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Foreword
The World Health Organization (WHO) and the Government of Malaysia have been working hand-

in- hand to improve the health of people of Malaysia for many years. The foundation of this strong
collaboration through the years is the Country Cooperation Strategy (CCS); which provides an indepth analysis of key challenges, key strengths and takes into account the strategic objectives of
the Ministry of Health while detailing how WHO will support implementation of national health
development.
Since the first CCS (2002 – 2005) up to the present (third) CCS (2009 – 2013), careful scrutiny and
analysis has been done to address this shared commitment to advance health outcomes in Malaysia.
The Country Cooperation Strategy presents a common vision of priority health areas for WHO-Malaysia
collaboration in the coming five years. At its core, WHO and Malaysia cooperation aims to strengthen
the national health care system to meet the needs of the people of Malaysia, and ensure that all
citizens have access to essential health care. Collaboration in health between WHO and Malaysia also
means mutually beneficial gains. For the first time, the CCS will cover two strategic approaches or
‘arms’. The First Arm will encompass WHO supports to Malaysia in selective national health priority
areas while the Second Arm will involve WHO support to Malaysia’s participation and contribution
in regional, international health collaboration, share Malaysia’s experiences and expertise while
simultaneously providing the opportunity for Malaysia to learn from experiences of WHO and other
countries.
We acknowledge the hardwork and undivided support by the former WHO Representative for
Malaysia, Dr Han Tieru for his passion and commitment in developing this CCS, Tan Sri Dato’ Seri Dr
Haji Mohd Ismail bin Merican, Dato’ Dr Maimunah bt Abdul Hamid, Dato’ Dr Hasan bin Abdul Rahman,
Datuk Dr Noor Hisham bin Abdullah, and all other directors and oﬃcers of the Ministry of Health
Malaysia and the WHO Country Oﬃce and Regional Oﬃce of the Western Pacific for the strong
collaborative eﬀort. It is our hope that future collaborations will be even stronger and even closer.
It gives us tremendous pleasure in presenting to you this very comprehensive strategic document,
the 3rd WHO – Malaysia Country Cooperation Strategy (2009-2013). And we, once again take this
opportunity to thank all of those involved in developing this CCS, which has the full commitment of
the Ministry of Health and WHO. Our joint eﬀorts of learning and teaching, over the next five years,
will be aimed at achieving the maximum health benefits for the people of Malaysia. With everyone’s
concerted eﬀort, the 2006-2013 period will see us nearer towards realising our Vision for Health, and
in turn, Malaysia’s Vision 2020.

Dato’ Sri Liow Tiong Lai
Minister of Health
Malaysia

Dr Corinne Capuano
WHO Representative to Brunei Darussalam,
Malaysia and Singapore
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Executive Summary
Malaysia is an upper-middle income country with a stable political system and democratically elected
government. The Outline Perspective Plan and the Ninth Malaysia Development Plan articulate the national
priorities which include (among others), promoting growth with equity, strengthening human resource
development, improving the standard and sustainability of quality of life and pursuing environmentally
sustainable development. The health status in Malaysia is relatively good, being on target to achieve the
Millennium Development Goals (MDGs). An extensive and comprehensive primary health care (PHC) system
provides good access to care. Total health expenditure (THE) is only 4.3% of GDP, with about 45% from the
public sector, but 40% of THE is out of pocket from private households. The national health priorities include
enhancing the health care delivery system to increase access to quality care, and reducing the disease
burden, both communicable and non-communicable diseases. The key health challenges are posed by the
changing disease pattern with high prevalence of non-communicable
diseases and their risk factors, a rapidly growing private sector and
high proportion of health expenditure being out of pocket, and a large
population of migrant workers who are at high risk of communicable
diseases.
Malaysia’s rapid economic growth has reduced its need for development
assistance, and the health sector receives a miniscule proportion of
such financial assistance. During the past decade, WHO support has
changed focus from the provision of fellowships and scholarships for
capacity building, to selective technical and policy advice and advocacy.
The increasing complexities of health issues in the country necessitate
inputs requiring more sophisticated technical expertise.
WHO has focused on policy advice on critical issues and selected
technical issues during the previous CCS period. Major policy advice
has been on issues such as HIV/AIDS, International Health Regulations
(IHR), trade and health sector issues related to liberalization. Technical
issues addressed include adoption of international standards and
norms such as the Framework Convention on Tobacco Control (FCTC),
strengthening of technical and managerial capacity (such as for food
safety), and monitoring health situation (such as HIV/AIDS Burden
of disease). Additionally support has been provided to key health
institutions to play a leading role at regional and international levels,
with several Malaysian institutions now taking the lead in policy and
capacity development in the region and in ASEAN.
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The Strategic Approach for the period 2009-2013 continues and
deepens the direction developed during the previous CCS (20062008). A Strategic Agenda has been agreed and it has two arms.
The first arm covers issues on which WHO will provide support to
Malaysia. The second arm identifies issues on which WHO will support
Malaysia’s participation and contributions in regional and international
collaboration, with such collaboration providing opportunities for
Malaysia to share its experiences and lessons with other countries
while also learning from others. While it is envisaged that Malaysia
would make significant contributions in this second arm, strong support
would be needed from all the three levels of WHO to make this arm a
success. Malaysia would derive benefit from mutual learning and from
WHO technical support for such initiatives.
The issues identified in each arm are based on the priority needs, as
well as the capacity and interest of Malaysia and WHO. In summary, the
issues are listed below.
First arm: WHO support for Malaysian priority areas:
1.

Development and strengthening of the health system and
health policy related to:
o
Health reform and health care financing
o
Inter-sectoral action in addressing health inequities
o
Strategic planning and coordination for human resource
development
o
Capacity building for evidence based policy and practice
o
Health information and knowledge management

2.

Communicable disease control focusing on:
o
HIV/AIDS and Sexually Transmitted Infections (STI)
o
Surveillance and response to outbreaks of emerging
diseases and International Health Regulations (IHR)
including Asia-Pacific Strategy on Emerging Diseases
(APSED and APSED 2010)
o
Vector-borne diseases : Prevention and Control of Dengue,
Malaria Elimination and Lymphatic Filariasis Elimination

WHO-Malaysia Country Cooperation Strategy (CCS) 2009 - 2013
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3.

Prevention and Control of Non-communicable disease (NCD),
and their risk factors and promotion of healthy lifestyles

Second Arm: Malaysia’s participation in-and contribution to-regional and
international collaboration with WHO support towards mutual learning:
•
•
•
•
•
•
•
•
•

Health system governance
Quality Improvement
Primary Health Care (PHC)
Maternal, newborn and child health, adolescent health and
reproductive health
Nutrition
Food safety and Quality
Pharmaceuticals
Environmental health
Harm Reduction Programmes for Injecting Drugs Users

In each of the areas specified, important programmatic areas have
been identified which will be the focus of policy or technical inputs
(First Arm) and the utilization of Malaysia’s lessons and achivements
with WHO’s support at the regional and global levels (Second Arm).

14

WHO-Malaysia Country Cooperation Strategy (CCS) 2009 - 2013

Section 1. Introduction
1.1

WHO Mission, Global and Regional Programme Frameworks

The mission of the WHO is to attain the highest possible level of health
for all people. The Eleventh General Programme of Work (GPW) for 20062015 provides a long-term strategic framework for the work of WHO,
sets a global health agenda and delineates WHO core functions. The
GPW outlines several global priorities: promoting universal coverage;
strengthening global health security; sustaining cross-sectoral action
to modify health determinants; increasing institutional capacities to
deliver core public health functions; strengthening WHO’s leadership
at global and regional levels; and supporting the work of governments
at country level. The GPW guides WHO’s work over this 10-year period.
WHO’s Medium-Term Strategic Plan (MTSP) for 2008-2013 identifies 13
strategic objectives to advance the global health agenda, providing a
more detailed structure for WHO assistance in all countries.
At the 58th Session of the Regional Committee for the Western
Pacific in September 2007, two regional frameworks were endorsed.
The first was the Western Pacific Regional MTSP for 2008-2013, and
the Programme Budget for 2008-2009 which reinforces the MTSP
strategic objectives (Annex 1). In alignment with the global priorities and strategic framework, the Western
Pacific Region at MTSP provides the strategic regional direction for the development of eﬀective biennial
collaborative country programmes. It elaborates the scope, approaches and expected regional and country
outcomes for each objective. The WHO country programmes are expected to contribute to regional results
(Regional Expected Results RER) that in turn will contribute towards the achievement of the OrganizationWide-Expected-Results (OWER). These important regional frameworks also shape WHO’s support in
Malaysia.
WHO will assist Malaysia to implement the UN Millennium Declaration and Millennium Development Goals
(MDGs) adopted by world leaders in 2000, with a focus on the Government eﬀorts towards achieving the
MDG goals and going even further. WHO will also collaborate in the implementation of the International
Health Regulations (IHR 2005) and the WHO Framework Convention on Tobacco Control (FCTC) and the
renewal of primary health care including policy directions to refine health systems to improve health equity,
enhance eﬀorts to make health systems increasingly people-centred, and support policy to promote and
protect the health of communities.
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1.2

Malaysian health priorities and WHO’s strategic objectives

Malaysia is an upper middle income country with good financial and
technical capacity. There has been sustained political and economic
stability, and political commitment and financial investment in social
sector. As a result, a relatively strong health care system has evolved,
and there is good improvement in health outcomes. The vision, mission
and goals for the health sector are articulated clearly, and are translated
in more specific terms in each of the Programmes of the MOH. The
future directions include pragmatic reform of its health care system
to meet the challenges of a more sophisticated, complex society with
strong regional and international links. Malaysia acknowledges its
responsibilities to improve the health of its own people, as well as to
contribute to improving regional and international health.
Malaysia’s ‘Vision for Health’ and the ‘Mission’ of the MOH articulate the
country’s aspirations. Emphasis is on the promotion of health and the
provision of health care that is equitable, aﬀordable, eﬀective, eﬃcient,
and technologically appropriate. The emphasis of the Ninth Malaysia
Plan is to consolidate past achievements and to address emerging
challenges. This includes, adding lifelong wellness to disease prevention and control, by emphasizing health
promotion and consumer empowerment, improving the delivery of health care through greater integration,
quality enhancement and resource optimization. There is considerable congruence between the Malaysian
priorities and WPRO strategic objectives as laid out in the Western Pacific Regional MTSP. For example, the
Malaysian priorities listed in Section 2.3.1 below are congruent with ten of the WPRO strategic objectives.
Annex 1 provides the WPRO Strategic Objectives and Annex 2 provides a comparative analysis of Malaysian
and WPRO priorities.

1.3

Country Cooperation Strategy Development Process

WHO’s Country Focus Policy, introduced in 2002, puts country priorities at the core of WHO’s work,
articulates the need to root WHO’s work at country level and within national frameworks as a means to
improve national health systems and health outcomes in a sustainable way. The CCS provides a mediumterm strategic framework for WHO cooperation with the Government of Malaysia and other partners for
improving national health development. The CCS outlines the role of WHO in addressing country health
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challenges and priorities, using the strategic approaches and agendas of WHO. It details how WHO will
support implementation of national health development. The CCS guides planning, budgeting and resource
allocation for WHO’s work in countries.
The CCS for 2009-2013 (3rd CCS in Malaysia), was developed on the basis of the WHO policy frameworks,
international and national frameworks and country health challenges in Malaysia. The CCS approach is
relatively young, and the first two Malaysia CCSs were developed to cover the periods 2002-2005 and 20062008 respectively. The 3rd CCS is closely linked to the proposed budget for the period of 2010-2011, and is
expected to guide the future budget for 2012-2013.
CCS formulation began with preparing a country Health Assessment intended to provide evidence-based
information for the CCS. Using the priority areas articulated in the WHO Strategic Objectives, the Health
Assessment reviewed the strengths and gaps in health development in Malaysia, based on data and evidence
provided in Malaysian reports as well as WHO supported reviews and contributions during the recent past.
The ‘gaps’ indicate issues for improvement, and the ‘strengths’ indicate potential for making regional or
international contributions. This analysis provided evidence-based information used for developing a twopronged strategy for WHO-Malaysia CCS 2009-2013. The first arm of the strategy would be opportunities for
WHO support to Malaysia. The second arm would be opportunities for WHO and Malaysia to cooperate in
making regional or international contributions which, by providing platforms for learning from experience,
would bring benefit to Malaysia as well as other countries.
During a series of consultations with the MOH, the issues to be included in the CCS were refined through a
process of prioritization using explicit criteria, which took into consideration the interest and capacity of the
country and of WHO, as well as the availability of other sources. Subsequently, a series of consultations with
key agencies in the Malaysian Government, the UN, multilateral, bilateral partners, civil society and key NGO
partners was conducted from November 2008 to July 2009, led by the WHO Representative in Malaysia and
supported by WHO Western Pacific Regional Oﬃce (WPRO), WHO consultant and WHO country oﬃce staﬀ.
MOH has played a critical role in the CCS development which has been essential to building consensus and
commitment in priority areas of work as articulated in this CCS.
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Section 2. Health and Development Challenges
2.1

Political And Socioeconomic Situation

Malaysia practises a parliamentary democracy, based on the federal system, with a constitutional monarchy
and three branches of government: the legislative, judicial and administrative or executive. The chief of
state is the Paramount Ruler (Yang Di-Pertuan Agong), who is elected from and by the hereditary rulers
of nine of the states for a five-year term. Since early 2007, the Paramount Ruler has been His Majesty AlWathiqu Billah Tuanku Mizan Zainal Abidin ibni Al-Marhum Sultan Mahmud Al-Muktafi Billah Shah, the Sultan
of Terengganu.The head of government is the Prime Minister, the current Prime Minister is Y.A.B Dato’ Seri
Mohd Najib Tun Abdul Razak.
Today, Malaysia is a broad-based and diversified economy. In 2008 it was the 19th largest trading nation
in the world, with trade in excess of RM 1 trillion (USD 270 billion). Malaysia continues to enjoy political
stability with a diverse yet united population. At the same time, per capita income has increased to RM
22,345 (US$6726) and the incidence of poverty has also been reduced to less than 6.0%. Malaysia is moving
towards achieving the targets set in the Ninth Malaysia Plan (9th MP), and onwards to realise Vision 2020.
Vision 2020 outlined nine strategic challenges so that by the year 2020, Malaysia can be a united nation,
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with a confident Malaysian society, infused by strong moral and ethical values, living in a society that is
democratic, liberal and tolerant, caring, economically just and equitable, progressive and prosperous, and in
full possession of an economy that is competitive, dynamic, robust and resilient. Towards this, the National
Mission articulates five key development policy thrusts namely; to move the economy up the value chain;
to raise the capacity for knowledge and innovation and nurture ‘first class mentality’ to address persistent
socio-economic inequalities constructively and productively; to improve the standard and sustainability of
quality of life and to strengthen the institutional and implementation capacity.
In 2007, Nominal Gross National Product (GNP) increased by 9.4% to RM 607,212 million, with per capita
income increasing by 7.2% to RM 22,345 (2006: 9.9%; RM 20,841). In terms of Purchasing Power Parity (PPP),
per capita income increased by 13.9% to reach USD 13,289 in 2007 (2006: 13.00%; USD 11,663).
The total labour force in the 4th quarter 2007 was 10,999,000 and
the unemployment rate (% of the total labour force) was 3.0%. It is
expected that the Malaysian economy will continue to operate under
full employment. These developments augur well for all Malaysians
and keep the nation on track towards realizing Vision 2020.

2.2

Country Health Status

In 2008, the population of Malaysia was estimated to be 27,728,700.
Malaysia is a multi-ethnic country with a population consisting of
Malays, Chinese, Indian and others. There is a significant migrant
population, with an estimated 1,907,800 non Malaysian citizens living
in Malaysia. The population profile is relatively young, with 8,876,200
(32%) below 15 years old, 17,620,200 (63.5%) in 15-64 age group, and
1,232,300 (4.4 %) aged 65 years and above. (Table 1)
Life expectancy at birth for both genders has increased, and in 2007
was 71.7 years for males and 76.5 years for females. The crude death
rate was 4.5 per 1,000 population, crude birth rate was 17.5 per 1,000
population and the average annual population growth rate in 2007 was
2.0%.
Malaysia has achieved a comparatively good standard of health with
a relatively low total health expenditure of 4.3% of GDP (2008). In
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2007 the infant mortality rate was 6.3 per 1000 live births
and under-five mortality rates was 8.1 per 1000 live births.
Maternal Mortality Ratio was about 30 per 100,000 livebirths in 2008. Infant and under-five mortality rates are
better than most upper-middle income countries and are
comparable with industrialized countries. About 99% of
the population has access to improved water sources, with
about 95% of rural houses having safe water supply and 98%
having sanitary latrines.
On the Child Development Index (Save the Children UK),
an index combining performance measures specific to
children - primary education, child health and child nutrition
indicating child wellbeing and reflective of national policies
and programmes; Malaysia ranked 24th among 137 countries
for the period 2000-2006. The Index improved from 11.92
in 1990-1994 to 4.11 in 2000-2006. Save the children is an
international children’s charity.
Both communicable and non-communicable diseases
remain a burden to Malaysia. The top five contributors to
the burden of disease are categorically, NCDs, similar to
the disease burden of a developed nation. A study on the
burden of disease using disability-adjusted life years (DALY)
in 2004 showed that the five leading diseases in Malaysia
are ischaemic heart disease followed by mental illness,
cerebrovascular disease/stroke, road traﬃc injuries and
cancers. In 2003 the most common cancer in males was
cancer of the lungs, while among females, the most frequent
cancer was cancer of the breast. Some communicable
diseases persist; dengue, HIV/AIDS, food-borne diseases
and tuberculosis (TB) are among the leading contributors
to the communicable disease burden.
Malaysia has made significant progress on all health
related MDGs. Commendable are the progress on MDG
4 (child mortality), MDG 5 (maternal health) and MDG 7
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(environmental issues such as sanitation and access to safe
water). High population coverage with safe water supply
and sanitation, impressive child immunization, nutrition and
growth monitoring, and extensive coverage by the primary
health care system have contributed to the country’s good
health status. However, challenges remain within some of
the other MDGs. For example, in MDG 5 (maternal health),
although maternal mortality reduction has been impressive,
it has reached a plateau in recent years. CPR is relatively
low indicating there is unmet need for reproductive health
services. Progress towards Goal 6 (combating HIV/AIDS,
malaria and other diseases) has been challenging due to
increasing HIV transmission through sexual contact, coinfection of TB and HIV/AIDS, while malaria is still prevalent
in certain states particularly in Sabah.
The disaggregation of data either by sociodemographic
characteristics (age, sex, educational level) and/or
geographical characteristics (states, districts) provide
very useful information towards a country’s aspirations on
achieving MDG goals. The achievement of MDG goals at the
national level may sometimes masks areas or populations
that are still lagging in terms of achieving the MDG targets
and goals.

2.3

National Health Planning, Health Priorities And
Health Policy

In Malaysia, planning for socioeconomic development uses
three types of planning cycles. One is the five-year socioeconomic development planning cycle and the country is in the Ninth Malaysia Planning Cycle (2006-2010).
Another is the medium-term plan known as the Outline Perspective Plan (OPP). The Third OPP (2000-2010)
known as the National Vision Policy, is based on the principles of growth with equity so as to achieve the overriding goal of national unity. There are seven elements to this National Vision Policy: (1) building a resilient
nation, (2) promoting an equitable society, (3) sustaining economic growth, (4) meeting global competition,
(5) developing a knowledge-based economy, (6) strengthening human resource development, and (7)
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pursuing environmentally sustainable development. Finally, Malaysia’s long-term development strategy
(30-year planning horizon), Vision 2020 is designed to achieve developed nation status by 2020. In moving
towards these goals, the emphasis is on the importance of human resource development, increasing the
country’s competitiveness in high value-added export goods and services (notably information technology)
and industrial diversification, private/public sector partnerships, enhancing open trade, enhancing the
financial sector and sharing the benefits of growth equitably among the population.
The following five thrusts govern the development eﬀorts during the period 2006-2020:
(1)
(2)
(3)
(4)
(5)

to move the economy up the value chain
to raise the capacity for knowledge and innovation and nurture a first class mentality
to address persistent socio-economic inequities constructively and productively
to improve the standard and sustainability of the quality of life
to strengthen the instituitional and implementation capacity

The planning processes coordinated by the Economic Planning Unit of the Prime Minister’s Department,
has several mechanisms for intersectoral coordination in which the MOH is an active participant. The
health sector contributes to the overall planning process, through a cyclical, bottom-up, top-down process,
coordinated by the MOH and involving district, institutional, state and national levels, with participation
from the private for-profit and not-for-profit sectors. Additionally, for several issues, such as road traﬃc
accidents, food and nutrition, and HIV/AIDS, inter-sectoral coordinating modalities such as national councils
and national and state level coordinating committees make significant contributions.

2.3.1

Malaysian Health Priorities (9th Malaysia Plan)

The priorities identified in the 9th MP include:
A.

Preventing and reducing the disease burden to further enhance health status with focus on:
1)
2)
3)
4)
5)
6)
7)
8)
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Enhanced ability to deal with emerging and re-emerging disease
Improved capacity to reduce spread of TB, STI, etc by foreigners
HIV/AIDS
Non communicable diseases (NCD)
Mental health
Seamless care (primary, secondary and tertiary) – with follow up and care closer to home
Improved emergency response and better pre-hospital care
Improved rehabilitation services
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9)

10)
11)

12)

13)

B.

Enhancing the health care delivery system
to increase access to quality care:
1)
2)
3)
4)

2.3.2

Improved access to medical care
for disadvantaged groups – Orang
Asli, urban poor, elderly, persons
with special needs
Wellness & health promotion
Epidemiologic and health risk
assessment of environmental
pollution
Enhanced consumer health and
adoption of an integrated approach
throughout the food production
process (farm to table)
Provision of optimum drug
therapy, safe and evidence-based
appropriate
technology,
and
evidence-based Traditional and
Complementary Medicine

To optimize resources through consolidation and integration
Enhance research and development to support evidence based decision making
Enhance human resource development
Strengthen information and management systems

Malaysia’s Next Development Cycle (10MP, 2011-2015) and the WHO-Malaysia CCS (2009-2013)

Development planning was accepted as a function of the Government since the 1950s with preparation
of the first five year development plan of the nation, the First Malaya Plan, 1956-1960. The formation of
the Economic Planning Unit (EPU) in the Prime Minister’s Department in 1961 enabled development
planning to be carried out with authority and ensured the use of the inter-agency planning and monitoring
mechanisms.
Malaysia’s next medium term planning cycle for the 10th Malaysia Plan (10th MP) has begun with EPU
providing guidance to ministries, state governments and statutory bodies on the submission of programmes
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and projects proposals to be implemented in 2011-2012, which will contribute to achievement of the outcomes
of 10th MP Key Result Areas (KRAs). Malaysia’s next development plan, the 10th Malaysia Plan (10th MP) will
cover the periods 2011 to 2015.
The MOH has been given the responsibility to outline the way forward in the health sector under Thrust 4 of
the National Mission: Improving the Standard and Sustainability of Quality of Life. Till date, 3 Ministry Level
KRAs have been identified under Thrust 4 of the 10th MP. These are:
1.
2.
3.

Health sector transformation through an eﬃcient and eﬀective health care delivery system to ensure
universal access;
Increasing health awareness and promotion of healthy lifestyles;
Increasing responsibility to health through empowerment of self- and communities.

The current CCS, underwent a careful planning process taking into account the transition of development
plans for Malaysia and the impact on the health sector by addressing the needs for increasing the quality
of life for all Malaysians. The 3 Ministerial KRAs identified by MOH are in line with the identified areas under
Arm 1 and 2 of the WHO – Malaysia CCS 2009-2013.

2. 4
2.4.1
2.4.1.1

Key Health Challenges and Opportunities
Health System and Health Policy
Health Sector Reform and Health Care Financing

Historically, Malaysia’s public sector health care system, which is tax based, has provided remarkable
equity and access. However, new challenges have emerged. The disease pattern and population profiles
are changing. There is a growing private health sector; a high proportion of the total expenditure on health
comes from out-of-pocket expenditure; community expectations continue to rise, and there is an increasing
need for high-cost medical technology. These factors have resulted in acknowledgement of the need to
restructure systems for delivery of health services and financing.
For the last five years, MOH has collaborated with WHO and UNDP to engage various international
consultations in order to learn from international experiences and explore more appropriate financing
models including the establishment of a National Health Care Financing Mechanism (National Health Care
Financing Authority and National Health Insurance). WHO has consistently provided technical advice and
updates in the development of health care financing strategies including development of essential health
care packages and provider payment schemes. A cautious approach has been adopted by MOH and WHO
to ensure existing strengths are not undermined and thorough consultative international and national
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processes are conducted.
In order to ensure that all Malaysians continue to receive comprehensive, appropriate and quality healthcare
at an aﬀordable price, the reform is addressing the following objectives:
1)
2)
3)
4)
5)
6)
7)

To mobilize resources and manage the rate of health spending;
To enhance eﬃciency and quality of care;
To achieve greater integration in the provision of care between the public and private
sectors;
To better regulate healthcare providers;
To achieve equity and greater accessibility based on needs with emphasis on primary care;
Emphasis on wellness and activities to promote health and improve the quality of life; and
To enhance national integration, social solidarity and caring society.

An incremental process is being implemented to improve eﬃciency and manage the rate of spending by
restructuring health financing, while simultaneously improving quality, access and better integration of the
public and private sectors.
The Government has recognized that it needs to
strengthen the current capacity and capability to manage
the change process and has already been taking steps
towards this. Insuﬃcient data collection, analysis and
research in development of health care financing options
and mechanisms have been emphasized for future
collaboration. Consistent WHO and international exchanges
and consultation would be further required in the process
of the reform.
National Health Accounts provide essential input for
healthcare financing reform. A Malaysian National Health
Accounts (MNHA) Project was implemented during the
period 2001-2005. The project established a system for
classifying and coding health expenditure according to sources, providers and functions, and produced
a health expenditure report for the period 1997-2002. A unit for NHA was established in the MOH and
continues to produce health expenditure data with the current time-series ranging from 1997-2008. However,
institutional mechanisms for NHA need to be developed and human resources need to be strengthened.
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2.4.1.2 Inter-Sectoral Action Addressing Health Inequities
Malaysia has achieved good equity, access and population coverage
through its comprehensive PHC system. Malaysia’s health outcomes
are comparable with other countries that have similar social economic
levels. The National Health and Morbidity Survey, 2006, showed that
only 4% of persons reported poor access or poor quality of care; 97%
of children had home-based child health care; about 70% traveled
less than 5km, and 60% took less than 15 minutes to access care. The
overwhelming majority of visits for personal preventive services (for
example for mothers and children) use the public sector facilities that
are heavily subsidized and are free to the client. For illness, 62% use
private clinics, 38% public sector clinics for ambulatory care, while
conversely, for hospital care, 83% used the public sector and 17% use
the private sector.
Disease-specific programmes have been long integrated into general
health services in the public sector. PHC services include the control
of communicable diseases (tuberculosis, malaria, dengue, leprosy,
and childhood immunization), care for pregnant women (such as
antenatal care, HIV/AIDS screening and prevention-of-mother-tochild-transmission of HIV) and screening and management of noncommunicable diseases. The national policy is to expand gradually the
capacity of the PHC network to provide services for children with special needs and the elderly, and for
mental health activities.
Malaysia has acknowledged that there are hidden inequities in access to health care, for example for the
urban poor, Orang Asli, minority ethnic groups in Sabah and Sarawak, and migrants both documented and
undocumented. The 9th MP and its Mid-term Review in 2008 proposed measures to strengthen poverty
reduction, and improve access to care particularly for disadvantaged groups. There has been progress in
expanding the network of health clinics and hospitals, and services for the elderly and for children with
special needs in health clinics.
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2.4.1.3

Strategic Planning and Coordination for Human Resources Development

The Malaysian health workforce is relatively well trained, regulated and motivated. For the public sector,
recruitment is the purview of the centralized Public Services Commission, and MOH has control only over
the deployment and management of its workforce. Problems that aﬀect the MOH workforce include
shortage of skilled personnel, movement of health professionals from the public sector to the private
sector, inadequate expertise in some critical areas, and diﬃculty in placement and retention of doctors and
nurses to more remote areas.
The 9th MP gave priority to human resource development including recruitment, training, deployment,
retention, improved benefits, and continuing education for professional, paramedical and auxiliary staﬀ.
During the period 2005-2008, production was increased. As a result, the doctor: population and nurse:
population ratios improved. Doctors increased from 1:1300 in 2005 to 1:1105 in 2007; and nurses from 1:592
in 2005 to 1:512 in 2007. However, posts filled remained inadequate. In September 2008, the percentage of
posts filled was only 53.3% for doctors, 62% for pharmacists, and 87.1% for nurses. Human resource projections
covering medical, dental, pharmaceutical and allied health professionals for the period 2005-2010 indicated
shortfalls in all the categories.
MOH supports continuous professional development (CPD) through a special allocation of RM300 million
(USD 88 million) in the 9th MP and there is additional allocation and
places for post graduate scholarships. There are good measures to
enforce discipline, work ethics and performance, assess and meet
clinical skill requirements, and upgrade technical skills.
Apart from continued staﬀ shortages, the government recognizes
that maldistribution of health personnel continues to pose problems
including imbalanced distribution in rural areas, Sabah and Sarawak.
MOH has instituted several measures to address these issues. For
example, the Ministry has introduced various initiatives to retain
doctors within the public sector and at the same time to attract those
from the private sector to contribute their skills on a part-time basis.
To retain doctors, initiatives include introduction of better allowances
including for those serving in specific rural locations, faster prospects
for promotions, and more opportunities to further postgraduate
studies. In addition, specialists are allowed to have private patients
within the public hospitals through the Full Paying Patient scheme
to enhance their income. In an eﬀort to overcome the manpower
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shortages in the public sector, foreign doctors and specialists continue to be recruited and private medical
practitioners are employed on a sessional basis to serve in the government hospitals. For specialists, the
Ministry has also introduced multiple entry posts for Malaysian doctors who intend to work with the MOH
whereby the grade of appointment of specialists will be based on qualifications and experience.
MOH needs to develop a national strategy on health workforce, strengthen eﬀective human resource (HR)
planning linked to health systems development planning as well as with other relevant sectors such as
education and health training institutions, and increase centralized coordination for HR planning among the
diﬀerent divisions of MOH. Also, there is a need to estimate capacity requirements and plan to meet new
challenges such as mental health, cancer, health economics, private sector collaborations, health promotion,
among others. As the authority and responsibility for some aspects of the health workforce lie outside MOH
and the impact on human resources for health of the strong growth of the private health sector workforce,
it is important to review the current centralized national human resource management mechanisms and
develop appropriate policy directions in dealing with challenges from health service development.

2.4.1.4

Strengthening Policy Research: Impact of a Growing Private Health Sector on the Public Health
Sector

The MOH which is financed through tax revenue, is the main health service provider in Malaysia. However,
during the past few decades, the private health sector has been growing rapidly and playing an increasing
role in the provision of health care for the country.
In 2009, doctors in private health sector accounted for 34%
of the total number of medical practitioners (Table 4), but
private hospital beds only accounted for 22.7% of the total
hospital beds in the country. The growth of the private health
care sector has triggered the migration of senior doctors,
specialists and experienced allied health professionals from
the public to the private sector. Furthermore, in recent years
health tourism has been promoted to establish Malaysia
as a healthcare hub. This is likely to encourage a further
outflow of doctors, nurses and allied health professionals
to the private health sector.
Although there is insuﬃcient information on the quality
of services in the private sector, it has been observed that

28

WHO-Malaysia Country Cooperation Strategy (CCS) 2009 - 2013

quality of care, service standards and fee structures in some sections of the private health sector have been
drawing the attention of the society. Collaboration of the private health sector in disease reporting and
outbreak response has not been strong and suﬃcient, for example, in the timely reporting of STI and dengue.
Although a system for the registration of private health practice and enforcement have been established,
the current system has not been able to eﬀectively monitor, inspect, and assess practice and price charges
of the private health sector. Further strengthening enforcement under the Private Health Care Facilities
and Services Act 1998, and integration of primary health care through development of a strong public and
private partnerships is a strategic challenge that is currently the centre of discussion of MOH. It is looking
into ways as to how the harmonization of services between the two sectors can be bridged.
In 2006, total expenditure on health by public sector was 44.6% and private sector was 55.4% in Malaysia.
Access to private hospitals is limited to people who can aﬀord to pay. Out of pocket payment accounted for
40.54% of the total national health expenditure in 2006. There is a need to increase policy research to assess
eﬀectiveness and eﬃciency of the private health service, and the impact of the fast growing private health
sector on health services that are being provided by the public health sector. During the recent economic
crisis, there has been increase in the usage of the public sector services, furthering the congestion at the
health clinics. The free or negligible fees combined with more comprehensive care are perceived to be the
main reasons for increased use of the public sector services.

2.4.1.5

Evidence Based Policy, Decision Making and Research

The research capacity of MOH is located in the six institutions grouped under the rubric National Institutes
for Health (NIH), and coordinated through a Secretariat. Additionally, there is good health research capacity
in local universities. National health research priorities for
the 9th MP were determined through a wide consultative,
evidence-based process, and priority research is supported
by government allocated funding. The Institute for Medical
Research (IMR) has been reoriented with emphasis on
advanced bio-medical research and research of dengue,
malaria and herbal medicine. It also has a key role in
national laboratory quality and is the national reference
centre for specialized clinical diagnostic tests. The Institute
for Public Health (IPH) focuses on epidemiological studies,
surveys on burden of disease, behavioral risk factors,
occupational and environmental health. The Institute for
Health Systems Research (IHSR), which is an active WHO
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Collaborating Centre in Health Systems Research and Quality Improvement also focuses on health financing
and quality care, serves as National Secretariat for Quality Assurance Programme (QAP), and promotes
the translation of evidence into policy and practice. The Clinical Research Centre Network covers clinical
trials, clinical epidemiology, clinical economics, and the development of various disease databases and
registries. The Institute for Health Management (IHM) focuses on operational research requested by MOH
management, conducts health management training, and is currently aligning itself towards becoming a
knowledge management center. The Institute for Health Behavioural Research is being set up to take the
lead in conducting health behavior studies.
Malaysia has demonstrated leadership in developing eﬀective approaches for evidence based policy and
decision making with wide stakeholder participation. With leadership from the Institute for Health Systems
Research, WHO has supported the development of a regional mechanism entitled ‘Evidence-Informed
Policy Network’ (EVIPNET). Countries such as China, Vietnam, Lao PDR, and the Philippines have successfully
developed a regional network towards establishing this partnership (EVIPNET Asia). The network’s term
of reference is to facilitate translation of research evidence into policy and practice to conduct training in
doing systematic reviews and developing policy briefs.

2.4.1.6

Knowledge Management

In Malaysia, national policies, aspirations, a strong infrastructure and adequate financial capacity have been
conducive to advancing knowledge management and the use of evidence in health policy and programmes.
The national health information system includes health information, regular population based surveys and
ad-hoc surveys. The information is used to monitor the delivery of health care, disease epidemic patterns
and outbreaks, lifestyle and environment risks.
Significant steps have been taken to upgrade the use of information and communication technology (ICT)
in the health sector, and to build capacities for technology assessment and for translating knowledge into
policies and practice. The gaps listed below have been identified, and will be priorities for action, particularly
in the light of the proposed health financing reform and need for better evidence on the impact on equity as
well as the increasing role of the private sector.
1)
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Inadequate access to databases: much data collected by diﬀerent research and government agencies
or through various surveys is not freely available, and there is inadequate access to international
databases;
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2)

Inadequate quality of data, for example:
a)
b)
c)

Inadequate disaggregation of data for example, to monitor equity of health status, access and
use of health care for disadvantaged groups;
Limited critical monitoring systems to cover the operation of the private health sector (such as
illness, use of services, expenditure);
Incompleteness of the civil registration system for medical certification of deaths and inaccuracies
in the medical certification of causes of death. For example there is a need for qualitative (error
rate) and quantitative evaluation including possible under –reporting of births or deaths that are
not medically certified.

3)

Inadequate analysis of data; the wealth of data available is not converted regularly into statistics that
are comprehensive, regular and standardized.

4)

Insuﬃcient capacity for data analysis, for systematic reviews and for conversion of data into evidence
that can be used for decision making.

One of the priorities during the 9th MP period is to develop a health information network linking public and
private sector facilities and the development of a Health Informatics Centre so as to provide timely good
quality information. The same is a priority for the 10th Malaysia Plan (10th MP).

2.4.2

Communicable Diseases Control

Malaysia has long standing policies, strategies and population
based activities to address the major communicable diseases.
All these programmes are integral components of the country’s
PHC system. In 2007, the top five notifiable diseases were
dengue, TB, food poisoning, hand food and mouth disease
(HFMD) and HIV/AIDS. Although most of vaccine preventable
diseases are no longer a health problem in Malaysia, evaluation
on Hepatitis B vaccination programme has been ongoing to
assess whether chronic HBV infection rate has been or could
be reduced to less than 2% among five-year-old children by 2012
while the WHO regional goal of measles elimination has been
nearly achieved.

WHO-Malaysia Country Cooperation Strategy (CCS) 2009 - 2013

31

Malaysia has been classified as an intermediate-TB-burden country.
However, TB remains a significant health issue for Malaysia. In the last
20 years, the estimated TB incidence has stagnated with very slight
fluctuations in notification rates. In 2006, 26,877 new cases were
registered and the reported incidence rate for all forms TB was 62.6
per 100,000 population, the prevalence rate per 100,000 population
was 125.00, and the death rate per 100,000 population was 17.00. In
2009, the notification rate was 64 cases per 100,000. Although the
number of notified cases (all forms) has increased from 10,873 in 1990
to 18,102 in 2009, it mirrors the total population size growth.Two major
concerns related to persistence of TB are co-infection of TB and HIV/
AIDS which is on the increase, and TB occurring among migrant groups,
which might be under-reported and insuﬃciently managed. There
is a need to strengthen activities aimed at groups at high risk of coinfection. The increasing role of the private sector particularly in being
first contact with the health services for migrant groups indicates
a need for stronger involvement of the private sector in TB control.
On the other hand one of Malaysia’s strengths is its strong laboratory
services. There is an opportunity to develop a strong national TB
reference laboratory capacity in Malaysia which could contribute to regional TB-laboratory activities for
high TB-burden countries.
Vector borne diseases, principally dengue continues to occur in cycles with increasing number of patients
and frequent casualties in spite of the fact that policy, legislation, enforcement mechanisms are in place as
are strategies for early diagnosis, prompt notification and vector control responses, community information
and mobilization, surveillance and mechanisms for inter-sectoral coordination. A revamped National Strategic
Plan 2009-2013 has been developed and implemented. This required careful identification of operational
gaps and constraints. There also has been a strong notion to incorporate dengue surveillance into the pillars
of the Asia-Pacific Strategy for Emerging Diseases (APSED). A regional meeting on strengthening indicator
based surveillance and surveillance case definition for Dengue based on the 2009 Dengue Case Classification
and Clinical Management is planned for June 2010. The objectives of the meeting would be to strengthen
conventional methods of dengue surveillance as well as the linking of dengue disease surveillance under the
scope of APSED. Malaria remains a burden in East Malaysia, particularly in the state of Sabah. MOH has been
working towards the strategy for elimination of Malaria. Successful implementation of the elimination of
malaria should be supported with strong multi-sectoral policy and coordination with consistent social and
economic progress.
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Although cases of lymphatic filariasis (LF) are still reported, it
occurs only in very small pockets in Malaysia. An assessment
of transmission rates of LF following five rounds of Mass Drug
Administration (MDA) ending in 2008 is warranted to gauge
national progress towards LF elimination by 2013.
There has been continuing influx of documented and
undocumented migrants, foreign workers and refugees into
Malaysia. Together with the disadvantaged population groups
they are at high risk and vulnerable to disease epidemics and
outbreaks such as malaria, TB, dengue and HIV/AIDS. This
remains one of the main challenges in disease prevention and
control as cross–sector policy, strategies and coordination
mechanisms have not been established.
The private health sector has been growing rapidly for recent
years and has played important role in health service delivery.
The private health sector is the first contact for almost 50% acute
illnesses. However, the private health sector’s participation and
collaboration is not suﬃcient in disease surveillance, reporting
and outbreak response.

2.4.2.1

Malaria Control

Malaysia is situated in the hot, humid equatorial region and
therefore is receptive and vulnerable for the transmission
of malaria. Malaysia has one of the oldest malaria control
programmes dating back to the early pioneer works by Sir (Dr)
Malcolm Watson in 1901 and the initiation of anti-malaria works
in Penang, Klang and Kuala Lumpur where at that time many
people were infected by malaria. The formation of the Malaria
Advisory Board in 1911 had laid the foundation for environmental
management measures (species sanitation) for the control of
malaria especially in the plantations, estates and urban areas.
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From 1960 to 1964 the government in line with the WHO Global Malaria Eradication Programme carried out a
Malaria Eradication Pilot Project. Following the success of the pilot project the country embarked on a nationwide eradication programme in 1967. Its successful implementation resulted in the elimination of malaria
from most areas in Peninsular Malaysia, with the exception of the ethnic minority groups (aborigines) in
the deep forested hinterland and many forested areas in Sabah and Sarawak. There has been a continuous
reduction of malaria cases since the 1960’s with corresponding reduction in the size of malaria risk areas.
The number of cases has shown a tremendous reduction from 181,495 cases at the start of the Eradication
Programme in 1967 to 44,226 cases at the end of the Eradication Programme in 1980. The eradication
programme was reverted to a control programme in accordance to the WHO re-oriented strategy on malaria
control with the establishment of the Vector-borne Diseases Control Programme which had malaria control
as a key component in 1986. There was further reduction in the number of malaria cases from year to year
to only 5294 cases in 2006. However, in 2008, 7,390 cases of malaria were reported signifying a greater need
for collaborative eﬀorts to eradicate malaria in Malaysia.
Malaysia is fully committed in controlling this disease by introducing the Malaria Elimination Programme in
order to ensure there are no indigenous malaria cases in the country and aims to achieve malaria elimination
status by 2020.
In addition to the development of a Malaria Elimination Plan, updating of malaria treatment protocols in
Malaysia towards the use of Artemisinin Combination Therapy (ACT), development of public health guidelines
for malaria vector control and laboratory diagnosis guidelines are crucial in making progress towards malaria
control in Malaysia.
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Incidence Rate of Notifiable Communicable Diseases In Malaysia For 1990-2006
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2.4.2.2 Lymphatic Filariasis
The number of filariasis cases in Malaysia decreased to 172
in 2006 from 189 in 2005. The incidence rate improved to
0.65 per 100,000 population in 2006 from 0.72 in 2005. The
case distribution by region in 2006 recorded 4 cases (2.3%)
in Sabah, 3 cases (1.7%) in Sarawak and 165 cases (96.0%) in
Peninsular Malaysia. The number of cases among foreigners
were 134 (77.9%) in 2006 as compared to 137 (72.5%) in 2005.
The predominant species of Malaysia filariasis is Brugia
Malayi. The coverage of the 3rd cycle of MDA in the
National Programme for Elimination of Lymphatic Filariasis
for the year 2006 was 87.4% as compared to 88.0% during
the 2nd cycle in 2005 (targeted coverage is 80.0% or more).
The percentage of eligible population covered by MDA
increased as more rounds of intervention were conducted.
By the fifth round of MDA, the coverage achieved has been
more than 90%.
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Malaria Programme, Malaysia
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Malaria Programme, Malaysia
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2.4.2.3 HIV/AIDS and STI
Since 2003, Malaysia has been experiencing a consistent downward
trend of newly reported HIV cases from its highest rate of 28.5
per 100,000 in year 2002 to 13.3 per 100,000 in year 2008. The HIV
epidemic in Malaysia was initially driven by transmission among
injecting drug users in the 1990s, during which between 60% (in
1990) to 83% (in 1996) of annual newly detected HIV cases were
attributed to injecting drug use. By the end of 2009, a total of 87,710
cases have been reported. The number of cases detected through
the various HIV surveillance strategies showed a peak in 2002 wth
6,978 newly detected HIV cases. Since then, the number of cases
detected has continuously declined to just 3,080 cases detected
in 2009, despite a substantial increase in the number of screening
conducted during this period (over 1.2 million screening tests were
conducted in 2009 alone).
Through an extensive surveillance system, the number of HIV cases
detected was highest in 2002 at 6,978 cases (28.5 cases per 100,000
population). The MOH had previously set the target of reducing
the notification rate to 11 per 100,000 by 2015 but this was further
adjusted to 9 cases per 100,000 population. Despite an intensified screening coverage (from almost 673,000
in 2000 to over 1.21 million in 2009), the number of cases detected continued to drop to 10.8 per 100,000 in
2009, indicating that Malaysia is achieving its target of the reduction in notification rate.
The country’s MDG target is to achieve a notification rate of new HIV cases of 11.0 per 100,000 by year 2015
but this was further adjusted to 9 cases per 100,000 population. The current trend of new HIV notification
rate may appear promising, and the MOH must be encouraged to continue its robust prevention and control
eﬀorts in addressing this epidemic.
The HIV epidemic in Malaysia shows characteristics of a concentrated epidemic as defined by WHO, with a
low estimated national prevalence of under 0.5%, but high prevalence among several sub-groups of most
at-risk populations.
Most at-risk populations (MARPs) in Malaysia are currently defined as populations of people who engage
in behaviours that place them at a higher risk of contracting HIV, as compared to the general low-risk
population. Indirectly these are also the populations that show HIV prevalence rates of more that 5%. These
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populations include, among others, injecting drug users (IDU),
female sex workers (FSW), men who have sex with men (MSM) and
the transgendered population.
Injecting drug use was the initial key driver of the epidemic with
74.7% of all new reported cases by 1999 being attributed to injecting
drug use. By 2009, this has declined to 55.2%, signaling a rise in the
proportion of sexually transmitted HIV. Indeed, in 2009, 26.7% of
reported cases were among those who reported a heterosexual
transmission of HIV and 5.3% were through homosexual
transmission.
The TB and HIV programmes are under a joint collaborative
mechanism under the Disease Control Division, Ministry of Health
Malaysia. All TB and HIV activities including prevention, treatment
care and support are funded by the government with a separate
steering committee on TB and HIV programmes. The involvement
of NGOs in HIV and TB promotional activities has been seen as an
important initiative. MOH has been consistent in addressing the
present situation, which shows that the incidence of HIV and TB
co-infections are slowly on the rise. On 19 March 1997, MOH issued
the policy on routine HIV screening among TB patients, in 2002 the
guidelines on TB screening among HIV patients was developed and
then in 2005 the guidelines on TB and HIV screening in prisons and
drug rehabilitation centres was put in place, in view of increasing
the availability of TB-HIV services, the primary health care (PHC)
networks provide TB and HIV screening and treatment services.
HAART is provided at no cost in government facilities.
Some of the challenges identified include the sustained TB and
HIV collaborative programmes, commitment by non health
sector such as prisons and drug rehabilitation centers such as in
DOTS implementation and post-release continuation of TB and
HIV treatment, although significant eﬀort is now being placed to
addressed TB-HIV co-infections in the non-health sectors.
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Since 2005, with strong political commitment, substantial investments from the Government and broad
partnership, comprehensive country response to HIV/AIDS epidemic in Malaysia has been consistent and
dynamic. The Malaysian government has developed an HIV/AIDS National Strategic Plan for 2006 – 2010 to
provide a framework for Malaysia’s response to HIV/AIDS and a total of RM 500 million (USD 160 million)
was allocated to support the 5 years plan.
Harm reduction program consisting of the Methadone Maintenance Therapy (MMT) and Needle Syringe
Exchange Program (NSEP) are key components of the national strategic plan and was launched in year 2005
and early 2006 respectively. Initially started as a pilot project, both programs have been expanding with
a total of 7,065 MMT clients registered as of Dec 2008 compared to 1,241 in year 2006. In the NSEP, the
total cumulative number of clients recruited increased to 12,230 from 4,357 in 2006. Eﬀorts are on-going to
introduce the NSEP into the Government’s Health Clinics. Among the good practises for harm reduction,
is the MMT programme based at the Tampin District Health Clinic. This community-based programme with
dedicated staﬀ has been a popular visit site for other WPR member states.
The National Anti-Drug Agency (through the Drug Rehabilitation Centers) and the prison’s department give
a positive response for the provision of methadone to the prisoners and inmates of the drug rehabilitation
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centers respectively. In early 2010, WHO supported the Malaysian
AIDS Council’s (MAC) eﬀorts in standardizing outreach programmes
for SWs.
Malaysia has implemented various screening programs since the
early years of the HIV epidemic, including routine HIV screening of
donated blood, inmates in drug rehabilitation centres and prisons,
screening of TB and STI cases and antenatal and premarital HIV
screening programs. The Government has expanded coverage and
availability of anti-retroviral treatment (ART) to all public hospitals
and the health clinics. In striving to increase accessibility to ART,
Family Medicine Specialist (FMS) are being trained to initiate
ART at the primary care level. As of Dec 2008, a cumulative total
of 8,197 PLHIV has been started on ART. The total ART coverage
is estimated at 45.1% (6,850 ) of an estimated 15,186 who would
require it. There is free access for first line anti-retroviral drug and
partial subsidization for second line ART. The ART coverage for
children with HIV is 100% and for mothers receiving prevention of
mother to child transmission (PMTCT) is 94.1% (348 in number).
100% of HIV positive pregnant women receive ART. Malaysia aims to
eliminate the vertical transmission of HIV and with the impressive
PMTCT programmes and right technical inputs, this goal may not be
impossible to achieve.
Malaysia’s HIV surveillance system is based on a HIV and AIDS
case reporting system as well as deaths related to HIV and AIDS.
Malaysia had the first Behavior Surveillance Survey in 2004 for IDUs
and conducted the Integrated Bio-Behavioural Surveillance (IBBS)
in 2009 among PWID, SW and TGs. The MOH has already set up a
M&E Unit under the AIDS/STD section and IBBS will be part of its
routine surveys.
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Current data shows a decreasing trend of STI namely syphillis and gonorrhea and consistently low levels
for chancroid. There is limited information on the actual situation of STIs in Malaysia, as many cases are
under-reported partly because they are treated largely in the private sector. A technical consultation was
conducted in 2009 to strengthen STI surveillance and management in addition to setting-up sentinel STI
surveillance sites for MARPs. The WHO country oﬃce is committed with the support of the WHO Regional
Oﬃce of the Western Pacific to provide timely support in addressing this epidemic. In mid-2010, WHO will
encourage MOH to set-up a MARPs-oriented STI clinic to provide comprehensive STI management and
treatment.
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2.4.2.4

Surveillance and Response to Outbreaks of Emerging Diseases
and Bio-Terrorism

MOH has introduced the field epidemiology training programme
(FETP), called the Epidemic Intelligence Programme (EIP) to enhance
the skills of its public health specialists. Organised by the Institute for
Public Health, this one year training programme is available for those
with a Masters of Public Health degree. As of 2010, the third cohort is
undergoing training.
Malaysia has built a strong surveillance and response system for
communicable diseases, and developed practical experiences after
the outbreaks of Nipah virus, SARS and avian influenza. In order to
achieve full implementation of the IHR a series of actions have been
taken with WHO’s support for evaluation of early warning systems,
key ports of international entry (airports, sea and land entry points),
and development of strategies and programmes for the prevention
and control of zoonosis. A national plan for implementing the APSED
strategy has been initiated with a focus on national core capacity
development. The plan has ensured commitment from all stakeholders,
strengthening laboratory surveillance, and coordination between
animal and human health sectors. An impressive crisis preparedness
and response command centre (CPRC) has been established in MOH.
A national influenza pandemic preparedness plan (NIPPP) has been
developed and is being implemented eﬀectively to respond to the current
Pandemic H1N1 2009. National stockpiles of antiviral and PPE have been
built and further refilled with changing needs. Tabletop exercises and
rapid containment exercises have been conducted frequently to test
and improve mechanisms for cross-sectoral coordination, public health
and medical response to pandemic influenza. These preparedness
plans and mechanisms have been tested during the current Pandemic
H1N1 2009 and have been refined accordingly. Timely evolution from
containment to mitigation strategies in Malaysia have proven to be
important lessons learnt to build on future surveillance and response
capacities.
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Malaysia needs to build its core capacity in disease
surveillance and outbreak response as required for
implementation of IHR by 2012. Through implementation of
the national plan of action for the APSED Strategy, Malaysia
could summarize experiences and lessons learnt from the
ongoing Pandemic H1N1 2009. Gaps and constraints of the
epidemiological surveillance system should be identified, and
the public health, risk communication and medical response
mechanisms and preparedness for pandemic influenza and
bio-terrorism could be further refined.
Although Malaysia ratified the Biological Weapons
Convention and is in the process of implementing measures
to fulfill the requirements of the Convention, a crucial gap is
the current insuﬃcient public health capacity to detect risk
of bio-terrorism and respond rapidly.
The leadership within the MOH particularly in the Surveillance
Section is strong, undividedly committed and consistently
addressing the need for early detection of events that are
of public health emergencies. WHO acknowledges the capacity of this section and in 2010 has proposed
to `model’ Malaysia’s strengths in the region in the spirit of National, Regional and Global Public Health
Security.

2.4.3

Non-Communicable Diseases (NCD) and Associated Risk Factors

The leading causes of death and disability in Malaysia are chronic non-communicable diseases (NCD) and
injuries. In 2007 among leading causes of mortality, heart diseases and diseases of pulmonary circulation
ranked first, malignant neoplasms ranked third; cerebrovascular diseases ranked fourth and accidents
ranked sixth.
The prevalence of risk factors in Malaysia is high, namely, physically inactivity, insuﬃcient intake of fruits and
vegetables, smoking, central obesity, hypertension, hypercholesterolaemia and diabetes (Table 5).
There is a national strategy for addressing NCDs including healthier lifestyles, screening and early risk factor
detection and lifestyle modification with integrated care at the primary care level, improved emergency
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and rehabilitation, home care and improved utilization
of existing healthcare facilities. Eﬀective and eﬃcient
prevention and management of NCDs is emphasized in the
major policy and national planning process and has been
implemented nationwide.
Dangers posed by the high prevalence of risk factors have
been long recognized and health promotion initiatives had
been undertaken since the early 1990s with a focus on
unhealthy diet, physical inactivity, and tobacco. Malaysia
ratified the Framework Convention on Tobacco Control
(FCTC) in 2005 and has been actively implementing the
actions required in the convention. A Malaysian Health
Promotion Board and Community Health Promotion Centers
have been established. The country is trying to move from the
current approach which emphasizes awareness-generation
through health education, large scale campaigns and social
marketing towards more eﬀective evidence-based publicprivate approaches for Behavior Change Communication
(BCC).
However, evidence-based public health interventions, development of policy and regulatory options in
changing unhealthy diet, physical inactivity and prevention of obesity have been limited. The development
of strategies and approaches for behaviour-change communication needs further support. There is an
urgent need for longer term sustained human resource development in health promotion, particularly in
developing institutional capacity in the Malaysian Health Promotion Board at national level and Community
Health Promotion Centers at grass root level.
Malaysia has been moving towards more integrated prevention and management of NCD at primary care
level. Special clinics for hypertension, cardiovascular diseases and diabetes, cancer screening measures,
health education programmes have been established widely in district hospitals and PHC clinics. However,
there is a large gap in developing such integrated NCD services in the private sector. Furthermore there is
lack of regular monitoring and periodical evaluation of the eﬀectiveness of outcomes of the integrated NCD
prevention and of NCD case management. A proposal for the evaluation of integrated NCD services at the
primary health care level is planned for 2010; a timely process to further strengthen the already impressive
PHC services in Malaysia.
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Good Practices in Harm Reduction: Implementation of Harm Reduction
Activities in a Rural Primary Care Clinic in Malaysia
Introduction

Members Of The District Harm Reduction Committee

Like many other countries worldwide, Malaysia is also facing the threat of HIV
infection. The first three cases of HIV in Malaysia were detected in 1986. As of
December 2009, after more than 20 years into the HIV epidemic in Malaysia, the
country has recorded a total of 87,710 persons with HIV1. The WHO currently
classifies Malaysia as having a concentrated HIV epidemic.
Malaysia finally embarked on the harm reduction approach against HIV
transmission in 2005. In order to scale up, primary care clinics were empowered to
run the task.
Tampin Health Clinic provides various primary care services including specialist
care by a Family Medicine Specialist.
The introduction of this program entailed extensive advocacy to the community
and its leaders, both political as well as religious, for the clinic was in a rural
conservative heartland.
It was accomplished via the setting up of a District Harm Reduction Committee;
seminars, exhibitions and workshops to educate the community; briefing to all
heads of departments in the district via the District Anti-Drug Action Council; talks
and discussions with known drug addicts in the local drug rehabilitation centers as
well those serving restricted residence sentences.

Representatives of the State Health
Department
Sta of Tampin Health Clinic
- Family Medicine Consultant
- Medical O cer
- Pharmacist
- Assistant Medical O cer
- Community Nurse
- Medical Laboratory Technologist
Clinic Advisory Panel Members

Constraints
1. Stigma
2. Lack in physical
infrastructure
3. Inadequate human
resource
4. No counselor or
social worker
5. Multiple needs
6. Existing Drug Law

Negeri Sembilan

Component
Tampin

Facts about Tampin Health Clinic
................................................................
Daily Attendance : 450 - 500 patient
per day
: 48

Psychological

Table 1: Implementation Of Harm Reduction Activities In Tampin Health Clinic

Year

Harm Reduction Activities Implemented

2006
(Nov)

Methadone Maintenance Therapy (MMT)
Screening for blood borne viruses
Medical treatment
Provision of condom
Health education

2008
(July)

Needle Syringe Exchange Program (NSEP)
Screening for blood borne viruses
Medical treatment
Provision of condom
WHO-MalaysiaHealth
Countryeducation
Cooperation Strategy (CCS) 2009 - 2013
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Solution / Approach
• Advocacy by community leaders
• Good leadership
• Minor renovation with minimal cost
•Multitasking and sharing resources
•Giving simple brief advice and developing rapport
•Interagency collaboration
•Smart partnership
•Biopsychosocial approach
•Collaboration with police and National
Anti-Drug Agency

Biopsychosocial Component In The Management Of MMT Patients In
Biological

Facts about Tampin
................................................................
Located in the state of Negeri Sembilan
(110 km south of Kuala Lumpur)
Area
: 129.49 km2
Total Population
: 90,000
Main Economic Activity : Agriculture

Government Agencies
- Tampin District O ce
- Police (Narcotics)
- National Anti-Drug Agency (AADK)
- Serenti ( Drug Rehab Center)
- Agriculture / Veterinary / Fisheries
Departments
- Religious Department and Council

Approach That Was Used To Overcome The Constraints Faced

Tampin Fact File
MALAYSIA

NGOs

Socio-economics

Actions
i) Treatment with methadone
ii) Yearly screening and in- house treatment for
HIV, Hep B & C, Tuberculosis, Sexually
Transmitted Infections
iii) Screening for cardiovascular risk factors and
treatment
iv) General out patient care
v) Referrals to secondary and tertiary centers
for further treatment
i) Mental health screening of patients
ii) Regular and opportunistic counseling /
motivational sessions with clinic sta , AADK,
religious counselors and invited speakers
iii) In-house treatment for conditions like
depression, schizophrenia and etc
iv) Referrals to psychiatrists for further treatment
Evaluating and organizing assistance for needy
patients and their families with the co-operation
of partners in the district harm reduction
committee in the form of :
i) Monthly financial assistance
ii) Housing
iii) Assistance during special occasions such as
festivities and opening of school sessions
iv) Job placements and other opportunities such
as agricultural and veterinary projects

The performance of MMT in Tampin has been assessed over a period of 2 years
since its initiation. Patients in this group can be divided into 3 groups reflecting
their duration in the program. The retention rate exceeds that of the WHO
which is around 55-60% for the corresponding period. The patients were also
protected from blood borne viruses as there were no new infections detected in
the 2 years. Also noted was an increase in the WHOQOL scores of these patients
across all 4 domains evaluated and a reduction in patients who faced legal action
while in the program.

Community empowerment to clean up
a patient’s house compound for
agricultural activity

Interagency collaboration

%(n)
Retention Rate of MMT Patients
1st Batch

2nd Batch

3rd Batch

6 Months

98.4%

95.6%

96.2%

1 Year

96.8%

91.3%

2 Years

95.2%

Status of blood borne viruses

Infections
HIV

Baseline

1 Year

2 Years

36

36

36

HEP B

13

13

13

HEP C

125

125

125

8.4% (n=12)

Old drug related o ences (Prior to joining MMT)

6.3% (n=9)

New drug related o ences (After joining MMT)

2.1% (n=3 )

Trending for mean WHOQOL scores according to domains (P<0.001)
Mean Score (%)

Duration of Treatment

Overall drug related o ences out of total patients
registered (n=143)

80
70
60
50
40
30
20
10
0

62.4

69

63.2

49.6

73

71.2

48.1

64
52

63.3
54.8

71.3

Baseline (n=59)
1 year (n=59)
2 years (n=43)
Physical

Psychological
Social
Domain

Environmental

The Performance Of NSEP In Tampin

No

Indicator

Standard (1 year)

Achievement
(3 months)
(n=29)

Achievement
(6 months)
(n=33)

Achievement
(1 year)
(n=48)

1.

Percentage of Intravenous Drug Users (IVDU) in NSEP

≥ 60%

50.9%

57.9%

84.2%

2.

Percentage of new NSEP patients screened for HIV

100%

79.3% (n=23)

75.8%

60.4% (n=29)

3.

Percentage of used needles & syringes (N&S) returned

≥ 60%

Needles: 52.4%
Syringe: 53.9%

Needles: 54%
Syringe: 62.8%

Needles: 62.8%
Syringe: 63.7%

4.

Percentage of NSEP patients converted to MMT program

‘Moving target’

52% (n=15)

60.6% (n=20)

41.7% (n=20)

This program found a significant increment in the WHO quality of life scores as reported in several other studies. In a study conducted in Kuala Lumpur, significant
improvements in all four domains (physical, social, environmental and psychological) were noted in patients after 6 months on MMT. A study in Lithuania reported
significant increments in WHOQOL scores except in the social domain.
Patients in this program seem to be protected from the three common blood borne viruses among intravenous drug users as there were no new infections found among
those uninfected at baseline. This could also be because patients were educated on safe sex as a part of the harm reduction approach.

The NSEP service provided by this clinic has catered to most of the known injecting drug users in the locality. Further expansion of this service would require the
participation of out-reach workers.
The MMT program has also attracted many patients from the NSEP service to join the opiate replacement therapy program.
collaboration and community empowerment.
The harm reduction program which has been introduced as a new service in the primary care setting in Malaysia has been successful in retaining patients in treatment,
improving their quality of life, conferring protection from blood borne viruses as well as minimizing drug related crimes. This has been amply demonstrated by the Tampin
Health Clinic which was able to utilize its good standing and strong ties in the community it serves to develop productive partnerships with other agencies as welll as the
community at large to provide holistic treatment to its patients. We would therefore recommend that existing primary care clinics be utilized to scale up services in
countries that are newly introducing harm reduction programs.
WHO-Malaysia Country Cooperation Strategy (CCS) 2009 - 2013
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The development of the National Mental Health Programme saw the formulation of the
National Mental Health Policy followed by the Mental Health Framework that provides a
blueprint for the planning, implementation and evaluation of mental health services.
Various types of training on mental health were conducted and several guidelines
were developed. Activities of mental health encompass promotion of mental health,
treatment of the mentally ill and psychosocial rehabilitation. Suicide prevention had also
been viewed as one of mental health initiatives and as such eﬀorts were made to develop
a strategic and action plan on suicide prevention which needs to be widely implemented.
Mental Health Services which had been provided in primary health care for the past 10
years saw the provision of Follow Up Services for the Mentally Ill at 80% of primary health
care clinics of the MOH. Nevertheless, there is a need to further strengthen the seamless
care of the mentally ill between hospitals, primary care and community. In addition,
mental health surveillance and monitoring as well as epidemiological studies need to be
further supported to produce more epidemiological data and evidence.
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Section 3. Past and Current WHO Cooperation
3.1

Brief History of WHO in Malaysia

WHO has been active in Malaysia since the time of Malaysia gained independence in 1957. WHO and MOH
signed the Basic Agreement for Collaboration in 1961 and established the WHO Country Representative
Oﬃce. This basic agreement was subsequently revised in 1963. Initially, WHO technical assistance was
provided in addressing the priority public health issues: immunization, communicable diseases control,
maternal and child health, sanitation and PHC development. WHO country collaboration since 1996 mainly
supported fellowships and other training opportunities covering a wide range of areas, with most of the
WHO country budget being used for capacity building through fellowships and study tours. Malaysia has
achieved rapid social and economic development, and developed a good national health system with universal
coverage based on accessibility, aﬀordability and eﬀectiveness. The national health system has produced
good health outcomes. National needs and interests for collaboration with WHO have transformed into
more sophisticated and specific technical levels. In response, since 2002, WHO has gradually changed its
approach and focused on selected priority areas based on new challenges of national health development,
and WHO’s comparative advantages. The WHO funding support for fellowship and study tours has been
reduced substantially and redirected towards in-country collaborative activities using international and local
advisory expertise. In addition, Malaysia has provided WHO with their own experts as WHO consultants and
temporary advisers for activities in other developing countries and supported training programmes where
Malaysian experiences are shared with participants from developing countries. Future provision of MOH
experts, such as those involved in harm reduction programmes should be enhanced considering Malaysia’s
progress in curbing the HIV epidemic among IDUs.

3.2

Review of Key Roles of WHO and Implementation of 2nd Country Cooperation Strategy (CCS),
2006-2008

The strategic agenda of the 2nd CCS for 2006-2008 for Malaysia was designed to (a) provide selective WHO
support to Malaysia with an emphasis on new health challenges and emerging health issues where WHO is
best placed to assist because of its technical strengths and global orientation, and (b) support key Malaysian
institutions and the MOH to play a leading role at regional and international levels in some technical areas
with WHO acting as the facilitator and broker. This strategic agenda covers three principal components
of cooperation: (1) development and strengthening of health system, (2) prevention and control of noncommunicable diseases (NCD) and promotion of healthy lifestyles and mental health and (3) communicable
diseases prevention and control including surveillance and response.
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3.2.1

SAVE LIVES: Clean Your Hands

3.2.1.1

Selective Support to Malaysia on New Challenges and
Emerging Health Issues
Leadership, Policy Advice and Technical Input on Critical
Issues

WHO has provided important policy advice for NIPPP, and key inputs
in the conduct of a rapid containment exercises and avian influenza
surveillance and response. WHO has provided technical advice in
developing the NSP on HIV/AIDS, and particularly in the harm reduction
approach including needle and syringe exchange programmes and
methadone maintenance treatment through policy dialog with
parliamentarians, training and extensive international evaluation. WHO
conducted a series of dialog and national workshops in advocating
the WHO strategy on sexual transmitted infection, public and private
partnership to address STI treatment care and technical support to
strengthen STI surveillance among MARPs through setting-up of
sentinel surveillance sites. WHO’s advice and technical inputs have
been provided for development of a national strategy for zoonoses,
travel medicine, and suicide prevention.
Joint WHO and World Trade Organization (WTO) advocacy and policy
advice was provided for country analysis in trade and international
health, facilitating policy coherence and developing consensus on health service liberalization between the
trade and health sectors. WHO has advocated Malaysia for partnership in the WHO Global Alliance on Patient
Safety, and the country’s pledge on ‘Clean Care is Safer Care’ was signed by Minister of Health, Malaysia. The
Malaysian College of Surgeons has been engaged for support to the subsequent initiative of “Safe Surgery
Saves Live” by adopting the checklist of safe surgery in Malaysia. Another issue on which WHO has been
consistently providing technical advice is for development of a national health financing mechanism, and a
national health insurance based on the WHO principle of universal coverage and social protection.

3.2.1.2

Shaping and Developing Research and Disseminating Valuable Knowledge

WHO supported the development of a national strategy on knowledge management in health and provided
guidance and financial support for important health research that was required by policy making including
“WHO Study on Estimation of Sex Workers in Malaysia”, “Rapid Assessment Study on Injecting Drug Users
and High Risk Behaviors of HIV AIDS”, the study on tele-primary health care data set by use of adjusted clinical
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groups (ACG), and research in “ Early Detection of Dengue Fever by Use of Multiplex PCR Technology”.
WHO has supported national workshops and conferences in clinical research methodology and pharmacoeconomics to develop a critical mass of expertise among Malaysian health professionals. Studies such as
“High Risk Behaviours of HIV/AIDS among sex-workers” has generated suﬃcient attention including for
policy implementation to address the control of the HIV epidemic among sex workers.

3.2.1.3

Adopting International Norms and Standards

WHO has assisted Malaysia in implementing IHR 2005 through the establishment of IHR national focal
points and communication channels, facilitating access to Event Information Site (EIS) website, provision
of technical advice for the evaluation of international entry points and the development of a national plan
of action for implementation of the APSED strategy. While advocating for health related MDGs, WHO has
provided guidance and technical support on assessment, monitoring and reporting on achievement of
the health related MDGs through various high level international meetings and national workshops, and
integrating HIV/AIDS, TB and malaria within MDGs 6 as core components of WHO country collaboration. In
addition, WHO is the lead agency as part of the United Nations Country Team (UNCT) for the provision of
technical inputs in the development of the disaggregated MDG report addressing MDG 4, 5 and 6. These
are of course with an understanding of local dynamics, ‘stubborn challenges’ and contextualizing MDG
indicators to a Malaysian context.
To facilitate implementation of the WHO FCTC in Malaysia, WHO policy advice and technical support was
provided for drafting the Tobacco Control Act and revising a blueprint for the national policy on tobacco
control. WHO also involved Malaysia in taking leading roles in the FCTC task forces for health education,
communication, training and public awareness, tobacco advertisement, promotion and sponsorship, and
demand reduction measures concerning tobacco dependence and cessation. WHO has invited Malaysia to
international partnership in the development of ethical practices in drug registration and procurement, and
for strengthening national regulatory and enforcement capacity in fighting counterfeit drugs. By addressing
issues of shortage of health workforces, WHO introduced relevant norms, standards and methods on human
resources planning for health through WHO’s global campaign on health workforces and by providing
external expert advice.

3.2.1.4

Supporting Ethical and Evidence-Based Policy Options

WHO collaborated with Malaysia for strengthening evidence-based decision-making through the
development of various approaches such as policy briefs to promote translation of research results into
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action. Furthermore, WHO supported development of MOH capacity and appropriate strategies in health
technology assessment and for the development of evidence-based clinical practice guidelines. In order
to address health inequity among the indigenous, foreign workers and female population, WHO has also
supported a policy study in strengthening health service delivery for the Penan population in Sarawak, and
conducts annual national training on gender and rights in reproductive health.

3.2.1.5

Strengthening National Technical and Managerial Capacity

An essential component of WHO country collaboration is to build national capacity in priority health
areas. WHO has supported the development of Community Health Promotion Centers as a nationwide
strategic action for eﬀective intervention in unhealthy behaviors at community level. In order to support
the enhancement of quality assurance activities in public hospitals, WHO provided technical advice for the
development of the hospital quality care indicators system and hospital infection system. Modern food
safety assessment and laboratory monitoring methods have been adopted through a series of WHO training
and external advice. WHO played a key advisory role in strengthening obesity prevention and control,
integrated health risk screening, and the integrated NCD prevention and control at PHC level.

3.2.1.6

Monitoring the Health Situation and Assessing Health Trends

WHO initiated and provided consistent technical advice in improving the monitoring and reporting of the
health sector response to HIV/AIDS, and supported evaluation and strengthening of the national early
warning system for emerging diseases. WHO technical support was provided also to conduct the Malaysia
Burden of Diseases Study, the World Health Survey in Malaysia, the development and strengthening of food
borne disease surveillance (Malaysian Foodborne Diseases Network, MyFoodNet), drug price monitoring,
mental health surveillance and the national cancer registry.

3.2.2

WHO Support to Key Malaysian Health Institutions and the Ministry of Health to Play a
Leading Role at Regional and International Levels.

With increasing capacity and collaborative interests of MOH and national institutes, WHO has designated
six WHO collaborating centers in Malaysia (see annex 3). These WHO collaborating centers have pursued
agreed programmes of work that benefit national health development as well as WHO collaboration at
country, regional and global levels.
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The Institute for Health Systems Research as a WHO Collaborating Centre for Health Systems Research
and Quality Improvement in collaboration with WHO-WPRO, organized regional training courses in quality
assurance. This has benefited more than 10 countries of the region. In collaboration with WHO HQ and
WPRO, the Institute promoted evidence-based decision-making approaches, and translation of research
results into policy making through regional training and development of the regional network (EVIPNET)
with more than 5 countries.
The National Environmental Health Research Centre (EHRC) at the Institute for Medical Research, initially
established with financial and technical assistance from WHO for five years, serves as a national information
clearing house for environmental health research and risk assessment, and ultimately will become a ‘regional
centre of excellence’. More recently, the centre has started to collaborate with other research institutions in
the region to assess health vulnerability of climate change, a significant modulation of strategies to pursue
local and global trends and needs.
The MOH organized three ASEAN Healthy City Conferences with WHO technical support for information
exchange, and review of achievements and progress. This was followed by the implementation of “The
Kuching Declaration”. Kuching City of Sarawak has demonstrated its excellent experiences of developing
the “Healthy City Model” and played a key role in the ASEAN platform. The MOH serves as the coordinator
of the ASEAN Healthy Cities programme.
The WHO Collaborating Center for Ecology, Taxonomy and Control of Vectors of Malaria, Filariasis and
Dengue in the Division of Medical Entomology, Institute for Medical Research, has significant technical
capacity which can contribute regionally especially with several countries facing similar burden of vectorborne diseases such as dengue and malaria.
While the Community Health Unit of the Institute for Public Health has been consistently active nationally
and regionally in Gender and Rights in Reproductive Health Training, it has a significant potential to be
designated as a WHO Collaborating Center. Although consultation for designation have ensued, more
thorough discussions are needed.
One of the WHO collaborative approaches in Malaysia is to consistently strengthen capacity building
and utilize resources and expertise in MOH Malaysia and institutes in addressing needs of national and
regional health development. Malaysia can oﬀer further assistance to and cooperation with other WHO
member states in WPRO and ASEAN countries without significant financial assistance from WHO, but with
significant technical assistance. Additional areas such as best practices in Harm Reduction Programmes can
be advocated regionally.
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3.3

Global and Inter-Country Collaboration

The WHO country oﬃce contributes substantial time for coordinating and supporting participation from
Malaysia in WHO global and regional meetings/workshops, which not only provided opportunities for
capacity building for Malaysia but also engaged Malaysia in new policy and strategy initiatives, building
consensus and follow-up and monitoring of the country actions. In 2006 there were 52 Malaysians attending
regional meetings and workshops and 22 attending global meetings, 61 and 18 respectively in 2007, 63 and
38 respectively in 2008.
Malaysia has become a regional hub for international conferences due to its relatively low costs, convenient
geographic location and strong logistic capacity. The WHO country oﬃce has assisted HQ and WPRO in
organizing 16 regional and global meetings and workshops in Malaysia in 2006, 17 in 2007, and 7 in 2008.
There are an increasing number of WHO fellows and study tours coming to Malaysia due to low study costs
in Malaysia and the belief that experiences learnt from Malaysia could easily be adopted in other developing
countries. The WHO fellows and study tours come not only from WPR countries such as China, Fiji, Mongolia
and Democratic People’s Republic of Korea but also from Sudan, Iraq, Maldives and Sri Lanka. In 2006, there
were 21 fellows and study tours, in 2007 there were 68, and in 2008 there were 33.
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3.4

The WHO Country Oﬃce

The WHO country oﬃce in Malaysia is small; the WHO Representative
(WR) is the only international Professional Oﬃcer. In 2009, the WHO
country oﬃce has 10 staﬀ members consisting of 1 international
professional oﬃcer, 2 national professional oﬃcers and 7 general
service staﬀ, of which 9 are fixed-term while one is temporary. Of the
10 staﬀ, 6 are female and 4 are male.
As there has been lack of external financial resources, the WHO
collaborative programme has been mainly financed through its regular
budget (RB) for Malaysia. The country planning figure for the regular
budget was US$949,000 for 2006-07, US$998,000 for 2008-2009,
and US$926,000 for 2010-2011 (country planning figure plus voluntary
contribution).
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3.5

The Role of WHO Representative Oﬃce for Brunei Darussalam and Singapore

In addition to Malaysia, the WHO country oﬃce covers Brunei Darussalam and Singapore. In recent years,
as Singapore and Brunei Darussalam have shown substantial increase in their interest and expectations of
the WHO collaboration, the role of the WHO country oﬃce in collaborating with Brunei and Singapore has
changed to become more comprehensive and collaborative. A summary is provided below.
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1)

The WHO oﬃce provided assistance for Singapore and Brunei’s participation and technical contribution
in the WHO Regional Committee Meetings, World Health Assemblies and Executive Boards. During the
period of 2006-2009, Singapore was a member of WHO Executive Board with one year chairmanship
in 2008. Brunei started its membership of the WHO Executive Board in 2009 for further three years.
Participation in the WHO governing body meetings has increased opportunities for Singapore and
Brunei to share their views and contribute to WHO global and regional level policy and strategy
development.

2)

The WHO oﬃce coordinated Singapore and Brunei’s participation to various WHO global and regional
consultation and meetings. From the two countries there were 9 participants for global meetings, 24
for regional meetings in 2006, 2 and 37 in 2007, 8 and 111 in 2008 respectively.

3)

The oﬃce also coordinated and provided administrative assistance for organizing WHO meetings in
the two countries. Singapore jointly hosted the Global Consultation on Outbreak Communication,
WHO Global Outbreak Alert and Response Network (GOARN) Steering Committee and Regional
Training, Global High Level Panel on Health Security, WHO Regional workshop on noncommunicable
disease prevention and control and WHO Meeting for Heads of WHO Collaborating Centers on Health
Promotion. Brunei hosted the WHO Regional meeting in Risk Communication, and Brunei/WHO/ASEAN
joint training in pharmacoeconomics. There was 1 regional workshop jointly held in Brunei in 2006; 2
regional workshops in Brunei in 2007, 5 global and regional meetings in Singapore in 2007; 1 regional
workshop in Brunei, and 4 regional workshops in Singapore in 2008.

4)

The oﬃce provided assistance and coordination for technical collaboration between WHO-HQ,
WHO-WPRO and the Singapore Government. MOH and WHO-WPRO developed a three year training
project on blood safety and laboratory management with joint funding and technical input from the
Singapore Center for Transfusion Medicine. A series of six training workshops provided benefit for
the development of blood safety programmes in more than 10 countries of the region. The National
Environment Agency of Ministry of Environment and Water Resources, Singapore, WHO-HQ and WPRO
have agreed to jointly organize a series of regional training on dengue control, and provide technical
advice and assistance for the development of WHO Bi-Regional Strategy on Dengue Prevention and
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Control. In 2007 the Public Utility Board of the Ministry of Environment and Water Resources and WHO
signed the MOU for a three year collaboration in water quality and supply. The Singapore Government
has made a firm commitment to strengthen its technical collaboration as well as to provide financial
and technical inputs.
5)

The oﬃce provided assistance during WHO high level country visits, and for maintaining active high
level dialogue at the level of Ministers of Health and Director Generals of Health on the concerns
and interests of the health ministries and WHO’s priority agenda and important initiatives. WHO DG
and WPRO RD made their regular visits to Singapore for the last few years for WHO international
advocacy, dialog and conferences. The WHO country oﬃce is the key focal point for arranging and
coordinating their visits. WR makes regular visits to Brunei Darussalam and Singapore for briefings on
the WHA and RCM. In addition, these visits are also used to discuss and provide WHO advice, advocate
pertinent matters on international health and WHO priorities. The WR also occasionally participates in
various workshops and other country public health events.

6)

The oﬃce provided assistance in the development and implementation of the WHO biennium
programme budget for the two countries although the WHO financial contribution to the two countries
is limited and focuses mainly on the fellowship component in Singapore, and on selective technical
consultancies to respond to requests of MOH Brunei in priority areas every year. The WHO country
oﬃce maintains active communication and provides advice in disease surveillance, outbreak responses
and timely reporting including SARS, avian influenza and Pandemic H1N1 2009 outbreak. Also, regular
visits are made to assess 7 WHO Collaborating Centers’ operations in Singapore and to facilitate WHO
collaboration, designation, re-designation and termination; and provides administrative support for
recruitment of Singapore experts for WHO activities such as deployment via the GOARN network to
regional countries in need.

The WR and staﬀ of the WHO country oﬃce have been substantially engaged in working with the governments
of Singapore and Brunei Darussalam. In general, it takes up one-third of their working time.
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Section 4. Development Cooperation and Partnerships
4.1

Collective Self-Reliance and Partnership

While Malaysia’s access to Oﬃcial Development Assistance (ODA) resources has been reduced, corresponding
to its fast economic growth, Malaysia has been actively promoting collective self-reliance, partnership, and
mutual benefit through technical collaboration among developing countries. This approach has changed the
traditional donor-recipient relationship to one of partnership-in-development and intensified development
cooperation among developing countries. The cooperation has promoted the sharing of Malaysia’s
development experiences with other developing countries. An example of such approach is to provide
training programmes for oﬃcials of Malaysia and other developing countries through the Malaysia Technical
Cooperation Programme (MTCP) which is coordinated by the Economic Planning Unit (EPU) of the Prime
Minister’s Department. At the same time, Malaysia has greatly benefited from the collective wisdom of other
countries and from technical assistance of multilateral, bilateral development organizations.

4.2

Overall Trend in Development Assistance

According to the Organization for Economic Co-operation and Development (OECD), net oﬃcial development
assistance (ODA) to Malaysia was US$ 240 millions in 2006 and US$ 200 million in 2007, representing 0.1 -0.2 %
of Gross National Income (GNI) for the two years. Among the top ten donors Japan was the largest bilateral
donor, providing US$ 308 million in 2006/2007. United Kingdom, Germany, Demark and France were among
large sources of ODA to Malaysia. Only small percentage of
total bilateral ODA to Malaysia was allocated to health and
population-related activities in 2006/2007.

4.3 UN Partners and Other External Aid Agencies in the
Health Sector
UN technical assistance in Malaysia began shortly after
Independence. Initially, UN agencies merely provided
grants to the Government for various programmes and
projects. Currently, assistance is mainly focused on building
national technical capacity and facilitating the exchange
and sharing of Malaysia’s experience and expertise with
developing countries through UN networks as Malaysia
itself takes on the role of a development partner in the
global community of nations. The UN presence in Malaysia
has been quite small in terms of its funding and technical
60
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capacity for recent years. The UN agencies with country representation in Malaysia are UNDP, UNFPA, UNHCR,
UNICEF and WHO. The International Institute of Global Health of the UN University (UNU-IIGH) located in
Kuala Lumpur also provides technical support although its programme coverage is global. The technical areas
in health for which UN agencies have provided support include: MDGs, health care financing and HIV/AIDS
(UNDP), maternal and child health, and HIV/AIDS (UNICEF), reproductive health and HIV/AIDS (UNFPA), health
policy, health management and financing for UNU-IIGH.
UNDP, UNFPA and UNICEF have all made cost-sharing arrangement to support programme implementation
with the Malaysian Government through the Economic Planning Unit of Prime Minister’s Department (50:50,
except UNDP with a 60:40 arrangement)
A limited number of bilateral and multilateral donors and
external non-governmental organizations (NGOs) have
been active in providing substantial technical assistance on
health issues in Malaysia. ADB has supported the project
on surveillance of communicable disease and Bloomberg
Foundation has funded the tobacco control projects in
collaboration with a national university. The funding and
technical support from Australia, Japan, UK and USA has
focused on emerging diseases, avian influenza and influenza
pandemic preparedness. Local nongovernmental agencies,
universities and foundations have raised funds from various
international and domestic sources and play an important
role in mobilizing communities and public, and carrying out
education campaigns at the local level.
In 2009 Malaysia became eligible for financial support from the
Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM)
in the area of HIV/AIDS. Application for GFATM financial
support has been led by civil societies with assistance of the
government in Malaysia. The Round 9 proposal endorsed
by the Country Coordinating Mechanism (CCM) for GFATM
has focused on capacity building of civil societies in HIV/
AIDS prevention, surveillance, treatment and care, and for
addressing issues of high risk groups: IDUs, SWs, MSM and
PLHIV. Unfortunately the application was not approved with
the recommendation for revision and resubmission.
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4.4

Coordination Mechanisms and UN Reform

The UN Country Team (UNCT) is composed of UNDP, UNFPA, UNICEF, UNHCR, UNU-IIGH and WHO. UNCT
has served as a key coordinating mechanism for UN agencies to share information, exchange views, plan and
coordinate joint programme and activities. Due to limited funding and technical capacity of the UN agencies
and external donors in Malaysia, in general each of UN agencies focuses on its core function and mandates.
Duplication of technical and funding assistance has not been a major obstacle in aid management and aid
eﬀectiveness in Malaysia. United Nations Development Assistance Framework (UNDAF) and Sector-Wide
Approaches (SWAps) have not been stressed and developed as an international collaborative framework
for strengthening UN coherence and avoiding duplication. Till date these frameworks are absent at the
country level.
In order to enhance harmonization of UN inter-agency coordination and implement UN reform, the UNCT
has reached an agreement to develop “a country collaboration framework” which would facilitate strategic
planning and coordination of the UN joint programme and priorities, and eﬀectiveness of cooperation. HIV/
AIDS, human rights, MDGs and UN communication have been identified as the areas for joint action. Each
UN agencies has made eﬀorts for pooling of limited funds, working together for joint programme planning
and implementation in those areas. Meanwhile, WHO will closely work with UNDP in national health care
financing initiative.
The United Nations Theme Group (UNTG) on HIV/AIDS is an important mechanism for cooperation and
coordination on HIV/AIDS among UN agencies in Malaysia. The UNTG chairmanship, previously a one year
term, has now been made a 2 year term (since 2010) and is rotated among the UN agencies. The UNTG meets
to share information, jointly plan and coordinate HIV/AIDS - related activities in supporting development and
implementation of NSP on HIV/AIDS.
The GFATM Country Coordinating Mechanism (CCM) in Malaysia plays a key role in coordinating interests
and activity planning of key stakeholders from civil society and Ministry of Health in HIV/AIDS. The GFATM
CCM is chaired by Deputy Minister of Health with representatives from UNTG, Malaysia AIDS Council, civil
societies, and the various concerned government agencies.
This CCS will continue to be WHO’s prime contribution to UN reform and to harmonization of operational
development activities at country level. WHO fully relies on country ownership and leadership for its
development partnership with Malaysia as evidenced in this CCS, the Medium Term Strategic Plan (MTSP)
and Programme Budget (PB). As such, the CCS will be the pillar of WHO’s contribution to the harmonization
of operational development activities among the UN partners at country level.
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4.5

Association of Southeast Asian Nations (ASEAN)

Malaysia participates actively in regional groupings such as ASEAN and APEC. Significant outcomes of
ASEAN’s collaborative eﬀorts include the establishment of the ASEAN Free Trade Agreement, the ASEAN
Framework Agreement on Services, the ASEAN Investment Area, and the ASEAN Vision 2020 Statement,
which committed member states to economic integration and regional cohesion and establishing the ASEAN
Economic Community by 2020.
Malaysia has been playing increasingly important roles in regional health development cooperation than
ever before, particularly as a member of the ASEAN. ASEAN Health Ministers and senior health oﬃcials
meet every two years to exchange information and experience, establish consensus on common concerned
regional issues and challenges, jointly develop ASEAN strategies in priority health areas and set up task
forces to coordinate important activities.
Malaysia is one of the most proactive countries in ASEAN Cooperation in Health. It is the lead or coordinating
country for diﬀerent activities such as:
a)

b)
c)

d)

Food safety: Malaysia is the coordinator of ASEAN Expert Group on Food Safety and implementation
of its work plan “ASEAN Food Safety Improvement Plan (AFSIP)”. It is also the lead country of
programme areas of Food Inspection and Certification and Monitoring and Surveillance, two of the
10 programme areas of the AFSIP. Besides that, Malaysia was appointed regional focal point for two
projects: on risk assessment on food safety (2006-2007) and on inspection and certification of shrimps
and bivalve molluscs (2007-2008).
Emerging Infections Diseases (EID): Malaysia is the coordinator for the public health laboratory
network (2005 – now) and risk communication (2008 - now).
Pandemic preparedness and response: Malaysia is the coordinator of development of Non-health
indicators (2008 – now). These indicators are used to assess the readiness of non-health sector in
multisectoral Pandemic Preparedness and Response in ASEAN Member States.
ASEAN Expert Group on Communicable Diseases (AEGCD): Malaysia is the current chair for the year
2009. It will chair the Senior Oﬃcials Meeting on Health Development (SOMHD) for the period of
2009-2011. Malaysia hosted the SOMHD in December 2009.

Malaysia has organised several ASEAN meetings/workshop on health. ASEAN +3 has further expanded the
scope for regional collaboration, facilitated exchanges and capacity building in identified collaborative
areas.
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Section 5. Strategic Approach and Agenda for WHO
Cooperation
5.1.
5.1.1

Challenges and Opportunities for WHO-Malaysia Cooperation
WHO’s Key Strengths

With its global health network and pool of international experts, WHO is recognized as a valuable and
trusted source of independent policy advice and technical expertise in Malaysia. The ability of WHO to
convene meetings and facilitate collaboration among international community and national health agencies
on important health issues is one of its strengths.
As a global leading health agency, and the secretariat of international health treaties including IHR and
FCTC, WHO has played critical role in enhancing global health security and responding to health threats, in
linking Malaysia to global health community and international technical assistance systems.

5.1.2

Key Challenges

Malaysia is an upper middle income country with relatively strong financial capacity and in-house technical
expertise in health policy, planning and implementation. Malaysia has developed technical excellence in
many public health disciplines over the past decade. The need for external technical assistance is focused
largely in specific specialized areas and requires fairly sophisticated, sometime expensive expertise. WHO’s
financial resource and other external aid for Malaysia have been reduced during recent years corresponding
to Malaysia’s fast economic development and upper middle income country status. WHO’s reduced financial
ability and its collaborative modalities have placed limitations on expanding the scope of the collaborative
priorities and interests, as well as the capacity for engaging sophisticated international expertise which
require high costs. However, it is increasingly possible for the country to cover the cost of international
experts and study visits to other countries, where WHO’s role is to locate suitable experts or determine
study visit destinations and programmes, and facilitate implementation of the collaborative activities
funded by Malaysia.
WHO, particularly WPRO focuses on collaboration with poor developing countries. In general, capacity
has not been suﬃcient to address health issues and challenges in middle income countries. Thus, technical
experiences and guidance developed by WHO for middle income countries has not been adequate. Some
key health challenges for middle income countries have not appeared on the WHO priority agenda. Examples
include, how to regulate practices of the private health sector, addressing health care financing, health
service quality and standards, monitoring of and outbreak response for emerging diseases particularly in
the private health sector, how to develop cross–sector policy and strategies for health service delivery and
disease control among the disadvantaged groups such as foreign workers and migrants; how to improve
health inequality and disparity of health service among diﬀerent population groups such as the indigenous
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and urban poor and in diﬀerent geographic locations.
WHO has not given high priority to developing its communication strategy and programmes, particularly
communication capacity at country level. In the WHO country oﬃce in Malaysia, there is limited capacity
in communication although WR and the technical oﬃcer in charge of surveillance and outbreak response
have been coping with the demands and workload such as is generated during disease outbreaks and
health emergencies. Currently except for regular dissemination of WHO press releases, facts, public health
materials, publication and information, the WHO country oﬃce has not developed its website. There is no
regular oﬃce newsletter for public communication. WHO needs to urgently strengthen its risk and public
health communication capacity in Malaysia.
WHO works with MOH, apart form collaborating with the Ministry of Natural Resources and Environment on
issues related to the environmental health and climate change, has generally not worked with other ministries
or central agencies and NGOs on policy matters related to health. Although multisectoral collaboration and
partnership have been highlighted in the WHO strategies, active pursuit of those approaches has been
restricted.

5.1.3

Key Opportunities

Malaysia has consistently positioned itself for promoting collective self-reliance, partnership, and mutual
benefit among developing countries. In recent years, the MOH, Malaysia and national health institutions have
demonstrated high interests and commitment in strengthening its regional and international collaboration,
has hosted an increasing number of international health meetings, played an important role in providing
technical assistance and expertise, and in strengthening research capacity for other developing countries
particularly within ASEAN. This commitment provides the opportunity to tap Malaysian capacities and build
on Malaysian strengths and experiences to provide leadership, expertise and support for other countries
and for inter-country eﬀorts.

5. 2.

The Strategic Approach of the 3rd CCS (2009-2013)

The strategic approach has been developed taking into consideration (a) WHO strategies, priorities and
result-based programme delivery; (b) the respective strengths of Malaysia and WHO, as well as Malaysian
needs, (c) priorities selected from the WHO priorities as well as national Malaysian priorities, and (d) interest
and capacity in Malaysia and in WHO to address selected issues.

WHO-Malaysia Country Cooperation Strategy (CCS) 2009 - 2013

65

The strategic approach for WHO and Malaysia collaboration during 2009-2013 is composed of two arms,
namely: a “First Arm” consisting of WHO support to Malaysia in selective national health priority areas, and
a “Second Arm” consisting of WHO support for Malaysia’s participation and contribution in regional and
international health collaboration.

5.2.1

First Arm: WHO Support to Malaysia in Selected National Health Priority Areas

WHO would provide support to Malaysia selectively, with an emphasis on new health challenges and
emerging health issues where WHO is best placed to assist because of its technical strengths and global
orientation. Applying the principle of selectivity, the strategic agenda proposes three principal components
of cooperation in the period of 2009-2013:
•
•
•

Development and strengthening of health system and health policy;
Strengthening of prevention and control of NCDs, NCD risk factors and promotion of healthy lifestyles;
and
Communicable diseases prevention and control.

WHO collaboration will focus on continued strengthening of its core functions, namely:
1)
2)
3)
4)
5)
6)

5.2.2

Leadership, policy advice and technical input on the critical issues;
Shaping and developing research and disseminating valuable knowledge;
Adopting and adapting international norms and standards;
Ethical and evidence-based policy options;
Strengthening national technical and managerial capacity; and
Monitoring the health situation and assessing health trends.

Second Arm: WHO Support for Malaysia’s Participation and Contribution in Regional and
International Health Collaborations

The purpose of the second arm is to support Malaysia’s participation and contribution in regional,
international health collaborations, share Malaysia’s experiences and expertise while simultaneously
providing the opportunity for Malaysia to learn from experiences of WHO and other countries. The long
term partnership between WHO and MOH would be further strengthened for implementation of the second
arm activities through the cost sharing modalities.
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The WHO Country Oﬃce will strengthen its coordinating role and ensure implementation of the second
arm through enhanced eﬀorts of all the three levels of WHO: HQ, WPRO and the country oﬃce. Particularly
strong inputs and coordination would be required from the WPRO technical programmes units.
The cost sharing modalities would provide the potential to utilize more WHO technical expertise and
international networks, enable WHO to provide inputs to a much wide range of technical topics, facilitate
integration of mutual interests and priorities, and better joint planning and implementation. The following
collaborative modalities could be further developed based on actual needs of the collaboration:
1)
2)
3)
4)
5)

Regional and international workshops and conferences organized by Malaysia with WHO ‘s technical
and financial support and participation;
WHO regional and global meetings jointly held in Malaysia with partial financial sponsorship by
Malaysia in which Malaysia could play important technical and secretarial roles;
WHO would utilize Malaysian expertise for other countries and regional and international forums as
WHO consultants and temporary advisors;
WHO fellowships and study tours from other countries would be received in Malaysia to share
Malaysia’s experiences;
Malaysia would contribute to development of WHO regional and global technical programmes with its
technical participation and involvement of programme management.

5.3
5.3.1

The Strategic Agenda
Strategic Agenda’s First Arm: WHO Support to Malaysia in Selected National Health Priority
Areas
5.3.1.1 Development and Strengthening of Health System and Health Policy
5.3.1.1.1 Health Reform and Health Care Financing
Supporting development of adequate, sustainable, equitable and eﬀective health financing to improve
health outcomes is one of the most important goals of WHO. WHO will support the translation of this
important policy direction into national actions to improve access to health services of assured quality,
universal coverage and social health protection. This would be done by:
a)
b)
c)

Maintaining consistent and active WHO and international exchange and consultation in the process of
the health reform and national social health insurance;
Building sustainable national capacity in data collection, analysis and research in health care
financing;
Further strengthening institutional mechanisms for National Health Accounts.
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5.3.1.1.2 Inter-Sectoral Action in Addressing Health Inequities
Building on the existing strengths of the Malaysian health system,
WHO will provide technical support in strengthening inter-sectoral
action in addressing hidden health inequities of the disadvantaged
groups (urban poor, Orang Asli and specific ethnic groups in Sabah and
Sarawak, illegal migrants and foreign workers).
The focus would be on:
a)

b)

c)

Conducting health service and health status research,
epidemiological studies to generate evidence for policy making;
developing a system to collect and analyze data and monitor
health inequities in disadvantaged groups;
Conducting policy research and consultation to identify
barriers to access, equity and eﬀective health outcomes; and
developing inter-sectoral policy options and strategies for
strengthening health service delivery and disease control among
the disadvantaged groups and introduction of specific strategies
such as malaria elimination and Integrated Management of
Childhood Illness (IMCI) for such groups;
Establishing and strengthening inter-sectoral coordination
mechanisms for implementation of the integrated health
interventions.

5.3.1.1.3 Strategic Planning and Coordination for Human Resources
Development
Equitable access to quality health services for all and eﬀective health
system performance through a balanced distribution of a competent
and supported health workforce is a strategic goal. WHO will support
strengthening of national capacity to plan, manage and develop
health workforces to equitably meet their population health needs.
Particularly:
a)
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Development of evidence-based health workforce policies

b)

c)

d)

and strategic plans linked with health sector goals and system development and changing health
contexts;
Promoting eﬀective, systematic and coordinated approaches and partnerships in health workforce
development and improvement of centralized coordination for HR planning within MOH including
regulation of professional practice and licensing;
Building capacity in, among other things, workforce data collection, analysis, estimation/projections
and strategic planning to meet existing needs and new challenges in the health sector such as in
mental health, chronic conditions and health protection and promotion; engaging partners including
private sector collaborations; retention and management of the health workforce in the context of
health reforms and reorganization of services;
Provision and/or development of tools, standards and guidelines.

5.3.1.1.4 Strengthening Policy Research in Roles and Impact of Private Health Sector
WHO will provide support for policy research and consultations addressing:
a)
b)

Integration of primary health care, quality of care, service standards, timely disease reporting and
eﬀective outbreak response in private health sector;
Impact of the fast growing private health sector on the public
health sector.

5.3.1.1.5 Strengthening Capacity Building on Evidence Based Policy and
Practice
WHO will further collaborate with EVIPNET under the leadership of
Institute for Health System Research in institutional capacity building
for research in selected health systems disciplines. The focus will be
on:
a)

b)

Evidence based policy and practice: capacity building for creating
demand for evidence, and communicating evidence to policy
makers and managers;
Knowledge translation: capacity building for selected aspects e.g.
systematic reviews including access to international databases
and data mining;
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c)

Applied research: capacity building in selected disciplines and topics e.g. health system and health
policy analysis, equity analysis, health financing, public health epidemiology, including DALYs in specific
population groups and environmental epidemiology.

5.3.1.1.6 Health Information and Knowledge Management
WHO would provide technical support for:
a)

b)

Capacity building in improvement of the quality of mortality and morbidity data (medical certification
of deaths in civil registration system, medical cause of death, private sector integration in surveillance
& certification);
Consolidating the scope and capacity of the Health Informatics Centre, including clear definition of
the functions of the centre, improved information standards development and application to improve
information exchange and sharing in the country.

5.3.1.2

Communicable Disease Control

While maintaining active communication and monitoring on the epidemiological situation and disease
outbreaks in emerging and remerging diseases, WHO would continue technical assistance in the following
areas:

5.3.1.2.1 HIV/AIDS
a)
b)
c)
d)

e)
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Implementation and evaluation of NSP on HIV/AIDS for 2006-2010. Development of national strategic
plan for 2011-2015;
Development and implementation of strategies and plan of action to address prevention and control
for HIV infection through sexual transmission particularly FSWs and their clients, and MSM;
Development of specific strategies and plans of action to focus on STIs and TB-HIV co-infection;
Development, implementation and evaluation of a national plan of action on scaling-up of harm
reduction, including development of “Best Practice” based on Malaysia’s experience in managing
HIV/AIDS;
Development of the second generation surveillance system on HIV/AIDS, strengthening capacity
building in HIV/AIDS, STI epidemiology and surveillance including data collection and analysis,
assistance in the health sector response to UA reporting, and UNGASS reporting;
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f)

Providing technical assistance and support to collectively develop and review the proposal submitted
to Global Fund, including to support project development and implementation, where appropriate.

5.3.1.2.2 Surveillance and Response to Outbreak of Emerging Diseases, and International Health Regulations
(IHR)
a)

b)

c)

Further strengthening epidemiological surveillance system,
refining the public health and medical response mechanisms and
preparedness for pandemic influenza and bio-terrorism;
Development of core capacity in implementation of IHR, and
the APSED Strategy including strengthening of laboratories and
infection control;
Review and refine strategies to combat dengue, zoonosis and
other emerging diseases with emphasis on private health sector
collaboration in disease surveillance and outbreak response, and
the disadvantaged groups such as illegal migrants and foreign
workers.

5.3.1.2.3 Vector-Borne Diseases
5.3.1.2.3.1 Malaria Elimination
a)

b)
c)

Developing a national strategy, cross-sector policy and
coordination mechanisms with universal coverage of migrants,
refugees and foreign workers at risk;
Providing technical support in revising malaria treatment
guidelines;
Providing technical support in Integrated Vector Management (IVM) training for entomologist and
other relevant personnel.
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5.3.1.2.3.2 Dengue Prevention and Control
a)

b)

c)

Monitoring and Evaluation of National Strategic Plan for Dengue
Prevention and Control 2009-2013 including support for annual
evaluation of NSP implementation, appropriate to national
dengue situations;
Continued support for clinical management of dengue, revised
dengue case classification including training utilizing the revised
dengue case classification;
Support and advocate for cross-sectoral policy implementation
to ensure dengue control in Malaysia.

5.3.1.2.3.3 Lymphatic Filariasis Elimination
a)

b)

Support towards an assessment of LF transmission rate in
Peninsular Malaysia, Sabah and Sarawak following completion of
5 MDA rounds;
Support towards development of workplan for LF elimination in
Peninsular Malaysia, Sabah and Sarawak, respectively towards
verification and/or certification of LF elimination, where
appropriate.

5.3.1.3

Prevention and Control of NCDs, NCD Risk Factors and
Promotion of Health Lifestyles

WHO will continue to provide strategic technical support for intensifying
prevention and control of NCD and risk factors with focus on:
1)

2)
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Development of population based health research, evidencebased public health interventions, policy and regulatory options
in changing unhealthy diet, physical inactivity; review and
development of obesity prevention, control and surveillance
programme in school children and students;
Development of strategies and approaches in behavior change
communication and capacity building in health promotion
particularly at institutional level;

3)

4)

Review and development of strategies for strengthening risk factor prevention, management and
continuity of care for NCDs; development of mechanisms for regular monitoring and periodical
evaluation on eﬀective outcomes of the integrated NCD prevention, NCD case management;
development of integrated NCD prevention and management in the private health sector;
Improvement of mental health care at PHC level; review and improvement of the current
mechanisms and indicators of mental health surveillance, and strengthening epidemiological studies;
implementation of suicide prevention initiative.

5.3.2
5.3.2.1

Strategic Agenda’s Second Arm: WHO Support for Malaysia’s Participation and Contribution in
Regional and International Health Collaboration
Health System Governance

Malaysia’s ‘Vision for Health’ and the ‘Mission’ of the MOH articulate the country’s aspirations. Emphasis
is on the promotion of health and the provision of health care that is equitable, aﬀordable, eﬀective,
eﬃcient, and technologically appropriate. The emphasis of the 9th MP (2006-2010) is to consolidate past
achievements, address emerging challenges, and add lifelong wellness to disease prevention and control by
emphasizing health promotion and consumer empowerment, and improved delivery of health care through
greater integration, enhancement of quality and optimization of resources.
Malaysia has strong and sustained political commitment to reducing inequities in society and a wellestablished system for bottom-up and top-down planning, and policy development with wide stakeholder
participation. Evaluation and accountability mechanisms are in place and gradually being strengthened. For
example, the various departments and health facilities in the public and private sectors have formulated
Mission and Goal statements as well as Client Charters. Implementation of the Client Charter is evaluated at
intervals. Additionally, health institutions and departments have been encouraged to obtain ISO certification
and accreditation by the Malaysian Society for Quality in Health (MSQH).
Several mechanisms contribute to accountability in health care, including regular financial and performance
audits in the public sector. Investigation audits are carried out periodically in response to complaints or
through risk analysis. Further, complaints and issues raised in news media, related to the delivery of health
care by pubic and private sector institutions, are subject to investigation followed by remedial actions and
feedback to the public.
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Key areas for collaboration and experiences sharing would include:
1)
2)
3)
4)

Strong and sustained political commitment to reducing inequities in society;
The system for bottom-up and top-down planning;
Policy development with wide stakeholder participation;
Evaluation and accountability mechanisms.

5.3.2.2

Quality Improvement

Malaysia has a long established strong political and managerial commitment to quality in services to the
public. Several initiatives have been coordinated by the Malaysian Administrative Modernization and
Management Planning Unit (MAMPU) such as Public Sector Awards, Performance Indicators, and Quality
Circles. The 9th MP envisaged emphasis on improved access to quality health care and the optimal use of
resources. The similar is expected for the 10th MP.
MOH has implemented a number of approaches to monitor and strengthen quality care such as the Patient
Safety Council, the National Quality Assurance Programme, Hospital accreditation, incident monitoring
and investigation particularly in infection control, blood transfusion and medication error, medical audit
in surgery, anesthesia and Intensive Care Unit (ICU) . The MSQA hospital accreditation and ISO provide
certification that is attractive to both private and public sector facilities.
Malaysia provides leadership for the Western Pacific Region in the field of Quality Assurance/Improvement.
The Institute for Health Systems Research (IHSR) is the secretariat for quality initiatives within the MOH and
IHSR is conducting a number of research projects on quality of care. Joint WHO/Malaysia training courses
on Quality Assurance/Quality Improvement have been implemented for trainers from five countries in the
Western Pacific Region. The training modules produced by the IHSR are used as resource materials by
WHO.
Specific steps to strengthen further each initiative in provision of quality healthcare have been identified.
These include streamlining and strengthening Patient Safety Council and the need to achieve greater
participation of the private health care sector in quality monitoring and improvement.
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Key areas for collaboration and experiences sharing would include:
1)
2)
3)
4)
5)

National leadership for quality services in the public and
private sectors;
Strong and sustained commitment, structures and mechanisms;
Policies and nationwide programmes in the health sector;
Regular monitoring and incentives through publicized performance awards;
Experience in advocacy and training.

5.3.2.3

Primary Health Care (PHC)

Malaysia PHC has the following core principles: health protection, health promotion, illness prevention and
early detection at individual level and population level; assessment, treatment and referral at the first contact
point in the health system; community–based management of people with chronic and complex conditions
including pre-admission and post hospital care; community based health maintenance support for people
with a disability and frail older people living independently in their own home; community–capacity building
and ICT to facilitate knowledge and information management for quality services and delivery.
In Malaysia’s PHC system, one PHC clinic covers 15,000 to 20,000 of the
population and one community clinic covers 5000 of the population.
88.5 % of the population lives within 5 KM of a health facility and 81%
live within 3 km. In the scope and content of PHC services, initially the
eight elements of PHC included health education; adequate food supply
and proper nutrition; maternal and child health; child immunization;
prevention and control of endemic diseases; safe water and sanitation;
and treatment of diseases with provision of essential drugs and dental
health care. Later the scope of PHC expanded to include women’s
health, community mental health, adolescent health and health for the
elderly. There is a village health promotion service in some states. In
the 9MP, a renewed approach in PHC was introduced and the five main
components of the approach are: Wellness, Illness, Emergency, Clinical
Support and Informatics, and Chronic Conditions are managed and
followed up at PHC. Several specialized programmes have been widely
integrated into Malaysia’s impressive PHC network.
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Quality assurance programme and indicator systems have been
developed and implemented. MOH has further introduced health data
management and information systems in the PHC service delivery.
There is a well established referral system from PHC to secondary and
tertiary care, PHC has been further integrated into other health service
providers including private health care through the enforcement of the
Private Health Facilities Services Act 1998 since 2006.
50% of PHC are carried out by general practitioners and family medicine
specialists. There are three levels of qualification for medical doctors in
PHC namely, medical oﬃcers, those with Masters of Public Health and
those with specialist qualification. Continuing medical education and
quality improvement programmes for PHC workers is an established
feature.
Key areas for collaboration and experiences sharing would include:
a)
b)
c)

Policy, strategy and development of PHC system;
Development of eﬀective components of integrated PHC;
Monitoring and improving access and coverage.

5.3.2.4

Maternal, Newborn and Child Health, Adolescent Health

Malaysia has a strong system of integrated care for pregnancy,
childbirth, care of newborns and children from infancy to school years.
The eﬀectiveness of policies and programmes is evident in the Child
Development Index where Malaysia is ranked 24th among 137 countries
for the period 2004-2006, with only three developing countries (Cuba,
Costa Rica and Argentina) having better ranks. Good initiatives
are underway to expand this system to meet the special needs of
adolescents and of children with special needs and for older persons.
Currently eﬀorts are being made to monitor the extent of unmet
reproductive health needs and to address the contributory factors and
to analyze and address the factors causing a prolonged plateau in the
decline of MMR despite almost 100% childbirth occurring in institutions
with skilled attendants. Eﬀorts are also needed to upgrade the capacity
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of health service providers for adolescents, particularly within PHC to
address a wide spectrum of issues including interventions for managing
of over- nutrition and weight gain, lack of physical activity, substance
abuse, injuries and violence, mental health, the emerging threat of HIV/
AIDS amongst young people, and advocacy for safe and supportive
environment.
Key areas for collaboration and experiences sharing include:
1)

2)
3)

4)

5)
6)

Development of coverage and utilization of maternal newborn
and reproductive health through a wide PHC network, including
development of an integrated postnatal and neonatal package;
Maternal death auditing including near miss auditing;
Good mechanisms for safe childbirth newborn and child health
care with inbuilt features for reaching all groups, achieving
almost 100% childbirth in institutions with skilled attendants
and establishing public-private partnerships, ensuring quality,
continuity of care, monitoring outcomes and impact and problem
solving mechanisms, developing national health sub-accounts on
sexual reproductive health;
Policy, strategies, plan of action in adolescent health within on-going primary health care programmes.
including specific areas of standards setting and quality assurance, and special focus on HIV, nutrition
and mental health; strengthening of adolescent friendly health services;
Cervical cancer prevention including introduction of HPV vaccine;
Policy, strategies, plan of action in care for older persons within on-going primary health care
programmes.

5.3.2.5

Nutrition

The long established Nutrition programme includes a comprehensive National Nutrition Policy together with
National Nutritional Plan of Action (NNPAM) 2006-2015. Wide stakeholder participation characterized these
initiatives. The wide range of measures that are implemented include media campaigns (healthy eating,
lifestyle), a nutrition information centre providing electronic dissemination of information, promotion of
breastfeeding and enforcement of the infant formula ethical code, nutrition promotion in schools and
institutions, prevention and control of obesity. Eﬀorts have been made in development of more eﬀective
obesity control, and national nutritional surveillance, including adoption of the WHO child growth standards
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for 0-5 years and the WHO 2007 reference for 5-19 years, which is expected to contribute significantly to
early detection of growth problems related to unhealthy diet and inactivity and play a significant role in NCD
prevention.
The realization of the significance of nutrition has been highlighted in 10th MP; including areas of nutrition
research. This further precipitated the creation of an additional 50 posts of nutrition oﬃcer in Malaysia, for
a start.
Key areas for collaboration and experiences sharing would be:
1)
2)

Development of policies, strategies, action plans, implementation, and monitoring nutrition of children
and pregnant women;
Nutritional surveillance system.

5.3.2.6

Food Safety and Quality

The National Food Safety policy is geared towards food safety, consumer health and facilitating food trades.
Inter-sectoral coordination includes MOH, local authorities and the Veterinary Department. Legislation and
enforcement mechanisms, consumer education and surveillance backed by a network of laboratories are
in place. The establishment of a MYFoodNet has enhanced surveillance and investigations and improved
coordination.
Key areas for collaboration and experiences sharing would be:
1)
2)
3)

Training on burden of food-borne disease studies;
Collaboration to develop further the INFOSAN (International Food Safety Authorities Network)
network through interaction with relevant national authorities;
Meeting challenges of food safety in a country in transition from ‘developing’ to ‘industrialised’
status.

5.3.2.7

Pharmaceuticals

Malaysia has developed good pharmaceutical services and drug control system. The National Medicine Policy
(NMP) (2007) developed with wide stakeholder participation, provides an overall framework for current and
future initiatives covering medicines as well as cosmetics, traditional products and encompasses almost all
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issues covered in the WHO Western Pacific Regional Strategy for Improving Access to Essential Medicines.
The National Pharmaceutical Control Bureau, a WHO Collaborating Centre in Drug Regulation, contributes
key functions and has developed in-house capacity. Current eﬀorts include: strengthening enforcement in
control of counterfeit drugs and ethical practice in drug registration and procurement, development of drug
price monitoring and control mechanisms, enhancement of pharmacovigilance activities, improved consumer education, better integration
of pharmaceutical services into healthcare, better approaches to
prevention of antibiotic resistance with attention to use of antibiotics
in humans as well as animals.
Areas for collaboration and experiences sharing include:
1)

2)
3)

Development of policies to ensure widespread availability
and access to essential drugs at reasonable cost, including
uninterrupted supply and management of drugs in public sector
facilities.
Monitor of quality and safety of pharmaceuticals;
Enhancement in regulatory mechanisms and controls: drug code,
advertisement and pricing, biosimilars, precursors and essential
chemical diversion and medicinal safety.

5.3.2.8

Environmental Health

Malaysia is successful in ensuring access to safe water and hygienic
waste disposal for its people through the well-established Rural Water
Supply and Sanitation, the National Sewerage Development and the
National Solid Waste and Health-Care Waste Management Programmes.
The Drinking Water Surveillance Programme demonstrates steadily
improving quality of water, and Water Quality legislation is being
updated. Regulations have been tightened regarding petrol and diesel
properties and management of toxic and hazardous wastes. In addition
for the past 20 years, regulations have been tightened regarding air
quality management and safety. Current eﬀorts are focused on: transboundary air pollution causing periodic episodes of haze, deforestation
and destruction of biodiversity, rapid growth in demand for water
and deteriorating water quality, management of toxic and hazardous
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waste, enhancement of environmental health impact assessments and use of results, improved coordination
between implementing agencies.
Malaysia, through the Ministries of Health and Environment participates in the Regional Forum on
Environment and Health in Southeast Asia and East Asian Countries, which is supported by WHO and the
United Nations Environment Programme (UNEP). In the country, a National Environmental Health Action
Plan has just been developed and at the regional level, relevant ministries participate in six Thematic Working
Groups (TWGs) on: (1) air quality; (2) water supply, hygiene and sanitation; (3) solid and hazardous waste; (4)
toxic chemicals and hazardous substances; (5) climate change, ozone depletion and ecosystem change; and
(6) contingency planning, preparedness and response in environmental health emergencies. The MOH is an
active member of the TWGs on water supply, hygiene and sanitation; and climate change, ozone depletion
and ecosystem change. The MOH, Malaysia hosted a Ministerial Conference on Climate Change and Health
in the Asia-Pacific Region in 2008, and plans to provide an international training programme on climate
change and health from 2010 through the Malaysian Technical Cooperation Programme (MTCP).
The MOH serves as the coordinator of the ASEAN Healthy Cities programme, and need to strengthen its
capacity to support this role.
Key areas for collaboration and experiences sharing would include:
1)
2)

3)

4)

5)
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Development and implementation of a National Environmental
Health Action Plan;
Development and implementation of an international training
programme on climate change and health as well as enhancement
of the leadership role in the regional TWG on climate change;
Enhanced participation in the TWG on water supply, hygiene and
sanitation and the East Asia Ministerial Conference on Sanitation
and Hygiene;
Further collaboration in radiation and chemical safety, health
impact assessment of air quality, including forest-fire induced
transboundary haze; and sharing of experiences in solid and
health-care waste management;
Continued collaboration in expanding Healthy Cities in the ASEAN
region.

5.3.2.9

Harm Reduction Programmes for Injecting Drug Users

The mechanisms by which MOH addressed the challenges in establishing the harm reduction programmes
in Malaysia has made the experience an interest to the region. Numerous WPR member states and more
have visited Malaysia to learn from Malaysia’s experience in policy implementation, National Task Force
on Harm Reduction roles and responsibilities, development of SOPs, guidelines and training module and
holistic approaches in treatment and care for IDUs. WHO will continue to advocate this rich experience in
the region to promote greater sharing of knowledge.
WHO CCS for Malaysia has provided an opportunity for WHO to review its country collaboration in Malaysia
and reassess its roles, functions and methods of working in the country.
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Section 6. Implementing the Strategic Agenda :
Implications for WHO Secretariat
6.1

WHO Technical Capacity and Support

In order to meet the challenges and demands for the WHO country collaboration in Malaysia, based on the
identified strategic approaches and strategic agenda, technical support and technical capacity of the WHO
country oﬃce should be reoriented with a modest increase in number of technical staﬀ (NPO) over this CCS
period. National Program Oﬃcers (NPO) play an important role in the WHO Country Oﬃce and will have
increased responsibilities in the long-term.
For health sector reform and development, WHO will strengthen its coordinated technical support and
advice on health care financing and health reform, and development of equitable access to health services
for some indigenous ethnic groups, foreign migrants and workers, and urban poor through capacity building
in rights, gender approaches, multi-sectoral policy analysis and development.
For surveillance and outbreak response to emerging diseases, pandemic influenza, and implementation of
IHR, WHO will continue to provide timely risk communication, coordination and guidance, including IHR
reporting, rumor verification, epidemic monitoring, data collection, epidemiological analysis and advice, and
urgent external technical and logistic assistance if required. WHO should provide solid and coordinated
technical support and advice on HIV/AIDS with focus on strategic planning for 2011-2015, development and
implementation of national plan of action on harm reduction for 2009-2015, universal access to HIV AIDS
treatment and care, strengthening national capacity of HIV/AIDS surveillance and its national surveillance
system. In addition, technical support should be provided for strengthening ART Patient Monitoring Systems
and the establishment of HIV Drug Resistance Monitoring through Early Warning Indicators (EWI).
For NCD prevention and control and health promotion, WHO will provide coordinated technical advice and
support in strengthening of integrated NCD at primary health care, and development of mechanisms for
evaluation of eﬀective outcomes of NCD interventions. Advocacy and development of options for regulatory
and policy interventions on diet and physical exercise, capacity building in behavior changes communication
at level of MOH and Community Health Promotion Centers support and monitoring of implementation of
FCTC are the main thrusts of the WHO Country Oﬃce.
A strategic challenge for WHO has been the full utilization of the strengths and enthusiasm of the Ministry of
Health and the key institutions in important health areas. To realize this potential for mutual benefits better
communication and coordination would be established with WPRO and WHO HQ. Simultaneously, the WHO
country oﬃce will continue to maintain an active dialogue at the higher level with the MOH and Government
on priority health issues at national and international levels.
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6.2

Strengthening the WHO Country Oﬃce’s Communication Capacity and WHO Advocacy

WHO will need to strengthen its communication capacity for WHO advocacy, health emergency and disease
outbreak. It will be necessary to develop and implement the WHO country oﬃce communications plan,
including development of the oﬃce SOPs for risk communication, planning media activities for major annual
health events, preparation of the WHO country oﬃce quarterly newsletter, the WHO country oﬃce web
site, and dissemination of WHO information and technical materials. A NPO post for WHO communication
and advocacy should be established in the period of 2010-2011.

6.3

Improving Oﬃce Management

In order to implement the CCS, the organization of the WHO country oﬃce and responsibilities of staﬀ
have been reviewed and reconfigured in line with the WHO priorities proposed under the CCS. There are
five main groupings of technical and managerial areas of the country oﬃce. First, overall coordination and
management of programme development and implementation is essential, which will be supported by a
team of technical and supporting staﬀ. Second, health systems strengthening increasingly is becoming
a core component of the country collaborative programme and should be further enhanced by regular
dialogue, planning, information sharing, particularly for cross-cutting areas, health care financing, health
inequalities for disadvantaged groups. Third, surveillance and outbreak response and IHR monitoring and
implementation is another core component. Consistent technical assistance in making more progress
in MDG Goal 6 for HIV/AIDS including STI needs to be further coordinated and planned. Four, the WHO
country oﬃce’s communication in health advocacy, health emergency and disease outbreak needs to be
strengthened. Five, the WHO country oﬃce management and administration should be organized more
eﬃciently and eﬀectively to ensure successful delivery of the WHO collaboration in Brunei Darussalam,
Malaysia and Singapore.
Timely and solid support from the regional and headquarters levels of WHO would be important for the
technical and management areas that have been identified.

6.4

Collaboration with stakeholders

Apart from a long term partnership with Ministry of Health, WHO will strengthen communications and
collaborations among various partners and stakeholders, including other UN agencies, the Ministry of Foreign
Aﬀairs, the Economic Planning Unit of Primary Minister’s Department, the Ministries of Environmental and the
Ministry of Agriculture and Agro0based Industry, National Anti-Drug Agency as well as universities. In order
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to achieve the Natural Resources and CCS priorities, WHO will establish and further strengthen constructive
collaboration with NGOs and professional associations and societies, such as Malaysia AIDS Council, Malaysia
Council for Tobacco Control, Malaysia Medical Association, Malaysia Public Health Physicians Association,
National Family Planning Association, Academy of Family Physicians, Malaysia Cancer Society and more.
WHO will strengthen collaboration with WHO Collaborating Centers and utilize the expertise and resources
of the centers for implementation of collaborative priorities in the region and globally.

6.5

Monitoring and Evaluation

WHO will further strengthen the established monitoring and evaluation mechanism for WHO programme
development and implementation in Malaysia. The programme management team of the WHO country
oﬃce will conduct regular internal monitoring exercise with MOH technical focal points and the annual
assessment of the programme implementation against identified targets, indicators and timeframes. WHO/
MOH will conduct jointly the biennium evaluation to summarize experiences and lessons leant, identify
diﬃculties, problems and ways forward. Monitoring and evaluation process will include joint visits to project
sites and joint reviews for key programme areas.
A review of the CCS implementation will be integrated into the biennium evaluation for WHO collaboration
for 2010-2011 in the third to fourth quarter of 2010. Outcomes of the evaluation could be used for development
of WHO biennium programme budgets for 2012-2013, adjustment of priority setting, strategic approaches
and strategic agenda for full implementation of CCS. At the end of the CCS period in 2013, the final CCS
evaluation will be conducted in conjunction of a new CCS development to examine outcomes and impacts
of collaborative activities.

6.6

Producing a Series on the WHO-Malaysia Collaboration

WHO will need to document the excellent and valuable experiences and lessons learned from the WHOMalaysia collaboration. In the past, documentation has been done by various WHO technical programmes
based on their interests and needs, but such eﬀorts have not been systematic and consistent. The WHO best
practices and reports of the WHO demonstration projects in Malaysia are very valuable for sharing with other
developing countries. It would be desirable and important to better plan and strengthen documentation
work of the country oﬃce and produce a documentary series of WHO and Malaysia collaboration with
assistance of MOH and local institutions.
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Being. London, 2008.

88

WHO-Malaysia Country Cooperation Strategy (CCS) 2009 - 2013

• M Zainal, S M Ismail, A R Ropilah, H Elias, G Arumugam, D Alias, J Fathilah, T O Lim, L M Ding, P P Goh.
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Travel Report Assessment of Cancer Registration Systems in Malaysia May 2007.
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• Muoy, Barbara Jo-Anne, Report of a WHO Consultant, Technical Support for Community Health Centre
Programme Focused on Health Lifestyle, May 2005.
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Annex 3: WHO Collaborating Centers In Malaysia
1.

WHO Collaborating Centre for Health Systems Research and Quality Improvement at the Institute for
Health Systems Research, Ministry of Health

2.

WHO Collaborating Centre for Regulatory Control of Pharmaceuticals at the National Pharmaceutical
Control Bureau, Ministry of Health

3.

WHO Collaborating Centre for Drug Information in the National Poison Centre at the Universiti Sains
Malaysia, Penang

4.

WHO Collaborating Centre for Arbovirus Reference and Research (Dengue and Dengue Haemorrhagic
Fever) in the Department of Microbiology at the University of Malaya (UMMC)

5.

WHO Collaborating Centre for Ecology, Taxonomy and Control of Vectors of Malaria, Filariasis and
Dengue in the Division of Medical Entomology at the Institute for Medical Research, Ministry of
Health

6.

WHO Collaborating Centre for Evidence-Based Health Care Practice in Health Technology Assessment
Unit, Ministry of Health

WHO National Influenza Reference Centre In Malaysia (NIC):
•
•
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Institute for Medical Research
Department of Microbiology at the University of Malaya
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