, 2.6%, and 2.0%, respectively, compared to 2011. However, it was most concerning that almost 50% of the
respondents were unaware of their raised blood glucose and raised blood pressure (3).

Adding to the burden of NCDs is the aging population. Malaysia is projected to become an aged nation by 2030, where 15% of the
population will be aged > 60 years (4). Other than increased NCDs and healthcare expenditure, concerns are rising over how long-term care
can be provided to those whose conditions are irreversible. The challenge is �nding solutions that preserve the dignity and independence of
those who need care by allowing them to remain in the family environment. In Malaysia, the provision of healthcare services is even more
complicated because its multi-ethnic, multi-culture, and multi-religion society has different preferences and values.

Recognizing these challenges, the Ministry of Health (MOH) Malaysia has embarked on a reform agenda to transform the current health
system delivery. The basis of this transformation is a World Health Organization (WHO) recommendation termed universal health coverage
(UHC), which is aimed at ensuring that all people have access to the health services they require and that the services are acceptable and
adaptable without imposing �nancial hardship (5). Experts from various countries believe that the thrust of this reformed health system lies
in primary healthcare to deliver more comprehensive and person-centered care (PCC) to the population (6–10). In Malaysia, the role of
primary care physicians, who comprise general practitioners (GP) and family medicine specialists (FMS), as the gatekeepers of health, is a
general understatement. The primary care physician manages the patient in the context of their family and community while recognizing the
broader determinants of health with links to public health (11–13). At the same time, the physician examines the full spectrum of disease,
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intervenes early to maintain wellness, and delays the onset of sickness (14–17). Thus, the treatment is not merely curative, but includes
preventive treatment as well.

Family Doctor Concept (FDC)
From this background of health reform agenda, the FDC or “konsep doktor keluarga” approach was proposed in late 2013. It began in 2015
with a pilot project involving 14 primary care clinics run by the MOH across the country and was expected to expand to another 48 clinics
yearly. In 2018, a total of 158 public primary care clinics had adopted this approach. This healthcare delivery system approach ensures that
the existing family doctor practice in primary care clinics is strengthened in both public and private settings (18). Therefore, the population
as an individual or as a family unit should be able to enjoy continuity of care from a family doctor, which is holistic and comprehensive.
This healthcare delivery approach is in contrast to doctor hopping, which is a common practice in most primary care practices (19).

The FDC strives for “One Family, One Doctor” so that the physician can provide the whole family with comprehensive services “from the
womb to the tomb” (18). In implementing this approach, the population has to be registered or assigned to a primary care clinic, usually near
their homes. This strategy allows primary care providers to recognize the population’s characteristics within the operational service area and
enables the provision of personalized care (18). However, since the �rst pilot project in 2013, the approach has not undergone process
evaluation. Even though data are regularly sent to the MOH monthly or yearly, they are seldom useful for providing a real picture of the
various stakeholders’ implementation processes. Moreover, it does not provide policymakers with valuable data for decision-making.

Besides, as the number of clinics implementing the FDC increases year on year, there is a need to improve the understanding of ground-level
healthcare workers, including the objectives, components, and assessment of FDC implementation, and the real picture of what happens on
the ground (20, 21). In addition, understanding the planned inputs, activities, and expected outcomes within a particular timeframe allows
the development of a logic model for the FDC (22, 23). In MOH settings, information usually �ows in a top–down approach hierarchically. In
the FDC, federal-level policymakers train the state-level o�cers responsible for implementing the intervention in selected public primary care
clinics in their respective states. The policymakers guide the implementation with a published guideline and conduct serial visits to the pilot
clinics (24).

Thus, the present study is aimed at understanding the objectives, initiatives, resources, and expected outcomes of the FDC in public primary
care clinics.

Methods
We used semi-structured interviews to collect information on the FDC from various stakeholders’ perspectives. The areas of discussion
covered the origins of the FDC, its components and objectives, inputs, and the processes involved, and the expected outcomes. The reporting
followed Consolidated Criteria for Reporting Qualitative Studies (COREQ) guidelines to ensure the good quality of this study (25). The
COREQ checklist provides clear and all-inclusive guidance for the reporting of qualitative studies.

Recruitment of participants
The participants were recruited using purposive sampling. This sampling method is appropriate because it is non-probability sampling,
which is most effective when studying a particular aspect in complex interventions with knowledgeable experts (26). We approached several
stakeholders in the healthcare system to participate in the study. The stakeholders are federal-level policymakers holding positions such as
director, deputy director, and senior principal assistant director (SPAD), as well as state- and clinic-level implementers. State-level
implementers are usually public health physicians (PHP). In contrast, clinic-level implementers are FMS or medical o�cers-in-charge (MOIC).
The stakeholders were required to have at least 5 years’ relevant work experience with MOH Malaysia.

The MOIC were selected based on the duration of their involvement in FDC implementation (at least 2 years) and their constant engagement
with healthcare workers on the ground (18). To ensure that these MOIC criteria were met, potential participants were recruited from a list of
MOIC at clinics involved in the FDC available from the program director at the MOH. A selection criterion of at least 5 years’ experience in
Malaysia’s primary healthcare system was imposed to ensure that the stakeholders could describe Malaysia’s primary healthcare system
during and before FDC implementation. Then, we estimated the number of participants required for achieving saturation (27). We aimed at
obtaining at least 15–20 stakeholders. This estimation was based on at least three representative federal-level policymakers, at least three
representative state-level implementers, at least three specialist representatives each from the �elds of public health and family medicine,
and at least three MOIC. The interviewees were from these healthcare provider groups because the FDC is a relatively new approach and we
were interested in exploring their understanding from multiple perspectives.
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Interviews
Figure 1 shows a �owchart of the general overview of the research process. We �rst developed a conceptual model based on a review of the
FDC document at the MOH, meeting minutes, and FDC implementation guidelines. Following a discussion, we developed the topics and list
of questions. The interviews were conducted in English and Bahasa Malaysia based on the interviewees’ preferences. The interviews were
pilot-tested with three MOs to ensure that the topics and list of questions could be understood and were appropriate. Minor adjustments
were made to the �nal list of questions based on the interviewees’ feedback, including rephrasing the question on the origin and aims of the
FDC to suit the stakeholders’ respective levels, and dropping a question on the costs of inputs.

The �nal list of questions was emailed to the interviewees in advance of the interview to inform them of the general scope of the process
(Table 1). MA and AI analyzed the interview recordings and the verbatim transcriptions. Member checking was done by sending the
transcripts to the interviewees to establish the credibility of the results. Feedback from the interviewees was welcomed, and follow-up
interviews were conducted until the interviewers and interviewees were satis�ed that data saturation had been achieved.

Table 1
The �nal list of questions for stakeholders according to the topics

Topics Questions Probing questions

Objectives of FDC 1. How does the idea of FDC came about in
the �rst place?

1. How was the idea of FDC developed?

2. What is FDC trying to achieve?

3. What sort of problems FDC trying to solve in public
primary care clinics?

Initiatives under FDC 1. How FDC was implemented in public
primary care clinic?

1. What are the steps taken by various stakeholders for
implementation?

2. How do clinics with FDC operated differently from other
clinics?

3. What are the processes involved during implementation?

Resources requirement
of FDC

1. How much resources required to implement
FDC?

1. What form of resources needed for successful
implementation?

2. What are the enabling and barriers faced by
stakeholders?

3. What kind of training required for the implementation of
FDC?

Expected outcomes 1. What are the expectations by implementing
FDC?

1. What are the indicators most suitable to measure the
success of FDC?

2. How to measure the suggested outcomes or indicators?

3. Any time frame provided to reach the goals or
objectives?

Data analysis
We used deductive or theory-driven thematic analysis to analyze the qualitative data, using the topics as the analysis framework. AI and
MAMR conducted the qualitative analysis using NVivo 12 (QSR International 2020) to code the data. The analysis followed six steps,
following the guide by Braun and Clarke (28). First, the coders familiarized themselves with the data by compiling the interview transcripts.
The coders read the transcripts several times and made preliminary notes about possible relations to the topics. Second, the research team
generated initial codes throughout the data. Third, the codes were reviewed for potential themes under the constructs of the topics. Fourth,
the research team reviewed the codes to �t within themes and that the themes �t the scope of the topics. This step was vital to ensure
consensus among the researchers. MA, AZ, and SS checked saturation according to theme. Fifth, the themes were renamed, de�ned, and
re�ned. Finally, AI related the themes and codes to the study’s aims during manuscript preparation.

Results

Participants
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During an MOH-organized 3-day workshop session on revising the FDC guidelines, we approached a total of 30 people, all of whom agreed
to participate in this research. However, 10 withdrew after receiving the question list because they were not con�dent about being
interviewed, and four were too busy, leaving a �nal 16 participants. Thus, the interviewees, to a certain extent, are experts in the �eld and
have better knowledge than most stakeholders. The majority of the participants were also involved in FDC pilot projects at national or state
level. Table 2 shows the classi�cation of the 16 participants, among whom were federal-level policymakers in the capacity as director,
deputy director, or SPAD. The state-level implementers were SPADs, who were also PHP or MOs; at the primary clinic level, the interviewees
were FMS and MOIC.

Table 2
Classi�cation of participants involved in the study

Participants Gender Involvement in FDC pilot
project

Years on involvement in
FDC

Years of service in the
MOH

Policymakers at the Federal Level  

Policymaker 1 Female Yes 3 28

Policymaker 2 Female Yes 5 25

Policymaker 3 Female Yes 5 12

Senior Principal Assistant Director (SPAD) at the State Level  

Senior Principal Assistant
Director 1

Female No 3 15

Senior Principal Assistant
Director 2

Female No 2 16

Senior Principal Assistant
Director 3

Male No 2 9

Family Medicine Specialists (FMS) at the Primary Care Clinic Level  

Family Medicine Specialist 1 Female Yes 5 25

Family Medicine Specialist 2 Male Yes 5 18

Family Medicine Specialist 3 Female No 2 30

Family Medicine Specialist 4 Female Yes 5 20

Family Medicine Specialist 5 Female Yes 3 18

Family Medicine Specialist 6 Female Yes 3 22

Family Medicine Specialist 7 Female Yes 3 17

Family Medicine Specialist 8 Male Yes 3 25

Medical O�cers-In-Charge (MOIC) of Primary Care Clinics  

Medical O�cer 1 Male Yes 4 11

Medical O�cer 2 Male Yes 4 13

Interviews and analysis of transcripts
Semi-structured interviews were conducted over 3 months from November 2019 to January 2020. All interviews were conducted in person in
locations where the participants were at ease. Two interviews were conducted entirely in English, while the remainder were a mix of English
and Bahasa Malaysia. On average, the interviews spanned around 30 minutes to 1 hour. The interviews were coded to cover all themes
developed su�ciently from the topics, and the 15 themes were grouped to �t the topics (Fig. 2).

Topic 1: The objectives of the FDC
From the interviews, all participants agreed that the FDC is a healthcare service delivery system approach in public primary care settings that
emphasizes the delivery of integrated, personalized, family-centered, and comprehensive care to clients. It is a new approach unique to the
Malaysian setting, in which primary care services in public clinics are fragmented and segmented. The fragmentation is due to healthcare
workers from various disciplines, such as doctors, nurses, medical assistants, nutritionists, physiotherapists, and pharmacists, being poorly
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coordinated and working independently with the clients. Primary care services are also segmented in that there are three main units in the
clinic: outpatient, chronic NCD, and maternal and child health (MCH). The NCD unit caters to clients speci�cally with diabetes and HPT, while
the MCH unit caters to pregnant women and to children aged < 5 years. The outpatient unit manages all other clients, such as those with
fever, �u, and all other problems. The situation of clients receiving services in the clinic was best described by one participant:

“The mother who is pregnant will be seen at the maternal and child health unit; the child who is probably 3 to 4 years old also will be seen by
the same unit. However, the child who is 7 or 8 or 9 years old or the husband will have to be seen in the outpatient unit. So, it becomes
di�cult for doctors to deliver patient-centered and family-centered care to their clients. It becomes much more di�cult for the patients
because they have to take separate numbers for the different units to see different doctors. It will also increase the waiting time for the
clients.”(Policymaker 2)

Thus, at the primary care clinic level, the objective of the FDC is to create a system that allows healthcare workers, especially doctors, to
deliver integrated, personalized, family-centered, and comprehensive care to clients. In this system, doctors will be able to see clients and
their family members as a whole without segmentation.

However, the participants mentioned several FDC objectives at a more macro level and for the longer term. At meso-level and intermediate-
term, the objective of the FDC is for healthcare workers in the clinic to be able to map the burden of diseases in the population under the
clinic’s operational area based on the client data available at the clinic. This strategy can assist health services delivery planning through a
targeted approach, in which health programs are conducted based on the population’s disease burden. One participant explained that the
clinic’s operational area is divided into zones to achieve this targeted approach.

“Actually, with the formation of zones, our strategies are becoming more focused based on my experience. Subsequently, when we analyze
the data, we should be able to identify diseases more prevalent in a particular zone. So, whatever health education programs or interventions
can be planned based on the mapping. For example, a particular zone was found to have more issues related to the elderly population. So,
we can plan programs related to the elderly population in that area.”(FMS 2)

At macro-level and the long-term, the FDC is aimed at increasing the accessibility of healthcare services to the population and thus improve
UHC. This objective can be achieved when the whole population in the clinic’s operational area is registered to a healthcare facility. Thus,
individuals in the population who are not registered to either public or private clinics can be identi�ed and encouraged to visit the clinic for a
medical check-up. There is also a need to prepare the clinic for more complete healthcare reform, especially from the �nancing aspect.

“Then, there has been a discussion on healthcare �nancing initiatives that have been going on and on. But, every time any initiative came,
we feel that every person must be registered �rst. Every individual in the population must be registered. So, either they are registered with the
GP, or they registered with the.. aa.. public clinic” (Policymaker 1)

Topic 2: The initiatives of the FDC
All participants agreed that the initiatives of the FDC must be linked to the objectives. The majority of FMS and MOIC mentioned that
adjusting client �ow was the �rst step in ensuring integrated, personalized, and family-centered care.

“The �rst step I have to study the patient’s �ow in the clinic. So, the �rst three months every morning, I will be standing at the front counter to
have a look at the types of patients coming, their numbers as well as the defaulters.”(FMS 1)

However, this initiative may confuse the clinic-level implementers because the client’s pathway is not well de�ned in the guideline or by the
policymakers. Some of the stakeholders learned to adjust the client �ow based on visits to the pilot clinics and tried to adapt them with
guidance from the state-level implementers. In contrast, the pilot clinics experimented with their client �ow and made adjustments several
times to suit their infrastructure and resource availability. After that, the �ow was improvised based on client and staff feedback. This is why
variation in client pathways is unavoidable in the implementation process. The policymakers considered any variation acceptable as long as
it did not deviate from the concept. One policymaker lamented that some of the implementers strove very hard to have the same clients seen
by the same doctors every time, which is impossible in the current setting. Furthermore, it imposed more resource constraints on the already
resource-deprived clinic.

“At �rst, we only knew the theory. When it was piloted at our clinic, we can do anything. We did outreach for the population registry at the
initial stage because we were able to do so. So, when we presented the outcome, they found this may be the best formula. That was why
FDC was continued until now.” (FMS 2)

The formation of teams of doctors in a clinic is indispensable for the FDC, ensuring continuity of care. Ideally, in many countries, a family is
assigned to a particular GP to receive primary care services. However, in Malaysia, it is impossible to do so due to the lack of human
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resources in the public sector. At the same time, those in the private sector work separately under a different system. The best that the public
healthcare system can offer is to have one family seen by the same team of doctors at each clinic visit. It is assumed that doctors on the
same team are in constant communication with each other to manage their clients.

“To have a system whereby a family is assigned to a doctor or a general practitioner is ideal but no practical. Due to the limited resources in
our public clinic, a team’s formation can ensure continuity of care to the patients and their family members. They will be seen only by the
same team of doctors. This system might work if the team strives to achieve the same goals and have standardized management of
patients.” (FMS 3)

Consequently, the formation of teams of doctors gives rise to the formation of zones and hence, the practice of zoning of the other
healthcare professionals in the clinic. The team is now termed the multi-disciplinary team or family health team (FHT). The formation of this
team aids the allocation of health programs as well as for monitoring performance.

“I told them that let’s zone all the staff. So, all the staff will be zoned, including the medical assistants, pharmacists, lab technicians and
everyone. Why I zoned them? I zoned them is basically to help out in the running of campaigns. So, it is easier for me to allocate when they
do outreach for registering the population.” (FMS 4)

“In my district, we present the clinic’s performance according to zones in FDC. For example, zone A, B, C and D. So, it is not like the ordinary
performance presentation because we go into the details. We identify the problematic zones. For example, zones in which the HBA1c of
diabetic patients were not too good.”(FMS 2)

When the initiatives mentioned were already in place, it was assumed that the development of the population registry would become easier
based on the division of labor. The policymakers knew that it would be impossible to register the whole population under the clinic’s
operational area. So, the best alternative would be to divide the population into zones, and each team in charge of the zone would begin
registering clients in phases. Nevertheless, there were problems of information-sharing between the zones to create a broader picture of the
whole population in the process.

“If they have other alternatives, then why not? However, what alternatives do they have now in terms of the feasibility of doing it? So, it is
just like you and me handling a big project. It only makes sense when I take a part of it, and you take another part. But, we must put back the
parts together and share. It is probably the best option they have. However, they may have forgotten once they have divided themselves.
They forgot to put back together.” (Policymaker 1)

Topic 3: The resources required for implementing the FDC
Most stakeholders believed that assistance in the form of human resources, equipment, and upgrading the physical infrastructure would
facilitate FDC implementation in the clinic. For example, the staff of one clinic were happy with the FDC because they had suitable
infrastructure, but requested additional human resources. The needs are even more pressing in densely populated areas such as Selangor
and Kuala Lumpur, where public primary care clinics cannot keep up with the population growth.

“If we were given more staff, then the infrastructure must be able to accommodate them. For example, even if we were given extra staff for
consultation or registering the population, we do not have enough space to put them. The equipment also includes computers to register all
that.” (SPAD 1)

However, it does not mean that the FDC cannot be implemented successfully without material assistance. Currently, other than the pilot
clinics at national level, the other clinics are expected to use existing resources for the implementation, with some modi�cations. One
participant mentioned that the FDC is a system and thus does not require many resources.

“No extra resources. We were using existing resources all the while. For me, the best if we can get all the assistance, but it does not mean
that without assistance, we cannot do it. For me, I have to work only with my clinic’s staff. But actually, the resources are there, but the
system is not in place. That’s all.” (FMS 1)

Moreover, the policymakers explained that they did not intend to duplicate services. For example, there is no need to have three separate
injection rooms, three ultrasound machines, or three registration counters in the presence of three teams or zones; they can share the same
space and equipment. Thus, generally, the need for extra resources in implementing the FDC is minimal. The FDC is not meant to create
clinics within a clinic, as understood by some of the implementers.

All stakeholders also highlighted the most labor-intensive activity in implementing the FDC: entering the client or population data into the
system. It is especially frustrating when the MOH continually changes the data entry system to be used, and all such systems are unstable.
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There have been instances when staff were required to enter data from the same client several times because it disappears from the
database. Even if a stable system were available, the MOH is always developing a new IT system in which data migration from the previous
system is not possible.

“Actually, our staff in the clinic are very good. Although the resources are limited, they still do the population registry. But if I’m going to start
fresh, I want the MOH to con�rm the system �rst. That is the challenge. In terms of resources, who will enter the data?” (FMS 3)

“Even though there is a stable system mentioned by Dr. N, I’m a bit worried when he wanted to introduce it to the clinics. What happened
when we have already entered all the data into his system, and suddenly, the clinics were asked to use a new IT system, Tele-Primary Care
Oral Health Clinical Information System (TPC OHCIS)? Who wants to be responsible when the data cannot be transferred, and they have to
enter the data again?”(SPAD 2)

Nevertheless, all clinic stakeholders agreed that staff and clients are the essential assets in FDC implementation. Their involvement is
crucial because the FDC is a change to the system that has existed for many years in the clinic. Thus, regular staff engagement involving
various disciplines in the form of serial meetings can help them understand the FDC and support the initiative. Without their support and
commitment, FDC implementation will fail from the very beginning. For this purpose, a clear and standardized guideline may be helpful. For
example, doctors in particular need to invest a signi�cant amount of time for training in client integrated management. This training is
required because some doctors may not be very well equipped to manage some types of patients due to service segmentation. Equally,
educating clients on the new system is essential for avoiding complaints. Most pilot clinics experienced this at the initial stage, but the
complaints subsequently turned into compliments.

“So, the �rst step is for trying to make sure everybody is on the same level of understanding and try to make a better guideline in term of
better implementation at the ground.” (Policymaker 3)

“We appreciate FDC a lot because everybody is multitasking, and it is good not only for us in the clinic but actually good for them as well.
And the teamwork. De�nitely, there is much unity in terms of teamwork. Of course, everybody is not happy at the initial stages because they
take time to get adjusted. However, after a year or two, the majority of them are happy with FDC.” (FMS 4)

Topic 4: The expected outcomes of FDC implementation
The expected outcomes were divided into short-, intermediate-, and long-term outcomes. The short-term outcomes usually take 1 or 2 years
to achieve, while the intermediate-term outcomes may take 3–5 years. Meanwhile, the long-term outcomes may take > 5 years. Some
participants believed that implementing the FDC would reduce client waiting times for receiving healthcare services in the clinic in the short-
term. As mentioned earlier, the integrated system, where doctors see clients together as a family, contributes to the reduction in waiting time.
The other contributing factor is the enhancement in care continuity, resulting in a better patient–doctor relationship. The consultation time
can be shortened when the doctor already knows the client’s history or past problems. Moreover, a good patient–doctor relationship is
expected to reduce mismanagement and medication errors, reduce appointment defaulters, and increase health screening.

“The �rst is we can create a good relationship between the doctor and the patient. Secondly, we can reduce the waiting time because when
the doctor does not know the patient, they will take a longer time to read the clinic’s card and identify the problems. So, when the doctor
knows the patient, they already knew the blood pressure and sugar patterns all this while. So, straight away, the doctor can initiate
appropriate treatment. It can also reduce mismanagement and medication errors especially when patients have allergies to a particular
medication”(SPAD 2)

For the intermediate-term outcomes, most clinicians suggested that the FDC can improve clinical outcomes. They frequently mentioned the
improvement in the HbA1c levels of diabetic patients and better control of blood pressure in patients with HPT. In terms of MCH, they also
discussed certain improvements in national indicators such as anemia in pregnancy, high-risk pregnancy, and under-5 mortality. However,
measuring these outcomes is possible only if the clinic’s data analysis is performed and divided according to zones. All of the pilot clinics
performed this step so that they could compare the performance between zones. Thus, the staff from each zone will have ownership of their
clients and are held accountable for their management.

“We have to compare between the zones. We have �ve zones. A, B, C, D and E. Then, the full mark we give is 5. If zone A is the better one
depending on the FDC core team, we give a full mark. The idea is that we want them to be competitive. We want them actually to have
ownership and accountability. This method can also be a tool to monitor performance.”(FMS 2)

For the long-term outcomes, the FDC can increase accessibility to healthcare services. For example, the development of a population registry
should help healthcare providers identify individuals at risk who are never in contact with the healthcare system. Such individuals should be
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encouraged to seek treatment early, and nearby primary care clinics will be assigned to care for them. All stakeholders expressed their
disappointment when the FDC was used as an excuse to deny services to clients or to refuse clients from other zones. In general, active
screening, early treatment, and optimum quality of care can reduce the morbidity and mortality caused by illnesses, especially NCDs.

“FDC approach is to register the population. The registering of the population is not merely going from house to house to get their names,
but it means to say to them in a welcoming way: “Please come to our clinic, we are registering you. We want to tell you that you are in zone
B. Anytime you come to the clinic, there are these doctors with you. They are in this team.” (Policymaker 2)

Table 3 shows the relationship between the objectives, initiatives, resources, and expected outcomes of the FDC.

Table 3
The relationship between the objectives, initiatives, resources and the expected outcomes of FDC

Resources Objectives Initiatives Expected outcomes

1. A clear and
standardized
guideline.

2. Staff time
and training.

3. Clients’
education.

4.
Infrastructure.

5. Equipment.

6. Manpower.

7. A stable
registration
system.

Micro-level

1. To create a system allowing the healthcare
workers, especially the doctors, to deliver
integrated, personalized, family-centered and
comprehensive care to the clients.

1. Adjustment of clients’ �ow in the
clinic so that doctors can provide
integrated management to them.

Short-term:

1. Reduce waiting
time.

2. Improvement in the
client-doctor
relationship.

3. Reduce
mismanagement and
medication errors.

4. Reduce appointment
defaulters.

5. Increase in health
screening.

Intermediate-term

1. Better control of
hba1c in diabetes.

2. Better blood
pressure control of
hypertension.

3. Reduction in anemia
in pregnancy, under-
�ve mortality and high-
risk pregnancy.

Long-term

1. Improve the
accessibility of
healthcare services in
the population.

2. Reduce the overall
mortality and
morbidity due to
illnesses, especially
NCDs.

Meso-level

2. To map the burden of diseases of the
population under the clinic’s operational area
based on the clients’ data available in the clinic.

2. The formation of a multi-disciplinary
healthcare team consisting of doctors,
nurses, medical assistants and staff
from other services.

3. The analysis of data and
performance appraisal according to the
teams or zones.

Macro-level

3. To increase the accessibility of healthcare
services to the population and improve universal
health coverage (UHC).

4. The development of the population
registry for individuals under the clinic’s
operational area.

Discussion
Our �ndings of suggested that the FDC is not as simple as it appears as it involves various initiatives at multiple levels. It is “complex” in
that the program has many interactions between the components, requiring behavior changes by the people receiving or delivering the
services and with variable expected outcomes by different stakeholders (29, 30). It is also context-sensitive because clinics operating in
different settings and external environments are expected to implement the concept based on their interpretation (31, 32). Even though there
is a guideline for implementation, it does not take into account the various contexts. Various researchers have found that context is vital for
most interventions or initiatives in healthcare and health (33–35).
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The complexity of the FDC begins with identifying the objectives. The policymakers, who tend to see the bigger picture of an initiative, saw it
as a vehicle for achieving a much larger objective. However, the state-level implementers, who are responsible for various health programs
and services, perceived it as a means of allocating resources and helping to achieve speci�c indicators. In contrast, the clinic-level
implementers, who interact with clients daily, saw it as an opportunity to deliver more personalized, integrated, continuous, and
comprehensive care to clients. Multiple levels of objectives often result when details are lacking on how an intervention can achieve speci�c
effects, usually represented using logic models (36, 37). As a result, stakeholders with different roles and responsibilities emphasize certain
activities to achieve speci�c objectives based on their own perspectives.

The variation in the stakeholders’ perspectives on the objectives in�uenced their perception of the resources or inputs required for
implementing the FDC. Generally, any new initiative or intervention might require input in the form of human resources, �nances, medical
equipment, infrastructure upgrade, and many others (38). However, the critical resources of the FDC are the development of human
resources, where trained doctors and commitment from other healthcare workers in the organization are essential for implementing the
initiative. Many studies have also shown the importance of leadership and their commitment as the critical success factor of health
programs, especially new ones (39–41). Client input in the form of engagement and education are also equally important, but are often
neglected in the process. This is expected in a healthcare system where shared decision-making is still in the early phase (42). Involving
clients in the development and implementation of the FDC could have prepared them for the change and minimized complaints.

Overall, the components of the FDC were meant to embed three core values shared by the objectives perceived by stakeholders, namely: (1)
Personal relationship between client and provider by knowing the client, (2) Communication of relevant information between providers, and
(3) Cooperation between providers within and between healthcare settings (43). Even though all participants unanimously agreed on the
components, the processes involved and implementation methods may vary. Variation exists in different settings because there is no one-
size-�ts-all or one model for health intervention (44). Thus, in applying health concepts and interventions, differences in the contexts,
populations, and even times must be taken into consideration (45–47). Here, the stakeholders’ failure to mention this variation and to
provide accepted standardized models might have muddled the implementation. Some of the clinics implemented FDC models that
deviated signi�cantly from the policymakers’ expectations, resulting in unintended negative consequences.

For an initiative that did not receive many resources, the FDC was expected to achieve numerous outcomes in the short-, intermediate-, and
long-term. Reducing waiting times was the primary concern for stakeholders in the short-term because several studies have shown that
increased waiting times reduce customer satisfaction (48–50). Local studies have also shown that clients are not satis�ed with the waiting
time to see doctors in public primary care clinics (51, 52). The much-publicized long waiting times and overcrowding in public facilities may
have been the reasons for the lower outpatient healthcare services utilization (8.1%) in 2019 as compared to 12.6% in 2011 and 9.0% in
2015 (53). For the intermediate-term, improved clinical outcomes are mainly attributed to better patient–doctor relationship and
communication. It can also reduce healthcare costs (54).

Nevertheless, in the long-term and larger scheme of things, most stakeholders believed that the FDC may pave the way for more wholesome,
system-wise healthcare reform to integrate both the public and private sectors. In Malaysia, the involvement of the private sector is
signi�cant, in which 40% of outpatient visits are at private facilities, 70% of which are in primary care settings (55, 56). As of 2014, there
were 6,978 private primary care clinics in Malaysia, although they were more concentrated in the urban areas and were more accessible to
the population. The �nancing reform aspects are underway albeit at a slower pace (57), but an informal partnership at the healthcare service
delivery level can be established at the clinic level. Collaboration between public and private clinics would be in the population’s best interest.
Public–private partnership in primary health care provides some bene�ts for increasing accessibility, stimulating the economy, and
improving the quality of care (58).

Strengths and limitations
To the best of our knowledge, this is the �rst study exploring the FDC from the perspective of stakeholders at multiple levels. The strength of
the study lies in the semi-structured interviews with stakeholders who have been involved with the FDC since its inception. This method
allows the exploration of detailed information on the interviewee’s personal feelings, perceptions, and opinions away from the in�uence of
other group members. Furthermore, any ambiguous answers can be clari�ed during the interviews, and incomplete answers can be followed-
up almost immediately. During the data compilation and analysis, we took numerous steps to guarantee good research practice. One
limitation of our study is the lack of involvement of staff other than doctors. This limitation resulted in a lack of detailed description of the
implementation processes at the clinic level, which should be addressed in further studies. Future studies should also focus on enablers and
barriers to implementation in different contexts and possible improvement of the FDC.

Conclusion



Page 11/16

In conclusion, the FDC consists of several change initiatives in a complex health care system designed to strengthen family practice in
public primary care clinics. It incorporates a continuous, integrated, and personalized healthcare delivery system that is more responsive to
clients’ feedback. Our �ndings revealed that the capacity building of human resources is critical in achieving the desired outcomes. Thus, a
common understanding among stakeholders in building a workable roadmap is crucial for its successful implementation. The importance
of this intervention is evidenced by the stakeholders’ high expectations and the multitude of outcomes expected from it.

Abbreviations
COREQ: Consolidated criteria for reporting qualitative studies; DM: Diabetes mellitus; FDC: Family doctor concept; FHT: Family health team;
FMS: Family medicine specialist; GP: General practitioners; HPT: Hypertension; MCH: Maternal child health; MO: Medical o�cer; MOH:
Ministry of Health; MOIC: Medical o�cer-in-charge; NCD: Non-communicable diseases; PCC: Person-centered care; PHP: Public health
physicians; SPAD: Senior principal assistant director; UHC: Universal Health Coverage; WHO: World Health Organization;

Declarations

Acknowledgements
The authors would like to thank the Director-General of Health Malaysia for his support of publishing this article. A huge thanks to the
director of the Family Health Development Division for assistance in conducting this study. A special thanks to the policy unit, State Health
Director Selangor, health care providers at clinics, and study participants.

Author Contributions

Conceptualization
Aniza Ismail (AI), Muhammad Alimin Mat Re�en (MAMR), Saperi Sulong (SS), Tengku Putri Zaharah Tengku Bahanuddin (TPZTB), Noridah
Mohd Salleh (NMS), Nazrila Hairizan Nasir (NHN)

Data curation and formal analysis: AI, MAMR, SS

Investigation: AI, MAMR

Methodology: AI, MAMR, SS, TPZTB, NMS, NHN

Project administration: AI, MAMR

Writing – original draft: AI, MAMR

Writing – review & editing: AI, MAMR, SS, TPZTB, NMS, NHN

Funding
The study is funded by the Faculty of Medicine, National University of Malaysia.

Availability of data and materials
The datasets generated and/or analysed during the current study are not publicly available due to privacy provisions but are available from
the corresponding author on approval from the authorizing ethics committee.

Ethical approval and consent to participate
Before the interviews, all participants were asked to sign a written informed consent. All participants were aware/understood that their
participation was voluntary and free to withdraw from the study at any time. All participants also agreed to review the verbatim transcript of
their interview. The study also obtained approval from the National University of Malaysia ethical review board (Code: UKM/PPI/111/8/JEP-



Page 12/16

2019-584) and MOH Research and Ethics Committee (MREC), Ministry of Health Malaysia (Code: NMRR-18-3871-44034) before the
interviews.

Consent for publication
The consent for publication was obtained from the Director-General of Health, Ministry of Health, Malaysia.

Con�icting interest
No potential con�ict of interest reported by the authors.

Author details
1Department of Community Health, Faculty of Medicine, National University of Malaysia

2Family Health Development Division, Ministry of Health Malaysia

References
1. World Health Organisation. Noncommunicable diseases country pro�les 2014 [Internet]. Geneva, Switzerland; 2014. Available from:

https://www.who.int/nmh/publications/ncd-pro�les-2014/en/. Accessed July 2020.

2. National Health Institute Malaysia. National Health and Morbidity Survey 2015 Volume 2 [Internet]. Putrajaya, Malaysia; 2015. Available
from: http://www.iku.gov.my/images/IKU/Document/REPORT/nhmsreport2015vol2.pdf. Accessed July 2020.

3. National Health Institute Malaysia. National Health and Morbidity Survey 2019 Vol 1 - Non-Communicable Diseases: Risk Factors and
other Health Problems [Internet]. 2019. Available from:
http://www.iku.gov.my/images/IKU/Document/REPORT/NHMS2019/Report_NHMS2019-HCD-eBook_p.pdf. Access July 2020.

4. Department of Statistics Malaysia. Malaysia’s Population Pyramid 2010 - 2040 [Internet]. Putrajaya, Malaysia; 2017. Available from:
https://www.dosm.gov.my/v1/index.php?
r=column/cdatavisualization&menu_id=WjJMQ1F0N3RXclNGNWpIODBDRmh2UT09&bul_id=a0ZQRGIrV3k1R0FJeDBCYnFUZVU4Zz09.
Accessed July 2020.

5. World Health Organisation. Universal Health Coverage (UHC) [Internet]. Geneva, Switzerland; 2019. Available from:
https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc). Accessed August 2020.

�. Harris MF, Advocat J, Crabtree BF, Levesque J-F, Miller WL, Gunn JM, et al. Interprofessional teamwork innovations for primary health
care practices and practitioners: evidence from a comparison of reform in three countries. J Multidiscip Healthc. 2016;9:35.
https://doi.org/10.2147/JMDH.S97371

7. Cheng J-M, Yuan Y-X, Lu W, Yang L. Primary health care in China: is China’s health reform reform for the whole nation? Prim Health Care
Res Dev. 2017;18(4):398–403. https://doi.org/10.1017/S1463423617000111

�. van Weel C, Turnbull D, Ramirez J, Bazemore A, Glazier RH, Jaen C, et al. Supporting health reform in Mexico: experiences and
suggestions from an international primary health care conference. Annals Family Med; 2016. doi:10.1370/afm.1942

9. Pesec M, Ratcliffe HL, Karlage A, Hirschhorn LR, Gawande A, Bitton A. Primary health care that works: the costa rican experience. Health
Aff. 2017;36(3):531–8. https://doi.org/10.1377/hlthaff.2016.1319

10. Noh KM. Primary health care reform in 1CARE for 1 Malaysia. Int J Public Heal Res Spec Issue 2011. 2011;50–6.

11. Summers A, Hu J, Berger L. Important role of family physicians in reporting communicable diseases: Outbreak of hepatitis A in a
kindergarten class. Can Fam Physician. 2018;64(10):742.

12. Lee JQ, Loke W, Ng QX. The Role of Family Physicians in a Pandemic: A Blueprint. In: Healthcare. Multidisciplinary Digital Publishing
Institute; 2020. p. 198. https://doi.org/10.3390/healthcare8030198

13. Leeder S, Corbett S, Usherwood T. General practice registrar education beyond the practice: The public health role of general
practitioners. Aust Fam Physician. 2016;45(5):266.

14. Williams A, Radford J, O’Brien J, Davison K. Type 2 diabetes and the medicine of exercise: The role of general practice in ensuring
exercise is part of every patient’s plan. Aust J Gen Pract. 2020;49(4):189.

https://doi.org/10.2147/JMDH.S97371
https://doi.org/10.1017/S1463423617000111
https://doi.org/10.3390/healthcare8030198


Page 13/16

15. Stanley R, Stanley L. Colorectal Cancer Screening: Role of Family Physicians. Tex Med. 2019;115(2):e1–e1.

1�. Sutaria S, Saxena S. How Can Family Physicians Contribute to Ending Childhood Obesity? Fam Med. 2019;51(4):308–10.

17. Lionis C, Midlöv P. Prevention in the elderly: a necessary priority for general practitioners. Eur J Gen Pract. 2017;23(1):203–8.
https://doi.org/10.1080/13814788.2017.1350646

1�. Safurah J, Nor A, Normi M, MuhamadIrfanYasin AU, Subashini A, Nazrila HN, et al. Working towards Universal Health Coverage through
the Family Doctor Concept in Malaysia. Int J Med Heal Sci. 2018;7(3):98–106.

19. Ng F, Smith GD, Ma CC, Li LW. Health Seeking Behaviour: Doctor Shopping. In: Primary Care Revisited. Springer; 2020. p. 241–52.
https://doi.org/10.1007/978-981-15-2521-6_15

20. Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process evaluation of complex interventions: Medical Research
Council guidance. bmj. 2015;350. https://doi.org/10.1136/bmj.h1258

21. Clarke GM, Conti S, Wolters AT, Steventon A. Evaluating the impact of healthcare interventions using routine data. bmj. 2019;365:l2239.
https://doi.org/10.1136/bmj.l2239

22. McLaughlin JA, Jordan GB. Using logic models. Handb Pract Progr Eval. 2004;2:7–32.

23. Davidoff F, Dixon-Woods M, Leviton L, Michie S. Demystifying theory and its use in improvement. BMJ Qual Saf. 2015;24(3):228–38.
http://dx.doi.org/10.1136/bmjqs-2014-003627

24. Family Health Development Division. Guideline for Implementation of Family Doctor Concept (FDC) in Health Clinics [Internet].
Putrajaya, Malaysia; 2016. Available from: http://fh.moh.gov.my/v3/index.php/component/jdownloads/send/40-sektor-polisi/573-gp-
fdc-2016?Itemid=0. Accessed August 2020.

25. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and
focus groups. Int J Qual Heal care. 2007;19(6):349–57. https://doi.org/10.1093/intqhc/mzm042

2�. Tongco MDC. Purposive sampling as a tool for informant selection. Ethnobot Res Appl. 2007;5:147–58.

27. Braun V, Clarke V. Successful qualitative research: A practical guide for beginners. sage; 2013.

2�. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3(2):77–101.

29. Campbell-Scherer D, Saitz R. Improving reporting and utility of evaluations of complex interventions. Royal Society of Medicine; 2016.
http://dx.doi.org/10.1136/ebmed-2015-110342

30. Petticrew M. When are complex interventions ‘complex’? When are simple interventions ‘simple’? Oxford University Press; 2011.
https://doi.org/10.1093/eurpub/ckr084

31. Tomoaia-Cotisel A, Scammon DL, Waitzman NJ, Cronholm PF, Halladay JR, Driscoll DL, et al. Context matters: the experience of 14
research teams in systematically reporting contextual factors important for practice change. Ann Fam Med. 2013;11(Suppl 1):S115–23.
https://doi.org/10.1370/afm.1549

32. May CR, Johnson M, Finch T. Implementation, context and complexity. Implement Sci. 2016;11(1):141. https://doi.org/10.1186/s13012-
016-0506-3

33. Taylor SL, Dy S, Foy R, Hempel S, McDonald KM, Øvretveit J, et al. What context features might be important determinants of the
effectiveness of patient safety practice interventions? BMJ Qual Saf. 2011;20(7):611–7. http://dx.doi.org/10.1136/bmjqs.2010.049379

34. Weiner SJ, Schwartz A, Weaver F, Goldberg J, Yudkowsky R, Sharma G, et al. Contextual errors and failures in individualizing patient
care: a multicenter study. Ann Intern Med. 2010;153(2):69–75. https://doi.org/10.7326/0003-4819-153-2-201007200-00002

35. Weiner SJ. Contextualizing medical decisions to individualize care. J Gen Intern Med. 2004;19(3):281–5.
https://doi.org/10.1111/j.1525-1497.2004.30261.x

3�. Anderson LM, Petticrew M, Rehfuess E, Armstrong R, Ue�ng E, Baker P, et al. Using logic models to capture complexity in systematic
reviews. Res Synth Methods. 2011;2(1):33–42. https://doi.org/10.1002/jrsm.32

37. Morestin F, Gauvin F-P, Hogue M-C. Method for synthesizing knowledge about public policies. National Collaborating Centre for Healthy
Public Policy; 2010.

3�. Madae’en S, Adeinat M. Importance of Input and Output Parameters in Analysing Economical Cost of Healthcare. J Bus Econ Res.
2018;7(6):212–7.

39. Fryer A-K, Tucker AL, Singer SJ. The impact of middle manager affective commitment on perceived improvement program
implementation success. Health Care Manage Rev. 2018;43(3):218–28.

40. Al-Hussami M, Hammad S, Alsoleihat F. The in�uence of leadership behavior, organizational commitment, organizational support,
subjective career success on organizational readiness for change in healthcare organizations. Leadersh Heal Serv. 2018;
https://doi.org/10.1108/LHS-06-2017-0031

https://doi.org/10.1080/13814788.2017.1350646
https://doi.org/10.1136/bmj.h1258
https://doi.org/10.1136/bmj.l2239
http://dx.doi.org/10.1136/bmjqs-2014-003627
https://doi.org/10.1093/intqhc/mzm042
http://dx.doi.org/10.1136/ebmed-2015-110342
https://doi.org/10.1093/eurpub/ckr084
https://doi.org/10.1186/s13012-016-0506-3
http://dx.doi.org/10.1136/bmjqs.2010.049379
https://doi.org/10.7326/0003-4819-153-2-201007200-00002
https://doi.org/10.1111/j.1525-1497.2004.30261.x
https://doi.org/10.1002/jrsm.32
https://doi.org/10.1108/LHS-06-2017-0031


Page 14/16

41. Yong-Hing CJ, Patlas MN. Diversity in Canadian Radiology: Success Requires Leadership Commitment. SAGE Publications Sage CA:
Los Angeles, CA; 2020. https://doi.org/10.1177/0846537120916069

42. Lee YK, Ng CJ. The state of shared decision making in Malaysia. Z Evid Fortbild Qual Gesundhwes. 2017;123:66–8.
https://doi.org/10.1016/j.zefq.2017.05.019

43. Uijen AA, Schers HJ, Schellevis FG, van den Bosch WJHM. How unique is continuity of care? A review of continuity and related
concepts. Fam Pract. 2012;29(3):264–71. https://doi.org/10.1093/fampra/cmr104

44. Cohen ZD, Ashar YK, Derubies RJ. Moving Beyond “One Size Fits All.” Evidence-Based Pract Action Bridg Clin Sci Interv. 2019;111.

45. Aarons GA, Sklar M, Mustanski B, Benbow N, Brown CH. “Scaling-out” evidence-based interventions to new populations or new health
care delivery systems. Implement Sci. 2017;12(1):111. https://doi.org/10.1186/s13012-017-0640-6

4�. Agurs-Collins T, Persky S, Paskett ED, Barkin SL, Meissner HI, Nansel TR, et al. Designing and assessing multilevel interventions to
improve minority health and reduce health disparities. Am J Public Health. 2019;109(S1):S86–93.

47. Pfadenhauer LM, Gerhardus A, Mozygemba K, Lysdahl KB, Booth A, Hofmann B, et al. Making sense of complexity in context and
implementation: the Context and Implementation of Complex Interventions (CICI) framework. Implement Sci. 2017;12(1):21.
https://doi.org/10.1186/s13012-017-0552-5

4�. Xie Z, Or C. Associations between waiting times, service times, and patient satisfaction in an endocrinology outpatient department: A
time study and questionnaire survey. Inq J Heal Care Organ Provision, Financ. 2017;54:0046958017739527.
https://doi.org/10.1177/0046958017739527

49. Al-Harajin RS, Al-Subaie SA, Elzubair AG. The association between waiting time and patient satisfaction in outpatient clinics: �ndings
from a tertiary care hospital in Saudi Arabia. J Family Community Med. 2019;26(1):17. doi: 10.4103/jfcm.JFCM_14_18
PMCID: PMC6335837 PMID: 30697100

50. Tranberg M, Vedsted P, Bech BH, Christensen MB, Birkeland S, Moth G. Factors associated with low patient satisfaction in out-of-hours
primary care in Denmark-a population-based cross-sectional study. BMC Fam Pract. 2018;19(1):15. https://doi.org/10.1186/s12875-
017-0681-6

51. Ahmad BA, Khairatul K, Farnaza A. An assessment of patient waiting and consultation time in a primary healthcare clinic. Malaysian
Fam physician Off J Acad Fam Physicians Malaysia. 2017;12(1):14. PMCID: PMC5420318 PMID: 28503269

52. Ministry of Health Malaysia. National Health and Morbidity Survey (NHMS) 2015: Reported satisfaction with public and private clinics
[Internet]. 2015. Available from: https://www.moh.gov.my/moh/resources/NHMS2015-VolumeIII.pdf

53. National Health Institute Malaysia. National Health Morbidity Survey - Vol 2 : Healthcare Demand [Internet]. 2019. Available from:
http://www.iku.gov.my/images/IKU/Document/REPORT/NHMS2019/Report_NHMS2019-HCD-eBook_p.pdf. Accessed July 2020.

54. Riedl D, Schüßler G. The in�uence of doctor-patient communication on health outcomes: a systematic review. Z Psychosom Med
Psychother. 2017;63(2):131–50. https://doi.org/10.13109/zptm.2017.63.2.131

55. Ministry of Health Malaysia, Harvard T.H. Chan School of Public Health. MHSR Report on Health Service Delivery [Internet]. 2016.
Available from: https://www.moh.gov.my/moh/resources/Vol_1_MHSR_Contextual_Analysis_2016.pdf. Accessed September 2020.

5�. Ministry of Health Malaysia, Harvard T.H. Chan School of Public Health. MHSR Report on Health Care Utilization and Equity [Internet].
2016. Available from: https://www.moh.gov.my/moh/resources/Vol_1_MHSR_Contextual_Analysis_2016.pdf. Accessed September
2020.

57. Croke K, Mohd Yusoff MB, Abdullah Z, Mohd Hana�ah AN, Mokhtaruddin K, Ramli ES, et al. The political economy of health �nancing
reform in Malaysia. Health Policy Plan. 2019;34(10):732–9. https://doi.org/10.1093/heapol/czz089

5�. Tabrizi JS, Azami-Aghdash S, Gharaee H. Public-Private Partnership Policy in Primary Health Care: A Scoping Review. J Prim Care
Community Health. 2020;11:2150132720943769. https://doi.org/10.1177/2150132720943769

Figures

https://doi.org/10.1177%2F0846537120916069
https://doi.org/10.1016/j.zefq.2017.05.019
https://doi.org/10.1093/fampra/cmr104
https://doi.org/10.1186/s13012-017-0640-6
https://doi.org/10.1186/s13012-017-0552-5
https://doi.org/10.1177%2F0046958017739527
https://dx.doi.org/10.4103%2Fjfcm.JFCM_14_18
https://www.ncbi.nlm.nih.gov/pubmed/30697100
https://doi.org/10.1186/s12875-017-0681-6
https://www.ncbi.nlm.nih.gov/pubmed/28503269
https://doi.org/10.13109/zptm.2017.63.2.131
https://doi.org/10.1093/heapol/czz089
https://doi.org/10.1177%2F2150132720943769


Page 15/16

Figure 1

Research process
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Figure 2

Clustering the themes


