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ABSTRACT
Background: Third Party Health Administrators (TPA) has
become an integral part in the field of funding healthcare for
most parts in the world. Although they ensure access to
medical care when out-of-pocket payment is required, TPAs
have been found to impose unreasonable dictation in
medicine prescriptions that undercuts doctors remuneration
including paying very low medical consultation fees,
types/methods of treatment and modalities for their policy
holders. The objective of this study was to get the opinion of
Malaysian doctors regarding the newly imposed policies and
rates that these companies have forcibly dictated towards
private primary care General Practitioners (GPs). 

Materials and methods: This was a cross sectional study,
conveniently sampling private GPs currently practicing in
Malaysia. A self-developed online questionnaire was sent
out to the members via social media with the assistance of
the Malaysian Medical Association the affiliates of
Federation of Private Medical Practitioners Associations of
Malaysia and Medical Practitioners Coalition Association of
Malaysia. Data was collected from April to July 2021. A
series of 7 short questions were asked in the survey to yield
a higher response rate. A population to proportion sample
size was calculated and a minimum of 365 responses were
required. All data collected were collated and analysed in the
SPSS v21.0

Results: From a total of 7,000 GPs, 491 GPs (134.52% of
intended sample size) responded to the questionnaire. The
largest portion of respondents were from Selangor (21.79%).
A total of 65.58% of the GPs felt that the RM 15 consultation
fee dictated by the TPAs was unfair, 71.08% felt it was unfair
that TPA overwrote certain investigations done or medicines
given as over-treatment, 90.84% felt that TPAs had no
jurisdiction to dictate the number of days of medication
patients needed for chronic medical conditions, 95.52% did
not agree that TPAs fix the price of each medication, 54.58%
agreed that marking up medications from 5-15% of the
original purchase price was fair and 68.64% agreed that they
would boycott TPAs that were unreasonable with their
dictation/demands. 

Conclusion: GPs generally disagreed with many new
policies imposed by TPAs. These new policies might hinder
the screening, management and early detection of chronic
non communicable diseases here in Malaysia. 
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INTRODUCTION
The Malaysian healthcare system was established during
colonial times and is known to have one of the best and cost
effective healthcare systems in the world.1 Today, the
Malaysian healthcare system functions on a dual-tiered
system: the government funded (serves 65% of the
population) and the private healthcare system (serves 35% of
the population).2 The government hospitals are fully funded
by the Government of Malaysia and patients pay as little as
Ringgit Malaysia 1 to be able to obtain good health services
(foreigners are charged in full).2 The private healthcare
system is another parallel system to that of the government
healthcare system but patients (both Malaysians and
foreigners) are required to either pay from their own pockets
(out-of-pocket payment) or via health insurance
payments/Third-Party Administrators (TPAs)
appointed/selected by their employers.2

Both systems are divided into 3 levels- primary care (mostly
health clinics), secondary and tertiary care (mostly hospital-
based care). Primary care in the private settings are doctors
who are either self-employed or employed under an
organization  mostly owned by doctors managing a chain of
private health clinics.2 They are normally termed as General
Practitioners (GPs) if they are general physicians who look
after basic ailments or Family Medicine Specialist if they have
pursued a Masters in Primary Care (Family Medicine) or its
equivalent. These doctors are required by law to have a valid
practicing certificate which is renewed annually and they
must work in a premise gazetted/approved by the Ministry of
Health. These doctors are allowed to manage and follow up
patients and dispense medications from their clinics. 

Third Party Health Administrators (TPHAs) and Health
Management Organisations (HMOs) are large companies or
healthcare insurance companies that manage healthcare
services for particular organisations. It is becoming a norm
that companies/organisations appoint TPAs to manage their
healthcare benefits for employees.3 This is for both acute
illnesses and chronic illnesses- but for this paper, we will focus
more on chronic illnesses and comorbidities. Some
companies decide to manage their own healthcare benefits
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by appointing panel clinics and they pay the doctor for
services and treatment (fee for service) for their employees on
a monthly basis. In this study, we refer to Third Party
Administrators (TPAs) as companies managing their own
healthcare benefits for employees, TPHAs or HMOs. 

These TPAs generally appoint panel doctors around the
country to be part of their healthcare services offered to
clients- commonly known as panel-ship. As TPAs appoint GPs
of their choice based on their charges on the applications
sent. They have the right to revoke the GPs panel-ship should
they find a reason to do (it can range from a trivial to a severe
matter). TPAs constantly remind GP panels that they would
look for other new GP panels to manage their healthcare
needs if current panels do not comply to their fixed set of
rules. As more companies are utilising TPA services, many
GPs are left with little choice but to abide with sometimes
unjust terms set by them. Under their new terms, there are
times when GPs are left short-changed either by being
underpaid or not being paid at all for certain medical
treatment or procedures.3 Among some of the new terms
amended and recently implemented were- fixing of
medication prices (sometimes as low as doctors’ cost prices)
and imposing the minimal consultation fee of RM15 (without
considering if it was a long or short consultation). The TPAs
claim that their fee regulation for consultation was in
accordance with the last fee schedule gazetted in the 90s.2-4

Some TPAs went as far as dictating medical practices by
specifically enforcing rules that resulted in patients only
being able to receive 3 to 6 weeks of medications for chronic
comorbidities- to which the patient is expected to get help
from a tertiary centre (hospital) should they not respond to
the prescribed medication (they are not allowed to get
treatment for the same complain from the same GP due to
the fact that they have not yet exhausted their prescribed
medications). This is a deviation from what is normally done
in primary care where doctors tend to manage early non-
communicable diseases by reviewing the patients’ response
towards treatment for a period of 1 to 2 weeks in the
beginning (depending on severity). Some TPAs (especially
companies managing their own healthcare benefits) have
decided to undercut the doctors by obtaining medication
from pharmacies and the panel doctors are allowed only to
provide a prescription for Long Term Medication (LTM)
(forced dispensing separation).3 They forced doctors to write
prescriptions for policy holders and the medication is
collected every 2 or 3months from an appointed pharmacy
without any review of their condition(s).3 Multiple pleas by
doctors on these issues made to the TPAs went unheeded.

These newly imposed rules by TPAs have led to many
unfortunate events and the GPs were caught in the middle.
There were times when this new unregulated practice have
seen some patients comorbid conditions deteriorating for the
worse while some even experiencing side-effects (allergy
reactions) of medications that were altered without the
prescribing doctor’s knowledge.3 Many were also concerned
with the current implications as it might affect them
financially- those of the consultation fees, the fixing of the
prices of drugs and unnecessary excessive medical practice
controls like supressing the number of drugs doctors can

provide during consultation and the number of days
medications are provided for chronic conditions. 

This has become worrisome as  Primary Care remains and is
the sole  gatekeeper in the management of chronic non-
communicable diseases in any country.5 Primary care is
looked upon as a bridge between the tertiary care and patient
healthcare.5 If primary care is empowered, we will see less
complications of chronic diseases leading to better patient
healthcare.5 The management of these chronic comorbidities
requires time and dedication of the physician to ensure that
the patient receives the best of primary healthcare.5

Thus, the aim of this study was to obtain the opinions of GPs
regarding these new dictations and financial implications
imposed by the TPAs on medical practice at the GP level. 

MATERIALS AND METHODS
This was a cross-sectional study conducted amongst private
GPs currently practicing in Malaysia from April 2021 to July
2021. The researchers utilised a self-developed online
questionnaire to GPs from professional associations
(convenient sampling) to obtain the data for this study. We
included only private practitioners- both general physicians
and specialists who were treating patients who were under
TPAs. The questionnaire was sent to potential respondents via
social media with the assistance of dissemination from
professional bodies like the Malaysian Medical Association,
the Private Practitioners Society of Malaysia along with their
subsidiaries and the Medical Practitioners Coalition
Association of Malaysia. To obtain a better response rate
amongst our busy colleagues, we decided to keep the
questionnaire simple with a hope to yield a higher response
rate. The questionnaire consisted of 7 questions. The
respondents were first asked on their current location of
practice (list of states were given), if they agreed with the RM
15 consultation rate offered by TPAs (Yes/No), if TPAs should
be able to curb over-treatment protocols when it is acceptable
to norms (Yes/No), if TPAs should dictate the number of days
treatment for chronic diseases should be given (Yes/No), if
TPAs should be allowed to fix the price of drugs being
charged to them (Yes/No), if GPs felt that charging prices of
medications with a 5-15% markup fee is acceptable (Yes/No)
and if GPs were willing to participate in a boycott towards
TPAs if their consultation fee was not adjusted/unreasonable
dictation of demands not removed (Yes/No/Maybe). All
questions were set and marked as compulsory- meaning that
respondents could not proceed with submission unless they
had provided an answer to all 7 questions. There was no time
limit set on the questions but each GP was only allowed to
answer the questionnaire once. This was done by capturing
google account log in to their browsers- it served as an
attendance marker for the Google forms (google enabled
feature) to electronically signify that they have attempted the
survey and dual participation would be denied. There were
no renumerations given for answering the questionnaire. All
questionnaires submitted were automatically collated in a
specially designated email for the study. It was auto
tabulated in an Excel spreadsheet before being imported into
SPSS v21.0 for further analysis. 
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Sample size
There were 7,000 odd GPs registered with the Ministry of
Health in Malaysia.6 Conducting a population to proportion
sample size, we utilised the Raosoft sample size calculator
(available at: http://www.raosoft.com/samplesize.html) to
calculate a sample size. Setting the margin of error at 5%, the
confidence interval at 95%, the population size at 7,000 and
the distribution at 50%- the final sample size needed for this
study was 365.

Ethical approval
This study was a low-risk study conducted amongst doctors
without getting any of their personal details or identifiers.
The doctors were informed that participation in the study was
optional and had no implications if they decided not to
participate. They signified their willingness to participate in
this survey by clicking on the link if they chose to participate.
The researchers therefore did not see a need to apply for an
ethics approval for this study. 

RESULTS
The researchers sent out the invitation of the survey via social
media and electronically. The total respondents were 491-
this was 134.52% of the intended sample size of 365. 

Demography
Most of the respondents were practicing in the state of
Selangor (21.79%), followed by Pulau Pinang (17.11%),
Wilayah Persektuan Kuala Lumpur (14.87%), Perak
(14.26%), Sarawak (13.24%) and followed by the other states.
Full description of the respondents’ place of practice are listed
in Table 1. 

Questions concerning cost / pricing/ financing in general practice
when concerning TPAs
The GPs were asked 3 questions that involved costs which
TPAs newly imposed. The first was setting the consultation fee
at a flat rate of RM 15- to which 65.58% of the GPs disagreed.
The researchers then asked if the GPs felt that if it was alright
for TPAs to be allowed to fix the prices of drugs being billed
to them- to which 95.52% of GPs disagreed. From the total,
54.58% of the GPs felt that the marking up of medication
prices by 5-15% was acceptable. Full details of the responses
are available in Table II.

Questions concerning the practise of medicine as dictated by TPAs
The GPs were asked 3 questions regarding their opinion on
the practice of medicine as being newly dictated by TPAs. The
first was if GPs felt that TPAs should be allowed to curb over-
treatment protocols when it was acceptable within norms- to
which 71.08% disagreed. From the total, 90.84% felt that
TPAs should not dictate the number of days treatment is
given to patients for chronic conditions like hypertension and
diabetes. When we enquired if GPs were keen to participate in
the boycott should the TPAs continue making unreasonable
demands/dictating the way medicine is practiced, 68.64% of
them agreed to do so whilst 29.33% of them were undecided.
Full details are listed in Table III.

DISCUSSION
Summary of results
From this study we found that 65.58% of doctors disagreed
with the RM 15 consultation, 54.58% agreed with the 5-15%
markup for drugs and 95.52% were against the fixing of
medication prices by TPAs. From the grouses of dictation in
medicine practice- 71.08% felt that TPAs had no right to curb
overtreatment protocols, 90.84% did not agree that TPAs
should dictate the number of days treatment be given for
chronic illnesses and 68.64% were ready to participate in a
boycott should the TPAs not repent from their current
unreasonable dictations.

Discussion
TPAs must understand that primary care is getting more and
more important where chronic comorbidities are managed
and is looked as a bridge between the tertiary care and
patient healthcare.5 Primary care services are becoming more
popular worldwide and remains the first place of
presentation for many ailments the public might have before
being given any medical treatment.7 The management of
chronic co-morbidities requires time and dedication of the
physician to ensure that the patient receives the best of what
primary healthcare can offer5. If primary care is empowered,
we will see less complications of chronic diseases leading to
better patient healthcare.5 

The consultation fee issue is something that must be
addressed urgently. The reason for this is that it was
ridiculous to know that the GPs housed in private hospitals
were allowed to charge a consultation fee between RM 35 to
RM 125 (depending on the length and circumstances of the
consultation) but GPs practicing in their own premises (not
hospital based and having much more overheads) were not
allowed to amend their consultation fee charges of RM
15.3,4,8,9(6) This was due to the fact that Section 7 of the new
Private Health Care Facilities and Services Act (that regulated
the consultation fees for GPs practicing outside a hospital
settings) was not gazetted.9,10 This was indeed strange for
doctors as they were equally qualified but paid different
consultation fees solely based on the premise of practise.9,10

This is a cause of concern due to a few reasons. In an article
published in the United States, it was reported that physicians
might under-perform if they are not compensated well
enough.11 Amongst the possible reasons is that they will have
to see more patients in order to earn a decent living- and this
might cause them to rush in between patients.12 Also, in a
recent study done in Malaysia- it was reported that as many
as 20% of the GP clinics in Malaysia would potentially close
if medicine prices were controlled.8 This is due to the fact that
GPs operating from clinical premises are currently depending
on these earnings to make ends meet and compensate for
their meagre consultation fee. Thus, with a meagre
consultation fee, the prices of medications might be affected-
making them more expensive.8

As found in this research- controlling medication prices is
something the doctors are not willing to compromise with.
Controlling medicine prices might seem lucrative to the TPAs
but little do they release that in the long run it will cost them
more due to other newly developed chronic conditions
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amongst their policy holders.13 It was reported in a Malaysian
study amongst the private healthcare sector, that the control
of medication prices will be amongst the reasons health
outcomes for patients deteriorate in the country.8 Not only
will the patients’ healthcare be affected, but it will cause
many private practices to potentially close (estimated 2600
from 14000 or nearly 20%) thus causing a bigger issue with
healthcare access for many especially in the rural areas.8 It
might also cause many private tertiary care centres to close
their primary care services and in the long run- it will cause
many of them to relocate to different countries.8 With TPAs
trying to control the medication prices that doctors can

charge (and some at ridiculously low prices), it can spell
disaster for the healthcare of this country- in terms of
complications from comorbidities, proper access to medical
care for patients and long-term survival of GP practice in the
country.8 

For some time now, TPAs have been at loggerheads with the
way medicine is practised.14 In a study reviewing primary
care services in the United States- it was reported that
primary care facilities have been in constant disputes with
third-party payer systems/TPAs especially when it comes to
the type of treatment offered, the choice of investigations,

State N (%)
N=491

Selangor 107 (21.79)
Pulau Pinang 84 (17.12)
Wilayah Persektuan Kuala Lumpur 73 (14.87)
Perak 70 (14.26)
Sarawak 65 (13.24)
Johor 29 (5.91)
Sabah 17 (3.46)
Negeri Sembilan 11 (2.24)
Kedah 10 (2.04)
Pahang 9 (1.83)
Melaka 5 (1.02)
Terengganu 5 (1.02)
Perlis 2 (0.41)
Wilayah Perseketuan Putrajaya 2 (0.41)
Kelantan 1 (0.20)
Wilayah Perseketuan Labuan 1 (0.20)

Table I: The place of practise of respondents answering the questionnaire

Question N (%)
N=491

Do you agree with an RM 15 consultation fee rate offered by the TPAs?
Yes 169 (34.42)
No 322 (65.58)

Should TPAs be allowed to fix the price of drugs being charged to them?
Yes 22 (4.48)
No 469(95.52)

Do you feel that charging prices of medication with a 5-15% markup fee is acceptable?
Yes 268 (54.58)
No 223 (45.42)

Table II: Questions concerning cost/pricing/financing in General Practice when concerning TPAs

Question N (%)
N=491

Do you think that TPAs should curb over-treatment protocols when it is within acceptable norms?
Yes 142 (28.92)
No 349 (71.08)

Do you feel that TPAs should dictate the number of days treatment that should be given to 
patients (eg Chronic conditions like hypertension and diabetes)

Yes 45 (9.16)
No 446 (90.84)

Would you join us in our quest to reprimand these TPAs or boycott those TPAs that are being 
unreasonable (fixing consultation fee to RM15, dictating on medications allowed and duration, 
fixing prices of medication etc)?

Yes 337 (68.64)
No 10 (2.04)
Maybe 144 (29.33)

Table III: Questions concerning the practice of medicine as being dictated by TPAs
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unnecessary paperwork and claims processing for simple
ailments.7 In the same paper, it was reported that 79.2% of
physicians felt that TPA models were becoming more
unattractive especially due to the fact of imposed over-
regulations, 64.5% felt that there was a loss of clinical
autonomy and 54.4% felt that there was an erosion of
physician-patient relationship due to unnecessary
regulations.7 The paper also suggests that chronic conditions
are not properly addressed at times because physicians are
not compensated enough for their time and due to many
restrictions especially when it comes to charging the TPAs.7 In
another review done in the United States, it was found that
access to medical care was often restricted due to grappling
healthcare centres faced with insurance companies.14

Amongst the points of contention were the issue of costs and
potential over-treatment.14 However, the TPAs must begin to
draw a line on investigations for screening and over-
treatment given by the physician. The curb of over-treatment
or indications/diagnosis based investigations by TPAs has
been heavily debated in countries like Holland.15 Though
extensive clinical research might have been conducted on
diseases with specific investigations on certain conditions, it
must be understood that patients present differently and a
clinical assessment/diagnosis should be the final cut-off point
for doctors to perform an appropriate investigation instead of
spending their time arguing with TPAs on indications of
investigations.15 For example- a case of myocardial infarction
can present in many ways- some come with chest discomfort
or left shoulder pain, some come with nausea and other come
with gastritis symptoms.16 More often than not, investigations
like Electro Cardio Grams and blood investigations might not
suggest an on-going myocardial infarction until an
angiogram (Computerised Tomography or the invasive
version) is performed.16 This should be left to the doctor to
decide based on his/her clinical examination, findings,
experiences and at times- their hunch. The management of
conditions not only requires research data but also input
from clinicians, administrators and it requires a political will
of financers to allow practitioners to practice medicine
without being restricted by financial implications set by the
TPAs.15 As far as administration is concerned, a review done
in Ghana reported that political interference towards medical
practice and even to some amount of healthcare financing
services can cause disruption in service treatment and
quality.17

In order to curb over-spending on medication and treatment,
it is best practitioners apply preventive medicine- to which
early screening for diseases especially for non-communicable
diseases becomes vital. Screening for non-communicable
diseases in the United Kingdom is conducted free for those
aged from forty to seventy four years of age.18 This includes
heart diseases, stroke, diabetes, kidney disease and
individuals with high risk of certain cancers (ie breast
cancer).18 Though screening might be done here in Malaysia
in the primary care of the government service, the waiting
time is simply just too long and it might result in not
detecting diseases in the nick of time. When looking at
screening in Sweden- they have a healthcare system that
allows for TPAs to cover for basic disease screening but a fixed
price is charged to patients for the visits.18 This is fair for all
parties as it will prevent abuse by the patient, fair to the TPA

as to not be over-burdened by healthcare visit costs and it is
also an opportunity for TPAs to consider an increase in the
consultation fees for doctors (with the savings made). In this
instance- it provides a wholesome financial sense for all and
it must be considered by Malaysian TPAs. After all, the
Malaysian government does offer tax incentives up to RM
1,000 per year for individuals for money spent on healthcare
screenings. In Germany, TPAs organise health screenings
every year for individuals aged more than 35 and those
attending these screenings are given a rebate on their health
insurance premiums- as an incentive to cultivate the habit
for chronic comorbid screening.18 This is another way that we
can foster the community to lead a healthier lifestyle and
creating a reward system for doing so. Amongst ways
promoted to move the healthcare systems forward is to
identify the current barriers within a system and to get expert
opinions for solutions.5 

Why is screening important and not considered over-
treatment? It is because non-communicable diseases are
becoming the major cause of morbidity and end organ
damage not to mention causing an increase in healthcare
expenditure.13,19,20 Many countries have aimed at early
detection to prevent further complications from non-
communicable diseases.19,21 Among the many reasons
making this possible is if there is reduction in stringent
requirements or practices of investigations (ie for end organ
damages) which are dictated by unreasonable terms- making
primary prevention the modality of aim to prevent non-
communicable diseases.7,15,19-21 

In South East Asia, non-communicable diseases remain one
of the greatest causes of mortality before the COVID-19
pandemic era.22 Even so, we know that non-communicable
diseases heavily affect the severity of the COVID-19 infection
faced by patients- making a difference in severity, survival
and mortality.23 Thus, controlling non communicable
diseases and preventing end-organ damage becomes even
more important after COVID-19. In Malaysia- the control of
our non-communicable diseases is becoming a concern.24, 25

Not only must chronic comorbidities be handled better, but
prevention is very much needed. In order for this to happen,
we will need to screen more patients for chronic comorbids to
pick them up in the early stages- pre hypertension, pre
diabetes etc.16,24 This can only take place if we allow
physicians the freedom to investigate and conduct screening
on their patients when they see fit.26 This has to be supported
by the TPAs because it will end up saving patients from
chronic comorbidities and indirectly reducing the
expenditure on healthcare in the long run.

In the context of Malaysia, we must get the TPAs to
understand that the sustainability of healthcare includes
looking after the welfare of doctors and ensuring that patient
medical management is not compromised due to
unreasonable dictations- including the duration of
medications dispensed, the type and number of medications
given to a patient. This is also another way of empowering
primary care to towards creating a holistic patient care
leading to a healthier Malaysia. In order to ensure that
patients receive the best of healthcare services, the inclusion
of certain services like physiotherapy services, weight-loss
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management, cessation of smoking and newer modalities of
treatment like shockwave therapy and laser therapies must
find their way into primary care services covered by TPAs.18

For much of the recommendations to happen, we must
understand that physicians have to lead change in
healthcare or it might result in the loss of controlover the
practice of ethical and holistic medicine with unreasonable
administrative control.11 The more physicians lead the way to
reorganise healthcare, the less administrators and insurers
will be driven to intervene in the practice of medicine.11

Patients need to receive wholesome care and this requires
physicians to be at liberty to practice ethical medicine
without being dictated especially when it concerns the
management of chronic comorbidities.11 

Strengths, Limitation and Future research
This study would be one of the few if not the only publication
on the opinion of General Practitioners based on their TPAs.
In order to get more responses, the researchers collected few
demographic details of the participants which might have
differed according to year of practice, age etc. We also did not
attempt to collect data based on different TPAs. Thus, for
future research, not only should these demographic details be
included, but opinion on each existing TPA can be studied to
identify if GPs have different opinions based on different
TPAs. 

CONCLUSIONS
In conclusion, Malaysian GPs generally disagreed with many
new policies imposed by the TPAs especially those that
dictated unreasonable financials constraints in the practice
of medicine. The GPs were also of a common opinion in
agreeing that a boycott would be needed if these
unreasonable demands continue to govern the way medicine
is practiced towards policy holders. With Malaysia already
known for having one of the best healthcare systems in the
world, why are the TPAs trying to fix something which is not
broken? These newly introduced TPA policies might hinder
the screening, management and early detection of chronic
non-communicable diseases here in Malaysia. This might
cause a distress in the access to healthcare services in future
and subsequently lead to an increase in the incidences of
chronic diseases (ie End Stage Renal Failure, Cerebral-
Vascular Accidents etc). 
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