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There is a growing interest on research related to health-seeking behaviours.
However, there are minimal studies in Malaysia which focus on this issue.
This paper aimed to determine the health-seeking behaviours among the
Malay population and its association based on the localities of the urban and
rural population. To achieve this purpose, a cross-sectional survey was con-
ducted using face-to-face interview method. A total of 480 respondents par-
ticipated in this survey with the majority (57.7%) of them were from a rural
area. Among all the subjects, 4.9% and 5.4% of urban and rural partici-
pants respectively, did not seek treatment when they were sick. The reasons
being are they chose to ignore the pain (80%), time-consumption (8%), and
they do not believe in modern treatments (8%). A higher number of rural
participants chose public healthcare facilities compared to urban (82.3% vs
72.6%, p<0.001), whereas a higher number of urban participants chose pri-
vate healthcare facilities in contrast to rural participants (25.3% vs 16.4%,
p<0.001). For participants with chronic diseases, 5.3% did not go for follow-
up, 91.2% rely on healthcare staffs for information on the diseases, and 18.9%
took traditional or supplementary medicine. Majority of the participants are
in agreement that the accessibility to public healthcare facilities in terms of
distance, transportation and operational time, as well as the services to get
treatments, were good. Overall, majority of the respondents prefer to seek
treatments from public healthcare facilities followed by private facilities and
pharmacies. However, there is a small number of participants who did not
seek for treatments, including those with chronic diseases. Further studies
shall be conducted to explore the barriers to seeking treatments in this popu-
lation.
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Numerous research have long been interested in
what facilitates the use of health services, and
what influences people to behave differently with

their health. This is termed as health-seeking

Production and Hosted by

behaviour (Tee et al, 2011) (Dawood et al,
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2017). According to (Mackian, 2003), there are
two approaches to understanding health-seeking
behaviours; the first approach understands the
utilization of the healthcare system, and the second
approach is to understand the process of illness
response. Several factors are determining how
people engage with healthcare systems including
socio-demographic of education, social struc-
tures, cultural beliefs and practices, gender issues,
economic and political systems, environmental
conditions, disease patterns and the healthcare
system itself (Mackian, 2003) (b T. Shaikh et al,
2008).

Malaysia has a dual-tiered system of healthcare ser-
vices, which consist of the public and private sec-
tors. The Ministry of Health manages the public
healthcare sector, Malaysia, which includes various
centres from rural and community clinics, to dis-
trict and tertiary specialist hospitals throughout the
country. The private sector, on the other hand, con-
tains general practitioner clinics, and private med-
ical centres and hospitals. In comparison to the
tax-funded public healthcare sector, private sector
services rely mostly on a self-paying fee-for-service
arrangement, and its service increases through third
party paying, such as via health insurance mecha-
nisms (Chee, 2008) (Quek, 2009).

Another option for healthcare utilization in Malaysia
is via community pharmacy. A community phar-
macy or also known as retail pharmacy provides
prescription drugs, among other products to a spe-
cific community group or region. Community phar-
macists oversee the fulfilment of medical prescrip-
tions and are also available to advise on their offer-
ings of over-the-counter drugs (Sing, 2001).

The availability of options for healthcare utilization
in Malaysia might influence the behaviour of illness
responses among people. The Malaysian popula-
tion is usually categorized into two different local-
ities; urban and rural, which is based on popula-
tion density. As defined by the (of Statistics, 2010),
Malaysia: Population and Housing Census 2010,
urban is a gazetted area and its adjoining built-up
areas which had a combined population of at least
10,000 during the census, or a specific development
area having a population of 10,000 people or more
where at least 60 per cent of them (aged 15 years
and above) are engaged in non-agricultural activi-
ties. In contrast, rural is an area with a population
of fewer than 10,000 people with predominantly
agriculture and natural resources. These physi-
cal differences will most definitely influence health-
seeking behaviour in several determinants includ-
ing distance and physical access, the economic cost

of care, travel, transportation, time, and also cul-
tural beliefs (Kloos, 1990) (Andersen, 1995) (Mack-
ian, 2003). Data from the Population and Hous-
ing Census 2010 indicated that 50.8% of Malaysian
citizens are Malays and that studies have reported
that other than modern medicine, many of them still
choose traditional medicine for their treatment of
illnesses (Razali et al., 1996) (Hasan et al., 2009).

A proper understanding of health-seeking
behaviours in the community may reduce delay
in diagnosis, improve treatment compliance and
improve health promotion strategies in a variety
of contexts. Therefore, this study was designed to
determine the health-seeking behaviour among the
Malay population in Malaysia and their association
between localities of urban and rural.

MATERIALS AND METHODS

Research Design

A cross-sectional study was carried out to evaluate
the first action towards accessing healthcare facili-
ties and medicine-taking behaviour among the gen-
eral public. This study was conducted from October
2017 to February 2018 in the Negeri Sembilan state
of Malaysia. Study approval was obtained from the
Research Ethics Committee, Universiti Sains Islam
Malaysia [USIM/JKEP/2017-27].

Study Population

The selection of district was performed using a
stratified two-stage sampling method to identify
the villages, while the range of respondents in
these villages were based on convenience sampling.
Two localities were selected for study comparison;
Ampangan is representing the urban area, while
Kuala Pilah and Jelebu are rural areas located in
Negeri Sembilan, Malaysia.

Adult subjects comprised of both genders who can
read and write in Malay language and have given
their written informed consent were included in this
study, whereas those below 18 years old and dis-
agree to participate were excluded.

Data Collection Tool

The questionnaire used to obtain data from the
participants were adapted based on previous liter-
ature and Kroeger’s framework of health-seeking
behaviour (Kroeger, 1983). The questionnaire con-
sisted of three parts which were mainly used to
evaluate the health-seeking and medicine-taking
behaviours among the general public.

The first part of the questionnaire was to obtain
demographic data of the participants, which include
age, gender, ethnicity, education level, monthly
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income and presence of chronic diseases. If a partic-
ipant had a presence of chronic disease, additional
questions on follow-up treatment, seeking infor-
mation on the disease, and additional traditional
medicine acquired would be asked.

The second part evaluated the health-seeking
behaviour by asking the participants whether they
will seek for treatments when experiencing any
health problems, and the third part evaluated the
accessibility to public healthcare facilities and also
accessibility to obtain medicine and treatment.

To improve the clarity of the questionnaire items,
a pilot test was conducted with thirty respondents
who had similar profiles with the target popula-
tion of the study. Based on the comments from
the participants, several questionnaire statements
were modified for better clarity, but not to change
its meaning.

Data Collection Method

A face-to-face interview using the questionnaire was
conducted to obtain the data from all participants in
this survey. The researchers explained the aim of
the study before data collection and signed consent
forms were obtained from all participants before
they were enrolled in the survey.

Statistical Analysis

The data were coded and analysed using Statistical
Package for the Social Sciences (SPSS) version 23.0.
Frequencies and percentages presented descriptive
statistics. Chi-square test was performed to find the
association between health-seeking behaviour and
the social-demographic data of localities among par-
ticipants. P-value of <0.05 with a confidence level of
95% was considered significant.

RESULTS AND DISCUSSION

Table 1 presents the socio-demographic data of the
participants. The mean age for all the participants
is 53.56 (SD=17.017); 53.33 (SD=17.954) for urban
population and 53.73 (SD=16.322) for rural people.
Majority of the participants were female (59.0%),
while 41.0% were male. The education level of
the participants was distributed from college or
university (16.3%), secondary school (50.4%), pri-
mary school (29.2%) to no formal education (3.5%).
About the monthly household income of the partici-
pants, the majority obtain a low monthly income of
MYR3,000.00 (87.2% from urban and 87.7% from
rural area). The mean individual and family monthly
expenses for health is higher among urban partic-
ipants compared to rural. As for the presence of
chronicdiseases, 47.1% of the participants were suf-
fering from chronic diseases such as hypertension,

diabetes, and asthma.
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Figure 1: Seeking treatment behaviour when
respondents are sick, n=455

Figure 1 shows the result for the question of
whether they will seek treatment if they experi-
enced any health problems; the majority of the par-
ticipants (94.8%) answered yes. 4.9% of urban
and 5.4% of rural participants will not seek treat-
ment and ignore their sickness with reasons shown
inTable 2 . For both localities, the majority of the
participants (80%) does not care about the pain.

As demonstrated inTable 3, the majority of the
participants with chronic diseases (94.7%) are
on follow-up treatment. There is no significant
difference between follow-up treatment and the
behaviour of seeking information on the disease
between urban and rural groups. However, a con-
siderable difference (p=0.023) in the usage of sup-
plements or traditional medicine between the two
localities were observed; urban participants had a
higher tendency to acquire additional supplements
or conventional dose (25.8%) as compared to rural
participants (13.8%).

As displayed in Table 4, there is a significant dif-
ference between modern treatment choices based
on localities. A higher percentage from the rural
population chose public healthcare services (89.3%
vs 72.6%, p<0.001), and in contrast, a higher per-
centage of urban participants chose private health-
care facilities compared to rural (25.3% vs 9.9%,
p<0.001). However, no significant association
between traditional treatments of choice between
the localities; 65.7% of the total participants have
used traditional massage, followed by cupping ther-
apy (28.2%) and Islamic medical practices (2.9%).

Table 5 shows the accessibilities to public health-
care facilities and behaviour of seeking treatment
and medicines at those centres. For both urban and
rural localities, majority of the participants could
not access public healthcare facilities in terms of
distance (93.6% vs 95.8%), transportation (88.7%
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Table 1: Socio-demographic information of the participants based on localities, n=480

Variables Total, n (%) Urban, n (%) Rural, n (%)
Age, year [mean (SD)] 53.56 (17.014) 53.33(17.954) 53.73(16.322)
Gender

Male 197 (41.0) 74 (36.5) 123 (44.4)
Female 283 (59.0) 129 (63.5) 154 (55.6)
Educational level

No formal education 17 (3.5) 2(1.0) 15 (5.4)
Primary school 140 (29.2) 56 (27.6) 84 (30.3)
Secondary school 242 (50.4) 104 (51.2) 138 (49.8)
College/University 78 (16.3) 40 (19.7) 38 (13.7)
Other 3(0.6) 1(0.5) 2(0.7)
Working status

Not working 319 (66.5) 150 (73.9) 169 (61.0)
Working 161 (33.5) 53 (26.1) 108 (39.0)
Household income per month, RM

Less than 3000 420 (87.5) 177 (87.2) 243 (87.7)
3001 and above 60 (12.3) 26 (12.6) 34 (12.3)

Individual health expenses per month,RM 22 (73.142) 40 (101.654) 8(32.910)
Total family health expenses per month,RM 22 (102.618) 36 (134.124) 12 (67.786)
Chronic disease

No 254 (52.9) 107 (52.7) 147 (53.1)
Yes 226 (47.1) 98 (47.3) 130 (46.9)

Table 2: Reasons for respondents not seeking treatment, n=25

Reason Total, Urban, Rural,
(%) (%) (%)

Do not believe / like the health 2 (8.0) 2(20.0) 0(0)

facilities provided

Distance / vehicle problems 1(4.0) 1(10.0) 0(0)

Not enough time / busy with work 2 (8.0) 0(0) 2 (13.3)

Do not care about the pain 20 (80.0) 7 (70.0) 13 (86.7)

Table 3: Health-seeking treatment for participants with chronic diseases, n=226

Variables Total, Urban, Rural, X2 -value
(%) (%) (%)

Follow-up treatment

No 12 (5.3) 5(5.2) 7(5.4) 0.003 0.935

Yes 214 (94.7) 91 (94.8) 123 (94.6)

Obtaining information on the diseases from:

Staff / Health personnel 206 (91.2) 86(89.6) 120 (92.3) 0.508 0.476

Others 20 (8.7) 10 (10.4) 10 (7.7)

Used supplements / traditional medicine

No 18 (81.1) 72(74.2) 112 (86.2) 5.147 0.023*

Yes 43(189) 25(25.8) 18 (13.8)

*Statisticallysignificant P<0.05.
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Table 4: Choices of treatments among the participants

Choices of treatments Total, Urban, Rural, X2 -value
(%) (%) (%)

Modern treatments,

n=452

Public healthcare facility 372 (82.3) 138 (72.6) 234 (89.3) 21.462 <0.001*

Private healthcare facility 74 (16.4) 48 (25.3) 26 (9.9)

Pharmacy 6 (1.3) 4(2.1) 2 (0.8)

Traditional treatments,

n=103

Traditional massage 67 (65.7) 32 (69.6) 35 (62.5) 5.442 0.323

Cupping therapy 28 (28.2) 9 (19.6) 19 (33.9)

[slamic medical practitioner 3 (2.9) 2 (4.3) 1(1.8)

Acupuncture 2 (2.0) 2 (4.3) 0

Shaman 2 (2.0) 1(2.2) 1(1.8)

*Statisticallysignificant P<0.05.

Table 5: Accessibility and obtaining treatment and medicine at public healthcare centres, n=465

Accessibility Urban, n (%) Rural, n (%)
Agree Disagree Agree Disagree

To the public healthcare

centres

Location was near to 190 (93.6) 13 (6.40) 251 (95.8) 11 (4.2)

house

Have no transportation 180 (88.7) 23 (11.3) 239 (91.2) 23 (8.8)

problems

Operational hour is suit- 200 (98.5) 3(1.5) 261 (99.6) 1(0.4)

able

Waiting time is not bur- 95 (46.8) 108 (53.2) 124 (47.3) 138 (52.7)

dening

To get treatment and

medicines

Health services pro- 197 (97.0) 6 (3.0) 261 (99.6) 1(0.4)

vided are good

Medicines needed can 200 (98.5) 3(1.5) 262 (100) 0

easily be obtained

Modern medicines are 200 (98.5) 3(1.5) 261 (99.6) 1(0.4)

easier to get than tradi-
tional medicines

Comfortable with the 192 (94.6) 11 (5.4) 260 (99.2) 2(0.8)
services
Will recommend to 188 (92.6) 15 (7.4) 261 (99.6) 1(0.4)

family and friends to get
treatment at govern-
ment health centres
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vs 91.2%) and operational time (98.5% vs 99.6%).
However, more than half of the participants agreed
that the waiting time at public healthcare facilities is
burdening for both urban and rural localities (53.2%
vs 52.7%). In terms of accessibility to get treatment
and medicine, majority of the participants (more
than 90%) were happy with the services, found it
easy to get medicine, comfortable with the services,
will recommend public healthcare facilities to family
and friends, and that modern medicines are easier to
obtain compared to traditional treatments.

The present study revealed that most people prefer
to consult a physician when facing any health prob-
lems with only a small number will consult a phar-
macist. This is in line with the 2015 National Sur-
vey on the Use of Medicines (NSUM, 2015), which
reported that approximately 84% of the popula-
tion would consult the government or private physi-
cians for any health problems, while only 11% prac-
tised self-medication. However, the number of par-
ticipants who did not seek treatment when con-
fronted with any medical issues is worrying. 4.9%
urban and 5.4% rural participants chose to ignore
their sickness with the most popular reason given
is that they do not care for the illness or pain. This
ignorance to seek for treatment should be further
explored to better understand the need and aware-
ness of diseases in this study population.

For participants who do seek for treatments, the
majority of them preferred public healthcare ser-
vices, more significantly than private facilities and
pharmacy. The urban population recorded a higher
percentage of choosing private healthcare facili-
ties compared to rural, and in reverse, the rural
group had a higher percentage of choosing public
healthcare facilities. Physical determinants, includ-
ing demographic factors, had been reported to influ-
ence health-seeking behaviour among people. In
this regard, the urban population had more option
in selecting the preferred healthcare facility that
suits their need such as time and hospitality (Kloos,
1990) (Andersen, 1995); (b T. Shaikh et al., 2008).

Since the mean age of the participants involved in
this study was 53.56 years old, a high number of
participants (47.1%) were reported with at least
one chronic disease. Of these, 5.3% did not go for
follow-up treatments. As Malaysia is reported to
have a high prevalence of the non-communicable
disease, including hypertension and diabetes melli-
tus (for Public Health, 2015), this data is paramount.
These chronic diseases may lead to complications
such as heart attack, blindness and also amputation
if they are not controlled and well-managed. Pre-
vious studies conducted among disease population

showed that their level of knowledge and aware-
ness on chronic diseases remain moderate even
though they consistently received relevant infor-
mation from healthcare practitioners (Ding et al,
2006) (Mahajan, 2012).

Majority of the participants with chronic diseases
rely on healthcare personnel to gain information on
the diseases. Even with the widespread use of mass
and social media to spread knowledge and aware-
ness about chronic diseases, this disease group
especially the elderly population still rely on health-
care personnel to obtain information (Al-Dharrab
et al, 1996) (Nasir et al, 2008). Thus, healthcare
personnel, especially primary healthcare physician,
must be updated on the knowledge of the diseases,
their consequences, and proper management as this
population depend merely on face-to-face education
from healthcare personnel.

Interestingly, there was a higher number of urban
participants who took traditional or supplementary
medication. Previous studies have reported that
the prevalence of conventional medicine usage in
Malaysia was high with the odd increasing among
Malay ethnicity, those being married and have
higher income level (Aziz and Tey, 2009) (Sil-
vanathan and Low, 2015). More studies shall be con-
ducted on the use of traditional medicines together
with generic medication as it may result in herb-
drug interactions, and may also influence the medi-
cation regimen and therapy, especially in the disease
group.

The World Health Organization defined traditional
medicine as the total of the knowledge, skills, and
practices based on the theories, beliefs, and expe-
riences indigenous to different cultures, whether
explicable or not, used in the maintenance of health
as well as in the prevention, diagnosis, improvement
or treatment of physical and mental illness (WHO,
2013). The traditional massage was the most com-
mon conventional treatment obtained by partici-
pants in both localities, followed by cupping ther-
apy and Islamic medical practitioners. According
to (Rahman etal,, 1987), the definition of massage or
locally known as urut is the effective massage tech-
nique used by Malay traditional healers. Currently,
traditional Malay massage had been integrated with
public hospitals in Malaysia, which have been prac-
tising conventional and complementary medicine.
The Ministry of Health had recognized this tradi-
tional technique in 2004 for the use of chronic pain
and stroke (Abuduli et al, 2011) . Cupping therapy
is also a standard traditional treatment used among
Muslim as a treatment for cure. As narrated by Ibn
‘Abbas, the Prophet Muhammad said, "Healing is in
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three things: A gulp of honey, cupping and branding
with fire (cauterizing). But I forbid my followers to
use (cauterization) branding with fire.” (The Hadith,
n.d.).

A systematic review comparing the performance of
private and public healthcare systems in low- and
middle-income countries concluded that the pub-
lic healthcare services and facilities were compa-
rable to the production of private healthcare sec-
tor (Basu et al, 2012). Results from this study also
showed that the majority of the participants agreed
that the accessibility to the public healthcare facili-
ties in Malaysia was excellent in terms of distance,
transportation and even the operational hour. The
service to get treatments and medication was also
excellent as agreed by the majority of the partici-
pants. However, due to the high volume of patients
atpublic healthcare services, the waiting time is con-
sidered burdening for the participants, which are in
agreement with the report by (Basu et al., 2012).

Limitations

This study was limited to the first action that will be
taken when the participants face any health prob-
lems. This may or may not reflect the actual work of
health-seeking behaviour in different health condi-
tions. This study was also limited to the Malay pop-
ulation living in the state of Negeri Sembilan; there-
fore the data cannot be generalized to all Malaysians
in the country especially for traditional medicine
used among other ethnic groups.

CONCLUSIONS

Most participants tend to consult public physicians
as the first action to treat any health problems, fol-
lowed by private physician. There is a small group
within the population who would choose to con-
sult pharmacists as the first action when faced with
any health problems, while some others decided not
to seek treatment. More studies on health-seeking
behaviour in this group of people shall be conducted
to explore the barriers in seeking treatment. The
high prevalence of the use of traditional medicine
shall also be studied with precaution. Overall, the
accessibility towards public healthcare facilities and
services in Malaysia is considered good as agreed by
the majority of the respondents.
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