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13.1 Introduction

Section II of this book analysed the evolution of the Malaysian
health system over 60 years. Using the World Health Organization
(WHO) health systems framework (World Health Organization,
2007) as a starting point, we analysed the interactions and feed-
back loops between the so-called building blocks of the health
system and traced the evolution in terms of access, equity, quality
and safety, and outcomes in terms of health status, financial pro-
tection and client satisfaction (Figure 13.1).

Recognising the limitations of the WHO framework, this chap-
ter sets out to identify the key messages and lessons that cut
across the individual chapters of this book. In doing so, it seeks
to illuminate the multi-directional interactions between the vari-
ous building blocks of the WHO health system framework and
the interaction between the health system and its context in
understanding the story of Malaysia’s health system and its future
challenges.

The chapter begins with a discussion of the context of Malaysia’s
health system and its importance to health systems development
and evolution. Next, it focuses on the health system, including its
different building blocks, and seeks to identify lessons from the
historical evolution of Malaysia’s health system. It then goes on to
look at more recent developments and the current challenges facing
both the healthcare system and the state of population health.
Finally, the chapter provides a critique of the WHO health systems
framework and proposes a set of generic issues that may be rele-
vant to other countries who wish to analyse their own health
systems.
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13.2 The Importance of Context

As noted in Chapter 1, health systems are situated within a wider social,
political, economic and geographic context. Furthermore, as open sys-
tems, they interact with this context and its changes and transitions over
time. The health needs and expectations of the population are part of
this context, and they too evolve over time to place changing demands
on the health system. The importance of the inter-relationships between
the health system, its context and the population is evident from
Malaysia’s experience as well as from a consideration of the future
challenges to the health system.

For example, Malaysia’s relative political stability and rapid social
and economic development after independence were important in pro-
viding the basis for rapid improvements in health and the emergence of
an effective health system. Sustained long-term economic growth,
steady progress in poverty reduction and improvements in education
were important contextual factors that not only improved health but
also helped generate public revenue (from a mix of taxes, the sale of
natural resources, and state-owned industries) with which to build a
health system and allow many services to be provided free at the point
of use. With a growing economy, total health expenditure (THE) has
been able to consistently grow in both relative and absolute terms
(Chapters 3 and 9 provide details).

Another important contextual factor, especially in the first few dec-
ades after independence, was the interventionist role played by the

System Building Blocks Overall Goals/Outcomes

Service Delivery
Access

Health Workforce Improved Health (level and equity)
Coverage

Information Responsiveness                                    

Medical Products, 
Vaccines & Technologies

Social and Financial Risk Protection

Quality
Financing Improved Efficiency

Safety
Leadership/Governance

Figure 13.1 The WHO health system framework.
Source: World Health Organization, 2007.
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government in social and economic development. This included the
government playing a central and proactive role in the building of a
national health system as part of a wider nation-building exercise. The
Ministry of Health (MoH), in particular, led a successful supply-led
approach to health systems development that involved the production
and deployment of health personnel across the country; the building
and improvement of clinics and hospitals; and the establishment of
disease control, family planning and nutrition supplementation pro-
grammes (Suleiman & Jegathesan, n.d.). Chapters 4–8 and 10–12
provide details.

The government also played a critical role in shaping an approach to
health improvement that was appropriate and effective (this approach
was similar to but preceded the Primary Health Care Approach codi-
fied by the WHO at the 1978 Alma Ata Conference). This included
ensuring effective multi-sectoral collaboration and community engage-
ment, developing human resources that were affordable yet effective in
delivering prioritised, simple but effective interventions such as growth
monitoring, effective oral rehydration techniques, breastfeeding sup-
port, basic immunisation coverage, female literacy, school health, fam-
ily planning, food and nutrition, and water and sanitation programmes
(Chapters 4, 6, 7 and 8 provide details). As a modern and predomin-
antly urbanised upper-middle-income country with a high human
development index (United Nations Development Programme, 2018),
Malaysia has now met most basic needs.

However, the role of the state in driving socio-economic develop-
ment has become less central in more recent decades. Malaysia is now
part of a more liberalised and integrated world economy that has
shifted many governments towards encouraging greater marketisation,
consumer choice and privatisation across society. As a consequence,
although the government still produces five-year plans with explicit
social and human development objectives, its role relative to that of
markets and the private sector has diminished.

This shift in approach with respect to the health sector was first
expressed explicitly in the Fifth Malaysia Plan, which noted the limited
financial capacity of the public sector and the need for wealthier
households to make direct contributions towards the cost of their
own healthcare (Prime Minister’s Office, Malaysia, 1986). Private
health finance has subsequently risen from being about 25% of THE
in 1983 (Westinghouse Health Systems, 1985) to now being about
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50% of THE (Ministry of Health Malaysia, 2017), and the role of
private providers has similarly grown in the health system.

Another important contextual variable is the population served by
health systems and for whom they provide services. In some instances,
the population directly influences the health system. For example,
urbanisation and a growing upper and middle class with increasing
levels of disposable household income helped create a greater demand
for private healthcare and more sophisticated secondary and tertiary
services (Chapters 5 and 9 provide details). In other instances, demo-
graphic, epidemiological and nutrition transitions have required the
health system to evolve and respond to new challenges such as the
growing prevalence of chronic diseases and a rising prevalence of
conditions of old age (Chapter 6). Similarly, the growing number of
migrants in Malaysia (documented and undocumented) is posing sev-
eral new challenges to the health system (Chapter 3).

13.3 Achieving Universal Health Coverage: Lessons Learnt

Malaysia has to a great extent attained the goal of achieving universal
health coverage (UHC), especially in relation to meeting basic needs
and ensuring that all Malaysian citizens and permanent residents have
access to essential and affordable healthcare (Ng et al., 2016; World
Health Organization Western Pacific Region, 2018). Although all
countries face the challenge of continually expanding the depth and
breadth of UHC coverage while also extending financial protection, a
number of lessons can be learnt about Malaysia’s past success.

To begin, during the first four decades after independence, improve-
ments in health were largely the consequence of broader socio-
economic development and a commitment to reducing disparities within
the country. Improvements in water and sanitation, nutrition status and
literacy not only improved living standards but also contributed to
reductions in mortality and morbidity. Developments of the health
system also made important contributions to health improvement by
rapidly increasing vaccination coverage, reducing maternal mortality
from obstetric causes of death, improving completed tuberculosis (TB)
treatment rates and providing access to essential drugs and vaccines.

Importantly, the health system improved health in ways that were
efficient and equitable. Efficiency can be seen from the relatively low
levels of THE. For example, in 1973, during the phase of rapid health
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system development and declining mortality and morbidity, THE was
still only about 2% of the gross domestic product (GDP), two-thirds of
which was spent in the public sector (Roemer, 1985). A notable aspect
of the early history of health systems development in Malaysia was the
active targeting of investments and services towards the poorer and
rural communities of the country, which produced notable reductions
in geographic and socio-economic disparities in health (Chapter 3
provides details).

But what can be learnt from the experience of Malaysia about how
the building blocks of the health system combined to improve health?
We have drawn five key lessons from it.

The first lesson is that governance and leadership played a central
role, especially during the early decades when public sector financing
enabled the government to build the human and physical infrastructure
of the health system. The health system was predominantly public in
nature. TheMoH played a particularly important role in implementing
a set of supply-side interventions to increase population coverage of
key programmes and services. Crucially, the supply-side ingredients of
the health system were combined with community engagement and an
appropriate mix of vertical and horizontal programmes. For example,
effective community mobilisation by allied environmental health offi-
cers and technical expertise from engineers trained in public health are
credited as two key factors in the success of the rural water supply and
sanitation programme (Chapter 7 provides details). Similarly, the pro-
vision of credible and easily accessible basic obstetric care, with prompt
and effective referral mechanisms for obstetric complications, com-
bined with partnership with traditional birth attendants are credited
for the rapid reduction in maternal mortality (Chapter 4). All of these
services were provided free to the clients.

A corollary to governance and leadership was that the system was
sufficiently flexible to enable leadership to modify the course of devel-
opment in response to feedback. For example, after 15 years of
investment in expanding the rural health infrastructure, the MoH
commissioned a community survey that showed that a high propor-
tion of rural villages remained under-served (Noordin, 1978). This
resulted in a change in policy to focus on the rapid production and
deployment of community nurse-midwives and nurses, rather than
awaiting the slower pace of construction of new rural health facilities
(Chapter 4).
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The second lesson is that while governance and leadership were
important, effective management was critical, especially in relation to
the operational building blocks. For example, of particular importance
to the successful and rapid expansion of health services was the devel-
opment and implementation of strategic health workforce develop-
ment plans. Chapter 8 describes how the key ingredients were the
production and use of an appropriate mix of health workers, including
allied health workers, and the provision of non-financial incentives to
help ensure good retention rates (especially in remote and rural areas)
and high levels of morale and motivation. For example, because the
rapidly expanding rural health programmes needed large numbers of
new health workers close to rural communities and because the inter-
ventions needed were not technically complex, the MoH concentrated
on producing allied health personnel.

Indeed, task shifting has been successfully practised in all phases of
development, in accordance with service needs and accompanied by
on-the-job training (e.g. surgical and anaesthetic procedures bymedical
assistants, emergency obstetric care by nurse-midwives, renal dialysis
by nurses). Career and service development pathways were also inte-
grated into workforce plans so that the workforce expanded and
became increasingly skilled and specialised as the scope and quality
of services improved (Chapter 8).

Similarly, there were well-designed plans for expanding healthcare
infrastructure and promoting equitable access to speciality services.
Chapter 5 describes the case of hospitals, where the MoH adopted a
systematic approach based on regionalisation, with all hospitals categor-
ised into one of three levels: Level 1 consisted of five basic specialities;
Level 2 had six additional specialities; Level 3 consisted of sub-specialities
(e.g. cardiologists and neurologists within the broader specialism of
internal medicine).

Since independence, concerns regarding social and living conditions
resulted in regular population surveys, complemented by reliable popu-
lation and vital statistics, to monitor progress, at least in Peninsular
Malaysia where most people lived. The early establishment of a health
and management information system and the recognition of the
importance of data also allowed the MoH to monitor and evaluate
indicators of access, utilisation and health outcomes across rural and
urban areas and between the different ethnic communities of the coun-
try. Chapter 10 illustrates how the MoH used a variety of sources such
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as routine data, supplementary surveys, research and evaluation, com-
plaints and surveys of satisfaction, and media feedback. It also used
different types of information, such as digitalisation, national health
accounts and technology assessment, to support decision-making. The
willingness and ability of policymakers and managers to use data and
information, including community feedback, to refine or shift their
strategies and plans was key to the success of many programmes.

Part of this success came from paying attention to developing man-
agerial competency. Management training programmes were estab-
lished from the very beginning for national, state, and district and
facility managers. This was also accompanied by the appropriate devo-
lution of decision-making to enable leadership development at all
levels. Chapter 12 describes how attention was also paid to senior
leadership training and competence. Appointment to senior posts
within the MoH followed structured career development pathways
that required prior management experience at different levels of the
health system so that senior personnel could draw from a wide range of
experience and a network of former colleagues and contacts. The early
emphasis on managerial competencies later evolved into the develop-
ment of formal institutes of training with good international reputa-
tion, including the National Institute of Public Administration (known
as INTAN) and the Institute of Health Management.

The third lesson is that many of the successes in the development of
the health system arose from incremental and steady improvements
and the avoidance of sudden and radical reforms. Improvements were
both incremental and phased through a set of sensible and logical steps.
This slow but steady and incremental approach made it easier for the
different building blocks of the health system to establish positive
synergies with each other. Chapters 4 and 5 describe how this approach
enabled the development of mutually beneficial relationships between
the primary, secondary and tertiary levels of the system, andChapters 6
and 7 describe how it enabled the integration of vertical disease control
programmes and environmental health services into the rest of the
health system.

Low dependence on foreign funding sheltered domestic policies and
considerations from the influence of the vagaries of donor-driven agen-
das. However, a desire for international recognition meant a willing-
ness by the MoH to use external expertise strategically to build local
expertise in a way that avoided overdependence on foreign expertise.
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It is possible to discern a common stepwise pattern in the develop-
ment of the different components of the health system: progression
from first improving access to healthcare, then improving quality and
efficiency, to optimising the features of health systems responsiveness.
For example, Chapter 11 describes the case of medicines, vaccines and
technologies. The initial emphasis was on establishing secure and effi-
cient storage, supply and distribution systems. This was followed by
developing the infrastructure to test and monitor the quality and safety
of medicines, for example, through adverse event monitoring.
Subsequently, attention focused on issues such as price and cost con-
trol, for example, through the local production of generics and the use
of international price referencing, bulk procurement and TRIPS (the
Agreement on Trade-Related Aspects of Intellectual Property Rights)
exemptions.

A similar pattern can be seen in the case of Malaysia’s rapid reduc-
tion of maternal mortality rates, which has been hailed as an inter-
national success story. Having established a national commitment to
reducingmaternalmortality rates, plans and strategies were established
to first increase the supply and availability of skilled birth attendants
and safe birth facilities. This was accompanied by a systematic stepwise
service improvement plan that incorporated engagement with commu-
nities, including partnerships with traditional birth attendants and
respect for non-harmful traditional practices, and the use of health
service– and population-based information systems to monitor the
quality and impact of maternal healthcare (Pathmanathan et al.,
2003) (Chapter 4).

The fourth lesson is that organising the health system around a set of
clearly demarcated and contiguous geographic units was an important
basis for effective health management, monitoring and evaluation. For
example, the rural health service (RHS) was built around a number of
basic units (health centres and satellite community clinics), each
intended to serve 50,000 population. Each health district had a number
of such configurations and a district hospital that embodied primary
healthcare (PHC) principles in that the hospital provided support for
national disease control programmes such as those for malaria, TB and
leprosy and for the rural health services. Ambulances ferried patients,
staff and laboratory samples and linked primary and secondary levels
of care. The progress in infrastructure development as well as the
performance of health programmes was monitored on a district-by-
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district basis in a way that commanded the attention of politicians
and civil service administrators at all levels of national and state
government.

The fifth lesson is that adequate public financing, enabled by a
progressive tax-funded system, was important (Chapter 9). It not
only paid for the development of the health system’s infrastructure
but also allowed services to be provided free at the point of use for
the large segments of the population living in poverty or on low
incomes. Furthermore, because the health system was predominantly
financed by public revenue, developments were able to take advantage
of economies of scale and the government was able to play an unen-
cumbered governance and leadership role. By contrast, the growth of
private finance and private provision in more recent decades has com-
promised the government’s ability to manage the performance of the
health system as a whole.

13.4 Achieving UHC: Current and Future Health Systems
Challenges

Achieving UHC is not necessarily synonymous with sustaining it over
time or in the face of new challenges. In fact, all health systems are faced
with new challenges evenwhile improvements in health status are being
made. While earlier sections have told the story of Malaysia’s rapid
improvements in health and access to healthcare, some data suggest
that population health improvements have stalled and plateaued. There
are also data indicating that levels of avoidable mortality are higher
than in comparator countries (Ministry of HealthMalaysia&Harvard
T. H. Chan School of Public Health, 2016). Furthermore, a set of new
and emerging health challenges threaten to bring the ‘success story’ of
Malaysia’s health system into question.

In this section, we summarise our analysis of two broad health
systems issues as they relate to the health challenges facing the country.
These issues are evident in all the chapters that describe the Malaysian
experience. The first is the relationship between the public and private
sectors. Although the WHO building blocks framework ignores the
public–private mix as a dimension of a health system, it is critical to
understand how public–private interactions impact on each other and
on the health system as a whole. The second is the set of challenges
facing the public sector specifically.
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13.4.1 The Public–Private Mix

Malaysia’s health system has evolved from one that had been predom-
inantly driven by the public sector to one in which the private sector
andmarket aremore prominent. The evolution began passively, mainly
with the growth of private general practitioner (GP) clinics in urban
areas and growing demand from an increasingly affluent segment of the
population that sought to bypass waiting times and overcrowded facil-
ities in the public sector. This was followed later on by specialist
doctors leaving the public sector and helping to grow a private second-
ary and tertiary care (STC) sector.

However, in recent decades, the government has also actively
encouraged private sector growth, especially in STC (Chee &
Barraclough, 2007; Chee, 2008). For example, the government has
enabled private sector workers to use some of their social security
contributions to purchase private healthcare (Ng, 2005) and has
allowed for private medical expenses and the purchase of voluntary
health insurance to be tax-deductible (Chee & Barraclough, 2007).
Private finance makes up approximately half of THE, mainly from
out-of-pocket payments (OOPPs) made to the private sector
(Ministry of Health Malaysia, 2017).1

Finance capital investment in the health sector has been another driver
of the growthof the private STC sector and the fact that profit-maximising
corporations mainly own private hospitals. A significant amount of
finance capital in Malaysia comes from sovereign wealth funds. Many
private hospitals are thuswholly or partially owned by government-linked
companies (GLCs).2 The proportion of all acute hospital beds in private
hospitals grew from5.8%in1980 to27.3%in2017, andabout30%ofall
acute hospital admissions now occur in private hospitals (Ministry of
HealthMalaysia, 2018b).However,GLCsownmore than50%ofprivate
hospital beds, supporting the government’s interest in seeing private hos-
pitals maximise profits. More recently, this has included the growing
market in health tourism (Ng, 2019).

Within this context, the rapid growth of private medical and nursing
schools is noteworthy (Chapter 8). Similarly, the outsourcing of public
services (e.g. clinical waste management, renal dialysis, sewage and
sanitation, air quality monitoring (Chapter 7), and pharmaceuticals
procurement, supply and distribution (Chapter 11)) to private enter-
prises are indications of this trend.
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Passive and active privatisation has thus been an important aspect of
health system development in the past 30 years or so; inevitably, this
raises questions about the impact it has had on the health system. As
previously noted, some aspects of privatisation are viewed as success
stories, mainly in relation to unlocking capital investment through the
outsourcing of certain services and functions. It is also argued that
private finance has increased overall health expenditure, that private
providers have reduced the burden of care in the public sector, and that
consumer choice and market competition have improved patient satis-
faction and quality and helped contain costs.

Equally, there are some concerns about the public–private mix. The
high level of OOPPs suggests that health financemay not be progressive
and that user fees could limit access to healthcare. In reality, free or
low-cost public sector hospital and outpatient services appear to have
avoided significant financial barriers to healthcare and helped keep
levels of catastrophic health expenditure (CHE) low in Malaysia
(Chapter 9).3

However, a tiered system of healthcare has emerged, with the lower-
income population groups being disproportionately reliant on the
public sector for ambulatory and inpatient care. In comparison,
wealthier sections utilise the private sector (Health Policy Research
Associates et al., 2013). This runs the risk of widening the social
inequalities in health by institutionalising a lower-quality public service
for the poor and a better-resourced private sector for the wealthy. For
example, we already see a proliferation of high-cost technology and a
higher concentration of STC in the more affluent regions of the country
(Suleiman & Jegathesan, n.d.). This is one of the reasons the health
system as a whole has become unbalanced, with a disproportionately
high level of expenditure at STC level (Suleiman & Jegathesan, n.d.).

Some aspects of the public–private mix are also likely to produce
health sector inefficiencies. For example, the high level of OOPPs in the
STC should raise concerns about the potential for market failures and
high levels of supplier-induced demand for unnecessary or overpriced
healthcare. Commercial pressures may also result in cost-cutting and
compromises on the quality of care, or the private sector cherry-picking
profitable elements of healthcare while leaving the public sector to look
after patients and conditions that are unprofitable. Additionally, the
private sector can drain the public sector of human resources that are in
short supply, most notably medical specialists.
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Elsewhere in the health system, the multiplicity of primary care
providers, including private GPs, pharmacies, specialist practitioners
and traditional medicine providers competing with each and with
public sector clinics, results in healthcare provision being fragmented,
inefficient and characterised by poor continuity of care as patients hop
between different providers. The lack of communication and effective
referral systems between private primary care providers and STC facil-
ities are not only another example of fragmentation but also an indica-
tor of substandard and inefficient care. The lack of co-ordination
between the public and private sectors is also evident in the mismatch
between the production of new medical and nursing graduates by
private institutions and the lack of post-graduate training and employ-
ment opportunities in the public sector. Another example is the finan-
cial barrier to patients coming from the private sector to the public
sector.

For any health system to function optimally, the public and private
sectors need to work in a co-ordinated and positively synergistic man-
ner. But for this to happen, regulation is required to correct any market
failures that may emerge within the system and to ensure that private
actors have the right mix of incentives and sanctions to prevent
unwanted behaviour. It is also necessary to be able to monitor and
evaluate the nature and impacts of the public–private mix. Thus, for
both the primary and the STC sector, the general direction of travel
should be towards improving data and knowledge on the public–
private dynamics within the health system and subsequently imple-
menting regulations to optimise health systems performance.

The first concerns the fragmentation and inefficiency of the primary
care system and the fact that private primary care providers could be
deployed to deliver more cost-effective care. Some improvements could
be made by adjusting the fee schedule for private GPs so that they
would be incentivised to spend time and effort on health promotion
while also ending their over-reliance on the dispensing of medicines for
their income. Requiring private primary care providers to adhere to a
national health and management information system (HMIS) would
also make it possible for primary care to be adequately monitored and
evaluated. A more ambitious aim would be to incorporate private GPs
into public service contracts by which they would form part of a single
and integrated primary care system that would include public sector
services.

460 McCoy, Pathmanathan, Tan, Martins and Lim

https://doi.org/10.1017/9781108954846.016 Published online by Cambridge University Press

https://doi.org/10.1017/9781108954846.016


Regarding the STC sector, better data and information are required
to help us understand the quality, safety and outcomes of care in private
hospitals. In addition, the tension between the government’s economic
objectives – increasing foreign income frommedical tourism and ensur-
ing healthy returns to the state’s investment in private hospitals – and
its social goals of providing practical, equitable and efficient healthcare
for all may need to be assessed and addressed more explicitly.

The third issue relates to the need for better alignment between the
production of new health workers, driven by a growing number of
private institutions, and the design and implementation of a medium-
to long-term health workforce plan based on projected population
health and health systems needs. Ideally, both public and private insti-
tutions producing new health workers will be responsive to the work-
force needs of the health system, rather than the health system being
expected to accommodate the training and career development needs
of students and graduates. A related concern is the government encour-
agement of the development of education in the private sector, includ-
ing education of health professionals, partly as an export industry.
Limited capacity to cope with related internships has led to problems
in providing quality supervision (Wong & Abdul Kadir, 2017).

The final issue concerns medical inflation or the propensity for
healthcare costs to keep growing due to costly medical and techno-
logical advancements and because of the growing number of people
livingwith chronic medical conditions. Rising healthcare costs not only
result in pressures on government and household budgets but may also
increase disparities in access to healthcare due to wealthy households
being able to afford the higher costs of medical care. While medical
inflation is a global challenge for the health sector as a whole, it is
particularly important to regulate private sector actors that have an
interest in encouraging medical inflation. Of particular importance is
the need to engage with trade-related policies and laws that govern the
price of medicines and other technologies and that set limits on the
abilities of governments to regulate markets and market actors.

13.4.2 Public Sector Strengthening

The MoH has a long and impressive track record of ensuring that the
public sector works effectively and efficiently. Furthermore, although
the private sector consumes nearly half of THE, the public sector is the
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largest provider of inpatient and ambulatory care, employing 65% of
all doctors and 76% of all nurses in 2015 (Planning Division, MoH,
2016). Together with the fact that it has the primary responsibility of
managing public health threats, these are clear reasons why a well-
performing public sector is essential.

One aspect that needs attention concerns public financing. Presently,
public revenue as a proportion of the GDP is declining in Malaysia
and is low compared to other upper-middle-income countries
(Organisation for Economic Co-operation and Development, 2019).
This places constraints on government health budgets and the MoH’s
ability to strengthen the public sector healthcare system. The reason for
the reduction in public sector revenue (as a proportion of GDP) is not
apparent.

Another issue requiring attention relates to the health challenges
associated with rapid (and thereby informal and less well-planned)
urbanisation. The challenges include a higher proportion of undocu-
mented residents who may be living in poor and crowded conditions, a
lack of healthcare organisation with services being more fragmented,
higher levels of population mobility, and increased susceptibility to
disease outbreaks. While there are good data on disparities between
states, monitoring systems have been slow to adapt to the challenges
posed by rapid urbanisation. Currently, with 70% of the population
living in urban configurations, information systems are not sufficiently
sophisticated for monitoring social inequities in health and being able
to identify high-need households and communities. Thus, for example,
the routine nationwide monitoring of childhood nutrition status was
unable to pick up the high prevalence of childhood stunting in dwellers
in urban low-cost housing in one city (United Nations Children’s Fund,
2018).

In terms of the challenges of improving the overall performance of
the public sector, the MoH is already implementing several initiatives
such as developing multi-disciplinary health centres to provide cost-
effective and seamless preventive and curative care in ambulatory
settings (within family and community perspectives). However, to
really enable the critical role of PHC within the health system, levels
of PHC spending will need to increase. It is estimated that only 17% of
THE is spent on primary care (Ministry of HealthMalaysia&Harvard
T. H. Chan School of Public Health, 2016) and that public expenditure
on primary care is even lower (only 11% compared to 65% on STC).
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The need to strengthen PHC is highlighted by a study that found that
the prevalence of hypertension and diabetes among adults was 30.3%
and 17.5%, respectively (Institute for Public Health, 2015), with about
half of these adults being unaware of their condition.

Another issue is the significant underutilisation of small district
hospitals with bed occupancy rates below 50%. The reasons for this
are both the overprovision of hospital beds in some cases and the scale
of operation of small hospitals that limits their capacity to provide
more critical services and updated surgical practices. Recent experience
with clustering some smaller hospitals with larger ones for the provi-
sion of elective surgery in the smaller hospitals increased the occupancy
rates of the smaller hospitals slightly from an average of 48% to only
54% (Institute of Health Management, 2017). While the use of tele-
medicine and the pooling of budgets and management through the
formation of hospital clusters have helped plug skills and service gaps
in these hospitals, there remains a need to keep reviewing the role and
performance of district hospitals within the health system.

13.5 Contextual and External Threats

Three external and contextual factors act as potential threats to both
human health and the functioning of the health system.While these issues
lie outside the health sector, the MoH has previously demonstrated its
ability to catalyse actions by other agencies to address health issues (e.g.
efforts to improve urban sanitation and reduce environmental health
hazards, as described in Chapter 7). The challenge is to adapt and apply
this former experience to address each of these current and future threats.

The first threat is a set of environmental health hazards that includes
particulate matter, chemical pollutants and microplastics, which pose
direct threats to health. In addition, global warming, which involves
rising sea levels, flooding, extreme weather events and disruptive wea-
ther patterns, will produce direct and indirect threats to health thatmay
include declining food security, forced migration and conflict. While
these threats cannot be addressed by the health sector alone, health
systems will need to mitigate the effects of global warming and eco-
logical degradation and play a role in moving society away from its
dependence on fossil fuel and unsustainable patterns of consumption.
There are now a growing number of initiatives and programmes aimed
at greening the health sector in various countries across the world,
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including the WHO green hospitals initiative (Global Green and
Healthy Hospitals, n.d.).

The second threat concerns the growing prevalence of diseases
caused by the unhealthy consumption of alcohol, tobacco and so-called
‘junk’ food. The growing prevalence of these diseases have been termed
industrial epidemics because of their association with various commer-
cial industries. In 2016, non-communicable diseases (NCD) accounted
for 74% of all deaths globally (World Health Organization, 2018),
while NCD-related morbidities increased by 80% between 1990 and
2013 (Ministry of Health Malaysia & Harvard T. H. Chan School of
Public Health, 2016). Evidence points to the need to change the envir-
onments in which people live to tackle these diseases, rather than to rely
on individual behaviour change. This will require taking public health
approaches to regulating the food and retail sector, as well as other
social and economic drivers of unhealthy behaviours.

Furthermore, as medical technology advances inexorably and as
populations grow older and more morbid, healthcare needs and
demands will place ever greater pressure on health systems. While
new forms of affordable care and technology may help meet this
challenge of growing need and demand, health systems need to prevent
disease in order to ‘compress’ the period during which people are living
with chronic diseases.

The third threat concerns the continued existence of pockets of
intractable poverty and a growing number of people who live unsettled,
migratory and marginalised lives. This includes high levels of stunting
and maternal anaemia in the urban poor, existing side by side with
child obesity (United Nations Children’s Fund, 2018), as well as a large
number of undocumented migrants who lack safe access to essential
healthcare. Not only does this harm the moral wellbeing of society, it
creates vulnerabilities in the population and the health system as a
whole in terms of emerging diseases (e.g. HIV, dengue, Nipah virus,
SARS (severe acute respiratory syndrome)) and re-emerging diseases
(e.g. TB, polio, measles, malaria).

13.6 The Applicability of the WHO Building Blocks
Framework

Notwithstanding their loosely bound nature and the influence of con-
textual factors, health systems are also discrete and organised entities in
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their own right. The WHO framework provides a useful starting point
for the analysis of a health system by identifying the key components of
the system and suggesting desirable outcomes. However, the experi-
ence of applying the WHO framework to a historical analysis of the
Malaysian health system has led to several observations about its
utility.

First, as others have suggested, the framework can be better organ-
ised to describe some of the key relationships between the different
building blocks. We propose a framework (Figure 13.2) that identifies
‘governance and leadership’ and ‘financing’ as foundational building
blocks. In fact, governance and leadership not only determine the
overall structural design and institutional framework (laws, regula-
tions and policies) of a health system but also influences the second
foundational building block (health financing), which in turn sets the
priorities and determines how the health system is resourced and how
the costs and benefits of the health system are distributed across society.
‘Governance and leadership’ and ‘financing’ are also fundamental to
determining the social, cultural and political characteristics of a health
system, as highlighted in Chapter 1.

The next three building blocks can be depicted as operational build-
ing blocks: people (the health workforce), intelligence (the health infor-
mation system) and products (medicines, vaccines and technologies).
These three blocks can also be seen as providing the inputs for the final
building block (service delivery), which is therefore also best under-
stood as a cross-cutting building block. This representation of the
WHO framework is shown in Figure 13.2.

Second, while this description of the WHO framework suggests a
linear set of relationships between different building blocks that are
logically arranged to deliver services in an organised and planned
manner, in reality, health systems are complex and unpredictable,
and the different building blocks often interact with each other in a
non-linear and unpredictable manner. For example, two operational
building blocks (health workforce and health information) play critical
roles in enabling good governance and leadership. This is illustrated,
for example, by how leadership capacity was developed in the
Malaysian system (Chapter 12) and how leadership played crucial
roles in influencing the development of environmental health services
(Chapter 7) or the delivery of primary care services (Chapter 4).
Similarly, the ethos, values and nature of ‘service delivery’ can influence
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the way in which the other building blocks operate or function
(Chapter 5 provides an illustrative example of these interactions).

Third, the interaction between the health system and its wider con-
text includes separate interactions between the wider context and the
individual building blocks of the health system. For example, Chapter
11 provides illustrative examples of how the ‘medicines, vaccines and
technology’ building block is strongly influenced by national and glo-
bal intellectual property rights regimes. Chapter 8 illustrates how the
‘health workforce’ building block is influenced by labour migration
patterns between public and private sectors, as well as the way in which
the education sector is financed and structured. In other countries,
supranational migration patterns would be an additional factor.
Chapter 12 describes how health sector ‘governance and leadership’
is influenced by national governance and the state of the wider political
economy, including the forces of globalisation.

Fourth, any study of the evolution of a health system, including the
interactions between its building blocks, requires a historical and lon-
gitudinal approach that employs both qualitative and quantitative
data. While cross-sectional analyses of health systems may provide a
useful snapshot of how they are organised and how well they perform,
it is important to be able to tell the story of how health systems have
evolved and developed over time to be able to fully understand them.

Finally, while the WHO framework notes the need to assess health
systems performance in terms of a set of intermediate goals (access,
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Figure 13.2 Proposed revised layout of the WHO building blocks depicted in
Figure 13.1.
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coverage, quality, safety) and outcome goals (health status, responsive-
ness, financial risk protection, improved efficiency), it does not con-
sider some of the other purposes of a health system. These include its
contribution to the wider economy, its importance in shaping and
reflecting socio-cultural norms and values, and its role in mitigating
social inequality. It is important therefore to ensure that the WHO
health systems framework is used as an evaluative framework in com-
bination with other frameworks (Chapter 1).

13.7 Looking Beyond the Health System and the Building
Blocks Framework

As noted in Chapter 1, the WHO building blocks framework does not
cover all aspects of the performance of a health system. These include
the economic, social and cultural functions and effects of the health
system.

It is surprising that the economic function and effects of the health
system are not highlighted in the WHO framework, given that this
aspect of a health system is well recognised as important. For example,
we can assume that healthy growth and nutrition in early childhood
will contribute to broader socio-economic development, and there is
evidence that health services provided free to the poor contribute
substantially to poverty reduction (Hammer et al., 1995).

Analysis of the Malaysian health system opens windows to several
other issues that are not usually covered in the discussion of health
systems. For example, the health system may be expected to contribute
to the country’s economy by earning foreign income. For example, in
Malaysia, as in many other developing economies, the fledgling med-
ical tourism industry and the domestic pharmaceutical industry are
viewed as opportunities to grow the country’s exports. Health systems
are also important generators of employment in society. In addition,
they create jobs in areas that may otherwise be economically marginal-
ised. This function is rarely considered by health systems planners, who
may be more concerned with issues of health systems productivity and
the desire to minimise human resource costs.

As countries progress along the developmental scale, the boundaries
blur between health issues and issues typically assigned to the realm of
social protection. This realm includes activities that make large contri-
butions to health, such as care of the elderly, the provision of social and
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physical activities, and the integration of people with special needs into
mainstream society. However, in Malaysia, as in many middle-income
countries, social services are less developed than health services. Unless
adequate attention and funding is focused on such services, there is a
risk that the health system will end up having to fill the gaps.

The social and cultural aspects of a health system are also often
neglected in health systems research and analysis even though they
are important purveyors of social, cultural and moral norms and
values. For example, the early decades of health systems development
in Malaysia reflected a social commitment towards equitable develop-
ment and uplifting the rural poor. It also stressed the importance of
social equity and solidarity by explicitly seeking to reduce disparities in
health. Themore recent growth of corporatisation andmarket forces in
healthcare delivery could pose implicit challenges to the earlier norms
and values, but they are seldom the topic of discussion and debate.

By and large, the health system has also been developed as a secular
institution that has worked across racial and religious differences, and
it may therefore be seen as contributing to social tolerance and har-
mony. It also acts as a platform upon which gender norms are reflected
and shaped. Further, the manner in which it interacts with traditional
medicines and health practices will influence the way traditional cul-
tures are viewed and respected. Equally, the modernisation and com-
mercialisation of the health system will produce new cultural norms.

13.8 Key Messages: Summary of Generic Issues

13.8.1 Generic Lessons Derived from the Historic Evolution
of Malaysia’s Health System

• The provision of health services to the poor free of charge is an
important element in alleviating poverty and enhancing productivity.

• People in rural areas can be reached with targeted, effective and low-
cost basic health services with improved health outcomes.

• Effective and efficient environmental health services are an import-
ant corollary to PHC.

• The co-ordinated development of the various components of the
health system depicted by the WHO building blocks creates strong
synergy.
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• Specific attention to management training and leadership develop-
ment is key to the ability of the health system to implement initiatives
effectively, using information from a variety of sources and respond-
ing to new challenges.

13.8.2 Generic Issues Arising from Current Challenges

• Rising affluence and urbanisation, associated with the public–
private divide in healthcare, could lead to higher THE not associated
with improved health outcomes.

• Health system managers need competence in using a wide range of
governance mechanisms to address such issues.

• The major current health challenges have their roots outside the health
system. The health system needs to develop innovative approaches to
provide acceptable leadership in a multi-sectoral context.
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Notes

1 In 2014, private voluntary health insurance (PVHI) as a share of THE
increased to 8.8%. In 2017, an estimated 45%of the population had some
health insurance cover. Direct financing by private corporations dropped
from 7.2% of THE in 1997 to 2.3% in 2017.Managed care organisations
increased their participation in managing private sector funds from 0.5%
to 4% of private funds during a five-year period (2012–2017).

2 GLCs are companies that have a primary commercial objective in which
the government has a direct controlling stake (Chan, 2014). Such
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companies include IHH Healthcare Berhad, a subsidiary of Khazanah
Nasional Berhad, the federal government sovereign wealth fund; and
KPJ Healthcare Berhad, a public-listed company belonging to the
investment arm of the Johor state government. The Terengganu and
Melaka state governments are also involved in providing private
healthcare. Sime Darby is another GLC that owns hospitals through a
joint venture with Ramsay Health Limited, an Australian company.

3 Data suggest that levels of CHE are higher in wealthier households
compared to poorer ones: it was estimated in 2009 that while 0.2% of
households in the poorest quintile made CHE, the proportion was 0.55%
in the richest quintile (Health Policy Research Associates et al., 2013).
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