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Abstract

Background: Health services can only be responsive if they are designed to service the needs of the population at
hand. In many low and middle income countries, the rate of urbanisation can leave the profile of the rural
population quite different from the urban population. As a consequence, the kinds of services required for an
urban population may be quite different from that required for a rural population. This is examined using data
from the South East Asia Community Observatory in rural Malaysia and contrasting it with the national Malaysia
population profile.

Methods: Census data were collected from 10,373 household and the sex and age of household members was
recorded. Approximate Malaysian national age and sex profiles were downloaded from the US Census Bureau. The
population pyramids, and the dependency and support ratios for the whole population and the SEACO sub-district
population are compared.

Results:
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the monitoring of the distribution of populations across
urban and rural areas as an indication of urbanisation and
internal migration patterns. As a strategy for implement-
ing development agendas, urbanisation has been a consis-
tent trend in low and middle income countries. A World
Bank publication highlights that “no country has ever
reached middle-income status without a significant



University Human Research Ethics Committee (MUHREC
CF11/3663 - 2011001930).

Results
Nationally the population pyramid has the classic expan-
sive population pyramid shape of a country with a rela-
tively high fertility rate (Figure 1A). It does not, however,
display the rapid tailing-off of the population as it ages –
typical of developing countries. Furthermore the profile
shows the development of an aging population. The
SEACO sub-district population pyramids are best consid-
ered together (Figure 1B and 1C). The pyramids show a
larger teenage than under 10 population, suggesting a
declining demand for maternal and child health (MCH)
services. From 20 years of age there is a sharp decline in
the population, gradually increasing again from 40 years of
age and peaking in the 55-59 year age group. The decline
in the young adult population is a function of “rural-
flight”. On completion of schooling, people 20 years and
over leave the district for employment, education and
marriage. The effect seems to be stronger for females than
males in the population pyramid of residents (Figure 1B),
but similar in the population pyramid of citizens (Figure
1C). The arrival of Indonesian plantation workers, shown
in Figure 1B, reduces to some extent the loss of males in
the 20 to 40 age group, but has little or no impact on the
female population.

Figure 1 shows three different population pyramids. The
first is the Malaysia national population pyramid based on
the US Census Bureau estimates (A), the second is the
SEACO sub-district population pyramid counting all

residents (B), and the third is the SEACO sub-district
population pyramid counting only the Malaysian nationals
(citizens) (C). The sub-district population pyramids are
shown separately for all residents and citizens because
Segamat has a significant, and almost exclusively male,
agricultural sector employing largely Indonesian workers.
The effect of the Indonesian workers on the health
systems needs to be considered separately.

The proportion of the sub-district population in the



Discussion
The population profile from the rural, sub-district census
is radically different from the national profile. With very
similar child dependency ratios, and much larger aged
dependency ratios to the national average, one could
anticipate a similar or reduced need for MCH services, but
twice the need for aged services. The indication of a
reducing need for MCH services is further reinforced
by the declining proportion of young children in the
population compared with the national average. In the
SEACO sub-district there were twice as many aged
dependents to child dependents as there were nationally.

Assuming that the proportion of 0-4 year olds continues
to decline in the SEACO sub-district, and continued rural-
flight for adults in the 20-25 year age group, over the next
15 years the aging of the sub-district will become even
more stark, with the health service needs of the district
being almost entirely related to the management of
chronic NCDs and aged care.

The health services requirement for the 0-14 year age
group are concentrated in the first two years of life –
and the antenatal period for pregnancy care. Health ser-
vices are therefore intensive for maternal health and the
under 5 year population. Demand then declines rapidly,
to a low level requirement to maintain immunisation
protocols and occasional acute care for injuries and
infectious diseases. The pattern of health service utilisa-
tion with aging is one of a rapidly increasing need for
chronic and acute care. A 2011 national health survey
showed that 30% of people aged over 65 had diabetes
compared with 11% and 18% in the 35-39 and 40-44
year age groups respectively [17]. For hypertension it was
70% compared with 27% and 36%. For hypercholestero-
laemia it was 55% compared with 35% and 41%. Not only
are the risk factors for heart disease, stroke, kidney
disease, and blindness increasing rapidly with age, it is
the chronic exposure to the risk factors that result in the
need for acute care and management. Aging populations
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