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INTRODUCTION

Since 1957, the Malaysian health care system had evolved 
from prescribing essential traditional remedies to providing 
world-class health care services.1 In 1978 after the Alma Ata 
declaration, the government, through the Ministry of Health 
(MOH), has been reorganising its services.2 The health care 
system of a country is designed to cater to populations’ needs 
and a complete curative model. As time goes, the health care 
system faces new changes. From a doctor-illness focused era, 
the system stepped into more preventive care with a health-
ier lifestyle and risk prevention techniques.3 Health services 
covered all aspects of comprehensive health care, including 
preventive, promotive, curative, and rehabilitative care.4 The 
Ministry of Health leads the health care services in Malaysia. 

The public healthcare system is heavily subsidised by the 
government, thus providing many affordable and compre-
hensive health care services to the public.3 The second major 
providers are private sectors.4,5 The services provided in the 
private sectors are the same as what the government sectors 
are providing, but the users pay all the cost for the services. 
The services are thus only for the community who can afford 
such luxury.6 Foreign workers, similarly, can patronise ei-
ther private or public health care services. However, foreign 
workers are obliged to pay an equal amount of money in pub-
lic and private health care centres.7 Agents of such workers 
are requested to provide private health insurance that cov-
ers hospitalisation and surgical charges at public hospitals. If 
the foreign individuals choose to patronise service in private 
centres, the cost is to be borne from their own pockets.
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ABSTRACT
Background: Perception of health care delivery affects the utilisation of the services by the recipients. 
Objective: This study attempted to assess Malaysia’s health care delivery perceived by Bangladeshi workers in Sarawak, Ma-
laysia. 
Methods: A structured Likert scale questionnaire was used to assess health care delivery perception in Malaysia. A total of 314 
data were collected from Bangladeshi workers through face-to-face interviews in a cross-sectional study design. A stepwise 
multiple linear regression analysis was done to determine the perceived accessibility, affordability, and equity in health delivery. 
IBM SPSS version 22.0 was used for data entry and analysis. 
Results: The healthcare delivery was assessed by three domains viz. accessibility, affordability, and equity of care. A stepwise 
forward and backwards multiple linear regression analysis found that daily wage payment (p<.001), monthly income MYR 900-
1300 (p<.001), and income MYR ≥1300 (p<.001) are strongly positively correlated with perceived health care. While factors, 
namely, manufacturing jobs, having no idea about health insurance, and adaptation of local culture, are negatively correlated 
with perceived health care (p<.05). The field note analysis revealed a mixed feeling of health care services in Malaysia by mi-
grant workers. 
Conclusion: This study’s findings would be necessary to develop a migrant worker’s friendly health care delivery policy in the 
country, which is affordable and equitable. The study could also be replicated in other migrant workers to examine and inform 
migrant health research.
Key Words: Accessibility, Afordability, Bangladesh, Equity, Malaysia, Migrant workers, Perception, Sarawak
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Migrant workers are always seen as a vulnerable population, 
especially for adequate health care.7 The factors that may 
affect the vulnerability include socioeconomic condition, 
language proficiency, federal, state, and local policies on ac-
cess to public-funded health care, accommodation, stigma, 
and marginalisation.8-10 Compared to the host country popu-
lation, migrant workers use less health care and receive a 
lower quality of care.11 To further understand the needs of the 
migrant workers, their perception towards the current health 
system, especially in accessibility, affordability, and equity, 
is very much needed. It can be used as the basis to develop a 
new immigrant-friendly policy in the future.

Accessibility in the concept of healthcare services has many 
components. Accessibility does not only mean that the in-
dividual can reach and use health care services provided. 
Nevertheless, it evolves more on physical accessibility, 
availability of the health services, health care equity, the 
acceptability of the health care services among a specific 
group of people, and most importantly, the affordability of 
the given services.12-14 Affordability is usually equated to an 
individual’s capacity to use health care services to the total 
family income.15,16 In the modern era of medicine, to serve 
equal service to all socioeconomic background population, 
various healthcare financing has been put in place to have 
full access to any medical treatment.

Among the migrant workers, health financing or health insur-
ance remains a challenge. Although most employers cover 
their employees with basic health insurance, the benefits are 
still in its very minimal state. Essential treatment costs are 
covered, and if in need of more extensive care, the migrant 
workers must pay out of their own pockets. Unaffordable 
health care services reduce the accessibility of the migrant 
workers to seek for health and help. When the migrant work-
ers have to face financial barriers to seek health care, there 
is no equity towards health care services. Does a successful 
health care provider provide equal health care services to eve-
ry single individual?  The success of health care services is 
usually assessed on the utilisation of the given services and the 
service users’ satisfaction level.17,18 As migration is a global 
phenomenon, and in most cases, the migratory phenomenon 
was examined from historical, social, economic, and cultural 
perspectives.19 However, health and healthcare perspectives 
are mostly understudied. Thus, the present study aimed to de-
termine the perceived knowledge of current health care deliv-
ery in Malaysia by foreign workers. 

MATERIALS AND METHODS

Setting and sampling 
We collected data from the Bangladeshi workers in Kuch-
ing Division, Sarawak, Malaysia, in a cross-sectional study 

design. Their views on health care delivery in Malaysia were 
assessed. We included the men aged 18 years and above liv-
ing in their current residence as a sample. The calculated 
sample size was 401, based on the prevalence of morbidity 
10. Only 314 workers managed to be interviewed. The overall 
response rate was 87.2%. In Sarawak, the foreign workers 
come mainly from Indonesia, Myanmar, Bangladesh, Paki-
stan etc. This study particularly includes only one country’s 
workers; if we include many country workers in this study, 
there might be a possibility of bias in analysis from different 
perspectives like cultural issues, etc.

Data collection
Data collection instrument was adapted and modified based 
on previous studies 20,21. The instrument consists of a socio-
demographic profile, morbidity, health-seeking behaviour, 
perceived health care delivery, and acculturation process in 
the destination country. The instrument was pre-tested in a 
non-sample area for reliability, consistency, and compre-
hensibility. However, the respondents who participated in 
the pre-test were not included in the main survey.  A minor 
change was made after the pilot test. Initially, the instrument 
was developed into English, and the content analysis was 
done and was translated into Bangla (mother tongue of the 
workers). For consistency of the questions, back-to-transla-
tion was done. The interview was done in the worker’s resi-
dence. Data collection was done at the weekend. A Bengali 
speaking university student was appointed for data collection 
and was collected via face-to-face interview. The research 
leader time to time verified the data for accuracy and con-
sistency.  Every time a field note was taken after an informal 
discussion with the workers.  Ethical approval was obtained 
from the Faculty of Medicine and Health Sciences, Universi-
ti Malaysia Sarawak (Ref: UNIMAS/NC-21.02/03-02 (13)). 

Measurements
We analysed Malaysia’s perceived health care delivery sys-
tem in three domains: viz. accessibility, affordability, and 
equity in health care. Each domain was measured using 5 
points Likert’s scale. 

Perceived accessibility of health services was measured by 
eight items of questions with a Likert scale ranging from 
very difficult to very easy. A composite mean score was cal-
culated based on eight items and converted into a percentage 
for straightforward interpretation, 

Perceived affordability of health care was measured by six 
items of questions that were asked and scored the same as the 
domain accessibility. The Likert scale of each item ranged 
from strongly disagree to strongly agree. A high score indi-
cated affordable health care. The affordability of health care 
was mostly on price, insurance coverage, and subsidy on 
medicine as a foreign worker.20,21  
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The equity of health care was measured by five items of 
questions. Each item was measured on a Likert scale based 
on strongly disagree to strongly agree. A high score indicated 
equitable service. 

The acculturation process was measured by three domains 
such as language, cultural behaviour, and knowledge. The 
complex social-psychological context in which the accultur-
ative process occurs in a different environment was the main 
idea.22 A total of 22 items with Likert’s scale of questions 
were asked to assess the cultural adaptation. 

Data entry and analysis 
Any incomplete data with more than 25% non-response after 
each session were discarded. IBM SPSS version 22.0 was 
used for data analysis.23 A descriptive analysis was done after 
cross-checking and validation of the data set. To determine 
the factors affecting each domain’s perceived health care 
delivery, stepwise forward inclusion, and backward elimi-
nation multiple linear regression analysis was done. Finally, 
another multiple linear regression was also done with a com-
posite score of perceived health care delivery as the depend-
ent variable. The qualitative variables were dummy coded 
before being fitted into the regression model. A p-value of 
≤0.05 is considered statistically significant. 

RESULTS

Socio-demographic profile
Most of the migrant workers were young adults with an av-
erage age of 35.9(SD=7.3) years. Nearly a hundred per cent 
were Muslims (98.1%) and married (84.7%). More than 
two-fifths (43.3%) had a secondary, followed by the primary 
level of education (33.8%). However, 15.6% had no formal 
education. Manufacturing (43%) appeared to be the highest 
job category, followed by construction (32.2%), and multiple 
jobs according to the employer’s desire (22.9%). The major-
ity of the workers (82.2%) get a daily wage, and the rest get 
a monthly wage. The average income was MYR 923.0 per 
month. On average, four members were dependent on the 
worker’s income. The average duration of working in Ma-
laysia was ten years. The majority of the workers (84.1%) 
were living in a shared room. About two-thirds (63.4%) had 
health insurance, and the rest had none (Table 1). 

Table 1: Socio-demographic profile 
Characteristics Frequency Percent /

Mean

Age (Mean, SD) years  314 35.9(7.3)

Religion

Islam 308 98.1

Hinduism 6 1.9

Characteristics Frequency Percent /
Mean

Marital status

Single 48 15.3

Married 266 84.7

Education

No education 49 15.6

Primary 106 33.8

Secondary 136 43.3

Higher secondary 23 7.3

Nature of job

Farming 6 1.9

Construction 101 32.2

Manufacturing 135 43.0

Others 72 22.9

Type of payment

Daily wage 258 82.2

Monthly wage 56 17.8

The average income per month 
(RM)

314 923.0

Average dependants 314 4.0

Work experience in Malaysia 
(yrs)

314 10.0

Working experience in other countries 

Yes 17 5.4

No 297 94.6

Living environment

Shared room 264 84.1

Single room 50 15.9

Ever take sick leave

Yes 58 18.5

No 256 81.5

Having health insurance 

Yes 199 63.4

No 80 25.5

No idea 35 11.1

Bearing treatment cost by employer 

Never 115 36.6

Partial 129 41.1

All types of cost 70 22.3

Perceived health care services 
The analysis revealed that the highest score was in acces-
sibility with a mean (SD) 91.4 (8.95) per cent, followed by 
the equity in health care with a mean (SD) 87.2 (9.7) per 
cent. The lowest score was in the affordability of health care 

Table 1: (Continued)
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with a mean (SD) 78.2 (12.9) per cent. The overall mean 
(SD) score of perceived health care was 86.0 (6.3) per cent 
(Figure 1). 

Figure 1: Mean percentage distribution of perceived health 
care services in Malaysia

Factors affecting the perceived health care 
services
A stepwise with forwarding inclusion and backward elimi-
nation multiple linear regression analysis was performed to 
determine the predictors for perceived health care in Malay-
sia. Table 2 presents the stepwise-regression analysis with 

the Adjusted R2 and F ratio. The qualitative variables were 
dummy coded with ‘0’ and ‘1’ to fit the model. 

The analysis revealed that payment on a daily wage ap-
peared to be positively correlated with the accessibility 
of health care. However, manufacturing and farming job, 
single status, and secondary level of education were nega-
tively correlated with healthcare accessibility (p<.05). On 
the other hand, workers with health insurance were very 
strongly positively correlated with health care affordabil-
ity (p<.001). The workers without health insurance were 
weakly positively correlated with healthcare affordability 
(p<.05). Nevertheless, the cultural adaption was negatively 
correlated with the affordability of health care (p<.001). 
The analysis revealed that the workers with a daily wage 
basis (p<.001) and construction jobs (p<.01) were strongly 
positively correlated with equity of health care. However, 
workers aged 50 years and above (p<.001), monthly in-
come less than MYR 900 (p<.001) were negatively cor-
related with equity of health care (p<.05). Analysis of total 
score showed that daily wage (p<.001), monthly income 
MYR 900-1300 (p<.001), and income MYR 1300 and 
above (p<.001) were strongly positively correlated with 
perceived health care. However, manufacturing jobs, no 
idea about the health insurance, and adaptation of local cul-
ture were negatively correlated with perceived health care 
(p<0.05) (Table 2).  

Table 2: Factors affecting the perceived health care services in Malaysia: Stepwise Multiple linear regression 
Variables Accessibility

(β)
Affordability

(β)
Equity
(β)

Total
(β)

Age ≥50 years - - -.363*** -

Payment on daily basis .230*** - .302*** .195***

Manufacturing job -.176*** - -.118 -.143***

Farming job -.424* - - -

Construction workers - - .195** -

Secondary education -.112* - - -

Marital status by single -.204* - - -

Income < MYR 900.00 - - -.260*** -

Income MYR 900.00 - 1299.99 - - - .126***

Income ≥ MYR1300.00 .169***

Having health insurance - .507*** - -

No health insurance - .276* - -

No idea about health insurance - - - -.167**

Adaptation of local culture - -.026*** - -.016***

Constant 4.543 4.395 4.253 4.684

Adj. R2 0.147 0.164 0.212 0.340

F(df) 9.964 (6,307) 21.507 (3,310) 11.544(8,305) 15.649(11,302)

N 314 314 314 314

Adj. R2=Adjusted R-Squared; *p<.05; **p<.01; ***p<.001
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DISCUSSION 

From the socio-demographic point of view, most of the re-
spondents are working-aged adults and of Muslim faith, as 
Bangladesh is a Muslim-predominant country. About half 
of them have at least a secondary level of education, which 
was explained why most respondents are working in manu-
facturing and construction jobs.24 With the median salary of 
close to MYR 1000 per month and the number of depend-
ents is about four members, most of the respondents lived 
in a shared room to reduce their expenditure. The average 
income and sharing of accommodation findings are similar 
to Karim et al.24 consisting of a room of about 200 sq. feet. 
The majority have no or minimum ventilation and shared by 
five workers. Most of the workers experienced working in 
Malaysia for about ten years, although almost all of them 
did not have experience working in any other country be-
fore. This could be due to bilateral agreements since 1992 
between both governments, resulting in many migrant work-
ers from Bangladesh coming to Malaysia.24 This also shows 
that Malaysia is one of the preferred destinations for workers 
from Bangladesh, who probably could not find a job in their 
country of origin. Regarding the health insurance and treat-
ment cost bearer, the majority of them are already covered. 
This might be due to their better knowledge and awareness 
concerning their health and well-being. On the contrary, 
most Bangladeshi workers in Singapore did not know their 
insurance policy coverage.25

The results showed that the mean distributions for accessibil-
ity had the highest score in the perceived health care services 
domain. This proves that health care services are easily ac-
cessible as the government clinics are placed in strategic ar-
eas. According to Noh et al.2 a good number of foreign work-
ers also visited the private sector for the treatment of their 
illnesses. The delivery of services is also impartial and un-
biased to foreign workers. The lowest was affordability and 
equitability. However, as similarly found in another study by 
Noh et al.2 the price of health services was considered expen-
sive. This is likely due to the recently implemented Akta Fi 
or Fee Charges Act for all foreign patients attending govern-
ment health providers. The workers mentioned: 

“…. we believe that the health care service is good, but 
not affordable to us, because of new fees imposed by 
the government”. 

Manufacturing worker, Kuching

Factors affecting the perceived health care services and 
potential predictors for perceived health care in Malaysia 
were determined using stepwise multiple linear regression 
analysis. It was found that accessibility of health care was 
positively correlated with daily wage salary but negatively 
correlated with being single, the secondary level of educa-
tion, and manufacturing and farming jobs. The workers are 

likely to be able to afford health care services if they have an 
insurance policy compared to those without one. It was nega-
tively correlated to those who failed to adapt culturally to the 
country they are working in. According to Karim & Diah 24, 
most of the Bangladeshi workers found it challenging due to 
unfamiliarity with Malaysia’s health care services. However, 
one worker mentioned that..

“…I do not feel any discomfort with the doctor’s be-
haviour and communication, though we are foreigners, 
we are accustomed to the local language. The doctor 
and even medicine dispenser nicely described how to 
use the medicine and necessary follow-up action”. 

Agriculture worker, Bau

Equity of healthcare was positively correlated to the con-
struction workers and those who are being paid on a daily 
wage but negatively correlated to those aged 50 years and 
above and those who have a lower income of less than MYR 
900 per month. Foreign workers with middle to high income 
and who receive daily wages were positively correlated with 
perceived health care. However, poor local cultural adapta-
tion, none or insufficient knowledge of health insurance, and 
working in a manufacturing job negatively correlated with 
perceived health care.

“—as foreigners, we do not feel any discrimination, 
the doctor, nurse even medicine dispensers are well be-
haved and accept us as a patient like locals.” 

Factory workers, Kuching

This study has a few limitations. The total number of Bang-
ladeshi workers who were interviewed was only 314, a rela-
tively small sample size. The study was also limited to only 
one division, which was in Kuching, Sarawak. The results 
may not be representative of all Bangladeshi workers in 
other states of Malaysia. Due to the nature of face-to-face 
interviews, the issue of recall bias may arise. The answers 
that were given by the respondents in this study could also 
be affected by the cultural differences between Malaysia and 
their country of origin, Bangladesh.

CONCLUSIONS 

Because of the study’s small scale, drawbacks, including the 
non-availability of the sample population and lack of gener-
alisability, may prevail. Nevertheless, this study’s findings 
could be used as input for creating a policy guideline for 
developing a health care delivery system that is approach-
able and friendly to migrant workers in Malaysia. Offering 
affordable and equitable health care for them is as important 
as the migrant worker’s existence and contribution to the de-
velopment of the country. 
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