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Abstract

Objective: The aim of the study is to estimate the eco-
nomic burden of healthcare utilisation by older persons
in Malaysia at a national scale. The specific objectives are
to: (1) identify the healthcare utilisation behaviour of old-
er persons; (2) estimate the direct and indirect healthcare
costs at the community setting, and (3) estimate the eco-
nomic burden of healthcare utilisation by older persons.
Methods: The survey utilised multi-stage random sam-
pling techniques to recruit a total of 2,274 elderly respon-
dents aged 60 years and above. The economic burden of
healthcare utilisation by an older person was estimated
using multiple sources of data, namely administrative
cost and healthcare cost from both institutional and
community settings.

Results: The prevalence of outpatient and inpatient care
was 60.5% and 5.6%, respectively. Older persons generally
chose government facilities for both inpatient and outpa-
tient services. The average direct cost for outpatient and
inpatient care were RM 141.24 and RM 2,527, respective-
ly. The average indirect costs for outpatient and inpatient
care were RM 31.44 and RM 524.07, respectively. The eco-
nomic burden of healthcare utilisation by an older per-
son was estimated at RM 3,807,481,491, which represent
0.34% of the total GDP in 2014 or 8% of the total health
expenditure in the same year. By 2040, the burden is
projected to reach a staggering RM 21 billion, or around
1.08% of the total GDP. The economic burden of health-
care utilisation by older persons is expected to increase as
Malaysia is moving towards an aged nation by 2045.

Conclusion: The utilization of outpatient care for older
persons was estimated at 60% and most of the sought-after
services were heavily subsidized government facilities.
This study highlights the needs for the government to em-
bark on preventive health and comprehensive education
to decrease the prevalence and severity of non-commu-
nicable diseases (NCDs) among both the future aged and
existing elderly in Malaysia. Alternatively, health care

reform may be timely to ease the burden of healthcare
utilisation by an even bigger percentage of older persons,
once we become an aged nation.

1. Introduction

Life expectancy indicates the average period a person may
expect to live."? Malaysia has made a significant progress
in improving the life expectancy of its people. Malaysia’s
life expectancy is higher than that of upper-middle-in-
come countries but below that of high-income countries ."!
In 2020, life expectancy for Malaysia was 74.9 years, in-
dicating an improvement from 74.5 and 64.2 years old re-
ported in 2014 and 1969, respectively.”* The prolonged
survival of older persons accompanied by lower fertility
rates, reaching below replacement of 2.1 in 2013, has led
to population ageing. There has been a steady increase in
the population of older persons from 3.4 million in 2019
to 3.5 million (10% of the total Malaysian population) in
20205 Malaysia is expected to become an aged nation in
2040 when 14.5% of the population will comprise an old-
er population aged 65 years and above.!

Longevity comes with cost and tricky consequences. Ob-
viously, a nation has to invest in longevity by improving
public health. This is done by way of investing in human
and infrastructural development indicated by factors
such as better access to quality drinking water, sanita-
tion, improvement in health and nutrition. Improvement
in public health has also been seen in preventive medicine
such as in childhood immunization and in the health care
of older people.”” The important health outcomes of these
investments are better survival in infancy and childhood
and at older ages, but investing in longevity is costly. For
instance, in the United States and Germany, a 1% annual
increase in their health expenditures was associated with
a 0.020 and 0.121 per cent increase in life expectancy in
each respective country8. In the same vein, longevity may
prolong one’s life, but it does not automatically imply that
health status or quality of life has improved.””’ Malaysia’s
life expectancy at 60 grew substantially from 15.39 in the
1970s to 19.8 years in 2020(3,4]. However, the proportion
of healthy years in life expectancy among Malaysians
remained at 88.5% in 2016 since 2000.” Therefore, an
average Malaysian born in 2016 is expected to live up to
75 years but can only expect to enjoy good health until the
age of 67 years.” Old age is associated with several geri-
atric events such as multi-morbidity or multiple chronic
conditions due to lower immunity and resistance to dis-
eases, poor diet and less physical activities. These factors
increase the vulnerability of older persons to chronic
health problems and a high-risk group for non-commu-
nicable diseases (NCDs)."" "l Hence, the ageing popula-
tion has been partly blamed for the rising prevalence of
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NCDs in Malaysia. The most common NCDs in Malaysia
are hypertension, diabetes mellitus and hypercholester-
olemia™" with a prevalence of 51.1%, 27.7%, and 41.8%,
respectively”” among the nation’s elderly population. A
synthesis from various studies indicated that the risk of
dementia and vascular dementia is higher among older
persons with comorbidities including diabetes mellitus,
severe hypertension or heart disease."* %1% 1l

The increasing prevalence of NCDs among older persons
increases the demand and utilization of healthcare ser-
vices. As a high proportion of the population ages, there is
a higher prevalence of NCDs and morbidity, thus resulting
in a corresponding increase in the number of older people
requiring outpatient care, healthcare and hospitalization
services.""”’ Consequently, health financing becomes a bur-
den not only to stakeholders but also to the ageing popula-
tion. Malaysian health care system provides options for all
citizens to seek highly subsidised care in the public sector.”
Therefore, Malaysiawasreportedtostillhavethelowestmed-
ical expenditure risk among selected Asian countries."® '
The public sector provides about 82% of inpatient care and
35% of ambulatory care, whereas the private sector pro-
vides about 18% of inpatient care and 62% of ambulatory
care.”””! The spendings on health made up 3.3% of the GDP
in 2000, reaching 4.0% of the GDP in 2010 and 4.24% in
2017. In addition, the majority of the total health expen-
diture (THE) was from public spending, which was esti-
mated as 53.19% in 2000, 58.75% in 2010 and 51.15% in
2017. Despite the healthcare spending is still below the 7%
benchmark recommended by the World Health Organisa-
tion (WHO), it has been on an upward trend in the last few
decades. The main sources of THE in 2017 were the Min-
istry of Health (43.09%) and the household out-of-pocket
expenditure (37.61%).*"

Demographic and epidemiological transitions from com-
municable to NCDs are expected to put pressure on the
government’s resources. The Global Burden of Disease
Study reported that 23% of the total burden of diseases is
attributed to older people and chronic non-communicable
diseases, with cardiovascular disease as the leading con-
tributor ?'. In Malaysia, NCDs account for 67% of prema-
ture mortality, and over 70% of disease burden in 2014. In
2017, NCDs accounted for 72.4% of the burden of disease
according to three selected NCD categories (cardiovascu-
lar disease, cancer and diabetes) and other NCDs (all other
non-communicable diseases - cirrhosis, chronic respira-
tory disease, digestive diseases, neurological disorders
and mental and substance use disorders). The outlook of
younger age cohort health lifestyle and health condition
suggests that NCD burden will likely remain high in the
future.”” Furthermore, with the ongoing ageing of the
population, the increase in the costs of caring for the el-
derly population will also be a challenge for public health
care systems.

The estimation of health care cost and the associated eco-

nomic burden is important for planning services to meet
the need of the older population, for planning promotive
and preventive strategies related to health outcome across
the life span, and for allocating more efficient resources
to the older population. This study attempted to estimate
the economic cost associated with the healthcare utilisa-
tion by older persons living in the community. The spe-
cific objectives of this paper are (1) to analyse healthcare
utilisation behaviour of older persons, (2) to estimate the
cost of healthcare utilization in public, private and alter-
native facilities; (3) to estimate the economic burden of
healthcare utilisation by older persons in Malaysia.

2. Materials and Method

2.1 The data

Multiple datasets were utilised from the following sourc-
es: (1) Data from the providers and community survey
component of a nation-wide study on “Identifying Psy-
chosocial and Identifying Economic Risk Factor of Cog-
nitive Impairment among Elderly”. The data were em-
ployed to estimate the providers’ and community costs
associated with healthcare services, and the prevalence of
inpatient and outpatient utilisation behaviours of older
persons. The providers’ surveys involved seven hospitals
with memory clinics and the provider cost used in this
study was adopted a related study™® The focus of the pres-
ent study was on data obtained from the nationwide com-
munity as detailed out in the following section. (2) The
data on elderly population and national income were ob-
tained from Department of Statistics Malaysia (DOSM)
i.e., the National Population and Housing Census 2010
and the value of Gross Domestic Product (GDP) Nominal
2014 for the estimation the economic costs of healthcare
utilisation by older persons on the national level.

2.2 Data collection and sample

The data were obtained from the community survey enti-
tled “Identifying Psychosocial and Identifying Economic
Risk Factor of Cognitive Impairment among Elderly” in
Peninsular Malaysia. It was a cross-sectional study that
utilised a multi-stage proportional cluster random sam-
pling technique to obtain a representative sample of com-
munity-dwelling Malaysian older persons. The inclusion
criteria for the sample were that they must be Malaysian
citizen aged 60 years old and above, whereas the exclusion
criteria were known psychiatric problem (Dementia and
Alzheimer Disease), alcoholism, serious physical disabil-
ity (bed-ridden, wheelchair-bound) and terminal illness.
The selection process was as follows: (1) Stage 1: Selec-
tion of states. The 11 states and two federal territories in
Peninsular were grouped into four zones or regions (i.e.
South, North, Central and East). In the first stage, states
with the highest numbers of older adults aged 60 years
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and above in each region were selected. Hence, the fol-
lowing states were selected to represent each region: Johor
(South Region); Kelantan (East Region); Perak (North Re-
gion); and Selangor (Central Region); (2) Stage 2: Selection
of Census Circle (CC). The sampling frame was provided
by the Department of Statistics Malaysia (DOSM). Based
on National Population and Housing Census 2010, Malay-
sia was divided into Census Circles (CCs) which were geo-
graphically contiguous areas with identified boundaries.
There were 10,822 CCs in Malaysia in 2010. In the second
stage, only CCs with an elderly population of at least 10%
of the total population (within the selected state above)
were selected. A total of 35 Census Circle (CC) clusters
were sampled from each state (3) Stage 3: Selection of Liv-
ing Quarters (LQ). Each Census Circle contained about
seven Enumeration Blocks (EBs) and each EB consisted of
80 to 120 Living Quarters (LQs). In the third stage, a total
of 20 LQs were selected from each CC cluster of each state
selected earlier. The elderly in these LQs were randomly
interviewed. Specifically, only one resident aged 60 years
and above from each household was interviewed. Should
there be more than one older person in a household who
were qualified to become the respondents, only one of
them was randomly chosen. Data were collected through
face-to-face interviews by trained enumerators using a set
of pre-tested questionnaires. Before the interview, respon-
dents were briefed on the purpose of the study and were
assured of the privacy, anonymity and confidentiality of
all the information. The interviews were conducted at
places such as school halls, mosques, or community halls
in their LQ area. A total of 2,322 older persons participat-
ed in the study, but only 2,274 were eligible for the anal-
yses.

2.3 Research instrument

The research instrument consisted of a pre-tested ques-
tionnaire. The instrument was used to obtain data via a
face-to-face interview with the respondents in the com-
munity. The questionnaire was adapted from the UNU-
IIGH Malaysia, Universiti Kebangsaan Malaysia to
estimate the direct and indirect costs for health care util-
isation. Information contained in the instrument were as
follows: socio-economic and demographic backgrounds,
morbidity as diagnosed by medical practitioners, history
of outpatient care and inpatient care.

2.4. Ethical approval

Ethical approval was obtained from the respective Institu-
tional Review Board. Ethical approval to conduct research
in the hospital settings was obtained from the Ministry
of Health Malaysia (registration number, NMRR-13-1023-
14660). For the community survey, approval was obtained
from the Universiti Kebangsaan Malaysia’s ethics com-
mittee. In addition, information sheets about the study
and consent form for the participants were distributed
before conducting the interview.

2.5. Method of cost calculation

Costs were divided into two categories: direct costs and
indirect costs. The direct costs consisted of direct medical
costs and direct non-medical costs. Direct medical cost
comprised self-reported clinical and hospital charges in-
cluding prescription, consultation, diagnostic and proce-
dure charges from different types of healthcare facilities
(i.e. government hospitals, government clinics, private
hospitals, clinics etc.). Other costs in the category includ-
ed were the costs of transportation, meal, accommoda-
tion, and other related expenditures (supplemental food
or other alternative treatment) incurred by the elderly.
The indirect costs consisted of the opportunity cost of the
time of the respondents during the course the treatment.
Informal care costs by the caregivers were not included for
this study due to unavailability of data. Thus, the cost was
estimated based on the expenditure incurred from receiv-
ing care from formal establishment service providers and
out-of-pocket (OOP) expenses by older persons.

In this study, respondents estimated the cost they in-
curred in obtaining healthcare services in both inpatient
and outpatient services. The valuation of resource utiliza-
tion was done by incorporating the following for inpatient
and outpatient services: the corresponding unit cost for
each component of inpatient and outpatient care services;
information on time spent in the facility; the length of
stay; number of absent days from work after discharge.
The transportation cost was estimated based on the
self-reported fares paid or estimated or a mileage claim
cost based on the government rate — i.e. (RM 0.50 x kilo-
metres (distance from home)). The indirect costs consisted
of respondents’ “lost times” or cost of the time forgone.
The indirect costs of individual time among those who
currently employed or reported any sources of income,
were estimated using respondents’ self-reported wages.
For the unemployed or reported not having any sources
of income during the time of this study, the national min-
imum wage of RM 900 was used to estimate the cost of
“lost time”. Based on National Wages Consultative Coun-
cil Act (Akta Majlis Perundingan Gaji Malaysia) (2011) ef-
fective from January 2013, the “lost times” was estimated
at RM 34.62/day and RM 4.33/hour. The total economic
impacts of healthcare utilisation by older persons at the
community level were calculated as a summation of both
total direct and indirect costs.

In this study, the estimated cost at institutional setting or
providers’ cost was obtained from the same research proj-
ect as previously explained elsewhere.” The calculation
utilized the Clinical Cost Modeling Software Version 3.0
(CCM Ver. 3.0). The total economic burden of healthcare
utilization by older persons in Malaysia was calculated by
summing up the estimated total cost at community level
and institutional settings, aggregated to the national level.
The formula to arrive at the estimation is as follows:
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The projected healthcare cost of older persons was esti-
mated by adjusting it to the average inflation rate between
2011 and 2016 for the following reasons: (1) the data col-
lection year fell between this period; (2) Inflation rate
during the period was reasonably reflecting the ordinary
years. In addition, the current study utilised a more con-
servative estimate of GDP between 2020 and 2040. The
inflation was compounded to reflect new inflation prices
from each of the previous (annual) value.?”2

3. Results

Background of older persons

The average age of the elderly in this study was 69 years
old. The majority of the respondents were of Malay eth-
nicity (62%) and with a lower level of education as 58%
attended primary schools, whereas 21% had no formal
education. Of the total 2,274 respondents, 68% were cur-
rently married and 28% were widowed with an average of
six children per respondent. Only about 10.5% were living
alone and 35% were living with their spouse and children.
Table 1 presents the background characteristics of the
study population.

Age (Mean + SD) 69.03 + 6.229

Young-Old (60-69) 1,305 (57.4%)
Age Category Old - Old (70-79) 833 (36.6%)
Oldest - Old (80 and above) 136 (6.0%)

Malay 1,430 (62.9%)
Ethnicity Chinese 725 (31.9%)

119 (5.2%)
5.15 +3.981
475 (20.9%)
1,316 (57.9%)
372 (16.4%)
Tertiary education 111 (4.9%)

Single 37 (1.6%)
Married 1,555 (68.4%)

Indian and others

Years of education (Mean + SD)

No formal education

Primary education
Education level y

Secondary education

Marital status

Separated / divorced 39 (1.7%)
Widowed 643 (28.3%)

Number of Children (Mean + SD) 54+29
Number of Household (Mean + SD) 3.61 +2.243

Living alone 239 (10.5%)
625 (27.5%)

512 (22.5%)

Living with spouse only

Living arrange- Living with children only

ment s .
Living V:}llti}]ldsriiuse and 796 (35%)
Living with others 102 (4.5%)
Employed full time 135 (5.9%)
Employed part time 95 (4.2%)
Activity status Self employed 289 (12.7%)
Retired 1,309 (57.6%)

Others (not working, house-

446 (19.6%)

wives etc.)
.. RM904.86 +
Individual Income (Mean + SD) RM1,785.68
RM1,325.71 £
Household Income (Mean + SD) RM2.362.46
B40 2,145 (94.3%)
M40 101 (4.4%)
T20 28 (1.2%)
Hardcore Poor 1,052 (46.3%)
Poor 195 (8.6%)

Non-Poor 1,027 (45.2%)

A majority (58%) of the respondents were fully retired.
Among those who continued working after the age of 60
years old, 13% were self-employed and 10% of them were
either employed full-time or part-time. The average per-
sonal income of older persons was RM 904.86 per month.
Meanwhile, the poverty line income for Peninsular Ma-
laysia in 2014 was RM 950 per household per monthé6. The
hardcore poor consisted of those with a monthly household
income of RM 600 and below. As for the income catego-
ry, the lower-income group or bottom 40% of the income
percentile (B40) consisted of households with income RM
3,860. Therefore, these cut-off points were used to group
the poor and hardcore poor segments. Middle-income
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households (M20) consisted of households with a monthly
income between RM 3,860 and RM 8,319, whereas house-
holds with monthly income above RM 8,319 were consid-
ered as the high-income segment. Almost half (46.3%) of
the respondents belong to the hardcore poor category and
45.2% were from non-poor households. However, the non-
poor households mostly under the low-income group.

Overall, older persons in this study were healthy. A similar
proportion of the respondents claimed to be healthy most
of the time (47%) and some of the time (43%). Other than
self-rated health status, the mental and physical health of
the respondent was examined as shown in Table 2.

Table 2.

n=2,274
Variable

Activity Daily Living (ADL)

No Functional Impairment 1,952 85.8
Moderate Functional Impairment 3 0.1
Severe Functional Impairment 319 14.0
Normal 552 24.3

Mild Cognitive Impairment (MCI) 1,318 58
Mild Dementia 247 10.9
Moderate Dementia 124 5.5

Severe Dementia 33 1.5

Geriatric Depression Scale (GDS)

Normal 2,194 98.1

Mild Depressive 43 1.9
Severe Depressive 0 0.0
No diagnosed disease 727 32.0

1 diagnosed diseases 570 25.1

2 to 4 diagnosed diseases 928 40.8
5 and more diseases 49 2.2

Lifesytle-related Disease

Hypertension 1042 45.8
Diabetes Mellitus 540 23.7
Hypercholesterolemia 587 25.8
Heart Disease 199 8.8
Kidney Failure 31 14
Cancer 26 1.1

Stroke 28 1.2

Serious vision or hearing impairment. 110 4.8
Asthma 115 5.1

Cataract / Glaucoma 144 6.3
Tuberculosis 7 0.3
Osteoarthritis / Osteoporosis 240 10.6
Thyroid 32 1.4

Other diseases 109 4.8

*Shahar et al. (2015) and Clinical Practice Guidelines-Management of
Dementia (MOH,2009)

The activity of daily living (ADL) score indicated that 85%
of respondents were categorized as fully functional with
only 14% having severe functional impairments. Based on

the Mini-Mental State Examination (MMSE) score, 24%
were categorised as having normal cognitive status, while
a majority (58%) were categorised as suffering from mild
cognitive impairment (MCI), and 17% were diagnosed
with dementia of different level of severity. Almost all re-
spondents were not at risk of depression. Regarding phys-
ical health, 32% were not diagnosed with any disease, 25%
were diagnosed with a single illness, while the majority
(43%) of the respondents have been diagnosed with at least
two chronic diseases. As shown in Table 2, respondents’
diseases were grouped into lifestyle-related (e.g. hyper-
tension, hypercholesterolemia and diabetes) and disabil-
ity-related. The disability-related diseases refer to illness-
es or conditions that could hinder one’s functioning and
movement such as stroke-related paralysis, osteoarthritis/
osteoporosis, cataract/glaucoma, gout and serious vision
and hearing impairment. Furthermore, the most common
diseases under the “lifestyle” category were hypertension
(45.8%), hypercholesterolemia (25.8%) and diabetes mel-
litus (23.7%). For the disability-related diseases, the top
two were osteoarthritis/osteoporosis (10.6%) and cataract/
glaucoma (6.3%).

Healthcare utilisation

A total of 1,419 (62.4%) older persons reported having uti-
lised outpatient and/or inpatient care from various health-
care facilities available in Malaysia. The prevalence of out-
patient care was 60.5% (Table 3). Out of 1,376 respondents
who sought outpatient care services, 36.3% were obtained
from government clinics and 16.9% were from govern-
ment hospitals. Only a small number of older persons re-
ported seeking care from private clinics (7.7%) and private
hospitals (1.1%). The average number of visits per annum
is 5.7 (+ 3.4) indicated respondents’ choice of healthcare
facilities. Among the available healthcare facilities, gov-
ernment clinics had the highest number of average visits
per annum (5.82 + 3.30), followed by private clinics (5.62
+ 3.69), and government hospitals (5.56 + 3.43). The ra-
tio of the mean number of visits to government hospitals
was 1.12 times higher compared to the private hospitals.
Overall, the total average number of visits of all the re-
spondents was 2.5 times per year. About one-third of old-
er persons seeking outpatient care were for hypertension
management, 20% seek for a combination of diseases, and
15% for other diseases.

Meanwhile, a total of 128 respondents (5.6%) received
in-patient service at hospitals. The mean number of hos-
pital admission was 1.29 in one year. Government and
private hospitals were the two main facilities chosen for
in-patient services. Almost all (n = 106, 82.8%) respon-
dents were admitted to government hospitals with a mean
length of stay of 8 days. Respondents spent twice as longer
time in government hospitals compared to private hospi-
tals (3.9 days). The majority of older persons sought inpa-
tient services for other diseases.
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Table 3.
Direct Cost i 2 s o
Average Number of Visit/ | Average Length
o n (%) (RM) o .
Facility : : Admission of Stay (day)
il 22 il 22 am Mean + SD Mean + SD
SD SD SD
Outpatient 825(36.3%) | 44.0+112.85 | 28.6+42.15 | 72.6+127.87 5.82 +3.30 -
Government clinics
. 300.5+
Government hospitals 384 (16.9%) | 255.3 + 2,600.53 | 45.2 + 155.70 2 606.83 5.56 + 3.43 -
Private clinics 175 (7.7%) 234.0 + 411.20 27.1 £49.10 261.10 + 425.76 5.62 + 3.69 -
1,114.3 + 1,141.8 +
. . 0, + + -
Private hospitals 25 (1.1%) 2.707.43 27.5 +29.01 2.706.65 4.96 + 3.56
Traditional medicine healers 11 (0.5%) 208.8 +£212.28 15.8 £ 23.51 224.6 £222.51 5.09 +3.73 -
Alternative healthcare providers 3 (0.1%) 141.6 + 92.49 20.0 £ 15.45 161.6 + 106.78 5.33 +£4.16 -
Others 35 (1.5%) 269.8 + 327.94 22.3+£2891 292.1 £ 331.40 7.83 +4.18 -
. 1,376
Total Outpatient (60.5%) 141.2 + 1,433.47 | 31.4+89.41 172.7 £ 1,437.93 5.7 £3.40
Inpatient 546.9 +
Government hospitals 106 (4.7%) | 404.4 + 3,031.80 1 59'3 2_1 951.2 + 3,451.49 1.36 + 0.90 9.97 £ 14.43
. . 12,755.5 13,169.8 £
+ + +
Private hospitals 22 (1.0) 21.754.81 414.3 + 564.61 22.053.17 1.23 £0.53 4.59 +4.81
2,527.2 + 524.1 + 3,051.3 +
. o s >
Total Inpatient 128 (5.6%) 10.379.84 1,467.59 10,568.10 1.3+ 0.80 9.05 + 13.42
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The cost of healthcare

As shown in Table 3, the total direct and indirect cost
for outpatient care was RM 141.2 and RM 31.4. The to-
tal direct cost at private hospitals was the highest at RM
1,114.30 which was 4.5 times higher than that of govern-
ment hospitals. The direct cost of outpatient care at pri-
vate clinics was RM 234 and similar to the direct cost at
government hospitals (RM 255), but more expensive (5.3
times) compared to government clinics. The total cost
of outpatient care at government clinics was estimated
at RM 72.6 per adult per annum, whereas the total cost
at government hospitals was RM 300. Furthermore, the
price ratio between seeking treatment at private clinics
and hospitals were RM 261 and RM 1,141 which was 3.6
and 3.8 times higher than government clinics and gov-
ernment hospitals, respectively. Interestingly, charges for
outpatient services offered by alternative medicine pro-
viders/healer were at least about twice as much expensive
as government clinics. The total cost (+ SD) for outpatient
care (per older person annually) was RM 172.7 + 1,437.93.
For inpatient care, the average total cost for private hos-
pitals was RM 13,169 which was 13.85 times more ex-
pensive than government hospitals (Table 3). The major
reasons for the high costs included direct costs from med-
icine charges and physician consultation estimated at RM
12,755.5 In addition, the estimated cost was 31.54 times
more expensive in private hospitals than the government
counterpart. In this study, the total cost for inpatient care
(per older adult annually) was RM 3,051.3 + 10,568.10.
Although the majority of respondents reported having
utilised healthcare services, the cost of health care was
driven up by the cost of ward admission in the facilities.
Overall, regardless of the type of facilities and care, the
total cost of healthcare utilization is RM 442.7 per older
person per annum.

Economic burden of healthcare utilisation

by older persons

Table 4 provides information on relevant administra-
tive data and total economic cost at institutional setting
(i.e. providers’ costs). The data were combined with the to-
tal economic cost at the community data presented for the
healthcare cost. The aggregated economic cost of health-
care utilisation was calculated using the formula described
in Equation 1. Accordingly, the total economic burden of
healthcare utilisation by older persons in Malaysia in 2014
was estimated at RM 3,807,481,491. This value represented
0.34% of the total GDP for that year. According to the Ma-
laysia National Health Accounts report, the total health
spending was 4.23% of GDP in 2014[21]. Therefore, the es-
timated value of treating older persons constituted 8% of
the total health expenditure. In line with Malaysia’s move
to become an aged nation, the total percentage of health
spending will continue to show an increasing trend.

10

No. Description Value Source
. | Total Malaysian popula- 30,708,500 DOSM
tion in 2014*
Total older person popu-
2. lation in 2014 (=60 years 2,696,300 DOSM
old)*
Total GDP, Nominal (RM .
3. million) (in 2014)* RM1,106,443 mil DOSM
The estimated average cost
4 per unit care utlh.ze.d by RM181.00 ProYlders cost#
older person per visit [for [given data]
outpatient service]
The estimated average cost
5. per unit care utilized by RM778.00 Pro.\uder cost#
older person per day of stay [given data]
[for inpatient service].
The estimated average cost .
of care utilized by older Community
6. . RM172.70 cost [current
person [for outpatient
. study]
service]
The estimated average .
cost of care utilized by Community
7. . . RM3,051.30 cost [current
older person [for inpatient
- study]
service]
*Department of Statistics Malaysia (DOSM)
# Amrizal et al. (2017)

Given population ageing, the current study extended the
estimation on healthcare utilisation and the economic
burden of healthcare utilisation by older persons for 2020,
2025, 2030, 2035 and 2040. Based on the population pro-
jection provided by DOSM, it is estimated that the popu-
lation of older persons (aged 60 and above) will steadily
increase from 8.78% in 2014 to 15.29% in 2030 and 19.83%
in 2040, (see Figure 1). Hence, Malaysia will become
an aged nation by 2030 when 15% of its population com-
prise older persons aged 60 and above. Consequently, the
economic burden of the older population on healthcare
systems was observed within the aforementioned periods.
It is projected that the cost of healthcare utilisation by
older persons will increase by four-fold to RM 12 billion
or around 0.76% of the total GDP in 2030 from RM 3.8
billion (0.34% of GDP) in 2014. By 2040, when Malaysia
is already super-aged, it is projected that the total cost of
healthcare utilisation by older persons will reach a stag-
gering RM 21 billion or constituting around 1.08% of the
total GDP.
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4. Discussion

Profile of older persons. The current cohort of older per-
sons was mostly born before Malaysia’s Independence
in 1957 when educational opportunities were still lim-
ited and considered a luxury to most people. This might
explain the low educational level among older persons
participated in this study. Consequently, it affects their
economic opportunity to secure employment with high
pay. This was also reflected by the economic status of the
respondents as most of them belong to the low-income
groups (i.e. below 40% income percentile). In terms of
health status, almost half of the respondents claimed to
be healthy most of the time. For older persons, self-rated
health status is equally important as the actual state of
their health due to the influence on decision-making to
be actively involved in the community, or otherwise. This
is in line with the functionality test score (IADL) which
indicated that a high percentage of the respondents was
categorised as being physically fully functional. However,
the MMSE score indicated that almost 60% of these older
people had mild cognitive impairment (MCI). Older per-
sons in the MCI category were considered to be between
normal ageing and dementia, as well as at a higher risk
of developing dementia. If there is no early intervention,
at worst, the cognitive disorder will affect older persons’
quality of life and may require long-term care. Hence,
mentally impaired older persons are at higher risk of de-
pending on a caregiver which would contribute to the ris-
ing healthcare costs.”” Such caregiving function may be
performed by family (informal) or non-family (formal)
members. As most of the older persons live together with
their spouses and children, family members may serve as
caregivers to older people. However, several studies have
reinstated the potential negative effects of informal care-
giving such as a loss of productivity, compromised quality
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of life and poor health status.®* 3" The burden of in-
formal caregivers is more costly than the direct costs as
evidenced by the positive relationship between the time
spent caring for an older adult and the incurred cost. %3
Consequently, more efforts must be invested in preparing
future caregivers with knowledge to ensure the wellbeing
of both older person and caregivers.

Health care services utilisation. The average annual num-
ber of visits to outpatient healthcare facilities was 5.7
times, or around once every two months. As the major-
ity of older persons in this study claimed to be healthy,
outpatient services were mostly sought from clinics and
the main reasons were either for routine check-ups or
treating minor illnesses. This was reflected in the over-
all physical health of the respondents as 40.8% of them
suffered from multiple NCDs such as hypertension, hy-
percholesterolemia, diabetes mellitus, osteoarthritis, and
heart disease. These conditions might contribute to their
frequent visits to clinics. For the inpatient care utilisation,
apart from NCDs, the other two main causes of hospital-
isation were road accidents and falls. Consequently, the
respondents simultaneously suffered from body injuries
and various chronic diseases, culminating in long stays at
hospitals (i.e. as long as nine days). This is in line with a
study which report higher utilisation of healthcare facili-
ties among older persons compared to the younger popu-
lation."" Inevitably, older people are more susceptible to
illnesses, thus have no choice but to spend more money on
healthcare services for treatment purposes.

Findings indicated that older people flocked to govern-
ment facilities to seek either inpatient or outpatient ser-
vices. Possible explanations for such behaviours are as
follows: First, Malaysia’s public healthcare system is heav-
ily subsidised by the government. It is almost practically
free and accessible to all citizens. Older persons could eas-
ily receive treatment from outpatient service by only pay-
ing RM 1 (USD 0.25). Second, most of the aged population
come from low-income households (i.e. B40); thus, gov-
ernment facilities offer a comparative advantage and are
easily affordable. Third, government clinics and hospitals
are available in both urban and rural areas in contrast to
private hospitals that are mostly available in urban areas.
This makes government healthcare services and access
more convenient to older adults. Nevertheless, govern-
ment healthcare services are not without limitations. For
instance, older persons are expected to wait longer to be
attended to in public compared to private facilities. This
might not be a serious issue in older persons that are gen-
erally healthy. However, a long waiting time is an issue for
older adults with severe health conditions. They would not
have to spend five to seven hours to get treatment and con-
sultation at government healthcare facilities if they could
afford the treatment from private facilities.®
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The cost of healthcare utilisation. The cost of healthcare
utilisation consists of direct cost and indirect cost. In this
study, non-prescribed supplements and meals for both pa-
tients and caregivers constituted a significant part of the
total cost of healthcare utilisation, whereas the indirect
cost included only the opportunity cost of the time for-
gone by the respondents during treatment. These findings
are consistent with previous studies which concluded
that direct non-medical cost contributed almost 50% of
the total direct cost.””** The studies also highlighted the
significant impact of illness on direct non-medical cost
and indirect cost.””**! As direct non-medical cost is one
of the OOP cost components, it will remain high despite
low medical charges in Malaysian government facilities. It
was reported that non-medical cost led to consistent high
OOP costs among older persons irrespective of insurance
coverage.” Additionally, when OOP payments are un-
avoidable, households with the elderly, handicapped, or
chronically ill members are generally more likely to be
trapped with catastrophic health expenditure (CHE) than
other households.!""**%

Around 2% of older persons in Malaysia were found to
have incurred CHE at a 10% threshold43. Meanwhile, the
incidence of CHE by cognitive status among older persons
with mild cognitive impairment (MCI) was 2.4% at a 10%
threshold - the highest among other cognitive status43.
Accordingly, the prevalence of MCI was estimated at 58%,
which was the highest considering the cognitive status
of older persons. MCI is the condition between normal
cognitive status and dementia. Persons with MCI are at
higher risk of developing dementia or its subtypes if early
treatment is not provided, thus resulting in higher costs.

Based on the reports from Malaysia’s Ministry of Health,
private household OOP spending constitutes 38% share
of total health expenditure (THE) and remains the sec-
ond-highest source of THE financing after the public
funds from the nation’s Health Ministry. The OOP in Ma-
laysia also shows an increasing trend from 30% in 2010 to
38% in 2017. However, the international comparison of the
OOP health financing scheme ranked Malaysia fifth after
Bangladesh, India, the Philippines and Sri Lanka in 2016,
but Malaysia ranked higher than Thailand (12%) and Sin-
gapore (31%). The OOP health financing scheme is based
on the percentage of current health expenditure.””

The heavily subsidised health care system in Malaysia has
provided its citizens an access to quality healthcare ser-
vices at an affordable rate. As such, a bulk of the health-
care utilisation cost among older persons was due to costs
other than direct medical costs such as medical and phar-
maceutical charges. Thus, the Ministry of Health had the
biggest share of and listed as the financing source. The
projected cost of healthcare utilisation shows an increas-
ing trend, which insinuates the government’s economic
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burden in treating older persons.*! Therefore, there is a
concern regarding the sustainability of the system, espe-
cially with the projected ageing Malaysian population.
Policymakers must come up with strategies and policies
to lessen the economic burden of healthcare utilisation by
older people. This includes early interventions across the
lifespan to ensure a significant reduction in the prevalence
of NCDs. Simultaneously, the public must be adequately
educated on health and self-care to promote healthy age-
ing, prolonged active participation, and productive con-
tributions to society.””) In summary, the cost of not being
healthy in old age is burdensome making an early inter-
vention of utmost importance.

Conclusion

Longevity is not automatically accompanied by good
health. In Malaysia’s case, the prevalence of NCD is in-
creasing and exacerbated by an increasing number of old-
er population suffering from multiple NCDs. Consequent-
ly, there is an excess demand for healthcare services and
pressure on the available facilities. This is important since
older people prefer to be treated at affordable centres as
obtainable in Malaysia’s government healthcare systems
that are heavily subsidised. Even though the government
is obliged to ensure easy access to quality care at an af-
fordable price, population ageing puts an extra burden on
the system and lessens sustainability. The government had
contemplated to move from tax-finance system to National
Health Insurance (NIH). However, the health reform has
not been implemented. Therefore, it is high time for the
Malaysian government to seriously strategise and make
changes in health insurance schemes to alleviate financial
burden on the nation’s health care system. Lifespan per-
spective of preventive health through education and other
intervention must be intensified to ensure that future el-
derly will live longer and healthier. Ageing in good health
will not only reduce healthcare cost and spending, but it
will also address stereotyping of age whereby older per-
sons often being depicted as frail, dependent and a burden
to society.
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