
2026
31 MAR

PENANG INSTITUTE CARRIES OUT RESEARCH ON PENANG. MALAYSIA AND THE REGION, FACILITATES INTELLECTUAL EXCHANGES, MAINTAINS A RESEARCH DATABANK AND
DISSEMINATES RESEARCH FINDINGS TO ENRICH PUBLIC DISCOURSES. IT WAS FOUNDED IN 1997 AS SERI (SOCIO-ECONOMIC AND ENVIRONMENTAL RESEARCH INSTITUTE).     

The Coordination Gap: How Penang’s Elderly 
Navigate a Fragmented Care System 
By Dr. Tay Lyn Xuan (Visiting Researcher)1

• 

• 

• 

Executive Summary
The Problem: A System-Demographic Mismatch. Penang is officially an “ageing 
society”, with 7.7% of its population aged 65 and over. Malaysia as a whole is quickly 
moving to become an “Ageing Nation” by 2029. Despite being recognized as an 
Age-Friendly City (AFC) by the World Health Organization (WHO), Penang’s key service 
systems remain disconnected. Health services, managed by the Federal government (MOH), 
and social care, managed by the State (JKM), operate in silos. This creates a “coordination 
gap,” which was a situation confirmed by an AFC stakeholder survey. The survey found a 
major disconnect where the service providers believe coordination exists while the 
community is “mostly unaware” of available services. 

The Analysis: The Cost of Fragmentation. While often underestimated, this structural gap 
frequently leaves elderly patients and their families to act as their own care coordinators. 
This separation is a significant cause of costly, preventable hospital readmissions and 
reduced quality of life. Furthermore, this inefficiency places a burden on family caregivers 
and strains already limited healthcare resources. The current AFC framework represents a 
great vehicle for change, but a stronger mechanism is needed for proper integration. Its 
health-related actions (Domain 8) are treated as a separate project rather than a core 
approach to structurally connect existing Federal and State services. 

The Solution: A Three-Part Roadmap. This paper proposes a three-part roadmap to build 
the missing connection: 
i. Establish a high-level, state-led Penang Integrated Care Coordinating Body 

(PICCB), designed as a strategic Federal-State partnership to create unified care 
pathways, and to align leadership. 

ii. Pilot a place-based “Integrated Care District” Model centred at the local Klinik 
Kesihatan (health clinic) and led by dedicated “Care Coordinators” to connect existing 
and separate services. 

iii. Invest in “Enabling Infrastructure,” specifically a shared digital care record system 
to overcome the critical 7% Clinical Information System adoption gap, targeted 
workforce training and empowerment of enhanced AI in managing information from 
different sources. 

THE PARADOX OF PROGRESS: PENANG'S FRAGMENTATION PROBLEM

The World Health Organisation has officially designated the state as a member in the Age-Friendly 
City (AFC) global network (see Appendix 1 & 2). [1][2] This is recognition of the existence in the 
state of strong political will and a solid framework for meeting the needs of an ageing population. 
However, alongside these developments lies a structural challenge: highly dependent senior citizens 
more often than not face a disjointed continuum of care. The services designed to support them are 
separated by different levels of government, technology, and information; this creates a “coordination 
gap” holding consequential risks to patient health integration and the state’s long-term finances.

The Demographic Collision Course

Penang is not just ageing; the rate of ageing is greater compared to the rest of the country. This places 
extra pressure on the existing healthcare system.
• With 7.7% of its population aged 65 and over, it has already crossed the 7% line to be considered 

an “ageing society”. [3]
• Projections show that by 2040, Penang will have the largest proportion of residents aged 60 and 

above in Malaysia, at 26.2%. [4]
• Most critically, Penang is projected to become the second state in Malaysia (after Perak) to 

become an “Ageing Nation” (defined as 15% of the population being 60 or over) by the year 
2029. [5]

This 2029 projection creates a crucial timeframe for policy action. It means that the Penang state 
government’s goal to become an “age-friendly state by 2028” is not just an aspiration; it is a strategic 
necessity. [6] This means that the current healthcare delivery system will require structural 
adaptations to meet the long-term continuous care needs of an aging population. [7]

Acute hospitals, primary care clinics, rehabilitation centres, nursing homes, and home care services in 
Malaysia operate as separate entities with different funding mechanisms, information systems, and 
care philosophies. [8][9] For instance, when a 70-year-old patient is discharged from a 
federal-operated hospital after a critical medical event (like a stroke), the hospital's care is considered 
completed after issuing a follow-up appointment at department clinics. [9][10] The primary caregiver, 
who is usually a family member, is given a physical discharge summary, discharge medications and 
follow-up instructions. [11] At this point, the patient falls into a systemic gap defined by three distinct 
problems.

1 Dr. Tay Lyn Xuan is currently a Postdoctoral Research Fellow at the Vanke School of Public Health, Tsinghua University, 
Beijing.
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The Three Chasms of Coordination
1. The Digital Chasm: The hospital’s information system is currently not integrated to Klinik 
Kesihatan (health clinic) primary care centres. [12] Largely reliant on physical, handwritten medical 
records, the public primary health care network is still lagging in digitalisation, a challenge that is 
further compounded by an uneven infrastructure development. As of 2019, only 24% of public 
hospitals and 7% of all public health clinics in Malaysia were equipped with a Clinical Information 
System (CIS). [13]

This single statistic shows the physical reality of the coordination gap. It leaves the patient’s family to 
become an information hub, making the transfer of physical medical records from the specialist 
hospital to the local clinic their direct responsibility. At every step, they are required to do due 
diligence in visualising complex medical histories, which carries risks without sufficient health 
literacy. While the Ministry of Health (MOH) has pilot projects like HIS@KKM, these focus on 
MOH-internal processes and do not yet bridge the digital divide to the official departments of social 
care services. [14]

2. The Jurisdictional Chasm: The digital gap is exacerbated by jurisdictional boundaries, resulting 
in both systems operating in parallel. In addition, there is currently no formal integration process for 
the Federal hospitals (MOH) to notify the State-run social care system, the Jabatan Kebajikan 
Masyarakat (JKM), of a patient’s non-medical needs.

While the Ministry of Health (MOH) is responsible for health services under policies like the National 
Health Policy for Older Persons 2011 and the Plan of Action for Older Persons Health Services 
revision 2017/2018 [15], the State government is responsible for social welfare, providing 
institutional care for the poor (Rumah Seri Kenangan) and volunteer-based Home Help Services. [16]

Also, while the public healthcare institutions manages healthcare-related needs, the existing social 
system is not designed to handle the complexity of social-health referral and continuity of care.[16] 
This fragmentation creates a substantial gap for patients who may not qualify for poverty assistance 
but still need essential social support (such as caregiving aid or post-discharge monitoring) to avoid 
compromising the household’s financial stability. Furthermore, even when families successfully 
navigate to JKM, they face strict eligibility criteria and long review durations. For instance, only 
151,833 individuals, representing the 15% B40 segment, meet the stringent eligibility of receiving 
national support, including admission to public long-term care institutions (Rumah Seri Kenangan 
and Rumah Ehsan), where the facilities are already limited.[17]

3. The Perception Chasm: The consequence of the digital and jurisdictional gaps is a “last mile” 
disconnect. A stakeholder outcome survey reported in an AFC policy brief [18] revealed widely 
differing views between service providers and the public. For instance, under policy area 3 (housing 
and infrastructure) and policy area 5 (social participation):
• Providers state that services are “Mostly available.”
• The Community state that they are “Mostly unaware of available government programmes”.
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This survey finding reveals that the challenge is more than just a lack of services, but that low public 
awareness raises important issues regarding inter-level navigation at the community level. Even when 
social support is available, system fragmentation defaults the role of the care coordinator back to the 
family, increasing the strain to balance between work and care responsibilities.[19][20] This 
fragmentation results in several pressing concerns:
• patients face barriers in navigating the complex systems;
• information rarely transfers fully;
• preventive care is deprioritised in favour of more acute treatments; and
• resources are concentrated in hospitals while community-based services remain underdeveloped.

Quantifying the Consequences

This structural disconnect has direct, measurable, and costly impacts on care delivery and the 
sustainability of public resources.
• Systemic Cost (Preventable Readmissions): Enhancing the coordination of post-discharge 

follow-up is an important step to take towards reducing costly and preventable hospitalizations. 
Malaysian national data shows that 11-13% of stroke patients are readmitted within 28 days [21] 
and 18% of heart failure patients are readmitted within 30 days, some of which are 
preventable.[22][23][25]

• Humanistic Cost (Caregiver Burden): These systemic gaps then act to shift the burden of care 
onto the family. A Malaysian study on the societal cost of Alzheimer's disease found it to be USD 
8,618.83 per patient annually. A staggering 77.7% of this cost was attributed to informal care 
constituting the unpaid time, lost productivity, and burnout of the family.[24]

Consequently, the state’s healthcare system then absorbs the cost of this, first through a revolving 
door of high-cost hospital stays, and second by shifting a substantial and often hidden burden onto 
families. This is not an isolated issue; it is the outcome of the current system’s operating framework.
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Patient 
Stage 

Federal (MOH) Action State (JKM) 
Action 

The “Gap” (Patient/Family 
Experience) 

Discharge Hospital (MOH) discharges 
patient with paper summary. 
[11] Acute episode is 
“complete” 

No protocol exists 
for social-health 
referral. [15] 

Jurisdictional & Digital Chasm: No 
formal handoff. Patient’s social needs 
(e.g., lives alone, caregiver burnout) 
are unaddressed. 

Primary 
Care

Patient is taken to Klinik 
Kesihatan (MOH).

NA Digital Chasm: Clinic has no digital 
record due to 7% CIS adoption.
[13] Family must act as human 
information hub, re-explaining 
history. 

Social 
Support

Resources available on state 
level

Family must 
discover JKM or 
NGOs on their own.

Perception Chasm: Family is 
“mostly unaware” of available 
services.[18] JKM eligibility is strict. 

Outcome Patient’s condition may 
worsen due to uncoordinated 
care. Patient is readmitted to 
Federal Hospital.

N/A System Failure: A costly, preventable 
readmission (11-18%) occurs. The 
cycle of separation repeats. 

CONTEXT AND PRECEDENTS: ACTIONABLE INTERNATIONAL MODELS

Addressing the challenge does not require inventing a new system from scratch, but rather adapting 
proven, practical principles from international models. By putting eyes on existing policies and care 
models from other countries, a blueprint for building the “engine” of integration that will greatly 
strengthen Penang's AFC framework is possible to achieve.

What the AFC Gets Right (The Vehicle)
Penang’s existing AFC initiative has established a strong, multilevel governance structure that is 
critical for success [27]:
• Project Implementer: Majlis Bandaraya Pulau Pinang (MBPP)
• Project Manager: Penang Women’s Development Corporation (PWDC)
• Project Consultant: Malaysian Healthy Ageing Society (MHAS)
• This three-way partnership provides the vision, the political will, and, most importantly, a neutral 

platform.[28] that is already supporting the necessary high-level dialogues between key State 
EXCO functions (such as Health and Social Development) and Federal officials (such as the State 
Health Director).[29]

The Critical Gap (The Missing Engine)
The AFC framework is the vehicle, but integrated care pathway is the engine. The framework’s 
primary gap is that its health-related component, Domain 8 (Community & Health Services), is 
treated as one of eight separate projects (alongside others like housing, transport, and social 
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participation)[28]. While its current actions, such as community health campaigns or mobile apps, are 
valuable, positive interventions at the community level and long-term resilience can be better 
achieved by aligning State (JKM) and Fed-ral (MOH) health systems to create an integrated network 
of care for Penang’s aging population. [18][28] The AFC’s potential to support senior citizens in 
need, for instance, those requiring basic activity assistance or at risk of hospitalization, can only be 
fully realised once this structural gap is bridged.

Actionable Principles from International Models
The following international models provide proven, practical principles for building our own 
integration engine.

Table 2: Comparative Analysis of International Integrated Care Models

Country 
(Model)

Model 
Type

Key Actors Core Mechanism Actionable Principle 
for Penang

Singapore 
(AIC)[30]

National 
Integrator

MOH, Agency 
for Integrated 
Care (AIC), 
Community 
Partners

A single, independent 
corporate body coordinates 
across both health and social 
domains.[30][31]

The PICCB Function: 
A single coordinating 
body is a viable 
solution for health-
social integration.

United 
Kingdom 
(ICS)[32]

Statutory 
Partnership

NHS (Health), 
Local Councils 
(Social Care)

A legal requirement for 
health and social actors to 
form an “Integrated Care 
Partnership” (ICP) with a 

The PICCB 
Governance: A 
formal Federal-State 
partnership is the 
necessary governance 
structure.

Taiwan 
(LTC 2.0)
[34]

Community 
Network

MOHW, Local 
Government, 
“ABC” 
Community 
Centers [35][37]

A hyper-local, three-tiered 
“ABC” network delivers 
integrated services close to 
home, enabling “aging in 
place”.[36][37]

The Pilot Model: 
Usage of a place-based, 
hyper-local “Integrated 
Care District” to pilot 
the integration.

Australia 
(PHN)[38]

Regional 
Coordinator

Federal 
Government 
(Funder), State 
Hospitals, 
Primary Care

Federally-funded regional 
“integrators” bridge the gap 
between Federal primary 
care and State hospitals 
to reduce preventable 
admissions.[39]

The Structural 
Model: A coordinator 
body is a proven 
structure for bridging 
Federal/State divides.

THE WAY FORWARD: A ROADMAP FOR INTEGRATED CARE 

The principle 

This roadmap does not propose the creation of a new, expensive service delivery system. Instead, it 
uses the international principles from Table 2 to build the integration mechanism (the “engine”) that 
the existing AFC framework (the “vehicle”) currently needs. Hence, this is a proposed roadmap to 
connect existing assets and make the entire system function for high-needs seniors. 
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Establishing the “Penang Integrated Care Coordinating Body” (PICCB) 

What it is: The PICCB would be a lean, high-level, state-led coordinating entity, not a new service 
provider. It is the “Penang version” of Singapore's AIC [31] and Australia's PHNs [38], designed to 
act as the central “integrator” for elderly care. 

Governance (The UK Model): To be effective, the PICCB should be structured as a formal 
Federal-State partnership, adopting the principle of the UK’s ICS model.[33] This structure will 
function as a collaborative framework bridging the gap between state and federal jurisdictions. 

• Leadership: The AFC’s potential for senior citizens in need (for instance, those requiring basic 
activity assistance or at risk of hospitalization) will be substantially achieved once this structural 
gap is bridged. 

• Members: the board’s membership should involve leadership from JKM, as well as the  core 
AFC implementers (MBPP and PWDC).[27][40] 

Function (The AIC/PHN Model): The PICCB would function as a small technical office with three 
core functions: 
I. Map Pathways: Formally map unified care pathways for high-risk conditions (e.g., post-stroke, 

post-heart failure, neurological disorders or highly life-dependent conditions). 
II. Facilitate Integration: Act as the central authority to facilitate the data-sharing [41] and 

inter-agency barriers [15] from multiple public and private channels via mutual agreements. 
III. Monitor Outcomes: Be accountable for designing and monitoring system-level metrics, such as 

30-day readmission rates, frequency of home help services per month, rate of successful 
application for long-term care institutions (RSK, RE), and caregiver satisfaction.  

The PICCB would become the official implementation engine for Domain 8 of the Age-Friendly City 
plan [28], moving it from a “soft” campaign to a “hard” structural reform. 

Pilot an “Integrated Care District” Model 

What it is (The Taiwan/Australia Model): This roadmap proposes a place-based, hyper-local pilot, 
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PICCB. The coordinator then evaluates available social supports in community level. After 
discussing with the elderly patient and/ or primary caregiver, eligible services are contacted to 
provide aid tailored to their real-world needs
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- For instance, the mobile healthcare team that consists of doctors, nurses, pharmacists, social 
care officers and admin staff could conduct home visits for those with very limited mobility 
or located far away (>5km radius) from local clinics.  

- According to available resources and service needs, the PICCB develops a single, shared care 
plan, and acts as the family’s single point-of-contact. 

• Connecting the Dots: This coordinator’s sole job is to connect existing, separate assets into a 
single care plan. Apart from follow-ups at the MOH clinics[11], PICCB activates JKM 
HomeHelp services[42], connects the patient to local Senior Citizen Activity Centres 
(PAWE)[40], and refers families to relevant NGO support.[43] This intervention directly 
addresses the “mostly unaware” perception gap.[18] 

• Mitigating Risk: Evidence also shows that such roles can be seen as an “additional burden” if 
implemented incorrectly.[44] The pilot must address this risk by ensuring the Care Coordinator is 
a dedicated, funded position, rather than an additional task assigned to a clinic nurse who already 
has other core responsibilities. 

Invest in Enablers: Digital & Workforce 

Digital: The pilot must be supported by a simple, shared digital care record. 
• The Problem: This directly addresses the 7% CIS adoption gap in public clinics.[13] 
• The Solution: Given the significant implementation risks associated with large-scale public IT 

projects[45], a lean, cloud-based model is needed. This could be a secure, shared platform that 
allows the hospital discharge team, the Klinik Kesihatan doctor, and the community Care 
Coordinator to view and update the same care plan and coordinate the patient’s recovery as an 
integrated team.  

Workforce: The pilot requires investment in formal training in resource management and 
coordination. This professionalizes the new Care Coordinator role and begins to build a skilled 
workforce, addressing the recognized national shortage of healthcare professionals trained in elderly 
care.[46][47] 

Enhanced AI: With the empowerment of task-specific large language models (LLMs), the care 
coordinator could efficiently gather information on the current status of the patient and provide care 
plan suggestions based on pre-specified resource allocation in each case scenario. Application of 
artificial intelligence would overcome the digital chasm. 

This is a High-Return Investment, not a New Cost 

This roadmap should be framed as a high-return investment, rather than a new expenditure. The cost 
of maintaining the status quo risks unsustainability, therefore the new framework has to be  designed 
as a proactive step towards long-term resilience. 

• The economic burden of elderly healthcare in Malaysia is projected to hit RM 21 billion by 2040. 
[46] 

• The societal cost of a single condition like Alzheimer’s is already approximately USD 8,600 per 
patient annually, with the majority of that burden falling on families. [24] 
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This programme can be designed to be fiscally self-sustaining by shifting expenditure from reactive 
to proactive care. Reducing preventable medical events such as readmission rate by even a few 
percentage points within the pilot district would generate direct, measurable savings in hospital costs. 
These operational savings are projected to outweigh the funding requirements of the PICCB and the 
Care Coordinators. 

CONCLUSION: FROM AGE-FRIENDLY FRAMEWORK TO FUNCTION 

With projections showing Penang becoming an “Ageing Nation” by 2029 [4][6], continuing a silo-ed 
system is both financially and socially unsustainable.[47] Penang may possess an excellent, 
WHO-recognized Age-Friendly Cities framework [1][2], but this report has argued that this 
framework currently lacks the functional procedures and infrastructure to bridge the divide between 
the Federal health (MOH) and State social care (JKM) systems.  

This “coordination gap” is a critical systemic issue, evidenced by the visible “perception gap” among 
its citizens [18],  high rates of preventable, costly hospital readmissions [22][23][25], and the 
overwhelming pressure placed on family caregivers.[26] 

The three-part roadmap proposed in this paper provides an engine to make that framework function. 
With an integrated system in place, the current gaps can be further closed, and a patient’s journey to 
recovery can be made continuous and coordinated. In this system, a hospital discharge triggers a 
digital automated alert (overcoming the 7% CIS gap [13]) to a dedicated community Care 
Coordinator. The coordinator (based at local hospitals and Klinik Kesihatan), then manages a single, 
shared care plan to efficiently align MOH follow-ups, JKM social support [17], and local NGO 
services.[43] This is a tangible, ground-level solution. The Federal-State gap can be bridged, and 
Penang's goal of becoming an age-friendly state by 2028 [6] can become a functional reality for its 
most vulnerable seniors. 
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gap” holding consequential risks to patient health integration and the state’s long-term finances.

The Demographic Collision Course

Penang is not just ageing; the rate of ageing is greater compared to the rest of the country. This places 
extra pressure on the existing healthcare system.
• With 7.7% of its population aged 65 and over, it has already crossed the 7% line to be considered 

an “ageing society”. [3]
• Projections show that by 2040, Penang will have the largest proportion of residents aged 60 and 

above in Malaysia, at 26.2%. [4]
• Most critically, Penang is projected to become the second state in Malaysia (after Perak) to 

become an “Ageing Nation” (defined as 15% of the population being 60 or over) by the year 
2029. [5]

This 2029 projection creates a crucial timeframe for policy action. It means that the Penang state 
government’s goal to become an “age-friendly state by 2028” is not just an aspiration; it is a strategic 
necessity. [6] This means that the current healthcare delivery system will require structural 
adaptations to meet the long-term continuous care needs of an aging population. [7]

Acute hospitals, primary care clinics, rehabilitation centres, nursing homes, and home care services in 
Malaysia operate as separate entities with different funding mechanisms, information systems, and 
care philosophies. [8][9] For instance, when a 70-year-old patient is discharged from a 
federal-operated hospital after a critical medical event (like a stroke), the hospital's care is considered 
completed after issuing a follow-up appointment at department clinics. [9][10] The primary caregiver, 
who is usually a family member, is given a physical discharge summary, discharge medications and 
follow-up instructions. [11] At this point, the patient falls into a systemic gap defined by three distinct 
problems.

[46] Abdullah JM, Ismail A, Yusoff MS. Healthy ageing in Malaysia by 2030: Needs, challenges and 
future directions. The Malaysian Journal of Medical Sciences: MJMS. 2024 Aug 27;31(4):1. 
Available from: https://doi.org/10.21315/mjms2024.31.4.1 

[47] Haron SA, Koris R, Orhun NM, Nur AM, Aljunid SM, Shafie AA. Economic Burden of 
Healthcare Utilisation by Older Persons Living in the Community in Malaysia. Journal of Health 
Policy & Outcomes Research. 2024 Mar;3. Available from: https://doi.org/10.7365 
/JHPOR.2024.1.1 
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