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ABSTRACT

The COVID-19 pandemic disrupted global healthcare systems, which created
significant barriers to accessing services. This cross-sectional study explored the barriers to
healthcare access, coping mechanisms, and their consequences among Malaysians during the
pandemic. Conducted online from October to November 2020, the survey targeted adults aged
18 and above who used healthcare services from January to October 2020, excluding those
unable to understand Malay or English. The validated questionnaire was adapted from NHMS
2019 and existing literature, underwent expert review, translation, and pre-testing. Data were
collected via snowball sampling and analysed using SPSS 26.0, guided by the modified
Penchansky and Thomas’s theory of access. Significance was set at p < 0.05. Of the 4,062
respondents, most were female (71.4%), adults (73.3%), of Malay ethnicity (69.7%), married
(62.8%), and had a tertiary education (81.3%). Approximately one in three respondents
reported barriers, mainly in the awareness (70%) and accommodation (18.1%) domains.
Significant factors included ethnicity (Chinese), acute conditions, and vehicle ownership.
Nearly 70% adopted positive coping strategies, with 70.5% purchasing medication at
pharmacies. Improved outcomes (81.9%) were linked to acute conditions, vehicle ownership,
and positive coping mechanisms. The findings underscore the need for targeted policies to
address healthcare disparities and strengthen healthcare resilience, especially during public
health crises.
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INTRODUCTION

COVID-19 was declared a
pandemic by the WHO in March 2020 and
caused the deaths of millions worldwide.!-?
In the absence of established protocols,
many nations implemented physical
interventions, such as lockdowns, school
closures, and movement restrictions.>™
These measures strained healthcare
systems, leading to the postponement of
non-urgent  services and  reduced
accessibility to care.®’ Various studies have
confirmed disruptions in the provision of
multiple health services due to pandemic
control measures, including a notable
decline in primary care utilisation in
Malaysia during the lockdown period.®1°

In Malaysia, COVID-19 was
detected in January 2020, prompting the
enforcement of Movement Control Orders
(MCOs) to mitigate the transmission of
COVID-19'"12 guch as a ban on interstate
and interdistrict travel, a 10-kilometre
essential travel allowance, and roadblocks
at state and district borders for
surveillance.!'™!®  Healthcare  service
delivery was reorganised to accommodate
the rapidly rising COVID-19 cases, which
include crowd-control measures such as
staggered appointments, rescheduling of
elective services, and the redirection of
non-COVID-19 patients.!* These measures
inadvertently increase barriers to non-
pandemic  healthcare  services, as
documented in  previous disease
outbreaks. !>

Reducing barriers to healthcare
access 1is crucial in improving health
equity.!® Various models describe these
barriers, including Penchansky and
Thomas's theory of access, Andersen’s
Behavioural Model of Health Services Use,
and the Health Care Access Barrier
Models.!” ! Penchansky and Thomas’s
theory of access outlined five domains of
access: accessibility, availability, acceptability,
affordability, and accommodation.
Saurman (2015) suggested additional

domains of awareness in the modified
version.?’ These domains provided a useful
framework for categorising barriers to
healthcare access. When confronted with
such barriers, individuals adopt coping
mechanisms, which can be positive or
negative. Positive coping mechanisms refer
to actions that promote the continuation of
care, such as seeking care at a different
healthcare facility, wusing alternative
services like online doctor consultations or
value-added  pharmaceutical  services.
Conversely, negative coping mechanisms
hinder the continuity of care, particularly
when individuals delay or forgo necessary
treatment despite being unwell. Both
coping mechanisms can improve or
exacerbate health conditions, depending on
their nature and implementation.>-1-22

Although extensive literature exists
on the impact of the pandemic on healthcare
utilisation, few studies have examined the
specific barriers faced by the public and
their coping responses, especially within
the Malaysian context. Most prior research
has focused on the effects of the pandemic
on service delivery or utilisation trends,
without fully exploring the relationships
between sociodemographic factors, access
barriers, coping strategies, and
consequences.®’  Additionally, limited
attention has been given to differences
across population subgroups, such as ethnic
minorities, income levels, and geographic
locations, or to how these experiences align
with theoretical models of healthcare
access.!”2

To date, no study in Malaysia has
comprehensively examined both barriers
and coping strategies to healthcare access
during the COVID-19 pandemic using a
theory-based framework. This study aimed
to address this gap by exploring the factors
associated with healthcare access barriers,
coping mechanisms and consequences
among Malaysians during the COVID-19
pandemic using the modified Penchansky
and Thomas’s theory of access. This study
offers a nuanced understanding of
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healthcare access dynamics during the
pandemic in Malaysia and informs the
development of more resilient and equitable
healthcare systems.”!4

METHODS

Study design, setting, and population

This cross-sectional study
employed an online, validated, self-
administered questionnaire as the data
collection tool. This study involved
Malaysians aged 18 and above who needed
to utilise public, private or both healthcare
facilities from January to October 2020.
Individuals with no comprehension of the
Malay and English languages were
excluded.

Sample size calculation

The sample size was calculated
using the Raosoft Online Sample Size
Calculator®® with a confidence interval of
95%, a margin of error of 5%, a response
distribution of 50%, and a Malaysian
population of 32.44 million in 2020%,
which yielded 664 respondents. To account
for incomplete or missing data and non-
response, an additional 20% was calculated,
which yielded a total of 797 respondents.

Instrument

The instrument was developed by
adapting the National Health Morbidity
Survey (NHMS) 2019 questions on
healthcare access barriers and subsequent
actions taken.?> The process was also
supplemented by a literature review to
identify relevant additional barriers in the
context of disease outbreaks.?6-28

Content validity was established
through cycles of panel expert reviews
involving two quantitative study experts,
both of whom had conducted studies about
barriers and coping mechanisms. The
experts evaluated each item for relevance,
essentiality, and clarity. The overall CVI
score was 0.94, which exceeded the
required  0.80  threshold.?®*°  Their

comments and recommendations were
discussed and incorporated into the
refinement of the questionnaire, before it
was forward-translated by two independent
researchers fluent in the target languages.
The questionnaire was pre-tested
twice, with 30 participants from the target
population in each cycle and then refined
according to the feedback received. It
consisted of 35 items: 34 items with
multiple-choice answers and one open-
ended question. The reporting of qualitative
findings from the open-ended questions is
not within the scope of this article. The 34-
item section consists of several questions:
(1) identification of respondents who utilise
healthcare services, (ii) identification of
barriers  encountered, (iii))  coping
mechanisms, (iv) consequences of healthcare
inaccessibility; and (v) respondents’
sociodemographic  characteristics:  age,
gender, ethnicity, marital status, education

level, household income, presence of
disability,  transportation = mode to
healthcare facilities, and household
composition.

Respondents who responded “Yes”
to the question — “Did you experience any
health problems, or have an appointment to
take medication, undergo follow-up
treatment, blood taking, or radiological
procedures during the COVID-19 pandemic
(January to November 2020)?” — were
considered to need healthcare services.
They were considered to have experienced
barriers to accessing healthcare services if
they were unable or chose not to access
them for any reason. The type of barriers
was listed as a multiple-choice answer to
the question, “What is the main reason that
you were unable to access healthcare
services?” Following the identification of
barriers, respondents were asked about their
coping mechanisms and consequences of
being unable to access healthcare services
through questions such as, “What did you
do after you could not get healthcare
services?”” and “What happened to you after
you could not get healthcare services?”
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Data collection

A remote data-gathering method via
Google Forms was adopted to ensure
compliance with the MCO. The link and
QR code were disseminated via the official
Ministry of Health’s (MOH) emalil,
Facebook, website, WhatsApp group, and
other social media networks. Key
informants at the federal and state levels
were engaged through snowball sampling
to ensure the survey reached the intended
target population. Data collection commenced
from 1 October to 23 November 2020.

Data analysis

Questionnaire  responses  were
analysed using Statistical Package for
Social Sciences (SPSS) 26.0. The findings
were mapped according to the modified
Penchansky and Thomas’s theory of access:

accessibility, availability, acceptability,
affordability, accommodation, and
awareness which provides a robust

framework for categorising barriers
identified in the study.?® Descriptive
analysis was performed, with categorical
data expressed as frequencies and
percentages. Logistic regressions were
utilised to determine the predictors
associated with barriers, positive coping
mechanisms, and improved consequences.
Independent variables with a p-value <0.25
were incorporated into the final logistic
regression model. Multicollinearity was
assessed using the Tolerance and VIF
criteria to confirm that the independent
variables in the logistic regression models
were not significantly associated with one
another. The p-value < 0.05 was regarded
as statistically significant.

RESULTS

A total of 6117 responses were
received, and 4062 responses were included
for analysis. Due to the approach employed

in administering the survey, a response rate
for this study could not be reported.
Although the minimum required sample
size was 797, a total of 4,062 valid
responses were analysed to enhance
statistical power and allow for subgroup
analysis across diverse sociodemographic
strata. Most of the respondents were female
(71.4%), aged 30-59 years old (73.3%), of
Malay ethnicity (69.7%), married (62.8%),
and had a tertiary education (81.3%). Our
respondents' sociodemographic
characteristics are not comparable to those
of a representative population survey,? as
the sample is skewed towards female
participants, individuals who are married,
and individuals with tertiary education. Of
the 4062 responses, 57.2% indicated the
need for healthcare due to acute health
problems, and 42.8% due to follow-up
appointments for chronic diseases or
diagnostic investigations.

Of all responses, 1362 (33.5%)
experienced  barriers to  accessing
healthcare services during the pandemic
period under study (Table 1). The majority
of barriers (70.5%) fell within the
awareness domain, where respondents felt
that their illness was not severe or were
afraid to leave home due to the pandemic. It
also included respondents’ lack of
knowledge about available healthcare
services for non-COVID-19 conditions.
The second most frequently reported
domain was accommodation (18.1%),
where long waiting time and strict SOPs
were mentioned as key challenges. The
results for barriers of other domains are
shown in Table 2.

The results from multiple logistic
regression on factors associated with
experiencing barriers to healthcare access
are shown in Table 1. Chinese ethnicity
(OR:1.358, 95% CI:1.111-1.660, p < 0.05)
and other ethnicities (OR:1.323, 95%
CL:1.064-1.645, p < 0.05) were
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significantly associated with higher odds of
experiencing barriers. Those with acute
health problems (OR:4.431, 95% CI:3.801—
5.165, p < 0.001) were more likely to
experience barriers than those with an
appointment. Being married (OR:0.780,
95% CI:0.653-0.931, p < 0.05) or owning a
vehicle (OR:0.748, 95% CI:0.581-0.964, p
< 0.05) were associated with lower odds of
experiencing healthcare access barriers.

Of the 1362 respondents who
experienced barriers, 951 (69.8%) adopted
positive coping mechanisms (Table 3).
Some positive coping mechanisms include
buying medication from a pharmacy
(70.5%), going to another healthcare
facility (9.5%), obtaining advice from
family or friends (4.7%), and utilising
alternative services such as online doctor
consultations or value-added
pharmaceutical services (3.9%). Adults are
significantly more likely than youth to
adopt positive coping mechanisms
(OR:1.432, 95% CI:1.036-1.980, p < 0.05).
Respondents who were not living alone
(OR:1.717, 95% CI:1.101-2.677, p < 0.05)
and those with acute health problems
(OR:1.764, 95% CI:1.327-2.345, p <
0.001), as opposed to those with scheduled

appointments, were more likely to adopt
positive mechanisms. Chinese ethnicity
(OR:0.663, 95% CI:0.481-0.914, p < 0.05),
and household income of T20 (OR:0.627,
95% CI:0.416-0.945, p < 0.05) appeared to
be associated with lower odds of adopting a
positive coping mechanism. In contrast,
those who experienced barriers classified
under the availability domain were more
likely to adopt positive coping mechanisms
(OR:3.879, 95% CI:1.466-10.262, p <
0.005).

Of the 1362 responses with barriers
to healthcare access during the pandemic,
1116  (81.9%) reported improving
consequences (Table 4). Respondents who
owned a vehicle (OR:2.257,95% CI:1.373—
3.709, p < 0.05), experienced acute health
problems (OR:9.229, 95% CI:6.645—
12.819, p < 0.001) rather than having a
scheduled appointment, and adopted
positive coping mechanisms (OR:1.578,
95% CI:1.134-2.195, p < 0.05) were more
likely to have improved consequences.
Adults, the elderly, and individuals of
Indian ethnicity were associated with lower
odds of having improved consequences as
compared to youth and those of Malay
ethnicity, respectively.
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Table 1. Characteristics of the study population and factors associated with barriers to accessing healthcare during COVID-19 pandemic (n =

4062)
Experienced barriers to accessing healthcare
Chi-square test Multiple logistic regression
Total sample, n(%) Yes, n(%) No, n(%) p-value OR(95% CI)* p-value

Gender

Male 1161(28.6) 373(32.1) 788(67.9) 0231 1

Female 2901(71.4) 989(34.1) 1912(65.9) ' 1.036(0.885, 1.211) 0.662
Age

Youth(18-29) » 874(21.5) 329(37.6) 545(62.4) 1

Adult(30-59) 2979(73.3) 972(32.6) 2007(67.4) 0.009 1.064(0.876, 1.293) 0.530

Elderly(>60) 209(5.1) 61(29.2) 148(70.8) 1.200(0.81, 1.778) 0.363
Ethnicity

Malay 2831(69.7) 897(31.7) 1934(68.3) 1

Chinese 590(14.5) 223(37.8) 367(62.2) 0.002 1.358(1.111, 1.66) 0.003

Indian 176(4.2) 62(35.2) 114(64.8) ' 1.11(0.791, 1.559) 0.546

Other 465(11.4) 180(38.7) 285(61.3) 1.323(1.064, 1.645) 0.012
Marital Status

Single 1238(30.5) 488(39.4) 750(60.6) 1

Married 2550(62.8) 789(30.9) 1761(69.1) <0.001 0.780(0.653, 0.931) 0.006

Others 274(6.7) 85(31.0) 189(69.0) 0.750(0.546, 1.032) 0.077
Education

Primary level or lower 69(1.7) 20(29.0) 49(71.0) 1

Secondary school 581(14.3) 202(34.8) 379(65.2) 0016 1.287(0.696, 2.382) 0.421

Tertiary education 3301(81.3) 1088(33.0) 2213(67.0) ' 1.157(0.633, 2.112) 0.636

Refuse to answer 111(2.7) 52(46.8) 59(53.2) 2.087(1.024, 4.257) 0.04
Household income*

B40(<RM2500-RM4849) 1872(46.1) 656(35.0) 1216(65.0) 1

M40(RM4850-RM10959) 1335(32.9) 411(30.8) 924(69.2) 0.042 0.971(0.814, 1.157) 0.738

T20(>RM10960) 444(10.9) 145(32.7) 299(67.3) ' 1.044(0.813, 1.339) 0.737

Refuse to answer 411(10.1) 150(36.5) 261(63.5) 0.999(0.783, 1.275) 0.994
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Experienced barriers to accessing healthcare

Chi-square test Multiple logistic regression
Total sample, n(%) Yes, n(%) No, n(%) p-value OR(95% CI)* p-value

Disabilities

No 3970(97.7) 1335(33.6) 2635(66.4) 0.390

Yes 92(2.3) 27(29.3) 65(70.7) ’
Own vehicle

No 336(8.3) 139(41.4) 197(58.6) 0.001 1

Yes 3726(91.7) 1223(32.8) 2503(67.2) ) 0.748(0.581, 0.964) 0.025
Living with

Living alone 308(7.6) 104(33.8) 204(66.2) 0.927>

Not living alone 3754(92.4) 1258(33.5) 2496(66.5) ’
Condition

Appointment 1740(42.8) 285(16.4) 1455(83.6) <0.001 1

Acute health problem 2322(57.2) 1077(46.4) 1245(53.6) ) 4.431(3.801, 5.165) <0.001

® Multiple Logistic Regression model using the Enter method was applied
b Not included in the MLR due to p > 0.25

A According to the Malaysian Youth Policy?!

*Based on the Household Income and Basic Amenities Survey 201932
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Table 2. Barriers identified during the COVID-19 pandemic based on the Modified

Penchansky and Thomas’s theory of access domains (n = 1362)

Domain and barriers identified Frequency, n(%)
Awareness 960(70.5%)
1. Felt the illness was not severe enough 744(54.6%)
ii. Scared or afraid to go out of the house 148(10.9%)
iii. No free time 48(3.5%)
iv. Didn’t know which health facility to visit 16(1.2%)
V. Afraid of the treatment/procedure 2(0.2%)
Vi. Forgot appointment 2(0.2%)
Accommodation 243(17.8%)
1. Appointment was postponed 148(10.9%)
ii. Waiting time was too long 62(4.6%)
iii. Strict SOP 19(1.4%)
iv. HCW competency 12(0.9%)
V. New appointment system 2(0.2%)
Availability 62(4.6%)
1. Facility didn’t provide the service that I needed 49(3.6%)
ii. Insufficient healthcare providers in the facility 5(0.4%)
iii. Insufficient medications in the facility 4(0.3%)
iv. Nearby facilities were not in service 4(0.3%)
Accessibility 44(3.2%)
1. Difficult to travel due to roadblocks 22(1.6%)
ii. No transport 11(0.8%)
iii. No one to accompany and bring to the clinic/hospital 10(0.7%)
iv. Under quarantine 1(0.1%)
Acceptability 39(2.9%)
1. Rejected by the healthcare facility without a clear reason 20(1.5%)
il. Didn’t believe in the healthcare services provided during a 19(1.4%)
pandemic
Affordability 14(1.0%)
1. Cannot afford to pay for the treatment 13(1.0%)
ii. Not enough money 1(0.1%)
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Table 3. Characteristics of the study population who experienced barriers to accessing healthcare by coping mechanism and factors associated

with positive coping mechanisms (n = 1362)

Positive coping mechanism when experiencing barrier(s) to access healthcare

Chi-square test

Multiple logistic regression

Total sample (n) Yes, n (%) No, n (%) p-value OR (95% CI)* p-value

Gender

Male 373 264(70.8%) 109(29.2%) 0.638"

Female 989 687(69.5%) 302(30.5%) '
Age

Youth (18-29)* 329 215(65.3%) 114(34.7%) 1

Adult (30-69) 972 692(71.2%) 280(28.8%) 0.126 1.432(1.036, 1.98) 0.030

Elderly (>60) 61 44(72.1%) 17(27.9%) 1.923(0.968, 3.82) 0.062
Ethnicity

Malay 642 642(71.6%) 255(28.4%) 1

Chinese 136 136(61.0%) 87(39.0%) 0.019 0.663(0.481, 0.914) 0.012

Indian 44 44(71.0%) 18(29.0%) ' 1.040(0.58, 1.863) 0.896

Other 129 129(71.7%) 51(28.3%) 1.035(0.717, 1.493) 0.854
Marital Status

Single 488 324(66.4%) 164(33.6%) 1

Married 789 566(71.7%) 223(28.2%) 0.120 1.062(0.775, 1.455) 0.709

Others 85 61(71.8%) 24(28.2%) 1.182(0.683, 2.045) 0.549
Education

Primary level or lower 20 13(65.0%) 7(35.0%)

Secondary school 202 145(71.8%) 57(28.2%) 0.364"

Tertiary education 1088 762(70.0%) 326(30.0%) '

Refuse to answer 52 31(59.6%) 21(40.4%)
Household income*

B40 (<RM2500-RM4849) 656 474(72.3%) 182(27.7%) 1

M40 (RM4850-RM10959) 411 285(69.3%) 126(30.7%) 0.169 0.793(0.591, 1.065) 0.123

T20 (>*RM10960) 145 94(64.8%) 51(35.2%) ' 0.627(0.416, 0.945) 0.026

Refuse to answer 150 98(65.3%) 52(34.7%) 0.763(0.519, 1.122) 0.169
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Positive coping mechanism when experiencing barrier(s) to access healthcare

Chi-square test

Multiple logistic regression

Total sample (n) Yes, n (%) No, n (%) p-value OR (95% CI)* p-value

Disabilities

No 1335 930(69.7%) 405(30.3%) 0.363"

Yes 27 21(77.8%) 6(22.2%) ’
Own vehicle

No 139 90(64.7%) 49(35.3%) 0.169 1

Yes 1223 861(70.4%) 362(29.6%) ’ 1.306(0.879, 1.94) 0.186
Living condition

Living alone 104 59(56.7%) 45(43.3%) 0.002 1

Not living alone 1258 892(70.9%) 366(29.1%) ’ 1.717(1.101, 2.677) 0.017
Condition

Appointment 285 173(60.7%) 112(39.3%) <0.001 1

Acute health problem 1077 778(72.2%) 299(27.8%) ’ 1.764(1.327, 2.345) <0.001
Domain of barriers

Acceptability 39 24(61.5%) 15(38.5%) 1

Accessibility 44 28(63.6%) 16(36.4%) 1.410(0.548, 3.625) 0.476

Accommodation 243 170(70.8%) 73(30.0%) 0.150 1.810(0.852, 3.848) 0.123

Affordability 14 8(57.1%) 6(42.9%) ’ 0.894(0.245, 3.259) 0.865

Availability 62 51(82.3%) 11(17.7%) 3.879(1.466, 10.262) 0.006

Awareness 960 670(69.8%) 290(30.2%) 1.272(0.629, 2.573) 0.504

® Multiple Logistic Regression model using the Enter method was applied
b Not included in the MLR due to p > 0.25

A According to the Malaysian Youth Policy?!

* Based on Household Income and Basic Amenities Survey 201932
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Table 4. Characteristics of the study population who experienced barriers to accessing healthcare, grouped by consequences and factors
associated with improved consequences (n = 1362)

Improved consequences after not accessing healthcare

Chi-square test Multiple logistic regression

Variable Total sample (n) Yes, n (%) No, n (%) p-value OR (95% CI)* p-value
Gender

Male 373 293(78.6%) 80(21.4%) 0.046 1

Female 989 823(83.2%) 166(16.8%) ’ 1.202(0.848,1.705) 0.301
Age

Youth (18-29)* 329 294(89.4%) 35(10.6%) 1

Adult (30-69) 972 790(81.3%) 182(18.7%) <0.001 0.542(0.336,0.874) 0.012

Elderly (>60) 61 32(52.5%) 29(47.5%) 0.248(0.111,0.556) 0.001
Ethnicity

Malay 642 751(83.7%) 146(16.3%) 1

Chinese 136 169(75.8%) 54(24.2%) 0.001 0.844(0.551,1.295) 0.438

Indian 44 43(69.4%) 19(30.6%) ’ 0.44(0.226,0.856) 0.016

Other 129 153(85.0%) 27(15.0%) 1.46(0.877,2.43) 0.146
Marital Status

Single 488 412(84.4%) 76(15.6%) 1

Married 789 644(81.6%) 145(18.4%) 0.009 1.171(0.764,1.796) 0.468

Others 85 60(70.6%) 25(29.4%) 1.02(0.526,1.979) 0.953
Education

Primary level or lower 20 14(70.0%) 6(30.0%)

Secondary school 202 164(81.2%) 38(18.8%) 0.536"

Tertiary education 1088 896(82.4%) 192(17.6%) ’

Refuse to answer 52 42(80.8%) 10(19.2%)
Household income*

B40(<RM2500-RM4849) 656 539(82.2%) 117(17.8%)

M40(RM4850-RM10959) 411 334(81.3%) 77(18.7%) 0.389"

T20(>RM10960) 145 125(86.2%) 20(13.8%) '

Refuse to answer 150 118(78.7%) 32(21.3%)
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Improved consequences after not accessing healthcare

Chi-square test

Multiple logistic regression

Variable Total sample (n) Yes, n (%) No, n (%) p-value OR (95% CI)* p-value
Disabilities

No 1335 1096(82.1%) 239(17.9%) 0283

Yes 27 20(74.1%) 7(25.9%) ’
Own vehicle

No 139 1017(83.2%) 206(16.8%) 0.001 1

Yes 1223 99(71.2%) 40(28.8%) ’ 2.257(1.373,3.709) 0.001
Living condition

Living alone 104 74(71.2%) 30(28.8%) 0.003 1

Not living alone 1258 1042(82.8%) 216(17.2%) ’ 1.475(0.831,2.62) 0.184
Condition

Appointment 285 145(50.9%) 140(49.1%) <0.001 1

Acute health problem 1077 101(9.4%) 976(90.6%) ’ 9.229(6.645,12.819) <0.001
Coping mechanism

Negative 951 145(15.2%) 806(84.8%) <0.001 1

Positive 411 101(24.6%) 310(75.4%) ) 1.578(1.134,2.195) 0.007

® Multiple Logistic Regression model using the Enter method was applied
b Not included in the MLR due to p > 0.25
A According to the Malaysian Youth Policy !

* Based on Household Income and Basic Amenities Survey 2019 32
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DISCUSSION

This study provides insights into
healthcare access barriers and coping
strategies during the COVID-19 pandemic
in  Malaysia. Nearly one-third of
respondents reported barriers in accessing
healthcare, which is lower than figures
from New Zealand (55%) and Poland
(49.7%).>33*  Awareness remained the
primary barrier, consistent with non-
pandemic patterns.?> Beyond the common
perception that illnesses were not severe
enough to warrant care, the pandemic
heightened fear of contracting the virus,
further discouraging healthcare use.>3%36 A
higher proportion of respondents also
reported  barriers related to  the
accommodation and availability domain,
compared to a national survey? reflecting
pandemic-driven reallocation of healthcare
resources and service adjustments,
including hospital conversions and the
establishment of low-risk treatment
centres.!* These changes inadvertently
disrupted non-COVID-19 services, leading
to staff shortages, fewer appointments, and
longer waiting times.’” In response, the

MOH introduced strategies including
virtual ~ clinics, appointment system
enhancement, and alternative clinical

support services such as pharmacies’ value-
added services.'* However, as our study
only covered the early pandemic period,
misperceptions  regarding  healthcare
services and  misinterpretations  of
government recommendations are yet to be
addressed.®® The impact of MOH’s
mitigation strategies in maintaining access
to non-pandemic healthcare services may
have occurred after the study period.

Our study reported that individuals
who are married and own a vehicle were
less prone to experiencing barriers to
accessing healthcare during the pandemic.
Married individuals often experience fewer
barriers due to shared resources, social
support, and logistical help from their
spouses, such as managing appointments or

transportation.>>*’ Lack of transportation is
a significant healthcare access barrier even
in non-pandemic circumstances, which
include limited public transportation, high
travel costs, and long distances to
healthcare facilities. It disproportionately
affects vulnerable populations such as low-
income individuals, the elderly, and those
living in rural or underserved areas.*!*?
Over half of the participants who
faced barriers to accessing healthcare
services during the pandemic adopted
positive coping mechanisms, with most
choosing to purchase medication from a
pharmacy. This behaviour demonstrates a
proactive approach to managing health

despite challenges in accessing
conventional ~ healthcare services.*
Additionally, some seek advice from

friends or family whose insights stem from
their personal experiences or familiarity
with the health issue. This approach offers
valuable insights, such as home remedies,
self-care strategies, or alternative options
for symptom  management,  when
conventional healthcare services are
difficult to reach.

Our findings showed that Chinese
individuals were more likely to experience
barriers and exhibit negative coping
mechanisms, which could be due to a
cultural emphasis on self-reliance and
collectivism, leading individuals to
internalise or minimise health concerns,
delaying or avoiding professional care.**
Chinese individuals in Malaysia were also
reported to demonstrate high adherence to
COVID-19 preventive measures, such as
movement  restrictions and  social
distancing, which may inadvertently reduce
the likelihood of seeking in-person
healthcare.*

On another note, T20 individuals
may find it harder to cope with barriers, as
they are less accustomed to the resilience
strategies or adaptive skills often developed
by lower-income individuals through
regular exposure to such challenges during
non-pandemic situations.* In addition,
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their reliance on private healthcare may
have posed difficulties during the early
pandemic period, when private services
were reported to be heavily compromised.*’

Our findings indicated that
individuals of Indian descent are more
vulnerable to adverse consequences of
unmet healthcare needs, which could be
due to higher unemployment rates and
unstable incomes compared to other ethnic
groups,*® making healthcare costs difficult
to manage and potentially exacerbating
health outcomes. Another significant factor
associated with negative consequences is
the elderly. They face considerable barriers
to healthcare access, including
transportation  difficulties, insufficient
finances, and social isolation, which
ultimately  deteriorate their physical
health.*% Moreover, the elderly often have
pre-existing health conditions, making
them more likely to suffer from negative
consequences due to missed appointments
and delayed care.’! Individuals with acute
health problems were more likely to
encounter barriers, adopt positive coping
mechanisms, and subsequently experience
improved outcomes, likely because most
reported acute health issues were minor
ailments and self-limiting.

This study encompasses a broad
perspective of respondents’ experiences by
providing a comprehensive picture of the
respondents' barriers, actions taken, and
their outcomes. Nevertheless, some
limitations existed. Convenience sampling
likely introduced sampling bias by
overrepresenting individuals with digital
access and underrepresenting other groups
without such access, while limited survey
language options may have excluded
respondents who preferred other languages.
These limitations restrict the study’s ability
to capture data across diverse cultural,
socioeconomic, and educational
backgrounds. Furthermore, the large

sample size may artificially inflate
statistical significance, which warrants
caution when interpreting the real-world
applicability of the findings. Future studies
should consider probability-based sampling
and multilingual options to enhance
representativeness, complemented by a
mixed-methods design for richer, context-
specific insights into healthcare barriers
and coping mechanisms. While multiple
regression can identify outcome-related
factors such as coping mechanisms, its
utility is limited, especially with homogeneous
samples and possible biases. Additionally,
questionnaires also face recall bias, as
participants may misremember past events
thereby reducing data reliability.

RECOMMENDATIONS

The study highlights critical policy

implications for improving healthcare
accessibility and resilience during public
health crises. Given that awareness

emerged as the most common barrier,
culturally  tailored  public health
communication through community-based
outreach programs and partnerships with
local leaders and organisations is essential.
Additionally, strengthening of telemedicine
services, expanding value-added services
such as pharmacy delivery systems and
subsidised transportation services or
mobile health units should be prioritised in
future crisis planning to mitigate logistical
and financial barriers.

This study identified significant risk
factors associated with barriers to accessing
healthcare =~ during the COVID-19
pandemic, along with associated coping
mechanisms and consequences. The
inequalities in healthcare access, driven by
sociodemographic factors, underscore the
need for targeted interventions aimed at
specific groups most negatively affected by
the health crisis. This study offers
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actionable insights to guide policymakers
and healthcare providers in building a more
inclusive, accessible, and resilient
healthcare system.
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