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1. Introduction

Good health depends on more than just access to medical care of reasonable quality and affordable cost provided in a timely manner. Balanced nutrition, physical exercise, clean water, proper sanitation, immunization against vaccine-preventable diseases, decent housing, education, safe jobs that pay reasonable wages, a healthy environment, social support from relatives and friends, are also major determinants of a person’s health. Other determinants include avoidance of high risk behaviour such as smoking, alcohol abuse, drug abuse, dangerous driving, high risk sports and other recreational activities and sexual promiscuity/unprotected sex.

Research done by scholars such as Thomas McKeown have shown convincingly that medical care has played a less important role than other factors in improving health in countries like Britain. McKeown believes that better nutrition and higher standards of living are actually more important factors. Nevertheless, access to medical care, at the individual level, can help to cure acute sickness, relieve pain and suffering, manage chronic disease, improve physical functioning and “quality of life” or even prolong a person’s life. Towards these ends, progressive health policies are needed so as to improve access to medical care of reasonable quality at affordable cost to individuals in Malaysia.  

2. Malaysia’s Health System

Malaysia’s health system can be broadly divided into the public sector and the private sector. The public sector would include government clinics and hospitals, personnel working for the Ministry of Health and other relevant ministries who provide clinical services as well as public health services (including non-privatised water supply and sanitation services, occupational health and environmental health services etc.), government research laboratories and so on.  

What constitutes the “private sector” as it relates to health in Malaysia? The most obvious group (we will call them Group 1) would be health workers and organisations providing clinical and public health services that are not part of the Government bureaucracy such as doctors, nurses, pharmacists, dentists, allied health workers, health administrators; clinics; the different kinds of hospitals; laboratories providing evaluative and diagnostic services; long term care facilities such as nursing homes; pharmaceutical and medical supply companies; retail pharmacies; pharmaceutical companies; health insurance and managed care companies; privatised water and sanitation companies etc. 

A second group (Group Two) making up the private sector would be those individuals and organisations that deal with “traditional medicine” such as Chinese herbalists, acupuncturists and sinseh; Ayurveda and Unani practitioners; Malay traditional healers and midwives; companies that supply traditional drugs and traditional “health supplements”, etc.  

A third, often overlooked, group (Group Three) would be people and organisations who provide services such as reflexology, skin care and beauty treatment, diet and weight control, fitness training and so on. 

The private sector in Malaysia can also be viewed from another perspective, i.e. whether an individual or organisation falls into the category of “profit-oriented” or “voluntary/charity-oriented”. Examples of the latter would include dialysis centres and nursing homes run by not-for-profit and religious organisations. 

Progressive health policies need to be formulated and implemented by the government in order to get these components making up the public and private sectors to work together in order to meet the changing health needs of the people. 

3. Challenges Facing Malaysia’s Health System

Because of the many factors that can interact to affect the health of the people, we have decided to focus only on some of these factors and challenges that are facing the health system of Malaysia. These challenges include:

1) Medically underserved groups

2) Maldistribution of human resources in health

3) Misplaced financing priorities 

4) Rising costs (including pharmaceutical drug costs)

5) Quality of care problems

6) Other challenges such as advertising and sale of unhealthy products, environmental deterioration, unsafe work places and domestic violence

3.1 Medically Underserved Groups    

In spite of significant progress made in improving access to health care for residents of this country since Independence in 1957, medically underserved groups continue to exist in Malaysia. The term “medically underserved” refers to sub-populations of people who receive less public health, curative or rehabilitative services than they actually require on the basis of medical need either because of financial, geographical or cultural barriers. These sub-populations include the following:

Orang Asli and other indigenous Malaysians (East Malaysian natives)

Estate workers 

Urban squatters 

The mentally ill

HIV/AIDS victims

Some of the elderly (elderly poor, the socially isolated elderly)

Illegal immigrants

Financial barriers refer to problems in paying for medical treatment, pharmaceutical drugs and medical devices on the part of patients and their families. It also includes other economic reasons that hinder timely seeking of medical care by sick patients, e.g. long waiting times for treatment that make it costly for hourly-paid or daily-paid workers to seek care (especially in government clinics with heavy patient loads).

Geographical barriers refer to non-availability of medical facilities near the patient’s home or work place and long travel times needed to reach medical facilities in other areas such as large cities and towns. Cultural barriers include reluctance of female patients to be treated by male doctors and theories of disease causation that make patients think that medical care is not necessary or appropriate in particular circumstances, e.g. the view that a particular medical or psychiatric condition has been caused by “evil spirits”, sorcery or the “evil eye”.     

Health policy solutions: 

Outreach services for the Orang Asli and East Malaysian natives (especially those who are nomadic or who live far away from public clinics) can be improved. For example, the frequency and length of visits by public health and medical teams who travel to settlements by air, river or road can be increased. Existing programmes to train selected individuals from the settlements to provide basic public health, first aid and basic care when no medical personnel are present should be expanded. Such individuals can include traditional healers, traditional birth attendants, religious leaders, community leaders, etc. The services provided by these individuals can be paid for by a combination of government revenue, community financing schemes and out-of-pocket payments. 

The current state of health services for estate workers should be investigated by the government. If necessary, action should be taken to ensure that estate owners actually provide clearly stated levels of facilities and services such as piped water, proper toilets, decent housing and clinics with trained health personnel to their workers.

Access for urban squatters can be improved by increasing the number of government clinics near squatter areas, making clinic hours more convenient for the urban poor such as having later closing times and staying open on weekends and public holidays. Public health teams can also be sent into squatter areas to provide vaccinations and antenatal care.

Services for the mentally ill are inadequate in Malaysia. One reason is the small number of psychiatrists and other personnel who provide mental health services such as clinical psychologists, psychiatric social workers and counselors. More mental health staff can be trained in order to better provide services to the people. 

Services for HIV/AIDS victims can also be improved, e.g. by taking steps to further reduce the cost of anti-retroviral drugs, providing support services to them, and increasing the number of hospice places for terminally-ill AIDS victims.

As for sub-populations such as the elderly poor and the socially-isolated elderly, free or heavily-subsidised medical care and social services can be made available to the former and outreach services should be introduced for the latter. The activities of Non-Governmental Organisations (NGOs) that provide services to the elderly should also be encouraged. However, primary responsibility for the provision of such services should lie with the government and not with the NGOs. The private sector can also be encouraged to come up with innovative methods of delivering medical care and social services to the socially isolated elderly and elderly with restricted mobility in their own homes, e.g. home visitors, services provided using information and telecommunication technology (such as remote monitoring) etc.    

Access to care should also be improved for illegal immigrants because sick illegal immigrants who delay seeking treatment can spread disease to Malaysians. Some of these diseases include medical conditions  that have been brought under control and are no longer prevalent such as leprosy and filariasis. It may be necessary to charge small user fees to help finance such care.
3.2 Maldistribution of Human Resources in Health

The Malaysian government believes that there is a shortage of doctors in this country because of a relatively low doctor to population ratio. In our opinion, the situation is much more complicated than this. The distribution of doctors (and other health personnel) should also be taken into account. For example, the number of doctors and other health personnel working in the public sector versus the number working in the private sector; the continuing problem of public sector health personnel – including specialists and other skilled or highly experienced personnel – resigning in order to work in the more lucrative private sector; geographical maldistribution of the various types of health personnel; acute shortages of certain kinds of health personnel such as psychiatrists and geriatricians; and emigration of Malaysian health personnel to foreign countries (including nurses).      

Health policy solutions: 

To be blunt, the Malaysian government needs to pay its doctors and other health personnel better as well as improve working conditions in government clinics and hospitals. Otherwise, the “haemorrhage” of specialists etc. from the public sector to the more lucrative private sector will continue. The ultimate result of such a trend, if left unchecked, will be a public sector where the healthcare workers are overworked and underpaid and a private sector where the healthcare workers are often utilised inappropriately, i.e. where highly experienced specialists treat affluent patients for relatively minor health conditions that can be handled more efficiently (in the economic sense) by General Practitioners (GPs). Furthermore, as more of the experienced government doctors leave for the private sector, the remaining government doctors would increasingly consist mostly of new medical graduates doing their compulsory three-year national service or doctors recruited from foreign countries who may lack understanding of local cultural norms and values, lack the necessary linguistic skills and who therefore may have difficulty communicating effectively with their Malaysian patients. Workloads in public medical facilities will also increase as more and more government doctors resign to join the private sector.  

We are against the continuation of the policy of allowing government doctors to treat private patients in public facilities. The experience of other countries shows that if this is permitted, the government doctors would tend to pay more attention to their private patients at the expense of other patients. There would be “queue jumping” with private patients being treated first and public patients being subjected to longer waits. The worst outcome possible would be government doctors misusing public facilities and resources and engaging in the provision of medically unnecessary care for private gain.

The heavy workloads (and working hours) of health personnel in government service should also be made more reasonable, e.g. there should be more use of medical assistants (paramedics) and public health nurses in place of doctors to handle simple medical conditions. Ways can also be found to reduce paperwork and administrative duties for frontline public health and medical staff. Another way to retain health personnel in the public sector is to make pensions and fringe benefits more attractive. The proliferation of private hospitals and private medical centres in Malaysia should be monitored, better regulated and perhaps even controlled so that the demand for specialists by the private sector would be reduced.  

The geographical maldistribution of doctors is a major challenge in all countries since doctors prefer to practise in urban areas rather than rural areas for economic, social or cultural reasons. One possible solution is, instead of posting government doctors for long periods of time to the rural areas, better outreach services can be introduced. Urban-based government doctors and other health personnel can work in mobile teams which are required to spend a certain amount of time each week in the rural areas. Other incentive systems can also be used, e.g. “hardship allowances” for serving in remote areas, greater weight is given to service in rural areas (as compared to service in urban areas) when considering personnel for promotion in the Ministry of Health etc. Again, more selected residents from the rural areas can be given basic public health, first aid and medical training so that they will be able to provide basic services when no medical teams are present. 

Shortages of health personnel such as psychiatrists, clinical psychologists, psychiatric social workers and mental health counselors can only be solved by training more of these kinds of personnel within Malaysia.  The government can pay for the training of such personnel in return for bonded service for a fixed number of years. Another way is to attract such personnel from overseas (Malaysian citizens as well as foreign citizens) using incentive schemes.  

The emigration of Malaysian health personnel can be reduced somewhat by introducing sizable exit levies in the case of personnel who have been trained in the heavily subsidised government medical schools and other public sector health education institutions. This is justifiable since they have been trained largely at public expense.    

3.3 Misplaced Financing Priorities

Public spending on health and health-related activities can be made more rational and efficient. Efficiency can mean “allocative efficiency” or “technical efficiency”. Allocative efficiency is spreading out resources to do things such that output or results are maximised. Technical efficiency refers to the production of maximum output given a particular set of inputs and at the lowest cost. 

By choosing more efficient actions in place of less efficient actions, the Ministry of Health would be engaging in rationality and cutting down on inefficiency and waste (of time, money, personnel and other resources). Rationality requires the identification of goals, the ranking of these goals and the determination of the most efficient methods to reach these goals.

Health policy solutions: 

To increase allocative efficiency, the government can spend more on the other major determinants of health rather than just on “health” per se, e.g. on piped water supply to rural areas. As for health spending, more resources should be devoted to health education, public health activities and preventive care (such as antenatal care and immunization against vaccine-preventable diseases) so as to reduce spending on more expensive curative and rehabilitative care later on. As for curative care itself, primary care should be emphasised rather than secondary and tertiary care. The government should also think twice before building more hospitals and before increasing the number of hospital beds at the expense of clinics and ambulatory care centres because public hospitals are major consumers of health resources and they also help to drive up costs for the government.  

To increase technical efficiency, the Ministry of Health can find ways to spend its funds more effectively for specific activities, e.g., in terms of diagnostic tests, funds can be used to buy automated analytical machines rather than hire more laboratory technicians if the use of such machines will increase the number of lab tests done per day.
Another way would be for the Ministry of Health to strictly require its doctors to prescribe generic drugs in place of branded drugs whenever possible in order to reduce total drug costs. Formularies can continue to be used to reduce drug costs. There can also be periodic “utilisation reviews” for high cost diagnostic tests and medical procedures in order to reduce the number of such tests and procedures in government hospitals. 

3.4 Rising Costs (including drug costs)
Healthcare costs are rising all over the world. The following factors have been identified as contributors to this challenge:

New medical technology 

Population ageing

Epidemiological transition from acute to chronic diseases

Emerging and re-emerging diseases (including TB in AIDS victims)

Medicalisation of social problems

Higher expectations of the public

A major contributor to rising health care costs is the inadequately regulated introduction and proliferation of expensive new medical technology in Malaysia, e.g., the number of private sector MRI scanners in the Klang Valley alone is more than in the whole of Australia! Such new medical technology may not only be expensive to purchase, maintenance costs may be significant and they may also require highly trained personnel in order to be used properly. The opportunity costs associated with this may be quite significant. Private hospitals and medical centres that adopt expensive new medical technology may attempt to recoup part of their spending by “cost-shifting” onto certain categories of patients. 

Other reasons for rising health care costs include population ageing (i.e. the percentage of elderly people in the population rises over time primarily because of falling birth rates) and the epidemiological transition (a shift in disease patterns from acute diseases to more and more chronic diseases).

Emerging diseases such as SARS and avian influenza and re-emerging diseases such as TB in AIDS patients can also contribute to rising health care costs. Medicalisation of social problems refer to the tendency to regard what are essentially social problems, e.g. alcoholism and domestic violence, as “medical problems” to be treated by doctors and other health care providers. Finally, rising expectations of the public can also increase health care costs for the government. For example, although improved “hotel services” and hospital rooms with fewer beds in them do not contribute strictly to better treatment and management of disease, they are often introduced because they make the patients feel slightly more comfortable.  

Health policy solutions: 

The introduction and spread of new medical technology should be strictly regulated by the government. New medical technology, including new drugs (which tend to patented, proprietary and therefore more expensive), should be subjected to a strict procedure of “health technology assessment” before they can be introduced into Malaysia. Their spread within the country can be controlled by “certificate of need” legislation, e.g. if a hospital wants to buy a CAT scanner, it would be required to convince the Ministry of Health that the new scanner would not result in unnecessary duplication or underutilization. Once Ministry of Health officials are convinced, a “certificate of need” would be awarded and the hospital would be allowed to go ahead and buy the scanner. 

The fees charged by private hospitals should also be regulated in order to stop the practice of “cost-shifting” carried out to recoup the costs of investment in capital-intensive medical technology. Private clinics and private hospitals can also be required by law (although this is a controversial step) to post their fee schedules and make these available to member of the public. They can also be required to clearly itemise their medical bills given to patients and the families of patients.

The cost of drugs can be reduced by adopting formularies, promoting the use of generic drugs and by the control of proprietary drug prices through bulk purchasing and tough negotiations using reference pricing. If the latter fails, more drastic action such as parallel imports and compulsory licensing can be taken.    

Little can be done about population ageing. However, people can be encouraged to adopt healthy lifestyles so that they will remain relatively healthy into their old age. The elderly should also be encouraged to practise healthy lifestyles as research has shown that this can help to improve their health. Appropriate self-care (for the elderly as well for other age groups) can also be promoted – this can be done through the transfer of information to the public, e.g., through health education, Internet sources of high quality health information designed for members of the public (such as http://www.mayoclinic.com) and so on.    

As for emerging diseases, they can be tackled by better disease surveillance and disease outbreak control systems. SARS was not a serious problem in Malaysia because government authorities learned from the experience of earlier outbreaks such as the so-called “Coxsackie” epidemic in East Malaysia and Nipah virus in Peninsular Malaysia. A re-emerging disease such as TB can only be controlled by reducing rates of HIV/AIDS infection. 

Medicalisation of social problems has a positive side in that the people involved will be given care and attention rather than simply being stigmatised, ostracised or ignored to their physical, psychological, economic or social detriment, e.g. alcoholics and other substance abusers can be treated in special clinics, placed in rehabilitation programmes and so on. Unfortunately, medicalisation is expensive and failure rates are high. Thus, the government should devote more resources to prevention of such social problems in the first place, e.g. by forbidding advertising of alcohol, restricting their sales, continuously increasing the sale price, “de-glamourising” the drinking of alcohol and so on.      

As for higher expectations of the public with respect to less essential “hotel services” during treatment for medical problems in public hospitals, one policy step would be to make such services optional and charge for such services. Essential medical services (especially preventive measures such as vaccinations and prenatal care) in public clinics and hospitals should continue to be kept free or heavily subsidised.         

3.5 Quality of Care Problems

Quality of care in terms of curative medicine refers to the prevention of phenomena such as iatrogenic injuries (injuries caused by health care personnel – including avoidable medication errors) and nosocomial infections (infections acquired in hospitals and other health care facilities). 

Health policy options:

Iatrogenic injuries can be due to many factors including medical uncertainty, too heavy workloads, too long working hours, carelessness, negligence, incompetence or even deliberate malice. Iatrogenic injuries due to overwork and long working hours can be reduced by making sure that health personnel are not stressed by unreasonable work demands. 

Lack of competence can be tackled by better training and education, proper supervision, restriction of more complicated medical procedures to more experienced medical personnel, periodic relicensing and so on.

Carelessness, negligence and deliberate malice can be reduced by better supervisory and disciplinary procedures. Medical “ombudsmen” can also be introduced to listen to feedback and investigate complaints of poor quality care from patients and their families.

In order to reduce the problem of provision of medically unnecessary care for the benefit of gain by health providers (especially in the private, fee-for-service sector), laws requiring disclosure of possible financial conflicts of interest and laws designed to exclude financial conflicts (such as forbidding doctors from being co-owners of the private hospitals in which they work) can be introduced. 

To reduce the incidence of nosocomial infections, all health care and social services facilities in both the private and public sectors  (including clinics, hospitals, nursing homes and daycare centres) should be required to have proper infection control procedures in place. They should also be inspected periodically to ensure that they meet health and safety standards. The concept of Continuous Quality Improvement (CQI) needs to be adopted by all Malaysian health personnel and healthcare institutions.      

3.6 Other Challenges (advertising and sale of unhealthy products, environmental deterioration, unsafe work places, domestic violence)

The consumption of unhealthy food  (contaminated food, food which contains dangerous additives, too much sugar and salt, too much saturated fat etc, for example) is a major contributor to illnesses such as heart disease, diabetes etc.  Smoking and excessive drinking of alcohol are also important contributors to ill health. 

Environmental deterioration in the form of high levels of air, water and solid waste pollution can also negatively affect the health of Malaysians. Air quality in Malaysian towns and cities is getting worse and worse with the increasing number of cars and other motor vehicles, industrialisation and the “haze” blowing in periodically from Sumatra and Kalimantan. Rivers in Malaysia are getting increasingly polluted and the amount of solid waste in Malaysia is increasing as we become more and more of a wasteful, “throw away” society. 

Occupational health is also a major challenge in Malaysia. Disease, injuries and deaths related to work are significant contributors to illness and death rates. Domestic violence (violence committed within the home) can occur in dysfunctional families. Dysfunctional families can also result in neglect of children and the elderly, verbal abuse, psychological and even sexual abuse. The people affected can also include maids and other domestic service workers. Physical health and mental health can be negatively affected and personality and behavioural problems can occur in abused children.   

Health policy solutions:

To reduce sickness due to poor nutrition, the consumption of unhealthy foods should be discouraged and proper nutrition should be promoted. Thus, the advertising and sale of “junk food” to children should be restricted or heavily controlled. Health campaigns against obesity should be stepped up. Food provided to poor children in schools and food sold to all school children should be nutritious and balanced in composition.

Campaigns against tobacco and excessive consumption of alcohol should be stepped up. The production of such substances should also be actively discouraged by legal, financial and other means. Indirect advertising by tobacco companies, e.g., sponsorship of sporting events should not be permitted.      

In the case of air, water and solid waste pollution, the government should tackle such problems more vigorously rather than just half-heartedly because of its preoccupation with “economic growth”. The experience of other countries shows that public policy can indeed reduce levels of pollution and Malaysia can learn from such countries, e.g. making private cars more expensive to own and operate while improving public transport systems simultaneously, passing and enforcing strict water pollution laws, encouraging recycling etc. Attention should also be paid to the problem of “e-waste”, e.g., discarded computer equipment that contains dangerous chemicals and which should be properly processed rather than just being dumped into landfills.   

Occupational health laws and regulations need to be updated and properly enforced in Malaysia. Workers should also be better trained to recognize potential health hazards and to take precautions such as making use of protective equipment. Employers who knowingly expose their workers to dangerous chemicals and other health hazards without proper protection should be heavily penalised.  

The government has passed laws against domestic violence as a result of lobbying by non-governmental women’s rights groups in Malaysia. However, maid abuse seems to be a major problem and the government needs to pass laws and enforce them to better protect the welfare of maids (especially those who are migrant workers from countries such as Indonesia).

Last but not least, there should be a thorough review of all health-related privatisation and outsourcing activities that are being carried out by the government. All privatisation exercises should be suspended pending the outcome of this review, which should seek to audit whether they have actually led to improvements in quality and cost-effectiveness. There should be open tendering when the government purchases health-related services from the private sector. 

*   The author wishes to thank Dr Chee Heng Leng for reading the text and for providing suggestions for improvement.      

