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An overview of private health insurance coverage of 
cancer care
Cancer care is complex and expensive, putting most patients 

and their families at risk. This is particularly so if diagnostics 

and treatment services are not available in the public sector, 

and not fully payable by a public healthcare scheme. This 

drives most patients to either pay out of pocket for these 

services or use private pre-paid mechanisms for financial 

risk protection. This has seen governments and individuals 

look for sustainable ways of funding cancer treatment. In 

certain healthcare ecosystems, Private health insurance (PHI) 

has been used for this purpose, with employers providing 

PHI as an employment benefit, and individuals and affinity 

groups purchasing insurance covers to cushion them against 

catastrophic healthcare expenditures.

 According to the World Health Organization (WHO), to 

achieve universal health coverage (UHC), countries must 

ensure that all people have access to the full range of quality 

health services they need without financial hardship. UHC is 

a progressive effort and was one of the targets that countries 

set when they adopted the 2030 Sustainable Development 

Goals (SDGs) in 2015. As a result, countries are looking 

for ways of complementing public systems’ financing of 

healthcare. PHI has been considered as one of the innovative 

ways of complementing UHC efforts considering limited 

resources and increasing population healthcare needs. This 

is particularly so in countries with large publicly funded 

healthcare systems where the system may not meet the needs 

of some segments of the population. In these systems, PHI 

has been shown to strengthen the system by enabling access 

to both public and private sector providers (1). This occurs in 

situations where the public system does not adequately cover 

certain medical conditions such as cancer care. PHI plays 

various roles in a healthcare system, including supplementing 

and complementing the public health system. This may result 

in greater access to healthcare services, reducing waiting 

times and providing patients with options for care (2). Indeed, 

studies have shown a relationship between the presence of 

PHI and better cancer outcomes in cancer care (3, 4). Patients 

without PHI have also been shown to have worse short-term 

and long-term survival compared to their counterparts with 

PHI (5). This is because health insurance improves access to 

cancer diagnostic and treatment services by reducing financial 

barriers and ensuring timely interventions, hence better 

outcomes.

 Despite these perceived benefits, having PHI does not seem 

to protect cancer patients from financial hardship. Studies in 

high-income and high-middle-income countries have shown 

that a significant proportion of cancer patients with health 

insurance suffer financial hardship soon after being diagnosed 

with cancer (6,7). The reasons are numerous. Some may be 

directly attributed to the failure by PHI to provide the needed 

financial protection. These include costly new treatment that 

may be partly covered or not covered by health insurance, high 

out of pocket costs resulting from co-payments, deductibles, 

co-insurance, insurance premiums and inadequate insurance 
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coverage for the prescribed treatment options. Factors not 

related to health insurance include decreased or complete 

loss of income for cancer patients and their families, additional 

costs such as travel and lodging costs when seeking treatment, 

and the cost of employing a caretaker (5,8). As such, to manage 

risk, insurance plans impose a high degree of cost sharing, thus 

transferring a greater financial burden to cancer patients and 

their families (9). In addition, cancer patients and survivors find 

it difficult to get insurance coverage, and if they do, they pay 

higher premiums due to medical underwriting of the perceived 

increased risk (10). This leads to increased out of pocket 

expenditures on cancer care, resulting in financial toxicity in 

cancer patients, their families, and caregivers. 

The example of private health insurance in Malaysia
To understand the PHI ecosystem in Malaysia and assess the 

gaps in PHI coverage for cancer diagnosis and treatment in 

Malaysia, 14 key informants were identified. The key informants 

were chosen to represent a diverse stakeholder, encompassing 

insurance experts, financial counsellors, cancer patients, 

healthcare providers, academia, policy experts, and health 

economists. The key informants were interviewed on various 

topics. These range from their knowledge of the PHI industry 

and cancer care in Malaysia, perceptions or experiences of 

financial challenges in accessing cancer services in Malaysia, 

perceptions or experiences of healthcare providers in helping 

patients navigate financial challenges and suggestions for 

improving access to cancer care for patients in Malaysia.

Overview of the Malaysia PHI sector
Of the Malaysian population, 22% are insured with PHI. This 

includes 14.3% who own individual-purchased PHI, 14.6% 

with employer-sponsored health insurance (ESHI), and 7.3% 

who own both types of health insurance (11). Under individual-

purchased PHI, cancer care is typically covered under a 

critical illness policy where a lump sum is paid when cancer is 

diagnosed or under a medical and health insurance policy (MHI) 

commonly known as a medical card that covers a patient’s 

treatment and hospitalization through reimbursement or a 

guarantee letter from an insurer.

PHI in Malaysia is sold under the MHI policy and has been 

in the Malaysian market since the 1970s. The MHI market 

is regulated by the government through the Central Bank 

of Malaysia, Bank Negara, mainly through the guidelines 

and regulations provided under the Private Healthcare 

Facilities and Services 1998 (12). There are guidelines for the 

PHI market, such as the Guidelines on Medical and Health 

Insurance Business (Revised) issued on 26 August 2005 

(13). There are various mechanisms in place to protect PHI 

consumers. At the point of sale, all clients must be given the 

product disclosure sheet. There are also strict regulations on 

promotional materials to ensure their transparency. For the 

repricing exercise, insurers need to submit an addendum to 

Bank Negara to justify the adjusted rate for the premium. There 

are regulations to ensure policyholders are given sufficient 

notice (2 months), options to maintain or vary their medical 

plans, or make payments on an installment basis.  For disputes, 

Bank Negara set up an Ombudsman for Financial Services to 

provide an avenue for financial consumers to resolve disputes 

against financial service providers. 

Challenges for providing adequate cancer care 
coverage by PHI in Malaysia
Various challenges relating to adequate cancer coverage by 

PHI were identified, and these include:

Exclusion of the sick and poor from the PHI subscription: 

Patients with pre-existing conditions face significant challenges 

in obtaining PHI policies. They may be charged higher premiums 

or denied coverage. If the condition is not deemed serious, they 

might still qualify but with exclusions related to specific organs 

or systems. There is a lack of insurance products for survivors. 

The NHMS 2019 survey found that many people do not have 

PHI because they cannot afford it (43.3%) or do not see the 

need for it (35.9%) as observed in the bottom 40% and middle 

40% income groups. Frequent repricing of insurance plans 

further exacerbates affordability issues.

Insufficient coverage and underinsurance: Many patients 

with older insurance with low coverage limits policies tend 

to exhaust their coverage limits before completing their 

treatment due to outdated policy terms that fail to keep 

up with rising healthcare costs and medical advancements. 

Medical cards offer limited coverage for diagnosis, outpatient 

services, and long-term maintenance treatments. Cancer-

related diagnostic tests are covered only if associated with 

hospitalization and within a specified period. Coverage for 

long-term treatments and routine monitoring is limited to a 

short period after discharge. Insurance plans typically do not 

cover expensive new cancer therapies like immunotherapy 

and targeted therapy. Most policies exclude genetic testing 

costs unless performed during hospitalization and do not 

cover supportive care services, such as psychological support, 

rehabilitation, occupational therapy, or nursing equipment.

Patients are unaware of insurance benefits due to low 

financial literacy: PHI policyholders lacking awareness of 

their policy coverage, exclusions, and annual or lifetime limits 

is a common issue. Many do not ask enough questions when 

purchasing PHI and are unaware of the minimum coverage 

needed for sufficient cancer treatment. Consequently, they 

often deplete their insurance during the diagnostic or surgical 

phase. Due to this ignorance, patients rely heavily on their 
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personal property or mortgaging property to cover treatment 

costs, alternative medicine, transport, and living expenses. 

They may have to accept sub-optimal treatment with their 

fund limitation. Additionally, cancer patients struggle with loan 

repayments due to income loss. Some loan insurance policies, 

like Mortgage Level Term Assurance (MLTA) that provide 

critical illness coverage but typically only for end-stage disease.

Financial assistance for cancer patients: Cancer patients 

can obtain financial aid from various government bodies 

and schemes, including SOCSO (PERKESO), MySALAM, 

and PekaB40. Civil society organizations (CSOs) such as 

MAKNA, the National Cancer Society of Malaysia (NCSM), 

and various patient support groups also provide some financial 

assistance. Their support includes subsidized medication, 

nursing equipment, accommodation for out-of-state patients, 

psychosocial support services, and transport aid. Alternative 

financial assistance may come through religious bodies. 

Gaps in PHI ecosystem
There are insufficient checks and balances or accountability 

structures between the different stakeholders of PHI (insurers, 

policyholders, care providers, and government) that leads 

to the current gaps or challenges within the PHI ecosystem 

in Malaysia. The gaps and challenges are synthesized, 

summarized, and represented in Figure 1.

Low financial literacy reduces market competition: PHI in 

Malaysia is a free market. The conventional thinking is that if it 

is a free market, there will be impetus among insurers to provide 

the best deal due to competition. However, there is a general 

lack of financial awareness among policyholders as most of 

them buy policy plans from their friends or family members 

without comprehensive understanding of their policies. This 

lack of understanding reduces market competition among 

insurance agents for advice on coverage and claims. 

Irregularity in coverage and claim process between 

different insurance companies: Irregularities and variations 

in treatment coverage and claim process across insurers 

have been reported, leading to confusion and inconvenience 

among healthcare providers and patients. For example, some 

insurance companies can approve radiotherapy as an inpatient 

treatment, but some companies categorize it under outpatient 

cancer benefit (with a lower sublimit).

Pay and claim mechanism causes financial difficulty: Some 

insurers offer patients cashless admission privileges at their 

panel hospitals by issuing guarantee letters before admission. 

The hospitals will receive payment directly from the insurers 

once the claims are approved. However, for policy plans 

without cashless admission privileges (typically very old 

plans), upfront payment is required (pay and claim). Insurers 

will reimburse hospitalization or outpatient treatment costs 

to patients based on receipts. Patients have reported long 

waiting times for claims to be settled in addition to some claims 

being rejected. 

How cancer patients in Malaysia cope with limited 
PHI coverage of cancer care
According to the key informants, cancer patients in Malaysia 

with limited PHI coverage use the following means below to 

continue treatment after exhausting their benefits:

OOP payments and transfers to public hospitals: When 

patients exhaust their PHI for cancer treatment, they must 

pay OOP or be transferred to public hospitals. Transfers 

often result in treatment delays and changes to the treatment 

plan. Staying in the private sector means doctors may adjust 

treatments based on the patient’s means to pay. Patients 

frequently resort to personal loans, credit cards, selling 
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Figure 1: The insufficient checks and balances within the PHI ecosystem in Malaysia
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Tighter regulations on PHI: Suggested regulations include 

removing the criteria on “pre-existing conditions”, policies to 

help those with terminal illness with loan repayments, setting 

some form of standards/minimum on what medical benefits 

should be covered by the employer (under the Employment Act 

or Ministry of Human Resources) and the inclusion of coverage 

for cancer screening. 

Information and patient navigation: There is a need to 

set up a one-stop centre or information hub with a support 

system and digital platform to inform patients what services 

are available. It has also been suggested that financial advisory 

services should be included in hospitals to advise patients on 

how to stretch their PHI fund when they are diagnosed. There 

is also a call to provide greater public transparency of the 

various costs of medical procedures in private hospitals for 

patients can make informed choices.

Financial literacy: There is a strong emphasis from the 

interviewees on the importance of education to improve 

financial literacy, especially on being prepared financially for 

medical emergencies. PHI policyholders also need to be better 

educated on the types and coverage of their policy plans. 

Alternative payment mechanism: Other suggestions to 

make health financing in Malaysia more sustainable include 

offering a co-payment option for PHI plans and instituting 

social health insurance. It has also been suggested improving 

public-private partnership in utilising PHI by allowing public 

access to specialist services in public hospitals using PHI (i.e. a 

full paying patient system). 

Conclusion
In some countries with a dominant, yet not sufficiently public-

funded healthcare system, there is adequate evidence on the 

value of PHI in improving outcomes and providing financial risk 

protection for cancer patients. This is because PHI is perceived 

to offer greater access to both basic and innovative cancer 

therapies compared to most public systems. Beneficiaries are 

also able to tailor their benefits based on their purchasing power, 

a feature that is not available in most public schemes. However, 

this is not in line with the principle of equity in UHC since those 

who purchase better coverage have access to more and better 

quality of services. The sick within the population also pay higher 

premiums for coverage in line with their risk profile. The cost of 

premiums may also not be affordable for the poor, resulting in 

them purchasing covers with less benefits or not purchasing 

insurance at all. In addition, the profit motive of PHI companies 

necessitates risk assessment, which further disenfranchises 

the vulnerable in the society. This leads to higher out of pocket 

expenditures among this population segment, which may 

eventually lead to catastrophic healthcare expenses. 

To ensure the positive contribution of PHI to guarantee 

insurers, as policyholders may be unable to make informed 

choices and hold insurers accountable for their policies.

Lack of standardization in terms of policy features, coverage, 

and pricing: There is no regulation by the government in terms 

of who and what must be covered under the PHI. There is no 

protection for those with pre-existing conditions because they 

are often denied insurance cover or are charged exorbitant 

premiums. In terms of coverage, disparities arise, particularly 

concerning newer therapies, genetic testing, and diagnostic 

procedures. Decisions on whether the insurance covers a 

treatment option may depend on the knowledge of the claim 

panel, causing variability in coverage. 

A cashless system disincentivizes patients from keeping 

care providers accountable: Implementing a cashless 

insurance system may disincentivize patients from holding 

healthcare providers accountable for the services provided 

and the associated charges. This phenomenon arises from 

the perception among patients that they are not directly 

bearing the financial costs of the services received, thus 

diminishing their motivation to scrutinise or question the 

necessity of the medical expenses incurred. This perceived 

disconnection between patients and the payment process can 

weaken the crucial checks and balances inherent in healthcare 

transactions. 

Lack of price regulations on hospital charges: Currently, 

the Ministry of Health regulates consultation fees only, but 

not drug or service prices. However, the broad and varied 

scope of services provided by private hospitals, including 

room and board, food, and consumables, poses a challenge 

for comprehensive regulation. This absence of service scope 

and price limits has led to the emergence of high-end “luxury” 

healthcare services, resulting in a surge in medical claims, 

necessitating frequent repricing of PHI policies, rendering 

them unaffordable for patients.

Unrestricted treatment claim amounts within the 

coverage limits lead to overprescribing: The existing payment 

mechanism within PHI, where all inpatient treatments are 

covered without restriction up to the annual or lifetime limit, 

gives rise to concerns regarding overprescribing by healthcare 

providers with the intention of boosting revenues by 

recommending diagnostic tests, medicine or procedures that 

are not medically necessary. Additionally, private hospitals 

are reported to prescribe brand-name drugs when equally 

effective and less expensive generic alternatives are readily 

available. This practice renders PHI unsustainable due to the 

inefficient use of resources.

Suggestions for improvement
The key informants made several suggestions for improvement 

of the PHI ecosystem’s coverage of cancer care. These include:
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strategies for optimizing coverage of non-communicable diseases 

and other population-based healthcare interventions by both public 

and private sectors, including innovative financing approaches.
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an equitable coverage of cancer care at the system level, 

measures should be taken to ensure that risk assessments 

done prior to issue of coverage do not disadvantage the 

vulnerable who may need cover. Policy measures such as the 

capping of premiums for those with chronic conditions should 

be considered, including measures mirroring the Affordable 

Care Act in the United States that necessitate coverage of 

pre-existing conditions (14). In addition, insurance companies 

should be open to providing a basic standard of coverage 

in line with current essential treatment guidelines for the 

most prevalent cancers which will guarantee cancer patients 

with PHI access to care across the entire treatment journey, 

including screening and palliative care. To further mitigate the 

risk insurers are exposed to when covering chronic conditions, 

governments should pursue various measures such as cross-

subsidization by national or social insurance schemes for 

treatment of high-cost conditions. Other measures include risk 

mitigation of cancer care coverage by the government through 

reinsurance. This can be done in situations where the public 

system does not offer adequate coverage for the high cost 

conditions under consideration. To ensure the sustainability of 

the PHI ecosystem, there is an urgent need to control the rising 

healthcare costs that make cancer treatment and subsequent 

PHI premiums unaffordable, thus pushing more people out 

of reach of coverage. Lastly, under no circumstances should 

PHI be considered as a substitute for the public financing of 

healthcare. It could however complement the public system by 

increasing access to services for those who may well be able 

to afford it while offering the financial protection required. n
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