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FROM THE CEO
Assalamualaikum wrt. wbrkt. and Salam
Sejahtera,
We pray that you are in the best of health.
ProtectHealth
Corporation
Sdn.
Bhd.
(ProtectHealth) has earlier this year been
appointed as the implementer of the Private
Medical Practitioner participation for Program
Imunisasi COVID-19 Kebangsaan (PICK) to
fight the COVID-19 virus. This appointment
came given ProtectHealth experience in
Strategic Purchasing, our strong relationship
with the private sector and our purpose in
elevating the health conditions, especially of
citizens from the lower B40 population.
In 2019 and 2020, ProtectHealth has been
administering the Skim Peduli Kesihatan
untuk Kumpulan B40 (PeKa B40) from an
infant to a capable company. As Ministry of
Health’s (MOH’s) not-for-profit company, we
play a critical role in ensuring the extension
of help and assistance are implemented in
an efficient and proper manner. As such,
ProtectHealth has developed a proprietary
software as the core brain of our PeKa
B40, with in-house capabilities that can do
strategic purchasing, claims management,
medical audit and analytics, helpdesk, and
support, including outreach communications
both on the ground and via social media. We
believe that this is our first achievement and
success.
Secondly, we are the first buyer in the country
that has successfully purchased services
from both public and private providers,
with PeKa B40 benefits discharged through
providers from 1,899 General Practitioners
(GPs), 182 lab partners, 893 Klinik Kesihatan

DR. ANAS ALAM FAIZLI
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(KK) and 145 MOH Hospitals. From this successful
strategic collaboration as part of PeKa B40 Benefit
1, we have as of 31st December 2020, screened
over 460,000 beneficiaries. Through that, we have
diagnosed over 135,000 cases of newly diagnosed noncommunicable diseases (NCDs). This contributes to
massive cost savings for the nation via early treatment
and prevention of complications, making it our third
success.
ProtectHealth has also saved an estimated 38.7% of
cardiac stent cost through price negotiation for DrugEluting Stent (DES), which is a part of our PeKa B40
Benefit 2. This is just the beginning, and we will continue
our efforts to reduce the cost of healthcare on behalf
of the Government. As we soldier on, ProtectHealth will
continue to strengthen our fundamentals, strive to build
our capabilities, keep true to its founding mandate and
fully optimise digital technologies in delivering PeKa
B40.
Lastly and most importantly, my personal aspiration
and vision is for ProtectHealth to ensure that future
generations will inherit a healthier Malaysia!
Thank you.
“Lebih PeKa, Lebih Cakna”
DR. ANAS ALAM FAIZLI
Chief Executive Officer
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AT A GLANCE
15 April 2019 to 31 December 2020

BENEFIT 1

BENEFIT 2

Health Screening

Health Aid

Of those B40 population

Of those screened

attended the first visit
health screening

beneficiaries claimed for HA
(22,251 applications)

attended the second visit
health screening

approved HA claims
(18,623 applications)

total paid for Health Screening

total paid for Health Aid

457,462

422,303 (92.3%)
RM38.5 Mill

17,213 (84.3%)
RM20.9 Mill

BENEFIT 3

BENEFIT 4

Completing Cancer
Treatment Incentive

Transport Incentive

Of those screened

Of those screened

beneficiaries claimed for CCTI
(5,357 applications)

beneficiaries claimed for TI
(15,956 applications)

Approved CCTI claims
(4,258 applications)

Approved TI claims
(14,192 applications)

total incentive paid for Completing
Cancer Treatment Incentive

total incentive paid for Transport
Incentive

4,326

3,396 (78.5%)
RM1.6 Mill

14
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8,667

7,766 (89.6%)
RM1.5 Mill

Newly Diagnosed NCDs

1.5% of beneficiaries have newly
diagnosed depression.

0.6% of beneficiaries have
newly diagnosed anxiety.

Pe K a B40 REPORT 2019-2020
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EXECUTIVE SUMMARY
Skim Peduli Kesihatan untuk Kumpulan B40 (PeKa B40) is an initiative to address the growing burden of
NCDs, specifically among the lower-income population. The primary aim is for early detection of NCDs
and early intervention. The main focus of this initiative is on the primary and secondary level of prevention
strategies through four healthcare benefits; Health Screening (HS), Health Aid (HA), Completing Cancer
Treatment Incentive (CCTI) and Transport Incentive (TI).  
In 2020, about 4.4 million from the B40 population in the age group of 40 years and above were listed with
Inland Revenue Board as Bantuan Sara Hidup (BSH) recipients and were eligible for PeKa B40 benefits.
Since the take-off in April 2019, a total of 457,462 beneficiaries have been screened, of which 422,303
(92.3%) have completed the second visit. The total cost paid for HS in 2019 and 2020 were RM9.1 million
and RM16.2 million, respectively. The total cost paid for private lab services in 2019 and 2020 were RM4.5
million and RM8.7 million, respectively. The male to female ratio was almost 1:1, and it covers all ethnic
compositions and from all states. Some states in the Northern Region had achieved the targeted number
of screenings for a year.
The number of beneficiaries screened increased exponentially since its launch, with a peak in December
2019. However, it dropped dramatically during the first quarter of 2020. The COVID-19 pandemic had a
significant impact on the number of visits for HS. The drop was even more profound after the enforcement
of the Movement Control Order (MCO) on 18th March 2020.
The overall prevalence of current smokers was 10%, which was lower than the prevalence reported by
National Health and Morbidity Survey (NHMS) 2019. However, it was apparently high among males, with
the gender-specific prevalence of 24% vs 1% among females.  Meanwhile, 14% of beneficiaries, especially
among younger age groups and women, were obese. On the other hand, 15% of the elderly were underweight,
which needed to be addressed.   
The common existing morbidities were NCDs such as hypertension (HPT), hypercholesterolemia (HCL)
and diabetes mellitus (DM), with the prevalence of 56.2%, 42.2% and 31.6%, respectively. A significant
proportion during the HS were newly diagnosed NCDs. The proportion of newly diagnosed DM, HPT, HCL,
anxiety and depression were 10.4%, 13.8%, 29.8%, 0.6% and 1.5%, respectively.
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Similarly, the trend for Benefit 2 showed that HA applications were increasing but dropped during the first
quarter of 2020 and the MCO period. The highest number of HA applications were from the Northern
Region. The most common HA items were Intraocular Lenses (IOLs), hearing aids and cardiac stent with
the applications at 43.5%, 19.0% and 10.7%, respectively. The total cost paid for HA was RM1.8 million in
2019 and RM19 million in 2020. A total of 4,326 beneficiaries applied for CCTI, which constituted 5,357
total claims applications, whereby 4,258 applications were approved. The total cost paid was RM0.4 million
in 2019 and RM1.2 million in 2020. TI claims were tied together to either HA or CCTI. A total of 8,667
beneficiaries applied for TI, of which 7,766 were approved. The total cost paid for TI in 2019 and 2020 were
RM0.6 million and RM0.9 million, respectively.
PeKa B40 promoted public-private partnership in the provision of healthcare. Over a period of one year and
nine months, a total of 1,899 GPs and 893 Government Health Clinics/Klinik Kesihatan (KKs) registered
as service providers. The lab investigations were supported by 182 private and public laboratories. The
highest number of GPs registered are in the Selangor state. However, the coverage was still low due to
high population density in addition to the existence of funding from other schemes such as Peduli Sihat
Selangor, which also offered treatment packages. The highest number of KK involvement was in Sarawak,
where KKs mostly served the remote and sparse population areas.
In summary, since the start of the PeKa B40 initiative in 2019, about 10% of total BSH aged 40 and above
have been screened based on the budget allocated. PeKa B40 scheme had successfully detected a
significant percentage of newly diagnosed NCDs and poorly controlled existing illnesses, which prompted
the early intervention of the disease. Early treatment for NCDs will hinder the disease progression and
prevent complications, which can jeopardise the individual’s quality of life with a higher cost for treatment.
In other words, PeKa B40’s ultimate goal is to improve the quality of life of the B40 population via disease
prevention, early treatment of NCDs and prevention of disease complications towards a productive, healthy
living for a better Malaysia.
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1

BAC K G R O UN D

CHAPTER 1: BACKGROUND
Skim Peduli Kesihatan untuk Kumpulan B40 (PeKa B40) is a government initiative via the Ministry of Health (MOH)
as part of its efforts to address the growing burden of non-communicable diseases (NCDs). PeKa B40 is an
initiative carried out by ProtectHealth Corporation Sdn. Bhd. (ProtectHealth), a not-for-profit company under MOH.
The focus of PeKa B40 is to reduce the burden of NCDs through early screening and treatment with an objective
to expand access to quality health care. This, in return, will reduce the cost of living and the wellbeing of the target
population. At the same time, the PeKa B40 initiative aims to strengthen public-private partnership while prioritising
primary health care.
PeKa B40 was founded based on the following findings:
1.

47.6% of the B40 aged 40 and above suffer from at least one NCD that has not yet been diagnosed. (Institute
for Public Health, 2015)

2.

3 out of 10 adults suffer from mental health problems. The B40 group records a higher rate than the non-B40
group with 32% vs 28%. (Institute for Public Health, 2015)

3.

Cancer prevalence is increasing as 60% of cases are detected at late stages, when the chance for recovery is
very low. (National Cancer Institute, 2017)

4.

Many patients do not comply with or complete their cancer treatment plan. When their cases are presented
to the hospital at a very late stage, it reduces the chances of recovery and subsequently increases the cost of
treatment.

5.

Although the government heavily subsidises treatment in MOH hospitals, some of the costs of medical
equipment are still borne by the patient, such as the costs for cardiac pacemakers, spinal implants, etc. This
can be a financial burden to the lower-income population.

6.

Many underprivileged patients, especially in the rural areas, do not follow through with their treatments due to
financial constraints, which hinder them from paying for transportation.

18
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With the initial budget allocation of RM20 million in 2019, the pioneer project began and was estimated to sustain
200,000 recipients in the target population across Malaysia. It is offered to Malaysian citizens in the bottom 40%
of the household income range. When the scheme was launched on15 April 2019, the primary focus was those
aged 50 and above, which later expanded to 40 years and above in January 2020. There are four benefits offered:
1. Health Screening (HS)
2. Health Aid (HA)
3. Completing Cancer Treatment Incentive (CCTI)
4. Transport Incentive (TI)
The eligible beneficiaries can go for screening at either Government Health Clinics/klinik kesihatan (KKs) or GP
clinics. Once screening is done, beneficiaries are eligible for other benefits, including Benefit 2 (Health Aid/HA) with
a lifetime limit of RM20,000, Benefit 3 (Completing Cancer Treatment Incentive/CCTI) if beneficiaries are verified
as cancer patients and have completed the treatment plan in MOH Hospitals, and Benefit 4 (Transport Incentive/
TI) if beneficiaries are eligible for Benefit 2 and Benefit 3. Over 100,000 people were screened within six months of
the scheme’s launch in mid-April 2019.
The GPs and private laboratories are contracted to do the screening, especially in the urban areas where there is an
abundance of GPs available. For more rural areas, KK, which is the public sector’s primary care provider, is recruited
to screen these beneficiaries, where blood and urine samples are sent to the nearest private laboratories available.
There is no registration needed for PeKa B40. Once beneficiaries are eligible for BSH under Lembaga Hasil Dalam
Negeri (LHDN) and at the age of 40 years and above, both recipients and their spouses are automatically eligible for
PeKa B40 benefits. However, the screening is a prerequisite for other benefits offered under PeKa B40.
The purpose of this report is to document the progress and achievements of the PeKa B40 scheme from 20192020.

PeKa B40 Scheme
PeKa B40 scheme is a government initiative to boost the health of lower-income
population in the bottom 40% of household income. With an initial budget
allocation of RM20 million, it is expected to sustain about 200,000 recipients
through four benefits offered; Health Screening (HS), Health Aid (HA), Completing
Cancer Treatment Incentive (CCTI) and Transport Incentive (TI).
Pe K a B40 REPORT 2019-2020
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2

METHO DO LOGY

CHAPTER 2: METHODOLOGY
2.1 Data Source and Data Management
The source of data is mainly from the PeKa B40 Information Technology (IT) system/Benefit Management
System (BMS).

2.2 Variables Definitions
Some existing and generated variable definitions are:

Diagnosis
Diagnosis as written by the attending doctors regardless of with or without lab data availability.

NCDs
Non-communicable diseases (NCDs) in this context are referring to five priority diseases:
a) Diabetes Mellitus (DM)
b) Hypertension (HPT)
c) Hypercholesterolemia (HCL)
d) Anxiety
e) Depression

Newly diagnosed NCD criteria (New diagnosis)
•
•
•
•
•

New DM – No existing DM, and HbA1c is ≥ 6.3%
New HPT – No existing HPT, and systolic blood pressure is ≥ 140 and/or diastolic ≥ 90
New HCL – No existing HCL, and total cholesterol (TC) level is ≥ 5.2
Anxiety – No existing mental illness, and Generalised Anxiety Disorder (GAD) score is ≥ 10
Depression – No existing mental illness, and Patient Health Questionnaire (PHQ) score is ≥ 10

Metabolic Equivalent of Task (MET)
The MET was used to calculate the level of physical activity of the beneficiaries.
a) Active
i. Vigorous for at least three days, and achieves 1500 MET/3 days, or
ii. More than seven days with any combination of walking/moderate/vigorous activity and achieves
3000 MET/week
b) Minimally Active
i. More than three days of vigorous activity of at least 20 minutes/day, or
ii. More than five days of moderate activity/walking of at least 30 minutes/day, or
iii. More than five days with any combination of walking/moderate/vigorous activity and achieves at
least 600 minutes/week
c) Inactive – this is the lowest physical activity. Those individuals who do not meet the criteria for
categories (a) or (b) are considered “insufficiently active”.

20
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2.3 Statistical Method
Data management is mostly carried out by using the STATA statistical package version 13. The descriptive
analysis comprised calculation of frequency, fractions, rates, measures of central tendencies and dispersion.
The significant association between categorical variables is tested by the chi-square test. The alpha (α)
value of 0.05 is taken as the critical limit for rejecting the null hypothesis.

Calculation of the prevalence of disease
Prevalence is defined as the proportion of existing and newly diagnosed NCD among the PeKa B40
beneficiaries and presented as a percentage. The “study population” in this context is the PeKa B40
beneficiaries who have attended the first health screening (HS1).

Prevalence of disease =

The number of existing disease + newly diagnosed disease
Total number of beneficiaries who attended HS1

×100%

The results are presented in the form of tables and charts. Some numeric variables such as HbA1c level and
blood pressure are visualised with a box and whiskers plot to assess the skewness and extreme outliers
of the data. The extreme outliers were validated to find the possibility of typos, wrong column entries or
possibly authentic results. The outliers were treated accordingly.
This report documented the PeKa B40 programme statistics over one year and nine months of the first and
second year of its implementation. Analysed data were between 15th April 2019 to 31st December 2020
using a dataset downloaded from the BMS on 1st February 2021.
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SO C I O -DE MOGRA PH IC

CHAPTER 3: SOCIO-DEMOGRAPHIC
3.1 Introduction
This chapter describes the socio-demographic characteristic of the BSH and the attributes of PeKa B40
beneficiaries. The descriptions are in terms of the proportion of total BSH populations, geographical
distributions and other characteristics, including gender, age groups and ethnicity.

3.2 Socio-Demographic Background of BSH Beneficiaries
Data of eligible beneficiaries were obtained from LHDN. These are the population approved for BSH in
2019. A total of 4.4 million beneficiaries and their spouses aged 40 years old and above were approved in
2019.
During the initial phase of PeKa B40 scheme implementation in 2019, it targeted beneficiaries aged 50
and above. There was a total of about 3.9 million beneficiaries aged 50 and above, which comprised
approximately 86.7% of the total BSH population.
Since January 2020, the scheme had been expanded to include those aged 40 years old and above. There
was a total of 4.4 million of the BSH population aged 40 years and above (applicants + spouses), which
is about 14.1% of the total Malaysian population. The distribution by states varies between 2% to 20%,
whereby a higher proportion was from states in the Northern and East Coast Regions.
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Table 1: Socio-Demographic Background of BSH Recipient Registered in 2019 Eligible for the PeKa B40 Scheme

State
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3.3 Socio-Demographic Background of PeKa B40 Beneficiaries
A total of 457,462 beneficiaries have been screened for the first time (HS1), of which 422,303 (92.3%)
completed the second visit (HS2). The biggest proportion, 38.9% of the beneficiaries, were aged between
60-69 years old, followed by those aged 50-59 years old (28.0%). The gender ratio of PeKa B40 is nearly 1:1.
The ethnic patterns were similar to the nation’s ethnic composition, in which the Malays made up the
biggest proportion, followed by the Chinese and the Indians with a proportion of 50.7%, 23.8% and 10.7%,
respectively. The remainders consist of indigenous Sabah, Sarawak, Orang Asli and others (refer to Table 2).
Table 2: Socio-Demographic Background of Beneficiaries Based on the First and Second Visit of HS

Note: The numbers for state are based on beneficiaries’ address
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3.4 Summary
About 4.4 million of the B40 population aged 40 years old and above, which constitute about 13.6% of the
total population, were approved by LHDN for BSH. Since the start of the PeKa B40 scheme till 31 Dec 2020,
it has successfully screened for NCDs for about 10% of the BSH population.

Highlights
In 2019/2020 about 4.4 million BSH beneficiaries aged 40 years old and above,
which comprised 13.6% of the total Malaysian population, were eligible for the
PeKa B40 benefits. Since the start of this scheme, 457,462 (10%) of the BSH
population has been successfully screened.
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CHAPTER 4: BENEFIT 1 - HEALTH SCREENING (HS)
4.1 Introduction
All beneficiaries are subjected to HS. It is a compulsory requirement before they are eligible for other
benefits offered. The HS was carried out by the attending doctors, either GPs or doctors at government
health clinics or hospitals. The HS protocols are comprehensive, covering:

1. History taking
2. Physical examination
a) Body Mass Index (BMI) Assessment
b) Blood pressure measurement
c) Digital Rectal Examination (DRE)
d) Clinical Breast Examination (CBE)
e) Chest and abdomen examination
f)  Other signs of illness

3. Mental state assessment using validated
assessment tool, i.e.
a) GAD
b) PHQ

4. Blood and urine examination
a) UFEME
b) HbA1c
c) Lipid profile
d) Renal profile
e) Liver profile

The beneficiaries were required to attend the clinic session twice. The first session (HS1) consists of all the
documentation for items 1 to 4 above and lab sample collection (blood and urine samples). The second
visit (HS2) is a follow-up visit to review the lab results, undergo consultation and referral if there is an
indication for the beneficiaries to have further management.

4.2 Trend of Health Screening (HS)
All PeKa B40 beneficiaries are required to go for HS. It is to allow beneficiaries to apply for Benefits 2, 3 and
4. From 15th April 2019 till 31st Dec 2020, a total of 457,462 beneficiaries had been screened (HS1). The
attendance for HS were increasing at all facilities; KKs, GPs and hospitals. The upward trend was evident,
especially between April 2019 and December 2020.
However, there was a sudden drop in the number of beneficiaries screened (about 34% drop) at GPs in
January 2020 as compared to December 2019. Even though the number seemed to be picking up in
February 2020, it started declining dramatically since the first reported case of COVID-19 in Malaysia on
24th February 2020 due to the scare of the COVID-19 epidemic. The number dramatically dropped since
the COVID-19 pandemic was declared by WHO and the enforcement of the MCO on 18th March in Malaysia
(refer to Figure 1). Fortunately, the screening number gradually picked up during the Conditional Movement
Control Order (CMCO).
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Figure 1: Number of Beneficiaries Screened at General Practitioner (GP) Clinic and Klinik Kesihatan (KK)

4.3 Medical History
Traditionally, health screening begins with history taking. Based on the medical history, only 27% of the
beneficiaries did not report a prior history of any illness. In general, HPT is the main pre-existing disease
(57%), followed by HCL, DM and heart disease, with 43%, 32% and 6%, respectively. A similar pattern was
observed among both genders (refer to Table 3).
Among those with no previous medical history, 34% were aged 50-59 years old, followed by 60-69 (23%) and
70 years and above (18%) (refer to Table 4). By ethnicity, indigenous Sarawak has the highest prevalence for
both HPT (64%) and HCL (44%), followed by the Malays (59% and 44% respectively) and the Chinese (55%
and 43% respectively) (refer to Table 5).
Table 3: Prevalence of Existing Medical Disease by Gender for PeKa B40 Beneficiaries Apr 2019 – Dec 2020, Based on Medical History

Age-group 40 years and above
%* Percentage out of male gender
%** Percentage out of female gender
%*** Percentage out of the total population
One beneficiary may have more than one disease
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Table 4: Age-Specific Prevalence of Existing Medical Disease by Age Group for PeKa B40 Beneficiaries

19,109

50%

42,769

34%

40,107

% * Percentage out of age group
% ** Percentage out of the total population
*** Total Female Population=262,481
One beneficiary may have more than one disease

Table 5: Prevalence of Existing Diseases by Ethnicity for PeKa B40 Beneficiaries

%* Percentage out of the ethnic group
%** Percentage out of the total population
*** Total Female Population=262,481
One beneficiary may have more than one disease
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23%

19,570

18%

121,555

27%

4.4 Physical Examination
4.4.1 General Examination
The general examination is part of the routine physical examination by doctors. The assessment includes
general appearance, an examination of height and weight to assess BMI (described in detail in sub-section
Risk factors on page 33). The examination of respiratory and cardiovascular systems was also included.
The result of blood pressure examinations is illustrated in subsection HPT on page 59.

4.4.2 Digital Rectal Examination (DRE)
The DRE is a physical examination for both men and women for suspicion that warrants further
investigations for certain cancers such as prostate cancer among men and other health problems such as
a rectal tumour. DRE is performed as part of the health screening package, especially if the individual has
some indications. Among the indications for DRE include:
•
•
•
•
•
•

Nocturia (male only)
Difficult starting urination (hesitancy) (male only)
Weak flow or poor stream (male only)
Dribbling after urination (male only)
Haematuria (male only)
Blood in semen (male only)

•
•
•
•
•

Abdominal pain (male & female)
Change in bowel habit (male & female)
Rectal bleeding (male & female)
Anorectal pain (male & female)
Anorectal mass (male & female)

However, all beneficiaries are advised to perform DRE regardless of the presence or absence of any of the
above symptoms. Overall, only 7.5% of beneficiaries did not consent to DRE. Among those who consented
to DRE, 98.5% did not have any of the above symptoms. On the other hand, 24.1% of those with at least
one indication did not agree to perform DRE. Based on the results, males with at least one indication have a
higher tendency to disagree for DRE (58%) compared to females (50%). A similar pattern was seen in both
genders with no indication (refer to Figure 3).
A total of 2,041 (0.6%) of those who agreed to DRE were found to have some abnormal findings, which
needed to be referred for further assessment. About 88% of the abnormal findings were among males, and
12% were females. About 127 (6.2%) of those with no indications were found to have abnormal findings,
whereas about 2,783 (0.9%) of those with indications were found to have no abnormal findings.
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90%

94%

Figure 2: The Percentage of Beneficiaries that Consented for DRE

Figure 3: The Proportion of Beneficiaries with or without Indication and Consent for DRE

310,242
98.5%

4,697
1.5%

No indication

3,009
1.0%

2 indications

960
0.3%
728
0.2%

Figure 4: Total Indications Among Those Who Consented for DRE
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1 indication

>2 indications

4.5 Clinical Breast Examination (CBE)
CBE is performed among females as part of the breast cancer screening for PeKa B40 beneficiaries.
Some of the risk factors of breast cancer are assessed through the HS questionnaire. Figures 5 and 6
below list the risk factors and their prevalence among PeKa B40 female beneficiaries. The most common
breast cancer risk factors among the female beneficiaries were not breastfeeding (15.0%), followed by late
menopause (14.1%) and Oral Contraceptives Pills (OCPs) consumption (10.9%). Only 1.6% had a family
history of breast cancer.
About 124,622 (47%) of total female beneficiaries had at least one risk factor for breast cancer. Overall,
166,950 (64%) of the beneficiaries consented for CBE, which among those, 79,445 (48%) had at least one
of the risk factors. Among those with at least one risk factor, 1,423 (1.8%) had at least one abnormal finding.
On the other hand, among those with no risk factor, 809 (0.9%) had at least one abnormal finding.

35,396
15.0%

31,745
14.1%

28,500
10.9%

26,135
10.0%

22,516
8.6%

4,190
1.6%

Figure 5: The Prevalence of Common Risk Factors for Breast Cancer Among Females

Figure 6: The Proportion of Abnormal CBE Findings Among Females
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4.6 Diagnosis
The most common diagnosis recorded from the HS was HCL, where 69% of the beneficiaries screened
were either a known case or newly diagnosed with HCL. This is followed by HPT (62%) and DM (39%).

Figure 7: Top 10 Most Common Diseases
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4.7 Referral
In the guideline of health screening as stated in the Standard Operating Procedure (SOP), which was aligned
with the Clinical Practice Guideline (CPG), the attending doctors are responsible for referring the patients
for treatment when there is an indication based on their clinical judgement.

4.8 Risk Factors
Obesity is defined as those with a BMI of 30 and above. In general, about 14% of the beneficiaries were
obese. The male to female ratio of obesity is nearly 1:2, where the incidence is double among the females.
The prevalence was higher among the younger age group, i.e., 29% of those aged 40-49 years old vs 10%
among 70 years and above. On the other hand, the prevalence of underweight with BMI <20 among the
elderly (age group of 70 and above) was relatively high compared to other age groups. This age group
constitutes 15% of the beneficiaries (refer to Table 6). This possibly indicates malnourishment amongst the
elderly age group, which may require intervention.
The prevalence among the ethnic group varies between 11% and 24%. The lowest prevalence is observed
among the Chinese and highest among the Indians and Orang Asli (Peninsular). The prevalence among the
states varies between 15% and 30%, with WP Putrajaya recording the highest rate of obesity, followed by
Melaka 27%, and the lowest rate was Kelantan and Pulau Pinang at 15% (refer to Table 6).
The level of physical activity is calculated based on the Metabolic Equivalent of Task (MET), which is a ratio
of working metabolic rate relative to resting metabolic rate. The physical activity was low, whereby less
than 10% of both males and females were physically active. The majority were only minimally active (refer
to Table 7).
The overall prevalence of current smokers was 10% of total beneficiaries, which is relatively low. However,
it was apparently high among males, with a gender-specific prevalence of 24% vs 1% among females.
The highest age-specific prevalence was among the younger age group, with 14% among those aged
40-49 years old. Indigenous Sabah recorded the highest ethnic-specific prevalence of 13% vs the lowest
prevalence among indigenous Sarawak and Indians at 8%. The prevalence among the states did not vary
significantly, with the minimum state-specific prevalence of 9% and maximum state-specific prevalence of
14% (refer to Table 8).
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Table 6: Prevalence of Obesity Among PeKa B40 Beneficiaries

Obesity = BMI ≥ 30
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Table 7: Prevalence of Physical Activity (Based on MET Score) among PeKa B40 Beneficiaries
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Table 8: Prevalence of Current Smokers Among PeKa B40 Beneficiaries
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4.9 Summary
Over the period of one year and nine months, the scheme had successfully screened
457,462 beneficiaries. Since the start of this scheme, the trend was increasing in terms  
of the number of beneficiaries being screened monthly until the interruption by the MCO
due to the COVID-19 pandemic. Based on past medical history, the common existing
NCDs among the beneficiaries were HPT (57%), HCL (43%) and DM (32%). About 1% of
the beneficiaries were having some form of mental illness.
In terms of risk factors, high prevalence of current smokers among males, although the
overall prevalence was relatively low. The rate of obesity with a BMI of 30 and above
was high, especially among females and the younger age group. A higher rate of low
BMI of below 20, possibly an indication of malnourishment, among the elderly aged 70
and above.
Having the DRE and CBE in the health screening package is an added value. DRE yields
about 0.6% abnormal findings.
Almost 48% of women have at least one risk factor for breast cancer, and CBE yields
about 1.8% of abnormal findings among those with risk factors that need further
investigation.  
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Highlights
Since the start of the PeKa B40 scheme, it has successfully screened for NCDs
of 10% (457,462) of the BSH population, despite the Movement Control Orders
due to the COVID-19 pandemic which affected the trend. The prevalence of
lifestyle-related risk factors calls for interventive action. Almost 50% were
obese, with a higher prevalence among females and those with low physical
activity. Although the overall prevalence of current smokers was relatively low,
the number of smokers among the male beneficiaries was still high despite the
high cigarette cost.
Understanding the magnitude of risk factors among the B40 population allows
better planning, policy-making and customised intervention. Through health
screening, we now have a better understanding of the magnitude of risk factors
and NCDs among the B40 population.
Similar to the general population, the prevalence of HCL, HPT and DM are
among the most common NCDs and about 13% had chronic renal disease.
Having DRE and CBE in the health screening package is an added value. The
aim is for the early detection of breast cancer, rectal cancer and other related
abnormalities. These are common cancers among Malaysians. Other than
cancers, DRE also detects other conditions such as masses and haemorrhoids,
which need further clinical assessment and plan for treatment.
The value of having this health screening is that it helps detect diseases
at early stages and allows for early intervention. Thus, it may prevent the
progression of disease into undesirable complications. Those with abnormal
findings were referred to a government facility (either a KK or Hospital) for
further assessment and treatment.
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CHAPTER 5: BENEFIT 2 - HEALTH AID (HA)
5.1 Introduction
There are ten types of HA categories covered under the PeKa B40 scheme. It can be further sub-categorised
into surgical and non-surgical items:

1) Surgical items
a) Cardiac stent
b) Intraocular lens (IOL)
c) Joint arthroplasty
d) Limb prosthesis and orthosis (certain list   
     of items)
e) Pacemaker
f)  Spinal surgery prosthesis and implant

2) Non-surgical items
a) Breathing machine and oxygen concentrator
b) Hearing aid
c) Limb prosthesis and orthosis (certain list of
iitems)
d) Nutritional support
e) Wheelchair

5.2 Trend of HA Applications
The trend of HA applications was increasing till March 2020. The trend began to decrease dramatically,
mainly contributed by the MCO due to the COVID-19 pandemic. However, the trend started to gradually pick
up again after the end of the MCO in June 2020 (refer to Figure 8).

Figure 8: The Overall Trend of HA Application
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5.3 HA Application by Item Type
A total of 22,251 HA applications were received between that period, with a total of 18,623 (83.7%)
applications with quotations approved (status awarded). IOL contributed to nearly half (43.5%) of the total
applications, followed by hearing aid and cardiac stents, with 19.0% and 10.7%, respectively (refer to Table
9).
Table 9: Types of HA and Number of Applications Awarded by Year

Figure 9: HA Application by Treatment Type
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5.4 Hospitals Utilising HA Benefit by State
The highest percentage of HA applications were from the Northern region (36.0%), which majority were
from Kedah and Perak, with 15.7% and 12.3% of total applications, respectively. Meanwhile, 22.1% of total
applications were from the Central Region, with Selangor recording the highest applications (10.4% of
total). 14.3% of total applications were from East Malaysia, of which 7.6% were from Sabah, and 6.7%
were from Sarawak. 13.9% of total applications were from the Eastern region, with Kelantan recording the
highest number of applications (8.5%). Lastly, 13.6% of the total application were from the Southern region,
of which the majority of applications were from Johor (10.4%) (refer to Figure 10).
Overall, the top 5 states which utilised the HA were:
1. Kedah (15.7%)
2. Perak (12.3%)
3. Selangor (10.4%)
4. Johor (10.4%)
5. Kelantan (8.5%)

Pulau Pinang

Number of HA Application by Region and State

Figure 10: Percentage of HA Application by Region and State
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5.5 Summary
Since the start of the PeKa B40 scheme, the trend of HA applications has been increasing. The most
common HA application was IOL, followed by hearing aid and cardiac stent. Furthermore, the trend of HA
applications was largely affected by the COVID-19 pandemic. There was geographical variation in the HA
applications where hospitals in the Northern region had higher utilisation of this benefit.
The greatest achievement was that ProtectHealth successfully negotiated the lowering and standardisation
of DES, which saved a significant amount of the PeKa B40 budget. The total cost paid for HA during this
period was about RM20.9 million.

Highlights
The provision of HA to the B40 population has crucial benefits and utilised the
second biggest proportion of the budget. There is a wide range of HAs covered
under PeKa B40, including most HA needs.
Initially, there was an increasing number of applications, but eventually the
trend was very much affected by the MCO due to the pandemic.
There was a high number of applications for IOL, hearing aid and cardiac
stent. This may be related to the ageing population and may also align with the
high prevalence of NCDs. For example, the elderly who are diabetic are more
susceptible to having cataracts.

Pe K a B40 REPORT 2019-2020

43

6

BE NE FI T 3 - COMPLETIN G CANCE R T R EA T M EN T I N C EN T I V E (C C T I )

CHAPTER 6: BENEFIT 3 - COMPLETING
CANCER TREATMENT INCENTIVE (CCTI)
6.1 Introduction
This chapter will describe the achievement of the CCTI. CCTI is aimed to encourage beneficiaries to complete treatment. The incentive is given in two split payments with a maximum of RM1,000 per beneficiary
and cancer type. If an individual has two types of unrelated cancers, he/she is eligible for two claims. The
first payment of RM300 will be given at the initial phase, whilst the second payment of RM700 is given after
at least two visits in the course of nine months.

6.2 Trend of CCTI Applications
The total applications for CCTI were 5,357, of which 4,258 applications were approved. In terms of individual
beneficiaries, 4,326 beneficiaries (individuals) applied for CCTI, whereby 3,396 (78.5%) were approved  
where else the remaining percentage of beneficiaries are under review due to incomplete documentation.
The trend of CCTI applications followed the number of HS done where there was an exponential rise
in the number of applications, with the peak from November 2019 to January 2020 but later dropped
coincidentally with the MCO period (refer to Figure 11).

Figure 11: Monthly Trend of CCTI Applications
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6.3 Socio-Demographic of CCTI Applicants
The socio-demographic characteristics for CCTI applicants were almost similar to the overall characteristics of PeKa B40 beneficiaries. The striking difference in CCTI applicants compared to the overall characteristics is the gender ratio. The general characteristics show that the gender ratio among CCTI applicants
was 1:2 for the male to female ratio (refer to Table 10).  This is further shown in the types of cancer, where
the top two are female-related cancers (refer to Table 11).

Table 10: Socio-Demographic Characteristics of CCTI Recipients
Applications

Applications
Beneficiaries

%*

Applications

Approved
Beneficiaries

%**

Total beneficiaries = 457, 462
Total CCTI applications = 5,357
Total CCTI approved applications = 4,258
%* Percentage of beneficiaries applied for CCTI
%** Percentage of beneficiaries with approved CCTI application
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6.4 Common Cancers Among CCTI Beneficiaries
Table 11 shows the types of cancer among CCTI recipients. The cancer types were grouped according to
the ICD-10 cancer groupings. The most common type of cancer group was breast cancer, which accounts
for 24.7% of cancer, followed by the female genital group (24.2%) and digestive cancer group (19.0%).
Table 11: Types of Cancer Among CCTI Beneficiaries

Number of
applications

Cancer Group

%

6.5 Cancer Stage
Figure 12 shows the different stages of cancer
of the CCTI applicants. 32% of beneficiaries applied were those already in stage IV, followed by
stage III (23%), stage II (19%), stage I (14%) and
unknown stage (13%).
Figure 12: Number of CCTI Applications
According to Cancer Stage
* Note: Unknown due to missing info
from BMS
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Unknown

stage I

stage II

stage III

stage IV

6.6 Types of Cancer Treatments
Table 12 shows the types of treatment applied by the beneficiaries. Most of the beneficiaries received
more than one type of cancer treatment. The most common type of treatment was chemotherapy (37.9%),
followed by surgery (28.3%) and radiotherapy (13.5%).
Table 12: Types of Cancer Treatment

6.7 Summary

Highlights

Similar to other benefits, the trend
of CCTI application was initially
increasing, but the MCO, due to the
COVID-19 pandemic affected the
number of applicants. The number
of female applicants was more
than male applicants, with a ratio of
almost 2:1, as the top cancer types
were primarily female cancers, i.e.
breast cancer and female genital
cancers. Geographically, based on
provider states, Sabah and Kedah
had the highest CCTI applications.

CCTI is an incentive that gives a maximum of RM1,000
per beneficiaries according to cancer type. Over 4,326
beneficiaries have applied for CCTI and 3,396 (78.5%)
were approved. The most common cancer among CCTI
beneficiaries is breast cancer. Hospital Wanita dan KanakKanak, Likas has the highest number of CCTI applications
(1,180 applications).
Together, Benefit 3 and Benefit 4 aim to encourage those
with cancers to comply with their treatment schedule. These
incentives will ease the economic burden of the family during
the course of treatment. Ultimately, with better compliance
to treatment, it may improve the survival rate.
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CHAPTER 7: BENEFIT 4 - TRANSPORT INCENTIVE (TI)
7.1 Introduction
This chapter will highlight the statistics of TI by looking at the trend of TI applications, the socio-demographic
characteristics of the beneficiaries, their geographical distribution and the pay-out.
Packaged with HA and CCTI is TI. This is to increase compliance with treatment. The transportation cost
could be challenging for the B40 population, especially if they live in remote areas. The limit for TI claim in
Peninsular Malaysia is RM500 per person per diagnosis, while Sabah, Sarawak and WP Labuan’s limit is
RM1,000.

7.2 Trend of TI Applications
Total application for TI was 15,956, of which 14,192 applications were approved. A total of 8,667 beneficiaries
(individuals) applied for TI, where 7,766 (89.6%) were approved. The TI application trend followed the
number of HA and CCTI done, where there was an exponential rise in the number of applications with the
peak from September 2019 to December 2019 and later dropped when approaching the MCO period (refer
to Figure 13).

Figure 13: Monthly Trend of TI Applications
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7.3 Socio-Demographic of TI Applications
The socio-demographic characteristics for TI beneficiaries (refer to Table 13) are similar to the overall
characteristics of PeKa B40 beneficiaries.

Table 13: Socio-Demographic Characteristics of TI Applications

Total beneficiaries = 457, 462
Total TI applications = 15,956
Total TI approved applications = 14,192
%* Percentage of beneficiaries applied for TI
%** Percentage of beneficiaries whose TI application has been approved

Pe K a B40 REPORT 2019-2020

49

7

BE NE FI T 4 - TRA N SPORT INCENTIV E (T I )

7.4 Number of TI by Category
A total of 8,667 beneficiaries benefited from TI, where 4,386 beneficiaries were among HA recipients, 4,262
beneficiaries from CCTI recipients, and 19 beneficiaries from both HA and CCTI benefits groups. In terms
of the number of applications, there was a slightly higher number among CCTI recipients compared to HA
as expected, due to the multiple follow-ups for cancer treatment and the automatic applications of TI when
beneficiaries applied for CCTI. In contrast, TI for HA recipients must be preceded with the approval of HA
benefit before applying for the TI benefit.

Table 14: Number of TI by Category

Applications=total claims
Beneficiaries=total individuals

7.5. Number of TI Payouts to Beneficiaries
Figure 14 shows the number of TI payouts per beneficiary. The beneficiaries are eligible to claim for multiple
visits to the hospital as long as the ceiling limit of RM500 for Peninsular Malaysia and RM1,000 for East
Malaysia is not exceeded. Up to 28.8% (2,499) of TI beneficiaries have received payout 2-5 times, 3.3% (283)
beneficiaries received payout 6-10 times, and 1.0% (87) beneficiaries received more than 10 TI payouts. The
remaining 66.9% (5,798) of beneficiaries have received TI once.

50

Pe K a B 4 0

Figure 14: Number of TI Payouts for Beneficiaries

7.6 Summary
As TI benefit is packaged with HA and CCTI, the trend was equally affected by the MCO due to the COVID-19
pandemic. In terms of geographical distribution based on the providers’ state, Sabah and Kedah had the
highest utilisation of transport incentive, consistent with a high number of CCTI from these states. In terms
of total pay-out, more than 50% of beneficiaries received TI only once.

Highlights
Transport Incentive (TI) is an incentive given to HA and CCTI beneficiaries to complete their
treatment. The limit for TI claim in Peninsular Malaysia is RM500 per person per diagnosis, while
Sabah, Sarawak and WP Labuan’s limit is RM1,000. Over 8,667 beneficiaries applied for TI, where
7,766 (89.6%) were approved. The highest percentage of TI claims were made by beneficiaries
with the CCTI benefit as compared to those with the HA benefit. Hospital Wanita dan KanakKanak, Likas showed the highest number of TI applications (2,904 applications).
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CHAPTER 8: NON-COMMUNICABLE DISEASE (NCD)
8.1 Introduction
This chapter discusses the main objective of the PeKa B40 scheme, which is the detection of NCDs with
the main focus on DM, HPT, HCL, anxiety and depression.These diseases may already be present during
the health screening. However, the primary goal is to detect those who were not priorly diagnosed so that
early intervention can be offered.
In addition to history taking and physical examination, the diagnosis is based on lab investigation and
validated diagnostic tools, i.e., GAD for diagnosing anxiety and PHQ for diagnosing depression.

8.2 Diabetes Mellitus (DM)
Newly diagnosed DM is defined as having an HbA1c level ≥ 6.3% with no known history of DM. The
prevalence1 of DM among the beneficiaries was 42.0% (n=151,343), of which 10.4% (n=37,425) were newly
diagnosed DM and 31.6% (n=113,918) were existing DM (refer to Table 15).

Socio-Demographic Characteristic of DM Cases
There was no apparent variation in the prevalence of existing DM and newly diagnosed DM among males
and females. The ratio of newly diagnosed to existing DM was 1:3. The younger age group (40–50 years
old) showed a lower prevalence of existing DM (19.6%) than the older age group, with a prevalence of more
than 29%. However, there was no gross variation for the prevalence of newly diagnosed DM across age
groups, with the prevalence between 9.0% and 11.5% (refer to Table 15).
Indians showed the highest prevalence of existing DM (46.6%), followed by the Malays (35.1%) and
Indigenous Sarawak (24.4%). The lowest prevalence was among the Orang Asli (Peninsular), with a
prevalence of 10.6% (refer to Table 15).
Indian ethnics also showed the highest prevalence of newly diagnosed DM (12.9%), followed by the
Indigenous Sarawak (11.8%) and the Malays (10.5%). Like existing DM, prevalence among the Orang Asli
(Peninsular) was the lowest (6.3%), followed by the Chinese (9.2%) (refer to Table 15).
Prevalence is defined as the percentage of cases per total beneficiaries.

1
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Table 15: Socio-Demographic Backgrounds of Beneficiaries with DM

Total beneficiaries with HbA1c result = 360,203
Total existing DM = 113,918 (31.6%)
Total newly diagnosed DM = 37,425 (10.4%)
*% is out of total beneficiaries with HbA1c result, cases with missing HbA1c values are excluded
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The Associated Risk Factors with DM
The significant association between the risk factors (categorical independent variables) and the presence
of DM was tested by the chi-square test. It showed a significant association for all the variables with a
p-value of <0.01 (refer to Table 16). The association with smoking and alcohol was inconclusive.
Table 16: DM and the Associated Risk Factors Among PeKa B40 Beneficiaries

*Including newly diagnosed and existing cases
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8.3 Hypertension (HPT)
Newly diagnosed HPT is defined as having systolic blood pressure of ≥ 140 and/or diastolic blood pressure of ≥
90, with no known history of HPT. This is based on the definition in CPG.
The overall prevalence2 of HPT among the beneficiaries was 70% (n=252,948), of which 13.8% (n=50,001) were
newly diagnosed HPT and 56.2% (n=202,947) were existing HPT (refer to Table 18).

Socio-Demographic of HPT Cases
There was a slight variation in the prevalence of existing HPT and newly diagnosed HPT between males and
females. The prevalence of existing HPT was slightly higher among the females (57.8%) than males (54.0%).
On the other hand, the prevalence of newly diagnosed HPT was slightly higher among the males (14.6%) than
females (13.3%) (refer to Table 18).
The prevalence of existing HPT increased as the age group increased. In contrast, there was a higher prevalence
of newly diagnosed HPT among the younger age group, and the prevalence decreased in the older age group
(refer to Table 18).
The prevalence of existing HPT was highest among indigenous Sarawak (65.0%), followed by the Malays (57.7%)
and the Chinese (55.0%) ethnicity. For the newly diagnosed HPT, the highest prevalence was among the Orang
Asli (20.2%), followed by other ethnicities (16.3%) and indigenous Sabah (16.0%) (refer to Table 18).
Perlis recorded the highest prevalence of existing HPT (63.2%), followed by Johor (63.1%) and Melaka (63.0%).
In contrast, WP Putrajaya recorded the highest prevalence of newly diagnosed HPT (22.3%), followed by Pahang
(18.0%), Sabah (16.2%), Selangor (15.7%) and Kelantan (15.3%) (refer to Table 18).
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Table 18: Socio-Demographic Background of Beneficiaries with HPT

Total beneficiaries = 361,132
Total existing HPT = 202,947 (56.2%)
Total newly diagnosed HPT = 50,001 (13.8%)
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The Associated Risk Factors with HPT
There was a significant association between HPT and risk factors of family history, age group, alcohol
intake, physical activity and BMI groups. However, in this population, smoking history has no significant
association with HPT. The association with smoking and alcohol was inconclusive.
Table 19: HPT and the Associated Risk Factors

*Including newly diagnosed and existing cases
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8.4 Hypercholesterolemia (HCL)
Newly diagnosed HCL is defined as TC of ≥ 5.2 mmol/L, with no known history of HCL. This definition is
according to the Malaysian CPG.
The overall pravalence3 of HCL among the beneficiaries was 72% (n=255,935), of which 29.8% (n=105,935)
were newly diagnosed HCL and 42.2% (n=150,000) were existing HCL (refer to Table 21).

Socio-Demographic of HCL Cases
The female gender has a higher prevalence for both existing and newly diagnosed HCL with the prevalence
of 44.3% and 31.1%, respectively, compared to the male gender with the prevalence of 39.4% and 28.1%,
respectively. There is an increasing percentage for existing HCL in the older age group and decreasing
percentage for newly diagnosed HCL in the younger age group. Existing HCL was highest among the
indigenous Sarawak ethnicity (44.1%), followed by the Chinese and the Malays (43.3%) ethnicities. Newly
diagnosed HCL was the highest in Orang Asli (45.3%), followed by the Malays (32.2%), the Indigenous
Sabah (30.5%) and the Chinese (28.4%).
In terms of location, the percentage of existing HCL is the highest in Perlis (53.2%), followed by WP Labuan
and WP Putrajaya (50.8%) and Johor (50.3%). In contrast, newly diagnosed HCL was the highest in Kelantan
(41.5%), followed by Pahang (34.1%) and Pulau Pinang (33.3%). There were more existing HCL cases from
KKs/MOH Hospitals (53.7%) whereas the newly diagnosed HCL was higher from screening at GPs (33.5%).

60

Pe K a B 4 0

Table 21: Socio-Demographic Background of HCL

*

*

Total beneficiaries with lipid profile = 355,044
Total existing HCL = 150,000 (42.2%)
Total newly diagnosed HCL - 105,935 (29.8%)
*% is out of total beneficiaries with lipid profile result, cases with missing lipid profile are excluded
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The Associated Risk Factors with HCL
There is a significant association between HCL and age group, alcohol intake, physical activity, and BMI
groups. The association with smoking and alcohol was inconclusive.
Table 22: HCL and the Associated Risk Factors

Risk Factors

*Including newly diagnosed and existing cases
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Hypercholesterolemia
No HCL

With HCL*

X²

Table 23: The Statistical Analysis of TC Level

*Cases with missing TC values are excluded
Table 24: The Statistical Analysis of LDL Level

*Cases with missing LDL values are excluded
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8.5 Anxiety
Newly diagnosed anxiety is defined as having a GAD questionnaire score of ≥ 10, with no known history of
mental illness.
The prevalence of existing mental illness among PeKa B40 beneficiaries was 0.7% (n=2,685). However, the
prevalance of newly diagnosed anxiety was slightly lower, which was 0.6% (n=2,242) (refer to Table 25).

Socio-Demographic Characteristics
There was no significant variation in the prevalence of existing mental illness and newly diagnosed anxiety
between genders or age groups. The prevalence of existing mental illness among ethnicities ranges
between 0.3% and 1.6%. The prevalence of existing mental illness was relatively high among the indigenous
Sarawak. On the other hand, the newly diagnosed anxiety cases were fairly low.
The prevalence of newly diagnosed anxiety cases among ethnicities ranges between 0.1% and 1.4%. The
highest prevalence was among Indians, and the lowest prevalence was among the Orang Asli (Peninsular).
There was an apparent geographical variation in the prevalence of anxiety. The prevalence of existing
anxiety among the states varies between 0.2% and 1.4%, with the highest in Sarawak.  On the other hand,
the prevalence of newly diagnosed anxiety varies between 0.3% and 3.9%, with the highest prevalence in
Putrajaya and Kuala Lumpur at 3.9% and 2.1%, respectively.
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Table 25: Socio-Demographic Background of Beneficiaries with Anxiety

Total beneficiaries = 361,132
Total existing mental illness = 2,685 (0.7%)
Total newly diagnosed anxiety = 2,242 (0.6%)
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Anxiety and the Association with the Beneficiaries’ Factors
Several beneficiaries’ factors seem associated with the presence of anxiety. The presence of such cases
among the family members is one of the factors. A significant association was also observed with their
biological characteristics, i.e. gender and age-group, and other lifestyle risk factors, i.e., BMI and physical
activities (refer to Table 26). The association with smoking and alcohol was inconclusive.
Table 26: The Association of Beneficiaries’ Factors and the Presence of Anxiety

40-49
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Table 27: The Statistical Analysis of GAD Score

8.6 Depression
Newly diagnosed depression is defined as having a PHQ of ≥ 10, with no existing mental illness. The overall
prevalence of depressive illness was 1.5%. Among those, 1.1% of the beneficiaries did not have a previous
history of mental illness but was detected to have depression during the mental health screening. The
prevalence of newly diagnosed depressive illness was relatively higher than those with an existing illness,
in which the prevalence was 0.7% (refer to Table 28).

Socio-Demographic Characteristics
There was no apparent variation in the prevalence of newly diagnosed depression between genders or age
groups. Newly diagnosed depression was relatively high among the Indian ethnicity (3.0%), followed by the
Indigenous Sabah (1.8%), Malay (1.4%) and others (1.4%).
In terms of location, the percentage of newly diagnosed depression was the highest in Putrajaya (6.9%),
followed by Kuala Lumpur (4.2%) and Selangor (3.9%).
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Table 28: Socio-Demographic Backgrounds of Beneficiaries with Depressive Illness

Total beneficiaries = 361,132
Total existing mental illness = 2,685 (0.7%)
Total newly diagnosed depression = 5,262 (1.5%)
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The Associated Risk Factors with Depression
Several beneficiaries’ factors seem associated with depressive illness.   The presence of mental illness
among the family members is one of the factors. A significant association was also observed with their
biological characteristics, i.e., gender, age group, and other lifestyle risk factors, i.e., BMI and physical
activities (refer to Table 29). The association with smoking and alcohol was inconclusive.
Table 29: Depression and Associated Risk Factors

40-49

*Including newly diagnosed and existing cases
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Table 30: The Statistical Analysis of PHQ-9 Score

8.7 Summary
There was a high prevalence of DM, HPT and HCL among PeKa B40 beneficiaries, and a significant
percentage were undiagnosed previously. The prevalence of existing mental illness was 0.7%; meanwhile,
the prevalence of newly diagnosed mental illness specifically for anxiety and depression was doubled.
There are some variations in the prevalence of NCDs among the ethnicities and states.
The diagnosis of newly diagnosed DM is based on the level of HbA1c. This method is convenient because
it does not require the beneficiaries to fast before the blood sample is taken. In addition, it is a confirmatory
biomarker as outlined in CPG for DM.
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Highlights
The prevalence of existing DM, HPT and HCL were almost two times higher compared to its
prevalence reported by NHMS 2019 of the same B40 population and age group. In contrast,
the prevalence of newly diagnosed DM and HPT was slightly lower compared to NHMS
2019, with the exception of newly diagnosed HCL, which was found to be higher among
PeKa B40 beneficiaries.
Overall, besides reassessment of those with existing disease, the PeKa B40 scheme had
successfully detected a significant percentage of NCDs among those who were not known
to have a disease priorly. They are subsequently referred to a government facility for further
assessment and to initiate treatment. Early intervention will prevent further undesirable
complications which would have a greater impact on their life in terms of quality and
economically.
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CHAPTER 9: PARTNER PROVIDERS
9.1 Introduction
PeKa B40 scheme is supported by partner providers, which complemented the provision of the health
screening program. The partner providers include GPs, Private Laboratories, KKs and Government Hospitals.

9.2 Distribution of Partner GP & KK
There was a total of 1,899 GPs registered, 893 KKs, 145 Government Hospitals, and 6 Private Laboratories
with their branches located in most cities and towns (refer to Figure 15). PeKa B40 partner providers are
well distributed in the country (refer to Figure 15). Thus, the availability of these providers across the country
increased the accessibility to primary health services, specifically for free health screening under PeKa B40.
The GPs are more densely located in urban or suburban areas. Therefore, for those areas where GPs are
scarce, the services were mainly provided by KKs (refer to Figure 15).

Legend
Laboratories
KKs
GPs

Figure 15: Geographical Distribution of KKs, GPs and Laboratories in Malaysia
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9.3 The GP & KK to B40 Population Ratio by States
The top five states with high facilities ratio per population for B40 are Kelantan, Sarawak, Terengganu,
Kedah and Johor, with more than 2,000 beneficiaries per facility ratio (refer to Table 31).  

Table 31: Number of Facilities per Population for Aged 40 and Above by State

9.4 The Number of Beneficiaries Screened by Providers
Although Selangor has the most registered GPs, the facilities-beneficiaries ratio was the lowest as Selangor
is the most populated state. The top five states with a high facility to beneficiaries’ ratio were Kedah (1:336),
Kelantan (1:327), Sarawak (1:303), Perlis (1:440) and Pulau Pinang (1:375) (refer to Table 32).
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Table 32: The Number of Beneficiaries Screened per Facility Ratio by State

Note: The numbers are based on provider’s address.

The top five (5) ranking states based on the number of KKs involved were Sarawak (122), Sabah (104),
Johor (93), Pahang (87) and Kelantan (86). KKs are relatively more involved in Sabah and Sarawak. This
is expected considering the sparseness of the population whereby KKs are more accessible to the local
communities.
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Perlis
GP

18

Kedah

Total HS1: 8,366
2,181

26.1%

GP

148

Kelantan

Total HS1: 69,496
39,104

56.3%

GP

48

Terengganu

Total HS1: 43,837
24,371

55.6%

GP

54

Total HS1: 17,003
5,712

33.6%

W.P Labuan
GP

6

Total HS1: 476
149

Pulau Pinang
GP

137

Sabah
GP

Total HS1: 33,848
32,880

138

97.1%

Total HS1: 36,097
31,562

Perak
GP

171

87.4%

Sarawak
GP

Total HS1: 53,358
23,720

31.1%

94

44.5%

Total HS1: 65,393
50,805

77.7%

TOTAL HS1

Selangor
GP

547

457,462

Pahang
GP

Total HS1: 23,275
22,025

94.6%

58

TOTAL ACTIVE GP

1,899

Total HS1: 13,660
8,207

W.P. Putrajaya
GP

8

Johor
GP

Total HS1: 457
411

164

89.9%

W.P. Kuala Lumpur
GP

170

Total HS1: 8,938
7,915

88.6%

60.1%

Total HS1: 38,657
14,818

Negeri Sembilan
GP

78

Melaka
GP

Total HS1: 26,577
16,809

Active GP

38.3%

60

63.2%

Total HS1

Total HS1: 18,024
4,902

By GP

27.2%

GP %

Figure 16: The Number of Registered GPs vs Number of HS by State
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Perlis
KK

10

Kedah

Total HS1: 8,366
6,172

73.8%

KK

59

Kelantan
KK

Total HS1: 69,496
30,262

86

43.5%

Total HS1: 43,837
19,403

44.3%

Terengganu
KK

45

Total HS1: 17,003
11,157

65.6%

W.P Labuan
KK

2

Total HS1: 476
327

Pulau Pinang
KK

27

Sabah
KK

Total HS1: 33,848
844

104

2.5%

Total HS1: 36,097
4,301

Perak
KK

84

11.9%

Sarawak
KK

Total HS1: 53,358
26,615

68.7%

122

49.9%

Total HS1: 65,393
14,246

21.8%

TOTAL HS1

457,462

Selangor
KK

76

Pahang
KK

Total HS1: 23,275
1,155

5.0%

87

TOTAL KK

893

Total HS1: 13,660
5,446

W.P. Putrajaya
KK

4

Johor
KK

Total HS1: 457
45

93

9.8%

W.P. Kuala Lumpur
KK

13

Total HS1: 8,938
903

10.1%

KK

50

Figure 17: The Number of KKs vs Number of HS by State
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Total HS1: 38,657
23,795

Negeri Sembilan
9,724

61.6%

Melaka

Total HS1: 26,577

KK

76

39.9%

36.6%

Total HS1

KK

31

Total HS1: 18,024
13,111

By KK

72.2%

KK %

9.5 Hospital
Hospital involvement in the PeKa B40 scheme is mainly for providing HA, CCTI and TI. Although the
health screening is primarily done by GPs and KKs, under some circumstances, hospitals would also
do the health screening for beneficiaries who apply for HA and CCTI.  
Table 33 shows the top 20 hospitals which utilised the PeKa B40 scheme. Hospital Sultanah Bahiyah,
Alor Setar, recorded the highest volume of applications, especially for HA. Hospital Wanita dan KanakKanak, Likas in Sabah also recorded a high volume which mainly comprises CCTI and TI, followed by
Hospital Taiping.
Table 33: The Top 20 Hospitals with the Highest Number of Contributions to PeKa B40

9.6 Laboratory
There are six main private laboratories and government laboratories involved in the PeKa B40 programme.
They are Quantum Diagnostics Sdn. Bhd., Clinipath (Malaysia) Sdn. Bhd., BP Clinical Lab Sdn. Bhd., Pantai
Premier Pathology Sdn. Bhd., Pathology & Clinical Laboratory (M) Sdn. Bhd. and Gribbles Pathology
(Malaysia) Sdn. Bhd.
Based on Figure 18, Gribbles Pathology (26.0%) showed the highest number of laboratory investigations
performed, followed by Pathlab (22.3%) and BP Clinical Lab (18.2%). Based on Table 34, Kedah (70,091)
showed the highest number of laboratory investigations performed by private partner laboratories with the
highest number of HS done, followed by Sarawak (66,003), Perak (53,195) and Kelantan (44,138).
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(18.0%)

Figure 18: Overall Number of Laboratory Investigations Performed

Table 34: The Number of Laboratory Investigations Performed by Private Partner Laboratories and States

*Total includes government lab
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9.7 Vendors Supplying HA
There was a total of 333 vendors which
supplied the various types of HA. The highest
volume of HA application was for IOL, followed
by hearing aids and cardiac stents. A total of
57 vendors supplied IOL, 53 vendors supplied
hearing aid, and 45 supplied cardiac stents
(refer to Table 35). Vendors offering the lowest
price per unit were awarded unless there are
special circumstances for which the secondlowest price will be offered.

Table 35: Number of Vendors Awarded by HA Type
HA type

Number of vendors
had been awarded

The numbers are not mutually exclusive. One vendor may supply a
number of treatment items.

9.8 Summary
The services are delivered through a strong public-private partnership in the provision of PHC. Many GPs
and private laboratories involved in this scheme and distributed throughout the country. However, KKs are
still the primary service provider in less densely populated areas and areas where private providers are
scarce.

Highlights

9.8. Summary

The uniqueness of the PeKa B40 scheme is that it promotes public-private partnership in the
provision of healthcare. Public facilities have a high workload and are overcrowded, with patients
experiencing long waiting times. By sharing the care with private facilities, it will minimise these
issues and attract the beneficiaries to utilise the services.
By engaging GPs and private laboratories in this scheme, it has enhanced the accessibility to
healthcare. Nevertheless, since GPs and private laboratories are more distributed in urban areas,
the rural areas which are far from GPs are still covered by the nearest KKs. The scheme has
shown a good public-private partnership model that enhances the accessibility to healthcare
for the B40 population as well as decongests the public facility.
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Although referrals should be made based on clinical judgement, it was decided that certain indications
warrant referrals. The indications of referrals are as listed below:

1) Newly diagnosed NCDs (ND)
a.
b.
c.
d.

Newly diagnosed DM
Newly diagnosed HPT
Newly diagnosed anxiety
Newly diagnosed depression

2) Existing but uncontrolled NCDs (EU)
a.
b.
c.
d.

Existing uncontrolled DM
Existing uncontrolled HPT
Existing uncontrolled anxiety
Existing uncontrolled depression

These indications were chosen based on the Malaysian Clinical Practice Guideline (CPG) by MOH. Below
are the definitions of the newly diagnosed and existing uncontrolled NCDs for the referral indications:
Table 36: Definitions of Referral Indications
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In this section, we will measure the percentage of referrals according to the indications. The percentage of
referrals will indicate the treating doctor’s compliance towards good clinical practice and quality service.
Besides referrals, there are other patients’ disposition4  available as an option in the system. Doctors may
also indicate if the patients are treated at their current facility or are already under follow up, thus, not
requiring a new referral.
Figure 19 illustrates the overall referral pattern by disease indications, and Figure 20 shows the trend of the
non-referral cases by months for at least one indication.

DM

HPT

Anxiety

Depression

Footnote:
ND:  Newly diagnosed diseases        
EU:  Existing uncontrolled diseases  
Figure 19: Overall Referral Pattern by Disease Indications

The overall percentage of referrals by disease shows a similar referral pattern across all four NCDs, where
there was a slightly higher percentage of referrals among newly diagnosed indications than existing
uncontrolled indications. There was also a higher percentage of non-referrals for the existing uncontrolled
indications compared to newly diagnosed cases. The percentage of other dispositions was similar for
anxiety and depression but higher for newly diagnosed DM and HPT.
4 Other disposition refers to those treated in current facilities and those who were already under follow-ups.
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Figure 20: Referral Trend by Month for At Least One Indication

The monthly trend of non-referral cases was markedly decreased from 54.1% to 14.7%. On the other hand,
the trend of “other disposition” was increased from 1% to 36%. One of the major contributing factors for this
increasing percentage of other dispositions category is due to the system change that took place in August
and December 2019 whereby, the options for “treat at current facility” and “already under follow up” were
added, which were categorised as “other disposition”.

10.1 Intervention by Strategic Purchasing (SP) Team for Non-Referral Cases
As part of the quality management, an intervention was made to the non-referral cases to ensure
appropriate services were given to PeKa B40 beneficiaries. The intervention was done by sending out
reminder emails together with an excel sheet of the list of non-referral cases for the providers to either call
up the beneficiaries and do the referral accordingly or give reasons for the non-referrals. This intervention
was carried out by the Strategic Purchasing (SP) team.

82

Pe K a B 4 0

Figure 21: Findings on Action Taken Post Intervention

Figure 21 shows the SP team’s findings on the action taken following the interventions or reasons for
the non-referrals. The majority of reasons for the non-referral cases with response were due to other
dispositions such as “already under follow up” (26%), followed by “treated at current facility” (10%), “not keen
to be treated/referred” (5%) and “already under follow up at private facility” (5%). 3% was referred to KKs/
MOH Hospitals, and 1% was referred to private facilities following the interventions. From this, it can be
concluded that most of the non-referrals contributed to the “other disposition” categories, whereas referrals
remained at 20-40% of cases with indications.
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PeKa B40 Promotional Activities
Various activities were carried out to promote PeKa B40 to the target group via multiple platforms, which
include media launch, print and electronic media, social media, outdoor advertisements, on-ground
activities, exhibitions, interpersonal communication, publications and distribution of promotional materials,
as well as sharing information through the PeKa B40 website.

11.1 PeKa B40 Media Launch
The Minister of Health officiated the PeKa B40 media launch on 28th January 2019 before its implementation
on 15th April 2019. The media launch was intended to create ‘brand recall’ and awareness among the media
and public on the upcoming government healthcare initiative, which is PeKa B40. After the media launch,
many stakeholders’ engagements were done to obtain feedback from the stakeholders and to disseminate
the necessary information as wide as possible to ensure a smooth implementation on 15th April 2019.

11.2 Campaigns, Advertisements and Reports in Print & Electronic Media
Information on PeKa B40 was shared on TV channels, radio stations and newspapers using various
methods such as news coverage, advertisements, interviews, crawlers, and radio announcements as listed
below:
Table 37: Types of Media Exposure

No.
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Types of Media Exposure

Platform

TV and Radio Exposure

Newspaper Exposure
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11.3 Interpersonal Communication
Interpersonal communication is face-to-face communication which includes briefings, talks, forums, or
discussions. Briefings and talks about PeKa B40 were done almost weekly on various occasions, like
community programs organised by the government, private agencies, and NGOs. A PeKa B40 awareness
booth was also set up in these programs and in certain areas where forums are held. The public can
check for eligibility at PeKa B40 booths, enquire regarding the scheme and get information from the forum
panellist when they go to such events. Listed below is the summary of events participated by PeKa B40
organised by organisations or community groups.
Table 38: Event Participation by PeKa B40

1. Hari Bersama Pelanggan/Komuniti.
Pejabat Setiausaha Kerajaan Negeri, Ahli Dewan Undangan Negeri, Parlimen, Jawatankuasa
Pembangunan dan Penyelarasan Dewan Undangan Negeri (JAPERUN)
2. Community Programs organised by various mosques nationwide
3. Village Community Management Council (MPKK)/Kawasan Rukun Tetangga (KRT)
4. Wellness, Women, Welfare (3W) Program, ROSE (Removing Obstacles to Cervical Screening)
Program, One-Stop Help Centre Program (KAWAN)
5. Ahli Lembaga Pelawat Hospital
6. Convention and Symposium
7. Community Programs organised by Social Welfare Department, RISDA, Information
Department, LKIM & LPP
8. Private Sector and NGO Organised Program: Muslim Volunteer Malaysia, Tokyo Marine Life
Insurance & Bank Simpanan Nasional
9. Coordinators and Volunteers of Communication for Behavioural Impact (COMBI) and
Wellness Hub
10. Community Programs organised in Program Perumahan Rakyat (PPR)/Perumahan Awam
(PA)
11. Medical Camps, Special Day Celebrations and Carnivals
12. Program Kampungku Sihat by MOH
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11.4 Promotion via Outdoor Advertising (Out of Home-OOH)
Promotion for PeKa B40 via outdoor advertising includes billboards, digital display, bus wrap and banner.
The advertisements were displayed in selected areas with a high density of PeKa B40 beneficiaries with
undiagnosed NCDs.

11.5 Campaigns and Promotions on Social Media
Besides traditional media, PeKa B40 also used digital platforms such as Facebook, Instagram, Twitter, and
Google Ads. The target group for these platforms is the B40 group with internet access, uses a smartphone,
and has family members active in social media.
Various messages and information were shared through this platform, such as recipients’ eligibility, PeKa
B40 benefits, the importance of health screening, the latest data analysis associated with NCDs, healthy
lifestyle practices, COVID-19 and many more. On the website, recipients or their family members can check
for eligibility using their IC number.
Besides promoting daily to reach as many people as possible, queries and feedbacks were also filled by
recipients and their family members. Inquiries received through these social media platforms were attended
to within 24 hours by a dedicated social media team.
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11.6 Distribution of Promotional Collaterals
The publication of promotional materials is essential to convey information to the target group and as
supporting materials to further emphasise the messages or information presented. The promotional
materials include:
a.
b.
c.
d.
e.
f.

Poster, tent card, and infographics
Pamphlets and flyers in 5 different languages (Malay, English, Mandarin, Tamil and Kadazan Dusun)
PeKa B40 Brand Video 4 minutes, Promo Video 30 seconds and TV commercial 30 seconds
Radio jingles 30 seconds
Bunting and banner
e-Posters and e-pamphlets

In addition to online sharing, printed promotional materials such as posters, brochures and tent cards
were also sent to all State Health Departments, health clinics through the District Health Offices, all state
hospitals, Urban Transformation Centre (UTC), Rural Transformation Centre (RTC), ministries and agencies
closely associated with the B40 group such as the Social Welfare Department, Information Department,
RISDA, FAMA, FELDA, LKIM, Mydin hypermarkets and supermarkets, KK Super Mart and many more. The
collaterals’ softcopy designs were also shared with all stakeholders to enable them to publish or print the
materials themselves when the need arises.

11.7 PeKa B40 Health Screening Outreach Program
This program has become an important platform to provide opportunities for the B40 group to undergo
free health screening. It was conducted nationwide from May 2019 to March 2020 in collaboration with
agencies related to the poor population, PeKa B40 registered public and private clinics and laboratories,
and the local communities.
Central level agencies engagement sessions were held to get buy-in, approval, and support. Further
engagement sessions were organised with state-level officers for program planning and implementation.
Discussions and site visits with community leaders, service providers and local community volunteers
were carried out.
The targeted group was encouraged to do health screenings during the outreach program. Promotional
activities were executed at the community level to ensure their attendance. It was done via personal
invitation letters, short messaging service (SMS), printed promotional collaterals, WhatsApp, social media
announcements, local radio, newspapers as well as public announcements and, in certain areas, awareness
talks at the mosque.
As of 31st March 2020, a total of 8,858 recipients have been screened through 49 health screening outreach
programs nationwide. These outreach programs organised by ProtectHealth had given GPs and the MOH
clinics an overview and served as a guide for them to do outreach programs on their own thereafter.
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11.8 PeKa B40 Website
The PeKa B40 website (www.pekab40.com.my) was created on 1st April 2019 to enable recipients, GPs
and the public to obtain information about PeKa B40. Here, the BSH recipients can check their eligibility,
benefits offered by the scheme, list of PeKa B40 clinics nationwide, registration of GPs as PeKa B40 Clinic,
frequently asked questions, media reports, and call centre contact to obtain further details related to the
scheme.

11.9 Frequently Asked Questions (FAQ)
A set of questions and answers relating to PeKa B40 was prepared. It was used as the main reference by
program spokespersons nationwide on any platform. FAQ ensures messages are conveyed uniformly and
to avoid confusion. The FAQ was also included on the website.

11.10 Smart Partnership with Hypermarket and Super Mart
Smart partnership for PeKa B40 was a collaborative effort between MOH and two giant retail companies,
Mydin and KK Super Mart. With numerous Mydin hypermarkets and hundreds of KK Super Mart stores
nationwide, information on PeKa B40 was displayed throughout their premises and on digital platforms.
These stores have many customers from the middle to the lower-income group. The promotion was done
using digital display, jingles, poster placement in stores, as well as on their social media platforms. A
memorandum of understanding (MoU) event was held to commemorate this collaboration.

11.11 Sentiment Analysis
Overall, PeKa B40 has received a lot of positive feedback according to the sentiment analysis that was
gathered from a media monitoring tool. The result of the sentiment is shown below:
Table 39: Feedback Categories

Year

90

2019

2020

Sentiment

News

Social Media

News

Social Media

Positive

97

182

26

0

Neutral

398

31

264

386

Negative

8

19

0

55

Total

503

232

290

441
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CHAPTER 12: PAYMENT AMOUNT BY BENEFITS
12.1 Introduction
This chapter discusses the amount paid to providers and beneficiaries. The recipients must undergo HS to be
eligible for HA, CCTI, and TI. A maximum limit of RM20,000 is allocated to the recipients for purchasing medical
equipment. As for CCTI, a maximum limit of RM1,000 is allocated to cancer patients who completed their
treatment at MOH hospitals. Meanwhile, to relieve the burden of paying for transportation whenever recipients
have to travel to receive treatment at MOH hospitals. Only recipients of HA and/or CCTI are entitled to TI. The
maximum amount of assistance that can be received is RM500 for Peninsular Malaysia and RM1,000 for
Sabah/Sarawak/WP Labuan.

12.2 Amount Paid for All Benefits
During this period, a total of RM62.4 million had been paid for all four benefits. The highest cost paid was
for HS, with a grand total of RM38.5 million. The total amount paid in 2019 and 2020 were RM13.6 million
and RM25.0 million, respectively. Meanwhile, the total amount paid for HA was RM20.9 million, with RM1.8
million spent in 2019 and RM19.1 million spent in 2020.
Table 40: Total Paid for Benefits

Price negotiations with vendors was an effort to bring down the cost of Drug-Eluting Stent (DES). Since
1st July 2020, the price for DES was successfully reduced for most of the DES brands and specifications.
The total payouts for DES prior to 1st July 2020 was RM2.1 million. Starting from 1st July 2020, the cost
of DES had been reduced, and the estimated cost saving for DES during this period (1st July 2020 to 31st
December 2020) was about RM37,800.

Highlights:
From 15th April 2019 till 31st December 2020, the total payouts for all benefits of PeKa
B40 scheme was RM62.4 million, with the highest spending on health screening.
For HA, there was an effort to reduce the cost by price negotiation of DES. Starting from
1st July 2020 till 31st December 2020, the cost of DES payouts has been successfully
reduced to about 38.7% of the original expected cost.
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CHAPTER 13: DISCUSSION
13.1 Introduction
The relationship between social disadvantage and ill-health is complex. Among the usual health and social
determinants are the fact that the poor cannot afford the cost necessary for good health, such as healthy
foods and healthcare. In addition, poverty is almost always related to low educational levels, limiting their
access to information on appropriate health-promoting practices, which may eventually lead to a positive
attitude towards health. On the other hand, ill-health also contributes to poverty partly due to the impact of
paying out-of-pocket (OOP) at the point of seeking care, especially for those without insurance, spending on
transportation and any additional indirect costs that might be incurred. It can also be due to the considerable
loss of family income if it involves the family’s breadwinner.
In recent decades, NCDs have become a growing public health concern globally. It contributes to the major
cause of premature mortality in many countries, including Malaysia. The UN sustainable development goals
(SDGs) for 2030 include a goal “to reduce by one-third of the premature mortality from NCDs” (target 3.4)
(United Nations, 2015). Among the WHO NCDs action plan, 2013-2020 global targets are relative reduction
of mortality attributed by NCDs by 25%, and reduction of risk behaviours such as smoking, alcohol and
physical inactivity (World Health Organization, 2013). To work towards achieving the SDGs, it is important to
understand the magnitude and risk of NCDs among the disadvantaged group who may have less access to
healthcare and intervention from preventable health determinants, which directly affect their health status.
The relationship between NCDs and poverty received a high level of recognition and is a major challenge
to development. Evidence showed a significant association between NCDs and socioeconomic status
(SES), especially in low to middle-income countries (Allen, 2017). The poor are more vulnerable to NCDs
for many reasons, including material deprivation, psychosocial stress, a higher level of risk behaviours,
unhealthy living conditions, limited access to high-quality healthcare and reduced opportunity to prevent
complications (Tunstall-Pedoe, 2016).

13.2 B40 Population in Malaysia
B40 population are those in the lower strata income group, commonly referred to as low SES. Department
of Statistics Malaysia (DOSM) recently reported the incidence of absolute poverty in Malaysia in 2019 at
5.6% (Department of Statistics Malaysia, 2020). Based on unpublished BSH data, about 4.4 million B40
population applicants and their spouses aged 40 years and above registered for the BSH benefits, which
comprised approximately 13.6% of the total population.
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13.3 Enhanced Access to Healthcare by Public-Private Partnership
The PeKa B40 initiative targets to reduce inequalities in health among the B40 population through the
four benefits initially offered during its take-off in 2019. The determinants of health utilisation, such as
access and distance to healthcare for health screening, are provided by options to choose services closer
to home, removing the financial barrier to access free health screening at private facilities, removing the
social barrier such as access to GPs with less congestion and increasing the number of service providers
for more options by establishing public-private partnership. GPs and private laboratories nationwide are
engaged in the unified IT system, BMS, providing health screening services and referral for treatment to
PeKa B40 beneficiaries. This enabled monitoring of the quality of healthcare service provision across both
sectors for the marked success in effective public-private partnership strategy.
The public-private partnership enhances the delivery of primary health care services, which primarily detects
undiagnosed NCDs and referrals for treatment. Besides, it has also successfully provided a setting for a
population-based health screening programme for the B40 population as opposed to existing opportunistic
screening, which was identified as the gap in the delivery of primary public healthcare. It has shared the
burden of high workloads by decongesting patients at the Government Health Clinics, which ultimately
enhances the quality of healthcare deliveries.

13.4 NCDs Among PeKa B40 Beneficiaries
NCDs are reported as the main contributors to the Years of Life Lost (YLL) and Years Lived with Disability
(YLD), which both constitute the measurement of Disability-Adjusted Life Years (DALY). In 2014, the Burden
of Disease (BOD) Study reported that cardiovascular and circulatory diseases contributed to 20.8% of
total DALY, with malignant neoplasm contributing to 9.4%, DM contributing 7.8%, and mental disorder
contributing 7.2% of total DALY in Malaysia (Institute for Public Health, 2017).
Health screening is primarily to determine the health of B40 beneficiaries, particularly with regards to the
five main NCDs (DM, HPT, HCL, anxiety and depression), and to address the findings by NHMS that the
prevalence of undiagnosed DM, HPT and HCL, which were increasing over the last 10 years (Institute for
Public Health, 2019). Undiagnosed NCDs may lead to delayed treatment, which may impose more debilitating
or disabling conditions on the individual, such as retinopathy, arthropathy, stroke, heart failure, and kidney
failure. In addition, health screening will also identify the existing NCDs that are poorly controlled, which
may lead to undesirable complications stated above if it is not intervened. Both need intervention, whereby
the beneficiaries were referred for appropriate treatment. The common existing morbidities were HPT, HCL
and DM with the prevalence of 56.2%, 42.2% and 31.6%, respectively, higher than the prevalence reported by
NHMS for the same age group of B40 with the prevalence of 18.2%, 32.9% and 25.1%, respectively (Institute
for Public Health, 2019).
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13.4 NCDs Among PeKa B40 Beneficiaries (contd.)
On the other hand, the detection of newly diagnosed DM, HPT, HCL, anxiety and depression were 10.4%,
13.8%, 29.8%, 0.6% and 1.5%, respectively. The unpublished NHMS report found the prevalence of unknown
DM, HPT and HCL were 12.3%, 20.2% and 28.4%, respectively (Unpublished NHMS report, 2019). The
prevalence of newly diagnosed DM and HPT among the PeKa B40 beneficiaries were slightly lower than
NHMS, although the detection of HCL is slightly higher.
Other NCDs, which is a growing public health concern globally, are mental disorders. It affects the economic
and mental well-being of the individual and their family. NHMS 2015 reported that the prevalence of mental
disorders is 29.2% among adults, 18 years old and above (Institute for Public Health, 2015). Depression
is the most common mental health disorder, which is an emerging public health concern (World Health
Organization, 2001). Lower SES is vulnerable to mental issues contributed by the challenging life that they
experience. The prevalence of depression among B40 aged 40 years and above reported by NHMS 2019
was 2.1%. Overall, the prevalence among PeKa B40 beneficiaries was 2.5%, where more than half (1.6%) of
the undiagnosed cases were detected through PeKa B40 health screening.
The survival rate of cancer patients is higher if the cancer is detected early, patients receive treatment at the
early stages of cancer, and patients comply with the complete treatment. Besides providing some financial
aid for cancer patients, CCTI and TI primarily aim to encourage treatment compliance. About 14% of total
CCTI beneficiaries were in stage I, and 19% were in stage II, which are generally expected to have a better
prognosis and higher survival rate. However, about 32% were already at stage 4.
In comparison with NHMS, there is a higher prevalence of existing cases of NCDs among PeKa B40
beneficiaries but slightly lower detection of newly diagnosed cases. This may indicate that those with
morbidity were more aware and more likely to utilise the services. Furthermore, those who needed other
benefits like HA, CCTI and TI are required to have health screenings before approval.

13.5 Risk Factors Among PeKa B40 Beneficiaries
Many previous reports indicate that low SES are more likely to use tobacco products, consume unhealthy
food, be physically inactive and overweight or obese (Bartley, 2000). NHMS 2019 reported that current
smokers’ prevalence was higher among the B40 group, with 23.9% vs 15.9%, among the T20. However, only
10% of PeKa B40 beneficiaries aged 40 and above were current smokers. The more affluent groups are
relatively less active, with a prevalence of inactivity among B40, M40 and T20 at 23.6%, 25.3% and 30.7%,
respectively. However, only about 4.2% of PeKa B40 beneficiaries aged 40 and above were inactive. The
majority were minimally active.  The prevalence of obesity among PeKa B40 is 19.1%, with a BMI of 30 and
above, which is almost similar to NHMS (NHMS reported 18.4% obesity among B40 aged 18 years old and
above, which is higher than T20 (11.4%)).
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13.6 Conclusion
The PeKa B40 scheme primarily aims to address the growing burden of NCDs, focusing on the B40
population aged 40 years old and above. From April 2019 until December 2020, about RM62.4 million had
been paid for all four benefits offered, of which it had successfully screened 457,462 beneficiaries, and
92.3% had completed the second screening.
The highlighted impact of the PeKa B40 is that we gained a better understanding of the magnitude of
risk factors among the B40 population, which may eventually lead to the development of NCDs. Most
importantly, it had successfully detected a significant percentage of five newly diagnosed NCDs, which is
the focus of the PeKa B40 scheme, whereby interventions were offered by referring for further management.
The individuals who have been operated on and have received the HA should lucidly improve their health
or minimise disability, thus improving their quality of life. The TI provided along with HA and CCTI had
improved their access to healthcare and increased the compliance to hospital visit schedules.
Overall, the scheme has successfully improved the accessibility to healthcare, reducing out-of-pocket
(OOP) health expenditure for certain services such as HS and purchase of HA among the B40 beneficiaries,
and successfully established the public-private partnership for the defined healthcare service delivery. It
is the first scheme of its kind implemented via ProtectHealth, a not-for-profit company under MOH, to
strategically purchase health screening services from both the public and private sectors.

13.7 Limitations
PeKa B40 beneficiaries for HS are not randomly selected. The visits are very much influenced by healthseeking behaviours, outreach programs, the need for medical attention and the need for health benefits.
Comparatively, NHMS was a well-structured population-based survey with a complex multistage random
sampling methodology. Thus, the samples were representative of the entire population. However, the B40
population aged 40 years and above selected in the NHMS sample was rather small, so the interpretation
should be cautious of errors. The comparison with the finding of PeKa B40 should be interpreted with
caution, considering the differences in population characteristics, methodology and inclusion criteria.
Although the screened population for PeKa B40 consisted of a larger sample size, considering the sampling
bias, PeKa B40 might not represent the entire B40 population. Thus, the inference is limited.
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13.8 The Way Forward and Recommendations
These findings can be taken as baseline information to further revise the work process and future expansion
plan, revise and formalise the performance or quality indicators and their standards, and propose a methodology
for measuring outcome, which will reflect the scheme’s impact. The performance and quality of a program
are typically measured by input-process-output/outcome indicators against the set standards. On the other
dimension, indicators would reflect the efficiency and effectiveness of the program. These indicators are mostly
monitored closely by external parties, including by Government Monitoring Evaluation Committee (GMEC).
From the analysis in the earlier sections, we identified a few processes that had been remedied to improve
the performance and quality of the PeKa B40 scheme. For example, to reduce the incidence of clotted blood
samples, especially in the more rural areas, SP Department sent reminders to the relevant GPs with suggestions.
One of the measures taken by the GPs that should be applauded was proactively purchasing a centrifuge to
process the samples before sending them to laboratories to reduce the incidence of clotted samples. Also, CMD
had identified that some of the issues regarding prolonged TAT for HA claims processing could be mitigated
by establishing a Vendor Module in the BMS. Moving forward, apart from the development of a vendor module,
other identified improvements needed in the BMS to help speed up the process for claims processing include
a flagging system for the discrepancy in diagnosis, identification of providers from the Providers’ Watchlist and
finalising the lab data integration.
The initial budget received was only RM20 million, and thus, the target for health screening was 200,000. Most
of the states in the Northern Region achieved the targets. Unfortunately, the achievements among the densely
populated states like Selangor and Wilayah Persekutuan Kuala Lumpur were relatively low, especially among
the working groups in the more urban areas. Since the PeKa B40 initiative started, only approximately 457,462
beneficiaries (about 10% of total BSH) aged 40 years and above had been screened. The focus of PeKa B40
has always been to increase the health screening number to detect and treat NCDs early. Prior to the MCO,
ProtectHealth had done several outreaches with local communities. For example, conducting on-site screening
with local leaders in low-cost flats in areas such as Mentari Court and Petaling Jaya. These were done with
the participation of registered PeKa B40 GPs in the area. Concurrently, continuous promotions were carried
out through television, radio, social media, as well as banners, posters and flyers given through the providers.
However, the number of health screenings drastically reduced following the MCO period in the first quarter of
2020. To increase the screening rate, ProtectHealth had doubled its efforts to promote health screening via
multiple platforms, including social media such as Facebook, Twitter and Instagram. Hopefully, ProtectHealth
will be able to resume outreach programs, especially in areas where screening numbers are low such as Klang
Valley and Selangor, once the MCO is lifted.
Unfortunately, aside from the target based on the budget allocated, the screening number until 2020 is still
a small percentage compared to Malaysia’s overall B40 target population. There is still work to be done
in securing more budget from the government so that more people can be screened. Hopefully, with the
successful implementation of this pilot, more evidence-based data can be churned, specifically in terms of
cost-effectiveness and the long-term impact of this scheme on cost-saving for the government’s healthcare
expenditure. In addition to that, ProtectHealth will need to double its effort in promoting PeKa B40, exploring
the best method of reaching the target population and maximising the effort through outreach programs in the
more underserved areas.
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Public-private partnership through PeKa B40 helped to improve the B40 patients’ physical and financial
accessibility to private primary health care and thus improve the coverage for health screening. GPs and private
laboratories engagements complimented the primary health care services provided by the government clinics
and help to decongest the public facilities. A total of 1,899 GPs registered, whereby most states had more than
four GPs, was set by GMEC as the initial target. There are six main private laboratories with more than 800
branches registered and actively participated in this scheme, although no target number was set for laboratories
registration. These laboratories are responsible for processing lab samples from both the GPs and the KKs.
At the moment, the number is sufficient to carry out screening but moving forward, with the expansion of the
benefits package, ProtectHealth may need to consider promoting more GPs and laboratories to participate in
the scheme. The provider payment mechanisms used, Fee for Service (FFS), effectively increased the providers’
participation (including private GPs and laboratories) in outreach programs, especially in the more rural areas.
In moving forward, there needs to be an improvement in terms of continuity of care for these patients. Due to
budget constraints, these patients could not be treated by the same private providers that had screened them
and needed to be referred to the public sector clinics for further management. As a result, some patients missed
follow-ups, and some high-risk patients could not be screened again.
Thus, it is crucial for ProtectHealth to continue to pursue its goal to do risk profiling of all the screened beneficiaries
to identify the high-risk group for future repeat screening, establish the Wellness Module to manage high-risk
beneficiaries to prevent their health from deteriorating and finally, to expand the PeKa B40 benefit package to
include the treatment component specifically for NCDs. Improving the quality of care will also require selecting
and accrediting providers established under the Medical Audit initiative to help identify quality providers.
In terms of expenditure, PeKa B40 has attracted the sicker population to come forward for screenings as shown
in the analysis for a known case, compared with NHMS data. This is due to the moral hazards of having access
to other benefits, specifically HA, once the beneficiaries are screened. As a result, the total expenditure for HA
had exceeded its initial target and even exceeded the health screening expenditure, which was the main aim.
In moving forward, there is a need to relook at the lifetime limit for HA, considering evidence-based data to
minimise the moral hazard and increase effort in promoting health screening and early treatment in the future.
The latest NHMS data showed that younger age groups are increasingly at risk for NCDs, and a higher percentage
are still undiagnosed. Considering this fact, PeKa B40 should also consider lowering its target population in line
with this evidence to include younger age groups for early health screening. As the saying goes, “Prevention is
Always Better than Cure”, early screenings will enable earlier treatment and prevent complications, which will
eventually improve the beneficiaries’ quality of life as their health status improves.
Hopefully, with all the effort through PeKa B40 and continuous improvement to this scheme, ProtectHealth will
be able to contribute to the development of healthy Malaysians towards a better Malaysia in the future.
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