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Abstract

Post-conflict, ‘fragile’ nations face significanealth, social, economic and political
challenges. The international community is, onwihele, organised and effective in
assisting these nations to address urgent prierit@ften, however, prioritisation of
immediate concerns has resulted in less focus bgiwgn to capacity building,

including the fostering of lasting, effective andt@nomous systems within these

nations.

This study examined the post-conflict, transitiomation of Timor-Leste. In
particular, it focused on the potential for a heaystems-strengthening approach,
public health law, to improve the exceptionally péevel of population health found
in Timor-Leste. Public health law has a long higteithin the developed world of
success in facilitating the prevention and condfalisease. The extent to which law
can assist in addressing key health concerns witien developing world has,

however, attracted little attention to date.

This thesis documents a social and political hystafr Timor-Leste and provides a
review of selected population health indicatorsy dverview of the Timorese health
and legal systems is provided with a focus on systapacity, existing public health
law and reported strategic directions. The reviewomplemented by a survey of
245 residents of Dili, the capital of Timor-Lesie, order to ascertain levels of
community awareness of, and support for, selectastieg public health laws.

Further context was provided through in-depth meaws with 19 health and legal
professionals living and working in Timor-Leste. mdortantly the study was
designed and conducted according to guidance prdviy four Timorese cultural

advisors.

Awareness of law is clearly essential if it is te leffective as a preventive
intervention. Community support for law is arguablso fundamental if there is to
be widespread adherence to law and political vghess to pursue law reform. Key
dependent variables within the community survey iatelviews with professionals
included awareness of, and support for, publicthdalv amongst a suite of specific

regulatory areas including road safety, the salalodhol and tobacco to children,



food safety and water safety. These areas weeetedl due to their existing or
steadily increasing importance in the developinglevo Quantitative analytical
methods included Chi-square for examining diffeemnbetween survey sub-groups,
and Kendall's tau-b for examining correlations betw ordinal variables.

Qualitative data from interviews was subject tartaéc analysis.

Analysis of survey and interview data highlightecpb@or level of awareness of
selected existing public health laws in Timor-Lesbeongst participating community
members and health and legal professionals. A eumwibdemographic factors were
identified as being statistically associated widvels of awareness within the
community and these provide direction for futurei@tive efforts. Encouragingly,
this study has also identified a strong level gigrt for public health law amongst
both community and professional groups. Suppo# fngh for the legal approach to
health law overall and for each of the regulatasaa examined. Attitudinal factors
associated with community support were identified #hese provide guidance for
future efforts to raise understanding and acceptarigoublic health law in Timor-

Leste.

The review of the health and legal systems, howevighlights that there currently
exists an incomplete set of laws that lacks colmeara accessibility in Timor-Leste:
an analysis of applicable law requires a detail@eestigation of Timorese and
Indonesian law, and United Nations regulations. er€éhappears also to be little
systemic capacity to enforce existing, or develdglittonal, law and regulation.

Public health law reform, furthermore, does notesgpgo be among the Timor-Leste

government’s strategic directions.

This study is one of few undertaken globally onlmuhealth law in a developing,

post-conflict transitional society. The observatafrwidespread support for the legal
approach to health provides impetus and directbaihé proposition of a coordinated
and resourced public health law strategy in Timeste. Recommendations have
been provided to address some of the current b&rndesuch a strategy, including
capacity constraints, low awareness and low palitend public service profile.

Finally a theoretical framework is provided to dfieally guide further research and

implementation of public health law in Timor-Lested similar settings.
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Chapter One: Introduction and Overview

1.0 Introduction

This thesis makes a contribution to an emerginlgl foé study: that of the role of
public health law and regulation in improving hikaltithin the developing world. In
particular, the thesis examines the case of thé-quoydlict and ‘fragile’ nation of
Timor-Leste. Findings are presented from a studgoonmunity and professional
awareness of, and support for, public health lawimor-Leste. These results are
incorporated into a theoretical framework, propoaethe conclusion of this thesis,
to guide the further research and implementatiopublic health law in settings such
as Timor-Leste.

This chapter provides an overview of the thesigjirbeng with a rationale for the
examination of public health law in Timor-Leste. n Adutline of the aims and
methodology of the research is presented and kedinfys are summarised along

with their significance and limitations.

1.1 Rationale for the Study

1.1.1 Public health law: strengthening health syste capacity to
prevent and control disease.

The most cost-effective and ethically desirable waymprove the long-term health
status of a population is arguably through popaiatvide measures thateventill
health from occurring. Of such measures, healtmption, disease surveillance,
education, advocacy and the targeted financingegf jrograms, for example, are
vital in achieving long-term reductions in rates difease, disability and injury
(Detels, 2005; World Health Organization [WHQO], ¥99 These strategies are
usually delivered in concert with a primary heatthre system that additionally
focuses on the early identification and treatmdnéxsting disease (WHO, 1978,
2008d).



However, these strategies, while critical, do nepresent an entirely sufficient
preventive health approach. Health promotion, dgample, is limited, relying
largely uponpersuasiorof individuals to change certain health-relatedaweours or
environments that are considered a risk to he&#urard et al., 2004; Rose, 1992,
Stott, Kinnersley, & Rollnick, 1994). Many peophall not alter risk behaviours
such as tobacco-use, for example, through encomageand education on health
risks alone. Programs to encourage people to stogking are in competition not
only with the addictive hold that tobacco has oisrusers, but also the tobacco
industry, which has powerful economic reasons tbasemuch tobacco as possible
(WHO, 2009e). If public health is the ‘organisessponse by society’ to both
promote andprotect health on a population level (National Public Healt
Partnership, 1998), then entrenched environmentssgstems thaguard people
from risks to health must certainly also be a kegraach.

Public health lawcan be viewed, historically, as a particularlyiaént and
influential tool within a ‘health systems strengtivgy’ approach (Gostin, 2000;
Reynolds, 2004). Indeed, basic health-relatedlagigns focusing, for example, on
compulsory quarantine, immunisation, the safetwater supplies, and the provision
of warnings regarding tobacco-use, have had amesgs impact on morbidity and
mortality rates globally (Mensah et al., 2004a, &f)Moulton, Goodman & Parmet,
2007). Law has enabled governments to enforceaiperenvironmental and
behavioural changes that would not have been gestibough persuasion alone
(Gostin, Thompson & Grad, 2007).

The regulatory approach to the improvement of paih health can be viewed as
part of a tandem strategy to health promotion, rarhealth protection (Parmet,
2007). Health-related law designed to protect patmns from risks to health,
particularly through communicable disease contrebsures, has been in place to
varying extents throughout the world for centu@€sarmichael, 1991; Gostin, 2000).
The foundations for a broad and cohesive publidtihdaw approach, however,
might be considered to be the EnglBbblic Health Actof 1848 (Calman, 1998;
Reynolds, 2004).



In the developed world, public health law has beeaanlargely accepted health
strategy and has proved flexible enough to be cmcaky altered in line with
societal changes. Over the past decade or mdkestralia, for example, a number
of States have re-drafted their existing HealthsAotreflect new approaches and to
address emerging (and prepare for currently unkpdwwalth risks (e.g., Department
of Human Services, 2004, 2005). Internationallalth law has also been updated
to allow more effective control of infectious disea that, through the modern ease
of international travel, are now more easily spriwh ever before in history (Coker,
2006; Fidler & Cetron, 2007; Richards & RathbunQ20WHO, 2005b).

Modern public health law also takes into accoustttireat of intentional infection,
through bioterrorism or the ‘knowing and recklesgéection of sexual partners with
HIV, for example (Annas, 2002; Hodge, Gostin, Geb&iErikson, 2006; Richards
& Birkhead, 2007). Importantly, a mature ethicabdte regarding the restriction of
individual freedoms for the ‘public good’ has dey@dd (e.g., Bernheim, Nieburg &
Bonnie, 2007; Loff, 1998; Gostin, 2000; Martin, Z0Reynolds, 2004). Public
health law and its related ethical issues are dsali in detail in Chapter 3 of this

thesis.

While the success of public health law in developedions can be charted, it
appears that effective systems to develop and enfqublic health law are
significantly less advanced within developing nasio For much of the developing
world, there is sparse legal protection of the pagan from risks to health
(Hazarika et al., 2009; Matin & Lo, 2005; Sein, 20@WHO, 2006c).

In many countries, including Timor-Leste (see Ckap8) and Indonesia, for
example, it remains legal for children to purchd®acco products (Achadi, Soerojo
& Barber, 2005; Woollery, Asma & Sharp, 2000). dimer situations where public
health lawis in place, it may be outdated or ineffective duetoumber of factors,
including a lack of capacity to enforce it, poonoaunity-level awareness of health
risks and associated health laws, or a lack oftipali will to modify cultural
practices or regulate powerful industry groups (@dihet al., 2005; Gilmore, Collin,
& Townsend, 2007; Goodman, Kachur, Abdulla, BlolaRaVills, 2007; Hazarika et
al., 2009).



This thesis has considered the place of publictihéalv within the developing, post-
conflict, transitional nation of Timor-Leste. A Yestrategy was to ascertain
community (and professional) awareness of, and@upgr, selected existing public
health laws. This focus reflects the self-evidemintention that widespread
awareness and support of law are essential far ftave its intended preventative
effect. Knowledge of levels of community suppastdlso important due to the
tendency for (democratically-elected) governmentdé responsive to community
attitudes in pursuing policy, including legislativenange (Belton, Whittaker,
Fonseca, Wells-Brown, & Pais, 2009; Burstein, 1998Dougall & Edney, 2007;

Stanton, 2005; Weber & Shaffer, 1972).

Underpinning this thesis is the argument that healated law both reflects and
targets a nation’s health priorities. Indeed, taay act as a ‘direction statement’ for
a population to improve health and well-being arletya means to alter social trends
(Wanless, 2004). Public health law may highligbt & population that, while
governments play a key role in population healtlanynaspects of health are an
individual's responsibility.

This thesis argues that while highly restrictiver laust surely be implemented as a
last resort, there is sound evidence to supporiptbposition that some degree of
regulation is both an effective and necessary coiopato other public health
measures. At present, however, there has beetedifuirmal academic investigation
or discussion of the factors that might contribigstéhe need for, or success of, such

an approach in the developing world, particularlthimm post-conflict nations.
1.1.2 Capacity-building within international aid: An imbalanced focus.

The need for bilateral, multilateral and non-govental aid throughout the
developing world remains constant. Whether a naioeed for external assistance
has arisen from conflict, corruption, an ongoingklaf economic capacity, drought
or other natural disasters, emergency aid is a#s=sential in supporting the national
government’s response (Stokke, 2009). Such aid taley the form of direct inter-

government payments (grants or loans), practicainams run by other governments



or international non-government organisations (N;Qs donations and other
support to local NGOs, for example (de Hann, 2009).

Over the past decade or more, however, a growimgbeu of commentators have
begun to debate the nature and targeting of aidiged to developing nations. Of
concern has been the question of whether muchsaia ieffect, a ‘short-term fix’,

rather than being used to strategically build capasithin a nation to enable it to
effectively address its problems autonomously ie bng-term (de Haan, 2009;
Glennie, 2008; Moyo, 2009).

Certainly, a range of issues with the implementatid aid have been reported. A
common criticism has been that aid organisations lw& ucoordinated with each
other and may often in fact provide a well-meang impractical or unnecessary
response, or one that does not adequately accoulticl wishes, needs or customs
(e.g., Habibzadeh, Yadollahie, & Kucheki, 2008; fégf 2007). Aid is also not
immune to corruption, with reports of food and fical aid, for example, being
subjected to siphoning or redirection by corrupveggaments or officials (e.g.,
Goodhand, 2002). Furthermore, aid directed predantly to one sector of major
concern or political interest, such as HIV, desatbom focus and funding in other
equally important areas (Anderson, 2009; Shiffm2@08). One needs only to
consider the title (‘Dead Aid’) of a recent book Aifrican aid (Moyo, 2009), for
example, to begin to be concerned about the aspteaid that are actually effective

in the long-term.

Emergency aid directed towards immediate crises) a8 restoring peace following

conflict or controlling an outbreak of communicaldesease following a natural

disaster, is arguably essential. It is a key psenaf this thesis, however, that such
aid should be delivered, where necessary, jointiy & longer-lasting, capacity-

building type of assistance. Such aid would airedaip government agencies, local
NGOs and community members with the skills andsoebhuired to address future
problems independently.

Recognising that such capacity building aid repres®nly a fraction of the aid

delivered throughout the developing world, the @igation for Economic
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Cooperation and Development published the Paridalbson on Aid Effectiveness
(OECD, 2005), which calls for a greater focus orergjthening governance,
institutions and systems within developing nation§he decision to focus upon
public health law in this study represents a srsi@p in furthering understanding of
such systemic, capacity-building approaches irdthesloping world, specifically the
post-conflict nation of Timor-Leste.

1.1.3 Selection of Timor-Leste as a case study.

As reviewed in Chapter 2, Timor-Leste has somehef worst population health
indicators of any country. Significant recent geation and conflict, followed by
political independence and the need to completelguild the central government
and public services (United Nations DevelopmentgRmome [UNDP], 2004),
suggests that Timor-Leste is one of the world’sam&t most in need of systemic
governance and institutional capacity-building stesice. This thesis reflects an
attempt to contribute evidence and propose recordat@ms that may assist Timor-
Leste in developing its health system to effectiveahd independently address some

of its key health priorities in the long-term.

The creation of a ‘new’ nation such as Timor-Lesl® provides an opportunity to
examine the use of law in population health atréiqdarly valuable period in time.

That is, newly independent or post-conflict natians of necessity heavily focussed
on ensuring that their legislative frameworks gperapriate, often largely through
‘rule of law reform’ (Samuels, 2006). An opportiynitherefore exists within Timor-

Leste to provide evidence and advice on publicthdalv as the nation’s legislative
framework is built, in a sense ‘taking advantageth® government’s focus on law
rather than advocate for integration of health late an existing system at a later

stage.

This study has explored some of the issues relatquliblic health law in Timor-
Leste and has identified a number of conditionsearwhich law might be part of a
successful approach to population health improvémesing Timor-Leste as a case
study, this thesis finally proposes a theoreticaimework to guide further research
and implementation of public health law in the depeng world, with a special

focus on post-conflict, fragile nations.



1.2 Aims and Objectives

The overarching aim of this study was to provideriical analysis of the potential
for public health law to improve population-levekdith in Timor-Leste. An
extensive search of the published and ‘grey’ liteie, however, identified very few
academic investigations or critical discussionshef use of public health law in the
developing world, and none of specific relation Tonor-Leste. Against this
backdrop, the testing of specific hypotheses lwatin existing data was not possible

and the study necessarily became broadly explgratarature.

However, exploratory research is rarely completelguided: rather, it is possible to
extrapolate from theory or findings from relatedtisgs (Cresswell, 2003). In this
case, while there was little to draw upon of spec#levance to public health law in
the developing world, literature from the field miblic health law in the developed
world provided a sound starting point. Specifigait has been observed, and may
indeed be considered self-evident, that the suamielssv depends to a large degree
upon community awareness and acceptance of theatavthe appropriate agencies’
capacity and willingness to enforce it (Achadi et 2005; Beijing Review, 2004,
European Transport Safety Council, 1999; Gostiff020 Community support for
law may also be an important factor in encouragjogernments to pursue law
reform (e.g., Belton et al., 2009; Burstein, 199®Dougall & Edney, 2007). These
issues, having not been formally investigated imditLeste previously, were

chosen to be a focus of this exploratory study.

Specifically, the study objectives were:

1. to provide a review of the state of population ttealithin Timor-Leste;

2. to provide an analysis of the health and legairggttwithin Timor-Leste, with
particular regard to system capacity, existing thelw and reported strategic
directions;

3. to develop and administer a survey to obtain infdiom on community
awareness of, and attitudes towards, selected irexigublic health law

applicable in Timor-Leste;



4. to provide further context through the collectidnirderview data related to the
experiences and opinions of professionals who haweked in the fields of
health and law in Timor-Leste; and

5. to develop a theoretical framework and proposemesendations for the use of
public health law in Timor-Leste that might be &sktn similar transitional post-

conflict nations.

1.3 Methods

Given the exploratory and cross-sectional naturéhefresearch, multiple research
methods, including both quantitative and qualiatapproaches, were considered
appropriate. A research strategy involving mudtjphixed methods was chosen to
allow varying perspectives on the research questitmprovide context and depth,

and to ‘triangulate’ otherwise potentially isolatethservations (Creswell, 2003;

Denzin & Lincoln, 2005).

Initially, a review was conducted of the publishaald grey literature relevant to
population health in Timor-Leste, including theiaats history, culture and political
challenges, specific health indicators, and healtetem structure, capacity and
strategic directions. The literature review alsoussed on the legal system and its
capacity, including indentifying existing publicdlth law applicable in Timor-Leste.
This was accompanied by a review of the broaderditire on the history and

current status of the field of public health lageif, including ethical issues.

A critical analysis of the available literature wasmplemented by the collection and
analysis of new data through semi-structured int&rs with 19 health and legal
professionals working in Timor-Leste, and a sunay245 Timorese residents.
Importantly, the study was designed and conductechdcordance with advice
provided by cultural advisors.

Key dependent variables of the community survey iatefviews included levels of
awareness of, and support for, health law. A soitepecific regulatory areas was
examined within the themes of road safety, the sdl@lcohol and tobacco to

children, food safety and water safety. Quantitatinalyses included Chi-square for
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examining differences between survey sub-groups] &endall's tau-b for
examining correlations between ordinal variabl€xualitative data from interviews

was subject to thematic analysis.

The full research methodology utilised in this stuéhcluding literature search
criteria, survey and interview design and admiaistn procedures, and the
approach to data analysis and ethical issuessiited in detail in Chapter 4 of this

thesis.

1.4 Key Findings

This study has highlighted the continuing poorestait population health in Timor-
Leste and has identified a range of areas witremidtional health and legal systems
that would require significant development shouldoamalised public health law
strategy be considered by the national governm&mgnificantly, the results of the
community survey and interviews with key health dadal professionals have
highlighted poor awareness of selected existindipinealth law. More positively,
however, there exists a strong level of supportterregulatory approach to health,
at both community and professional level. Key iimg$ are summarised below and
discussed in more detail in Chapters 5, 6 andti@isfthesis.

1.4.1 Awareness of existing public health law.

Widespread awareness of law and regulation is aiguassential if it is to be
effective in influencing population-wide behaviouh key finding of this study was
the poor level of awareness of selected healthe@léaws already applicable in
Timor-Leste. Large proportions of Timorese survegpondents and professionals
interviewed were either incorrect or unsure regagdhe current legality of a range

of health-related activities or behaviours.

Over three-quarters of survey respondents, for @l@ndid not appear to know that
the sale of tobacco to children was legal at theetof the survey. Almost three-
quarters of respondents, regardless of whetherrthdinely travelled by car, did not

appear to know that travelling in a vehicle withoasing a seatbelt was illegal, and



around half did not correctly report that drivingder the influence of alcohol was
illegal. Approximately half of respondents weret movare that laws technically

existed to ensure food safety or that it was illégaell alcohol to a child.

Survey data were further analysed in order to éstalwhether any demographic or
other factors were related to awareness of thettheafulations examined in this
study. A small number of statistically significafdgctors were identified. For
example, parents were more aware of road safetylatégn including seatbelt-use,
motorcycle helmet-use and driving under the infbeenf alcohol. Males were also
more aware than females of some regulation, inctuanotorcycle helmet-use, the

sale of tobacco to minors and regulation of drigkivater safety.
1.4.2 Support for the regulatory approach to health

As with awareness of law, community support for lavarguably critical in ensuring
maximum adherence, and may also be an importatdrfacachieving government
support for legislative reform (e.g., Belton et 2D09; Burstein, 1998; McDougall &
Edney, 2007). Despite poor awareness of what wa®mly legal or illegal, this
study has identified wide-ranging support for regioin as an effective approach to
population health. Over four-fifths of communityreey respondents agreed with
the public health law approach and this was midaneresults from interviews with
health and legal professionals. Demographic veegatid not explain variation in
levels of support for public health law. Insteadpport was related to confidence in
the legal system and agreement with a principl@relvention (that is, agreement

with the premise that ‘prevention is better tharegu

Support for the public health law approach ovesa$ matched by strong support for
each of the individual regulatory areas examinethis study. Again, demographic
variables did not explain support for any individmaea of law. Support for
examples of regulation, however, was highly relatedwhether the respondent
thoughtothersagreed with the regulation, and whether the redpoihalso agreed
with the public health law approach overall. Aretlactor related to agreement
with a number of regulations was the level of conaaver the health issue addressed

by, or related to, the regulation.
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1.4.3 Obstacles to a coordinated public health lagtrategy in Timor-
Leste.

A wide range of international agencies and repemphasise that population health
indicators remain extremely poor in Timor-Lesteg(e.Democratic Republic of
Timor-Leste and The United Nations, 2009; MinisbfyHealth, Timor-Leste, 2007,
World Bank, 2010). It is apparent also from thisdy’s exploration of the Timor-
Leste health system that the nation continues te fsignificant challenges in
addressing its population health concerns autonsiyouA range of urgent health
priorities have in the past been predominantlydsad through individual programs
funded by the international donor community antdelitvork of notable success,
comparatively, appears to have been focussed ddirmyithe autonomous capacity
of the health system itself (McGregor, 2007; UND®04, 2006; WHO, 2004a,
2004c).

In terms of public health law in particular, thisudy has highlighted that there is
minimal structural, or human capacity within thenbrese health system to consult
on, draft, implement or enforce public health laBeveral public health-related laws
do exist but these do not cover a comprehensivgerah health risks. Furthermore,
there is no comprehensive framework for health laugh as that a consolidated
Health Act might provide. As with all law in Timdreste, the existing health law
originates from multiple eras and is in multipladgaages (e.g., much Indonesian law
remains in place), creating a lack of cohesion @sdies of inaccessibility and

uncertainty amongst many as to the law that agtaglplies.

The Timorese legal system, which ideally would bke &0 assist the health system in
drafting and implementing public health law, is gary under-developed and
under-resourced. Understandably, in the context pdst-conflict society, there has
been to date narrow use of the law in health. &atimited legal resources have
been focussed on constitutional, political, crinhirrmmd human rights matters (e.g.,
Harrington, 2007). A further obstacle is that, ipodlly, enhancement of public
health legislation and its enforcement does noeapfo be on the immediate agenda
of the national government or public service (Minjsof Health, Timor-Leste,
2007).

11



Barriers to a coordinated public health law strateg Timor-Leste are significant.
Poor systemic capacity has a long and complex ryistath influential factors
covering the spectra of culture, geography, resogsceducation, training,
infrastructure, continued fragility of political gernance and the nature of
international assistance. Encouragingly, howettas study has identified strong
support for public health law amongst the survegedhmunity and interviewed
professionals. Capacity constraints are discusgsedighout this thesis (Chapters 2,
3 and 7) and a theoretical framework and recomntendaare proposed to further
guide the research and development of health lawimor-Leste and similar

settings.
1.4.4 Recommendations and conclusions.

This thesis provides specific recommendations (@&hap) for a coordinated public
health law strategy in Timor-Leste. It is arguduitt such a strategy is both
worthwhile and achievable, based on the observéshpal within the health system
(despite its current constraints), the historiccess of public health law in other

settings, and the widespread support for publidthémwv observed in this study.

Recommendations are provided for the Timor-Lesteegunent, the United Nations,
the WHO, and other donor and non-government agereme advocates. These
recommendations focus on the consolidation of Tiheste’s currently isolated and
inaccessible public health laws into a more coleeaivd coordinated approach.

Recommendations also reflect the available researcipublic health law in the

developing world and a range of principles arguethé important in progressing a
public health law strategy, including ensuring tteathnical assistance is provided in
a capacity-building manner, that communication andhluation strategies are

prioritised, and that human rights consideratiaesod key focus.
Finally, a theoretical framework is proposed todguithe further research and

implementation of public health law in Timor-Lestéad similar settings. The

framework identifies distinct areas for researctard policy makers to consider. It
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is proposed that this framework be used to guidherstin future examinations of
public health law in Timor-Leste and similar segsn

1.5 Significance

Law has been shown to be a successful tool witterdiscipline of public health and
has been integrated into the health systems of matigns throughout the world
(Martin & Lo, 2009). Published research and caitiexamination of the role of law
in improving the population health status of depeig nations, however, has been
limited and is currently an evolving area of revielo the author’s best knowledge,
this is the first study to investigate the levelcommunity awareness of, and support
for, public health law within Timor-Leste and amotige first to examine these

factors in any post-conflict, developing nation.

That this study has identified wide-spread comnyuaitd professional support for
public health law in Timor-Leste is significant. Nonly might support suggest a
good likelihood of community adherence to (and essfonal support for the
implementation of) public health law, but such datay in fact help encourage the
Timor-Leste government to pursue a coordinated ipui@alth law strategy. This
thesis discusses how, in implementing legislatiggorm, democratically elected
governments can be sensitive and responsive tooogirwithin the population.
Furthermore, the study has identified factors dased with support for public
health law, thereby highlighting ways in which sagpmay potentially be enhanced.

The findings of this study provide impetus and cli@ to the proposition of a
coordinated public health law strategy in Timordeesindeed, this thesis highlights
that a number of population health indicators tigfmut Timor-Leste are poor in
areas where public health law might assist, arateas where law has been shown to
be highly successful in other nations (e.g., tobazamntrol).

Significantly, through an analysis of the healtld degal settings in Timor-Leste,
obstacles to the further development of public thelw have been identified and
practical recommendations to overcome these hase pevided. While this study

has highlighted poor awareness of existing pubdialth law, it has also identified
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factors statistically associated with levels of esm@ss. This study therefore
provides the first evidence-based guidance on doexus educative efforts should

an enhanced public health law strategy be pursu&thor-Leste.

Furthermore, by proposing a theoretical framewarkgtide further research and
implementation of public health law in Timor-Lesteis thesis has also provided the
first structured guidance to the field of publicalie law within this and similar
nations. In the long term, this study will haveebenost significant if it encourages
ongoing research and policy development that léadise appropriate use of public
health law in developing nations to the betternténbe health of their populations.

1.6 Limitations

In all research, methodological decisions are méus restrict or limit the
interpretation and use of the findings (Cresswi€lB8, 2003). The limitations to the
methodological approach taken in this study are sansed briefly below and

discussed in more detail in Chapter 7 of this thesi

Firstly, a limitation within the review of backgrod literature was the restriction to
the English language. It is possible that sonegdture relevant to health and law in

Timor-Leste may exist in Indonesian, Portugueséatun languages, for example.

This study’s community survey and interviews witbykprofessionals were also
limited by location: Dili, the capital of Timor-Lés Dili is however not entirely
representative of the remainder of Timor-Leste,clhis mostly rural or remote and

more culturally varied.

The community survey sample, while large for a gtafithis type in a developing
nation (n=245) was not random or of normal disttidiu Most notably, the sample
was younger in comparison to the wider Dili popiolatand contained slightly more
males. In addition, the survey instrument wasdiaed only into the core native

Timorese language of Tetun.
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These and other limitations, as well as effortetako moderate their effect, are
further discussed in Chapter 7 of this thesis. tHeur justification for the

methodological decisions made in this study is gled in Chapter 4.

1.7 Overview of Thesis

Chapter 1 hasprovided an overview of the thesis, including aorsle for the
examination of public health law in Timor-Leste aad outline of the aims and
methodology of the research. Key findings haventmemmarised along with their

significance and limitations.

Chapter 2 provides important background to the study throagtiscussion of the
cultural and political history of Timor-Leste. Thdominant population health
concerns in Timor-Leste are outlined and the heaJdtem is discussed in terms of

its capacity, structure, reported directions angldeallenges.

Chapter 3 introduces a background to the history and devetop of law as a
means of addressing core public health concemiserént ethical considerations are
discussed and the ‘risk-based’ approach to puldaith law is briefly considered.
Public health law is then discussed in the contéxtieveloping and post-conflict
nations. The legal system and applicable lawedl&d public health in Timor-Leste
is described, with a focus on a selection of lapecsically targeted for investigation
in this study. Some of the current challengestiier Timor-Leste legal system are
highlighted.

The approach to the conduct of the research is destiib€hapter 4, in which the

chosen methodologies are discussed and justifitide collection and analysis of
data from a survey of 245 community members anehgws with 19 health and
legal professionals is explained. The engagemfetulltural advisors is outlined and
the data collection tools are described, includsugvey and interview schedule
design, translation and piloting. Literature anatad collection procedures are

described and potential human research ethics ommeee addressed.
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Chapter 5 presents data collected from the survey of 245 conity members of

Dili, the capital of Timor-Leste. The initial pmstation of demographic data
compares, where possible, the characteristics efstmple to those of the wider
population as reported in the most recent Censlise remainder of the Chapter
presents survey data related to self-reported theatid knowledge and attitudes
related to health, law and selected applicableipiigalth law. Where demographic,
health or other variables explain variation wittkay dependent variables, these

relationships are highlighted.

Chapter 6 presents quantitative and qualitative data froserges of semi-structured
interviews conducted with a sample of 19 health kgal professionals living and
working in Timor-Leste. This Chapter provides arsiders’ view of the health and
legal settings in Timor-Leste, including percepsioaf health priorities, system
capacity, community knowledge and attitudes, ancomemendations for legal
approaches to public health in Timor-Leste. Whmssible, comparisons are made
between the quantitative responses of interviewedshose of surveyed community

members to matching questions.

Chapter 7 brings together the main findings from the commurstrveys and
interviews with professionals, and discusses thedbe light of existing literature
and opinion on health and law in Timor-Leste. 8igance and limitations of the
research are discussed. A suite of recommendadioths theoretical framework are
proposed to guide the further research, developmedtimplementation of public

health law in Timor-Leste and similar settings.
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Chapter Two: Timor-Leste: Sociopolitical Context ard

Population Health

2.0 Introduction

This chapter provides context to the study throagargeted review of the setting of
Timor-Leste. A background to the cultural and podl history of the nation,

arguably important in understanding its currentuinstances, is provided. The
significant population health concerns in Timordeeare detailed and elements of
the health system’s history, capacity, structureported directions and key

challenges are considered.

2.1 A Brief History

This section provides a brief summary of the lawati geography and pre-
colonisation history and culture of Timor-Leste.thien outlines briefly the history of
Portuguese colonisation, Indonesian occupation altichately, the independence of

Timor-Leste.
2.1.1 Location and geography.

Timor-Leste lies in the Pacific Ocean, north-wedt @arwin, Australia. In
comparison to Australia, Timor-Leste is roughly @n&rter of the size of the State
of Tasmania. Within its borders are just underO@6, square kilometers of land
(Cotton, 2004), being roughly the eastern halfhef island of Timor, located in the
far east of the Indonesian archipelago (Dunn, 2008) addition, Timor-Leste
contains two small island®\{aurg, to the North of the capital, Dili, anthcq to the
East of the mainland) as well as a small ‘enclaMeland Oecussi on the north

coast of Timor approximately 50 kilometers into \Vesnor (see~igure 1).

17



Romang

Indonesia
Kisar
Alaure
Alar
Lomblen Pantar Lioics Dili Manatuto {6anal
iquica : Fanas o Lospalos
=) i "
Nusa Tenggara Timur a,mb;.lérm‘"" Aiteu Vigueque

Atapupu__Mataain - Atsabe

Maﬁanam"asr'g

e
Oecusse otini Alambus “ee— Timor-Leste

Citrana 0 Baly

i}

Nifitie ' apan 1 Syai
Passabe  Hefamenanu
it by Timor Timor Sea

Soe

Semau

o MNoelbaki
Kupang

Roti

Figure 1. Map of Timor-Leste?.

Timor-Leste is geographically a very diverse natath large areas of coastal and
highland plains and a central mountain range, thghdst peak rising to
approximately 3000 meters above sea level (Dun®3R0 As a result of its
geographic variations, climate, lifestyle, vegetatand edible crops differ markedly
between regions. The main crops produced toddydeccassava, rice, coffee, and
maize, and commercial forestry occurs in some a(eddDP, 2006; Ministry of
Health, Timor-Leste, 2007; Oxfam, 2008).

The climate in the lower lying lands is hot throagh the year, with an average
humidity of approximately 80% (UNDP, 2006). As lwibther tropical nations, a
marked wet and dry season significantly influentteslives, and livelihoods, of the
people of Timor-Leste. Significant food shortages known to occur seasonally,

particularly towards the end of the dry season, @maod insecurity is an issue for

2  Map obtained from the International Crisis Group nda available at:

http://www.crisisgroup.org/home/index.cfm?id=4434&I|
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almost two-thirds of the population (United Natidhspulation Fund [UNPF], 2008;
UNDP, 2006). Conditions are also favourable toamaland other vector-borne
diseases, which are endemic throughout the naitthd, 2008b).

The majority of the population remains rural antlage-based, as it has been for
centuries (see 2.1.2). The country is organiserlif districts, each with four to six
sub-districts (Ministry of Health, Timor-Leste, 200 Arguably, the mountainous
terrain has proved a significant challenge for diegelopment of infrastructure and
the delivery of services in many of these commasitiDuring the wet season, many
areas are isolated by landslide or flood damage/¢o crossings (Ministry of Health,
Timor-Leste, 2007). Few of the roads are pavedraady hug steep mountainsides
without any barrier protections in place, makiravel a risk, particularly in the wet
season (Smart, 2005).

2.1.2 Pre-colonisation history and culture.

Timor-Leste arguably has a unique and complex rlltidentity. The genetic
lineage of the nation’s people reflects multiplegrations of groups from Melanesia,
continental Asia, and the islands to the west ofhdri (Dunn, 2003). Indeed, there
may be more than thirty distinct ethno-linguistiogps, although it is generally
accepted that there remain sixteen core langudyem( 2003; Hull, 2002; Ministry
of Health, Timor-Leste, 2007; Taylor-Leech, 2008he dominant language, spoken
in slightly different dialects throughout the coyntis Tetur.

The daily lives of the people of Timor-Leste appéarhave traditionally been
communal and village-based. An organised structfrevillages, often further
divided into tribal groups, came under a local mutee Liurai, in a kingdom-like
structure common to other parts of Asia (Dunn, 2003Religious beliefs and
practices predominantly had an animistic basis,reviike spirits of the dead and

sacred objects representing good and evil werataopdaily life (Dunn, 2003). In

% Both ‘Tetun’ and ‘Tetum’ spellings are used inteangeably throughout the literature on Timor-
Leste. Tetun has been chosen for use in this sagknowledging that this spelling was used within
key 2004 Government Decree on its place as a ratlanguage (Democratic Republic of Timor-
Leste, 2004b).
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many areas of Timor-Leste, animistic beliefs pergsthis day and seemingly co-
exist easily alongside the now dominant religiorCatholicism (Belton et al., 2009).

It has been noted that Timorese society is relgtivenservative. A strong sense of
family connectedness and obligation exists, withirhierarchical and patriarchic
structure. Like other communal settings, the apisiof the family and community

are very important and respect for legitimate adtppdigures is a fundamental social
value (Pedersen & Arneberg, 1999). The statusarh@n in society is historically

low (Democratic Republic of Timor-Leste and The tddi Nations, 2009; Pedersen
& Arneberg, 1999; UNDP 2006).

While it is widely known that Timor-Leste eventyalbbecame a Portuguese colony,
then an Indonesian province (see 2.1.3 and 2.it.¥)perhaps less-well known that
this was preceded by earlier contact with the G3eneChinese seafarers reached
Timor-Leste in the 18 century and, having identified a plentiful suppdf
sandalwood, began to trade with the Timorese (D@003). It was not until the
early 16" century that the Portuguese reached and colofiisedr-Leste (de Sousa,
2001).

2.1.3 The Portuguese colony.

As early as 1514, Portuguese seafarers reachedotst of Timor and, like the
Chinese, found an abundant supply of sandalwoodthswommencing a trade of
their own (Dunn, 2003). Although the sandalwoadlér continued for many years,
the Portuguese presence was largely initially ssimigry one, following the early
arrival of predominantly Dominican evangelical Gians (de Sousa, 2001). It was
not until the early 18 century that colonial government was establishedthe
mainland of Timor, and it was not until the mid‘-hleentury that the border between
West (Dutch-governed) and Portuguese East Timorfarasalised (Dunn, 2003, de
Sousa, 2001).

The Portuguese appear to have initially governedofiLeste in a largely indirect
manner, leaving the existing system of ‘kingdomsd &iurai untouched. Later,
however, Timorese men were conscripted into pulicks and, in 1908, a ‘head

tax’ was applied to all males aged 16 to 60 (Mql2&05). While it seems that the
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Portuguese solicited local tribal leaders to orgamuch of this on their behalf,
clearly not all Timorese were pleased with colotsaand a number of rebellions
were quashed with force by the Portuguese in tigell800s and early 1900s (Dunn,
2003).

In an attempt to break down the traditionally-basethority and kinship alliances
that the Portuguese began to see as a threat, adrewistrative units were created
and, while based on the traditional kingdom stregtuconfirmation of local leaders
was now approved by the Portuguese (Dunn, 2003}er] further changes saw the
Portuguese begin to incorporate some Timorese timo colonial administrative
system (Molnar, 2005).

However, in comparison to other colonised regidhs, Portuguese had a limited
presence (and arguably a limited interest) in ThHioeste, and the administration had
limited developmental impact. In fact, it could begued that the colony was
maintained more as a strategic presence in themregnd a place, far away from
Portugal, to send out-of-favour Portuguese offscias a form of reprimand (Dunn,
2003). While crops such as wheat, sugar caneeeoffopra and potatoes were
introduced and were successfully exported, infaasiire and economic development

was very slow (Dunn, 2003).

A number of events exacerbated the lack of postieeelopment in Timor-Leste.
Certainly, the Great Depression affected Portugying Timor-Leste (further)
neglected for some time. However far graver was Japanese invasion and
subsequent four year occupation during the SecoraldMWar (Dunn, 2003;
Molnar, 2005). While allied (mostly Australian) rées attempted to repel the
Japanese, this resistance lasted only approximaiel year before the allies
retreated (Dunn, 2003). The Japanese army seveuelghed those Timorese and
Portuguese thought to have assisted the allies,bgnthe end of the war most
infrastructure and many villages had been destrayter by the Japanese army or
allied bombing (Dunn, 2003). It has been suggestatibetween 40,000 and 60,000
Timorese lost their lives due to the war; howevangnbelieve that this is likely to
be a considerable underestimate (Dunn, 2003; MOROH5).
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World War Two was thus a significant set-back fandr-Leste and rebuilding was
an extremely slow process. Certainly this was lerge degree because Portugal had
become one of the poorest nations in Europe foligwihe war (Lains, 2003).
However, by the 1970s some progress was appafmtietal changes included an
increase in numbers of Timorese children in edooatia notable increase of
educated Timorese in positions within the publivvises, and a dominant presence
of Timorese in a small national army (de Sousa,12@unn, 2003). Portuguese
efforts in health and social welfare, however, wem@mpressive and have been the
subject of a good deal of justified criticism” (Dun2003, p. 37). Indeed, while
excusing Portugal to a certain degree due to ttiewdties inherent in development
within the region, Dunn further argues that despiteng period of colonisation, the
Portuguese “left the colony as one of the pooredtleast developed countries in the

developing world” (Dunn, 2003, p. 43).

Timor-Leste remained under Portuguese rule unélrtiid-1970s, when Portugal’s
colonial empire began to decline. Portugal hachhe®able to develop its economy
significantly and, concurrently, rebellion had grga its other colonies in Africa
(Dunn, 2003; Molnar, 2005). Finally, a coup in fagal on April 25, 1974 brought
in new leadership that was inclined to allow théonges to determine their own
future (Dunn, 2003). In this context, there wascmuncertainty in Timor-Leste and
local political activity began to expand more quyckhan ever before. Timorese
political parties began to surface and there waggree of posturing from groups
such as business owners, Liurais, and officialsféiatheir power was threatened by
change (de Sousa, 2001; Dunn, 2003).

By May 1974, three dominant political parties hacheeged. The Timorese
Decocratic Union (UDT) supported autonomy withiriederated relationship with
Portugal (Molnar, 2005). The Timorese Popular Demaiw Association (Apodeti)
supported integration into Indonesia, Timor-Lestelssest neighbour (Molnar,
2005). The Timorese Social Democratic Associaf®8DT) was an anti-colonial
network that became the Revolutionary Front for ladependent East Timor
(Fretilin) (Dunn, 2003; Molnar, 2005).
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By June 1974, the Portuguese had proposed threaensgor the future: continued
association with Portugal, independence, or integravith Indonesia (Dunn, 2003).
It is clear that the Indonesians preferred andymdgshe integration option. Indeed,
a subversive propaganda campaign was conductedstoedit Timorese groups
supportive of independence and encourage the piogpula support integration with
Indonesia (Dunn, 2003; Molnar, 2005). Australidjom the Portuguese initially
turned to for assistance in planning their departaltso clearly supported Indonesian
integration and was arguably careful to do litbeupset the Indonesian government
(Dunn, 2003).

Following a complex but brief period of politicalstability, uncertainty, and a short
civil war (partly fuelled by Indonesian propagandayonesia invaded militarily and

occupied Timor-Leste on 7 December, 1975 (Dunn3200
2.1.4 The Indonesian province.

Largely in contrast to Portuguese colonisation, thdonesian occupation was
oppressive and sporadically violent, being markgdwidespread human rights
abuses (Commission of Truth and Friendship Inden@sinor-Leste, 2008). It is

thought that in 1975, the population of Timor-Lest@s at least 680,000 and that, in
the early years of the Indonesian military preseadoee, 60,000 Timorese lost their
lives (Dunn, 2003). In total, estimates attribaproximately 200,000 deaths,
almost one-third of the 1975 population, to theoimesian occupation (Chomsky,
1999). Lives were lost due to conflict, forced maigpn, malnutrition and unattended
public health needs (Philpott, 2007; Ministry ofadtte, Timor-Leste, 2007).

The Timor-Leste experience of oppression, and rigbeld preference for
independence, seems to have been largely ignordtebinternational community
for most of Indonesia’s occupation. Despite Unitiddtions Security Council
resolutions against Indonesia’s invasion and odimpa(Chomsky, 1999), and
despite Australia being the only country to everogmise Indonesia’s claim to
Timor-Leste (Shalom, Chomsky & Albert, 1999), sigrant intervention in the
matter was not pursued. Perhaps international mowmat could have intervened
chose not to do so due to a higher regard for raiaimyg their strategic and economic

relationship with Indonesia. Indeed, the mainteeanf a relationship with the most
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populous nation in the region must certainly haeerb prominent among world
leaders’ minds, as a long history of significanharsales to Indonesia by the United
States and Great Britain testify (Berrigan, 200&yiNs, 2002).

With seemingly no international government-led mdoepersuade Indonesia to
respect human rights in Timor-Leste, and with ggrdndonesian restrictions on
media and travel within Timor-Leste, there waslditividespread international
awareness of the situation on the ground in Timesté (O’'Shaughnessy, 2000). A
committed network of activists and journalists, lever, together with Timorese
resistance leaders such as Kay Rala ‘Xanana’ Gusmdalose Ramos Horta, and
church leaders such as Bishop Ximenes Belo, cosdiria report on the widespread
human rights abuses and argue for Timor-Leste’spaddence (Dunn, 2003;
Molnar, 2005).

Sadly, significant global attention did not turn #mor-Leste until after the
November 1991 massacre by Indonesian troops of thare 270 Timorese in Dili,
infamously known as the ‘Santz Cruz massacre’ @hadt al., 1999). Those killed
were attending the burial in the Santa Cruz cemaita young man who had been
shot by Indonesian troops a few days earlier (D@@®3). In addition to the large
number of deaths, 382 Timorese were reported idjued approximately 250
‘disappeared’ (Commission for Reception, Truth &w®tonciliation in Timor-Leste,
2005). Despite great risks, free-lance journal&stsy Goodman and Alan Nairn
brought attention to the massacre, however it wasres footage taken by
photojournalist Max Stahl that achieved worldwidiemtion (O’Shaughnessy, 2000;
Shalom et al, 1999). Following this incident, mi&tional church and human rights
groups became both more aware and more vocal, ladEast Timor Action
Network, which exists to this day, was establis{faalom et al., 1999).

International pressure on Indonesia increasedfaignily in the 1990s, particularly
following the October 1996 awarding of the Nobelag&® Prize to two popular
Timorese leaders, Bishop Ximenes Belo and José Radwta (Dunn, 2003).
Coincidentally, in 1997 and 1998, Indonesia wadidgavith an economic crisis and
there were a growing number of organised protegtsdations of the community

demanding political change (Tadjoeddin, 2002). eAftengthy rule, President
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Soeharto reluctantly resigned and was replacedidvyibe-president, Dr. Habibie
(Vatikiotis, 1998).

President Habibie was persuaded by growing intenmalt support for Timor-Leste

independence to agree to a popular vote underubgices of the United Nations
(UN) (Dunn, 2003). The UN started to prepare far teferendum by setting up the
United Nations Assistance Mission for Timor-Lest®yAMET, established in early

June 1999 (Martin & Mayer-Rieckh, 2005).

2.1.5 The referendum.

The negotiations regarding the conduct of the esfdum for independence gave
much precedence to Indonesian oversight (Dunn, ;20@8tin & Mayer-Rieckh,
2005). While the United Nations was permitted tovide unarmed monitors, it
eventually became obvious that their presence atel was wholly insufficient
(Nevins, 2002). It is widely accepted that, unter command and/or support of
Indonesian forces, anti-independence militia groupdertook a campaign of terror
and intimidation, including torture, rape and massao dissuade Timorese from
voting for independence. This is well documentgdnivestigative journalists on the
ground at the time (e.g., Martinkus, 2001) and lbesn officially documented by,
among other investigative bodies, the Timor&manmission for Reception, Truth
and Reconciliation in East TIMQCRTR, 2005) and the joint Timorese-Indonesian
Commission of Truth and Friendshi@TF, 2008). Prosecutions as a result of these
crimes have been negligible, however, partly duearnolndonesian reluctance to
pursue charges and partly due to the strategieete of key Timorese leaders to
move forward with a good working relationship witidonesia (Harrington, 2007).
Despite widespread intimidation aimed at ensurinaj the Timorese did not vote for
independence, the referendum held on August 309,188w almost the entire
population vote, with a clear majority of 78.5% gt for independence (Martin &
Mayer-Rieckh, 2005; Philpott, 2007).

Immediately following the vote, anti-independenceups led a violent assault on
the nation’s people and infrastructure in whichhags two thousand Timorese were
killed or injured and many public buildings, prigahomes and businesses were
destroyed (Martin & Mayer-Rieckh, 2005; PhilpotQ0Z). Up to three-quarters of
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the estimated population of 850,000 was displasedking refuge in the mountains
or being forcibly deported to refugee camps in Weastor (Alonso & Brugha, 2006;

Devereux, 2000; WHO, 2000a). A large proportiorhedlth facilities was damaged
or destroyed and the emigration of core healthgasibnals, being predominantly

Indonesians, caused the “total collapse” of thdtheystem (WHO, 2000a, p. 1).

The United Nations Security Council authorised dtimational peace-keeping force
(INTERFET), led by Australia. The first elementstiis force were established in
Timor-Leste by 20 September (Martin & Mayer-RiecR005), almost three weeks
after the vote for independence and ensuing vielenBy late October 1999,
approximately two months after the vote for indejmrce, the United Nations
Transitional Administration in Timor-Leste (UNTAEWas established to oversee
Timor-Leste during its transition to independenbtaitin & Mayer-Rieckh, 2005;
UNTAET, 1999). By 2000, approximately 9,000 foreigationals were present,
working on reconstruction and development, aid aistration and security-related
activities (WHO, 2000a). At the same time it waddireated that 70% of the
Timorese population was unemployed (WHO, 2000a).

2.1.6 Independence and early national development.

On August 30, 2001, Timor-Leste conducted its felctions for representatives
charged with writing a new Constitution (Martin &ayer-Rieckh, 2005; Molnar,
2005). This 88 membeZonstituent Assemblyassed the new nation’s Constitution
on March 24, 2002 (Democratic Republic of East Tin2002a). Under Section 167
of the Constitution, the members of the Constitussgembly immediately became
members of the new National Parliament for a penbddive years (Democratic
Republic of East Timor, 2002a). The move towartiependent government was
swift, with the first President, Kay Rala ‘Xanan@usmao, elected on 18 April,
2002, and a formal government handover from theddnNations occurring on 20
May, 2002 (Martin & Mayer-Rieckh, 2005; Taylor, Z)0

The new government promptly released a Nationaleld@pment Plan, including a
five year strategy (2004-2009) aimed at reducingepy and promoting economic
growth in order to fund improvements in health addcation (Democratic Republic

of East Timor, 2002b). However, with limited fires and few resources, Timor-
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Leste was initially unable to fund significant demment work itself (Lundahl &
Sjoholm, 2009).

Since the initial vote for independence, a rang&keyf global assistance agencies
have maintained a presence in Timor-Leste and naesielopment assistance has
been provided (UNDP 2004, 2006; UNPF, 2008; Unitadions Secretary General,
2008; WHO, 2000b, 2001, 2004a, 2004c, 2006b). Thhs been complemented by
bilateral aid provided by a number of countriesg.(eAustralian Agency for
International Development [Ausaid], 2008b, 2010).a notable example, from 2004
Cuba has sent almost 300 health workers to thematn long-term assignments,
while training over 700 Timorese medical studemt<Cuba (Anderson, 2008). A
wide range of non-government organisations have astablished bases and
programs (Alonso & Brugha, 2006; Patrick, 2001).

The Timor-Leste government faces significant cimgés to national development.
Indeed, the nation continues to rank extremely (@62 of 182 nations) on the
United Nations Human Development Index (UNDP, 200®)ore than 40% of the
population exists on less than 55 US cents per a@ay,over 70% earn less that $2
US per day (WHO, 2006b; World Bank, 2010). Lifepegtancy at birth is
approximately 61 years (60.5 for females and 58r6niales) (Ministry of Health,
Timor-Leste, 2007; World Bank, 2010).

There is much scope for longer-term optimism, havewith revenue beginning to
flow to the government from the oil and gas fieidghe Timor Sea. In 2008, for
example, the government received over 2.5 billia8.Wollars in profits, fees and
company taxes related to petroleum (Democratic Blepwf Timor-Leste, 2008).

While this is certainly significant and positiongmbr-Leste well for the future, the
nature of the capacity contraints in Timor-Lesteangethat it will continue to be
reliant upon international assistance for some t{fwesaid, 2008a, 2010; UNDP,
2006; UNPF, 2008).

There is, for example, a lack of local industrycliding a lack of employment
opportunities and a trained workforce (Democratpéblic of Timor-Leste and The

United Nations, 2009; UNDP, 2006). The public gsvremains significantly
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under-trained to deliver key services and repoftsemdemic corruption are of
considerable concern (Ausaid, 2008a, 2008c; UNMPA42UNPF, 2008). Further
hampering efforts, the adult literacy rate is loat, approximately 50% (UNDP,
2006).

Population demographics are also influential inel@wment, with the population

arguably growing faster, at between three to foer gent, than development has
occurred (Ministry of Health, 2007; UNPF, 2008; WHZD05a; World Bank, 2008).

Furthermore, a relatively large portion, 45.6 pent¢ of the population is aged 14
and under: an age group in economic terms geneaalyciated with high-use of
services and minimal employment, meaning high gawent costs and low taxation
revenue (World Bank, 2008).

The international community, however, is committedssisting Timor-Leste in the
long-term. In early 2010, the United Nations Migsdf Support was extended for a
further year (United Nations Security Council, 210 Other signs are also
promising, including increased focus on creatingtanable livelihoods and
delivering human services (e.g., UNPF, 2008) andseemingly growing
understanding of effective capacity building stgate in Timor-Leste (e.g., Ausaid,
2008a). All national development, however, is cejgat upon the nation’s ability to
maintain a stable security situation. This is iy means certain: there remain
considerable social and political issues that areomtinued risk to stabiliy and
national development (Brown, 2009; Brown & Gusma009; Department of
Foreign Affairs and Trade, 2010; United Nationsu8#g Council, 2010).

2.1.7 Continued sociopolitical instability.

Stability and security in Timor-Leste have beere#itened significantly during its
first decade of independence. In early 2006, sirmgetensions within both the
military and police force surfaced (Brown, 2009;08n & Gusmao, 2009;
International Crisis Group, 2006). At issue wasomag-standing perception that
members originating from the West of the nation evdiscriminated against in
preference to those coming from the East who westrrcally more prominent in
the resistance against Indonesia (Cotton, 200&rrational Crisis Group, 2006).

During February 2006, approximately one-third of thilitary and a smaller group

28



of police deserted and did not comply with ordessréturn to their barracks:
subsequently they were stood down from duty (Aroier2006; Cotton, 2007). In
April, protests by the former soldiers and thejpporters became violent and clashes
with the remaining military occurred, during whideaths and significant damage to
infrastructure were reported (Philpott, 2007; TheiaAFoundation, 2009). As
occurred following the referendum in 1999, residefiéd the renewed violence,
many eventually moving into Internally Displacedd$tms camps in Dili (Ministry of
Health, Timor-Leste, 2007).

The crisis eventuated in the resignation of thenBrMinister, Mari Alkitiri, and the
intervention of an international military resporied by Australia (Anderson, 2006;
The Asia Foundation, 2009; International Crisis @x02006). Violence, however,
particularly youth gang-related, did not subsidendiately, and two years later it
was estimated that 100,000 persons were still atgpl (The Asia Foundation,
2008). The establishment of over 60 temporary cam@as necessary to meet the
basic needs of displaced persons (Zwi et al., 200fany services closed down or
were disrupted, simply because staff were themsebaught up in the conflict
(Ministry of Health, Timor-Leste, 2007; Zwi et a2007).

Further outbreaks of violence occurred in Febraemy March 2007 in the lead-up to
the Presidential elections (Anderson, 2006). Syimsetly, in February 2008 an
assassination attempt on both the Prime Ministet Bresident was narrowly
averted, but left President Jose Ramos-Horta sdyidojured (Brown, 2009). A
leader of a group of defecting troops in the 2008is; Alfredo Reinado, was
implicated in the assassination plot, and was&kidethe scene by Presidential body
guards (Anderson, 2006).

Such instability has had serious effects on dewvetog in Timor-Leste. Violence
and the resulting displacement of the populatiomeharguably had significant
effects, for example, on education, health andbveelg (UNPF, 2008). Delivery of
public services has suffered, through the displacenof staff and damage to
facilities, and through resources being targetedirggent security priorities rather
than standard ongoing programs and services (Zwal.et2007). Episodes of

violence also typically result in the exodus oemmational aid workers, and arguably
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also negatively influence the decisions of other \@orkers to consider serving in
Timor-Leste (Kingsbury & Leach, 2007). Instabiliéyd violence has also been a

challenge to the fledgling industry sector, inchgltourism (Borgerhoff, 2006).

2.2 Population Health Indicators

This section reviews some of the major populatiealth indicators in Timor-Leste.
It is important to note, however, that populatievdl data collection and analysis
faces many challenges in Timor-Leste, including itiieh resourcing and the
remoteness and difficult terrain of much of the oy (Ministry of Health, Timor-

Leste, 2007). Indeed, on the World Bank Statikt@agpacity Indicator, Timor-Leste
rates well below the average of all low-income daes (World Bank, 2009).

Population prevalences of many conditions therefmed to be interpreted with a

greater level of caution than in other, more depetbnations.

It is clear, however, that health in Timor-Lesterass a range of indicators and data
sources, is extremely poor. Maternal and childtadiby and morbidity rates are very
high (World Bank, 2010). Communicable diseaseduaing respiratory infections,
tuberculosis, and diarrhoeal diseases are commad#QV2008a). Malnutrition and
vector-borne diseases such as malaria and dengee &ee also persistent and
pervasive (WHO, 2008b). Furthermore, as with dgvielg nations elsewhere,
chronic and non-communicable diseases and injugy mcoming increasingly
significant problems (Ministry of Health, Timor-ltes 2007; WHO, 2004b). These
and other population health concerns in Timor-Leste discussed further in this

section.
2.2.1 Maternal and child health.

Birth and childhood are recognised to be parti¢yhanlinerable stages of life and the
health of women and children is therefore subjecsgecial focus and resourcing
throughout most of the world (WHO, 2005c). Withihe developing world,

particularly post-conflict, fragile nations, womeand children are arguably

especially vulnerable.
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A large proportion of Timorese women, almost halfe of child-bearing age
(generally considered to be between 15 and 49 yélisistry of Health, Timor-
Leste, 2007). The rate of child-birth amongst Ties®@ women is also high. The
total fertility rate has been estimated at betwéem and 8.9 births per woman
(Ministry of Health, Timor-Leste, 2007; World BankQ08, 2010). As comparison,
the fertility rate in 2008 in Timor-Leste’'s closeseighbour, Indonesia, was
estimated at 2.2 births per woman (World Bank, 2010

A high fertility rate presents as a considerabdeiésin a nation such as Timor-Leste,
where health and other systems (e.g., educatiompire in development. The
conditions for both child-birth and child-rearingeanot ideal. The widespread
incidence of diarrhoeal diseases, for exampleirectly related to a lack of access to
safe water, with children being particularly susd#p to infection (UNDP, 2006).
Approximately 50 per cent of households utilise upadwater for drinking and
cooking, which is at risk of contamination by seage, naturally occurring bacteria
and other environmental waste (Ministry of Heallhmor-Leste, 2007; Oxfam,
2008; UNDP, 2006).

The rate of infanimortality in Timor-Leste is extremely high, beingtienated at
between 70-95 per 1,000 live births (Ministry ofdith, Timor-Leste, 2007; World
Bank, 2010; WHO, 2006b). This represents a worgeome than observed in the
wider WHO South-East Asia region (WHO, 2006a). Thest common causes of
infant mortality in Timor-Leste are acute respirgtinfections, diarrhoea, dengue
fever, malaria, or complications associated wittnpaiturity and birth trauma (WHO,
2006b). Many of these factors also account forviag high under-fivemortality
rate, which has been estimated at betweem 93 abaid&hs per 1,000 live births
(Ministry of Health, Timor-Leste, 2007; World Bar®kQ10).

Among surviving children, healthy development icammon. Approximately half
of all children have moderately stunted growth ané in four are severely stunted
(Ministry of Health, Timor-Leste, 2007; World BanR010). Up to half of all
children aged under five are underweight (WHO, 2004/ord Bank, 2010). A
contributing factor is parasitic infection and riésig nutritional deficiency: a 2006

investigation by the Ministry of Health and the WHGund that 90 per cent of

31



children in sampled districts had a parasitic itilecand over 25 per cent had two or
more concurrent infections (Ministry of Health, TaraLeste, 2007).

More significant acute malnutrition, or wastingaiso high, with almost one in five
children in their second year being wasted (Migistfr Health, Timor-Leste, 2007).
Not surprisingly, around one-third of children undiéve (and one-quarter of
pregnant women) have anaemia (World Bank, 2010)hildCmalnutrition is
associated with food shortages, limited exclusiveastfeeding, and a lack of
parental knowledge of age-appropriate nutritionaduirements (WHO, 2004a).
Malnutrition is also no doubt influenced by “theciaus cycle of illness and poor
appetite” (WHO, 2000a, p. 15).

In the period 2000-2006, for every 100,000 livethsrthere were an estimated 660 to
800 maternal deaths (WHO, 2006a; Ministry of Healtimor-Leste, 2007; UNDP,
2006). By comparison, this maternal death ratgiso three times that observed in
Indonesia in 2000 (WHO, 2000a). Overall, throughibeir reproductive years, one
in every ten Timorese women dies during pregnancyram pregnancy-related
causes (Ministry of Health, Timor-Leste, 2007). rélated to pregnancy, gender-
based violence is also common with an estimatetl dfahll women in ‘intimate
relationships’ subject to domestic assault (Aus2@f)8d; UNDP, 2006).

Attendance by skilled personnel is thought to odouless than one-fifth of births
throughout the nation, and is perhaps as low as it?%me remote areas (World
Bank, 2010; WHO, 2004a; Ministry of Health, Timoedte, 2007). Leading up to
birth, there is also poor access to reproductiatheservices, with less than half of

pregnant women receiving any formal antenatal (alidO, 2004a).

A significant issue in maternal health is arguably underlying gender inequity still
evident in Timor-Leste society. It has been sutggksfor example, that gender
inequity is an issue in the low priority placed thie education of women in regards
to their health and their childrens’ health (UND2Q06). Certainly, without
appropriately-targeted health promotion and edanatnany women may simply not
see the need to attend maternal and child healtfices. Likewise, inequity

arguably plays a role in other access barrierpprapriate services. These barriers

32



may be service related, such as perceived discioim or inappropriate care, or
they may be more family-centered, such as a lagupport from family members in
attending services (UNDP, 2006). Improvements stemal and child health in
Timor-Leste will require not only improved qualignd coverage of services, but
societal change. This is recognised by the Tinem@svernment in its National

Development Plan and in work towards Millenium Depenent Goals three and
five, those related to empowering women and immp@vimaternal health

(Democratic Republic of East Timor, 2002b; Demdcr&epublic of Timor-Leste

and The United Nations, 2009).

2.2.2 Immunisation.

Immunisation is a fundamental approach to the obrdf communicable disease.
Through sufficient population-wide immunisation eoage, many diseases can be

controlled and, in some cases, eradicated (Malokingnan, 2006).

The most recent (2008) data of immunisation coweliagrimor-Leste reported that
67 per cent of the population had received standaiP3’ protection against
diphtheria, tetanus and pertussis, representingi@ease from estimates of 55 per
cent in 2005 (WHO, 2009a). A notable increase dlas occurred between 2005
estimates and 2008 data of coverage against mgasles 48% to 68%). Progress
with other immunisations has been less notable. vefage against polio, for
example, is thought to have risen from 55 per aer2005 to only 57 per cent in
2008 (WHO, 2009a).

While increases in immunisation rates are positigeyerage remains low in
comparision to most other nations (World Bank, d0IDhere is a range of complex
hurdles to overcome in delivering an effective, yapon-wide immunisation
strategy in Timor-Leste. As with all elements bé thealth system, resources and
geography are key challenges. Furthermore, as mwaton is traditionally a
strategy that can be successfully delivered througlternal and child health
services, community health centres and mobile adif\wWHO, 2005c), access and
service issues for mothers in this sector (sed Rckearly play a significant role.
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In the absence of incentives or regulation (suchegsiring all children attending
school to be immunised), obtaining maximum popatatoverage of immunisation
will also depend to a large degree upon communitjeusstanding and acceptance of
immunisation as a preventive health measure. Swehreness is currently low
(Ministry of Health, Timor-Leste, 2007), yet crucia ensuring people consent to
their first vaccination and equally crucial in ensg that people return for
subsequent, staged vaccinations. For immunisé&tiowhich multiple exposures are
necessary for full protection (e.g., DTP3, whiclguiees three injections), a
significant drop-out rate of eight per cent hasrbebserved between the first and
third injection (WHO, 2009a). Unfortunately, in maof these cases, the initial

successful vaccination will not have resulted iequhte long-term disease coverage.

Many social, geographic, financial and attitudibalriers to health services access
exist in Timor-Leste and increased immunisatioregawill require these to be
addressed in tandem with improved public educatmm the benefits of
immunisation. Impressive isolated programs suchhasNational Immunisation
Days for poliomyelitis in 2000 and 2002, and a sgecampaign for measles
vaccination in 2003 (WHO, 2004a), have shown thegt is possible in Timor-Leste,

despite the challenges.
2.2.3 Communicable disease.

Communicable disease accounts for approximatelyp®&o0 cent of all deaths in

Timor-Leste (WHO, 2004a, 2006b). Most notably,réhes a persistent and strong
potential for outbreaks of malaria, diarrhoeal d&®and acute respiratory infections,
as well as dengue fever, Japanese encephalitisgrahayphoid, and tuberculosis
(Ministry of Health, Timor-Leste, 2007; WHO, 2002804a, 2006b).

Malaria, in particular, is considered endemic imar-Leste. Sadly, the highest
mortality rates are observed in children (Minisbf/ Health, Timor-Leste, 2007).
Peak transmission periods of malaria are July/Augusd December/January,
although a longer transmission period has beenreéiden the east of the country
due to a prolonged wet season (WHO, 2000a).
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There were 33,524 reported cases of laboratorywooed malaria in 2006 (WHO,
2008c). While this may seem to be a large numlberases, the World Health
Organization has estimated thetual (i.e., including unreported) number of cases in
that year to be well over 500,000, being by far Wwast estimated case rate per
population across South-East Asia (WHO, 2008c).

While initiatives to combat malaria in Timor-Lestave been delivered by many
groups, and have concentrated on the availabilitytreatment, provision of
preventative measures such as insecticide-treatexquito nets, and the
development of mosquito control methods and epidgreparedness, it is clear that
efforts to date have not resulted in significanbgoess (Democratic Republic of
Timor-Leste and The United Nations, 2009; WHO, 2§080ngoing issues include
poor diagnosis, incomplete national surveillancéad@ombined with a limited
capacity for data analysis), and insufficient cager of population-wide prevention
initiatives, including community education (DemdaaRepublic of Timor-Leste
and The United Nations, 2009). Prevention of iifecis critical, particularly as
access to treatment is poor and, moreover, bedaesdrug-resistan®. faciparum
form of malaria is widespread (WHO, 2004a, 2008t)s clear that a far greater and

sustained effort will be required to control madain Timor-Leste.

Control of tuberculosis is also a significant ceatie for Timor-Leste. Its prevalence
in 2007 was reported as 378 cases per 100,000z iseing the worst reported rate
in South-East Asia; however it is estimated thdy 87 per cent of cases are detected
(WHO, 2009c¢). Annual mortality due to tuberculasi@pproximately 50 to 100 per
100,000 (Ministry of Health, Timor-Leste, 2007; WHQ@008a; 2009d). While
raising the detection rate of cases will be impdria order to limit contagion, a
further challenge will be improving the rate ofeatitly-observed treatment success
from 79 per cent (WHO, 2009c). This will of coursguire considerable resources,

training of health staff, and significant commurgtygagement.

Malaria and tuberculosis are established problemBimor-Leste and, while being
addressed with limited resources, strategies ametheless in place to address them.
This could not be said for emerging communicabsease concerns such as sexually

transmitted infections and HIV. Surveillance sugigethat sexually transmitted
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infections may be reasonably common, particularlyiban centres and among sex
workers (WHO, 2004a). Some sixty per cent of faam@mmercial sex workers in
Dili in 2003, for example, were found to have herg®linistry of Health, Timor-
Leste, 2007). Of concern, the prevalence of séxuednsmitted infections is a
known risk factor for increasing the likelihood IV transmission (Flemming &
Wasserheit, 1999). Prevalence of HIV, howeveregappto be so far low (Chevalier,
Carmoi, Sagui, & Pierre, 2001), with limited seetinsurveillance carried out
between 2001 and 2003 identifying only eight cg%&BlO, 2004a). Conservative
modeling of HIV rates based on current levels, haresuggests that Timor-Leste
could have a population of 5000 persons living Wit by 2025 (AusAid, 2006a).

Evidence-based efforts to improve sexual healtfimor-Leste inevitably confront
the influence of the dominant Roman Catholic Chuctpowerful influence on a
significant proportion of the population (Belton af 2009; Pedersen & Arneberg,
1999). Safe sex through condom-use is appareariiyyrdiscussed and certainly not
encouraged by Catholic religious leaders (AusAid)OGa). There is a
correspondingly poor community-wide awareness g&tigky transmitted infections
and HIV, their causes and available treatments Ays2006a; Ministry of Health,
Timor-Leste, 2007; WHO, 2004a). Confounding matteunder Indonesian
occupation, the promotion of contraception wasrofteercive and was viewed by
many as politically motivated population controltbe ‘Javanisation’ of Timor-Leste
(Pedersen & Arneberg, 1999). Due to the rangesamehgth of embedded cultural
issues in this area, progress is likely to be nicant long-term challenge in Timor-
Leste. Increased prevalence of sexually transthittiections and HIV are therefore

likely to remain significant potential populatioedith risks.
2.2.4 Non-communicable disease and injury.

Globally, non-communicable diseases account for @%ll deaths and, of these,
80% are in the developing world (WHO, 2005d). WielO reports an increase in
cardiovascular disease, diabetes and diseasesiaasdowith tobacco-use in these
settings, and a growing trend towards these camditaffecting people at younger
ages (WHO, 2005d, 2008d, 2009e). An increase ranit disease is likely to be
associated with a range of factors related to dgweént, including increased

sedentary behaviour, overweight and obesity, angshgds in diet and physical
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activity levels (WHO, 2008d). Over time, Timor-lteswill arguably not be immune
to these concerns and population health plannitighveed to take them into account.

A particular concern for the future in Timor-Lessean anticipated high prevalence
of chronic diseases related to tobacco-use, sucHumg cancer and chronic
obstructive pulmonary disease (WHO, 2009e; Wooll&kgma, & Sharp, 2000).
Although accurate recent statistics are unavaijasiteoking prevalence in Timor-
Leste is thought to be high, particularly among pahwhom approximately 60%
are thought to use tobacco products (Ministry ofalde Timor-Leste, 2007).
Tobacco-use is also related to poor tuberculostsoowes (WHO, 2009c, 2009d,

2009e), an additional problem in Timor-Leste.

Reductions in rates of tobacco-use, judging by auts of tobacco control
initiatives in other countries, are likely to regia significant and sustained effort
over many years (WHO, 2009e). Timor-Leste doescoatently deliver a national
tobacco control program of the type arguably resfjirin which population-wide
measures such as education, restriction of acoedsltren, and fiscal levers such as
increased taxation of tobacco products are thotmbt essential pillars (Ahmad &
Billimek, 2007; Ahrens, 2009; Daynard, Gottlieb, &la, Friedman, & Eriksen,
2006; Ministry of Health, Timor-Leste, 2007; WHQ)@e; Woollery et al., 2000).
Enhanced education on the health risks of smokang, advice and assistance in
‘quitting’, would be important first steps (WHO, @2e).

Injury is also an increasing problem in the deveigpvorld, including Timor-Leste
(WHO, 2004a, 2004b; Ministry of Health, Timor-Lesg907). Indeed, road trauma
Is considered likely to increase by as much as 80%eveloping countries by 2020
(WHO, 2004b). In Timor-Leste, unroadworthy vehg;la lack of sufficient driver
training and enforcement of traffic regulations,daa lack of traffic calming
measures (such as stop signs or traffic light@kesent a significant danger to road
users and pedestrians alike (Ministry of Healthmdii-Leste, 2007; WHO, 2004a).
Similarly, as commercial and industrial sectors a an increasing number of
work-related injuries are likely to be seen unlégs consideration is given to raising
risk awareness and preventative occupational heaalkthsafety in general (Ministry
of Health, Timor-Leste, 2007).
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The Ministry of Health agree that there has beemaunlfficient approach to injury
prevention in Timor-Leste (Ministry of Health, Timbeste, 2007), noting that with
its “agrarian social base, with minimally enforgeablic health regulations, with a
poorly developed road system and subject to hdnstatic conditions, Timor-Leste

exhibits all the classic characteristics of a coumrone to endemic injury-trauma
status” (Ministry of Health, Timor-Leste, 2007, @3). Already, treating injuries at
primary and secondary health care facilities regmmessa significant proportion of the
medical and nursing workload (Ministry of Healthjmbr-Leste, 2007; WHO,

2004a).

Despite being of major importance in mortality amdorbidity rates, non-
communicable diseases and injury prevention atevofpriority on the global health
agenda. Low priority has been given to these apsabkaps as they are not explicitly
mentioned in the Millenium Development Goals whiwve driven the targeting of
much donor funding. This presents as a significssiie in the development of a

comprehensive, robust health system in Timor-Leste.
2.2.5 Environmental and other population health isses.

Environmental health in Timor-Leste is evidentlyopo There exists extremely
limited formal collection of household garbage amdithermore, of hazardous
medical or industrial waste (Adhikary, 2002). lramy areas, household waste is
disposed of in open bins, resulting in it spreadidely either through weather or
scavenging animals and many people burn their nmldevaste: a practice that
spreads highly toxic plastics and other air poltga(Ministry of Health, Timor-
Leste, 2007).

While refuse management is a highly visible issae;ess to potable water and
adequate sanitation is arguably the dominant enwiemtal health concern in Timor-
Leste (Democratic Republic of Timor-Leste and Thatét Nations, 2009; UNDP,
2006; Ministry of Health, Timor-Leste, 2007). # thought that only just over half
of the population has access to safe drinking watelr less than half have access to
adequate sanitation (Democratic Republic of Timeste and The United Nations,
2009; UNDP, 2006). The significance of this canbetoverstated: the lack of safe
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drinking water throughout Timor-Leste is thoughtb® a major predictor of child

mortality due to diarrhoeal illness (Ministry of &léh, Timor-Leste, 2007). Many

Timorese must obtain their own water from a ranfsaurces such as wells and
rivers and may not have the facilities (or may appreciate the need) to boil the
water before consumption (UNDP, 2006; UNPF, 2008).

Food-borne disease is also a significant issueinmoiFLeste. Poor handling and
storage of food products, including a lack of ggriation and ability to wash food
with clean water, reflect a widespread lack of c#tyan food safety (Ministry of
Health, Timor-Leste, 2007). Further to this, cgalifood shortages, particularly
during November to February, can leave almost thueeters of households
suffering regularly from hunger (UNDP, 2006; WH®03a). This is caused in part
by weather but also by argricultural practices udahg inadequate storage of crops
and widespread deforestation leading to land dedgjyadand erosion (UNDP, 2006;
UNPF, 2008). Imported and processed or packagedisfavhich may offer a safe
and stable alternative, are of limited availabibiyd generally far too expensive by
local standards for widespread consumption (DentieccRepublic of Timor-Leste
and The United Nations, 2009).

Timor-Leste exhibits the core food, water, and tsdiion concerns common to other
developing nations in which there is limited infrasture and where most
inhabitants are impoverished and under-educatedisis to health (Ministy of
Health, Timor-Leste, 2007; WHO, 2004a). Thesedasstemain long-term, difficult

challenges for Timor-Leste to overcome.

2.3 The Health System

Thus far in this Chapter, a background has beewiged to the history of Timor-
Leste and some of the major population health amsceave been highlighted. The
following section provides a review of the develamnof the Timor-Leste health

system and discusses its capacity to improve papaolaealth.
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2.3.1 Under Portuguese and Indonesian rule.

As noted (2.1.3), the Portuguese developed minimfahstructure within Timor-
Leste. The few health facilities that were creadedng their administration were
concentrated in urban communities, predominantly tiee use of the colonists
themselves and there was apparently no strategyéstigate and address the health
needs of the Timorese population (Dunn, 2003; Sr28A5). Subsequently, reliance
on traditional healers and treatments remainedagere, particularly in rural and

remote communities (Ministy of Health, Timor-Les2®07; Smart, 2005).

Subsequent Indonesian administration of Timor-Lestiected the fact that it was a
military occupation, with little early concern ftre health of the population (Dunn,
2003). However, gradually, an organised healtk sgstem was established (mainly
to service Indonesian migrants) consisting of comityuhealth centres, village
health posts and eight district level hospitals (4o 2001). Prior to independence,
the main hospital in Dili had up to 11 specialigtal a central health laboratory for
disease testing (Morris, 2001; Smart, 2005).

Unfortunately, very little of the health system dmpment initiated by Indonesia
resulted in improved outcomes for the Timorese. de&d, mistrust of the

Indonesians, poor access to services and, repprpedir service meant that many
Timorese continued to rely on traditional healtagbices (Morris, 2001). The main
hospital in Dili was also very costly to the majgrof Timorese, who were required
to pay for even simple procedures, including badressings (Dias, 2000).

Reportedly, patients were also persuaded to vigdafe practices set up by
Indonesian doctors, who would require prescriptitmbe filled at pharmacies that
they also privately owned, leading to the suggestimat “The Indonesian doctors
who came [to Timor-Leste] were almost always mamneerested in their own

financial gain than in improvements in the healtthe people” (Dias, 2000, p. 6).
It is also apparent that Indonesia provided theofese with little if any involvement

in planning or managing the health system (Mor@801). While under the

Portuguese there was effectivetyp health system, under Indonesia the system
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installed was chronically under-accessed as it ma@sbased on analysis of local
needs, and very little community trust existed (Bu2003).

2.3.2 Transitional arrangements.

The violent aftermath of the vote for national ipdedence in 1999 resulted in a
national humanitarian crisis, with widespread deatjury and trauma, the collapse
of public services, and the displacement of appnaxely three-quarters of the
population (Martin & Mayer-Rieckh, 2005; WHO, 2000aIn terms of health
services, almost the entire health infrastructuas destroyed or damaged (Alonso &
Brugha, 2006; WHO, 2000a, 2004a). In addition, noose health personnel (who
were Indonesian) departed Timor-Leste (Tullochl.e2803).

With limited effective health infrastructure, anémast no workforce, the health
system collapsed and the already poor health ofptimulation was placed under
significant threat (Morris, 2001; WHO, 2004a). Dteea breakdown of disease
surveillance and management, for example, the abotmalaria was hampered and
its incidence tripled (WHO, 2000b, 2001). To thkiay, the nation has found it
extremely difficult to rebuild health infrastructurand, in particular, establish a
sufficient and well-trained workforce (Ministry éfealth, Timor-Leste, 2007).

United Nations agencies, the WHO and numerousnatemal government and non-
government organisations began to reach Timor-Léstgrovide humanitarian
assistance shortly after the deployment of peagqakgetroops in August, 1999
(Martin & Mayer-Rieckh, 2005; Tulloch et al., 2008HO, 2004a). Throughout the
following approximately two year emergency phaseed health care was provided
almost exclusively by international organisatioan: early review of health service
provision identified 15 international and six locedn-government organisations, 23
church organisations, four military contingents am private agencies providing
health care services during this time (WHO, 2000ahder these arrangements, by
June 2000, it was estimated that almost half d@anilinedical consultations had been
provided (WHO, 2000a).

Under the United Nations Transitional Administrati@n Interim Health Authority

consisting of 16 senior Timorese health profesdtowas established (Tulloch et al.,
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2003; WHO, 2000a). In August 2000, this body eedinto the first Division of
Health Services within the transitional governm@ntlioch et al., 2003). It became
increasingly apparent that trained local medicatspenel were scarce, with
estimates of between 12 to 35 local doctors remgim Timor-Leste (Morris, 2001,
Smart, 2005; WHO, 2000a). The nation is yet tamvec from a serious lack of
capacity in trained medical and allied health stafid also in senior and middle

management positions (Ministry of Health, Timor-1ege2007).

The early presence of the WHO in Timor-Leste hagiably had a very positive

impact. Its mission has been to “cooperate aniloofate with the Government of
the Democratic Republic of Timor-Leste, and othe@vedopmental partners in
Timor-Leste to provide the greatest possible cbation to improving the health of

the people of Timor-Leste” (WHO, 2004a, p. 30). eTWHO played an important
early role in coordinating the many donors and gomernment organisations that
amassed to assist the Timorese people. While mgaiéng its own programs in key
areas such as communicable disease control, ndusaten, and child and maternal
health during this period, a pivotal role of the WHvas supporting the initial

development of the Timor-Leste Ministry of HealtWKlO, 2000a, 2000b, 2001,
2004a, 2004c).

In the lead up to independence, as responsibititftesl to the Ministry of Health
(established late 2001), many non-government osg#ions shifted their focus to
community development as opposed to direct healtd delivery (WHO, 2004a). A
large amount of responsibility for health care piag and delivery now fell to the
new Ministry, which arguably had limited capacitytivout continued international

assistance.
2.3.3 Post-independence.

Restoring health infrastructure and improving pagoh health were clear early
priorities for the independent government of Tineste, as signalled in the
National Development Plan released in 2002 (DenticcRepublic of Timor-Leste,
2002b). Capacity restraints, however, includinigck of finances and of a trained
and experienced public service, have been majoedinpents to a truly independent
approach (UNDP, 2004, 2006). Until revenue begafiow from the nation’s oil
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and gas reserves in the Timor Sea in 2008 (Demodrapublic of Timor-Leste,
2008), most health funding came from the Trust Fdod East Timor, an
international fund established to rebuild the matiand from other multilateral and
bilateral donor relationships (Tulloch et al., 2008HO, 2004a). Many of the key
personnel and advisors involved in rebuilding d@ffdnave been foreign nationals,
employed through donor agencies and internationalgovernment organisations
(UNDP, 2004).

As responsibility shifted to the new governmentngnaervices previously provided
by the United Nations were scaled back in a managed This was an important
stage in development, as it allowed the new govemrno begin to experience a
level of autonomy and responsibility (Alonso & Bhag 2006). Perhaps, in terms of
domestic politics, this also satisfied many Timeresho had become somewhat
frustrated with the transitional administration angerceived slow progress towards
independence (Smart, 2005). While the final resjimlity for health in Timor-Leste
now rested with the national government, it waseljidacknowledged that ongoing
assistance from the international community would rlequired for some time
(UNDP, 2004, 2006; UNPF, 2008; WHO, 2004, 2004¢here has arguably been
insufficient time to develop a lasting capacity it the health system, whether in
terms of a skilled local workforce or a compreheesset of health policies,

programs and infrastructure.

Poor access to health services remains a considepmbblem in Timor-Leste,

particularly in rural communities where the nearesalth facility may be several
hours away on foot (Democratic Republic of Timosteeand The United Nations,
2009; Ministry of Health, Timor-Leste, 2007). u@lity of service remains a
significant issue also, with the Ministry of Healfp007) acknowledging that well-
resourced health services complete with sufficjethined local staff were rare,
resulting in negative community perceptions of tlealare. Disease surveillance
systems and laboratories with diagnostic capaaidasin extremely limited and, in
addition, many of the rural health facilities thestves reflect conditions in the wider
community, including unreliable access to safe watelectricity and

communications (Zwi et al., 2007). For these atiteloreasons, many Timorese

continue to prioritise the use of home-based t@uhl remedies and, where these
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fail, visit traditional healers (Ministry of Healthirimor-Leste, 2007; Zwi et al.,
2007).

The Ministry of Health is tasked with rebuildingetthealth system and ultimately
ensuring the availability, accessibility and affalodity of health services to all
Timorese (Ministry of Health, Timor-Leste, 2007Yhe Vision of the Ministry is
‘Healthy East Timorese in a healthy East Timaeflecting not only a focus on the
health of people but also on the relationship betwkealth and the environment
(Ministry of Health, Timor-Leste, 2007). It is motorthy for the purposes of this
study that the Mission of the Ministry of Healtltindes commitments to promoting
community and stakeholder participation aedulatingthe health sector (Ministry
of Health, Timor-Leste, 2007).

The Ministry identifies its role as including bdtewardship’ and service provision.
Stewardship is referred to as the ‘head officek$asf setting policy directiorhealth
regulation organisational monitoring and surveillance, irgdectoral engagement
and the development, administration and financihthe public health care system
(Ministry of Health, Timor-Leste, 2007). Serviceopision refers to the actual
delivery of health care services, including comnywnengagement, disease
prevention and control, and health promotion (Mnyisof Health, Timor-Leste,
2007). At the operational level, the Ministry pides health services through
arrangements with health centres, health postsnaoiile clinics that each serve
geographically-defined populations. A recently rappd Basic Services Package
defines the core roles and responsibilities of esatvice unit (Ministry of Health,
Timor-Leste, 2007).

Currently, there remains one national hospitalated in Dili, which houses the
nation’s only significant specialist medical andghostic services (Zwi et al., 2007).
Across the 13 districts there are five regionalpitats and 66 Community Health
Centres (Ministry of Health, Timor-Leste, 2007; Zwt al., 2007). Of the

Community Health Centres, nine have some in-patiempacity and limited

laboratory facilities: the remainder provide basiedical care, as well as preventive
and health promotion services (Zwi et al., 200%).addition, there are 174 health

posts at the sub-district level that are staffeehegally, by a nurse and a midwife;
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however mobile clinics that are run from Commurtigalth Centres augment this
capacity intermittently (Ministry of Health, Timdreste, 2007; Zwi et al., 2007).
Systems supporting health delivery, such as pharutmal and medical equipment
supply, are located in the capital and distributedthe Autonomous Medical Stores
System $ervicos Autonomo de Medicamentos Equipamentos aleleS or
‘SAMES’) (Ministry of Health, Timor-Leste, 2007; 4wt al., 2007).

The relatively recent deployment throughout thaamabf a significant number of

health staff from Cuba, including 286 doctors, lag@preciably added to service
delivery capacity (Anderson, 2008; Ministry of HialTimor-Leste, 2007; Zwi et

al., 2007). While it is understood that Cuba plemsnaintain this presence for the
foreseeable future, the language barrier and @llsgnsitivies remain significant
issues in the ability of the Cubans to consultaiiely with Timorese patients and
train local staff (Zwi et al., 2007).

Groups such as the WHO are also continuing to tatbssTimor-Leste Government
by providing technical assistance and program dgjiv In its Country Cooperation
Strategy 2004-2008 (WHO, 2004a), the WHO outlinea foriority areas, being:

» support for health policy andgislation development

» donor coordination and partnerships for health bgreent;

* health systems development; and

* interventions for priority health problems.

The WHO argues that by acting as a close parthécan provide direct technical
assistance and policy briefs describing the expeéeof other countries and their
likely implications and adaptation for Timor-Lest&urthermore, the World Health
Organization’s neutral position should help the ggoment to avoid the mistake of
developing policies and programmes of a short-terature or to meet the
requirements of a specific donor” (WHO, 20044a, 3). 2

Certainly, experiences in Timor-Leste have demaistr that reliance on donor

assistance in health development is problemationdD agencies typically have
unique priorities, approaches and constraints aadyndonors can only deliver
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short-term projects that do not build capacity tieshains in place on their departure
(de Haan, 2009; Glennie, 2008; Moyo, 2009). It leeen noted that these
conflicting priorities and ways of working “ofteedd to confusion and managerial
complexities which create an extra burden for thatéd staff of the Ministry of

Health” (WHO, 2004a, p. 23). In this context, qande from an overarching

development plan becomes very important.
2.3.3.1 Overarching plans and frameworks.

Nation-wide planning and policy development in Tmh@ste has been underpinned
by a National Development Plan (NDP), released0®22 In regards to health, this
plan proposes:
e an emphasis on localised preventive and promotadtin care;
» to limit hospital and specialist care expenditwdess than 40% of overall
recurrent expenditure;
» to optimise accessibility and coverage throughaith@ption of primary health
care principles;
e acollaborative inter-sectoral approach to headite,c
» to prioritise services and programmes that aimnmprove health status of
vulnerable groups, including children, women, am@l populations; and
* a recognition of the importance of effective mamaget andregulatory
systemsand processes, qualified, experienced and motivaiersonnel,
strong programmes of education and training, sgirat@olicy directives,
appropriate nation-wide health information systemd viable administrative

support mechanisms (Democratic Republic of Easor,iid002b).

The Government’s Health Policy Framework reaffirthe principles found within
the National Development Plan, including an emghasi primary and preventive
health care and the recognition that multiple aeteants of health require a multi-
sectoral approach (Ministry of Health, Timor-Les207). The Health Policy
Framework outlined a Basic Services Package, fineimpleted with technical
assistance in 2007, which determines the minimuesydunctions, staffing levels
and infrastructure support for primary health camel hospital services (Ministry of
Health, Timor-Leste, 2007).
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Further overarching government planning guidanceuitined in the 2006 Timor-

Leste Human Development Report (UNDP, 2006). The s stongly focussed on
poverty reduction, and improving inequity in accdeskey services, including

education and health. The report promotes a aoedifocussing on partnerships in
the development of the nation, noting the presesfcever 400 non-government
organisations in Timor-Leste (UNDP, 2006). A funttstrategy is de-centralisation
of government: the report notes the basis for ithithe nation’s Constitution and
highlights that little move has been made towarndgiduting authority to the local

level, thereby allowing targeted local approach#s@P, 2006).

As with most governments, expenditure (and theegfdo a degree, policy) is
determined centrally in Timor-Leste. Since 2004 W#inistry of Planning and
Finance, with technical assistance, has centralipimistered a Sector Investment
Programme to guide the funding of departments aygha@es (Ministry of Health,
Timor-Leste, 2007). The Ministry of Health has ewbtthat the Sector Investment
Programme has been largely “operational and impgadéaistry of Health, Timor-
Leste, 2007, p. 20) and perhaps not linked wellughaostrategically to the desired
directions of the Ministry of Health. The Healtbc®or Strategic Plan 2008-2012 is
an attempt to proactively address this, by cleatdilining the Ministry of Health’'s

proposed priorities and directions.
2.3.3.2 The Health Sector Strategic Plan 2008-2012.

In September 2007, the Timor-Leste Ministry of Hiealunder Minister Dr Nelson
Martins, released theéHealth Sector Strategic Plan 2008-2012Broadly, the
document outlines 57 strategies that aim to:
» improve accessibility to, and demand for, qualigalth services;
» strengthen management and support systems; and
» strengthen coordination, planning and monitoringnistry of Health, Timor-
Leste, 2007).

Of the 57 strategies identified, 32 are descriletti@ss-cutting’, that is, they aim to

maximise efficiencies by targeting multiple problemOf these 32 strategies, a core
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group of 17 strategies is proposed that spreadsact® key areas (Ministry of
Health, Timor-Leste, 2007, p. 136) (see Table 1).
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Table 1.Core strategies of the Timor-Leste Health SectoraBgic Plan 2008-2012

Area Strategy
* Health 1. Further improve coverage and access to heattites especially for the poor, the remote and rotinerable groups through appropriate location of
services health facilities and the strengthening of outreseivices
delivery 2. Strengthen delivery of basic health serviceghsuring that the directives of the [Basic Servieemn] are implemented at all mobile clinics, healt
posts, health centres and hospitals
3. Strengthen delivery of quality care, especiatigternal and child health services, in all fa@btithrough capacity development measures such as
BEOC, IMCI and nutrition continuing professionavééopment programs
* Behaviour 4. Change for the better the attitudes of health paoviders sector-wide to effectively communiocatéh consumers especially in relation to the neafds
change/health the poor and other vulnerable groups through deastn and the building of good interpersonallskil
promotion 5. Strengthen activities to promote better comnyuegitpreciation of the value of effective evidenesdd medicine and health care
* Quality 6. Develop a culture of quality improvement in pathealth service delivery and management throdnghuse of quality practice and professional
standards
e Human 7. Strengthen human resource planning to reducedisizibution of the numbers and type of workfordeough identification of posts and the
resource reallocation of staff

development

« Financing

* Asset
management

« Organisational
development

* HMIS

* Gender equity

* Research

8. Introduce a broad-based incentive scheme tstassappropriate deployment of qualified staffass the health care sector

9. Increase the number of skilled midwives throegihanced pre-service and articulated training dppities and through improved supervision and
control measures at work

10. Strengthen the capacity of nurses and alliedtth@rofessionals in community-based work

11. Strengthen the skills, know-how and attitudesianagers at all tiers of the health system

12. Further develop the system of financial managerand strengthen financial management capaciydfmout the sector

13. Develop a systematised approach to asset maeagi¢hat includes appropriate standards, techgigdklines, protocols and audit practices for asse
procurement, maintenance and replacement, renewdaliaposal

14. Organisational and management reform of stresfuisystems and procedures in the Ministry of tHeal respond effectively to change as per the
accepted recommendations of the functional analysis

15. Prepare an information master strategic plahwlould guide the appropriate phasing-in of défgrinformation sub-systems

16. Promote gender mainstreaming in the MOH, imprawareness of gender issues throughout the healtkforce and provide affirmative action
opportunities for women

17. Establish an operational research centre istassleveloping research capacity within the tireaéctor of Timor-Leste to address health andesyst
challenges and inform clinical and public healtaqpice.

49



Within the framework of the plan, working principlenclude a “priority emphasis on
prevention and control of communicable and selectddonic and non-
communicable diseases, on trauma and related jnadglescent health, and the
wellbeing and health of vulnerable groups” (Minystif Health, Timor-Leste, 2007,
p. 9). Priority diseases include malaria, dengeegef, sexually transmitted
infections, HIV/AIDS, tuberculosis, leprosy, regiory tract infections, diarrhoeal
and parasitic diseases, hypertension, diabetessranlling related diseases (Ministry
of Health, Timor-Leste, 2007). There is also aaclmtention of the Ministry of
Health to focus on child and maternal health (dmadly through reduced infant and
child mortality rates, maternal mortality ratio, dartotal fertility rate), and on
developing a more effective and efficient healtbtegn (Ministry of Health, Timor-
Leste, 2007).

Legislation is mentioned throughout many of thes&ategies of the plan, however
in the majority of cases it is to state that draftof law and regulation had not yet
commenced. Public health legislation reform dostsappear as a strategy in and of
itself, nor does it appear withthe 10 key areas of work and 17 essential strategie
chosen for “urgency, cost-effectiveness and felsitb{Ministry of Health, Timor-
Leste, 2007, p. 135). The plan, then, confirmg phblic health law is not on the
Ministry of Health’s core agenda, and that headftvises delivery and organisational
reform will remain the key focus. The lack of mentof legislative assistance in the
‘technical assistance needs’ section of the plapgendices further reinforces the
view that legislative reform in general is not aopty for the period of the plan
(Ministry of Health, Timor-Leste, 2007).

The Ministry of Health, however, notes that the lHe&ector Strategic Plan was
prepared in a context of social and political uheesl that this has contributed to a
lack of certainty across several areas. In pddictthe pressing need for reform,
while acknowledged by key stakeholders both withnd outside the Ministry of
Health, is being approached with a level of cauttbat reflects not only an
appreciation of the extent of capacity developnme@ds within the Ministry but also
a sense of what is achievable within the publict@earena of Timor-Leste”

(Ministry of Health, Timor-Leste, 2007, p. xii))Subsequently, the Ministry argues
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that the plan might be best seen as flexible, vagular reviews taking into account
any changes in sociopolitical circumstances andagpto manage change.

2.3.4 Summary of health system challenges.

In attempting to improve the health of the Timorepeople, system-wide
infrastructure and human resource capacity comsgraontinue to be key challenges
for the Ministry of Health and its partners. Asshaeen shown, these issues are
largely the result of successive periods of coltnd® or occupation that arguably

did little to create even the basics of an autongsyublic health system.

Key structural issues of concern include:

e a low population coverage of, and unequal accesadequate health and
public services,

* low coverage and lack of access to clean watesandation;

* under-developed health information systems for mooimg and analysis of
health indicators; and

* a lack of a sufficiently trained workforce, and aop capacity to attract,
develop and manage human resources (WHO, 2006b).

As a result of these ongoing structural issuessetie in Timor-Leste a continued
reliance on cooperation (and difficulties in cooation) with donors and
international program providers and advisers (Mrgisf Health, Timor-Leste, 2007;
WHO, 2006Db).

More positively, with a steady income stream froetrpleum exports, financing
should become less reliant on the internationalmamty (Democratic Republic of
East Timor, 2002b; Democratic Republic of Timor4egs2008; UNDP, 2006;
UNPF, 2008). However, additional funding alonel wit result in a ‘quick-fix’ for
the structure and operation of the health systeon,will it necessarily improve
population health significantly in the short-terrRather, it will take time to train an
effective workforce and to build an infrastructabat is to all extents possible truly
equitable to all Timorese, regardless of their gaplgical location. It will also take

time to develop appropriate health system poliaies procedures in order that these
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trained staff can deliver services effectively amd coordinated way, while allowing
for local variations. Furthermore, many causepadr population health in Timor-
Leste are related to deeply-embedded social aridralifactors and these, also, will

take significant time to address.

Indeed, social and cultural factors, and the rdle@nmunity participation in the
health system, cannot be underestimated. Thereaimemin Timor-Leste a
persistently poor community-wide level of knowledgg health in general and,
importantly, of healthy daily practices such asestfod handling and protection
from malaria, for example (Ministry of Health, Timbeste, 2007). Engagement of
the population with the health system must surtdyt svith the basics of education
and health promotion to ensure that Timorese ar@&)aware of ways to prevent
iliness, b) aware of how a health service can ag®sn in illness, and c) sufficiently
convinced to actually change health-related behasjoincluding both preventive

health actions and attending health services.

There are significant geographic and economic desitives for many Timorese to
attend health services, and an acknowledged widadpliack of confidence in the
quality of care available (Ministry of Health, Timbeste, 2007). Indeed, the
Ministry of Health agrees that there is a “widesyrdelief that instances of closed
facilities, inadequate clinical performance, indetemt and, at times, weak
management and supervisory practices, and inapptemttitudes among [Ministry
of Health] staff, when taken together, have ha@taimental influence on utilisation
rates within the public health sector” (Ministryldéalth, Timor-Leste, 2007, p. 39).

This, in part, surely underlies the observed ptasisreliance on traditional
medicines and traditional healers (Ministry of Heallimor-Leste, 2007; Zwi et al.,
2007). Research has confirmed that a wide rangeraiflems are treated at this
level: indeed, interviewed traditional healers whdo be of the opinion that they
could manage all problems, and reported that tleeelly did not refer people on
to a doctor or health service (Rogers, 2001). ilt e a key challenge for the
Ministry of Health to find a way to both bring thmopulation onside, and work

proactively and sensitively with traditional healer
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A further considerable problem potentially affegtithe health system is ongoing

social and political instability in Timor-Leste és€2.1.7). Most recently, long-

standing civil and political tensions resulted iperiod of prolonged violence and
displacement throughout 2006 to 2008 and the effe€tthis are arguably still

evident (Brown, 2009; Brown & Gusmao, 2009). Dgrany further periods of such

intense instability, health services would again dwubt struggle to cope with

demand. It must be noted however that within gwent crisis period, the Ministry

of Health, with UNICEF, acted opportunistically,ceanating and providing other

treatments (such as de-worming and vitamin A supeflgation) and preventative

health interventions (such as long lasting insatdidreated nets) for approximately

30,000 displaced persons living in camps (MinigifyHealth, Timor-Leste, 2007).

The overall health system re-building focus, howewekearly stalled in this period

and further periods of instability are also likébyhave a similar effect.

The Ministry of Health note a number of risks teithagenda for population health

improvement, including:

poor macroeconomic growth threatening stable gawent allocation to the
health sector;

interruption of support from international agencassa result of changes in
their policies or because of political instability;

potential for prolonged political instability impi#@eg directly on the Ministry
and population health;

resistance to change within the Ministry and goresnt particularly
concerning legislative revieand human and financial resource management
ISsues;

a lack of support for proposed workforce incentiviEsigned to improve
retention and skills;

inadequate attention to health promotion and heaéking behaviour; and
inadequate integration of vertical services andyams (Ministry of Health,
Timor-Leste, 2007).

A Sector Working Group has been established taudsbow the Ministry of Health

should engage and coordinate initiatives with othinistries and with its wide
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range of supporting partners. A goal of this graup be to progress towards a
framework for a sector-wide approach to health|uitiog greater coordination of
donor activities (Ministry of Health, Timor-Lest2D07). The Ministry recognises
that it will be a key task to reach agreement vpi#intners on the type of technical
assistance required, and how this will be proviged coordinated (Ministry of
Health, Timor-Leste, 2007).

It is worth noting that where examples of succeasehbeen observed in the
Timorese health sector (e.g., in controlling pglimfluential factors have included
“strong commitment, active political participatian the highest level, technical and
financial support from partners, insightful strateglanning, effective mass media
campaigns and sustained community participationin{dtry of Health, Timor-

Leste, 2007, p.33). These observations shouldfalyp@rovide encouragement to
the health sector to continue a sustained levekc@mhmitment to reform and

rebuilding.

2.4 Chapter Summary

This Chapter has provided a social and politicaltext to this study, through a brief
review of the history and development of Timor-leestlt has been argued that
successive colonial and military occupations of diirheste have done very little to
improve the exceptionally poor health of the Tinsarenor have they left the nation

with even the basics of an autonomous health system

The Chapter has reviewed the development of theipdependence health system
and the many significant challenges faced in thmsleavour by the Timorese
government. Core national strategies have beerushed, including the Health
Sector Strategic Plan 2008-12. It is apparent Wiate regulatory strategies are
mentioned in overarching government plans, and he €ountry Cooperation
Strategy of the WHO, the Ministry of Health itselbes not place public health law
amongst its key priorities. Indeed it specificatigtes, as a challenge, resistance to

changes within the Ministry and government regaydiégislative review.
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The following Chapter reviews the field of publiedith law and examines its current
place in Timor-Leste. Challenges within the legjdtem, which ideally could assist

the health system with public health law, are cdersd.
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Chapter Three: Public Health Law

3.0 Introduction

This Chapter examines the history and developmérthe field of public health,
with a focus on the use of law as a means of adigggore public health concerns.
Given that law fundamentally places restrictionstlos freedoms of individuals, the
ethical issues associated with the legal appraaglublic health are also considered.
Subsequently, the utility of a ‘risk-based’ apprioaéc public health law is discussed,
in which law is applied in a graduated manner icoagance with an objective

assessment of the level of public health risk beagaged.

Public health law is then considered in the contéxdeveloping and post-conflict
nations. In particular, the legal system and apgplie law related to public health in
Timor-Leste is described, with a focus on the raguly areas targeted for
investigation in this study: road safety; the safle@lcohol and tobacco to children;
water safety; and food safety. Finally, currengltdnges for the Timor-Leste legal

system are highlighted.

3.1 Public Health and Law
3.1.1 Public health.

Public health has been defined as “what we, asceetyo do collectively to assure
conditions in which people can be healthy” (Ingataf Medicine, 1988, p. 1). A key
principle that defines public health is that md$ore is directed towards initiatives
that influence the entire population (or sub-popates) and not those that directly
target individualsper se(Parmet, 2007). Public health, then, does noagto
therapeutic or curative health service deliverather, underlying most public health
activity is the principle of prevention; that ibat the best way to improve the long-
term health status of a population is the desigt @elivery of population-wide
measures thaireventill health from occurring (Detels, 2009; McGowdrpwnson,
Wilcox, & Mensah, 2006; National Public Health Parship, 1998).
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The field of public health has historically bees@sated with several core issues of
concern, often referred to as ‘traditional’ pubhealth areas: such fundamental
issues include ensuring the safety of food and maieplies (often referred to as
‘environmental health’ issues) and minimising tipeead of communicable disease
throughout a population (Clasen & Sugden, 2009;teP011999). Immunisation
against communicable disease was a major earlyigphbhlth strategy, built upon
the development of a smallpox vaccine in the eady century (Stewart & Devlin,
2006). These early areas of public health praetreewell-established core elements
of modern public health agency activity (DetelsP20Kux, Sobel, & Fain, 2007;
Locke, Falk, Kochtitzky, & Bump, 2007; Malone & Hiran, 2007).

As public health practitioners are primarily commd with the prevention and
management of population-wide risks to health,gtience of epidemiology is also
crucial to the public health approach. The momiprof rates and outbreaks of
disease within the community, and establishingrtbauses, are fundamental means
by which public health agencies seek to protecpjeetrom health risks as early as
possible (Aschengrau & Seage, 2003; Detels, 20@3judd, Goodman, & Hadler,
2007).

In the 20" and 2% centuries, such ‘traditional’ public health adiie$ have been
complemented by an increased focus on other rishmpulation health, including
health-related behaviours such as tobacco-useha@lose, poor diet and low rates of
physical activity. Once the use of tobacco proslues linked to serious disease, for
example, key strategies of public health agencied advocates became the
provision of health warnings regarding tobacco-aisé lobbying for restrictions on
the sale and use of tobacco products (Chapman,)200w%# eventual banning of the
sale of tobacco products to children in many caestiprovision of health warnings,
and restrictions on smoking in public places, hbgen extremely effective public
health-led strategies, contributing in large paratlower population rate of smoking
and lung disease seen in much of the developedwoday (Ahmad & Billimek,
2007; Chapman, 2007; Hagquist, Sundh, & Erikss@®72 WHO, 2009e; World
Bank, 2009).
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More recently, public health has been seen to cdrate even more intensely on
health risks associated with modern lifestyles angironments (e.g., Kavanagh,
Thornton, Tattam, Thomas, Jolley, & Turrell, 206&;aavik, Batty, Ursin, Huxley,
& Gale, 2010). Epidemiology has, for example, hgfted in many nations a
gradual, population-wide increase in body weiglat thas been liked to a range of
modern socioeconomic factors, including the inaedaavailability, marketing and
lower cost of some food types low in nutritionalluga but high in energy or fat
(Alderman, Smith, Fried, & Daynard, 2007; Swinbu8acks, & Ravussin, 2009).
Combined with increases in sedentary behaviour ezhuargely through other
societal changes (e.g., increased automation ofviquely manual work
environments), these factors have contributed seed population-wide rises in
rates of obesity, cardiovascular disease, and gialf€ummins & Macintyre, 2006).
Modern public health approaches seek to understaddinfluence the behavioural
and environmental factors that create such pouatide health concerns and that

make healthy behaviours difficult to maintain foamy people.

Public health is now an extremely broad and complea of practice. Indeed, the
modern concentration on identifying and influencitige determinants of health
(Marmot, 2005) means that much public health agtiwiay appear on the surface to
have seemingly little to do with health itself. aths, many of the determinants of
population health status are now acknowledged tedagl and economic, such as
poverty, social isolation and discrimination (WHZD08e). Some health issues can
be traced to how people are influenced by the tharivironment’, such as a lack of
open space or safe footpaths to encourage physitaity (Giles-Corti, Wilson-
Roberston, Wood, & Falconer, 2010; Kavanagh et28(Q7). Traditional public
health approaches arguably do little to addresssethessues; therefore the
development of novel, evidence-informed strategiesl partnerships with other
‘non-health’ agencies are a core part of the mogeulic health approach (Krech,
2010).

While the field of public health is constantly deygng, well-tested approaches
continue to remain core elements of public hedithtesgy. Epidemiology remains
critical: through routine monitoring of populatitevel health data, causes of disease

can be identified and the beginnings of an outbiakbe recognised and controlled
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quickly (Aschengrau & Seage, 2003). Similarly, fvevision of population-wide
education related to health risks, and the encewnagt of behaviour and
environmental changes through health promotioniaives, play an essential
ongoing role in public health strategy. Health rpation has, indeed, been
acknowledged world-wide as a primary element oflipuealth strategy, including
within a number of key international Declaratiomsl &harters (WHO, 1978, 1986,
1997).

In terms of preventing ill health, however, hegltomotion has intrinsic limits as it

relies predominantly upon education, persuasionenmburagement to bring about
behavioural and environmental change (Stott, Kislegr & Rollnick, 1994). There

are, of course, many powerful disincentives andié@ to such change. A classic
example of the limits of health promotion is in fiedd of tobacco control. Tobacco-
use is an extremely addictive behaviour, and oftesociated with popularity and
social attractiveness among young people in pdatic(Chapman, 2007). Anti-

smoking messages are also faced with well-fundedpe&gns from the tobacco
industry that promote tobacco-use (Annas, 1996,71%hapman, 2007; World

Bank, 1999). If a public health goal includes mmising population exposure to
tobacco smoke, stronger approaches must be coediderorder to supplement
health promotion (Daynard, Gottlieb, Sweda Jr.edman, & Eriksen, 2006; WHO,

2009e). The following section will discuss thetbrg and development of such an
approach to public health strategy: public health. |

3.1.2 Public health law and regulation.

“...law and the legal procesfs] the inseperable companion of the public
health process ... the history of public health lmasany respects been a legal
history.” (Reynolds, 2004, p. 3).

The use of law to protect populations from heakks is arguably much older than
the broad field of public health as it is knowndgd As early as 1448, for example,
the Venetian Senate established mandatory quaeaotitravellers by sea who were
suspected of carrying the plague (Carmichael, 199Quarantine law approaches
were taken up in the ‘new world’ also, initially &ical level in parts of North

America in the 1600s, then at State and Federal ievthe 1700s (Gostin, 2000).
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Work towards international rules, designed to achi@ degree of worldwide
harmony in approaches to quarantine, began withfitee International Sanitary
Conference in Paris, France, in 1851 (Gensini, ¥ac& Conti, 2004).

The earliest formalisation of a broad, national lpubealth law approach, however,
might be regarded to be the EngliBablic Health Actof 1848 (Reynolds, 2004).
This Act brought together all of the major publiealth issues of the time, including
those related to poverty, such as inadequate hgpusiater, sewerage systems and
food (Calman, 1998). It clearly acknowledged tlowegnment’s role in protecting
the health of the population and established medan®nable this, including

‘inspectors of nuisances’ and a range of penal@aéman, 1998).

Today, law and regulation aimed at reducing risksi¢alth may take many forms
and address many specific health issues. In sonsglictions, law related to public
health may be more or less comprehensively colliecteat least cross-referenced, in
an overarching, cohesive Public Health Act. ThateSof Victoria, Australia, is one
such example, with its 200Bublic Health and Wellbeing A¢Department of Human
Services, 2004, 2005; Parliament of Victoria, 200Bpwever, even in the presence
of such an overarching act, many laws of relevdndeealth may also be contained
within a range of other legal fields such as corsuamd environment protection, or
occupational health and safety, for example (Gi&98; Reynolds, 1997, 1998a,
1998b, 2004).

Public health outcomes may also be gained throaghith areas more traditionally
associated with finance. The increased taxatiotoledcco products, for example,
has become a key public health law approach aretagnised to be one of the most
effective interventions in reducing rates of smgk{€hapman, 2007; Gostin, 2000,
2004; Reynolds, 2004). Indeed, given what is nawown about the social
determinants of health (Marmot, 2005; WHO, 2008ehan rights law focussing on
equity, poverty and discrimination might also bewed as public health-related law,
through its health protecting and enhancing outsomeThe breadth of legal
approaches possible is arguably a natural resuhlieobroad range of factors that can

influence human health and behaviour.
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As public health aims to influence entire populasip law can be viewed as
providing “a most obvious form of collective resgensince, typically, it imposes
general obligations and is addressed to the whatenwnity” (Reynolds, 2004, p.

3). Law and regulation may also target populatiosrectly through, for example,

the introduction of mandatory minimum standards govern food and water supply
safety (Clasen & Sugdem, 2009; Lang, 2006). Theasicp industry-specific

approaches, while potentially affecting the enpopulation, are not likely to raise
widespread concerns over the restriction of indigidor economic freedoms.
However, the imposition of restrictions on the wdecertain goods deemed to be
dangerous to health (such as tobacco), or on neftisky’ behaviours (such as

riding a motorcycle without wearing a helmet), i®mn likely to be controversial

regardless of how evidence-informed and well-ineghdhose restrictions may be
(Coben, Steiner, & Miller, 2007; Houston, & Richasod Jr., 2007; Jones & Bayer,
2007; Mertz & Weiss, 2008).

This balance between restriction and freedom deslisicharacterises the field of
public health law, defined by Gostin (2000, p. &),“the study of the legal powers
and duties of the state to assure the conditionpdople to be healthy...and the
limitations on the power of the state to constréia autonomy, privacy, liberty,
proprietary, or other legally protected interestsnalividuals for the protection or

promotion of community health”.

While certainly not free of controversy or need ¢areful ethical consideration (see
3.1.3), the use of law in protecting the healthtled public has historically been
extremely effective. In the area of road safaty,example, it has been demonstrated
that motorcyclists in states with universal motateyhelmet laws are significantly
less likely to sustain severe traumatic brain wjor die than mototcyclists who are
free to ride without a helmet (Coben, Steiner, &ll&tj 2007). Similarly, laws
requiring seatbelt-use in motor vehicles and altoéstrictions for drivers have had
an unquestionably positive effect on injury and taltty rates in road traffic
accidents (National Highway Traffic Safety Admin&ton, 2003; Carpenter &
Stehr, 2008; Cohen & Einav, 2003). The strengthtlod legal approach is
highlighted by reviews that have shown that hegtftomotion campaigns
encouraging drivers who speed or drink alcoholgodme ‘responsible citizens’ are
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far less effective than those that highlight thebability of being ‘caught-out’ and
the severity of the associated penalty (Donovaf119

A further notable use of public health law conceires protection of people from the
consumption of (or ‘second hand’ exposure to) tebaproducts, now widely
accepted to be addictive, poisonous and, for mahythose exposed, lethal
(Chapman, 2007; WHO, 2009e; World Bank, 1999). &/hot completely banning
the sale of tobacco products, as has Bhutan (Kobsséns, & Connolly, 2007),
many governments have acted to protect their ptipokfrom associated health
risks. Although it remains in most jurisdictiona éadult) individual’'s choice to
smoke tobacco products, a wide range of jurisdistibave enacted legal means to
encourage smokers to stop smoking through, for pignincreasing the price of
tobacco products, requiring tobacco companies it@t graphic health warnings on
cigarette packets and restricting youth accessotmdco products (Ahmad &
Billimek, 2007; Ahrens, 2009; Hagquist et al., 200VHO, 2009¢e; Woollery et al.,
2000). Legal moves have also been made to proteesmokers from exposure to
tobacco smoke, through laws banning smoking in keplic places such as
workplaces, public transport and restaurants (Daymd al., 2007). A balanced
approach to public health law, targeting individuahd industry, essentially sharing

the resonsibililty for health, is highlighted iretlsase of tobacco.

In recent years, the role of law in public healds lbeen further highlighted as the
result of several high profile international comnuatle disease outbreaks. With
the modern ease of international travel and thesgoree of novel, potentially
untreatable communicable diseases such as Severe ARespiratory Syndrome
(SARS), Avian Influenza (‘Bird Flu’) and H1N1 (‘Sme’) flu, many nations have
enacted or strengthened laws governing quarantidedasease notification (Coker,
2006; Misrahi, Foster, Shaw, & Cetron, 2004; Ridsa& Rathbun, 2004). These
laws act as powerful and argualslgcessaryools able to slow or stop the spread of
such infections. Modern public health law alsoewknto account the threat of
intentionalinfection, through bioterrorism or the ‘knowingdareckless’ infection of
sexual partners with HIV, for example (ParliamehtVactoria, 2008; Richards &
Birkhead, 2006).
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The use of law to address a health issue is no tdaobattractive option to
governments and public health agencies. IndeedWasless (2004) argues,
regulation is perhaps the most direct and coste¥e of the available ‘government
levers’ to achieve positive population health outes. Some commentators in fact
have been so impressed by the potential of lawdtiess a range of modern day
public health issues to remark that “The openingades of the Zicentury are
virtually certain to be a golden age in public tiedaw” (Moulton, Goodman &
Parmet, 2007, p. 18).

Public health law is indeed a cost-effective anengagly-simple population-level
intervention. A study of the cost-effectivenesguoblic health interventions globally
highlights that legal approaches are amongst tipe 14, including: taxation of
alcohol, tobacco and unhealthy foods; regulatirgglével of salt in products such as
bread, cereals and margarine; and implementing sffrek workplaces and public
places (Vos et al., 2010). Public health law te&oally does many things at once: it
provides a clear statement on risks to health amat Vevel of risk society is willing
to tolerate; it directs the actions of governmentustry and individuals and
encourages responsibility for health; it can disentanage health conditions through
minimising spread of communicable disease, for e¢tayrand, as a preventive health

measure, it can potentially reduce health servase-u

The apparent simplicity of the approach, thoughiebehe complex socio-political
and ethical process involved in creating and eirigra law. Having the legal power
to detain and isolate an infectious and uncooparaiatient with highly contagious
tuberculosis, for example, arguably simplifies ateptially high-risk situation:

however important questions of ethics remain.

Public health law typically involves a degree oemon or restriction of behaviour
in order to protect the health of individuals orpptations (Gostin, 2000). With
many laws, such as the restriction of smoking ibligyplaces, or the forced isolation
of an infectious individual, the freedoms of somenmbers of a society are
essentially sacrificed for ‘the greater social goficemstra, Neudorf & Opondo,
2008; Senanayake & Ferson, 2004). Furthermorendfie freedoms of some are

sacrificed for theiown good, such as in the case of enforcing motordyelmet-use
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(Jones & Bayer, 2007). Such laws raise criticisingaternalism and questions as to
the basis on which governments can interfere iividdals’ daily lives when those
individuals are in fact not risking the health dhers. Certainly, open debate must
therefore be conducted regarding the appropriatenba between individual and
community rights (Childress et al., 2002; Gosti02; Loff, 1998; Martin, 2006).
The following section considers some of these $a@md ethical aspects of public

health law.
3.1.3 Social and ethical considerations and a’riskased’ approach.

The approval of law is, in democratic nations, atterafor members of the
population that have been elected to either nationgurisdictional (state or local)
governments (Carvan, 2005; Cook, Creyke, Gedde®oloiay, 2005). The design
of subsidiary regulations that operationalise lawoften delegated to departments
within the public service infrastructure, althougdgulation too must usually be
tabled for approval by the relevant government amaide public through, for
example, publication in a ‘government gazette’ (TUeiversity of Melbourne,
2008). Having laws passed by legitimately eleqtegulation representatives and
made publicly transparent are important underpmrchecks and balances’ in a

democratic system of government.

Importantly, there are limits to what a governmean legislate. Firstly, legal
Constitutions set out the role of a government asdoowers to legislate. Such
fundamental, guiding principles and limitations ggvernments can usually only be
changed through national agreement: in Austrakkase through the agreement of
the majority of voters nationally, as well as thajonity of voters within a majority
of States (Carvan, 2005; Cook et al., 2005). Laakens must also ensure that any
local or national law does not go against the inteh any international legal
agreements that the nation may be signatory to.enAatified by a government,
legal instruments such as theternational Declaration of Human Rightiémit
legislative powers by ‘guaranteeing’ a range ofspaal freedoms (Annas, 1998;
Kinney, 2001). Other international treaties or emgnents such as the WHO
Framework Convention for Tobacco Contml International Health Regulations

when signed, further direct national governmentsiplementation of specific
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legislation (Bettcher et al., 2009; Fidler & Cetya2007; Taylor, 2002; Wilson,
McDougall, Fidler, & Lazar, 2008; WHO, 2005b).

Secondly, democratically elected governments amallys although to varying
degrees, sensitive to the views of the generalipwigthen considering legislation.
That is, governments can in effect self-limit tlegislation they are prepared to
propose or pass due either to their own moral pbpbies, or concerns about
unpopular laws damaging their chances of beingleeted (Belton et al., 2009;
Burstein, 1998; Houston, & Richardson Jr., 200Tie$p & Bayer, 2007; McDougall
& Edney, 2007; Stanton, 2005; Weber & Shaffer, )972Regardless of such
considerations, regulation that reflects sociahdeehas been argued to be far more
successful than that which does not, for the simgdeson that people are much more
likely to abide by restrictions where there is amkiedged to be widespread
acceptance of their need (Wanless, 2004).

In reference to the appropriateness of laws theeeckearly a range of practical
considerations, not the least of which is whethdawa achieves its purpose: for
example, as a deterrent of certain behaviour (Gatoél., 2005). However, more
fundamentally, discussion on the suitability of lasvlargely centered oethics
being the study of the values associated with hubedraviour, in particular those
social rules and norms (‘rights and wrongs’) thatuence human behaviour and
how it is viewed (Laster, 2001; Wacks, 2006).

Democracies collectively address such ethical ssoerelation to law. That is,
legislation is debated by elected population regregives (and is often the subject
of direct community consultation). Should popwas disagree with legislation,
they have the opportunity to remove the governnagrthe next popular election.
Through such an iterative process, it can be argo@dnations generally arrive at
some degree of social agreement on what activéiesuld be regulated, and
furthermore on the nature of any sanctions. Indeeinmon ethical or moral
philosophical questions in relation to law incluttkes the punishment fit the
crime?’ and, more fundamentally ‘should the actioriact be considered a crime?’

(Laster, 2001; Wacks, 2006). The way in which sbes answer these questions
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differs across nations and cultures and has changedtime as societies evolve
(Laster, 2001; Wacks, 2006).

Public health law faces similar complex ethical sjiiens to other areas of law
(Bernheim, Nieberg, & Bonnie, 2006; Childress et aD02; Gostin, 2004; Kass,
2009; Loff, 1998; Martin, 2006). Being unfortuna&ieough to contract tuberculosis,
for example, almost certainly would never todaydngued to be @&rime akin to
murder, however having tuberculosis can in fact {ha lives of others at risk.
Forcibly denying the freedom of movement of a patigith tuberculosis who does
not voluntarily submit to temporary quarantine mFatment may be viewed as a
necessary action to control the spread of whaeerly a contagious and devastating
disease (Senanayake, & Ferson, 2004; WHO, 2009900 As discussed at 3.1.2,
forced quarantine has indeed been a largely aatefpizet of the public health
approach for many centuries.

Certainly there could be argued to be a basisudoh sestrictive action under some
Constitutions and th&niversal Declaration of Human Rightsr example, which
states that in the exercise of personal freedorasmust not impinge upon the rights
of others (United Nations, 1948). In the case aitagious tuberculosis, failing to
agree to quarantine or treatment may put otherslat However, not every case of
tuberculosis is the same: some cases may presestoha risk of contagion than
others (WHO, 2009c). It must be asked, then, wdrettvery patient should be
treated the same under law regardless of the lefvelkk they pose to the wider
community. Indeed, it has been argued that imsutg legal approaches to health, it
must always be asked whether “a coercive intergantruly reduce[s] aggregate
health risks, and what, if any, less intrusive iméations might reduce those risks as
well or better” (Gostin, 2000, p. 20). Certainlynature ethical debate must take

place regarding individual freedoms versus pubtiody

A further example of both the potential succespuddlic health law and its inherent
problems with restricting human freedoms is theeag#smotor cycle helmet-use. As
discussed at 3.1.2, mandating that motorcycliststmugar a protective helmet has
been associated with fewer deaths and less signifiojuries in many jurisdictions
(Coben et al., 2007; Mertz & Weiss, 2008). Concewer individual freedoms,
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however (in this case the freedom to choose what wears) have resulted in
universal helmet laws being repealed in many Anaertates, due predominantly to
public pressure (Coben et al., 2007; Houston, &hRidson Jr., 2007; Jones &
Bayer, 2007). The effect of the repeal of theseslhas been a return to previous

rates of motorcycle-related death and serious hgay (Mertz & Weiss, 2008).

The case of helmet-use requires a different etlsimasideration than for tuberculosis
in that riding a motorcycle without a helmet apgetar present a risk to the rider but
to no one else, while failing to maintain treatmésrt tuberculosis potentially puts
many at risk. However, a range of justifications ihtervening in enforcing helmet-
use may be presented, such as minimising riskherindividual motorcyclist, the

cost to society of hospitalisation and rehabildatof head-injured motorcyclists, and
the emotional and financial cost to familes, attegdmedical staff and indeed

anyone who might observe a serious head injurydaati(Mertz & Weiss, 2008).

Two examples, motorcycle helmet-use and the comfdluberculosis, have been
very briefly discussed to highlight that the quasss of ‘whether the punishment fits
the crime’ and ‘whether there is indeed a crime g&rpersist strongly in public
health law. Indeed, these questions should céyta@main at the forefront of law
makers’ minds. There is arguably no ‘right’ answersuch ethical deliberations.
Rather, society must come to a broad agreementha sgstrictions to freedom it is
prepared to tolerate and under what circumstanddedern proponents of public
health law have attempted to moderate this issueptmposing a ‘risk-based’

approach to public health law (Reynolds, 2004).

Over the past decade or more in Australia, a nurab&tates have re-drafted their
existing Health Acts to address emerging (and peefma currently unknown) health
risks, and to reflect new approaches such as altpvior a greater focus on risk
analysis (and graduated response) in enforcemetdavof(e.g., Parliament of the

Australian Capital Territory, 1997; Parliament atria, 2008).

This ‘risk-based’ approach to public health lawgrdtally provides it with greater
flexibility (Reynolds, 2004). Ideally, administoat and enforcers of regulation

would be required to conduct an objective, evident@med risk analysis in regard

67



to a particular situation and would be permittec¢thoose accordingly from a range
of graduated responses, instead of enacting arfredc universal response. By
focussing on the potential outcome (risk to healthjher than on a standardised
method of regulating the action itself, adminigiratof law would be provided with

the ability to ‘tailor’ responses and, in theory laast, would not unnecessarily
impinge upon others’ rights, or impinge upon themydo the level required and no
further (Reynolds, 2004). Such a focus on outcoafdsehaviours is more aligned
with a ‘consequentialist’ ethical approach, rathigan a ‘deontological’ approach

where the intrinsic ‘rightness’ or ‘wrongness’ a@taviour is the focus (Laster, 2001,
Wacks, 2006).

Law has become an integral element of the publatheapproach (Parmet, 2007;
Gostin et al., 2007). Indeed, law has been credii¢h playing a significant role in
some of the twentieth century’s “great public heathievements”, including the
control of infectious disease, road safety, fluation of drinking water, tobacco
control, vaccination, and food safety (Moulton &t 8007, p. 4). The approach
clearly, as with law in general, does entail sesiethical issues, though these have
been shown to be manageable given democratic qabliprocesses, careful and
transparent analysis of individual versus communigts, and a move towards a
tempered and objective risk-based approach to egrivent. However, much of the
success of public health law has been observedigstand reported on in developed
and politically stable nations. If the approacls leeen so successful, a logical
question appears to be the extent to which it lenbor could be utilised in the

developing world, where the majority of globalhkalth is situated.
3.1.4 Public health law in the developing world.

Public health law is typically not a core focusie developing world, where, in the
context of often limited human and financial resas; it is clear that difficult

choices must be made in the targeting of investmdntdeed, there is typically

substantial competition for resources across naltipectors such as health,
education and housing, for example (Stokke, 20@Hdnn, 2009). Furthermore,
within the health sector itself, there may be nplétiareas of need and competing
agendas regarding how to address those needs ¢fdtoal., 2003). Compounding

these challenges, investment in health in somelolewg nations, both by those
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countries’ own governments and by donor agencigseas in many cases to have
been gradually falling over time (Sein, 2009).

Understandably, with limited available resourceddrassing immediate, high-risk
health issues is a high priority for many governteeand donors. This might
typically involve delivering medical treatment ségies to directly manage large
numbers of cases of serious endemic illnesses asiainalaria, for example (e.qg.,
WHO, 2000a). While a portion of this effort maydeed go into prevention and
control and not simply towards treatment, signifittaless support is typically given
to establishing sufficient and lasting capacitgt@ble developing nations to address
their health needs independently in the long teBwair(, 2009). Health systems
development or strengthening, in particular, is dien a first-order priority
(Alliance for Health Policy and Systems Resear€i942 2008a, 2008b).

On review of the available, predominantly peer-eexdd literaturé existing legal
strategies in the developing world tend to be gbdsic and limited in scope, with
little if any investment directed towards communigducation or consistent
enforcement (Achadi et al., 2005; Conrad et al9619Goodman et al., 2007,
Hawkes, 2007; Hazarika et al., 2009; Hyder, WatBfsllips & Rehwinkel, 2007;
Falope, 1991; Leowski & Krishnan, 2009; Makubal@ankang, & Figueroa, 2009;
Martin & Lo, 2009; Ministry of Health, Timor-Lest2007; Pervin, Passmore, Sidik,
McKinley, Nguyen Thi Hong Tu, & Nguyen Phoung Na2009; WHO, 2009e).

While a low prioritisation of the legal approach pablic health is likely to be a

major issue hindering its use in resource poor ldgugy nations, these nations often
lack the local capacity in any case (see 3.1.4.Ejither enforce existing laws where
they exist, or to review and modify these laws wehihiey are ‘outdated’ (e.g., where
they do not take into account changing nationahternational circumstances such

as new diseases and changing social trends) (H@0686).

“ For the literature search methodology used inghidy see 4.6.
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Howse (2009) observed in a study of 14 Pacificnidlatates, that early twentieth
century powers existed, in some cases allowingamtisve and mandatory treatment
of persons with communicable diseases with no ptapwlity or staging of

responses, no right to appeal and no regulatedlimiigng of the response. While

noting that legislation in these nations had owedly been reviewed in recent
history, Howse (2009) observed that these reviewsewot comprehensive and it
appeared unlikely that resources would be dedictie@rds such a task within a

decade.

Further, issues of cultural appropriateness andl londerstanding and awareness of
law are additionally problematic in some nationseve) for example, existing law
was passed by colonial powers (Howse, 2009). Taedeother barriers to effective

public health law in developing nations are diseddselow.
3.1.4.1 Challenges.

Drafting of law is arguably a reasonably inexpeasistrategy, particularly in
comparison to the cost of many primary or tertidngalth care interventions.
Competition for financial resources in the faceommpeting priorities, then, does not
completely explain the apparent lack of developnwérgffective systems of public
health law in the developing world. A range of iéiddal factors of potential

influence are discussed below.

Most obviously, issues of human resource capagiyeveloping nations may deter
law-makers from pursuing public health law. Whéagvs are observed to be
requiring reform or greater enforcement, the ratpiisealth and legal expertise and
enforcement capacity may be lacking, minimising #fdity to create appropriate
and effective legal frameworks (e.g., Judicial 8gstMonitoring Programme,
2006b). However, it may often be the case thastexy laws are assumed to be
operating effectively (Howse, 2009). This may als® a reflection of the local
human resource capacity. A review of health lestuprcapacity in the Solomon
Islands (Asante, Roberts, & Hall, 2011), found andw@nce of focus on primary
health care, a lack of leadership and managemeuaicitg at a central or provincial
level, and a lack of the use of health data ingdecimaking. While a low capacity

to reform law may be an obvious outcome of suchessit is likely to also be the
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case, then, that the capacity to recognise the fogddw reform is minimal in many

developing nations. As discussed in the exampl€immbr-Leste (see 2.3 and 3.2),
workforce capacity issues in the developing worlghrot be underestimated.
Indeed, arguably no amount of international aid caeate an effective local

workforce in the short-term. Drafting of law, howee, could be inexpensively
undertaken with international assistance and chuttiermore be completed in such
a way (through mentoring, training, advice and suf)pas to build capacity in the

nation’s health and legal sectors.

A lasting capacity toenforce law, however, is critical. It is possible that, in
recognising this, governments may initially focegislative reform efforts in areas
of law for which there is an existing enforcemeapacity. Food safety law, for
example, arguably requires its own infrastructureluding sufficient numbers of
trained and authorised food premise inspectors (Ktpal., 2007; Lang, 2006).
Where these do not exist, the cost of employmedtteaining, and of policy and
procedure development, might be substantial. Coatipaly little additional
resources might be required for less reformingslagon which, for example, might
propose changes to law enforceable by an existotiggpforce. This may explain
the presence of compulsory motorcycle helmet lagoime developing nations (e.g.,
Conrad et al., 1996; Hyder et al., 2007; Pervial€2009), with lesser obvious focus

on other areas requiring a novel enforcement mesiman

Indeed, as noted by Mok, Gostin, Das Gupta, & L€210), public health is often
significantly dependent on the judicial system tdoece compliance with health-
related law. This may be especially so in the cdsmvironmental pollution or other
practices such as the targeting and sale of tobtcchildren, in which enforcement
may involve challenging the practices of businessesindustry bodies. Firstly, the
cost of pursuing these matters through the conrtee absence of other legal means
is usually very high. Secondly, it has been noled there often exists in developing
nations a lack of working partnerships between theahd legal departments and
personnel. Combined, these factors suggest tatigli systems do not always pose
a credible deterrent to behaviours or practices fiis& health (Mok et al., 2010).
Furthermore, it has been observed that law canrekeired when specific regulations

intended to enforce provisions of the law have be¢én made, such as with the
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Ugandan Public Health Act (Kasimbazi, Moses, & Leeson, 2008). Similarly,
policy commitments might exist but are not necalsaffective if not reflected in

law (Kasimbazi, Moses, & Loewenson, 2008).

Concurrent with enforcement, public health lawbé&ofair, arguably also requires the
raising of population-wide awareness. That is, #fdity of law to act as a
preventive strategy is surely directly linked toeilrer or not people actually know
the law exists and whether they understand whahiils and its rationale. In
licensing food handlers and food premises to ensartain safety standards, for
example, clearly a parallel infrastructure of edwraand training must also be
available so that all food handlers understandate the basics of food hygiene and
associated health risks. Gostin (2000) brieflycdsses this issue in terms of social
and economic fairness of public health law. Howerest discussions of regulation
or enforcement tend to overlook a basic precomitibfollowing a law:awareness
(e.g., Jacobson, Hoffman & Lopez, 2007; Kux, 2007).

In developing nations, however, awareness of lamngabe assumed. For many
reasons, including under-developed communicatiategies and infrastructure and
a population-wide low level of education (and poeducation and training
infrastructure), awareness-raising may be diffigaltthese settings (e.g., Barnes,
2007). Similarly, cultural acceptability of law @lld not be assumed, particularly
when law in some developing nations was passeddwyaqus ‘colonial’ powers and
may be outdated (Howse, 2009, 2011) (see 3.1.4.2).

Another factor potentially deterring developing ioas from public health law
development might be economic burden. Cost isrlgl@alimiting factor in public
health intervention in the developing world (Stoki2009; de Hann, 2009; Sein,
2009) and adhering to new regulations may be as®utivith unavoidable financial
costs for individuals, business and governmente ddsts associated with adhering
to food safety regulation, for example, might irdguthe training and licensing of
food handlers and the upgrading of equipment, diolythe purchase by business of
means to refridgerate food in transport and on fo@ises. If the requirements of
law are likely to be almost impossible to meet (agfridgeration in the case of food

safety where there is no existing or regular supglglectricity and equipment is
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expensive or unavailable), it would be difficultaogue for the passing of such a law

until such time as economic conditions supported it

For purely political reasons, governments may &alksageticent to introduce law that
might be perceived as aiming to restrict or confpelople or industry. It is
conceivable that this may be particularly so iadite’ nations such as Timor-Leste,
where the nation is attempting to recover from atdmy of occupation and
oppression. Popularly elected governments in @ddi are arguably responsive to
community and industry attitudes (Belton et al.020Burstein, 1998; Gilmore et al.,
2007; Houston, & Richardson Jr., 2007; Jones, &dBa®007; McDougall & Edney,
2007; Stanton, 2005; Weber & Shaffer, 1972) ang possible that governments
may feel the introduction of law to be fraught witaminders of past efforts to
‘control’ the population. Furthermore, in the cadd¢obacco control, for example, it
is well known that the tobacco industry exerts mfémormous lobbying efforts and
pressures on governments in order to ensure tegtdre as free as possible from
restriction in selling tobacco products (Chapmad03). It should be remembered
that industry pressure is apparent in the devetpps well as the developed world
(Achadi et al., 2005; Annas, 1997; Gilmore et2007).

This section has briefly outlined a number of pt&rbarriers to effective public
health law in developing nations, across the spettof financial and human
capacity, political willingness and prioritisatiompommunity awareness, cultural
acceptability, and governance. Situations acr@ldping nations are of course
vastly different and it may be that public heatiwlis not prioritised for a number of
the above, or other, reasons. There are manymnededbelieve, however, that an
increased importance placed on health law in deuaip nations, even early in
development, would be an appropriate and realgiproach and one that is worthy

of more attention.
3.1.4.2 Guidance.

The developing world is not free from advice orediion in public health law. The
WHO Framework Convention on Tobacco Contifolr example, requires signatories
to move towards banning the sale of tobacco predtwtchildren, for example
(WHO, 2003b, 2009¢). Similarly, the WHO 2008-20A8tion Plan for the
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Prevention and Control of Noncommunicable Diseageises nations to strengthen
health systems, including in public health legisiat (WHO, 2008f). The
International Health Regulationgrovide a further framework for public health law

regarding the control of communicable diseases (\W20D5b).

A number of supportive papers can be located frathinvthe scientific literature,
such as discussions of the economic benefits ofidtdlaw and their implications for
low income nations (Hyder et al., 2007), and thsitpege impact of helmet law on
child injury rates in Vietnam (Pervin et al., 2008r example. Goodman et al
(2007) also discuss pharmacy store regulation mzdaia, and why many workers in
these settings ‘break the rules’ (i.e., there feeguent inspection, poor follow-up of
sanctions, and endemic corruption amongst regwylaiaff). Alternatively,
however, many researchers examining health policyh@alth systems in the
developing world have overlooked public health lemmpletely (e.g., Backman et
al., 2008; Gonzalez-Block, Lucas, Gomez-Dantes, #nk, 2009; Kruk &
Freedman, 2008).

There is no consensus in the literature that pesvelidence for the best methods of
implementing strategies to enhance public health &nd its effectiveness in
developing nations. A number of stand-out, peeierged and other papers are

however discussed in this section.

Most recently and notably, Howse (2009, 2011) mied the final review and report
of a two year, AusAid-funded project deliveringraddel public health law for the
Pacific’, based on an analysis of the public heldthh in 14 Pacific island nations:
the Cook Islands; Federated States of Micronegjia;Kiribati; Nauru; Niue; Palau;

Papua New Guinea; Republic of Marshall Islands; @&gnsolomon Islands; Tonga;

Tuvalu; and Vanuatu.

Based on experiences in these settings, Howse (20H) notes that “Review and
amendment of public health legislation is slow, ptoated, resource intensive,
potentially controversial and not for the faint-tted.” Certainly, the process of

legislative review is a complicated one even inlwedourced Western nations,
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while in a developing nation the full range of aduhal barriers already described
(see 3.1.4.1) provide further challenges.

Public health staff interviewed in Howse’s (2011)dy wished for a less complex
and more user-friendly public health law framewarid approach, using language
consistent with the setting. One of the most comgndeld views amongst these
interviewees related to the cultural appropriaten@sacceptability of law, and the
need to acknowledge and incorporate customary appes to law, which Howse
(2011, p. 2) labelled as one of the “core elemenfsher model public health law

approach for the Pacific.

Howse (2011) noted that federal or regional leael tould not be assumed to cover
the entire population in many nations. That isciely is often organised in
traditional ways, particularly at the village leyand these “customary methods of
social organisation” (Howse, 2011, p. 5) are oftehtaken into account or respected
in prevailing legal systems. A government steppimgo enforce a law when a
community has already, perhaps very effectivelyf-regulated in the area might
simply cause undue conflict. When such issueshateconsidered, law may have
“limited or even, possibly, negative value” (Howg@11, pg. 6). Indeed, as Bennett
& Carney (2010) note, law is not created in a vacurather it is usually developed
(as discussed in 3.1.3) in the context of socidlical and cultural factors. Where
law was created without acknowledgement of indigesnaulture, by ‘colonial
powers (Howse, 2011), it is not likely to be widehgceptable, understood or

effective.

Not only are cultural and ethical perspectives ame nations often markedly
different to those reflected in the prevailing @oilal’ law, significant cultural

differences may also exist between the nation atetriational advisors present to
advise on law reform. The emphasis on family anchroonity values in many
cultures, as opposed to a relative tendency tonauwttshomy within some ‘Western’
cultures, is one such well observed difference ¢Bgr 1998). The effects, for
example, of quarantining an individual from a ldygeommunal setting, where
group survival and economies depend on family labmight be more marked, or at

least different, to the quarantining of an ‘averagdividual in a Western society.
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Similarly, closing a school or other public pladesminimise spread of infection
might have less of an effect where highly commuif@lwill carry on regardless in

homes and villages (Bennett & Carney, 2010).

In terms of acceptability and adherence to reguhatit should not be assumed that
the ethical frameworks underpinning much law aneadly applicable across nations.
This can in fact even be observed within and betvestern nations, with many
North American States (or at least strong lobbyugsowithin them) taking issue
with motorcycle law impinging on individual freedsmfor example (see 3.1.3),
while this law appears to have remained relativeighallenged in any significant
way in Australia. Regardless of the presencetefdture outlining the benefits of
such a law in Viet Nam, a developing Asian natieng( Pervin et al., 2009),
comprehensive analysis of the underlying cultursdues and acceptability of
transferring such a ‘paternalistic’ public healdtwlapproach to a developing nation
setting appears to be lacking within the literatuM/hether such paternalism is in
fact effective in saving lives and reducing injgries in fact an entirely different

guestion.

Similarly, it should not be assusmed that a riskedaapproach to regulation and
enforcement, aiming to provide tempered or stagsganses according to objective
risks to health, necessarily fits within all cuktar It remains to be seen, for example,
whether a nation that traditionally paid extremblgh respect to its elders would

find it acceptable to treat two tuberculosis caseg young and one old but equally
infectious, the same. Strict isolation and forte@dtment might perhaps be viewed
very differently in this instance, even though batises potentially involve very

similar objective risk of infection to others.

Mok, Gostin, Das Gupta, & Levin (2010, p. 509) arghat looking further than
conventional legislative approaches (e.g., reguigitadividual and business activity,
licensing and inspecting premises), may assist ldpvey nations with effective
public health regulation and standards, where teohiresources, limited judicial
capacity, and slow judicial systems” might makesthepproaches unsuccessful.
These authors argue for a range of approaches] bbasease, observed success, and

cost-effectiveness in developing nations.
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Under a “cascading hierarchy of sanctions”, Moka&t(2010, p. 513) suggest
providing simple education on the health risk miglet a first step, followed, if
required, by a formal notice to cease a particaldivity. Public disclosure (e.g.,
mandating product safety information be display&ad;naming and shaming’ of a
business) might then follow if required. More empwe and resource intensive
interventions such as formal inspection, tempoyaribsing a business (e.g., a food

premises), or prosecution, might then follow orilgecessary (Mok et al, 2010).

In view of cultural and practical issues in theat®le acceptability and effectivess of
the various regulatory options available, it may Io@ advisable (Howse, 2009, p. 2)
to attempt to address health issues in developugtdes with solutions created in
developed countries in a “one size fits all” mannéihile it is not argued that
cultural differences, or a lack of understandingamareness, are sufficient reasons
not to progress law reform (few would advise legwilomestic violence unchecked
because it was a ‘cultural’ practice, for examplealthough this too could be
criticised by some as paternalistic), it is impotteo understand the cultural factors
that may influence the success of a law. Reseanchconsultation therefore are
highly adviseable.

Howse’s (2011) guidance, based on research in élodid suggests that there is a
place not only for internal (e.g., government dépants) and external (e.g.,
consumer groups) stakeholder consulation, but émuge community consultation.
Such public involvement might indeed engender aatgresense of community
‘ownership’ and understanding of the law and atuweey least should provide those
undertaking law reform with a comprehensive un@ading of the local and cultural

factors likely to affect the implementation of law.

Other reviews, based on research in African natiaf® observe that “Improved
practice could also be stimulated by ensuring wléslic debate and input to laws
when they are under development ... and improvedthe#eracy on legal
provisions for the public through mass media amd society” (Kasimbazi, Moses,
& Loewenson, 2008). Community consultation effeelyvmay be able to do many

things: obtaining relevant input into law; createageness of the cultural factors
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likely to affect implementation; and also broadecoanmunity’s awareness of legal
iIssues, rights, responsibilities and proposed letgis.

Consultation needs to take into account local dtucal factors that might impede
genuine engagement. For example, women in mamgl@gng country cultures will

not openly express their views when males are ptesPeople in many areas of
many nations might have poor literacy or accesstdchology, therefore a
consultative approach relying heavily on the iné¢rar written submissions would
be unlikely to be productive. In a community segtivillagers may not voice their

concern in the presence of village elders.

Howse (2011, p. 16) also advises that recruitingeaior ‘champion’ of the

legislative review process would be helpful. Therson would provide regular
briefings to politicians, negotiate between deparita and facilitate communication,
be present at public consultations, support letjpgaeview staff, perhaps liasie with
the media and generally “help unblock the processch inevitably happens from
time to time”. Officers with public health contekinowledge and legal knowledge
would of course be required to conduct the majaritghe drafting work and these
would be numbered according to the size of theexgvand deadline demands
(Howse, 2011).

While discussion so far has centered on guidanteeimevelopment of public health
law, advice also exists on its implementation. iKdmzi, Moses, & Loewenson
(2008, p. 40), in a study of the public health laiMKenya, Uganda and Tanzania,
observed that while in some cases useful law ekistecould be strengthened
through:
» stronger partnerships, including between governnagpartments (e.g.,
health and justice, or health and education)
* better coordination between levels (i.e., centna lacal) of government
» strengthening the capacity of agencies and regylékadies in terms of their
operations, technical knowledge and expertise, rtgygoand accountability,

infrastructure and equipment, financial resouroesyber and skills of staff
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» providing public information on existing policiesdlaws including raising
awareness of the existence of the rights and thdadle avenues for redress
or appeal

* public health training for legal personnel to irage competencies in the

courts to manage public health cases.

Khaleghian and Das Gupta (2005) also offer guidanctéhe delivery of essential
public health functions in general in developingiaoras. These authors raise a
number of important questions in relation to thessdtings, such as whether
‘managerial autonomy’, often regarded as imporiarailowing local adaptation and
the professional development of an indigenous veodd, is always appropriate. In
the case of law enforcement and provider licensindnere conformity and

consistency are essential” (Khaleghian & Das Gup@®5, p. 1087), these authors

do not recommend decentralised managerial autorabrogal levels.

Indeed, these authors note that in some countteegntralisation in general has led
to corruption in some cases, and ineffective pcadt others where local areas have
not been adequately trained or supported. In athses, local areas ‘doing their own
thing’ have not been able to be effectively manalggdveakened central agencies
(Khaleghian & Das Gupta, 2005). So, while it hasr argued above that public
health law may need to take into account local andtural differences,
decentralisation of enforcement does not appeaessarily, to be an ideal means of
achieving this. Khaleghian and Das Gupta (2008)dver, suggest additional
options such as making local areas financially aadially accountable for their
actions, or deconcentrating central staff to l@eks, rather than decentralisation of

powers to local authorities per se.
3.1.4.3 Regional and international considerations.

With the exception of law allowing the quarantiniog international travellers
thought to pose a risk to others’ health, publialtielaw traditionally deals mostly
with endemic or local risks to health within a oats borders. Historically, this is
not out of place. Law in general has typicallymeewed as a matter for sovereign
nations to determine, with the applicability andoecement of international law

viewed by many as questionable (Fidler & Cetror@70
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However, it is clear that there are a range ofsrigk public health in a modern,
‘globalised’ world, in addition to cross-border risder of communicable diseases,
that stem from factors well outside a particulaiords physical boundaries. Indeed,
leading researchers such as Gostin have beensaditor taking a national approach
to public health law analysis and discussion, retglg these international

considerations (e.g., Fidler, 2002; Fidler & Cetr@@07; Bettcher et al., 2007).

Fidler (2002), points out that ‘globalisation’ hagated a world in which populations
and governments are highly connected, and arguesublic health to take a
population focus that looks across national bouedarFidler observes, for example,
that while the United States uses law to regulafeadco consumption in its
population, “Simultaneously, the government usetsonal and international trade
law to pry open the markets of a developing couriitny cigarettes in order to

increase U.S. tobacco companies’ exports” (Fidég2, p. 151).

Certainly, while this practice might be in accordamwith law (and it is assumed to
be up to the nation receiving the cigarettes talatg consumption), it does appear
to conflict with a globalised view of public healttihat is, a sense of responsibility
for the health of all ‘others’, not just in one’s/e country. An option here might be
to allow the export of potentially harmful goodslyto nations that have in place a
legal framework to minimse harm from those goodshiir population. Exporting

cigarettes to a nation that allows children to senskems morally questionable,
although it is acknowledged that this view might be held by all cultures and could

be criticised as paternalistic.

When international considerations such as thestakes into account in discussions
of public health law, coercion, in the traditionsde of the term, can take on an
expanded meaning. Powerful nations (such as thdetlnStates in the above
example) or organisations, such as the World Bawklaternational Monetary Fund,
“can coerce countries to adopt policy changes dfffact public health in exchange
for financial assistance ... A government’'s publicaltie policies may also be
coerced by the ‘global market’, manifested in thewer of multinational

corporations and their need for attractive invesinaad trade environments” (Fidler,
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2002, p. 152). A government, for example, mightamvably not pursue tobacco
law reform if it meant that a large tobacco mantifang company, employing many
people and providing much taxation income, mighealten to move its business to

another nation with less restrictive law.

Many nations have laws to protect populations egdhe import of threats to public
health, though these predominantly cover immediisease risks. Perhaps, in a
globalised, highly interconnected and interdependeorld, consideration should
also now be given to internationally consistentutation of the export of threats to
public health. Certainly, as Fidler argues (20@Bgre is perhaps already a strong
basis for this in internationally agreed documengggnatories to the WHO
Constitution, the International Declaration of HumRights, and the International
Covenant on Economic, Social and Cultural Righésadr required to protect public
health, technically speaking regardless of whempleeare from. Harmon (2009)
furthers this argument and strongly advocatesHerWorld Health Organization to
take a lead role in pursuing action to achieve thebéharmonisation’ of law that
influences the public’s health across nations. miagon (2007) also advocates for a
better understanding and regulation of how inteonat trade law and policies of the

World Trade Organization, affect public health.

Regarding harmonisation across regions more brpddiwever, many argue for
caution in assuming that one single model woul@dith nation (Bennett & Carney,
2010; Howse, 2011). Typically, international lasvniot akin to domestic law in that
it exists in the form of treaties, or in a lessgiate way in an often unwritten
agreement between nations on consistent practicegeeral principles of law
(Fidler & Cetron, 2007). Treaties, while creatiogligatons for nations, typically
allow for these obligations to be enacted in aamatusing ‘all appropriate means’ or
by gradual means” (Howse, 2011, p. 25). This mesiflexibility in how each
nation might go about ensuring it passes locallgvant law. Described as “soft
law” by Bennett and Carney (2010, p. 108), suchrimdtional approaches generally
provide guidelines that allow multiple nations tespond to the same issue in
accordance with their own legal and cultural reguients, rather than attempt to

impose a consistently worded, prescribed law.
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The Asia-Pacific Economic Cooperation (APEC) groiagp,example, has developed
guidelines to assist members to plan for pandemiltieanza. These guidelines
provide concrete actions a nation should undertakprepare for a pandemic but
acknowledge that these actions should: “Accommgsfathe economy’s unique
culture, systems, institutions and arrangementhiudieg all levels of government
and governance, economy, ownership of institutioassential services and
infrastructure, vital supplies, trading arrangersefdaw and regulations, emergency
response arrangements, and the role of governnfi@mily and community in
emergencies and social support, considering gebgragmallenges” (APEC Health
Task Force, 2007, p. 4). A great deal of flexiiils therefore provided.

As has been discussed throughout this sectiond{3law is best not considered in
isolation of local and cultural factors. This applto the application of a nation’s
law to its own people(s), but also in efforts t@rimonise’ or make consistent law
between nations. While harmonisation between natimay be recommended in
order to take a regional and international viewpoblic health that is “increasingly
influenced by global challenges and policies” (Kasazi, Moses, & Loewenson,
2008, p.3), flexibility appears necessary in howames achieve this.

3.1.4.4 Potential benefits.

Public health law is, as discussed, a relativegxpensive strategy to undertake, at
least in its formative stages. It is also, relativ many other strategies, conceptually
a lasting preventative health strategy. Certainly law carrdygealed, however this
would normally be a much longer and more diffiquibcess as compared to simply
ceasing funding for a health promotion program, émample (Anderson, 2009;
Laster, 2001). Arguably, by framing the protectiminhealth into a system of law
and regulation, the background for health to rezaicontinued high level of priority
is, in theory, established. Public health law nidbr example, not only establish
community-wide obligations, but the roles, struetuand accountabilities required to
implement and monitor that law (Gostin, 2000; Rdgap2004). Public health law,
once established, is in effect almost a ‘guaranteedntinuing strategy,
notwithstanding the need to prioritise enforcemamt community education. In
comparison, health promotion programs may ‘comeguoidiccording to changes in

policies, donor priorities and internal funding {fhan, 2008).
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Furthermore, there is strong argument that effecsiystems of public health law in
the developing world aressential One of the developing world’s foremost health
priorities, the control of communicable diseasemnotbe achieved without some
regulation (e.g., Taylor, A., 2002). For exampteplic health agencies might be
unable to effectively distribute resources and i@rdisease if there was no system
of mandatory notification of cases, particularlyesd rates of voluntary notification
were low (Neslund et al., 2007). Similarly, theesgul of tuberculosis, particularly
amongst a population that did not understand its&aor transmission, would be
extraordinarily difficult to control without an dly to temporarily enforce
quarantine and/or medical treatment as a last tréSenanayake & Ferson, 2004,
WHO, 2009c). Minimising exposure of non-smokers htarmful second-hand
tobacco smoke also seems to be an impossible takbutv some regulation of
smoking in public places, in effect creating puldicas where non-smokers can

freely move without risk to health.

In another example, authorities who were aware rofHdV-infected sex worker
knowingly continuing to practice unsafe sex wout deverely limited without the
ability to issue some sort of desist order. Indmal world, of course, HIV-infected
sex workers might be supported into other occupatibowever a legal approach is
clearly an unfortunate but necessary fall-backtposior cases where individuals do
not cooperate and continue to put the health cdrstht risk (Richards & Birkhead,
2007). It would seem most appropriate to deal wiibh matters as health issues
under health law rather than through the criminalirt system, which might be
costly and result in disproportional or ineffectiynishments (Gostin, 2000;
Reynolds, 2004).

Public health law is arguably also required in degeloping world to provide some
level of protection for the expected consequencksndustrial and economic
development. Effective regulation of chemical safair quality, waste disposal,
and road use, for example, is arguably necessapydiect the general population
from risks associated with increased industry,ytimh and road traffic (Locke et al.,
2007; Sein, 2009). These problems may be relgtinelw to many developing
nations and they may be considerably under-prepereatidress them. Law has

83



proved effective in providing a framework for maeagent of these types of issues.
Certainly, experience in the developed world cleattmonstrates that voluntary

approaches to controlling risks are not likely &oas successful (Huff, 2007).

Foreign investment in a developing nation (and dfee further economic
development) is also potentially risked where imé¢ional trust in the effectiveness
of a health system is low. Low confidence in aiords health and safety might
affect tourism, the establishment of investmentsew businesses, and the ability to
successfully and safely export goods (Sein, 2008h effective legal system to
guarantee that health risks are controlled may sendmportant signal to other
nations that health is taken seriously. Sociglyblic health law could also act as an
important ‘direction’ statement to the whole popiga, highlighting that population

health should be valued and protected.
3.1.4.5 The case of post-conflict developing nagon

While many developing nations may have at leastayrhealth and legal systems,
in a post-conflict nation the very infrastructurgpporting these systems may have
been damaged through war or other violence (e.§iO\W2000a, 2004a). Hospitals,
health posts, administration buildings and the waitel sanitation infrastructure may
have been destroyed (Rubenstein, 2009). Indeeghdpulation itself might not only
be suffering from the range of significant healkbues common to many developing
nations, but the additional effects of widesprehgspral violence. In Rwanda, for
example, the number of displaced, traumatisedredjand killed associated with a
genocide that lasted approximately three monthsneldd into the millions
(Brundtland, 2000). In situations such as thisrélmay be considerable population-
wide mental health issues due to severe stresgraunoha, including torture, rape,
homelessness and persecution (Kortmann, 2001; Mopd#Hagaduan-Lopez,
Rodenberg, Salud, Cabigon, & Panelo, 2000). Mdmhe trained staff required to
rebuild and run appropriate health services may Haeen displaced along with a
large proportion of the population (e.g., WHO, 28p@nd it may be difficult and
costly to attract them back. Public health lavanguably not an effective strategy in
addressing these immediate issues.
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It is clear, then, that assistance to post-confligtions must focus on immediate
areas of concern. However, in an effort to ensbes stability is achieved, it is
surely also important to concentrate on the rebéistanent of core functions of
government (Brinkerhoff, 2005; Samuels, 2006). theortance of this stability for
the future of the nation, it has been argued, requthat at each stage of the
reconstruction process it is essential to meld idiate assistance with significant
policy approaches (Alliance for Health Policy and Syst&uasearch, 2008b; Alonso
& Brugha, 2006; Waters, Garrett, & Burnham, 200Ti. the re-construction of a
health system, it would appear to be most efficterdevelop and implement public
health lawas re-construction occuysnstead of attempting to later introduce law ‘on

top of’ an existing health and legal system.

However, re-establishing a public service infrasiiee capable of achieving this is
not a simple task in a post-conflict nation. Theray be lingering political tensions,
and episodes of re-emerging violence, such as d®s @bserved in Timor-Leste (see
2.1.7). Furthermore, post-conflict nations, likeosh developing nations, are
considerably dependent on donor funding, and tbezedn donor priorities (e.g., de
Haan, 2009; Habibzadeh, 2008). Public health Eswas been discussed, may be a
useful and sustainable approach but is not alwapengst these immediate
priorities. Furthermore, there may be confusioardacal, state and federal roles in
health and law, and over the role and authorityterhporary administrative
authorities such as the United Nations, for exanlipleas, 2002; McGreggor, 2007,
Stokke, 2009; Tulloch et al., 2003).

While it has been argued that public health law finaye an important role in both
developed and developing nations’ population hedlille case of gost-conflict
developing nation deserves particular urgency dtehtgon, due to the scope of the
immediate health crises and the urgent need tarregjability. Indeed, improved
health may in fact lead to economic recovery andtrdoute to the prevention of
renewed violence (Rubenstein, 2009). The followsagtion discusses public health
law in the post-conflict setting of Timor-Leste.
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3.2 Timor-Leste: The Legal Context
3.2.1 Background.

In 2002, the first national elections in the newldependent Timor-Leste saw the
establishment of a ‘Constituent Assembly’, taskeith wdeveloping the nation’s
Constitution (Martin & Mayer-Rieckh, 2005; Molnd005). Following passage of
the Constitution in the same year, and as permitteer the Constitution (Section
167), this elected group was then transformed thto first National Parliament

(Democratic Republic of East Timor, 2002a).

Under the Constitution, law is passed in Timor-eelsy a unicameral (one house)
National Parliament consisting of between 52 ancl@Sted representatives of the
population, each serving terms of up to five yeafs elected President maintains
important powers including command of the Defencec€, the power to veto

legislation and to call referenda on issues ofamati interest (Democratic Republic
of East Timor, 2002a). The President also offigzighvears-in the nation’s Prime

Minister, being the agreed leader of the dominaattyp or coalition within

Parliament (Democratic Republic of East Timor, 28)02

Interpretation of the law in Timor-Leste, as in etldemocracies, is the domain of
the judiciary. As with all elements of Timoresetioaal infrastructure, the
establishment of an effective judiciary has beeméied by available capacity, most
notably being limited human resources (Judicialt®wsMonitoring Programme,
2006b; Ministry of Justice, Timor Leste & United thens Development Programme,
2002; UNDP Justice System Programme, 2010). Itleas noted that the majority
of the judiciary (including judges, prosecutorsbl defenders and other public
servants) are relatively inexperienced and have limaided opportunity to access
high quality education, training and support (JiadicSystem Monitoring
Programme, 2006b). The Ministry of Justice hasydwer, established its own
central development body, ti@entro de Formacgowhich exists to provide on-
going training (Judicial System Monitoring Prograsm006b). A Judicial System
Monitoring Program, supported by a range of IntBomal donor bodies, also exists
to provide monitoring, analysis, advice and suppedgarding law in Timor-Leste
(Judicial System Monitoring Programme, 2006a, 2006brhe United Nations
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Development Programme provides wide ranging assistaand sector training
through the UNDP Justice System Programme (UNDRicéu$System Program,
2010)

The legal system in Timor-Leste is complicated. wLand regulation in force at

various times has included that created by theuBuodse, Indonesians, United
Nations Transitional Administration, and by the epéndent Timorese Government
itself (United Nations Integrated Mission in Easm®r, 2008). Combined with a

lack of legal experience and expertise within btte National Parliament and
judiciary, this complexity has been the source offasion on many occasions
regarding applicable law in Timor-Leste (e.g., Denatic Republic of East Timor,

2002c, 2003, 2003a).

The first regulation of the United Nations Trar@ital Administration in East Timor
(UNTAET) in 1999 established that laws in force hwit Timor-Leste prior to 25
October 1999 continued to apply in so far as thielyrbt conflict with standard
international human rights instruments and were sugterseded by UNTAET or,
later, by an independent Timor-Leste Parliament TANT, 1999). While the death
penalty and a number of specific Indonesian lawsiradl defence and social control
were repealed, the first UNTAET regulation effeetiwvconfirmed the inheritance of

much of the law of Indonesia.

The passing of the Timor-Leste Constitution in 20fl20, allowed for the continued
application of much previously applicable law. T@enstitution states that “Laws
and regulations in place in East Timor shall cargino be applicable to all matters
except to the extent that they are inconsistertt e Constitution or the principles
contained therein” (Democratic Republic of East dim2002a, Section 165).
Significantly, at the time of passage of the Cduastn, a substantial body of
regulation had been passed by the United Natioasslional Authority, and in

recognising pre-Independence law, the Constitutiad effectively recognised both
Indonesian and UN regulation. This was furtherficored by the passage of the
second law of the new National Parliament (law @20which stated “Legislation

applicable in East Timor on 19 May 2002 shall remiaiforcemutatis mutandigor

87



everything not contrary to the Constitution andnpiples enshrined therein”
(Democratic Republic of East Timor, 2002c, Sectipn

However, the entire premise for the applicationpoé-Independence (specifically
Indonesian) law in Timor-Leste was put in doubtabZourt of Appeal decision in

July 2003 which stated that because the Indones@upation of Timor-Leste

between 1975 and 1999 was unlawful under internatiaw, Indonesian laws were
never validly in force. Thus, argued the CouriApipeal, prior to 25 October 1999
the applicable law in Timor-Leste should be consddo be the law of Portugal and
where there were gaps in current Timorese law,laheof Portugal should apply
(Democratic Republic of Timor-Leste, Court of Apphe®03).

A reversal of this position, however, came throtlgg passage of law 10/2003 of the
National Parliament, in which it was specificallgtdrmined that law applicable in
Timor-Leste included:
e The Constitution of the Republic;
e Laws of the National Parliament and GovernmenhefRepublic; and
» Subsidiarily, regulations and other legal instrutsdrom UNTAET, as long
as these are not repealed, as well as Indonegetaliion that was in force
‘de facto’ in Timor-Leste, prior to 25 October 19@% determined in
UNTAET Regulation No. 1/1999) (Democratic RepuldfcTimor-Leste,
2003a).

It is the case, then, that unless repealed or saged by the Timor-Leste Parliament
through the passage of new law, and unless a lancagruent with the Timor-
Leste Constitution or UNTAET regulation 1/1999, UNHT law current at the time
of Independence and Indonesian law current atithe of Indonesian handover to

UNTAET remains applicable in Timor-Leste.

Clearly, effective law enforcement and communityieation on the legal system
(including on community rights and obligations undaw) has been almost
impossible in Timor-Leste while the exact natur@pplicable law has been debated.
Certainly a very low level of community awarenessuaderstanding of law in

general has been observed in the community (Tha Asundation, 2001, 2008,
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2009; Judicial System Monitoring Programme, 2008@06b). As a result, a
considerable concern is that the general populatiag feel out of touch with their
legal system, or possibly somewhat cynical regardsmoperation and effectiveness.
It is certainly true that the nation could be cdesed to have had a sometimes
‘lawless’ history and many perpetrators of sericusnes have not yet been tried
(Commission of Truth and Friendship Indonesia Thheste, 2008; Commission for
Reception, Truth and Reconciliation in East Tin&05).

Indeed, it is the matters of crime and human rigatel certainly not public health
law, with which the Timorese justice sector hasnbpeeoccupied (Judicial System
Monitoring Programme, 2006a, 2006b; Ministry of tlzes Timor Leste & United
Nations Development Programme, 2002; UNDP Justyste® Programme, 2010).
Establishing basic legal frameworks to re-buildusgyg and perceptions of justice in
Timor-Leste are of course critical (The Asia Fouratg 2008, 2009). The resources
of the government and justice system have also beented towards involvement,
together with Indonesia, in a lengthy period of lgsia and reporting on
responsibility for past crimes (Commission of Trutéind Friendship Indonesia
Timor-Leste, 2008; Commission for Reception, Traiid Reconciliation in East
Timor, 2005).

With the complexity of the ‘applicable law’ issuand a perception of a lack of
efficiency and progress in areas such as prosectdroserious crime, it could well

be asked whether ordinary Timorese are satisfied thieir legal system, and what
dissatisfaction might in fact mean. Certainly, ¢buld be expected that
disenchantment or cynicism regarding the legalesysh general may not bode well
for the success of legal approaches, includingiptigalth law. Accordingly, in this

study, data was collected on general public pelmepof law, in order to adequately

inform its recommendations related to public hekdtt in Timor-Leste.
3.2.2 Legal recognition of a right to health.

Arguably, to ensure that a government will act vehgossible to improve and protect
the health of its citizens, there must be somegmition of a right to health under

law, or at the least some statement of governnmesgansibility or intent written in
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law (Gostin, 2000). Despite the difficulties irtasishing an effective legal system
in Timor-Leste, the law, importantly, has not netgel health.

The Constitution of Timor-Leste states that alizeihs have the right to health and
medical care and, furthermore, the duty to proteat promote these (Democratic
Republic of East Timor, 2002a, Section 57). Ingh&e section of the Constitution,
the State is charged with the duty to promote thtabdishment of a free (where
possible) and universal national health servicenagad through a decentralised and

participatory structure (Democratic Republic of EBsnor, 2002a, Section 57).

Elsewhere in the Constitution, the state’s dutprimmote the health of the country’s
youth is specifically mentioned (Section 19) andltieprotection for consumers of
goods is also guaranteed (Section 53). This lgtiarantee arguably may be taken
to include the safety of purchased food and watection 61 further outlines the
right to a humanehealthy and ecologically balanced environment (Democratic
Republic of East Timor, 2002a), which is essential population health. More
specifically, the right to housing that meets $atwry standards of hygiene is
outlined (Section 58).

The Constitution further allows for the melding ofternational law into the
Timorese legal system. Once ratified, rules ananddrds provided within
international conventions, treaties and agreemailitapply in Timor-Leste, and all
existing rules that are inconsistent with thesel Ww#come invalid (Democratic
Republic of East Timor, 2002a, Section 9). Thisgsathe way for considerable
health law reform. For instance, under the Timendational Parliament ratification
in December 2004 of the WHO Framework Conventiodlobhacco Control (WHO,
2010), the government will be expected to act gulate tobacco sales to children,

although as of 2010 a scan of Timorese legisldtighlights that it was yet to do so.

Finally, the Constitution also affirms a nationaétermination to respect and
guarantee human rights (Democratic Republic of Eambr, 2002a). In interpreting
fundamental rights, the Constitution (Section 28jeds to the Universal Declaration
of Human Rights (UN, 1948), which itself provides:

» the right to a standard of living adequate for titeahd wellbeing;
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» the right of equal access to public services; and

» the right to life, liberty and security of person.

There is, then, a legal basis in Timor-Leste fag government’s promotion and
protection of health. Although this requires santerpretation (as is the case in any

nation), there exists the basis for an effectivaey of public health law.
3.2.3 Public health law in Timor-Leste.

As has been discussed, (see 2.3, 3.2.1) both tdéhrend legal systems in Timor-
Leste continue to develop slowly in the face oh#igant capacity challenges, with
policy and program implementation remaining subisliy supported by
developmental assistance. In terms of public heddw, a coordinated,
comprehensive public health law strategy (such ighintbe based in an overarching
Health Act) is not currently a feature of the a@wio to health in Timor-Leste.
Nevertheless law of relevance to public healthlmardentified.

It would not have been possible to investigatdaall related to public health in the
present study. Public health itself is an arepraeftice that is extremely wide in
scope and it is arguably difficult to define itsubalaries (Porter, 1999). Traditional
public health law is somewhat more defined in scdipeluding regulation in

sanitation and communicable disease control, f@amgte); however in a modern
interpretation, public health law could potentiadliso entail a significant range of
other laws of relevance to public health, includpignning law and elements of

taxation law, for example (see 3.1.2).

Therefore a limited selection of public health laas chosen for examination in this

study. Those areas chosen reflect some of thakéymerging areas of health need
in the developing world. These examples of lawg #re reasons for focussing on

them, are outlined in Table 2. While other lawreievance to public health is also

discussed in this section, it is that summarisetable 2 that is the primary focus of

this study.
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Table 2.Public health law chosen for investigation in thgudy

Area of law

Reasons chosen for investigation

Road safety (specifically -
seatbelt use, motorcycle
helmet-use and driving
under the influence of
alcohol)

Sale of tobacco to minors
(defined as aged under 18)

Sale of alcohol to minors

Food safety .

Water safety .

Road trauma is already a significant concern in-land middle-income nations, which bear the brdr@@%o of all road trauma deaths
(WHO, 2009f). Road trauma is a significant conderiiimor-Leste (Ministry of Health, Timor-LesteQ@7), which has:

o poorly maintained roads and a high proportion d¢fisles that are unroadworthy;

o0 inadequate traffic calming infrastructure (e.gopssigns, speed limits and traffic lights);

0 inadequate driver education and licensing;

0 considerable sharing of roads with pedestrian aimal traffic.
Progress made in reducing tobacco-use in the deeeloorld has been more than compensated for img risbacco-use in the developing
world (WHO, 2009e).
Tobacco-use in Timor-Leste, particularly among ypumales, is thought to be high (Ministry of Healfimor-Leste, 2007).
A key approach in successful tobacco control pmograas been to restrict the sale of tobacco to nsifmwever whether this strategy
would be supported in the developing world needsstinvestigated, rather than assumed.
Alcohol increases the risk of injury, violence, rr@rhealth problems, and a range of other serieatin conditions (WHO, 2007a).
In the context of development, foreign investmémtirism, and ‘westernisation’ of a culture may tacincrease the attraction of alcohol,
particularly to young people (WHO, 2007a).
As with tobacco-use, a key component of alcohotrmbiprograms has been the restriction of the ealcohol to minors. It needs to be
asked how this strategy would fit in the contextref developing world.
Food safety is a significant concern across thbeagleven in industrialised nations, up to 30% efpopulation are affected by foodborne
disease annually (WHO, 2007b).
In Timor-Leste, most food is prepared in the honoenf basic ingredients. However food products pregdry others are sold in markets,
stores and by mobile vendors (Oxfam Australia, 2008he percentage of such food consumed in Tinestd. is likely to rise with
economic development and tourism, making food gafjulation increasingly important.
The safety of drinking water is a core, traditiopablic health issue of relevance across the g(@i¢O, 2008e).
Many significant bacterial and parasitic infectiare transmitted through water. Therefore the tuali water supplied to the population,
where this occurs, should arguably meet minimumdsteds so as not to cause ill health.
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A range of law relevant to health in general, ahdane relevance to public health
specifically, can be located in Timor-Leste. Ire tHealth Sector Strategic Plan
(Ministry of Health, Timor-Leste, 2007), for examaplthe Ministry of Health
provides the following summary of law related talie in Timor-Leste (see Table
3).

Table 3. Ministry of Health-provided summary of health-relad law in Timor-Leste

Law Description

Government Decree No. Establishes the objectives, competencies and argstnucture of the

5/2003 Ministry of Health.

Government Decree No. Regulates the Health Autonomous Medical Store (SSME

2/2004

Decree-Law No. 12/2004 Regulates the import, smragxport and sale of human-use
pharmaceuticals.

Decree-Law No. 14/2004 Regulates the practice akihgrofessionals.

Decree-Law No. 10/2004 Regulates the provision edlical certificates for absence from work due
to ill health.

Government Decree No. Establishes the National Health Systems, includihg components,

10/2004 structure, vision, principles and objectives of therall health systems,
as well as the structure and roles of the Natibteadlth Services.

Decree-Law No. 18/2004 Regulates the licensingraijmgy and monitoring conditions of private
health units.

Government Decree No. Regulates the disciplinary code of health professio

1/2005

Decree-Law No. 1/2005  Establishes the legal franmkwbhospitals of national health services.

Decree-Law No. 2/2005  Establishes the legal frammkwbthe Institute of Health Science.

Decree-Law No. 9/2005  Regulates Epidemiological8illance Systems.

Decree-Law No. 14/2005 Regulates the Sanitary Slanee Authority.

Government Resolution Establishes the medical faculty at the nationalensity.

No. 2/2005

Ministerial Orders « Technical rules for the functioning and good pr@Ebf pharmacies;
« Conditions of hygiene and technical adequacy ofallaions and

means of transport of medicines;
» Applicable rules to donations of medicines, medicahsumption
goods, medical equipment and others, to healtfutisns;

« Licensing fees on pharmaceutical activities.
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The summary provided by the Ministry of Health iable 3, however, focuses only
on law passed by the independent Timor-Leste Pagld and omits some law that is
of substantial relevance to health, such as tHategk to road safety. As has been
seen, under the Timor-Leste Constitution (and umale¢her clarifying law) a range
of law promulgated by both the United Nations Tiamsal Administration, and
Indonesia (prior to 25 October 1999), remains applie in Timor-Leste if it meets
certain criteria (see 3.2.1). A manual searchpplieable law in Timor-Leste using
these criteria reveals the following additionalogie of legislation that are potentially
influential in public health (see Table 4). To qdement community-level data
collected on awareness of public health law in shigly, only those laws applicable
at the time of study fieldwork (November, 2004) acted.
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Table 4.Additional law of relevance to public health in Tior-Leste

Law

Description

Indonesian regulation
PP/81/1999

Indonesian Law
Uu/7/1996

Indonesian Law
uu/8/1999

Indonesian Minister of
Health Regulation
86/Menkes/Per/IV/1977
Timor Leste Decree
Law 4/2004

Neither the United Nations Transitional Adminisimat nor the independent Timor Leste Parliamentl passed law in relation to tobacco
control at the time of the study. Technically, enthe Timor-Leste Constitution (and under subsegakarifying legislation), Indonesian law
(PP/81/1999) passed on 5 October 1999 applied nmoifLeste (however subsequent Indonesian modifinatiPP/38/2000 & PP/19/2003
would not apply).

The Indonesian law bans tobacco advertising int@eic media and requires health warnings in adsements and tobacco packaging. It
further specifies maximum tar and nicotine contantl bans smoking in some public places. Whilerahibits tobacco product vending
machines from being located in areas accessildhildren, it does not ban the sale of tobacco tlidn per se(Republic of Indonesia, 2010).
Neither the United Nations Transitional Adminisioat nor the Timor-Leste government, had passedl&®n to replace or repeal the
Indonesian Food Act, which governs the productgtarage, transport and distribution of food. ades technical criteria for safety, quality
and nutrition, and regulates the labelling and dibiag of food products.

Other related regulation specifically governs theximum allowable levels of heavy metals (03725/BMK89), micro-organisms
(03726/B/SK/VI1I/89) and pesticide residues (881/MesiSKB/VII1/1996 & 711/Kpts/TP270/8/96) (Repubb€ Indonesia, 2010).

This law covers consumer protection, including tdigations of business to ensure the human safetheir products (thereby covering
purchased food and water safety) (Republic of led@ 2010). Note: the Constitution of Timor-Leskso provides for the health and safety of
consumer goods (Democratic Republic of East TirR002a).

There is little formal alcohol regulation in Indaig, however this law prohibits the sale of alcdlogbersons aged under 21 years (Republic of

Indonesia, 2010). There does not appear to be@ngsponding law in Timor-Leste that would overerithis.

This law on water supply for public consumption sito ensure that Timorese communities have accesg@ter supply services that are
‘essential to public health’. It allows water slipps to cease supply if the Health services fimel water supply unsafe for human consumption

and allows the entry of authorised personnel immises in order to remove any contamination r{§emocratic Republic of Timor-Leste,
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Law

Description

Indonesian Law
23/1997

Timor Leste Decree-
Law 21/2003

Timor Leste Decree-
Law 6/2003

Timor Leste Decree-
Law 17/2003

Joint instruction 13
December 2002

20044a).

This law allows for jail terms and fines for persdound to release substances with good reasanpfmose that the action concerned can give
rise to environmental pollution and/or damage atagger public health or the life of another persémdonesian regulation 20/1990 further
controls water monitoring and requires provincialg@rnments to monitor and improve water qualityjrgy specific limits to certain chemicals
(Republic of Indonesia, 2010).

This law covers quarantine and sanitary controingforted and exported goods. The law is desigpnedrotect Timor-Leste from exotic
plagues and diseases and other harmful organianisding risks to humans, flora and fauna (DemaciRépublic of Timor-Leste, 2003b).

This law is the Timor-Leste ‘Highway Code’ and sifieally sets out to prevent road accident casealti The law provides for specific road
rules, speed limits, traffic signalling, and pratskdriving under the influence of alcohol. It taeps seatbelts to be worn in cars, helmets to be
worn on motorcycles, requires compulsory vehiclgisteation and driver licensing, bans mobile phase by drivers, and further covers soil,
air and sound pollution from motor vehicles (Denaticr Republic of Timor-Leste, 2003c).

This law provides for the collection of statisticklta in Timor-Leste by allowing for official ststics to be mandatory, with penalties that apply
for non-provision of information. Data collectoase required to make an oath on the appropriatellingnof confidential and private
information. This law is potentially influentiahipublic health by facilitating disease monitoriagd population-wide health surveys
(Democratic Republic of Timor-Leste, 2003d).

This joint instruction to the Ministries of Plangiand Finance, Internal Administration, AgricultuF@restry and Fisheries, and Health refers to
the need for quarantine to maintain public healthspecifically refers to Indonesian law 16/1992quarantine of animals, fish and plants and

delegates powers under it to be enforced by theagtiae service (Democratic Republic of East Tin2202d).
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Table 5 again highlights the areas of public hekdth chosen for investigation in
this study, and based on the information providedable 3 and Table 4 describes
the status of these legal areas in Timor-Lestéhétime of this study’s field trip and
survey data collection in November, 2004) (Demacr&epublic of East Timor,
2002a, 2002b, 2002c, 20002d; Democratic RepubliFiofor-Leste, 2003, 2003a,
2003b, 2003c, 2003d, 2004a; Republic of Indon&gla).

Table 5. Status of the areas of public health law chosen fovestigation in this study

Law Status

Road safety (specifically « The Timorese Highway Code (6/2003) specifically uiegs

seatbelt-use, motorcycle helmet- that seatbelts are used when driving a vehicle #rat

use, and driving under the motorcycle helmets are worn when riding a motoreycl

influence of alcohol) « Driving under the influence of alcohol is prohildtewith the
law specifically penalising a blood alcohol concetion of
above 0.5 grams per litre.

Sale of tobacco to minors e Indonesian law PP/81/199 appears to be the onlactmb
control law applicable in Timor-Leste (see Table HQwever
this lawdid notrestrict the sale of tobacco to minors.

Sale of alcohol to minors * Indonesian Minister of Health Regulation
86/Menkes/Per/IV/1977 appears to be the only alcobotrol
law to apply in Timor-Leste. This bans the salalabhol to
anyone under the age of 21.

Food safety e The Indonesian Food Act (UU/7/1996) technically ulates
food safety.

e The Indonesian Consumer Protection Act (UU/8/19@8)d
Timor-Leste Constitution) require that consumerdagpdo not
pose a risk to health.

e Timor-Leste Decree-Law 21/2003 further governssafety of
imports, thereby covering the safety of importeddigroducts.

Water safety e Timor-Leste Decree Law 4/2004 governs the domestiter
supply infrastructure, allowing for the cessatidnsapply if
water is deemed unsafe for human consumption amenikry
of authorised personnel into premises in orderetnave any
contamination risks.

e The Indonesian Consumer Protection Act (UU/8/1988)
Timorese Constitution require that consumer goadaat pose
a risk to health.

e Timor-Leste Decree-Law 21/2003 also covers the tgadé
imported products (e.g., bottled water).
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It is clear from Table 5 that in key areas of paltiealth law (tobacco and alcohol
control, and food safety, for example), at the tiaidfieldwork conducted in this
study Timor-Leste was yet to pass its own counpsesfic legislation. With
tobacco, for example, while Timor-Leste signed #ramework Convention on
Tobacco Control shortlgfter the fieldwork conducted for this study (WHO, 2010)
as of 2010 it was yet to pass appropriate followlagslation to restrict children’s
access to tobacco. At the time of fieldwork foistetudy, Indonesian law, which
does not restrict the sale of tobacco to childrBepiblic of Indonesia, 2010),
applied in Timor-Leste. Similarly, ‘fall-back’ lmhesian legislation applies
regarding the sale of alcohol to minors, howevas th restricted (Republic of
Indonesia, 2010; WHO, 2006c¢).

Regarding food safety law, there is no specific ditheste legislation, although the
Constitution specifies that ‘consumers’ have a triggh protection of their health

(Democratic Republic of East Timor, 2002a). Thssalso provided for in the

Indonesian Consumer Rights Act. However the IndiameFood Act most obviously

applies to food safety and technically applies imdr-Leste (Republic of Indonesia,
2010). This situation is not widely appreciatedl d@nere is no body designated to
provide public education on food hygiene or enfdiee applicable Indonesian food
law (Ministry of Health, Timor-Leste, 2007).

Indigenous Timor-Leste road safety law, howevecamparatively strong. Indeed,
the Highway Code appears to be perhaps the lapjest of Timorese legislation
and regulates a very broad range of infrastruauaactivity. Of particular interest
to this study, seatbelt-use, motorcycle helmetars® driving under the influence of
alcohol are all regulated (Democratic Republic ohdr-Leste, 2003c), although not
consistently enforced.

In the area of drinking water safety, the availalileorese law covers health but this
is certainly more ‘in spirit’ than in any comprelsere manner. It mandates that
water suppliers cease supply if the ‘Health Sew/iGad the water supply unsafe for
human consumption. However there appear to bepeoif&c regulations for the

allowable thresholds of particular types of baeter for mandatory water quality

testing. The law allows for the entry of authodigeersonnel into premises in order
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to remove any contamination risks but does not idevor penalties for the
contamination of the water supply (rather it pesedi interference with physical
water supply infrastructure) (Democratic Republié ®dimor-Leste, 2004a).
Certainly, the underlying current of the legislatis that the water supply should be
fit for human consumption, and there is also thall-thack’ position of the
Indonesian Consumer Protection Act and Timoresestitation, whose applicability
could be tested in ensuring the safety of wateraasonsumer good, although
presumably only where water is actually purchadeen{ocratic Republic of East
Timor, 2002a; Republic of Indonesia, 2010). A speclimor-Leste regime of
water safety standards, including mandatory tesang maximum contaminant

thresholds, would seem a necessary clarification.

The Timor-Leste Constitution allows for reliance lmaonesian law where this has
not been superseded or repealed, and where it ig gonflict with the Constitution

(Democratic Republic of East Timor, 2002a). Wlilés is obviously a temporary
measure to ensure that there are minimal gapsvinvlale the Timorese government
passes its own legislation, there are a numberoogiderable problems with the

situation.

Firstly, the continued applicability of Indonesitaw assumes a) that it was ever
relevant in the Timor-Leste setting, b) that it hesntinued relevance, and
(correspondingly) c) that Timorese people wouldaiéng to enforce or follow it.
Arguably in many instances of law, given the coesadble cultural differences and
difficult history between Indonesia and Timor-Lestdl three points would be
debatable.

In any event, the reliance on Indonesian law tb dips creates a situation,
particularly given the embryonic legal capacityTimor-Leste, where widespread
knowledge of exactly which laws are supposed tdyapphindered. Certainly this
has a direct impact on the ability to effectivehfarce law. Currently, knowledge
that Indonesian law is a ‘fall-back’ option may alserve to lessen the sense of

urgency in passing Timorese law in some cases.
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3.2.4 Challenges to overcome in reforming public ladth law.

In terms of published strategic directions, the diiese Ministry of Health does have
a legal unit within its organisational structuredamealth legislation is mentioned
throughout many of the strategies within the He&l#dttor Strategic Plan (Ministry
of Health, Timor-Leste, 2007). For example, iplanned to use the International
Health Regulations as the framework for drafting ta manage acute public health
risks of international significance, primarily tlosarising from communicable
diseases (Ministry of Health, Timor-Leste, 2007; @W,H2005b). It is also proposed
to enact legislation covering non-communicable aiss, although the mechanism is
less-specific. Timelines, leading parties and ietewever, are lacking within
available government plans. In most cases, ibtedhby the Ministry of Health that
there has been no progress with the legislativeaspmf particular health strategies
(Ministry of Health, Timor-Leste, 2007). Furtherrap as previously noted, (see
2.3.3.2) legislation does not appear witthe 10 key areas of work and 17 essential
strategies chosen for “urgency, cost-effectivenasd feasibility” (Ministry of
Health, Timor-Leste, 2007, p. 135).

The WHO certainly appears to accept that a key itoleill undertake will be to
continue to support the Ministry of Health in thevdlopment of essential health
legislation (WHO, 2004a). A list of WHO activitiekiring 1999 to 2003 in Timor-
Leste shows that “technical support and developnaénhealth regulations and
legislation” was provided (WHO, 2004a, p. 29). plarticular, this appears to have
included legislation governing the pharmaceutieadter. However, in reality, the
actual capacity of the WHO to assist has beendaniSupport in the past appears to
have been achieved through the provision of skewni-tconsultants. In its Country
Cooperation Strategy 2004-2008, it was noted talWHO Representative was the
only full time professional staff member in the oty office, with additional
professionals being contracted for periods of upltanonths and no more than two

consultants working in the country at any one t{fvHO, 2004a).

Given the range of health issues in Timor-Leste,isitevident that not all
consultancies would be focussed on health-relaed ICertainly, though, it appears

that the WHO will continue to assist with legistati In its Country Cooperation
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strategy, WHO (2004a) lists the Ministry of HealMinistry of Justice, Council of
Ministers, and Parliament as partners in developpgopriate health legislation and
further highlights its determination to see thajidtative approaches are linked to

broader policy development.

Resourcing and capacity are significant issues amgt be addressed if the
development of further public health law is to emprehensive and effective in
Timor-Leste. It has been noted that health-reldtad passed in recent years
continues to be somewhat of a struggle to manalye particular, legislation to
enhance the commercial autonomy and administrategponsiveness of the
Autonomous Medical Store (SAMES) has yet to resulimajor advances, with
problems persisting related to the administratirecessing of drug stocks (Ministry
of Health, Timor-Leste, 2007). Also, the Minisig/facing difficulty in regulating
the pharmaceutical sector and is further “unableftectively monitor and regulate
private providers despite a legislated role to @b(Ministry of Health, Timor-Leste,
2007, p. 42).

In addition to drafting new law, capacity to edécdhe population and enforce
public health law will be critical in future. Cwemtly, for example, the Highway
Code prescribes a range of preventative measuresdiace injuries and deaths;
however due to a marked lack of education and eafoent, road trauma continues
to be a significant problem in Timor-Leste (Minisof Health, Timor-Leste, 2007).
Similarly, while there is no specific Timor-Lestgislation on food safety, there also
appears to be no food safety programme that mightae food handlers and
enforce the currently applicable Indonesian legmhaor raise community awareness
of food safety (WHO, 2004a).

It is certainly possible that with both food safétyv and tobacco law, and indeed
much other law in Timor-Leste, a number of ‘pokiicconcerns are holding the
government back. Indeed, as discussed, food skfetyunless heavily subsidised,
would inevitably impose complying costs on busiessand individual food sellers.
Similarly, law restricting the sale of tobacco pwots would impact upon tobacco
sellers who may rely upon the income for survivllis worth questioning whether

political willingness to introduce law that may leaan economic cost to business or
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individuals might also be playing a part in the agmt lack of importance placed on
public health law. While it is unknown, it cannbe assumed also that the
government is not receiving intense lobbying frdme tobacco industry to ensure
that tobacco control legislation is not consider&kperience in other nations would
suggest that this is likely to occur, if it has rabteady (Achadi et al., 2005; Annas,
1997; Chapman, 2007; Gilmore et al., 2007).

These challenges are considerable, however theynarensurmountable if public
health law is afforded a greater priority and adgguimplementation resources.
Certainly, with growing economic development in DmbLeste, due in most part to
settlement of revenue matters regarding the Timea 8il and gas resources,
increased financial resources are becoming avaikabthe government. A challenge
will be to ensure that, as the government beconstterbable to deliver reform,
public health is prioritised and public health lsawunderstood as an effective and in
most cases essential approach. Somehow suffigsatirces need to be dedicated to
this approach in light of significant other areagjuiring development in Timor-
Leste. Evidence for public health law as an irgation, economic impact analysis,
advice and technical assistance, workforce devetopnand clear recommendations
should be made available to the government inrgggard: this study represents an

initial step towards such an approach.

3.3 Chapter Summary

This Chapter has discussed the role of legislatithin the public health approach.
It has provided important background on both theemal of law to address difficult
health issues and its inherent ethical issuesastbeen noted that although public
health law has a long and mostly successful historthe developed world, the
implementation and study of public health law inveleping nations has been

comparatively minimal.

The legal setting in Timor-Leste has been descréretithe status of the regulatory
areas chosen for investigation in this study (& time of fieldwork) has been
highlighted. It has been argued that the legaingets not only complex but under-

resourced and under-developed. A dominance oésssuother higher-profile legal
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areas has meant that the development of a cooedimatblic health law strategy has
not been a priority.

The further reform of public health legislationTiimor-Leste does appear to require
some impetus, support and direction. It could tgeied that at this point there is a
lack of a coordinated, comprehensive or cohereptcgeh to the development of
public health law. Enforcement for applicable tiedaw appears to be almost
completely absent due to capacity constraints aadjoubt in part, because the law

that actually applies is not always clear.

Further development of public health law will clgarequire a number of factors to
combine, including: a perception of need; affordghipublic service and political

willingness; leadership; capacity to draft evidebesed and culturally appropriate
law that is targeted to the health needs of Timeste; capacity to comprehensively

implement and enforce this law; and widespreadmauisf public awareness.
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Chapter Four: Methodology

4.0 Introduction

This Chapter provides detail on the research desighmethodologies used in the
study. Firstly, the study aims are presented amdtianale is provided for their
selection as key areas of research focus. Thalaetktarocedures undertaken to
obtain relevant background literature is next dbesd and it is explained how the
study was designed and conducted in line with advebtained through the
engagement of four Timorese cultural advisors. Tesign of data collection
instruments is outlined, including how these wemanglated, piloted and
administered. Approaches to data analysis andnpatehuman research ethics

concerns are noted.

41 Aims

The study was intended as an investigation of tlieent and potential use of public
health law to address public health concerns inofibeste. Based on this, it was
proposed to develop a theoretical framework to gt further implementation and

study of public health law in Timor-Leste and otkenilar settings.

Following an extensive search, very few investmai or discussions of public
health law in the developing world were locatedhwitthe published or ‘grey’

literature (see 4.6). Against this backdrop, theaton and testing of a specific
hypothesis based on past discoveries was not pessid the study became, of

necessity, more broadly exploratory in nature. c8pally, aims were:

1. to provide a review of the state of population ttealithin Timor-Leste;
2. to provide an analysis of the health and legairggttwithin Timor-Leste, with
particular regard to system capacity, existing thelw and reported strategic

directions;
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3. to develop and administer a survey to obtain infdiom on community
awareness of, and attitudes towards, selected irexighublic health law
applicable in Timor-Leste;

4. to provide further context through the collectidnirderview data related to the
experiences and opinions of professionals who haweked in the fields of
health and law in Timor-Leste; and

5. to develop a theoretical framework and recommeadatfor the use of public

health law in Timor-Leste that might be testedimilar settings.
4.1.1 Rationale for aims.

The aims of this study were selected based on deragion of a number of factors.
Firstly, a discussion of the use of public headt ko protect or improve health in a
nation would lack important context and relevandteut an understanding of the
particular health development needs of that nateom 1). By understanding the
population health challenges, data collection stias can be made most relevant
and, in turn, study recommendations may be priediso focus on the most urgent

needs.

Secondly, a discussion of the role and potentighudilic health law must take into
account any existing law as well as the healthlagdl settings in which it operates
(aim 2). Failing to acknowledge any strategic ctians for the future would also be
remiss. Importantly, study recommendations woukk rbeing of little or no

practical use without an understanding of the c#pand directions of the health

and legal sectors.

Next, it would seem apparent that law exists i@ad context and cannot fulfil its
role as a deterrent of behaviour without widespreattlic awareness and the
presence of community attitudes conducive to adioeréaim 3). An understanding
of such social context was considered criticalhis study, particularly as no such
data appears to exist in relation to Timor-Leste ather similar settings.
Furthermore, knowledge of positive attitudes towaadaw might add weight within

government to calls for law reform.
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In order to enhance the findings within the litaratand community level data, the
study also recognised the importance of the knogde@&nd experiences of
professionals living and working in Timor-Leste.hig strategy was chosen to add
contextual richness through on-the-ground perspext{aim 4) and further allow

consistent themes to arise from within the studg tlarough its ‘triangulation’.

Lastly, research of public health law in developimations is scarce. In order to
encourage and facilitate future research, spegifidance may provide direction and

impetus to allow a body of evidence to be built(&i).

4.2 Summary of Research Approach

In the context of limited background literature d@ata with which to compare
findings (see 4.6 Literature Review), the use ofltiple research methods was
considered appropriate for this study. Multiplethods were chosen to allow
collection of a wide range of data, to provide wvagyperspectives on topics of
interest, to provide depth of context, and to poadly ‘triangulate’ observations that
might be otherwise isolated (Creswell, 1998, 200&nzin & Lincoln, 2005;
Kincheloe & McLaren, 2005).

The research methods utilised included a revieth@fpublished and grey literature,
a community survey and semi-structured interviewghwa number of key

informants. Importantly, the study was designed eonducted in accordance with
advice provided by four Timorese ‘cultural intefers’ (see 4.4). Table 6
summarises the methods used to address the siidyss The table also highlights

where within the thesis the associated resultpaasented and discussed.
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Table 6: Summary of aims and associated methodologies

Aims Methodology Presentation/discussion
of results
1. Provide a review of the state of  i. Literature review i. Chapter 2.
population health within Timor-Leste. (4.6). ii. Chapter 5.
ii. Community iii. Chapter 6.

survey (4.7.1).

iii. Key informant

intereviews (4.7.2).

2. Provide an analysis of the health i. Literature review
and legal settings within Timor-Leste, (4.6).

with particular regard to system ii. Key informant
capacity, existing health law and interviews (4.7.2).
reported strategic directions.

3. Develop and administer a survey td. Community
obtain information on community survey (4.7.1).
awareness of, and attitudes towards,

selected existing public health law

applicable in Timor-Leste.

4. Provide further context through thei. Key informant
collection of interview data related to interviews (4.7.2).
the experiences and opinions of

professionals who have worked in the

fields of health and law in Timor-

Leste.

i. Chapters 2 & 3.
ii. Chapter 6.

Chapter 5.

Chapter 6.

5. Develop a theoretical framework i. Critical analysis of Chapter 7.

and recommendations for the use of study findings and
public health law in Timor-Leste that literature.

might be tested in similar settings.
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4.3 Academic Review and Approval

Early drafts of the research proposal were develdpdween January and August,
2004. Advice was sought from supervisors and adbademic staff at the Centre for
International Health, Curtin University, to ensutet the methods and proposed
analyses addressed the study’'s aims. The propesalalso critically discussed
following a formal presentation by the researcloestaff and post-graduate students,
enabling a further development of the proposal.

The final proposal was submitted to the Curtin @n$ity Health Sciences Divisional
Graduate Studies Committee and was approved wiihdidation for change at the
meeting held on August 27, 2004. The proposal fwdker submitted to the Curtin
University Human Research Ethics Committee and agsoved in a letter dated
October 15, 2004.

4.4 Engagement of Cultural Advisors

It has been argued that a researcher brings thairumique history of experiences
and knowledge to the design and conduct of reseanchthat this influences not
only the choice of research questions posed, leuptbcesses of data collection and
interpretation (Creswell, 1998, 2003; Saukko, 2008)this way, a study risks being
designed with limited relevance to its setting.isTimay be particularly problematic
when researching within unfamiliar nations and ung/s. To overcome this, it is
necessary to understand as fully as possible thereyway of life, values, beliefs,
standards, language, behavioural norms, commuaicatyles etc.) within which the
research is conducted (McDade, 2007; Putsch, 19&%kko, 2005).

It was therefore considered imperative to seek cadvegarding the design and
conduct of the study in order to ensure that meiltomy was relevant and culturally
appropriate, and that the study’s final recommeandatwould be relevant to the
Timorese community. As described by Putsch (1983)ltural Interpreters’, that is,

people with considerable experience of the culnfr@imor-Leste, were engaged
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within the study design period and were consultedughout the study Cultural

advisors provided advice on survey design, datdecodn approach, fieldwork
planning, and communication style. The researapproached two individuals from
within the Timorese community in Perth, Western thaig|a, and two residents of

Dili, Timor-Leste.

45 Rationale for Choice of Fieldwork Location

It was planned to collect study data within Dilietcapital of Timor-Leste. Dili was

chosen as the key focus area for a number of impbréasons, outlined below.
45.1 Language.

Within Timor-Leste, a notably large range of distilanguages and dialects is
spoken. While the nation’s Constitution promotestiyjuese and Tetun as the
official national languages, there are in facteatsk sixteen recognised languages and
up to 32 dialects that may be known and understmag within isolated local
communities (Hull, 2002; Taylor-Leech, 2008).

The choice to concentrate research activities iin Bien, was due in part to the
ability to accurately predict that the majority @&sidents would speak a common
form of one language, Tetun (Hull, 2002). As highted in the 2004 Timor-Leste
Census Map of Literacy (sdeéigure 2, Dili has the highest rates of literacy in
Timor-Leste (UNPF, 2006). This was important fbe tcollection of community

survey data (see 4.7.1 and 4.8.2).

® The term ‘cultural advisors’ is used throughous thesis.
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Figure 2. 2004 Timor-Leste Census: Map of literacy levels.

4.5.2 Population concentration and relevance.

According to the 2004 Timor-Leste Census, 167,7&dpfe, or 18.1% of the then
estimated total population of 924,642, resided witlDili (UNPF, 2006).
Concentrating study activity in Dili therefore alled access to a large number of
people within a defined area, potentially maxingsthe community survey sample

size.

Dili is also the seat of government, and the larabf the head offices of the United
Nations and almost all other non-government orgaioss in the country. A
concentration of activity in Dili therefore alsd@aled the greatest possible number

of interviews with health and legal staff to be doated in person.
4.5.3 Accessibility.

Dili is arguably the most accessible location iecantry of extremely remote and
mountainous towns and villages. The Internatiohtolao Lobato’ airport is
located on the outskirts of Dili and accommodatard transport, in the form of
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buses (‘mikrolets’) and taxis, is available throaghthe city. Distances between
places of interest relevant to the study (e.g.,-g@vernment organisations and
government departments) were also within walkingstadice of central

accommodation.

4.6 Literature Review Methodology

The background literature search in this studyiseil a number of strategies,

outlined in Table 7.

Table 7.Literature search strategy

Literature category Method

Published literature such as books, Curtin University library catalogue.

peer-reviewed articles in journals, Curtin University ‘Gecko’ collection of databases,

or other scholarly papers and including those under ‘Health Sciences’, ‘Humaisitie

reports. (includes law) and ‘Multidisciplinary’ categories.
Manual searches of the reference lists of relelvank
chapters, articles and reports.
Internet search, including ‘Google scholar’ and
‘Google’.
Scanning of the websites of major relevant
organisations, such as the United Nations, World
Health Organization, the Governments of Timor-
Leste, Indonesia and Portugal, and any known Centre
for Public Health Law (e.g., The Centers for Lawd an
the Public’'s Health, Johns Hopkins and Georgetown
Universities).

‘Grey’ or not publicly available Direct contact and enquiry with relevant authord an

literature, e.g., technical reports  organisations.

from government agencies, reports Scanning of on-going work announced in relevant

or working papers from research organisations’ newsletters, websites or email.lists

groups, consultancies or

committees.

In the search for relevant literature, there wereumber of broad areas of enquiry.

Accordingly, a number of different search stringerev utilised. These are
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highlighted in Table 8. In on-line searches ofrdily-based catalogues and

databases, search stings were utilised in bothant abstract fields.

Table 8.Literature search strings

Area of enquiry Search strings utilised

The history and practice of (‘public health’ OR ‘population health’ OR (‘preveéhAND
the field of public health ‘health’)) AND (‘history’ OR ‘practice’ OR ‘theor*OR ‘strateg*’
OR ‘method*)®.

Public health law (‘public health’ OR ‘populatioedth’ OR (‘prevent* AND
‘health’)) AND (‘law’ OR ‘legal* OR ‘legislat* OR ‘regulat* OR
‘govern®’).

The health system and ‘Timor* AND ‘health’.

health indicators in Timor-

Leste
History and culture of ‘Timor’ AND (‘history’ OR ‘culture’ OR ‘society’ OR'social’ OR
Timor-Leste ‘tradition* OR ‘custom’).

The legal system in Timor- ‘Timor’ AND (‘law’ OR ‘legal* OR ‘judicial’ OR ‘ju stice’ OR
Leste ‘legislat* OR ‘regulat®’).

The governmental structure ‘Timor’ AND (‘govern* OR ‘parliament* OR ‘minist* OR

of Timor-Leste. ‘independ®).

While much literature of relevance to Timor-Legpeplic health and public health
law was identified, no literature was identifiecathexplicitly focussed on public
health law in Timor-Leste. Very few papers werenitlffied that explicitly discussed
theory, practice or data related to public heath bhpproaches in other developing
nations. Regarding inclusion of papers, judgemwas made according to a
‘heirarchy of evidence’, under which rigorous, pesriewed ‘scientific’ studies
providing new data, or systematic reviews, wereoat®d a higher preference and
value than papers representing discussions or @piniAs shown in Table 6 the

sourced relevant literature is discussed in Cha@emd 3 of this thesis.

® The search annotation **' returns the searcheah teith all possible endings. ‘Prevent* would not
only locate ‘prevent’, but ‘prevention’ and “prengative’, for example.
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4.7 Data Collection Tools
4.7.1 Community survey background and design.

Based on the premise that the creation and suaddasv is influenced at least in
part by community attitudes and knowledge (see3R.it. was considered important
to complement a discussion of public health lavwrimor-Leste with such a social
context. In the light of the population’s recerdtary of subjugation by Portugal and
then Indonesia, negative community attitudes towaadthority or law in general
were considered possible, with unknown impact ebéhfactors on attitudes towards
health law. An understanding both of attitudesamg health law, and of the factors

influencing these attitudes, was considered pertine

Guiding investigation in this area of inquiry wataege body of accumulated theory
and evidence, particularly from the behaviouraésces, suggesting that attitudes are
influenced by underpinning experiences and knowdg@gg., Ajzen, 1988; Friedkin,
2010; Morgan, Reid, & Ogden, 2009; Saucier, 200@nder the Health Belief
Theory, a negative attitude towards health law ayceivably be related to, for
example, a lack of knowledge of health risks arzkkef that a legal approach was
therefore unecessary. Furthermore, attitudes tdsvmbacco control regulation, for
example, might be associated with whether or net ghrson concerned smoked
tobacco themselves. Social psychologists would ptepose through Social Norms
Theory (e.g., Friedkin, 1998, 2010; Hogg & Vaughafl0; Sechrist & Stangor,
2007) that a belief thaine’s peerdeld a certain attitude might influence a person t
also hold that view, because it was seen as ‘noronabtherwise sanctioned by a

person’s ‘in-group’.

Accordingly, this study sought to examine whetherramge of experiences,
knowledge and beliefs might be associated with Te@se survey respondents’
negative or positive attitudes to health law. Avsy was designed in order to

answer the following main questions (See Table 9):
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Table 9.Main research questions for the general populatisarvey

1. What was the level of awareness within the comitywof existing health-related law and
were any demographic or other factors associattédthis awareness?
2. What attitudes to health-related law were presamd what factors were associated with
these attitudes? In particular, it was consideradable to explore whether attitudes were
related to:

« Demographic variables;

¢ Health-related knowledge and attitudes;

« Attitudes towards law itself or the legal systemgla

« Perceptions of others’ agreement with health law.

While it might also have been informative in gagian understanding of attitudes
towards health law to examine broader attitudesatdes government itself, cultural
advisors argued that this be avoided. Indeedhattime of the field trip, the

‘fledgling’ government was coming under criticismorin various groups and it was
considered unwise, as a guest in the country, tentially create the impression of

supporting or encouraging such criticism.

While much of the survey elicited responses relatedealth and law in general, it
was considered important to focus this by seekimigrination on community
knowledge and attitudes relevant to particular theabues. A number of areas were
chosen because of their global relevance and ticpkar their relevance to health in
developing nations. These were:

 Road safety (seatbelt-use, motorcycle helmet-usd, @riving under the
influence of alcohol);

* The sale of alcohol to children;

» The sale of tobacco to children;

* Food safety; and

» Drinking water safety.
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Following extensive investigation, no existing sywvool relevant to the research
questions could be located. Therefore, a survey deaised to capture the required
data. A synopsis of the content of the surveyuslimed in Table 10. The final

survey utilised, in both its original English andetdin translation versions, is
provided at Appendix 1. The survey contained 6dstjons and took on average 45

minutes to complete.
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Table 10.General population survey structure

Area of enquiry

Demographic data

Self-reported HealGeneral Health-related

Indicators

attitudes

Knowledge of health

risk factors

General law-related

attitudes

Knowledge of,
agreement with, and
perceptions of others’
agreement with
selected health-
related law

Variables

* Age

* Sex

« Country of birth

» Marital status

* Number of children

 Place of residence

* Number of people
per household

« Main language
spoken

» Education

« Employment/income

» Use of transport

» Self-rated health

» Effect of health
on daily activities
over the past
week

» Tobacco-use

» Alcohol-use

* llinessin
immediate family
members

Relative importance of ¢

population health
among other priorities
Perception of overall
population health in
Timor-Leste
Satisfaction with local
health services
Attitude to prevention
Level of concern for
health issues: road
safety; alcohol- and
tobacco-use among
young people; food
safety; drinking water
safety

Factors leading to
injury in road
accidents
Negative health
effects of alcohol
Negative health
effects of tobacco
Basic food safety
Basic drinking
water safety

Rating of legal
system functioning
and confidence in
‘just’ outcomes
Attitude towards
law (i.e., ‘legal
cynicism’)
Perception of
others’ adherence
to law

Agreement with
the regulatory
approach to health

» Seatbelt-use

 Driving under the
influence of
alcohol

« Motorcycle
helmet- use

» Sale of tobacco to
children

» Sale of alcohol to
children

« Food safety

« Drinking water
safety
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The survey was written in English and utilised atomie of question formats that
enabled the collection of qualitative data (shedponses to open-ended questions),
categorical data, and ordinal (ranked) data. @pjsroach was taken to allow a rich

variety of data to be collected, maximising oppoities for future analysis.

The use of a written survey to collect general pagan data, as opposed to
interviews, reflects the advice of cultural advssointerviews were suggested to be
likely to result in a greater number of refusal®e da mistrust in confidentiality of
responses and the potential for artificial resimtsterpersonal communication, such
as the interviewee trying to ‘please’ the interve@wather than providing an honest
opinion. It was also aimed to avoid any interppedopower differential’ between
interviewer and interviewee that might impact upesults or perceptions of freedom
to refuse participation (WHO, 2009g). A writtenngey also allowed multiple
surveys to be distributed among a group, maximiding number potentially
completed at any one time. Survey sampling proeedund administration are
described at 4.8.2.

4.7.1.1 Translation.

The survey was translated from English into Tetynchltural advisors in the
presence of the researcher, who was able to exgfairclarify the intended meaning
behind the questions. A draft translation was thiésted with a group of 12 recent

and longer-term Timorese migrants in Perth, Westerstralia.

The pilot group was asked to comment on the relewansf the questions to the
Timorese people, and on the accuracy of the traoslatself, through a process
whereby the English meaning and Tetun translatfiogaoh question was the subject
of group discussion. A focus was maintained onrntbed to capture subtle nuances
in meaning, rather than attempt a literal wordviard translation (Birbili, 2000;
Hennink, 2008; Kapborg & Berterd, 2002).

Following some minor modifications to wording, sillrvey questions were agreed to
be relevant and appropriate. The translation wasdly agreed upon to be an

accurate reflection of Tetun, however the pilotugracknowledged that a number of
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their members had not lived in or visited Timor-leefor some time. As Tetun is a
dynamic and changing language with several diglectwas therefore decided to

examine the translation once again on arrival {o(Bee 4.8.1).
4.7.2 Key informant interview schedule.

An interview schedule was devised to guide senuiesiired interviews of key
persons with specific knowledge of health and/er iia Timor-Leste. The schedule
was based closely on the community survey (seeeTdaB) to enable comparison
between general public and ‘experts’ on a rangessafes. However, the interview
schedule expanded on the survey to include endgpuioyprofessional opinion and
observations. The schedule was designed to be ased basis from which

discussion on the key study topics could be geedrat

The interview schedule included 72 items and inésvg took, on average, 90
minutes to complete. The schedule was written mgligh for the researcher to
administer in person, with a translator where nemgs A copy is provided in

Appendix 2.

4.8 Fieldwork

Fieldwork for this study was conducted in Dili, TomLeste, throughout the month

of November, 2004. This section describes thearebeactivities undertaken.
4.8.1 Community survey translation refinements.

Upon arrival in Dili it was arranged with Timoresaltural advisors to re-examine
the translation of the community survey to ensweueacy and local relevance.
Minor modifications were made to the survey to eeshbat it reflected current ‘Dili-
Tetun’, the dialect of Tetun most commonly usedtighout Dili (Hull, 2002).
Local cultural advisors considered the design andent of the survey to be relevant
to the Timorese people and the sampling (4.8.2xd)sarvey administration (4.8.2.2)
strategies were again confirmed as appropriate.
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The community survey was subsequently re-pilotetth @b Universidade Nacional
Timor Lorosa’e (National University of Timor-Lesteptudents, with no
comprehension issues identified. A bilingual adtadvisor was present throughout
the piloting process to assist with any languadgcdities. The pilot group agreed

that no further modification to the survey was rsseey.
4.8.2 Community survey data collection.
4.8.2.1 Sampling method.

Participants in the community survey were recruitsthg a mixture of convenience
and snowball sampling. Convenience sampling referthe method of initially
sourcing participants from amongst the networksknbdwn contacts, including
cultural advisors (Fink, 2003). Snowball sampladenotes the process of recruiting
participants from amongst the networks of those Wao just completed the survey
(Noy, 2008).

While the non-random sampling procedure used ingd&s@ts upon interpretation
of data (i.e., as being truly representative of pbeulation), the sampling methods
chosen have been shown to be useful in situatidresent may be difficult to obtain
a random sample (Fink, 2003; Noy, 2008). In Qitithe time of the survey, it would
have been difficult to draw a truly random samplenf residential or electoral
enrolment records, for example as such records weamplete. While a quasi-
random ‘door-to-door’ procedure may have been ¥adid instead (e.g., approaching
every third household), cultural advisors argueat the convenience and snowball
sampling methods would be more appropriate to tmancunity, would result in a
greater number of surveys collected, and would bafer and more practical option

for a lone researcher.

Eligibility criteria for participants included th#tey:
» were aged 18 or over;
» were Timor-Leste nationals and had lived in Timeste for the past 10
years or more;
» could read and write Tetun;

» were not employed in either health or legal sectamd
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» provided informed consent.
4.8.2.2 Survey administration.

All participants were required to read the studgigvey information sheet and
provide signed consent to participate (see 4.9A4)Timorese cultural advisor was
present in all cases and provided an introductmrihie researcher and a brief
explanation of the survey, including a reinforcet@fithe study’s eligibility criteria.

Information sheets (containing contact details tbe researcher and Curtin
University Ethics Committee) were retained by ttatipipant and signed consent

forms were collected by the researcher.

Each survey took, on average, approximately 45 tagto complete. Any questions
posed by participants were translated for the rekea and clarification was
provided. A total of 245 surveys were collectedoas a number of individual and
group settings. Surveys were collected over awgek period between November 5
and November 19, 2004. This intense period of datéction minimised the
possibility of data-confounding variables that ntigleccur over time (e.g., political
events) and allowed the dedication of the remaimmde¢he month-long field trip to
data checking and entry into an electronic datgbaisgervation and the continued

conduct of key informant interviews.

Confidentiality of participants was ensured througlh completed surveys and
consent forms being stored securely in accordaritteanprocedure outlined at 4.9.2.
Survey results, including demographic data captimgdhe survey, are detailed in
Chapter Five of this thesis.

4.8.3 Key informant interviews.
4.8.3.1 Sampling method.

Eligibility criteria for key informant interviewsiicluded that participants:
» were aged 18 or over,
* had been resident and working within the healthegal sectors in Timor-
Leste for 12 months or longer; and

» provided informed consent.
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A list of key government and non-government agenérem which to approach

potential interview participants was complied priorarrival in Timor-Leste, based

on investigation of the Timor-Leste public servateucture and known presence of
non-government agencies. Where possible, interviemes were arranged by

telephone prior to arrival. Agencies were furthentacted within the first two days

of arrival in order to request or confirm interview A snowball sampling method

was utilised whereby, following completion of inteaws, participants were asked to
provide the contact details of further relevantragges and individuals that may not
have been known to the researcher.

It was aimed to create a balance in the sample degtwrepresentatives of
government and non-government agencies, and betesor-Leste nationals and

others. At the time of the study, much work witthe health sector in particular was
conducted or supported by international agenciesnimg that many key informants
were of necessity foreign workers. In order tousasthat expatriate participants
were able to provide informed comment, eligibiltyteria required that particpants
had been resident and working in Timor-Leste fogkr than 12 months.

4.8.3.2 Interview procedure.

Interviews were conducted at individuals’ usual cplaof business at a time
convenient to them. In order to ensure confidéttiaand minimal distraction,

interviews were held in a quiet location, away frathers. Participants were
provided with the study’s interview information ghend consent form (see 4.9.1).
Information sheets (containing contact details tbe researcher and Curtin
University Ethics Committee) were retained by tlatipipant and signed consent

forms were collected by the researcher.

Interviews followed a semi-structured format. Ajuestions on the interview
schedule were asked of all participants, howevérerer appropriate, further detalil
was requested by the researcher in order to cleggonses or obtain greater detail.
Provided informed consent was granted, interviewsewrecorded on a digital
recording device in addition to the interview sahledbeing manually completed by

the researcher.
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Each interview took, on average, approximately 90utes to complete. A total of
19 interviews were conducted between November 4Nmdeember 25, 2004. The
approach to data analysis of interviews is disalisse4.10.2. In particular, an
approach to identifying and testing themes withatadas interviews were collected is
described. Results of the interviews, includinghdgraphic data for participants, are

provided in Chapter Six of this thesis.

4.9 Ethical Issues and Quality Criteria in the Stug
4.9.1 Informed consent.

A one-page study information sheet was createdh wiinor wording differences
being necessary for survey and interview groups @&ppendix 3). Information
sheets highlighted:

» the objectives of the study;

» the requirements of participation;

» that participation was voluntary;

* that no remuneration was offered for participation;

» contact details for the researcher and Curtin Usitie Human Research

Ethics Committee;
» that responses were confidential and de-identited

» that consent to participate could be withdrawnngttame.

To further ensure participation was completely wtdny, community survey
information sheets reinforced that neither partiigm nor refusal to participate in

the study would influence receipt of health care.

Signatures indicating willingness to proceed werquired on a separate consent
form. As with information sheets, consent formBeded slightly between survey
and interview groups, with interview groups beimgedfically asked to confirm
whether their responses could be recorded and whetheir name or their

organisation’s name could be reported (see Appefidix

122



Participants’ retained information sheets and cons$erms were returned to the
researcher. Survey information and consent formewranslated and piloted at the
same time as the community survey and in accorda#itbethe procedure outlined

previously (4.7.1.1 and 4.8.1).

4.9.2 Confidentiality: Community survey.

To ensure confidentiality of community survey respes, each completed survey
was assigned a code number, in order of completiames or dates of birth were
not recorded on surveys. While consent forms dembrparticipants’ names and
signatures there was no identifying link betweenirahvidual's completed survey
and their consent form. Surveys and consent fowase collected and stored

separately.

Completed surveys and consent forms were held byréisearcher immediately
following collection and were subsequently transférto locked accommodation as
soon as possible thereafter. Following return testhalia, data was then stored,
except during periods of data entry or checkingthiwi a locked safe at the
researcher’'s home. All data entered onto comdotedata analysis purposes was
password protected, and was never transmittedretecally.

4.9.3 Confidentiality: Key informant interviews.

Key informants were specifically approached becaidbe relevance of their work
experience and employing organisation. Reportihgparticipating individuals’
names or their organisations was therefore corsideotentially useful in providing
context, and perhaps weight, to the data. To ensansent for this, participants
were offered the choice between complete confidétytiand having their name
and/or organisation reported. In addition, pgpacits could either consent to, or
decline, digital audio recording of the intervievEight of the nineteen interview
participants allowed digital recording of interviewand all allowed their

organisation’s name (but not their own name) todperted.
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In all cases, data was stored securely, as peeg@uoe for the community surveys
(4.9.2). Consent forms and interview scheduleswserred separately and there was

no identifying link between them.

Digital audio recordings taken, where permittedremeansferred from the recording
device to personal computer as soon as possiblepassword protected. The
original version on the recording device was thessed. Audio recordings were

subsequently not copied or transmitted electrolyical
4.9.4 Potentially identifying data.

While participants’ names or dates of birth weré negorded with their responses, it
is acknowledged that other data collected might dmmsidered potentially

identifying. Demographic data such as age (in s)easex, general location of
primary residence, marital status, employing org@non and number of children,
for example, might theoretically identify a parpgant.

Data security procedures outlined previously (4&n@ 4.9.3), as far as possible,
minimised the risk of raw data identifying an indival. Data was securely stored at
all times and at no time were completed surveysvshtm anyone other than the

researcher’s supervisors. Raw data was nevemtitied electronically.

The main risk to participant identidication in tlsgidy was considered to be in the
reporting of data. For community surveys, potdiyti@entifying data such as that
mentioned above was reported in an aggregated fomig. For interviews,
participant’s organisations were reported; howadentifying data such as age and
sex were presented separately and not linked in vaay. Where individual

interviewee comments were reported, these weralantifiable in any way.

4.10 Data Analysis
4.10.1 Community survey.

As many variables in the community survey were mahfcategorical) in nature, the

Chi-Square test ) was used frequently in analysis. This ‘non-pargicietest
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compares the observed numbers of cases within @blarcategory with the
expected or hypothesised number of cases (Miniumg land Bear, 1993). For
example, a researcher might use the Chi-Squaréotesimpare the observed number
of males and females within a sample to the knoistridution of males and females
in the wider population. If the test found no sfgant difference the researcher
could be satistfied that the sample reflected tidempopulation on the variable of

SexX.

The Chi-square test was mainly employed in thiglstio examine whether sample
sub-groups (e.g., men versus women, or youngeusesler participants) differed
significantly on responses to categorical survegstjons. The Chi-Square test is
arguably the most appropriate test for these pesodt is an accurate test that is
resilient to even substantial violation of the awsptions required of other tests
including random sampling, a normal population ribsttion and homogeneity of
variance, (Devore, & Peck, 1993; Hinkle, Wiersmaju&s, 1994; Minium, King and
Bear, 1993).

In cases where it was useful to measure the lefvelssociation betweeardinal
(ranked) variable¥endall’s tau-b (7) was employed. This is a non-parametric test,
analogous to the Pearson product moment correlgtitowell, 2005; Sprent &
Smeeton, 2007). Ordinal variables (e.g., ‘stronglyree’, ‘somewhat agree’,
‘somewhat disagree’, ‘strongly disagree’) were camnin the community survey
and it was deemed useful to establish the extewhtoh scores on one such variable
related to scores on others. Kendall's tau-b makesassumptions about the
distribution of the values (e.g., normality) andswherefore thought to be a better
option for this study’s data than other non-paraimebrrelation-like analyses, such
as the Spearman’s rho test (Howell, 2005; SpreSt&eton, 2007).

The use of these nonparametric tests reflects somahly conservative approach to
statistical analysis throughout this study. Wheseas considered useful to confirm
differences statistically, this was done so with thsts discussed above, thought to
be most suited to the available data. In otheesatescriptive data is simply
presented in tables and figures. In statisticallymns, a probability of error of
p=<0.05 was chosen for the reporting of signifi@anc
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4.10.2 Interview data.

The interview schedule was completed by the rekeamturing interviews, resulting
in a similar range of quantitative data as wasectdld through the community
survey. In comparison to the community survey darsjze however, the interview
sample (n=19) was not large enough for quantitatata from categorical or ordinal
variables to be analysed statistically. Insteadangjtative interview data was

presented as frequencies and percentages only.

Qualitative data, obtained through open-ended ouestand discussion, was
manually analysed for themes. In cases wherevietes were recorded, transcripts
provided a rich source of data. In other casesrdébearcher’s notes captured the key
themes of discussion. Thematic analysis, as destiy Braun and Clarke (2006),

is a flexible means of identifying themes or remgrpatterms in data.

As themes were observed to repeat within and betweerviews, these themes took
on a greater level of importance in terms of furttkequiry and reporting (Charmaz,
2006; Dick, 2002). Themes identified as intervieata was collected were tested in
subsequent interviews to see if they generaliseasadndividuals. Interview data is

presented in Chapter 6 of this thesis.

4.11 Chapter Summary

This Chapter has presented the aims of the studiyras provided a rationale for the
operationalising of the research questions and adelbgical approaches chosen to
address these aims. Research approaches haveealsqustified in terms of their
suitability according to advice from cultural adwis. The Chapter has described a
broad approach to data collection across the speafrliterature, community
knowledge and opinion, and that of relevant locafgssionals in Timor-Leste. The
design of data collection instruments and the aggrdo participant sampling, data
analysis and potential ethical concerns have bessepted in some detail. Arguably
the broad research approach taken has added sagnifi to the pool of knowledge
available to inform a public health law approaciiimor-Leste.
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Chapter Five: Survey Data

5.0 Introduction

This Chapter presents the analysis of data collefttam the Dili-based survey of
245 Timorese community members. Predominantlyasachdescriptive approach to
data presentation has been taken in this Chapterterms of demographic data,
where possible comparison is made to the mostaeteand reliable population level
data source available: the 2004 Timor-Leste PojmaCensus (UNPF, 2006). In
this way it is possible in some cases to make camirae how representative the

sample was of the wider Timor-Leste population.

Data presented covers the scope of demographic luzdéth-related knowledge and
attitudes and law-related knowledge and attitudesChapter 6, survey data is then
compared to interview data on consistent variabMere detailed analyses focussed
on the research questions, and consolidation ofeguand interview data with
findings from the literature, is presented in Cleagt

5.1 Data Presentation

Throughout this chapter, descriptive data are mtesiefor each variable in two main

formats:

e Tablesshow the total frequenciesf respondents within each survey variable
category. In order to provide a complete pictuadles have been constructed
including frequencies of non-respondents (i.e.s8img data’).

» Figuresshow the percentag# respondents within each variable category. To
ensure that these graphical displays are visuallgneaningful as possible, data

presented relates to the total responding sample \{fith missing data removed).
It was not considered necessary or valuable toeptes tables or figures survey
variables for which there was limited or no varidpiin responses. Such variables

are discussed in the text only.
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5.2 Demographic Data
5.2.1 Age.
Of the 245 survey respondents, a total of 243 plexvitheir age.

presents the main age-related descriptive statifdicthis group.

Table 11 Respondents' age

Table 11 below

n Range Median Mean Standard Standard
deviation error

243 18.0-54.0 22.0 234 59 0.4

In addition,Figure 3graphically highlights the distribution of resp@emtis according

to age.
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Figure 3.Age distribution.

Comparison of the sample’s mean or median to theesponding population

statistics from the 2004 Timor-Leste census wagosesible as census data begins at

age 0 and survey participants were aged 18 and oles, however, possible to

utilise age grouping® compare the sample to the wider Dili populatged 18 and
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over. Data presented in Table 12 compares theoprop of survey respondents
within each age group to the proportion of Diliidesits aged 18 and oveiithin

those age groups. That is, to ensure compargbpibpulation percentages are
calculated by dividing the number of people in #ge group by the number of

peopleaged 18 and over

Table 12 Distribution of sample and Dili population aged 48d over by age group

Age Group Sample Data Population Ddta
Frequency % Frequency %
18-24 183 75.3 32,657 34.6
25-34 50 20.6 28,952 30.7
35-44 6 25 16,384 17.3
45-54 4 1.6 8,996 9.5
55-64 0 0.0 4,228 4.5
65-74 0 0.0 2,161 2.3
75+ 0 0.0 1,049 1.1
Total 243 100.0 94,427 100.0

It is apparent fronfrigure 3and Table 12 that the sample is positively skewveje.
That is, it is biased towards the younger agescait be observed, however (see
Table 12), that while the surveyed sample is ngtgbling, so too is the population
from which this sample is drawn, albeit to a lesssdent. This is arguably due to the
low life expectancy in Timor-Leste (61 for malesia@® for females) (WHO, 2006a).

The most notable difference between sample andlaigu (see Table 12) is the
larger proportion of sample members aged 18 to R4Chi-Square test found this
difference to be significanki=174.048, df=1, p=0.000). Indeed, further statisti

" Data was sourced from 2004 Timor Leste CensuseTa.1.2 (‘Dili; Population in private
households by sex according to single ages’). ik presents data for private households and not
institutions; however it is the only available mtthat allows calculation of the number of resident
within the age group 18 to 24. The number of pe@xcluded through use of this table because they
resided in institutions was deemed to be accep(@hl89 spread across all ages, 0 to 75+). Th& wa
also considered appropriate as the present studyadisource participants from institutions.
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differences between sample and population weredfidan each age grofip The
simple analyses conducted confirm a limited abditghis study to generalise overall
sample findings to the wider (18+) population. Haenple characteristics do not, of
course, limit the discussion of later findings withage groupswhich can be

examined separately.
5.2.2 Sex.

Of the 245 survey participants, 151 (61.6%) weréeraad 94 (38.4%) were female.
Table 13 compares the sample’s sex distributiothéd of the wider population of
Dili.

Table 13 Distribution of sample and Dili population aged 48d over by sex

Sex Sample Data Population Data
Frequency % Frequency %
Male 151 61.6 51,588 54.6
Female 94 38.4 42,839 45.4
Total 245 100.0 94,427 100.0

A Chi-square analysis was performed in order to gam® the observed sex
distribution of the sample to that recorded fori Balsidents aged 18 and over in the
2004 Timor-Leste census. The percentage of maigsnwhe survey group was
found to be significantly greater than that expediased on census dajé=4.888,

df =1, p=0.027).

5.2.3 Country of birth.

All respondents indicated their country of birthiftwonly three (1.2%) having been

born outside of Timor-Leste. These three partitipdhad been born in Indonesia.

8 Age 25 to 344°=12.198, df=1, p=0.000; Age 35 to 44=37.768, df=1, p=0.000; Age 45 to 54=
17.638, df=1, p=0.000. Nb. it was not possiblecémduct analyses for age groups in which there
were 0 survey respondents.

°® Data was sourced from 2004 Timor-Leste censuset&®.1.2 (‘Dili: Population in private
households by sex according to single ages’).
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All respondents, however, were Timorese nationdis tad lived in Timor-Leste for

ten years or longer, as this was a requiremenaxiggation in this study.

Although these data do confirm the sample’s homeugnn this area, the lack of
variability within country of birth data does limis use in any further analysis, for
example, as a proxy measure of cultural backgrouma.this regard, dominant
language spoken in the home (see 5.2.8) was atbaded as a potential indicator of

cultural differences within the sample.
5.2.4 Marital status.

Marital status is widely used as a standard denpbggavariable in social research as
married persons are often found to have differéitudes, better social support and
better health outcomes than single or divorcedgmerge.g., Evans and Kelly, 2004;
Penman, 2005).

Table 14 highlights marital status data from thé& Bdspondents to this question. It

can be observed that over three-quarters of thelsa(h92 or 78.4%) were single

and less than one-fifth (44 or 18%) were married.

Table 14 Marital status

Marital Status Frequency %
Single 192 78.4
Married 44 18.0
Widowed 3 1.2
De-facto 1 0.4
Divorced / Separated 1 0.4
Missing 4 1.6
Total 245 100.0

The presence of a large number of single resposdsnlikely to be due to the
younger age of the sample (see 5.2.1) and a lakaihiood of marriage amongst
younger participantsFigure 4 highlights the percentage of married respondents b

age group and shows an increase in marriage wéh ag
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Figure 4.Percentage of married respondents by age group.

5.2.5 Number of children.

As with marital status (5.2.4), persons with cleldrarguably have a very different
life experience to those without children. A majopact of the presence of children
can often be additional financial strain, while e@ositive outcomes may include a

strengthened sense of social and personal resjddapgibvans & Kelly, 2004).

Of the 176 participants who responded to this gorestmost (139 or 79%) did not
have children.Figure 5presents these data.
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Figure 5.Number of children per respondent (%).

The presence of a large proportion of respondeiiteut children may be explained
by the skewness towards younger ages within thelganindeed, it has been shown
(see 5.2.4) that few respondents within the youlager groups were married and, as
Timor-Leste is a predominantly Roman Catholic nmatiobservation of a large
number of children within this group would not bgected (Pedersen & Arneberg,
1999).

5.2.6 Place of residence.

Place of residence was recorded on the communityegun order to determine the
extent to which members of the sample, being seweg Dili, were residents of
Dili or in fact visitors. Inclusion of this variédwas based on the assumption that
those who lived in the capital may have a differd@etexperience to those in more
remote or rural areas. For example, residentsilinniay have greater access and
exposure to government and popular media, andferetift social perspective due to

the presence of a greater number and wider vasfatg-residents.
In all cases, respondents lived in or around Dilfhile this lack of variability limits

the use of this variable in any further analysiscanfirms that the sample was

homogenous in terms of being resident in the chapita
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5.2.7 Number of residents per household.

The number of people living in a respondent’s hbo&kis a commonly employed
demographic variable in social research. It hanlsiggested that a larger number
of people per household may be associated witmeneased perception of social or
family support, but may also be linked to increapederty, stress and disease-risk
through over-crowding (e.g., Booth & Carroll, 20@&gve, Hughes & Galle, 1983).

It can be observed ifigure 6 that most of the 165 respondents to this question
resided in households shared by four or more peaopih close to one-quarter
(24.8%) living in households with 10 or more peopleo provide some context for
these data, poverty is widespread throughout thomaand would arguably
necessitate that families share premises in macyrostances. The national birth

rate is also very high in Timor-Leste meaning fiaatilies can be large (see 2.2.1).
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Figure 6.Residents per household (%).
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5.2.8 Dominant language spoken in respondents’ hoeisolds.

As discussed at 2.1.2, a wide range of languagespagen within Timor-Leste.
While survey participants were screened for thbilitg to read a common form of
Tetun, it was considered of interest to obtain dewipicture of respondents’ use of
or exposure to other languages as a proxy indicatagocio-cultural differences
within the sample.

Table 15 highlights the main languages spokenspaedents’ households. It can be

seen that the sample was dominated (96%) by respt;mdvhose main daily

language within the home environment was Tetun.

Table 15Dominant language spoken in respondents' households

Langauge Frequency
Tetun 235
Makasae 4

Bunak 2

Bahasa 1

Missing 3

Total 245

The lack of data variation within this variable ddenit its further use in analysis. It
remains nonetheless useful, however, to confirminguistically homogenous
sample.

5.2.9 Education.

Respondents were asked to indicate whether orhegt had attended school. All
245 respondents indicated that they had attendedob@and were further asked to
indicate the level of education they had attainethble 16 highlights that most
respondents (203 or 82.9%) had completed somarngsrducation. This reflects the
‘convenience’ and ‘snowball’ sampling methods ug¢ede 4.8.2.1), whereby the
researcher utilised pre-arranged contacts to engageipants. It eventuated that

many surveys were administered in or around cepfreducation.
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Table 16 Respondents' highest level of education

Level of Education Frequency %
Completed primary school 2 0.8
Completed some secondary school 6 2.4
Completed secondary school 12 4.9
Completed some tertiary education 203 82.9
Completed tertiary level course 21 8.6
Missing Data 1 0.4
TOTAL 245 100.0

While the sample is skewed towards members of thgig with ‘some’ (i.e.,
incomplete) higher education, this should be imetgd with some caution. It would
not be accurate to view higher education in Timeste as comparable in quality to
that in other nations. Timor-Leste has a ‘deveigpiand significantly under-
resourced education system (Democratic Republi€imior-Leste and The United
Nations, 2009).

5.2.10 Employment and income.

Respondents were asked to indicate their employmseatus according to the
categories of ‘employed for wages’, self-employetiipme duties’, ‘student’,
‘retired’, or ‘not currently working’. It can beesn in Table 17 that a large
proportion of respondents selected ‘student’ as#tegory that best described them.
While it has been highlighted previously (see 5.2lat 203 respondents had
completed someertiary education, the data in Table 17 clarifieat 194 of these

werecurrentstudents.
Table 17 Respondents' employment status
Category Frequency %
Student 194 79.2
Employed for wages 44 18.0
Self-employed 3 1.2
Home duties 2 0.8
Retired 2 0.8
Not currently working 0 0.0
TOTAL 245 100.0
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A total of 228 respondents did not indicate thegeWly income. Potentially, most
non-responding participants were students for wkltenguestion did not necessarily
apply. Of the 17 participants who did provide theeekly income, a wide range
was reported, from 10 cents to 200 dollars per wekkted States currency). The
small number of respondents, combined with suchewdriability, limited any

further analysis involving income data.
5.2.11 Use of transport.

As road safety regulation was one key area of ty&son in the present study, it
was deemed important to be able to qualify thergxtewhich respondents had daily
experience with certain types of transport. Tsatitiwas considered possible that
participants who regularly travelled by motorcydta, example, might have different

attitudes towards the use of helmets than thosedichonot use motorcycles.

Respondents were asked to indicate which formsaasport they used for more than
30 minutes per week. The survey allowed more thras mode of transport to be
selected and 279 responses were recordeédure 7 shows that the most common

mode of transport was motorcar, followed by walking
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Figure 7.Regularly-used modes of transport (%).

5.3 Self-Reported Health Indicators
5.3.1 Self-rated health.

Self-rated health has been shown to be a powerdlidator of actual health. Studies
have shown that people self-reporting poorer heladthe a significantly increased
risk of mortality at follow-up (Frankenberg & Jon&904). Self-reported has been
shown to be low in Timor-Leste (Earnest & FingedDQ). It was considered useful
to include this variable to investigate whether Itie@nfluenced opinions on the

health law topics examined in this study.

Figure 8 highlights that one third of the 244 respondentshis question (n=82 or
33.6%) rated their health as ‘good’ to ‘very good' the day of the survey. While
few respondents reported ‘bad’ or ‘very bad’ heghb23 or 9.4%), the largest
number (139 or 57%) reported ‘average’ health. islimportant to consider in
interpretation, however, that ‘average’ health imdr-Leste may actually represent

a poorer level of health than ‘average’ health mae developed nation.
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Figure 8.Self-rated health 'today' (%).

5.3.2 Effect of health on daily activities over th@ast week.

The effect of health on a person’s ability to coctdtineir usual daily activities is
generally seen as a good measure of health-relgtedity of life (Ware &
Serbourne, 1992). It was considered useful taigelsuch a measure in this study in
order to investigate whether those whose dailyviés affected by poor health held
different opinions on the health law topics exardine

A total of 230 respondents indicated the extentvtoch their level of health had
affected their ability to conduct daily activitidaring the past week-igure 9shows
that 41.3 per cent of respondents (n=95) indicdtet their health had either
‘somewhat’ or ‘severely’ affected their daily acties over this time. By contrast
37.8% of respondents’ activities were not affeaedvere only minimally affected
by their health.

139



40
35
30
25 -
20
15 -
10
5 .

ol ]
Sewerely Somewhat Not Really | Not Affected

Affected Affected Unsure Affected At All

‘D (%) 4.8 36.5 20.9 14.3 23.5
Rating

Per cent

Figure 9.Effect of health on daily activities over the pagtek (%).

5.3.3 Tobacco-use.

Data on rates of smoking among those surveyed twagght to be potentially
important in explaining attitudes towards tobacemulation. A total of 208
respondents chose to indicate whether or not thag bBver used tobacco.
Approximately half of this group (106 or 51%) indied previous tobacco-use. Of
the 234 respondents to a follow-up question, apprately one third (81 or 34.6%)
reportedcurrent tobacco use. Of current smokers, 79 (97.5%) vmeaée and 2

(2.5%) were female.

Figure 10 presents the percentage of current smokers wigaich age group,
highlighting that tobacco-use was relatively evesfyead, with between 25.0 and
34.4% of each age group currently smoking. It sthbe remembered, however, that

fewer people within the older two age groups wared.
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Figure 10.Current tobacco-use by age group (%).

Of the 81 respondents who currently smoked, 7%atdd how many cigarettes per
day they usually smoked. The majority of this grqid4.7%) smoked between one
and five cigarettes per day (deigure 11).
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Figure 11.Percentage of respondents by number of cigaretieday.
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5.3.4 Alcohol-use.

As with tobacco-use and attitudes towards tobaegulation, use of alcohol was
considered to be potentially influential in attiasdtowards alcohol regulation. A
total of 112 respondents chose to indicate wheatheot they had ever used alcohol.
Most of this group (102 or 91.1%) indicated histalcohol-use. The same number

of respondents reportedirrentalcohol-use on a follow-up question.

Of the 102 respondents who reported being curesntlar drinkers, 94 (92.2%) were
male and 8 (7.8%) were femaleFigure 12 presents the percentage of current
drinkers within each age group, highlighting th&tohol-use was more common
amongst the older age groups, athough it shouléimembered that fewer people of

the older age groups were sampled.
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Figure 12.Percentage of current drinkers within each agemro

Respondents who identified as current drinkers Q@Frlwere also asked how
regularly they consumed alcohol. Around two thiodighis group (65.7%) reported

drinking alcohol only ‘occasionally’, that is, ledgan weekly (seEigure 13.
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Figure 13.Regularity of alcohol-use (%).

A total of 95 current drinkers reported their usnamber of alcoholic drinks per

occasion of drinking. Figure 14 highlights that a large proportion of this group
(60%) drank at a reasonably low rate of one driek grcasion. While the concept
of a ‘standard drink’ was not widely known or praied in Timor-Leste, the survey

attempted to standardise responses by providinge soramples of what one drink

would represent (see Appendix 1).

70

60

50

40

30

Per Cent

20

10 ~

1 1-3 3-6
60 23.2 12.6

Usual Number of alcoholic Drinks

>6
4.2

O %

Figure 14.Usual number of alcoholic drinks per occasion afiking (%6).
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5.4 Health-Related Knowledge and Attitudes
5.4.1 Perceptions of population health in Timor-Let.

Respondents were asked to provide their perceptafnshe overall level of
population health in Timor-Leste, in the event ttiese ratings were important in
explaining attitudes to health law examined lat€nhat is, it was imagined that those
who perceived population health as satisfactoryhinigave different attitudes to
those who thought it was poor. A total of 243 pgrants respondedFigure 15
shows that while a large proportion of respondemése unsure, more felt that

population level health was ‘good’ (34.1%) thanublot it was ‘poor’ (22.3%).
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Figure 15.Rating of overall population health in Timor-Le$%).

5.4.2 Relative importance of population health.

Health is just one of the national priorities irmbr-Leste, existing alongside many
other important ‘nation building’ tasks, such aselepment of the education system
and economy, lowering unemployment and reducingerisee 2.1.6 & 2.1.7). For

this reason, respondents were asked to rate th@veelimportance of population
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health among these competing priorities. Imporaplaced on population health
was considered a potentially important factor ieflaing support for health law.

Figure 16highlights that there was majority agreement witiie survey sample that
a healthy population was more important than a gaetation system and a strong
economy. Less than half of respondents, howegeeea that population health was

more important than reducing unemployment and crime
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Figure 16.Perceived relative importance of population hegith.

5.4.3 Satisfaction with local health services.

A total of 241 respondents reported their levelsafisfaction with local health
services. This variable was included to examinetiwr satisfaction with health

services might be related to attitudes towardsthdalv and prevention in general.
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That is, it was considered possible that those wieoe dissatisfied with local
services might have a more positive view towar@gsehother approaches, and vice

versa.

Figure 17 shows that 58.1% (n=140) were either ‘somewhat’very’ satisfied,
while almost one third (75 or 31.1%) were eithemewhat’ or ‘very’ dissatisfied

with local health services.
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Figure 17.Satisfaction with local health services (%).

5.4.4 ‘Prevention versus cure’.

As a method of investigating attitudes towards erén (in order to determine if
these were associated with attitudes towards héalth respondents were asked
whether they agreed that prevention of illness thaster than cure’. While this
might be considered a ‘Western’ expression, culanlgisors nonetheless considered
that it was logical and clear enough to be a useidication of attitudes to
prevention in the Timorese context. A total of 2é8pondents indicated their level
of agreement with this proposition, with a clearjony (n=171 or 70.4%) being in

strong agreement (séggure 19.
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Figure 18.Agreement that 'prevention is better than curg! (%

5.4.5 Level of concern for health issues.

It was thought that a participant’s level of comceegarding a health issue (i.e., its
perceived importance) might be a significant fadtdtuencing attitudes towards
legal means to address that health issue. Tabpeek®nts the respondents’ levels of

concern over a number of health issues.
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Table 181 evel of concern for selected health issues

Level of Concern

Health Issue Very Moderately A little Not Did Not
Concerned Concerned concerned concerned Respond
Road Safety * 42 23 141 29 10
HIV 48 24 139 28 6
Malaria 112 21 98 8 6
Young people and alcohol * 103 32 89 15 6
Alcohol abuse in the wider community 55 42 86 54 8
Abuse of other drugs 31 57 66 85 6
Young people and tobacco * 133 23 70 12 7
Tobacco-use in the wider community 117 31 76 15 6
Food safety * 36 68 92 43 6
Safety of the drinking water * 81 41 97 20 6
Environmental pollution * 46 46 107 42 4

(*) Health law focussed on these topics is the focubisfstudy — the remaining topics are includedasparisons.

Figure 19 combines responses indicating a greater leveloocern (‘very’ and
‘moderately’ concerned) in order to allow a rankiofy the issues in perceived
importance. It can be seen that issues elicitieggreatest amount of concern were
tobacco-use (among young people and the wider camtygpualcohol-use among
young people, malaria, and safety of the drinkiragen.

148



100

70 61.9
-l | Y 565 566 _

43.5

40 —

409 382 36.8

Per cent
a
S
|
\

301 277

Health issues

Figure 19.Level of concern for selected health issues (%).

5.4.6 Knowledge of health risks.

Knowledge of health risks is clearly an importarmeqursor to health-related
behaviour (Fischhoff, 2009). Knowledge of healttks was considered likely to be
associated with levels of concern for particulaaltteissues and perhaps attitudes
towards health law to address those issues. Fampgbe, a person who viewed
tobacco-use as harmless might be less likely tocermed with young people

smoking, and less likely to agree with the needdbacco control legislation.

Respondents were asked in a series of questionthevitaey could identify any:

* negative health effects associated with tobacco-use

negative health effects associated with alcohol-use

factors leading to injury in road accidents

factors leading to illness from food consumption

factors leading to illness from water consumption
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Questions were open-ended and responses were yptebm order to best capture
actual knowledge and not ‘lucky guesses’ from ageamf potential responses.
Responses were coded according to whether they wemect, incorrect, or
irrelevant. Examples of ‘irrelevant responses’luded those that may have been
related to the question but not a health risk gerssich as ‘bad breath’ being an
effect of alcohol-use. Participants were codegrasiding a correct response if they
made at least one respotfseeflected in the coding criteria provided Trable 19
Coding criteria were drawn from a range of literatge.g., WHO, 2004b, 2007a,
2007b, 2008f, 20091, 2009e).

191t was not necessary to devise a coding procethrreases in which respondents gave both a
correct and an incorrect or irrelevant response.ré$épondents provided more than 1 response.
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Table 19 Criteria for coding of correct knowledge of heattbks

Effects of Tobacco-use

Effects of Alcohol-use

R&afety risks

Food consumption risks

Water conion risks

Relevant cancers (mouth,
lung, throat).

Lung disease or its effects
(e.g., coughing, shortness of
breath).

Cardiovascular disease (hea
disease / attack, stroke, poo
cicultation / gangrene).

Greater risk of infection.

Poorer tuberculosis outcomese

Impotence.

Liver disease.

Depression or brain injury,
including long term-
memory loss or change in
personality.

Injury from violence or
accident, including suicide.
Relevant cancers (mouth,
throat, colorectal).
Cardiovascular disease
(including hypertension,
stroke).

Temporary memory loss or
‘black-outs’.

Obesity or diabetes.

Speeding or other unsafe
(e.g., aggressive) driving.
Not wearing a seatbelt or
helmet.

Driving when affected by
drugs including alcohol.
Inattentive or distracted
driving or pedestrian
behaviour.

Lack of traffic control
measures (e.g., sighage,
traffic lights, pedestrian
crossings).

Use of unsafe /
unroadworthy vehicles.
Unsafe or poorly
maintained roads, or roads
shared with pedestrians an

animals.

Eating uncooked or unfresh
meat or meat products.

Not washing hands or food
before cooking or
consumption, or using
polluted water.

Not washing hands (or plates
utesils) before preparing or
eating food.

Not storing prepared food
appropriately (i.e., open to
bacterial/other infection).
Consuming packaged food
past its expiry date.
Exposure to poisons or other
non-bacterial contamination
(e.g., heavy metals).

Over-eating (i.e., leading to

obesity).

Not boiling untreated or
unfresh water before use.
Not storing boiled water
appropriately (i.e., open to
bacterial/other infection).
Drinking from unclean
vessels.

Water exposed to non-
bacterial contamination such
as poisons, heavy metals.
Poor sanitation around water

sources.
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It can be seen in Table 20 that knowledge of haddlts associated with tobacco-

use, food consumption and water consumption waabhothigher than for road

safety and alcohol-use.Figure 20 further highlights the data in terms of the

percentage of respondents who were correct in tiegdrealth risks.

Table 20 Knowledge of health risks

Health area Correct Incorrect,’ unsure’ or  Missing
response irrelevant response

Water consumption 202 39

Food consumption 184 56 5

Tobacco-use 165 64 16

Alcohol-use 94 135 16

Road safety 88 120 37
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Figure 20.Percentage of respondents who could correctlytifgemealth risks.

5.5

5.5.1 Confidence in the legal system.

Law-Related Knowledge and Attitudes

Respondents were asked how confident they werkeregal system, that is, in its

ability to function well and ensure justice. Petoens of how well the legal system

operated were considered to be potentially assatwmith attitudes towards the use
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of health law. Figure 21 highlights that of 240 respondents to the questigid or
60% reported some level of confidence in the lsgatem.
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Figure 21.Confidence in the legal system (%).

5.5.2 Legal cynicism.

It was thought that attitudes towards law in gehemigiht be related to support for
health law in particular. To ascertain the extentwhich adherence to law was
valued (or whether law was seen as more ‘elastid aon-binding), the survey
asked respondents to indicate the extent to witely agreed with the proposition
that ‘laws were meant to be broken’. Such an apgrdhas been used in previous
research looking at ‘legal cynicism’, including fith multicultural groups (Sampson
& Bartusch, 1998). Cultural advisors were keenatmid the risk of suggesting
‘lawlessness’ among the population and agreedtthatwould be a suitable, non-

confrontational method of eliciting attitudes todstaw.

A total of 236 respondents answered this questiigure 22shows that agreement
and disagreement with the statement was reasofabiyced, with slightly more
respondents reporting their disagreement. Thastedibagreed, however, were more
likely to rate their view as strongly held thangbavho agreed.
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Figure 22.Agreement with 'laws were meant to be broken’ (%).

5.5.3 Awareness of selected health regulations.

Table 21 highlights the views of respondents afi¢éocurrent legality or illegality of
selected health-related activites. Of the seveeciBp health-related activities
examined, only the sale of tobacco to children vemhnically unregulated at the

time of ths study (see 3.2.3).

Table 21 Knowledge of selected health regulations

Health law area Legal lllegal Unsure Missing
Travelling in a car without using a seatbelt 43 *72 124 6
Driving a vehicle under the influence of alcohol{) 22 121 * 97 5
Riding a motorcycle without a helmet 34 163 * 43 5
Sale of tobacco to children 54 * 101 84 6
Sale of alcohol to children 40 125 * 75 5
Sale of unsafe food 44 102 * 94 5
Pollution of the environment/water supply 23 145 * 66 11

(*) Indicates that this was the correct responsedan legislation in place as at November 2004 (se
3.2.3).

Figure 23presents and ranks data in terms of the numbegspiondents who were
either incorrect or unsure of the legality of tleéested health-related activities. This

would essentially represent the dominant targetgrior any education on these
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health regulations. It can be observed that betveee-third and over three-quarters
of respondents did not correctly report the legalus of the health-related activities

examined.
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Figure 23.Percentage of respondents who were incorrectsuranregarding the legality of selected

health-related activities.

5.5.4 Support for regulation of selected health-rakted activities.

Support of health-related law in focus in this studas gauged by asking
respondents to rank each proposed regulation areabint scale in terms of their
agreement that it should be in place. Table 22vshbat respondents largely agreed

with each of the proposed regulations.
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Table 22 Support for regulation of selected health-relatetihaties

Level of agreement that the activity should bautatpd

Health law area Strongly Somewhat Unsure Somewhat Strongly Missing
agree agree disagree  disagree

Seatbelt- use 147 39 31 12 6 10

Driving under the influence of 167 19 27 6 20 6

alcohol (DUI)

Helmet- use 202 14 20 2 2 5

Sale of tobacco to children 152 25 36 7 19

Sale of alcohol to children 157 19 37 6 21 5

Sale of unsafe food 160 22 43 10 4

Pollution of the 169 21 32 6 10 7

environment/water supply

Figure 24 combines data from the variable categories ‘sona¢wdgree’ and
‘strongly agree’ to highlight an overall rate ofragment. It can be observed that
between 73.3% and 90% of respondents were in suppoggulation within each of

the health areas examined.
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Figure 24.Level of support for selected health regulatios. (
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5.5.5 Perceptions of others’ agreement with regulein of selected
health-related activities.

Respondents were asked whether they thought thagt*rathers in the community
would agree or disagree with the examples of healtted law examined. This
variable was considered useful to gauge resporidpatseptions of the broader
acceptability of health laws and furthermore asasiable that might potentially
explain respondents’ own agreement with health laWsis latter consideration was
based on social psychology research and theory 4sé&) that suggests that a
person’s perceptions of others’ attitudes mightuerfice their own attitudes to be
similar. Table 23 presents the frequencies ofaedpnts who thought that others

would agree or disagree with regulation of the Bpelgealth activities in focus.

Table 23 Perceptions of community agreement with regulatosetected health-related activities

Perceptions of others’ agreement with regulation

Health law area Most others Most others Unsure Missing

would agree would

disagree

Travelling in a car without using a seatbelt 107 38 91 9
Driving a vehicle under the influence of 144 26 70 5
alcohol
Riding a motorcycle without a helmet 180 14 a7 4
Sale of tobacco to children 128 31 82 4
Sale of alcohol to children 132 26 81 6
Sale of unsafe food 153 13 73 6
Pollution of the environment/water supply 153 20 63 9

It can be seen in Table 23 that the regulatory aidathe most perceived support
amongst others was motorcycle helmet law, with (BQ7%) of 241 respondents
reporting that they believed others would be ineagrent. The lowest perceived
community acceptance was associated with regulabiorseatbelt-use in motor
vehicles, with less than half (45.3%) of 236 regjsnis reporting that others would

be supportive of such law.

157



5.5.6 Support for the regulatory approach to health

In addition to eliciting levels of agreement withdividual regulatory areas, the
survey also required respondents to indicate whethking an overall view, they
agreed that health regulation was a good way teepttaliness and injuryFigure 25

highlights strong agreement with the regulatoryrapph.
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Figure 25.Agreement with the regulatory approach to hedlth (

5.6 Chapter Summary

This Chapter has presented analysis of data cetleftom the survey of 245
Timorese community members. Following a summary tleé demographic
characterstics of the sample, data have been peesanthe areas of self-reported
health, health knowledge and attitudes, and laatedl knowledge and attitudes,
including awareness and support of selected hdalthareas. Analysis of the
relationships between variables has not been pexsen this Chapter and can be

found in Chapter 7.

The survey has identified a number of importandifigs, including that knowledge
of existing public health law in Timor-Leste wasopoparticularly in the areas of the
sale of tobacco to children, seatbelt use and $adety, in which between 57.5% and

77.4% of respondents did not correctly state whetlgulation currently existed.
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Support for prevention in general and for the ragah of a range of health-related
activites was, however, high. For each healthtedlactivity examined, between
73.3% and 90% of respondents agreed that regulasioould be in place.
Respondents’ perceptions of others’ agreement tiéh regulations was slightly
lower, however, most notably regarding seatbeltdasewhich less than half of

respondents thought others would be supportive.

Support for the regulatory approach to health diveras high, with 81.7% agreeing
that this was a sound approach to preventing inang ill health. Many (60%)

respondents were also confident in the legal systeowever these findings may
need to be tempered somewhat with the observdiamnapproximately one-third of
respondents were to a degree ‘cynical’ regardimgekient to which adherence to

law was valued.

Understanding of health risks was variable withwieein 72.1% and 83.8% of
respondents correctly identifying health risks asged with food and water
consumption and tobacco-use. Fewer than half spaedents (41 to 42.3%),
however, identified road safety risks or negativealth effects of alcohol-use.
Concern for health issues was greatest in the afeadacco-use, water safety, and
the use of alcohol among young people, where lmalfimo-thirds of respondents
reported concern. Less than half of respondepisrted concern in the area of food

safety and less than one third reported conceim nwad safety.
In Chapter 6, survey data is compared where pesdibl data collected from

interviews with health and legal professionals.rtii@r analysis and discussion of
data, and consolidation with existing literatugepresented in Chapter 7.
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Chapter Six: Interview Data

6.0 Introduction

This Chapter presents data gathered from interviesvglucted with 19 health or
legal professionals living and working in Timor-tes As with Chapter 5 which
presents community survey data, this Chapter dessthe raw data from interviews
in a descriptive rather than analytical manner. mlre detailed discussion of
interview data in light of research questions, syrdata and wider literature, is

found in Chapter 7.

6.1 Data Presentation

Interviews resulted in a mixture of quantitativedagualitative data. The former is
presented throughout this Chapter largely as sudatg was presented (see 5.1).
The smaller sample size (n=19), however, meantdfaditstical analyses such as the
Chi-square and Kendall's tau-b tests, used withvesurdata, would have been
innappropriate. As with survey data, tables ourfgg are not necessarily presented
where data was lacking variability, as their inadmswould not have added to the

description provided in the text.

Within qualitative data, points of key interest amtevance are highlighted. Where
themes became clear, through repetition acrosspteulhterviews, these are noted.
In accordance with interviewees’ wishes, no respsise attributable to a particular

individual or their organisation.
Where interview questions matched those found encbmmunity survey, the data

were compared to enable highlighting of any majoscre@pancies between

interviewees’ opinions and those of the surveyadroanity.
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6.2 Demographic Data

A total of 19 professionals working in the fieldsh@alth or law in Dili, Timor-Leste
were interviewed. Table 24 highlights the orgatmse represented and the number
of interviews conducted with each organisation.r feasons of confidentiality (see
4.9.3), demographic data that might identify a ipgré&nt within an organisation is
not included in Table 24. The key demographic ddtéhe interviewed group are
instead presented separately in Table 25.

Table 24 Number of interviews by organisation

Organisation Number of Interviews
Ministry of Health 4
World Health Organization, Dili-Office 3
Ministry of Justice 2
Care International 2
World Vision 1
Health Net International 1
Care International 1
Bairo Pite Clinic 1
Assert

Family Health

Oxfam

United Nations Childrens Fund (UNICEF) 1
Total 19
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Table 25Main demographic data for key informants

Interview Age Sex Timor Leste Months living  Level of
National in Timor-Leste Education
1 32 M N 12 Undergraduate
2 34 M Y *x Some tertiary
3 28 M Y *x Secondary
4 28 F N 15 Postgraduate
5 55 M N 18 Postgraduate
6 42 F N 30 Postgraduate
7 44 M Y *x Some tertiary
8 36 F N 12 Postgraduate
9 44 M N 24 Postgraduate
10 36 M N 20 Postgraduate
11 41 F N 30 Postgraduate
12 42 M Y * Postgraduate
13 46 F Y *x Secondary
14 35 F N 12 Undergraduate
15 37 M N 12 Undergraduate
16 26 M N 13 Undergraduate
17 42 F N 16 Postgraduate
18 34 M Y * Undergraduate
19 31 M Y ** Some tertiary

(*) Data not available.

(**) All Timor Leste nationals were born in Tim&este and had never left.

It can be observed in Table 24 and Table 25 that:

* Approximately two-thirds of key informants (63.2%gre male

* Approximately one-third (36.8%) were Timor-Lestdioaals

» Approximately one-third (31.6%) were employed by Tamor-Leste
Government Department (Health or Justice)

» Of those who were not Timor-Leste nationals, all figed in Timor-Leste
for between 12 and 30 months (with an average & tonths)

» All had completed at least secondary school, witarge proportion having
tertiary qualifications

* The average age was 37.5 years (range 28-55).
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6.3 Population Health and Health Services
6.3.1 Health priorities.

When asked to rate the overall state of healthhef population, 13 of the 19
interviewees (68.4%) responded that it was ‘podrhis notably contrasts with the
22.3% of the surveyed community who reported thatrall health in Timor-Leste

was ‘poor’ or ‘very poor’ (see 5.4.1).
Table 26 highlights interviewees’ perceptions o€ timost urgent health-related

problems currently facing Timor-Leste. It can keers that almost half of those

interviewed believed the dominant issue to be rmalar

Table 26 Most urgent health-related problems in Timor-Leste

Health Problem Number of responses

Malaria 9
The high fertility rate 3
Health system capacity 2

Malnutrition 2

Maternal/Child health 2
Tuberculosis 1
TOTAL 19

Other important health problems noted by interviesveincluded accidents,
diarrhoeal illness, upper respiratory tract infeed and other communicable
infections such as HIV. Almost exclusively, th@sens that interviewees gave for
the presence of Timor-Leste’s major health problerase:

* a poor understanding of health risks among the lptipa; and/or

* a lack of health system funding and resourcesudicg a lack of adequately

trained staff.

Two interviewees indicated that significant, furthactors underlying these health

problems were a lack of community trust of heakthviees, and poor relationships
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between the Health Department and non-governmeyangations, leading to less

than ideal program implementation and coordination.

Interviewees were also prompted to rate selectattthissues in terms of their level

of importance, in order to provide comparison tspanses on the general

community survey (see 5.4.5). Table 27 highlightsraw interview data.

Table 27 Perceived importance of selected health issues

Health Issue

Road Safety *

HIV

Malaria

Young people and alcohol *
Alcohol abuse in the wider
community

Abuse of other drugs

Young people and tobacco *
Tobacco-use in the wider
community

Food safety *

Safety of the drinking water *
Environmental pollution

Level of Importance

Not an Of mild Of Of major
issue concern moderate  concern
concern
0 3 10 6
0 6 7 6
0 0 2 17
0 8 7 4
0 11 6 2
10 7 2 0
0 7
1 2 10 6
1 3 5 10
1 0 7 11
2 6 9 2

(*) Health law focussed on these topics is the $ooiithis study — the remaining topics are incluftedcomparison.

Figure 26ranks the selected health issues according tprtportion of interviewees

that considered them to be of ‘major’ or ‘moderatencern. Added to this figure,

for comparison, are the corresponding levels ofceam reported by the sampled

community for the same health issues.
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Figure 26.Perceived importance of selected health issutssyviewees vs survey respondents (%).

It can be seen in the data presented (Table 27 anae 26 that there was a high
level of agreement among interviewees that a nurobéne selected health issues
were of concern. Those issues for which more thage-quarters of interviewees
were in agreement, were:

* Malaria (100%);

» drinking water safety (94.7%);

* road safety (84.2%);

» the use of tobacco by young people (84.2%);

e tobacco-use in general (84.2%); and

» food safety (78.9%).

Interviewees also clearly agreed (89.5%) that thesa of ‘other’ drugs in the

community washot currently a significant issue.
There was, however, minimal similarity between fhreportion of interviewees

concerned over the selected health issues, andoribortion of the surveyed

community reporting concern (ségure 2. The largest difference was observed
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in the area of road safety, for which 84.2% of nwiwvees reported concern,
compared to only 27.7% of the surveyed population.

It is important to note, however, that while fewef the surveyed population
appeared concerned with most health issues thamviewees, there was some
overlap in the health issues that weseked the highesh each group. That is, of
the interview group’s top five health issues, fagre also among the survey group’s
top five (malaria, drinking water safety, tobacaeuamongst young people and

tobacco-use in general).

The only health topic for which a greater proportiof survey respondents than
interviewees reported concern was in the areawj-dse. As mentioned above, the

abuse of other drugs did not rate as important gnmterviewees.
6.3.2 Perceptions of health service availability ahquality.

In order to gain further understanding of the Heakctor setting in Timor-Leste,
interviewees were asked to rate the availability @nality of health servicedzigure
27 clearly highlights a discrepancy between servicelability (largely perceived to
be ‘good’) and service quality (largely perceivede ‘bad’).
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Figure 27.Perceived health service availability and qualit).
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Comments made during interviews reinforced the tjizdive data above. In

particular, comments highlighted perceptions of:

e poor prioritisation and management of resourceduding a lack of trained and
motivated staff;

e poor understanding of bench-marks for quality arfdthe correct use of
medicines;

* a marked difference in both accessibility and dqudletween Dili and regional
or village areas, including poor hours of attendamatside of major centres; and

* anotable mistrust of health services within thpyation.

These data and comments may be seen in the coatekhdings from the
community survey, in which 58.1% of respondentsorsgml some level of

satisfaction with their local health services (5ek3).

6.4 Perceived Community Understanding of Risks to ehlth

Interviewees were asked to provide their impressiof the general level of
understanding of selected health risks within tm@unity. Table 28 presents the

related data.

Table 28.Perceived community understanding of risks to hémalt

Health issue Response
Very Adequate  Poor Very  Unsure
good Poor
Alcohol* 0 2 12 3 2
Tobacco* 0 2 7 9 1
HIV transmission 0 2 10 3
Malaria 0 7 11 0 1
Alcohol and 0 4 3 4 8
driving*
Seatbelt-use* 0 2 7 6 4
Helmet-use* 0 4 11 0 4
Speeding* 2 7 3 1 6
Food safety* 0 2 10 5 2
Water safety* 0 2 11 2 4

(*) Health law focussed on these topics is the $oaiithis study — the remaining topics are inclufteccomparison.
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In can be seen in Table 28 that, for most heakhes, few interviewees believed
community understanding of risk to be ‘adequat&mall exceptions were:

* knowledge of the risks of speeding in a vehicle, ¥dhich 9 (47.4%)
interviewees reported community knowledge to beectmdite’ or ‘very
good’; and

* knowledge of how malaria spread, where 7 (36.8%griewees reported

community knowledge to be ‘adequate’.

Interviewees’ perceptions of community understagdof health risks contrasts
slightly with data collected in the community suyven actual knowledge of health
risks (see 5.4.6). Table 29 compares the propodfanterviewees who perceived
community knowledge to be poor with the proportiohthe community whose
knowledge of the selected health areas was actyty as measured by the

community survey.

Table 29.Comparison of interviewees' perceptions of commglkmibwledge of health risks with

actual community knowledge

Health area Percentage of interviewees whdercentage of survey
rated community knowledge as respondents who were incorrect
poor! or unsure regarding health risks

Alcohol 78.9 59.0

Tobacco 84.2 27.9

Road Safety 461 57.7

Food safety 78.9 23.3

Water safety 68.4 16.2

It can be seen in Table 29 that most intervieweebewed that community
knowledge was poor in each of the health areas ieeainwith the exception of road

safety where less than half of the interview groaed community knowledge as

1 Note: ‘poor’ and ‘very poor’ are combined.
12 The average of perceptions of community knowledg§eunderstanding of driving under the
influence of alcohol, speeding, seatbelt-use athméteuse.
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poor. In contrast, however, actual community kremgle was more variable.
Interviewees appear to have over-estimated commimowledge of road safety
risks and under-estimated knowledge of health reslsociated with, food, water and

tobacco consumption.

The following two notable comments related to comityuknowledge of health
risks were made:

* One interviewee commented that most cigarette packe imported from
Indonesia and while health warnings were genegailyted on them, not all
Timorese could be assumed to be able to read wesengs.

* One interviewee observed that the poor quality ofarcycle helmets worn,
and the common practice of leaving the strap undenggested that those
who adhered to the helmet-use law did so to avdite rather than from

concern related to health risk associated withwezring a helmet.

6.5 The Legal System
6.5.1 Confidence in the legal system.

Interviewees’ perceptions of how well the legalteys operated were examined in
order to gain an impression of the setting in wtaaly health law might be drafted or
implemented, that is, the capacity or preparedokEfse system. Table 30 highlights
a fairly even spread of positive and negative rasps regarding confidence in the

legal system, with the largest proportion reportimgertainty.

Table 30.Confidence in the legal system

Level of Confidence Frequency
Very confident 3
Somewhat confident 4

Unsure 6

Somewhat not confident 5
Not at all confident 1
TOTAL 19
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Figure 28compares interviewees’ confidence in the legalesgswith that of survey
respondents (see 5.5.1). It can be seen thavieneres appeared somewhat less
likely to report confidence than survey respondamid more likely to be ‘unsure’ or

‘somewhat not confident’.
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Figure 28.Confidence in the legal system, interviewees vgesurespondents (%).

Interviewees made several notable comments, inwudi

« that it would be difficult to implement laws whetigere was no community
understanding of the reasons behind them (currexherence appeared to
be driven by penalties rather than by understandingcceptance of the
rationales for laws);

« that there appeared to be minimal ability to erdditee law and there was a
need to separate the legal system from politidalence;

« that training of Timorese was lacking and there wasuspicion of foreign
legal workers; and

» that the law in Timor-Leste appeared “random”.
6.5.2 Perceptions of health law enforcement in Tinrel_este.

Interviewees were asked to indicate whether thdig\md that there was sufficient

capacity to enforce health law within Timor-LesteTable 31 shows that the
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interviewed group was relatively evenly dividedviee¢n agreeing and disagreeing
that there was sufficient ability to enforce heddtiv.

Table 31Perceptions of sufficient health law enforcememmiacity

Response Frequency
Yes

No

Unsure 4

TOTAL 19

A number of comments were made, indicating peroeptamongst the interviewed
group that:
» generally, the law did not appear to be evenly meftd and there appeared to
be a need to separate the law from politics antigeadlinfluence;
* law enforcement agencies needed to be more powendépendent and
professional;
» obvious, high profile matters were visibly enforcadhile lesser matters were
not;
« the approach to enforcement appeared random artcheyband
* the health law field, and the legal system in geherequired increased

resources and training.

All interviewees considered that the Ministry ofatte was the appropriate body to
enforce health law and it was noted that a Departro€ Inspections was currently

under development.

6.6 Health Law
6.6.1 Support for the regulatory approach to health

While agreement with individual examples of heddtlv was examined, interviewees
were also asked, overall, whether they considenedrégulatory approach to be a
good way to prevent illness and injury in Timor-tees Table 32 highlights strong

agreement with this approach.
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Table 32.Support for the regulatory approach to health

Level of Agreement Frequency
Strongly agree 14
Somewhat agree 2

Unsure 1
Somewhat disagree

Strongly disagree 0

TOTAL 19

Figure 29highlights that similar proportions of survey resdents and interviewees

agreed with the regulatory approach to health.
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Figure 29.Support for the regulatory approach to healtrerinewees vs survey respondents (%).
Upon further questioning, 89.5% (17 of 19 interve®s) believed that health
regulations would be ‘well-received’ by the Timages

6.6.2 Awareness of selected health regulations.

It was considered important to establish the basareness of selected health
regulations in Timor-Leste within both community mmgers (see 5.5.3) and

professionals. Table 33 highlights mixed resuiteoag those interviewed in terms
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of the number who could correctly identify the a@a which regulation currently

existed.
Table 33Interviewees’ knowledge of selected health reguitesti
Health law area Legal lllegal  Unsure
Travelling in a car without using a seatbelt 9 4* 6
Driving a vehicle under the influence of alcohol 0 11 * 8
Riding a motorcycle without a helmet 0 17 * 2
Sale of tobacco to children 4* 10 5
Sale of alcohol to children 4 8* 7
Sale of unsafe food 14 0* 5
Pollution of the environment/water supply 3 11+ 5

(*) Indicates that this was the correct responsetan legislation applying as at November 2004 8s2.1.1).

Figure 30highlights that similar proportions of survey reagents and interviewees
were incorrect or unsure regarding the presenaegilation in the selected health
areas. Notable exceptions to this pattern were:

* while over half (57.5%) of survey respondents dad correctly report that
food safety regulations technically applied, of the interviewed group were
incorrect;

* while almost one-third (32.1%) of survey respondetitl not correctly report
that a regulation regarding motorcycle helmet-uas im place, only just over

10% of interviewees were unaware of this regulation

A number of interviewees also noted that, at threetipolice were ‘making a show’
of enforcing helmet law, which may explain why aera@ss of this particular law
was comparatively good, compared to awarenesshef ¢tdws, amongst both survey

and interview groups.
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Figure 30.Percentage of interviewees and survey respongdrdsvere incorrect or unsure of the

legality of selected health-related activities.

6.6.3 Support for selected health regulations.

As with survey respondents, interviewees were adkedhdicate their level of
agreement that regulation should be present inmabeu of selected health-related
areas. Table 34 highlights that none of the inésved group disagreed that any of
the areas should be regulated. This contrastétisligvith survey respondents,
among whom 73.3% to 90% agreed with the laws ($24)5

Table 34.Support for selected health regulations

Health law area Level of agreement that the area should be regllate

Strongly Somewhat Unsure Somewhat Strongly

agree agree disagree  disagree
Seatbelt-use 15 4 0 0 0
DUI law 15 4 0 0 0
Helmet-use 15 4 0 0 0
Sale of tobacco to children 15
Sale of alcohol to children 15 4 0 0
Sale of unsafe food 11 8 0 0 0
Pollution of the 15 4 0 0 0

environment/water supply
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6.6.4 Perceived community agreement with selecte@dlth regulations.

In general, interviewees believed that most memioérghe public would be in
agreement with the particular health regulationan@red in this study. Table 35
highlights that minor exceptions included regulasiaccovering seatbelt-use, driving
under the influence of alcohol and the sale of ¢obao children, for which small

numbers of interviewees perceived that there wbaldommunity disagreement.

Table 35Perceptions of community agreement with selectatttheegulations

Health law area Most would agree Most would  Unsure
disagree
Travelling in a car without using a seatbelt 9 4 6
Driving a vehicle under the influence of alcohol 13 3 3
Riding a motorcycle without a helmet 15 0 4
Sale of tobacco to children 15 2 2
Sale of alcohol to children 14 0 5
Sale of unsafe food 15 0 4
Pollution of the environment/water supply 13 0 6

Figure 31contrasts interviewees’ perceptions of communieament with the laws
examined with the community’s actual agreementregsrded by the community
survey. It can be seen that there was reasondblse calignment between
interviewees’ perceptions of community agreemeict #ueir actual agreement. The
notable exception, however, was seatbelt-use, facwinterviewees underestimated
the level of agreement within the community. lbshl be noted, though, that survey
respondents were also less inclined to believe‘dtlaérs’ in the community would
support seatbelt-use regulation, despite largeleeagg with it themselves (see
5.5.5). Expanding on this point in interviewswias found that many professionals
believed that people would be less supportive atlsdt-use regulation due to the
absence of working seatbelts in most cars and ifte dost associated with having

them installed.
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Figure 31.Interviewees' perception of community agreemett aélected health regulations vs

actual community agreement (%).

6.6.5 Suggestions for health regulations in Timor-éste.

Interviewees were asked to suggest specific healgalations that they believed

should be implemented in Timor-Leste.

suggesting areas for regulation and those adviging approaches for their

implementation.

All interviewees confirmed strong support for theamples of health-related law

Responses @ divided into those

examined in this study. The following suggestiamse additionally made:

* Banning smoking in enclosed public places (eg husstaurants);

* Regulation to ensure safety of the blood supply;

« Regulation of locally brewed alcoholic products;

* Banning the marketing of breast milk substitutes;

* Regulation of the sale of pharmaceuticals in tineape sector;

* Regulation of the quality of motorcycle helmets;

* Compulsory condom-use for sex workers; and

* Alegal approach to specifically cover domestidemte.
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Suggestions regarding approaches to the way in hwhiealth law should be
introduced included:

e that it must be consultative, so that the commudityeloped a sense of
ownership;

e that it must be practical and accompanied by theagiate infrastructure,
particularly in terms of beingnforceable

» that it must be accompanied by significant informatand education to
foster community understanding of the health reskd reasons for the laws;

« that any laws should be integrated into the hgaitimotion approach; and

« that ‘blackmarkets’ and issues with border-congiebuld be anticipated and

addressed in any laws that might involve the bapoirgoods/substances.

6.7 Chapter Summary

This Chapter has presented raw data collected iintenviews with 19 professionals
in the fields of health or law in Timor-Leste. Bahave been compared where
possible to responses collected by the communityesu in order to highlight the
extent to which community knowledge and attitudiegnad with the views of these

professionals.

Interview data has highlighted that, as with suedeycommunity members,

knowledge of existing public health law in Timordie amongst professionals was
poor, but support for the regulatory approach tathewvas high. Indeed, support for
the presence of regulation within each of the headlated activites examined was

unanimous.

Interviewees and surveyed community members weosvisito differ in notable
ways, however. Overall, interviewees were somewless confident in the
functioning of the legal system than survey reseoitsl Interviewees were also
more likely than community members to be aware ofarcycle helmet regulation
but less likely to be aware of the (albeit ‘teclatfilc presence of food safety
regulation. Interviewees furthermore underestichatee extent to which survey
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respondents would agree with seatbelt regulatitthalagh survey repondents also
believed many others in the community would notpsupthis regulation, despite

agreeing with it themselves).

While largely agreeing on the main areas of hegplibrity, notably less survey
respondents than interviewees were concerned wét safety. Interviewees also
appeared to overestimate the level of communitywedge of road safety-related
risks, and underestimate that of risks relatedotmdfand water consumption and

tobacco-use.

Comments made by interviewees supported obsergatibboth the health and legal
sectors in Timor-Leste found in the literature aadorted in Chapters 2 and 3. In
particular, poor systemic capacity, including ire tareas of financing and human
resourcing were confirmed as significant issuesniffoiEement of health law was
confirmed as minimal and uncoordinated, even ‘eabjt. There was a perception,
also, that the legal system in general needed tmdre removed from the political
process. Interviewees gave valuable advice in deoistrategies to implement
health law in an appropriate manner, includingithportance of being consultative

and supporting efforts with education and healtotion.

By asking interviewees and community members simglaestions this study has
identified areas of agreement, strengthening thel lef credence able to be placed in
these findings. Through identifying areas of didgohowever, the study has
highlighted areas worthy of closer inspection ane tisk of drawing conclusions
based on data collected from only one group. [Eurtiscussion of data and

consolidation with existing literature is presentedhapter 7.
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Chapter Seven: Synthesis, Discussion, Recommendaiso

and Conclusion

7.0 Introduction

This chapter brings together research findings,endagions and literature from
previous chapters in order to consolidate a viewhefpotential for public health law
to assist with the many health challenges facedmor-Leste. Firstly, relationships
between survey variables are explored in orderdoige a richer understanding of
the raw community-level data presented in ChapterFactors identified as being
associated with community awareness and supportptdilic health law are

presented and these provide direction for futurecative and awareness-raising

measures.

The proposition of a coordinated public health latvategy in Timor-Leste is
discussed in the light of the nation’s health dradles, existing public health law,
and legal and health system capacity. Recommeanmdatd guide such a strategy are
provided for a range of government and non-govenrparties. The significance
and limitations of this study are discussed andlgquie for the direction of future

research is provided.

Finally, given an apparent lack of research or govent attention in the area of
public health law in the developing world, a franoekvis proposed to guide future

investigation and implementation of public healitvlin these settings.

7.1 Data Synthesis

In the collection and analysis of survey and invdata in this study, two issues
were considered key areas of investigation. These:
e awareness of the selected health regulations; and

e support for the regulatory approach to health (@Veand for each of the

selected health regulations).
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This was matched by an examination of Timor-Les#isrity health issues, and
legal and health system capacity, achieved throdigbussion of the available
literature and analysis of data from select quastiwithin both the community

survey and interview schedule.

As described in Table 9 (see 4.7.1) finer-levelestigation of community data
centered on whether demographic or other factags, (Bealth-related knowledge
and attitudes, attitudes to law or the legal syst@nperceptions of others’ support of
law) could explain levels of awareness of, or supfay, public health law. Findings

related to these questions are presented in tti®se

7.1.1 Awareness of existing public health law.

Widespread awareness of law is clearly essentitlgfto influence population-wide
behaviour and be an effective preventive health tddis study has highlighted that
large numbers of the surveyed community (and ime@red professionals) in Timor-
Leste were either incorrect or unsure regardinghradth regulations that applied in
Timor-Leste at the time of the study’s fieldworle¢s5.5.3).

Over three-quarters of respondents, for examptendt appear to know that the sale
of tobacco to children was actually legal at theetiof the survey. Almost three-
quarters of respondents, regardless of whetherrthdinely travelled by car, did not
appear to know that travelling in a vehicle withoasing a seatbelt was illegal, and
around half could not correctly state whether aigvunder the influence of alcohol
was illegal. Approximately half of all respondenigere not aware that laws
technically existed to ensure food safety or, sinyl that it was technically illegal to

sell alcohol to a child.

These finding are perhaps not unexpected, givenotudevels of basic health and
legal knowledge amongst the community, and the rampdack of any promotion,
education or enforcement of public health law. &tbeless, this appears to be the
first study to investigate these issues formallg eanfirm, rather than assume, levels
of community knowedge of public health law. Theadarovides a valuable starting
point for future work to enhance consultation amthmunication on public health

law in Timor-Leste.
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Whilst low community awareness of public health l@vnot surprising, it was
perhaps more unexpected to also find that thatrviewed health and legal
professionals were equally unclear on applicabl@thdaw. Poor awareness was
consistent across representatives of governmenaruegnts and relevant non-
government organisations. This surely highlightst tpublic health law in Timor-
Leste, among those interviewed at least, was moatéer of any significant profile,

priority or professional interest.

In the case of both community and professionalyspatticipants, however, a lack of
knowledge of existing health law did not precluttersg support for health law as an
approach and did not preclude strong support foh ed the regulatory examples

investigated (see 7.1.2).

This study is the first to specifically collect dadnd confirm levels of awareness of
public health law in Timor-Leste across a rangbhe#lth areas. However, in order to
target community education and awareness-raisif@ytgf should such a strategy
become a priority, it would be useful to know wiedtors, if any, were associated
with awareness of health law. That is, by idemtifywhether any community groups
in particular were notably unaware of existing lasucation and awareness-raising
efforts might be more effectively targeted towagdsups with the lowest awareness.
Towards this end, community survey data were exadhiexhaustively in order to

identify whether any factors were related to awassnof the health regulations

examined in this study.

Analysis revealed that a small number of deomogcaialctors were associated with

awareness of particular health regulations. Ta&Blaighlights these findings.
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Table 36.Factors associated with awareness of selected he@gulations amongst the surveyed

community

Health regulation Relationships Significance

Seatbelt-use Non-students more likely to be correct y°= 4.746, df=1, p=0.029
(42.9% vs 26.8%) (n=239)
Those with children more likely to be  ¥?= 4.285, df=1, p=0.038
correct (41.7% vs 24.3%) (n=172)

Driving under the influence Those with children more likely to be  x*= 8.919, df=1, p=0.003

of alcohol correct (75% vs 47.1%) (n=172)

Helmet-use Males more likely to be correct ¥?=6.297, df=1, p=0.012
(73.8% vs 58.2%) (n=240)
Non-students more likely to be correct %°=7.015, df=2, p=0.008
(83.7 vs 63.9%) (n=240)
Those with children more likely to be  y? = 3.972, df=1, p=0.046
correct (83.3% vs 66.2%) (n=172)

Sale of alcohol to minors No statistical relatiopshidentified N/A

Sale of tobacco to minors Males more likely to berect ¥’ = 5.482, df=1, p=0.019
(27.5% vs 14.4%) (n=239)

Sale of unsafe food Current students more likelyeo ¥? = 7.036, df=1, p=0.008
correct (46.8% vs 26%) (n=240)

Water supply safety Males more likely to be correct ¥’ = 4.624, df=1, p=0.032
(67.4% vs 53.3%) (n=234)

While awareness was clearly low overall amongstesuparticipants, the differences
in awareness observed within certain deomgraptbegsoups, highlighted in Table

36, raise a number of questions for future resear€br example, sex differences
were observed in awareness of tobacco law, withesnbking significantly more

likely to be correct in identifying that law exist@o restrict the sale of tobacco to
children. Certainly, it might be proposed thatstinas because significantly more
men smoke in Timor-Leste and therefore men may Hseen more exposed to
regulation or health promotion messages relatetblbacco-use. These questions
were not specifically examined in the communitywsyr Certainly, most men were

not aware of the law. Similarly, being a current aspsmoker was not associated
with awareness of tobacco regulation: both smokas non-smokers had very low

awareness in this area.
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Sex differences were also observed in awarenessgafation regarding motorcycle
helmet-use and water supply safety. On furtheestigation, these sex differences
were not explained by sex differences on otheraldes that might be conceivably
related, such as education history, regularity otarcycle-use, or level of concern
for road or water safety. Similarly, it is uncleahy there was a sex difference in
some but not all health law areas examined. poissible that this is reflective of
sex-based differences in variables that were naasomed in this study, such as
historic exposure to public health or legal messame these areas, or cultural

perceptions of gender roles and responsibilitiganding health and safety.

Being a parent in Timor-Leste was also associai#itincreased awareness of some
health regulations, including all of that examiniadthe area of road safety. This
might conceivably reflect a salience among paree¢grding the road safety risk
children, in particular, face. Levels of conceegarding road safety in relation to
childrenspecificallywere not probed by the survey so data is unabspport this
possibility. It may be that parents have been ntargeted by road safety messages
regarding children, for example, in receiving aéviehen attending health services
on the importance of using a seatbelt and driviaiglg with or around children.
Further research would be valuable in firstly regiing these findings, and secondly
determining why parental status was associated watlareness of road safety
regulation and not other related areas such asctests on the sale of tobacco and
alcohol to children.

Status as a student was also related to awarehseme laws. In particular, current
students were more likely to be aware of food gdBew. It is possible, although not
arguable with the available data, that this migditect a greater emphasis on food
safety messages in education settings. That dfuidesre less aware of both helmet-
use and seatbelt-use is also difficult to explaithwurrent data. It might be

expected that this relationship was explained lyestts having less experience
travelling by motorcycle or car, but this was nbetcase. It is possible that
awareness of these regulations might have more taith whether the participant

owneda motorcycle or car, or had a driver’s licenseiclwas not examined in this

study. It is conceivable that messages on roaetysd@w have been passed on

through the processes of purchasing a vehicle didirong a license and that
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students, being likely to have lower income, hawl Hess exposure to these

processes.

Overall, the factorsiot associated with awareness of the laws examin#adrstudy

provide the greatest impetus for further reseaitimight have been anticipated, for
example, that respondents who regularly travellgd Imotorcycle or car might be
more likely to be aware of road safety-related laiion; however the data did not
support this premise. Perhaps, as discussed aboageness of road safety law is
more specifically related to vehicle ownership ofdng a driver’s license. Should
further research confirm this, it would at leasgjgest that people were in receipt of
information on these regulations through the liceggprocess. However, clearly
passengers need to be equally aware of road skfety particularly regarding

seatbelt- and helmet-use.

Regular users of alcohol or tobacco might also Hasen expected to have more
awareness of law regarding the sale of tobaccdécohal to minors but this, too, was
not the case. Indeed, while a number of demogedialciors have been highlighted
as being associated with awareness of some lawsiead in this study, it must be
noted that these are few in number, inconsistertsachealth areas and difficult to
fully explain with the available data. Howeverosld the observed demographic
relationships be confirmed in future study, thepresent important guidance for
future efforts to raise awareness of public helalthin the community.

7.1.2 Support for the regulatory approach to health

As with awareness of law, communigupport for law is critical in ensuring
maximum adherence, and is arguably also a factaclweving government support
for legislative reform. Despite poor awarenesw/bét was currently legal or illegal,
there was wide support for regulation as an effectipproach to population health
among the surveyed community. As seen at 5.5.6ta of 81.7 percent of
respondents either strongly (71.7%) or somewhatl@greed with the approach.
While 35 respondents (14.6%) were unsure, only. B%3 respondents reported any
disagreement with the approach.
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Survey data were examined closely to determine lvelnegny factors were related to
levels of support for the regulatory approach taltie Identification of any such
associations was considered important so as to ligiigh where additional

information or education might be directed in ortebuild widespread community

understanding and support of public health legshat

Demographic variables did not appear to explaimtian in levels of support for the
regulatory approach to health. Rather, factorsdoto be related werattitudinal,
including support for preventioper se(that is, agreement that ‘prevention is better
than cure’), confidence in the legal system, agexgmwith the selected individual
regulations and a belief that others in the comtyurilso agreed with the

regulations. Table 37 highlights these statistiedtionships.

Table 37.Factors related to support for the regulatory appch to health amongst the surveyed

community
Relationship Significance
Support for prevention Tau= 0.271, p=0.000 (n=239)
Confidence in the legal system Tau= 0.143, p=0.011 (n=237)
Support for each of the specific health Taurange = 0.295 to 0.417, p=0.000 (n=232 to 240).

regulations examined
Belief that most others also agreed with the y?range = 26.674 to 76.717, p<0.005 (n=233 to 238).
selected regulations

In addition to highlighting support for health régfion as an overall approach, the
community survey identified a high level of suppdor the particular health
regulations selected for investigation in this gtuBetween 73.3% and 90.0% of
respondents agreed (either ‘somewhat’ or ‘stronglyth each regulation (see 5.5.4).
Table 38 highlights the findings of exploratory Bisas aimed at identifying any
factors related to support for the specific heaktgulations examined. As with
support for the health law approach overall, no agraphic factors were found to be
related to support for the individual regulatioriscan be seen that attitudinal factors
consistently identified as related to support fackeregulation, were:
e agreement with the regulatory approach to heattti; a

e perception of others’ agreement with the regulation
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Other factors related to agreement with a numbdpwifnot all, regulations included:
* agreement with prevention per se; and
* level of concern over the health issue addressedobyrelated to, the

regulation.
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Table 38.Factors statistically related to agreement with setled health regulations among the surveyed comntyni

Health regulation

Relationships

Significance

Seatbelt-use

Driving under the influence of alcohol

Helmet-use

Sale of alcohol to minors

Sale of tobacco to minors

Food safety

Water supply safety

Agreement with the regulatory approach

Perception that most others would agree (93.4%/\3%)
Level of agreement with prevention

Level of concern over road safety

Level of concern over alcohol abuse in general

Level of concern over young people and alcohol
Agreement with the regulatory approach

Perception that most others would agree (90.2 %)95)
Level of concern over road safety

Level of concern over alcohol abuse in general

Level of concern over young people and alcohol
Agreement with the regulatory approach

Perception that most others would agree (97.8 85V%)
Level of agreement with prevention

Level of concern over young people and alcohol
Agreement with the regulatory approach

Perception that most others would agree (96.1 %095)
Level of agreement with prevention

Agreement with the regulatory approach

Perception that most others would agree (95.3 %)95)
Agreement with the regulatory approach

Perception that most others would agree (96.7 30\w8%)
Level of agreement with prevention

Agreement with the regulatory approach

Perception that most others would agree (97.3 %095)
Level of agreement with prevention

Level of concern of environment pollution

Tau= 0.393, p=0.000, n=232
x%=76.461, p=0.000, n=233
Tau= 0.205, p=0.001, n=235
Tau= 0.221, p=0.000, n=235
Tau= 0.125 , p=0.039, n=228
Tau= 0.143, p=0.016, n=230
Tau= 0.295, p=0.000, n=236
x%=69.983, p=0.000, =239
Tau= 0.225, p=0.000, n=230
Tau=0.173, p=0.007, n=232
Tau= 0.150 , p=0.013, n=234
Tau= 0.309, p=0.000, n=237
x%=69.808, p=0.000, n=240
Tau= 0.180, p=0.010, n=239
Tau= 0.124, p=0.044, n=235
Tau= 0.338, p=0.000, n=237
x%=115.878, p=0.000, =238
Tau= 0.135, p=0.028, n=239
Tau= 0.392, p=0.000, n=236
x%=110.117, p=0.000, n=239
Tau= 0.436, p=0.000, n=238
x?=142.943, p=0.000, n=237
Tau= 0.138, p=0.031, n=238
Tau= 0.417, p=0.000, n=237
x?=127.038, p=0.000, n=234
Tau= 0.193, p=0.003, n=237
Tau= 0.160, p=0.009, n=235
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In review, key factors associated with support tfog public health law approach

overall and with a range, if not all, of the seéetiexamples of public health law

included:

support for the principle of prevention in health;

confidence in the legal system,;

a belief that others in the community also agreé&d the public health law in
guestion; and

level of concern over the health issues relateat trddressed by the law.

The associations observed suggest that efforts dmtain or increase levels of

support for public health law in Timor-Leste migh¢lude:

increased education on the benefits of preventeath and its links with
public health legislation (based on support forvpregion being found to be
related to support for health law);

increased education on the causes of ill health @inthe likelihood and
impact of illness (this may in turn raise levelsaoincern for health issues,
which was found to be related to support for heddtv related to these
issues);

highlighting the high levels of support of healdtwl amongst the community
(based on the observation that an individual'sdbehat others agreed with a
health law was related to whether that individuabaeported agreement);
and

Raising awareness of law, the functioning of thegalesystem and
highlighting legal ‘success stories’ (based ondhservation that support for

public health law was related to confidence inldgal system).

These evidence-informed suggestions provide doedib strategies to maintain or

increase levels of support for public health lawTimor-Leste, should a more

coordinated, comprehensive public health law sgyateecome a priority. Should

future study highlight community groups or locaso(outside of the capital, for

example) where low support exists, these strategieght prove successful in

promoting the local knowledge and attitudes condkicio a greater level of
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acceptance of public health law. They might besmered as precursor or tandem
strategies to specific education and awarenessgad$ public health law itself.

7.2 Towards a public health law strategy in Timor-leste.

Data collection and analysis in this study has $sed on two aspects of public
health law that have been argued to be criticatessfactors: awareness and support
of law. There is, however, clearly much more tmsider in the design and
implementation of public health law. In order t@yide context, this study has also
considered some of the major health concerns inofFineste, and the challenges
within the public service infrastructure. A rangfeother social and political factors
have also been shown to be important, includindilgta of the nation, political
willingness for legislative reform, donor priorisieand the availability of technical

assistance, for example.

This section summarises the challenges to the pobgih a public health law strategy
in Timor-Leste and provides suggestions for howhsastrategy might be targeted

and delivered. Specific recommendations followg tfiscussion (see 7.3).
7.2.1 Challenges to public health law reform.

Chapters 2 and 3 of this thesis presented a discuss some of the significant

challenges faced in the Timorese health and lggaéms. In review, these include:

* low levels of health and legal awareness and utal@sig amongst the
community;

e a strong reliance on donor funding, donor pricsitad technical assistance,
and difficulties in coordinating the many donortioaal and international
non-government organisations;

* apoor base level of autonomous health or legaésysapacity due to:

0 a history of significant and ongoing violence araditiral instability,
resulting in damaged or destroyed infrastructuoejas upheaval and
the drawing of resources and focus away from sysédmilding;

o a lack of pre-independence Timorese involvemertigalth or legal

system planning or delivery;
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0 poor health and legal system workforce capacitgims of skills and
training, and a lack of infrastructure to addrésse issues; and

o poor information systems for the monitoring of lleabr legal
indicators.

» alack of comprehensive, cohesive or enforced putdalth legislation and a
lack of community and professional awareness ofiegige law;

* aquestionable level of public service or politieallingness to reform public
health legislation;

* alack of evidence including cost-benefit datateglao public health law in
the developing world, upon which to build argumefats political support;
and

« the remoteness and cultural diversity of most ef population, making any
population-wide communication or preventive healtierventions extremely

challenging.

These factors are clearly significant and are tirtreferenced in the following
discussions of the potential for a coordinated gubéalth law strategy in Timor-

Leste.
7.2.2 Directions for a public health law strategy.

It is evident that population level health in Tiraeste is extremely poor. The
nation faces significant health issues includingoss endemic diseases such as
malaria and tuberculosis, poor maternal and crelath, nutritional deficiencies and
food shortages, diarrhoeal disease, parasitic tiofex and a high smoking rate, for
example. There is poor population-wide accessealth services, safe drinking
water and basic sanitary infrastructure. Thertuithermore a low level of health
knowedge in the community and this continues toeigforced by the remoteness of
much of the population and culturally-embedded aoanequities, particularly

regarding the low status of women in society.
This study has provided a starting point for inigegtng whether public health law

might be a strategy worthy of greater focus in Titheste in an expansion of

coordinated efforts to address the nation’s heelihllenges. While the literature
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appears to be short of rigorous, scientific evigeatthe success, or cost, of public
health law in the developing world, it is nonetlssleclear that law has been
successful in other settings in addressing som&éh@fsame challenges faced by
Timor-Leste (e.g., tobacco-use, road safety, conicabie disease control). This
study has also highlighted that strong supportteXx@ a public health approach to
be taken in Timor-Leste. Based on these factors, arguably well worth further

exploring how Timor-Leste might go about increasitsgfocus on public health law

as a preventive health strategy.

Based on the literature reviewed and data colleictelis study, a number of factors
would appear to be important to take into acconrgmbarking upon a coordinated

public health law strategy in Timor-Leste. These@nsidered below.
7.2.2.1 Rationale and supporting argument

This thesis has discussed a range of reasons whgrrguents may not be focussed
on, or supportive of, public health law reform (s&4.3 & 3.1.4). These may
include:

» perceptions of areas of greater priority given ediresources;

* arecognition that drafting and/or enforcement céapaloes not exist;

* a lack of willingness to place economic burdentesldo legal compliance
on businesses or individuals;

» a lack of resources or infrastructure to delivex thorkforce training and
population-wide communication strategies requi@ersure that all parties
affected by the law are aware of their legal oltiayss;

* lobbying against law reform by powerful industrypresentatives;

* a general political aversion to pass legislaticat thight be unpopular in the
population (i.e., perceptions of reduced re-electibances);

» a philosophical belief that legal approaches weverlg restrictive (i.e.,
concerns regarding freedom and human rights); and

* a lack of awareness of the government’s role arspamsibilities in the

promotion and protection of health.
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Efforts to advocate for a public health law strgtdg Timor-Leste would be

weakened without an acknowledgement of the potertia of these factors and the
design of strategies to address and overcome thémadvocating for a more

prominent place for public health law in Timor-Lesta clear rationale must be
articulated. While this study has highlighted coumity and professional support, it
cannot be assumed that such support exists ambiglstevel political and public

service decision makers. Indeed, it has been ribtddhe Ministry of Health reports
an aversion to change within the Ministry, partagiy regarding legislative review
(see 2.3.4). Public health law does not currefdlgtor as a strategy in major
published Timorese government plans.

Nevertheless many arguments can be made for theriamze of public health law

(see 3.1). These include that law is a relativielgxpensive strategy, when
compared, for example, to health services delivatys also a relatively lasting and
autonomous strategy, less influenced by changedoior priorities and funding.

Elements of public health law, particularly quamatin the area of communicable
disease control, are also argualelgsentialin stopping the spread of potentially
devastating epidemics of disease.

Importantly, public health law can also be argumdé an important ‘statement’ by
government to the population, and indeed to otharons, that health is taken
seriously. By legislating for health, the govermiewould provide clear
acknowledgement that it recognises its respongibifor population health,
highlighted in the Constitution and several intéioreal agreements it recognises,
such as th&nited Nations Declaration on Human Riglaisd theWWHO Framework
Convention on Tobacco Contrdbr example. Public health law should be seen as
an important government-led strategy in meetinggineernment’s responsibilities to

promote and protect health under these agreements.

Indeed, having signed the Framework Convention obacco Control, the Timor-
Leste government isxpectedo pass public health law in order to ban the séle
tobacco to children, for example. A coordinatedljguhealth law strategy would be

advised to begin with a focus on tobacco, whereeti®eboth an existing expectation
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for leglislative reform and a wealth of directi®upport and advice provided by the
WHO.

The public statement that legislating for healthgmi make should not be
underestimated. Indeed, a recognition that heaitls taken seriously through
legislation in Timor-Leste might not only influent®e Timorese population but also
act to increase tourism, economic investment imllwsinesses and industry, and

attractiveness of the nation to immigrant skilleorkers and their families.

Arguments could also be made to allay potentialceam within the Timorese
government that public health law was an esseyntiaBitrictive strategy. That is, it
can be implemented in a tempered, risk-based mamitietransparent consideration
of human rights and ethics. It also promoteshared responsibilityfor health
amongst individuals, industry, and the governmemdeed, of great importance,
public health law can highlight to businesses thesponsibility not to harm health in
the pursuit of economic success, and can providesfoedies should industry cause
harm to the population. For the community, pubkalth law aids in the promotion
of the preventionof ill health rather than reliance on the heakhvie sector once
illness is present: it can therefore also be seera avehicle foreducatingthe

population on risks to health.

Furthermore, public health law could be argued ¢éoam important strategy in
enabling the government to meet the Millenium Depglent Goals. Through
legislation, for example, the government could falise accountabilities, reportable
targets and provide funding for a program of natlosoverage of adequate
sanitation. This would allow significant progréesbe made on one of the nation’s
biggest health issues, diarrhoeal disease, anddwgtgatly assist in meeting

Millenium Development Goals 4 and 5 around mateanal child health.

Moreover, public health law is an historically sessful public health strategy that
has been largely overlooked in Timor-Leste to dateéle being intimately enmeshed
within the public health approach elsewhere. Reshtis time to consider public
health law as an addendum to existing strategibghnhave arguably been slow to

bring out notable improvement in health in Timorstes
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7.2.2.2 Reforming existing public health law

A focus on coordinating an improved public healtlw lapproach in Timor-Leste
must acknowledge the inadequacy of existing apipléickaw. This thesis has shown
that the analysis of the law that applies in Tirheste is not a simple task: it is
spread across multiple laws from multiple politieaés and in multiple languages.
This may lead to confusion amongst government, ghblic service and the
community, and has arguably influenced the low lewd awareness of applicable

law found in this study.

An important first step in public health law refonm Timor-Leste would be to
review existing law with the aim of modernising atwhsolidating it in a consistent
language and in a cohesive form.PAblic Health Actas one option, would replace
or at the very least ‘reframe’ existing law witrancohesive, single legal document.
This would arguably facilitate a greater understagaf law through making it more
accessible. Furthermore, through consolidatindtinéawv into one place, the risk of
isolated or ‘vertical’ legal interventions withtlg cross-reference to other related
legal areas might be reduced. In a simplistic gdarto illustrate this point, passing
law to control tuberculosispecificallywould be an inefficient approach: there may
be many similarities in the legal approach to aalhitrg tuberculosis and other
serious communicable diseases. By taking an ostdray view and creating a ‘suite’
of best practice legislation in public health, @&l of passing ad hoc individual laws,
important links could be made between health issueslegislative responses, and

current gaps in legal coverage would become moveab.

A comprehensive review and consolidation of pubkalth law would also allow a
wholistic picture to be gained of its administratitequirements. That is, a broad
view of legislation within a consolidated Public &l Act might highlight where
efficiencies could be made in the creation of r@ed responsibilities to administer
or enforce legislation. For example, passing oisatated Food Safety Act might
allow for the creation of the role of Food Safetgpectors, whereas under a broader
Public Health Act, opportunity might be taken toximaise efficiencies and create a
broader role that enforced several linked regutatio the areas of food safety, water

safety and environmental pollution.
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Maintaining a broad approach to reforming publialtie legislation would also

lessen the risk that a public health law strateguld be heavily influenced through
donor priorities or industry lobbying leading thevgrnment away from particular
areas of legislation. Maintenance of an approacheveloping a comprehensive,
international best-practice ‘suite’ of legislatiamould ensure that gaps in legal

coverage did not persist.

It is worth also noting that international agreetsemay not only require national
law to be passed but, conversely, require thatitetegislation isnot passed. A

comprehensive public health law strategy would atemsider the effect that
international trade agreements, for example, hdimniting the ability of the national

government to regulate effectively in health. Ade agreement that allowed the
unrestricted importation of cigarette packets withdealth warnings printed on
them, for example, would potentially be countereurctive to national public health

efforts in tobacco control legislation.

Finally, a modernisation of public health law inmidr-Leste would be advised to
take a strong risk-based approach that allowedugtad responses in enforcement.
This would ensure a strong focus on human rightsutih impinging on rights only
where necessary and only to the extent necesgarigk-based approach would also
recognise the poor levels of health knowledge mdrtLeste. It would arguably, for
example, be unfair to treat a patient who knowingly others at risk of contracting
tuberculosis in the same way as a patient who wasware that tuberculosis was
contagious. As discussed above, public health tmwld indeed be viewed,
particularly through a risk-based approach, as efulismeans ofeducatingthe

population on health risks.
7.2.2.3 Technical assistance and workforce capabityiding

Public health law is not an area of high profiletive developing world, aside from
isolated instances where it is promoted, for examphrough the Framework
Convention on Tobacco Control and the WHO’s Noncaemicable Diseases
Strategy. Accordingly, and in the face of percdivegher priorities, international

agencies appear not to have delivered notabletassés in the development and
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implementation of public health law in Timor-Lestdnstances of developmental
assistance to the Timor-Leste Ministry of Healtlpegr to have been restricted to a
single, short-term WHO consultancy on the develapnwé pharmacy regulation,

which the Ministry of Health has acknowledged i$ Istruggled to enforce.

A public health law strategy in Timor-Leste woulequire an acknowledgement,
based on poor existing health and legal systemctgpdhat technical assistance
would be essential for the drafting and implemeatatof any new law and
regulation. This would initially be advised to t@con, as discussed above (see
7.2.2.2), bringing together existing public hedétv, modernising and consolidating
it in a consistent language, and placing it witairmore accessible and cohesive

format, perhaps as an overarching Public Health Act

The WHO has identified a role for itself in assigtwith health legislation in Timor-
Leste and certainly has much to offer, particulany relation to advice on
implementing its Framework Convention on Tobaccait@d. The United Nations
also provides developmental support to the judisigtem more broadly. Efforts
should be made to take advantage of the provisiGuch support: the government
could potentially benefit greatly from directly regpting assistance from these

bodies in reforming public health legislation brlyad

Technical assistance, in turn, should be deliveénesuch a way as to mentor and
develop the skills and knowledge of Timorese healtldl legal public servants.
Public health law training should also be builbitihe ongoing, basic training offered
to these staff both ‘on the job’ and within therf@l health and legal courses leading
into these positions to ensure sustainability. rimapd capacity for public health law
enforcement is also critical and is discussed békng 7.2.2.4).

Should support and technical assistance be hampgreldnor priorisation of other
approaches, a potentially effective strategy faroadtes of public health law reform
would be to set about to directly educate membePadiament, donor agencies and
the public service on the benefits of public heddtlv. Identification of effective

‘champions’ of public health law may add significameight to calls for a greater
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focus on law reform, as would the commissioning gathering of data on
implementation success factors or cost-benefityaealin similar settings.

7.2.2.4 Enforcement

Passing of public health law would arguably havielieffect if it were not to be
effectively enforced. While knowledge of healtlw)af communicated well, might
impact upon peoples’ behaviour, this would moseliikbe limited and eventually
dissipate if the law was not observed to be entbrc€ertainly, poor enforcement
capacity is likely to be particularly problematit the case of legislation targeted at
industry. Without realistic expectation of prosgon, an industry such as the
tobacco industry, for example, might be more comegrwith maximising profits

than in meeting legal requirements.

The development of a public health law strategy ldidoe required to acknowledge
that the existing enforcement capacity in Timorieels extremely low. While the

existing police force might conceivably be taskethvgreater enforcement of road
safety law, there is currently no health systenoex@ment infrastructure for a range
of other public health law areas. There are npantors of food safety risks, for
example, or mechanisms through which the saleanfhal or tobacco to children is
monitored.  Public health law reform in Timor-Lesteould necessitate the
dedication of resources to establishing such maeshen and, furthermore, to

working with businesses (e.g., providing trainirg)d communicating with the

population to ensure widespread understanding @f thbligations under any new
law. Indeed, it should be remembered also thaireament, particularly utilising a

fair and risk-based approach, might also be anc&fe means ofeducatingthe

population on risks to health.
7.2.2.5 Communication: Awareness and support of pcihealth law

This study has argued that awareness of law isxgak#or it to achieve its purpose
as a preventive health strategy. Similarly, suppérlaw has been argued to be
important to maximise community adherence, profesdi assistance with

implementation, and political willingness to legis.
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The levels of awareness of existing law in Timostee observed in this study
suggest that a comprehensive communication andeaess-raising strategy would
be an essential element of a public health lawtesiya While this study has
identified preliminary indications of demographiacfors associated with poorer
awareness, the low levels of awareness obsaverhll suggest that awareness and
education on health law needs to occur acrossritie ggopulation. Particular areas
could legitimately be focussed upon, however. em of ensuring fairness, food
handlers, for example, should arguably be abletess training on food safety risks
and obligations under law. Tobacco sellers woush aequire specific, targeted
communication on any new law that restricted the s tobacco to children, for

example.

Strong levels of support for public health law sldoprovide some comfort to
advocates for improved public health law in Timaste. The levels of support
observed, however, should not be assumed to bergresitside of the study’s
sample, or outside of Dili. Factors associatechwgiipport identified in this study
provide direction for efforts to increase levelssopport where low levels might be
identified. Data suggest that communication andcation on public health law
should be linked to raising awareness of: the bisnef prevention; the causes and
impacts of poor health; the high levels of supponbngst peoples’ peers; and raising

confidence in the effective functioning of the leggstem (see 7.1.2).

Moreover, support for public health law should heat ‘taken for granted’. The
design and implementation of public health law wiontost appropriately take a
consultative approach, to further engender commumtierstanding, acceptance and
‘ownership’ of public health law. In this regaitiwould be particularly important
for a public health law strategy to have a core &mghts focus, ensuring a risk-
based approach that impacted on rights only whaeolately necessary and only to
the extent necessary to manage a significant, tigebealth risk. It would be
important to highlight that such an approach toliguteealth law offers a reasoned
andfair approach to the management of health risks.
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7.2.2.6 Monitoring, evaluation and further research

Very little literature of scientific rigour existen public health law in the developing
world. A public health law strategy in Timor-Lest®uld be advised to include a
comprehensive monitoring and evaluation strategprder to judge its effectiveness
and provide indication of where changes might nieede made so that law could
evolve as the nation and its particular health lehgks develop. Evaluation data
would also provide other developing nation settinggh valuable insight,
momentum and direction to their own efforts to nrodke public health law.
Importantly, a monitoring strategy should ensura thuman rights remain in focus
and that the law does not unduly impinge upon sight

Further research of public health law in Timor-leesbuld build upon this study in a
number of areas. It could begin by confirming dadher exploring the factors

identified as being associated with awareness apdast of health law amongst the
community, while expanding scope to include the enaural and remote areas
outside of Dili. Research might also expand thegpeoof this study to other areas of
public health law, including communicable diseasetml. Further research would
also usefully examine the economic costs and bsnefipublic health law in order

to support arguments for a greater focus to beeplan legislation.

Moreover, this study’'s proposed framework for thartifer research and
implementation of public health law in a developmgtion setting such as Timor-
Leste (see 7.4) provides suggested direction fturduresearch. This study has
specifically collected data on two aspects of thisdel, awareness and support of

public health law; however a range of other facaresproposed to be important.

7.3 Recommendations from the Study

Analysis of data gathered and a review of litemtuarthis thesis point to an array of
efforts that could be made towards a greater facupublic health law in Timor-
Leste. This section proposes specific and comeisemmendations in this regard for

a range of relevant parties.
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7.3.1 Recommendations for the Timor-Leste governmeén

It is recommened that the Timor-Leste governmerelig a coordinated, resourced
and comprehensive public health law strategy, whegtaces or updates the nation’s
existing public health-related laws with a more esilie, comprehensive, enforced

and understood body of law.

In doing so, it is recommened that the Timor-Legieernment:

* Ensures coverage of a&omprehensiveinternational best-practice range of

legislative areas

Discussion in 3.1.2, 7.2.2.2, and 3.2.3 of thissihelocuments the range of
public heath areas in which law has been a suaddssi, and argues that gaps
in legislation allow health risks to go unchecked.particular it is observed that
Timor-Leste public health law leaves globally recisgd health issues such as
the sale of tobacco to children unregulated. Sec8d.4.3 also supports the
assertion that globalisation necessitates thatg@bbhlth law take into account a
degree of harmonisation between nations, and ir8 &dd 7.2.2.1 expectations

under international treaties are considered.

 Promotes ashared responsibilityfor health through regulating not only
individuals but industry alsa
As discussed in 3.1.1, responsibility for healtmet always or solely that of
individuals. Environmental factors (e.g., indusimgrketing, or limited access to
healthy food) act to make healthy choices difficidt people, and industry
pressures on a global level can adversely impaonh ypublic health across
borders (3.1.4.3). Section 3.1.4.4 discuss thgulagion is necessary as
industries expand in developing nations, in oraeiptotect populations from
risks in relation to chemical safety or air qualfty example. Currently as
reported in 3.2.3, Timor-Leste lacks indigenousforred law targeting both
individuals (e.g., smoking in public places) andlustry (sale of tobacco to
children). Such a balanced approach, highlightinghared responsibility for
health has been successfully employed in publitthéav elsewhere (3.1.2).
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Requests thetechnical assistanceof the WHO, United Nations and/or
bilateral donors such as the Australian Government

Section 1.1.2 argues that there is a need fornatiemal assistance to move
more from ‘band-aid’ approaches to capacity bugdassistance in order to
develop better, lasting health systems. Legalleadth expertise is lacking in
Timor-Leste and developing nations in general, ssugsed in sections 2.3,
3.1.4, and 3.2. There is evidence as documented3if3, 3.2.4 that the WHO,
for example, may play a key role in assisting tbeegnment and the Ministry of

Health in this area.

ensures a consultative approach with all those affected by new law:
government staff, industry and business owners, indduals (e.g., tobacco
sellers) and the community more broadly;

Discussion of the need to account for local anducal differences is outlined in
Sections 3.1.4.1 and 3.1.4.2, including specifiecdgonice for a consultative
approach based on researcher experiences in a grddpdeveloping nations in
the Pacific. The thesis has also argued that ¢atisun acts as education, and
potentially encourages community acceptance or st of law (Sections
3.1.4.2 and 7.2.2.5). Consultation may impotaalbp identify potential barriers
to implementation and enforcement (Section 3.1.4.2)

maintains a strong human rights focusthrough legislating for a tempered
and objective, risk-based approach through which eiorcement is also seen
as a means oéducatingthe population on health risks;

This thesis has discussed that law should be daefoalance regulation with
rights and that a risk-based approach is one wagnsure that rights are not
unnecessarily restricted (Sections 3.1.2, 3.1IB)has been also observed that
simple education might be an effective means aét'tage’ regulation in a risk-
based approach, or through a ‘cascading hierardhygaaoctions’ (Section
3.1.4.2). Enforcement, and its threat, also artesdiucate people on health risks
(Sections 3.1.2 and 3.1.4.4).
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ensures the implementation of a resourced and sust@d monitoring and
evaluationstrategy;

It has been argued that human rights abuses thrawghecessary or
disproportionate use of the law should be monit¢&ettion 3.1.3 and 7.2.2.6).
Furthermore, the success of a strategy could notdé&ermined without
comprehensive monitoring and evaluation (Sectidn43.7.2.2.6) and such an

approach would add to the limited body of reseamnchis area.

ensures the implementation of a resourced and sust@d communication
strategy so that all regulated parties are aware otheir obligations under
law;

This thesis has discussed that awareness and tarbrgy of law and health
risks are obvious precursors to adherence of ladirdeed represent a form of
social and economic fairness (Section 4.1.1, 3)1.4The study has reported
low levels of community and professional awarenesgublic health law in
Timor-Leste (Sections 5.5.3 and 6.6.2).

dedicates resources (financial, human and structufato the effective and
efficient enforcementof public health law, including monitoring minimum
standards (e.g., food and water safety standardspifexample);

The thesis has reported on a lack of enforcemesurees and structures (e.qg.,
health regulatory sections of agencies) in develpmiations and Timor-Leste,
and has discussed that enforcement is a fundameagairement of effective
law (Sections 3.1.4, 3.2.3, 3.2.4).

ensures that public health lawtraining is included in the ‘on-the-job’
training provided to health and legal public servaits, and also in the
curricula of national courses leading to employmenin these areas.

Legal and health expertise is lacking in Timor-keeahd developing nations in
general (Sections 2.3, 3.1.4, 3.2). This studyeoted low levels of public
health law awareness amongst local health and kgl participants (6.6.2).
There is a clear need for capacity-building assc#an general (e.g., 1.1.2), and

a need not only to train existing staff but alsegare people for such positions
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better to ensure sustainability of effective pubdiervices (Sections 3.1.4.2,
7.2.2.3).

7.3.2 Recommendations for the United Nations, Worléiealth

Organization, International and Bilateral donors.

It is recommended that the major international agendelivering health and legal

system support to Timor-Leste through financinggoams and technical assistance:

* recognise both the potential of public health law & a preventive health
strategy and the current insufficiency of the publc health law approach in
Timor-Leste, and strongly advise the Timor-Leste geernment to consider a
comprehensive reformation of public health law;
Public health law is not currently observed toalyariority of these organisations
(Sections 2.3.3, 2.3.4, 3.2.4), despite the ackedged success of the public
health law approach (Section 3.1.2) and its lacksaf in the developing world in
contrast to its potential benefits (3.1.4). ExigtiTimor-Leste public health
relevant law is disparate and unenforced and doesover the full range of
health risks (Sections 3.2.3, 7.2.2.2). These @gsrplay a key role in advising,

influencing and supporting the government.

» direct resources to assist the Timorese governmentith the development of
a national public health law strategy, and ensurehat technical assistance is
provided in a capacity-building manner through training, mentoring and a
health systems-strengthening approach,;
Legal and health expertise is lacking in Timor-eeahd developing nations in
general (Sections 2.3, 3.1.4, 3.2) and this stuahfiened low levels of public
health law awareness amongst local health and Egdly participants (6.6.2).
There is a need for capacity-building assistanageimeral (1.1.2), and a need not
only to train existing staff but also prepare peofidr such positions better to

ensure sustainability of effective public servi¢8ections 3.1.4.2, 7.2.2.3).

e ensure that findings are documented in order to preide guidance to other
developing nations wishing to reform public healtHegislation.
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This thesis has observed that the body of researtths area is relatively small,
and that success of a strategy could not be datednwithout comprehensive

monitoring and evaluation (Section 3.1.4, 7.2.2.6).

7.3.3 Recommendations for non-government organisats and
advocates for public health law reform.

It is recommended that non-government organisatems other individuals and

groups with an interest in advocating for publialtte law reform (e.g., public health

professionals, academics, community leaders):

specifically gather and commission information andresearch on public
health law in Timor-Leste and similar developing n&on settings,
particularly in regard to implementation success fators and cost-benefit
analyses;

It has been observed that cost-benefit (politicadl @conomic cost) are key
considerations in governments pursuing legal ref¢8action 3.1.3, 3.1.4.1,
2.3.4). Furthermore, the body of research indhés, overall, is relatively small,
and further investigation, particularly around ieplentation success factors will
assist in confirming how developing nations camhsdilaw effectively (Section
3.1.4,7.2.2.6).

directly promote the importance of public health lagislation within the
Timorese government, international aid agencies anddonors through
advocating for public health law reform in reports, correspondence, and
meetings with officials, for example;

Public health law has been successful historig@lgction 3.1.2) and its use in
the developing world is in contrast to its potenbanefits (3.1.4). This thesis
has observed that public health law is not curyeatpriority of government or
aid agencies (Sections 2.3.3, 2.3.4, 3.2.4). Reforight need to match the

prospect of negative lobbying (e.g., by industrithwositive advocacy.
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specifically highlight to government the high leved of community and
professional support identified in this study for apublic health law approach

in Timor-Leste;

This thesis has observed that political and ecooawsts are key considerations
in governments pursuing legal reform and that deatmally elected
governments are typically susceptible to commumpmion in law reform
(Section 3.1.3, 3.1.4.1). The study has found lhegkls of support amongst the
surveyed community, and health and legal profesés0i(5.5.4, 5.5.6, 6.6.1,
6.6.3)

identify and educate ‘champions’ within the governnent, public service and
donor agencies who may be able to raise the profilef public health law
reform amongst policy and decision makers;

It has been observed that a ‘champion’ has beeareodd to facilitate the law
reform process in developing nation settings (8ac8.1.4.2). Furthermore,
positive advocacy from within the system may helgupport external advocates

and counteract negative lobbying against law ref@gm., by industry).

work with the community, local business and industy to provide education
on public health law and combat misinformation or wfounded fears of
regulation.

Awareness and understanding of law and health asgsobvious precursors to
adherence of law, and represent social and econtamitess (Section 4.1.1,
3.1.4.1). There are low levels of community awassnof public health law in
Timore-Leste (Section 5.5.3) and lobbying agaiast teform or regulation is not

exclusive to the developed world (Section 3.1.4.1).

7.4 A framework for future research and implementaton of

public health law in the developing world.

This study has involved the review of availablesvant literature, observations of

the health and legal systems in Timor-Leste, ardcthllection of a wide range of

new data from both community members and health lagdl professionals in

Timor-Leste. Based on a synthesis of this combin&atmation, a range of factors
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have been argued to be key requirements for sudoesse development and
implementation of public health law in Timor-Lesbe other similar developing
nation settings. These have been discussed at an® have informed
recommendations made at 7.3. These factors hase foether crystalised in the
model presented visually &tigure 32 A finer level of detail to the model is
provided in Table 39.
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Figure 32.A framework for future research and implementabbpublic health law in the developing world.
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Table 39.A framework for future research and implementatiasf public health law in the developing world

Core elements Sub-factors Key areas of focus/principles
Political willingness Perceptions of cost and siint system capacity » Lack of data on cost-benefit ratio
» Ability of the system to deliver
Perceptions of need/priority * Perceptions of competing demands with limited reses

» Lack of data on effectiveness

» Philosophical or human rights arguments againsslkgpn

* Recognition of government role to promote and ptotealth

» Recognition of obligations under international ties

» Level of advocacy and agency advice
Perceptions of community support e Influence of community acceptance on adherencecess of

the approach

»  Perceptions of low support influencing voting irtitens
Political lobbying * Business owners

* Industry (e.g., ‘big tobacco’)

» Advocates against legislation in general (i.e.,pbilosophical

grounds)
Cost and system capacity Drafting » Local capacity
* Available technical assistance
Implementation & monitoring » Enforcement infrastructure

»  Workforce development infrastructure

e Monitoring & evaluation infrastructure

e Communication strategy & infrastructure

» Cost to individuals and businesses to comply

Principles of approach to legislation  Consultative e Business and industry
e Community
» Directly affected Ministry of Health staff and ceogovernment
partner agencies

Suite of international best-practice legislation * Address current risks and prepare for future risksealth
» Informed by evidence and experiences of other natio
Resourced * Direct long-term, recurrent budget towards drafting

implementation and evaluation
» Seek technical assistance
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Core elements

Sub-factors

Key areas of focus/principles

Ensure community awareness

Ensure population-wide communication and education
Consider targeting or tailoring of communicatiomattgies
based on demographic factors identified in thislgtas being
associated with awareness, including:

0 sex

0 parental status

Encourage community support

Explore and build on factors identified in this dguas being
associated with support, including:

o support for preventive health

o confidence in the legal system

0 perceptions of peer support

0 levels of concern for health issues

Promotive of a shared responsibility

Legislate individuals, industry and the governnitsalf

Risk-based enforcement

Objective risk assessments combined with graduatgabnses

Enforcement as education

Enforcement not as ‘punishment’ but as an oppastufor
education on health risks

Human rights consistency

Ensure legislation is consistent with internatiohaman rights
instruments and best practice

Montoring and evaluation

Levels of community awashand understanding

Continually monitor so as to inform communicatiahleation
strategy

Impact on health issues

Identify specific influence of law on related héwilhdicators

Human rights monitoring

Allow for independent monitoring of implementatioand
enforcement to ensure no human rights abuses

Workforce capacity

Monitor workforce capacity, understanding and skiti order
to inform workforce development needs and strategie

Cost-benefit analysis

Investigate the economic costs and benefits ofiphiglalth law
to add to the evidence base and arguments for mepitation
in other developing nation settings

Sharing of implementation success factors

Publish monitoring and evaluation data to infornblpuhealth
law strategies elsewhere

Adequacy of resourcing

Monitor government levels of funding (e.g., to exfment
agencies) to ensure a long-term commitment to digbbalth
law strategy
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7.5 Significance of the Study

It is well known that population health in Timordte is extremely poor. An
understanding of the broad range of factors thaseaand maintain illness in this
setting is growing, however, and much developmeassistance continues to be

provided in this regard.

However, almost entirely absent from publishedaaitdiscussion regarding how to
address health problems in Timor-Leste and otheeldping nations, has been one
of the most historically successful tools in thélpuhealth approach: public health
law and regulation. This study appears to beitisetb provide such a discussion of
related issues in Timor-Leste, and among the fosdo so in relation to any post-

conflict, developing nation.

Rather than assume levels of awareness and supp@ublic health law in the

community, and amongst health and legal professotias study has collected new
data in these areas. While data has highlighted pwareness of existing public
health law, it has also identified factors stateiy associated with levels of
awareness, and the health law domains for whiclhreavess was lowest. These
findings require clarification through further raseh, although their discussion in
this thesis has provided direction to that researd¢h the meantime, this study
provides the first evidence-based guidance on dwnaii health and deomographic

factors associated with low awareness of healtis|kgn.

It is significant also that this study has idewtfihigh levels of community and
professional support for public health law in Tinl@ste. This suggests that
adherence to such law in the community might bedg@amd that professionals in
health and legal sectors might be willing to assisthe implementation of a more
coordinated public health law strategy. The preseaf wide ranging support,
amongst the community in particular, might alscslgmificant in achieving political
willingness for public health law reform and itsguitisation within the Timor-Leste
government. Significantly, factors have also bawlentified that were statistically
associated with community support for public heddil, thereby highlighting ways

in which levels of support may potentially be mained or enhanced.
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Discussion in this thesis has shown public healihtb be an effective and relatively
inexpensive health strategy. Scrutiny of the tmealtid legal settings in Timor-Leste,
however, has highlighted a range of challenges e tevelopment and
implementation of such a strategy. The recommeémugatproposed in this thesis
provide realistic suggestions for overcoming thesalenges.

Finally, this thesis has provided what appearsdadhe first structured guidance to
the field of public health law within developingtimans by proposing a theoretical
framework to guide further research and implemematlt is hoped that significant
progress might be made in furthering understandifigpublic health law in

developing nations through the application of thésnework by other researchers

and health systems.

7.6 Limitations of the Study

This study has provided a background to the heatith legal systems in Timor-
Leste, with a focus on the current and potentidé rof public health law in

addressing a number of health priorities. A sirgglely could not possibly cover the
breadth of issues within this scope and a numbdinatations were inherent in the

methodological approach taken. These are ackngetedelow.

Literature review

A limitation of the approach to reviewing the baakgnd literature was of course the
restriction to the English language. While theana@rganisations of relevance, such
as the United Nations and WHO publish document&mglish, publications of
relevance to Timore-Leste may have also been dkaila Indonesian, Portuguese or
Tetun languages. Similarly, publications related public health law in other
developing nations might also be available in ageaof other languages. Due to
limitations in resources available for translatiomnly English language
documentation was sourced. Efforts were made, heryvéo search relevant foreign
sources (e.g., foreign government or aid agencysites) for documents that may be
published in English versions, but no reports dévance were identified through

this approach.
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Overcoming the reliance on English literature twegree was the incorporation into
this study of a strategy to interview Timorese tleahd legal professionals for their
perspectives. Interview participants were askedtlfieir opinions and knowledge
across a range of areas, including their suggestmmkey references relevant to this
study. Interviewees were encouraged to discusshbmes of any relevant non-

English language reports that they were aware of.

Searches of foreign internet sources and interviexts key local professionals
uncovered no foreign language material of relevaioc@ublic health law. It is
certainly possible that this is because very ligii¢ually exists (as appears to be the
case within the English language). However thisai@s a limitation that should be

addressed in future research.

Fieldwork location

This study’s community survey and interviews witleyk professionals were

conducted solely in Dili, the capital of Timor-Lest The limitation in this approach

is of course that Dili, while highly relevant toetlpurposes of the study for various
reasons, is not representative of the remainddrirabr-Leste. Indeed, outside of
Dili, inhabited areas are far less urbanised anusiderably more reflective of a

traditional or village lifestyle. A large numbef language and cultural groups are
present throughout the country and it would havenbienpossible in one study to

attempt to capture the potential differences.

In advising on the design of the study, culturalisors commented that the current
relevance of public health law outside of the apitas likely to be very low. For a
number of reasons, including this advice, a degisvas made to concentrate study
efforts in Dili. It is of course recommended tHature study investigates the
relevance of this study’s findings to other Tim&eagttings (and to other developing
nations). This was outside of the scope of thegmestudy, although a framework is

provided to guide future research.

Sampling issues
The community survey sample, given the use of gthgnsurvey instrument, was

appreciably large for a study of this type in aa@eping nation (n=245). A number
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of limitations remained, however. Most notablye tlample was younger in

comparison to the wider Dili population and congéairslightly more males (based on
comparisons to the most recent government cengas. dalso, the sample was not
entirely random. Indeed, obtaining a truly rand@ample was considered

unfeasible. Finally, the survey instrument wasgtated only into Tetun and

participants were required to be literate enoughwith translator assistance, self-
complete the survey. Tetun was chosen due tockesaaviedged widespread use
throughout Timor-Leste, and particularly Dili. émder to overcome many language
difficulties all surveys were, however, completadhe presence of a translator who,
with the researcher, was on hand to assist wittificktion.

Sampling issues were also apparent in the intesvienth key health and legal
professionals. Firstly, in comparison to the comityusurvey sample of 245, the
interview sample of 19 was much lower. This, hogreveflects the more extensive
nature of the interviews and a notably increaséfitdity in obtaining permission to
interview many persons of interest. Unfortunatefyore health than legal

professionals were interviewed also; however tras wot through lack of approach.

Scope

The scope of this study was limited both by resimgréas a postgraduate study) and
focus. In terms of focus, in what was an initis#psinto a large research area, it
would not have been possible to seek answers takntly unanswered questions.
Rather, this study focussed on select areas ofgohedalth law: road safety, food and
water safety, and tobacco- and alcohol-use. Thesecknowledged as significant

and/or emerging issues in the developing worlductiog Timor-Leste.

A large part of the study was also focussed sptifi on understanding community
and professional knowledge of, and support for,liputealth law. This approach
came from confidence (based on literature and ghtien) that these factors may be
important in the success of health law; howeveewofactors may clearly also be
important. Further study could be directed towamderstanding attitudes to law in
other areas of health (e.g., communicable diseas&at), and indeed other factors
in the implementation of health law that are highted by the model proposed in
this thesis (see 7.4).
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7.7 Conclusions

This study arose from the observation that intéonat assistance to developing
nations, particularly in post-conflict situationtsas been weighted heavily towards
aid targeting very specific, immediate prioritiegth relatively limited concurrent

focus on building lasting, autonomous systemic cép# those nations.

In Timor-Leste a stark example of this is in thalllesystem-strengthening approach
of public health law, a historically successfubstgy that has become enmeshed into
health systems throughout the developed world.oVer ten years of significant
development assistance, very little focus has lescted towards improving or
enforcing public health legislation in Timor-Lestdespite the nation having
significant health concerns for which legislatiomshshown to be particularly
successful (e.g., tobacco control, road safety, nconicable disease control).
Indeed, very little attention has been directed a@ls understanding the use or
potential of public health law in the developingridan general.

This study has sought to outline and examine sdntieeocritical supporting factors
for a successful public health law approach in Tiheste. While it has provided
important new data on levels of public and profasai awareness and support of
public health law, it has also looked further ithe system capacity constraints and

political issues that might currently hinder a geedocus on health law.

There exists very little direction within the pudsied literature for how to begin to
examine public health law in a low income, devabgpnation setting. A famework
has been proposed to address this by providing ago& to future critical
examination and implementation of public health lewTimor-Leste and similar
settings. It is hoped that this will provide imp&tand direction to further efforts to
understand and utilise what is arguably an undesedi approach in developing

nations.
Population health, and the government's capacity ingrove it, remains

exceptionally low in Timor-Leste, despite signifintanternational assistance. While

such assistance will arguably need to continuenfany years, a comprehensive,
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concurrent strategy to strengthen the health sy#tsti has not received due focus.
Public health law reform offers a relatively inergve and lasting means to
strengthen the health system’s approach to populdtealth. Given continued,
extremely poor levels of population health, it iguably time to begin to examine

the potential for the legislative approach to Healt
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SURVEY ON HEALTH AND LAW IN EAST TIMOR

Checklist (please tick as appropriate):

| have read the ‘Information Sheet' [ ]
« | have signed the ‘Consent form’ []

“Firstly, thank you for agreeing to help with thisurvey. If you have any questior

please just ask the researcher”.

1. What is your gender? Mal¢ | Female [_]

2.What is your age?

3. What is the name of the town or village that youveli in?

4.How long have you lived there?Years =~ Months

5. Were you born in East Timor? Yek | No [ ]

If you were not born in East Timor, where were

born?

6. Which of the following best describes your margtdtus?

Married [ ] Single [ ] Divorced/Separated ]

Widowed [ ] De-Facto [ ]

7.How many children do you have?

o[ ] 1[] 2[] 3[] 4[] 5[] 6[] Morethan§g ]
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8. How many people live in your household?

9. What is the main language spoken in your household?

Tetun [ ]  Portuguese[ ] Bahasd |
Other [ ] ... What other language is this?

10.Did you go to school?  Yeqd | No [ ]

(If yes):What is your highest level of education?

Completed some primary school [ ]
Completed primary school []
Completed some secondary schodl |
Completed secondary school []
Completed some tertiary educatiop |

Completed tertiary level course [ ]

11.Which of the following best describes your currentrk status?

Employed for wages
Self-employed
Home duties
Student

Retired

oo on

Not currently working

What is your usual/most recent

occupatic
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12.You do not have to answer this if you do not want what is your usual weekly

income?

$US:

13. You do not need to answer this question if you tlevant to — what is you|r

religion?

Roman Catholi¢ | Muslim[_] Protestanit |
None[_]
Other[_] ... What other religion is this?

14. Do you smoke tobacco? Yes[ | No[ ]

(If yes): How many cigarettes do you usually smpkeday?

1-5 []
5-10 ]
10-15 ]
15-20 []

More than 20[ ]

If you do not currently smoke, have you esaroked?  Yes[ | No[ ]
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15.Have you had an alcoholic drink of any kind in fast 12 montt%
Yes[ ] Nol[]

(If yes):How often do you drink?

Occasionally (less than weekly)
Once or twice a week

[]
[]
A few times a week []
Nearly every day []

[]

Every day

(If yes): On days that you drink, how much do yaesually drink? ¢ne
‘drink’ is the equivalent of one small glass ohej one can of mid-strength beer,

one small glass of spirits

1 drink

1-3 drinks

3-6 drinks

More than 6 drinks

HEEREEN

If you do not currently drink alcohol, have you etéed alcohol?

Yes [ ] No []

16.Do you use any of the following as a form of tram$gor more than 30 minute
per weeR

Walking [] car [ ] Boat []
Motorbike [ ]  Bicycle []  Truck []
Bus [] Taxi []
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“The next group of questions will be about health...”

17.1n general, how would you rate your health tdtiay

Very good
Good
Average
Bad

Very bad

Ooogdn

18.1n the past weekhave your daily activities been affected by ploealth at all?

Severely affected [ ]
Somewhat affected [ ]
Unsure []
Not really affected [ ]
Not affected at all [ ]

19.Do any of your close family members currently hamg health problems?

Mother? [ 1> (Detail:
Father? [ ] (Detail:
Sons? [ ] (Detail:
Daughters? [ |- (Detail:
Siblings? [ ] (Detail:

SN’ N’ N N N
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20.Overall, how important is it to you, personally,iiave good health?

Very important
Somewhat important
Unsure

Somewhat unimportant

oo do

Not at all important

21.Overall, what do you think is the most urgent Hegaltoblem in East Timor?

What do you think is the main cause of this?

22.What are some of the other important health problentast Timor?

23. Personally, do you think that having a healthy pajpon is a more urgen

priority than...

...having a good education system? Yéds No[ ] Unsuré_|
...having a strong economy? Yies No[ ] Unsurg |
...having low rates of unemployment? Yies No[ ] Unsurg |
...having low rates of crime? Yés] No|[ ] Unsuré_|
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24. Are you concerned about road safety (car accijlantsast Timor?

Not concerned ] A little concerned | Moderately concerned |
Very concernefl ]

25. Are you concerned about HIV/AIDS in East Timor?

Not concerned ] A little concerned_| Moderately concerndd]

Very concerned |

26.Are you concerned about malaria in East Timor?

Not concerned ] A little concerned_] Moderately concerndd|

Very concerned |

27.Are you concerned about young people drinking adtahEast Timor?

Not concerned ] A little concerned_| Moderately concerned

Very concernedl |

28. Are you concerned about alcohol abuse in generahst Timor?

Not concerned ] A little concerned ] Moderately concerned

Very concerned |

29.Are you concerned about drug abuse in East Timor?

Not concerned ] A little concerned_] Moderately concerned

Very concerned |
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30. Are you concerned about young people smoking tabacE&ast Timor?

Not concerned ] A little concerned_| Moderately concerned [ ]
Very concernefl ]

31.Are you concerned about people in general smokihgdco in East Timor?

Not concerned ] A little concerned_| Moderately concerned [ ]

Very concerned |

32. Are you concerned about the safety of the foodastHimor?

Not concerned ] A little concerned_] Moderately concerned [ ]

Very concerned |

33.Are you concerned about the safety of the drinkuager in East Timor?

Not concerned ] A little concerned_| Moderately concerned [ ]

Very concernedl |

34.Are you concerned about environmental pollutiokast Timor?

Not concerned ] A little concerned ] Moderately concerned [ ]

Very concerned |

35.Overall, how would you rate the general healthhef East Timorese population

Very good
Good
Unsure

Poor

Ooodo

Very poor
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36. How satisfied are you with your local health seeg? By services, | mean

hospitals and clinics?
Very satisfied
Satisfied
Unsure

Somewhat unsatisfied

Ooodo

Very unsatisfied

37. Regarding health, do you agree with the statemgrgvéention is better tha)n

cure’?

Strongly agree ]
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]

Strongly Disagree [ ]

38.Can you list any negative health effects of drigkatcohol?

39.Can you list any negative health effects of smokotzacco?

40.What factors do you think lead to injury in roacidents?
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41.What factors do you think can lead to illness eddab food consumption?

42. What factors do you think can lead to illness edato drinking water

consumption?

43.How would you say that HIV/AIDS is spread?

44.How would you say that malaria is spread?

45.Would you say that it is OK to drive a vehicle untle influence of alcohol?

Sometimes_| Always[ ] Never[ ] Unsure[_]

46.Would you say that it is OK to drive a vehicle vath using a seatbelt?

Sometimes_| Always[ ] Never|[ ] Unsure[ ]
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47.Would you say that it is OK to ride a motorbike atit wearing a helmet?

Sometimes_| Always[ ] Never|[ ] Unsure[ ]

48.Would you say that it is OK to drive faster thar thosted speed limit?

Sometimes_| Always[ ] Never|[ ] Unsure[ ]

“The next group of questions will be about laws...”

49. Firstly, overall, how well do you think the legaistem in East Timor functions?

Verywell [ ]
Satisfactory [_]
Unsure []
Not very well [_]
Very badly [ ]

50.Do you agree with the statement, ‘laws were meabetbroken’?

Strongly agree []
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]

Strongly Disagree [ |
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51.Overall, are you confident that there is a goodesyan place to ensure justice
East Timor?

Very confident
Somewhat confident
Unsure

Somewhat not confident

oo

Not at all confident

52.Do you think that there most people in the commugénerally follow the law?

Sometimes_| Always[ ] Never|[ ] Unsure[ ]

53.Can you think of any laws in place that are reldtedealth?
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54. Do you know if it is illegal in East Timor to traven a car without using

seatbelt?
Legal [ ] Illegal [ ] Unsure[ ]

Do you agree or disagree that there should be argwace to ensure that peoy

must wear a seatbelt when in a car?

Strongly agree ]
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]
Strongly Disagree [ |

Do you think that most others in the community wabagree with such a law?

Yes [ ] No [] Unsurel]

e

55.Do you know if it is illegal in East Timor to driveevehicle under the influence

alcohol?
Legal [ ] lllegal [ ] Unsure[ ]

Do you agree or disagree that there should be anglace to ensure that people
not drive a vehicle under the influence of alcohol?

Strongly agree ]
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]

Strongly Disagree [ ]

Do you think that most others in the community vbagree with such a law?

Yes [ ] No [] Unsurel]

do
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56. Do you know if it is illegal in East Timor to riden a motorbike without

helmet?

Legal [ ] Illegal [ ] Unsure[ ]

Do you agree or disagree that there should be argwace to ensure that peoy

riding on a motorbike must wear a helmet?
Strongly agree []
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]

Strongly Disagree [ ]

Do you think that most others in the community wabagree with such a law?

Yes [] No [] Unsure[ ]

57.Do you know if it is illegal in East Timor for cliten to buy tobacco?

Legal [ ] Illegal [ ] Unsure[ ]

Do you agree or disagree that there should be lavp$ace to ensure that childre

cannot buy tobacco?
Strongly agree ]
Somewhat agree  [_]
Unsure []
Somewhat disagree[ ]

Strongly Disagree [ |

Do you think that most others in the community wabagree with such a law?

Yes [ ] No [] Unsurel]

14
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58.Do you know if it is illegal in East Timor for clditen to buy alcohol?

Legal [ ] lllegal [ ] Unsure[ ]

Do you agree or disagree that there should be iavpdace to ensure that childre

cannot buy alcohol?
Strongly agree []
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]
Strongly Disagree [ ]

Do you think that most others in the community vbagree with such a law?

Yes [] No [] Unsure[ ]
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59. Do you know if there are laws in East Timor thay siae food you purchas

should be safe — that is, not make you sick?

Yes [] No [] Unsure[ ]

Do you agree or disagree that there should be layace to ensure that the fo
you purchase is safe (will not make you sick)?

Strongly agree ]

Somewhat agree [ ]

Unsure []

Somewhat disagree[ ]

Strongly Disagree [ |

Do you think that most others in the community wabagree with such a law?

Yes [ ] No [] Unsurel]
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60. Do you know if there are laws in East Timor thay $hat the environmen

including the water supply should not be pollutednade unhygienic?

Yes [ ] No [] Unsurel]

Do you agree or disagree that there should be lawslace to ensure that th

environment/water supply is not polluted or madeygenic?
Strongly agree []
Somewhat agree  []
Unsure []
Somewhat disagree[]

Strongly Disagree [ ]

Do you think that most others in the community wabagree with such a law?

Yes [ ] No [] Unsurel]

[,

e

61. Overall, do you think that health regulations sashthose mentioned might be a

good way to prevent illness or injuries in the coummty?
Strongly agree []
Somewhat agree  []
Unsure []
Somewhat disagree[]
Strongly Disagree [ ]
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62.Using the example of a law banning the sale ofd¢obdo children, which of th

[1°)

following do you think would be appropriate penssti...

A financial penalty for the child?

Yes[ ] No[ ]

A financial penalty for the child’'s parents?

Yes[ | No[ ]

A financial penalty for the tobacco seller?

Yes[ ] No[ ]

The tobacco seller being permanently banned fragliing tobacco?

Yes[ ] No[ ]

The tobacco seller being temporarily banned fretting) tobacco?

Yes[ ] No[ ]
Compulsory education classes for the child?
Yes[ | No[ ]

Compulsory education classes for the tobaccor8elle
Yes[ ] No[ ] Other?

63. Do you have any specific suggestions for healtateel regulations that might be

useful in East Timor?
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64. Do you have any other general suggestions to ingotbe health of the Ea

Timorese population?

|92}

“We have reached the end of the survey. Thank yowery much for your time —

it is greatly appreciated. If you have any questios, please ask the researcher”
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SURVEI KONABA SAUDE NO LEIIHA TIMOR LESTE

Checklist (favor tau sinal ho risku iha fatin lolds

* Hau le ona “Surat Informasaun” nian []
* Hau asina ona “formulariu konsentimentu” nian []

“Uluk liu, hau hato’o obrigadu tan itabot simu atdo tulun iha survey ne’e. lha

pergunta ruma karik halo favor husu de’it ba peskidor”

1. ltabot? Mane[ | Feto [ ]

2. ltabot nia tinan hira?

3. Itabot nia helafatin naran sa?

4. ltabot hela iha fatin nebd tinan hira ona? Tinan Fulan

5. ltabot moris ita Timor Leste? Lo$ | Lae [ ]

Itabot lamoris iha Timor Leste Kkarik, itabot morisha rai ida

nebé?

6. Tuir mai ne’e, ida nebé mak haktuir lolés itabat wida kabena’in nian?

Kabena’in [ ] Klosan [ ] Divorsiadu/Separad{ ]
Faluk [] De-Facto [ ]
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7. ltabot nia oan na’in hira?

o[ ] 1[] 2[] 3[1] 4[] 5[] 6[] Lunaine[]

8. Ema na’in hira mak moris hamutuk iha itabot nia kaia?

9. Lian ida nebé mak koalia liu iha itabot nia umakRain

Tetun [ ]  Portuges [ ] Bahasa ]
Seluk [ ] ... Lian ida nebe tgh

10. Itabot uluk ba eskola?  Lo$ | Lae [ ]
(Los karik):Itabot eskola to’o klase hira?
Remata klase ruma iha eskola primaria

Remata eskola primaria

Remata klase ruma iha eskola sekundaria

HEEEEN

Remata eskola sekundaria
Remata semester ruma iha edukasaun tersiarig |

Remata kursu edukasaun tersiaria []
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11.Tuirmai ne’e, idanebé mak haktuir lolds itabot vida serbisu nian?

Serbisu ba pagamentu
Serbisu mesak

Halo serbisu iha uma
Estudante

Reformadu

oo on

La iha serbisu

Baibain/ikus liu itabot serbisu saidd

12. Itabot lakohi Kkarik, lalika hatan ba pergunta idgen— Baibain itabot hetan 0s:

hira iha semana ida nia laran?

$US:

13.Itabot lakohi karik, lalika hatan ba pergunta iggen- Itabot nia relijiaun saida?

Katoliku [_] Muslim[_] Protestanté ]
Laiha relijiaun[_]  Seluk[ ] ... Relijiaun seluk ida nel®e

14. ltabot fuma tabaku? Lds] Lae[ ]

(Los karik): Baibain iha loron ida, itabot fumaaru lolon hira?

1-5 []
5-10 ]
10-15 ]
15-20 ]
Liu 20 L]

Oras ne’e itabot lafuma Karik, uluk itabot fum&ka Los[ | Lae[ ]
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15. lha fulan 12 liu ba nia laran, itabot hemu buat aum alkol karik?

Los[ ] Lael |

(Los karik):Itabot hemu dala hira?

Dalaruma (liu semana ida dalaida) []

Dalaida ka dalarua semana ida nia laran[_]

Dalaruma iha semana nia laran []
Bele dehan lor-loron []
Lor-loron la falta []

(Los karik): “hemu ida” hanesan hemu tintu kopu idiha loron nebe itabot
hemu, itabot baibain hemu to’o hira? (tintu kopa,iderveja kalen ida ka alkol kopu

ki'ioan ida)

hemu 1
hemu 1-3
hemu 3-6

Liu 6 ba leten

HEEREEN

Oras ne’e itabot lahemu karik, uluk itabot hemuwbKarik?

Los [ ] Lae [ ]

16. Itabot uza karik buat hirak tuir mai ne’e hanekama transporte liu minutu 30

iha semana ida nia lar&én

La'odeit [ ] Kareta [] Bero []
Motor [] Bisikleta []  Truk []
Bis [l Taxi ]
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“Pergunta grupu tuirmai ne’e sei kona ba saude...”

17.Em jeral, oinsa itabot sukat itabot nia saude neas daudaun

Di'ak teb-tebes []
Di'ak []
Normal []
Ladi’ak []
Ladi'ak teb-tebes [ ]

18.lha semana kotuk, saude nebe ladun d’ak afetatitab®erbisu lor-loron karik?

Afeta maka’as teb-tebes [ ]
Dalaruma afeta L]
Ladun hatene []
Ladun afeta []

[]

La afeta buat ida

19. Itabot nia membru familia ruma oras ne’e iha protdesaude nian?

Inan? [ 1> (esplika:

Aman? [ 1> (esplika:

Oanmane sird?] > (esplika:

Oanfeto sira?[_| > (esplika:

M’ Nl N N N

Maunalin siraP ] > (esplika:
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20. Em jeral, oin s itabot haré katak hetan saudé di&ge importante tebes ba ita

nia an rasik?

Importante teb-tebes
Importante

Ladun hatene

Ladun importante

La importante liu

oo

21. Em jeral, tuir itabot hanoin problema saude idaenetak urjente liu iha Timor

Leste?

Tuir itabot nia hanoin sa de’it mak nudar abut neasusu problema hirak ne’e?

22. Sa de’it mak hanesan problema saude sira selukmebamportante iha Tima

Leste?

=

23. Pesoalmente, itabot hanoin katak hetan populagskunabe iha saude diak m

prioridade urjente liu fali...

...iha sistema edukasaun ida nebe di'ak?

...iIha ekonomia ida nebe forte/maka’as?

...iIha numeru ki'ikk dezempregadu sira?

...iIha numeru ki'ik krime sira?

[Lds

Lds

Lok
Lbs]

Lae[ ]
Lae[ |
Lae[ |
Lae[ ]

Lahatene[ ]
Lahatene [ ]
Lahatene [ ]
Lahatene| ]

ak
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24. Itabot hatene kona ba seguransa trafiku nian éagdkareta nian) iha Timc

DI

Leste?

La hatene [ ] Hatene uitoar{_] Ladun hatene []
Hatene lolos [ ]

25. Itabot hatene kona ba HIV/AIDS iha Timor Leste?

La hatene [ ] Hatene uitoar_] Ladun hatene []
Hatene lolos [ ]

26. Iltabot hatene kona ba Malaria iha Timor Leste?

La hatene [ ] Hatene uitoar_] Ladun hatene []
Hatene lolos [ ]

27.ltabot hatene kona ba foinsae sira hemu alkol ileof Leste ?

La hatene [ ] Hatene uitoar_] Ladun hatene []
Hatene lolos [ ]

28.Itabot hatene kona ba abuzu alkol nian iha Timatd®

La hatene [ ] Hatene uitoar_] Ladun hatene []
Hatene lolos [ ]

29. Itabot hatene kona ba abuzu droga nian iha Timste2e

La hatene [ ] Hatene uitoar_] Ladun hatene []

Hatene lolos [ ]
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30. Itabot hatene kona ba foinsae sira nebe fuma tabaklimor Leste?

La hatene [ ] Hatene uitoar_] Ladun hatene []
Hatene lolos [ ]

31.ltabot hatene kona ba ema barak mak fuma tabaktinher Leste?

La hatene [ ] Hatene uitoar_] Ladun hatene []

Hatene lolos [ ]

32.Itabot hatene konaba seguransa hahan nian iha Tieste?

La hatene [ ] Hatene uitoar_] Ladun hatene []

Hatene lolos [ ]

33.Itabot hatene kona ba seguransa hemu be més ita Taste?

La hatene [ ] Hatene uitoar_] Ladun hatene []
Hatene lolos [ ]

34. Itabot hatene kona ba poluisaun meiu ambienteihafimor Leste?

La hatene [ ] Hatene uitoar_] Ladun hatene []

Hatene lolos [ ]

35.Em jeral, oinsa itabot hanoin konaba nivel saugmifsaun Timor Leste nian?

Diak teb-tebes
Di'ak

Ladun hatene
At

At teb-tebes

Ooodo
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36. Oinsa itabot haksolok kona asistensia saude |okail?serbisu, hanesan ospital

no klinika sira?

Haksolok teb-tebes
Haksolok
Ladun hatene

Ladun haksolok

oo do

La haksolok liu

37. Konaba saude, itabot konkorda ho lia menon ‘preverak diak liu halg

kurativu’?

Konkorda teb-tebes
Dalaruma konkorda
Ladun hatene

Dalaruma la konkorda

Ooodo

La konkorda teb-tebes

38. Itabot bele halo lista ida konaba efeitu negatiemhb alkol ba saude?

39. Itabot bele halo lista ida kona ba efeitu negativna tabaku nian ba saude?
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40. Tuir itabot nia hanoin, faktor saida mak halo ensiah kanek ka mate iha

asidente trafiku nian?

41. Itabot bele dehan katak han hahan nebe laos fieske'in ladun diak bele halo

ita moras?

42. Itabot bele dehan katak hemu bé nebe la nono keebé hetan poluisaun bele

halo ita moras?

43.0in sa itabot bele dehan katak moras HIV/AIDS dbhabeibeik?

44.0in sa itabot bele dehan katak moras Malaria daidieibeik?

269



45. Itabot bele dehan katak laiha buat ida wainhira kasa kareta hodi hemu alkol

Dala rumd_| Nafatin[_] Nunka[_] Ladun
hatene [_]

)

46. Itabot bele dehan katak laiha buat ida wainhira éaex kareta lapresiza u
sintu?

Dala rumd_| Nafatin[_] Nunka[_] Ladun
hatene [_]

7a

47.Itabot bele dehan katak laiha buat ida wainhira sa¥a motor la tau kapasete?

Dala rumd_] Nafatin[_] Nunka[ ] Ladun
hatene [_]

48. ltabot bele dehan katak laiha buat ida wainhira kas kareta ka motor halai |

limite velosidade nian?

Dala rumd_] Nafatin[_] Nunka[ ] Ladun
hatene [_]

u
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“Perguntas grupu tuir mai ne’e sei kona ba lei ...”

49. Ulukliu, em jeral, oinsa itabot hanoin katak leibeefunsiona iha Timor Leste
la’o ho diak ?

Diak teb-tebes
Satisfatoriu
Ladun hatene
Ladun di'ak

At teb-tebes

Ooogdn

50. Itabot konkorda ho liafuan hirak ne’'e “Lei ne’e ti@tu ema hakat liu” ?

Konkorda teb-tebes [ ]
Dalaruma konkorda []
Ladun hatene []
Dalaruma la konkorda]
La konkorda teb-tebgés]

51. Em jeral, itabot fiar katak iha ona sistema diak bametin justisa iha Timaqr

Leste?

Fiar teb-tebes
Dalaruma fiar
Ladun hatene
Dalaruma la fiar

Lafiar liu kedas

Ooogdn
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52.Itabot hanoin katak ema barak iha komunidade readmente tuir lei?

Dalarumd_] Semprdg_| Nunka[_] Ladun
hatene [_]

NJ

53. Itabot bele hanoin konaba lei ruma nebe hala’o orak iha relasaun ho saude

54. Itabot hatene katak halo viajen ho kareta iha Tileste nia laran hodi la tgu

sintu ne’e ilegal?

Legal [ ] llegal [ ] Ladun hatene [ ]

Iltabot konkorda ka la konkorda katak tenke ihaidai atu hametin katak ema sira

tenke tau sintu wainhira sira sa’e kareta?

Konkorda teb-tebes [ ]
Dalaruma konkorda []
Ladun hatene []
Dalaruma la konkorda]
La konkorda teb-tebés]

Itabot hanoin katak iha ema barak iha komunidadba isei simu lei hanesan neé ?

Llos [ ] Lae [] Ladunhatene[ ]
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55. Itabot hatene ona katak iha Timor Leste wainhirar Keareta hemu tua ne

ilegal?

Legal [ ] llegal [ ] Ladun hatene [ ]

ltabot konkorda ka la konkorda katak tenke ihaidai atu hametin katak ema s

labele kaer kareta hodi hemu tua ?

Konkorda teb-tebes [ ]
Dalaruma konkorda [_]
Ladun hatene []
Dalaruma la konkordal]
La konkorda teb-tebés]

Itabot hanoin katak iha ema barak iha komunidadba sei simu lei hanesan neé ?

Los [ ] Lae [] Ladunhatene[ ]

56. Iltabot hatene ona katak iha Timor Leste wainhira emma sa'e motor la ta

kapasete ne’e ilegal?

Legal [ ] llegal [ ] Ladun hatene [ ]

Itabot konkorda ka la konkorda katak tenke ihaidai atu hametin katak ema s
nebe sa’e motor tenke tau kapasete?

Konkorda teb-tebes[ ]

Dalaruma konkorda[ ]

Ladun hatene []

Dalaruma la konkorda

La konkorda teb-tebes

[tabot hanoin katak iha ema barak iha komunidadba sei simu lei hanesan neé ?
Llos [ ] Lae [] Ladunhatene[ ]

273

e



57. ltabot hatene ona katak iha Timor Leste winhiraatdbsira sosa tabaku nefe

ilegal?

Legal [ ] llegal [ ] Ladun hatene [ ]

Itabot konkorda ka la konkorda katak tenke ihadaiatu hametin katak labarik si
labele sosa tabaku ?

Konkorda teb-tebes[ ]

Dalaruma konkorda[ ]

Ladun hatene []

Dalaruma la konkorda

La konkorda teb-tebgd

Itabot hanoin katak iha ema barak iha komunidada sei simu lei hanesan neé ?

lLos [ ] Lae [] Ladunhatene[ ]

ra

58. ltabot hatene ona katak iha Timor Leste winhiraaftdbsira sosa alkol ne’

ilegal?

Legal [ ] llegal [ ] Ladun hatene [ ]

Itabot konkorda ka la konkorda katak tenke ihadaiatu hametin katak labarik si
labele sosa alkol ?

Konkorda teb-tebes[ ]

Dalaruma konkorda[ ]

Ladun hatene []

Dalaruma la konkorda

La konkorda teb-tebes

Iltabot hanoin katak iha ema barak iha komunidabarsei simu lei hanesan neé ?P

Llos [ ] Lae [] Ladunhatene[ ]

ra
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59. ltabot hatene ona katak iha Timor Leste iha lddendehan katak hahan ne

itabot sosa ne’e iha seguransa — ne’e dehan lattalolitabot hetan moras?

Los [ ] Lae [] Ladunhatene[ ]

Itabot konkorda ka la konkorda katak tenke ihadaiatu hametin katak hahan ne
itabot sosa ne’e iha seguransa (sei lahalo italooas)?

Konkorda teb-tebes[ ]

Dalaruma konkordal[ ]

Ladun hatene []

Dalaruma la konkordal

La konkorda teb-tebled

Itabot hanoin katak iha ema barak iha komunidadba sei simu lei hanesan neé ?

lLos [ ] Lae [] Ladunhatene[ ]

be

be

60. Itabot hatene ona katak iha Timor Leste iha leiengghan katak meiu ambien

ho tan bé mos labele hetan poluisaun ka laihaeifien

Los [ ] Lae [] Ladunhatene[ ]

Itabot konkorda ka la konkorda katak tenke ihaidlsi atu hametin katak me
ambiente/ bé mos lahetan poluisaun ka laiha ijiene

Konkorda teb-tebes[ ]

Dalaruma konkorda[_]

Ladun hatene []

Dalaruma la konkordal]

La konkorda teb-tebed

Itabot hanoin katak iha ema barak iha komunidadba sei simu lei hanesan neé ?

Llos [ ] Lae [] Ladunhatene[ ]

le,

u
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61.Em jeral, itabot hanoin katak regulamentu konaéhale hanesan dehan tiha o
bele sai dalan di'ak ida atu prevene moras ka kédrekomunidade?

Konkorda teb-tebes [ ]

Dalaruma konkorda []

Ladun hatene []

Dalaruma la konkorda]

La konkorda teb-tebés]

62. Kaer ezemplu lei nebe bandu fa’an tabaku ba lalsrék tuir mai ne’e ida neb

mak tuir itabot nia hanoin bele uza hanesan pesddithulta nebe di'ak liu ....

Fo multa osan ba labaik sira?

Los[ | Lael ]

Fo multa osan ba labaik sira nia inan aman?

Los[ | Lae[ ]

Fo multa osan ba ema nebe fa'an tabaku?

Los[ | Lael ]

Fa’an tabaku na’in sira hetan bandu permanteaéain tabaku?

Los[ | Lae[ ]

Fa’an tabaku na’in sira hetan bandu temporaridagtun tabaku?

Los[ | Lael ]

Edukasaun obrigatiriu ba labarik sira iha klase?

Los[ | Lael ]
Edukasaun obrigatoriu ba fa’an tabaku na’in $ieaklase?
Los[ | Lae[ ]

Seluk tan?
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63. Itabot iha sujestaun espesial ruma kona ba regulansgra nebe iha relasaun ho

saude nebe bele halo diak iha Timor Leste?

64. Itabot iha sujestaun jeral selu-seluk tan atu laapgopulasaun Timor Leste nia

saude?

“Ita to’o ona survei nia rohan. Obrigadu barak ba itabot nia tempu — ami
apresia teb-tebes itabot nia tulun. Itabot iha pegunta ruma karik, halo favor

husu ba peskizador ”
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Curtin=

University of Technology

INTERVIEW ONHEALTHAND LAW IN EAST TIMOR

Checklist (please tick as appropriate):

+ ‘Information Sheet’ has beenread [ ]
« ‘Consent form’ has been signed ]

“Firstly, thank you for agreeing to participate ithis survey. If you have any

guestions please just stop me at any time and ask”.

1.Male [ ] Female [ ]

2.Can | start by asking how old you are? Age:

3. Where were you born? Country:

4. Where do you currently live? Country:

5. How long have you lived there? Years _ Months

6. Which of the following best describes your margtdtus?

Married

De-Facto

Single
Divorced/Separated
Widowed

Ooogdn
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7.Do you have any children?

No []..GOTOS
Yes [ ]....How many children do you have?

8. How many people live in your household? Numberedpe:

9. What is the main language spoken in your household?

Language:

10.What is your highest level of education?

Completed some primary school [ |
Completed primary school []
Completed some secondary scho@l |
Completed secondary school []
Completed some tertiary educatioh |
Completed tertiary level course [ ]
Completed post-graduate studies ]
Other:

11.Which of the following best describes your currentrk status?

Employed for wages [ ]...GOTO 12
Self employed [ ]...GOTO 13
Unemployed/Between jobs[ ]...GO TO 14
Retired []..GOTO 14
Homemaker [ ]...GOTO 14
Student [ ]...GOTO 15
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12.What is your current position title?

Title:

Who is your employer?

Employer:

Which section of the organisation do you work in?

Section:

Is this position casual, part-time, or full-time?

(@ Pl FTL]

How long have you been employed in this positionP YM: [ JW: [ ] D: [ ]

How long have you been employed in this generdd?iey:[ | M: [ JW: [ D:[]

GO TO 16

13.Do you have a formal business name?

Name:

What IS the nature of your work”
How long have you been in this business? [YM: [ Jw:[]D:[]

How long have you been in this general field? [M:M: [ ]w:[]D:[]

GO TO 16
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14.What was your most recent position title?
Title:

(If no previous employment GO TO 16)

Who was your employer?

Employer:

Which section of the organisation did you work in?

Section:

Was this position casual, part-time, or full-time?C[_] P/T] F/T[]

How long were you employed in this position? M: [ Jw:[]D:[]

How long were you employed in this general field?2[ ¥ M: [ ] W:[_] D: [ ]

GO TO 16

15.What course are you studying?

Course:

Which institution are you enrolled in?

Name:
In what year of your studies are you now in? Year:
Are you a part-time or full-time student? R FTL]

Are you specialising in any particular area (Wisagour thesis topic)?

GO TO 16
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16. You do not have to answer this if you don’t want twould you mind telling me

your usual weeklyncome?

$US: £ $AU:
Other denomination: Declined to answer |

17.You do not have to answer this question if you terdnt to — would you ming

telling me, what is your religion?

Religion: Declined to answér]

=

18. Do you smoke tobacco? Yes[ | No[ ]

(If yes): How many cigarettes do you usually smpkeday

1-5 ]
5-10 ]
10-15 []
15-20 ]

More than 20[ ]

If you do not currently smoke, have you ever sna@ke Yes[ | No[ ]
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19.Have you had an alcoholic drink of any kind in geest 12 montt®s Yes [ ]
No []

(If yes):How often do you drink?

Occasionally (less than weekly)
Once or twice a week

[]
[]
A few times a week []
Nearly every day []

[]

Every day

(If yes): On days that you drink, how much do yaesually drink? ¢ne
‘drink’ is the equivalent of one small glass of ejimne can of mid-strength beer,

one small glass of spirits

1 drink

1-3 drinks

3-6 drinks

More than 6 drinks

HEEEEE

If you do not currently drink alcohol, have you etéed alcohol?

Yes [ ] No []

20.Do you use any of the following as a form of tram$gor more than 30 minute
per weeR

Walking [] car [] Motorbike [ ] Boat [ ]
Bicycle [] Bus [] Taxi []  Truck []
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21.Have you visited East Timor?

Yes []

No [] GOTO22
Planning tovisit [ ] GO TO 22
On how many occasions? ]

When was the last time you were there? Year: Month:

How long in total have you spent in East Timor?

Y: [ IMm: [ Jw:[]D:[]

22. Could you please describe to me the nature of ymerest or work in Eas

Timor?
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“The next group of questions will be about health...”

23.In general, how would you rate your health tdtlay

Very good
Good
Average
Bad

Very bad

Ooodo

24.In the past weekhave your daily activities been affected by poealth at all?

Severely affected [ ]
Somewhat affected [ ]
Unsure []
Not really affected [ ]
Not affected at all [ ]

25.0Overall, how important is it to you, personally,itave good health?

Very important
Somewhat important
Unsure

Somewhat unimportant

Doogdo

Not at all important
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26.Overall, what do you think is the most urgent Healtoblem in East Timor?

What do you think is the main cause of this?

27.What are some of the other important health problemtast Timor?

28. For East Timor, do you think that having a healpimpulation is a more urge

priority than...

...having a good education system? Yés No[ ] Unsurég_|
...having a strong economy? Yes No[ ] Unsurg_|
...having low rates of unemployment? Yes No[ ] Unsuré_|
...having low rates of crime? Yés] No[ ] Unsurg_|

29. Weighing up health priorities, how much of a pehlis road safety in Ea
Timor?
Not as issu¢ | Of mild concern_| Of moderate concefn]

Of major concern_|

30. How much of a problem is HIV/AIDS in East Timor?

Not as issué | Of mild concerr_] Of moderate concein]

Of major concerm_|
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31.How much of a problem is malaria in East Timor?

Not as issu¢ | Of mild concern_| Of moderate concefn]
Of major concern_|

32. How much of a problem is the use of alcohol amongng people in Eag

Timor?

Not as issué | Of mild concerr_] Of moderate concein]

Of major concerm_|

33.How much of a problem is alcohol abuse in gener&8ast Timor?

Not as issu¢ | Of mild concern_] Of moderate concefn]
Of major concern_|

34.How much of a problem is the abuse of other dradgsast Timor?

Not as issu¢ | Of mild concern_| Of moderate concefn]
Of major concern_|

35. How much of a problem is the use of tobacco amomgng people in Eag

Timor?

Not as issué | Of mild concerr_] Of moderate concein]

Of major concern_|

D

36.How much of a problem is the use of tobacco in g@ne East Timor?

Not as issu¢ | Of mild concern_| Of moderate concefn]

Of major concern_|
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37.How much of a problem is food safety in East Timor?

Not as issu¢ | Of mild concern_| Of moderate concefn]
Of major concern_|

38.How much of a problem is the safety of the drinkiveger in East Timor?

Not as issu¢ | Of mild concern_] Of moderate concefn]

Of major concerm_|

39.How much of a problem is environmental pollutiorGast Timor?

Not as issué | Of mild concerr_] Of moderate concein]
Of major concerm_|

40.Overall, how would you rate the general healthhef East Timorese population

Very good
Good
Unsure

Poor

Ooogdn

Very poor

~J
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41. Overall, how would you rate the availabiliof health services in East Timo

By services, | mean hospitals and clinics?

Very good
Good
Unsure
Bad

Very bad

oo

Would you like to comment any further on the aafaility of health services?

r?

42. Overall, how would you rate the qualibf health services in East Timor? |

services, | mean hospitals and clinics?

Very good [ ]
Good []
Unsure []
Bad []
Very bad []
Would you like to comment any further on the gtyadif health services?
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43. Regarding health, do you agree with the statemgrdvéention is better than

cure’?

Strongly agree []
Somewhat agree [ ]
Unsure []

Somewhat disagree[ ]

Strongly Disagree [ |

44. In your opinion, what is the general East Timorgm®ulation’s level of
understanding of the health effects of drinkingphltm?

Excellenf ] Adequat¢ | Poofl | Verypoof | Unsurd ]

45. In your opinion, what is the general East Timorgmmulation’s level of

understanding of the health effects of smoking ¢aba&

Excellenf ] Adequat¢ | Poofl | Verypoof | Unsurd ]

46. In your opinion, what is the general East Timorgm®ulation’s level of
understanding of the major causes of injury in r@adidents — that is, spee
alcohol, seatbelt-use, helmet-use etc?

Excellenf ] Adequat¢ | Poofl | Verypoof | Unsurd ]

d1

47. In your opinion, what is the general East Timorgm®ulation’s level of
understanding of the methods by which HIV can lreag — that is, unsafe blood

injecting practices, unsafe sex?

Excellenf ] Adequat¢ | Poofl | Verypoof | Unsurd ]

or
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48. In your opinion, what is the general East Timorgm®ulation's level of

understanding of the method by which malaria ieag?

Excellenf ] Adequat¢ | Poofl | Verypoof | Unsurd ]

49. In your opinion, do members of the general EastoFese population see alcoh

as a risk factor in road accidents?

Definitely[ ] Mostlyf ] Notreallyf | Notatall ] Unsurd ]

ol

50. In your opinion, do members of the general Eastofése population see not

using a seat-belt as a factor in injury within r@eadidents?

Definitely[ ] Mostlyf | Notreallyf | Notatall ] Unsurd ]

51. In your opinion, do members of the general Eastofeése population see not

using a helmet on motorbikes as a factor in injuithin road accidents?

Definitely[ ] Mostlyf | Notreallyf | Notatall ] Unsurd ]

52. In your opinion, do members of the general EastoFese population se

excessive speed as a factor in road accidents?

Definitely[ ] Mostlyf | Notreallyf | Notatall ] Unsurd ]
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53. In your opinion, what is the general East Timorgsmulation’s level of

understanding of safe food handling and cookingtpes?

Excellenf ] Adequat¢ | Poofl | Verypoof | Unsurd ]

54. In your opinion, what is the general East Timorgsmulation’s level of
understanding of the health effects of drinkingydeld/dirty water?

Excellenf ] Adequat¢ | Poofl | Verypoof | Unsurd ]

“The next group of questions will be about laws...”

55. Firstly, overall, how well do you think the legaistem in East Timor functions?

Verywell [ ]
Satisfactory []

Unsure []
Not very well [_]
Very badly [ ]

Would you like to comment any further on the legydtem?
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56.Do you agree with the statement, ‘laws were meabetbroken’?

Strongly agree []
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]

Strongly Disagree [ |

57.Overall, are you confident that there is a goodesysn place to ensure justice

East Timor?

Very confident
Somewhat confident
Unsure

Somewhat not confident

Ooodo

Not at all confident

Would you like to comment any further?

58.Do you think that there most people in the commugénerally follow the law?

Sometimes_| Always[ ] Never[ ] Unsure[ ]
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59. Do you think that there is sufficient law enforcarhén place (police etc) t

ensure that laws are followed by the community?

Yes [ ] No [] Unsurel]

Would you like to comment any further?

O

60. Can you think of any laws in place that are reldtedealth?

61. Do you know if it is illegal in East Timor to traven a car without using

seatbelt?

Legal [ ] Illegal [ ] Unsure[ ]

Do you agree or disagree that there should be argwace to ensure that peoq

must wear a seatbelt when in a car?
Strongly agree []
Somewhat agree [ ]
Unsure []
Somewhat disagree[ |

Strongly Disagree [ ]

Do you think that most others in the community vebagree with such a law?

Yes [] No [] Unsure[ ]
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62.Do you know if it is illegal in East Timor to driveevehicle under the influence

alcohol?

Legal [ ] Illegal [ ] Unsure[ ]

Do you agree or disagree that there should be anlglace to ensure that people
not drive a vehicle under the influence of alcohol?

Strongly agree []

Somewhat agree  []

Unsure []

Somewhat disagree[_]

Strongly Disagree [ ]

Do you think that most others in the community vabagree with such a law?

Yes [ ] No [] Unsurel]

do

63. Do you know if it is illegal in East Timor to riden a motorbike without

helmet?

Legal [ ] Illegal [ ] Unsure[ ]

Do you agree or disagree that there should be arlgalace to ensure that peoy
riding on a motorbike must wear a helmet?

Strongly agree ]

Somewhat agree [ ]

Unsure []

Somewhat disagree[ ]

Strongly Disagree [ ]

Do you think that most others in the community vbagree with such a law?

Yes [] No [] Unsure[ ]
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64.Do you know if it is illegal in East Timor for claiten to buy tobacco?

Legal [ ] Illegal [ ] Unsure[ ]

Do you agree or disagree that there should be lavp$ace to ensure that childre

cannot buy tobacco?
Strongly agree []
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]

Strongly Disagree [ ]

Do you think that most others in the community wabagree with such a law?

Yes [ ] No [] Unsurel]

14

65.Do you know if it is illegal in East Timor for chiten to buy alcohol?

Legal [ ] Illegal [ ] Unsure[ ]

Do you agree or disagree that there should be iavdace to ensure that childre

cannot buy alcohol?
Strongly agree ]
Somewhat agree [ ]
Unsure []
Somewhat disagree[ |
Strongly Disagree [ |

Do you think that most others in the community vabagree with such a law?

Yes [ ] No [] Unsurel]

124
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66. Do you know if there are laws in East Timor that #ze purchased food should

be safe?

Yes [ ] No [] Unsurel]

Do you agree or disagree that there should beilmwkce regarding food safety?

Strongly agree []
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]

Strongly Disagree [ ]
Do you think that most others in the community wabagree with such a law?

Yes [ ] No [] Unsurel]

67. Do you know if there are laws in East Timor thay $hat the environment,

including the water supply should not be pollutednade unhygienic?

Yes [] No [] Unsure[ ]

Do you agree or disagree that there should be lawgslace to ensure that the

environment/water supply is not polluted or madeygnenic?
Strongly agree []
Somewhat agree  []
Unsure []
Somewhat disagree[]

Strongly Disagree [ ]

Do you think that most others in the community vebagree with such a law?

Yes [] No [] Unsure[ ]
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68. Overall, do you think that health regulations sashthose mentioned might be

good way to prevent illness or injuries in the EEgtorese community?

Strongly agree ]
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]
Strongly Disagree [ |

69. Using the example of a law banning the sale ofd¢dobdo children, which of th

[1°)

following do you think would be appropriate/suitalpenalties in East Timor....

A financial penalty for the child?

Yes[ | No[ ]

A financial penalty for the child’'s parents?

Yes[ ] No[ ]

A financial penalty for the tobacco seller?

Yes[ | No[ ]

The tobacco seller being permanently banned fragtiing tobacco?

Yes[ ] No[ ]

The tobacco seller being temporarily banned frefting) tobacco?

Yes[ | No[ ]

Compulsory education classes for the child?

Yes[ ] No[ ]

Compulsory education classes for the tobaccor8elle
Yes[ | No[ ]

Other?...
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70. Do you think that an increased focus on health legguns would be wel

received by the East Timorese population?

Strongly agree ]
Somewhat agree [ ]
Unsure []
Somewhat disagree[ ]
Strongly Disagree [ |

71.Do you have any specific suggestions for healtateel regulations that might be

useful in East Timor?

72. Do you have any other general suggestions to ingrbve health of East

Timorese population?

“We have reached the end of the survey. Thank yowery much for your time —

it is greatly appreciated. If you have any questios, please ask the researcher”
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Curtin®=

University of Technology

RESEARCHPROJECT PUBLIC HEALTH LAW IN EAST TIMOR
INFORMATION FORSURVEY PARTICIPANTS

BACKGROUND:

My name is Lee Barclay. | am a student at the @dror International Health at Curtin University in
Perth, Western Australia. | would like to ask ybetp in a project about health in East Timorml a
especially interested in learning what people tldhkut health-related laws. You and many other
people living in East Timor are being asked to mewour opinions on what you think about health,
health laws and laws in general.

As this project is part of my studies, it has bapproved by my University and its Human Research
Ethics Committee. If you have any questions albloetproject, please ask me and | will be happy to
provide you with more information.

Your help with this survey is completely voluntarit is important for you to know that there is no
money payable for helping and your level of healile will remain the same whether you take part or
not. At any time you can stop taking part in thevey.

The survey could take up to 1 hour to completeurYanswers will be kept safe and there will be no
way that anyone can match your name to your answéos may complete the survey yourself or the

researcher can read the questions to you and rgoarcanswers (with the help of a translator).

If you are happy to help with the survey, pleasarihe next page and sign your name. If you do not
wish to participate, | would like to thank you vanuch for your time and wish you well in the future

THANK YouU VERY MUCH

CONTACT DETAILS :

Lee Barclay ph. +61 8 9337 2012

Center for International Health fx. +61 8 93AN 2

Curtin University of Technology mb. +61 409 674

GPO BOX U1987 email. Lee.barclay@student.cigtin.au

PERTH, WESTERN AUSTRALIA
AUSTRALIA, 6845

Please contact the Human Research Ethics Commn(8eeretary) should you wish to make a
complaint on ethical grounds (phone: + 61 8 9268423t emailS.Darley@curtin.edu.aor write C/-
Office of Research and Development, Curtin Univgref Technology, GPO Box U1987, Perth WA
6845).
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Curtin®=

University of Technology

RESEARCHPROJECT PUBLIC HEALTH LAW IN EAST TIMOR
INFORMATION FORINTERVIEW PARTICIPANTS

BACKGROUND::

My name is Lee Barclay. | am a PhD student aéeter for International Health at Curtin
University in Perth, Western Australia. My supsoriis Dr Jaya Earnest, a lecturer at the Center fo
International Health and my co-supervisor is Made#, a population health lawyer at the Western
Australian Department of Health.

I would like to ask your help in a project that aito identify the use and understanding of healtvs|
to address public health problems. In additioagking yourself and other key people to participate
an interview, | am conducting a comprehensive r@\aéthe literature and available documentation,
and also a survey of general public in East Timor.

As this project is part of my studies, it has bapproved by my University and its Human Research
Ethics Committee. If you have any questions albloetproject, please ask me and | will be happy to
provide you with more information.

Your help with this interview is completely volumya It is important to know that there is no money
or gift payable to you or your organisation foritekpart. At any time you can stop taking partha
interview. The interview may take up to 60 minutééour answers will be kept completely secure
and confidential and, if you wish, your name orasngation will not be in any way associated with
your answers.

To assist with accuracy, | would like to record thierview on audio-tape. You can of course choose
not to have the interview recorded.

If you are happy to help with the interview, pleasad the next page and sign your name. If you do
not wish to take part, | would like to thank youryenuch for your time and wish you well in the

future.
THANK YouU VERY MUCH

CONTACT DETAILS :

Lee Barclay ph. +61 8 9337 2012

Center for International Health fx. +61 8 93N 2

Curtin University of Technology mb. +61 409 674

GPO BOX U1987 email. Lee.barclay@student.cugtin.au

PERTH, WESTERN AUSTRALIA
AUSTRALIA, 6845

Please contact the Human Research Ethics Comn{iBeeretary) should you wish to make a
complaint on ethical grounds (phone: 9266 2784neaikS.Darley@curtin.edu.aor write C/- Office
of Research and Development, Curtin University e€fihology, GPO Box U1987, Perth WA 6845)
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University of Technology

PROJETUPESKIZA : LEI KONA BA SAUDE PUBLIKU IHA TIMOR LESTE
INFORMASAUN BA PARTISIPANTESSURVEY

L 1A DAHULUK :

Hau nia naran Lee Barclay. Hau estudante iha$éatSaude Internasional iha Universidade Curtin
iha Perth, Western Australia. Hau hakarak husottaia tulun iha projetu, kona ba saude iha Timor
Leste. Hau iha interese espesial atu aprende emazhanoin kona ba lei nebe iha relasaun ho saude.
Ema balun husu ona itabot no ema lubun bot setukéhe moris iha Timor Leste atu fo imi nia
opiniaun kona ba sa mak imi hanoin kona ba saedk&pha ba saude no lei jeral.

Projetu ida ne’e halo parte ba hau nia estudus hekan ona aprovasaun husi hau nia Universidade
ho ninia Komite ba Etika Peskiza Emar nian. ltabat pergunta ruma karik kona ba projetu ne’e,
halo favor ida husu mai hau no hau sei haksolokge@lu fo informasaun barak liu tan ba imi.

Itabot nia tulun iha survei ne’e kompletamente wtdwiu. Ne’'e importante ba itabot atu hatene katak
laiha osan atu selu tan itabot fo tulun no itabatsaude mos sei nafatin de’it wainhira itabotufiih
ka la fo. Wainhira de'it itabot bele para atu hp#ate iha survei ida ne’e.

Survei sei lori minutu 60. Itabot nia resposta Sei rai iha fatin seguru no laiha dalan ba erh&kse
atu hatene itabot nia naran ho itabot nia respgista Itabot bele kompleta survei ne’e mesak,esela
peskizador bele le pergunta sira ba itabot, hajo@iva itabot nia resposta sira (hodi tradutor ida n
tulun).

Itabot kontente karik atu fo tulun iha survey néialo favor le pajina tuir mai ne’e hodi asina dab
nia naran. Itabot hakarak karik atu partisipa, hakarak hato’o obrigadu barak no hein itabot hetan
isin diak nafatin iha loron aban bainrua.

OBRIGADU BARAK

ENDERESUKONTAKTU NIAN:

Lee Barclay ph. +61 8 9337 2012

Sentru ba Saude Internasional fx. +61 8 93322

Universidade Teknolojia Curtin mb. +61 409 et

GPO BOX U1987 email. Lee.barclay@student.cigtin.au

PERTH, WESTERN AUSTRALIA
AUSTRALIA, 6845

Favor kontakta Komite ba Etika Peskiza Emar niggk(&ariu) atu hat'o kesar ruma kona ba asuntu
etika nian (phone: + 61 8 9266 2784 or enmbDarley@curtin.edu.akka hakerek C/- Eskritoriu
Peskiza no Dezenvolvimentu, Universidade TeknolGjiatin, GPO Box U1987, Perth WA 6845).
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University of Technology

RESEARCHPROJECT PUBLIC HEALTH LAW IN EAST TIMOR

CONSENTFORM FORSURVEY PARTICIPANTS

My name is

I have read the information sheet about this ptdj@ca translator has read it to me)
and | am happy to help by completing a survey.

I am helping voluntarily and | understand that | aat being paid or given any gifts
of any sort for my help.

I understand that | will be treated the same bythesaff whether | help with this
project or not.

I understand that | can stop answering the suruegtipns at any time.

I am helping with the survey on the understandimat tmy answers will be kept
confidential and my name will not be associatedhwity answers.

| am happy for the researcher to use my answetisetgurvey questions in reports
and publications as long as my name or any otHernration that identifies me is

not used.

I am happy for my answers to be tape-recor(i@dase ignore this if you are
completing the survey by yourself).

Signed:

Date: November, 2004
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University of Technology

PROJETUPESKIZA : LEI KONA BA SAUDE PUBLIKU IHA TIMOR

LESTE
FORMULARIU KONSENTIMENTU BA PARTISIPANTE SURVEI NIAN

Hau nia naran

Hau le tiah ona surat informasaun kona ba projete (ka tradutor mak le mai hau)
no hau kontente atu fo tulun atu remata survei.ne’e

Hau fo tulun hanesan voluntariu no hau komprendaekkhau sei lahetan osan ka
simu premiu ka buat ruma kona ba tulun nebe hau fo.

Hau komprende katak hau sei hetan asistensia galike hanesan ho ema seluk
wainhira hau fo tulun ka la fob a survei ne’e.

Hau komprende katak wainhira de’it hau bele panahatan ba pergunta sira survei
nian.

Hau fo tulun ba survei ne’e hodi komprende katak h& resposta sira sei rai
hanesan segredu no hau nia naran sei la liga bala ae@sposta sira.

Hau kontente ho peskizador sira katak hau nia stgmra ba survei ne’e sei tama
iha relatoriu ka publikasaun sira, naran katak heunaran ka informasaun ruma

nebe hatudu sai hau nia identidade sei la uza.

Hau kontente tamba hau nia resposta sira tamarédwagspunfévor haluha tiha ida
ne’e wainhira itabot hatan rasik ba survei ng’e

Asina;

Loron: Novembru, 2004
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RESEARCHPROJECT PUBLIC HEALTH LAW IN EAST TIMOR

CONSENTFORM FORINTERVIEW PARTICIPANTS

My name is

| have read the information sheet about this ptdj@ca translator has read it to me)

and | am happy to assist by taking part in a survey

I am helping voluntarily and | understand that Ineitl nor my organisation are being

paid or given any gifts of any sort for my help.

| understand that | can stop answering the intergjaestions at any time.

I am helping with the project on the understandingt, unless | agree otherwise

below my name will not be associated with my responses.

| am happy for the researcher to use my answergetoterview questions in reports
and publications as long my wishes regarding cenfidlity (oelow) are followed.

| am happy for my responses to be tape-recorded. Yes[ ]
Signed
Date / /

Please tick only one of the following:

| hereby allow my nameand my organisation’s name to be reported

I do not wish my namer my organisation’s name to be reported

| hereby allowmy namebut not my organisation’s name to be reported

| hereby allowmy organisation’s namigut not my name to be reported
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