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ABSTRACT

Documented migrants working in formal sectors in Thailand are entitled to the Social
Security Scheme. However, they often experience barriers and have limited literacy to access health
care. Migrants with limited policy literacy have difficulty in accessing available health care services
and this condition worsens in combination with various barriers. Little is known about health care
accessibility under this scheme. This study aims to explore levels of policy literacy, barriers,
accessibility and predictability of personal factors, policy literacy and barriers on accessibility to
health care services among Myanmar migrant workers. A structured questionnaire with closed- and
open-ended questions was employed to collect data among 240 participants recruited with purposive
sampling from five factories in Hat Yai District, Songkhla Province. Socio-demographic
characteristics, policy literacy, barriers and health care accessibility were presented descriptively.
Stepwise linear regression was used to test the predictability of personal factors, policy literacy and
barriers on health care services accessibility. Open-ended questions were analysed with simple
content analysis. Migrants had low levels in total scores of policy literacy, barriers and health care
accessibility. Although overall individual barriers were found to have low level, there was moderate
level in overall system barriers among migrants. Policy literacy (B = 0.53) and barriers (B = -0.28)
were able to predict accessibility to health care services. Findings indicated that actions to improve
health care access, enhance policy literacy and reduce barriers are needed among Myanmar migrant
workers.
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INTRODUCTION

Thailand has become an increasingly popular destination country for migrant workers.
Migrants fill the labour gap by working in low-skilled jobs such as industries for exportation of
products (The OECD Development Centre and International Labour Organization, 2017). They
also receive a three to five times higher daily wage compared to that in their original countries
(Kantayaporn & Malik, 2013). As a result, Thailand attracts migrant workers, especially from the
neighbouring countries of Myanmar, Cambodia, Laos and Vietnam. In 2017, documented
Myanmar migrant workers comprised 69 percent of the total documented low-skilled migrant
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workers in Thailand (United Nations Thematic Working Group on Migration in Thailand, 2019).
Migrant workers are susceptible to health problems due to crowded living conditions and poor
environmental sanitation. Tuberculosis, sexually transmitted infections and malaria are common
among migrant workers (Naing et al., 2012; Rakprasit et al., 2017; Nwi et al., 2018). Therefore,
health care services are important for maintaining their health status.

Thailand’s Social Security Scheme, established in 1990, provides health care services to its
residents as well as to documented migrant workers in formal sectors. The scheme is financed by
tripartite contributions from the government, employers and employees. Members of the scheme
can receive seven types of benefits: accident or sickness, disability, maternity, payment for death,
child allowance, unemployment, and old-age pension (Kantayaporn & Malik, 2013;
Tangcharoensathien etal., 2017). However, a study in the Northeast of Thailand found that health
care access among migrant workers is as low as 14 percent (Khongthanachayopit & Laohasiriwong,
2017). As a result, accessibility to health care has become an important issue for migrant workers.

Many factors influence accessibility of health care services among migrant workers. The
literacy ability on health care policy affect the migrants’ use of health care services, thereby having
impact on health outcome (Hannah & L¢, 2012; Gele et al., 2016; Tsai & Lee, 2016). Migrants,
a vulnerable population, are more likely to have low health care policy literacy that leads to
inadequate utilisation of health care services and increased chance of chronic diseases (Han et al.,
2011). Migrants need to be literated on the health care policy to improve health care access, thereby
achieving health equity (Batterham et al., 2016; Gele et al., 2016). Moreover, barriers such as
language, long waiting times, poor communication with health care providers and transportation
difficulty deter health care access (Webber et al., 2012; Webber et al. 2015; Tschirhart et al., 2016,
2017). In addition, personal factors such as gender, marital status, monthly income, educational
level, duration of stay, and time taken to access health care services also influence health care access
(Aung et al., 2009; Gonah et al., 2016; Musumari & Chamchan, 2016; Khongthanachayopit &
Laohasiriwong, 2017).

Studies on accessibility to health care services among migrant workers in Thailand revealed
that self-medication is common and care is sought only when symptoms worsen (Naing et al.,
2012; Khongthanachayopit & Laohasiriwong, 2017; Nwi et al., 2018). As a result of the Thai
government’s effort to register all migrants thereby eliminating their undocumented status, in June
2018 more than 1 million migrants had completed the National Verification process and received
work permits. In 2018, more migrants enrolled to the Social Security Scheme than the Migrant
Health Insurance Scheme (United Nations Thematic Working Group on Migration in Thailand,
2019). Consequently, health care access under the Social Security Scheme has become an
important issue. Many studies have been conducted on health care access among documented and
undocumented migrant workers in Thailand (Aung et al., 2009; Naing et al., 2012; Mon & Xenos,
2015; Gonah et al., 2016; Khongthanachayopit & Laohasiriwong, 2017). However, few studies
focussed on health care access under the Social Security Scheme, and most of these contained a
small sample size (Webber et al., 2012; Jaidee et al., 2016; Nwi et al., 2018). Therefore, it is crucial
to explore the current situation of accessibility to health care services under the Social Security
Scheme. The aims of this study were to explore the levels of policy literacy, barriers, accessibility
to health care services and to test predictability of personal factors, policy literacy and barriers on
accessibility to health care services under the Social Security Scheme among Myanmar migrant

workers.
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METHODOLOGY

Study settings and sample

A cross-sectional survey was conducted in Hat Yai District, Songkhla Province, Southern
Thailand. Songkhla Province is a major commercial area with various types of factories such as
rubber, wood and seafood processing (Naing et al., 2012). In March 2018, there were 43,895
documented Myanmar migrants working in the province which include both Memorandum of
Understanding (MOU) and Nationality Verified workers (Foreign Workers Administration
Office, 2018). Hat Yai District was chosen as the study setting because it has the highest number
of factories (479) in Songkhla Province (Department of Industrial Works, 2018).

The study included Myanmar migrant workers who had been living in Thailand for at least
one year. The rule of thumb for multiple regression of 30 participants per one predictor was
employed for sample size calculation (VanVoorhis & Morgan, 2007). With eight predictor
variables, a total of 240 participants were therefore recruited. The four most common factory types
in Hat Yai district, namely seafood, rubber, wood and mechanics factories, were purposively
selected. In total, 60 participants who met the inclusion criteria were recruited from various
departments of each factory. However, 60 participants were recruited from two mechanics factories
due to an inadequate number of participants in one factory. As a result, three large and two

medium-sized factories were included.

Measures

A questionnaire consisting of four parts: socio-demographic characteristics, policy literacy,
barriers, and accessibility to health care services, was employed. Policy literacy of the health
insurance scheme in this study was based on a health literacy concept, which is defined as “the
degree to which people are able to access, understand, appraise and communicate information to
engage with the demands of different health contexts to promote and maintain health across the
life-course” (Zumbo et al., 2006). Policy literacy was explored in the four domains of ability to
access (seeking or searching competency), ability to understand (clarifying competency), ability to
appraise (evaluating competency) and ability to communicate (sharing and distributing
competency) policy information related to the health care services. Barriers were explored in terms
of individual factors such as personal, financial, and social, and system factors such as barriers
related to care providers, health services, and work situation (Scheppers et al., 2006; Webber
et al., 2012; Hacker et al., 2015). Accessibility to health care was based on four domains of
geographic accessibility, availability, financial accessibility and acceptability (Peters et al., 2008).

The questionnaire that collected data on policy literacy, barriers and accessibility to health
care services included 33 items, 28 items and 22 items, respectively. The tool used a four-point
Likert scale that scored the items from 1 (strongly disagree) to 4 (strongly agree). Open-ended
questions were included to explore migrant workers” opinions in more depth.

Validity of the tool was examined by three experts in areas of public health, health system
and community health. The tool was modified based on each expert’s recommendations. The
questionnaire was translated into Myanmar language by the bilingual researcher and another
bilingual translator translated the questionnaire from Myanmar language back into English.
Modifications were made on the differences of the two versions. The final questionnaire was pre-
tested among 30 Myanmar migrant workers from one factory in Hat Yai District. Reliability was
calculated using Cronbach’s coefficient alpha. The scores for policy literacy, barriers and
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accessibility to health care service questionnaires were 0.87, 0.84 and 0.72, respectively. After pre-
testing, the questionnaire was further edited for better language understanding in the parts that
migrant workers needed better comprehension.

Data collection and analysis

The study protocol was approved by the Health Human Research Ethnics Committee of
Health System Management Institute, Prince of Songkla University (reference EC 014/61). Study
objectives and data collection procedure were informed to authorized persons from two factories
that allowed data collection. For the remaining three factories, data collection was performed
outside the factories with the help of migrant workers who had been working for a long time in
the factories. Participants were given informed consent forms in order to assess willingness to
participate in the study. Participants were explained about the study, confidentiality and their right
to withdraw from the study at any time. Each questionnaire took approximately 25 minutes to
complete.

Data was analysed using SPSS version 17.0. Socio-demographic data, policy literacy,
barriers and accessibility to health care services were presented using descriptive statistics. Level of
policy literacy, barriers and health care accessibility was categorised into low, moderate and high
using tertile calculation (splitting data into three groups). Stepwise linear regression analysis was
performed to test predictability of personal factors, policy literacy and barriers on accessibility to
health care. Open-ended questions were analysed with simple content analysis.

RESULTS

Socio-demographic characteristics of the 240 participants included in the study are shown
in Table 1. More than half were aged 25 to 34 years (57.5%) and around half were male (50.4%).
The majority were married (70.4%) and all of them were Buddhist. Just over half had monthly
income of 8,000 to 9,600 Baht (55.8%). Most had a below high school level of education (62.9%)
and nearly half had been living in Thailand for one to five years (48.3%). More than half could
speak the Thai language a little (59.6%). A majority were living in dormitories provided by the
factories (69.6%). Regarding health secking behaviour, most had health care services under the
Social Security Scheme mostly at health centres (39.9%), followed by a hospital (25.4%) and
private clinic (3.8%), respectively. Some had never sought any health care because they either had
no serious health problem or took medicines by themselves (15.1%). Some went to a general
practitioner clinic with out-of-pocket payment (13.6%) and a few went to the clinic provided by
the factory where they worked (2.1%). The majority stated that it took between five and thirty
minutes to go to health care service area (79.6%).
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Table 1. Socio-demographic characteristics of participants (N=240).

Socio-demographic characteristics N %

Age (years)

19 -24 41 17.1

25 - 34 138 57.5

35 - 44 46 19.2

45 - 54 15 6.3
Gender

Male 121 50.4

Female 119 49.6
Marital status

Single 63 26.3

Married 169 70.4

Divorced/Separated 8 3.3

Educational level
Formal education

High school or higher 79 32.9
Below high school 151 62.9
Monastery education 7 2.9
Never 3 1.3
Monthly income (baht)
7,500 — 7,999 2 0.8
8,000 — 9,600 134 55.8
9,601 - 15,000 104 43.3
Living period in Thailand (years)
1-5 116 48.3
6-10 96 40.0
11-15 25 10.4
16 - 20 3 1.3
Ability to speak Thai language
Fluently 12 5.0
A little bit 143 59.6
Not at all 85 35.4
Place of residence
Inside the factory 73 30.4
Outside the factory (provided by factory) 94 39.2
Outside the factory (renting by themselves) 73 30.4
Experience of receiving health care
Never 51 15.1
Hospital visit with social security card 86 25.4
Health care centre visit with social security card 135 39.9
Private clinic visit with social security card 13 3.8
General practitioner visit 46 13.6
Factory clinic visit 7 2.1

Time taken from residence to health care service (minutes)
5 - 30 minutes 191 79.6
31 - 120 minutes 49 20.4
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Policy literacy on the Social Security Scheme

Table 2 shows a summary of the policy literacy scores among the study sample. Most
migrants had a low level in total score of policy literacy on health care services, and low levels in
ability to access, understand and appraise the information. However, most had a moderate level in
ability to communicate the information to others. Regarding factory types, most migrants in
seafood and mechanic factories had higher total policy literacy than those in rubber and wood
factories. Although most migrants in all four factories had high ability to access and communicate
the information to others, they had low ability to understand and appraise the information.

A total of 218 participants (90.8%) responded to the open-ended questions concerning
policy literacy. Most migrants reported that sharing information about the scheme from
organisations such as social security office and responsible factory staff was the most important
technique, followed by distribution of pamphlets. The majority asked each other, or persons who
they believed knew and understood the scheme well, such as factory/dormitory supervisors, when
they needed clarifications and advice. Most perceived that the monthly contributions were high
and were not able to share scheme information to others due to a lack of understanding.

Table 2. Summary of total and subtotal scores of policy literacy on the Social Security Scheme

(N=240).

Policy Literacy Low level Moderate level High level

N (%) N (%) N (%)
Total score: 81 (33.8) 79 (32.9) 80 (33.3)
Seafood factory 16 (26.7) 16 (26.7) 28 (46.7)
Rubber factory 28 (46.7) 18 (30.0) 14 (23.3)
Wood factory 24 (40.0) 24 (40.0) 12 (20.0)
Mechanic factory 13 (21.7) 21 (35.0) 26 (43.3)
Subtotal score: Accessibility 85 (35.4) 81 (33.8) 74 (30.8)
Seafood factory 22 (36.7) 9 (15.0) 29 (48.3)
Rubber factory 17 (28.3) 27 (45.0) 16 (26.7)

Wood factory 27 (45.0) 28 (46.7) 5(8.3)
Mechanic factory 19 (31.7) 17 (28.3) 24 (40.0)
Subtotal score: Understandability 98 (40.8) 63 (26.3) 79 (32.9)
Seafood factory 23 (38.3) 10 (16.7) 27 (45.0)
Rubber factory 27 (45.0) 17 (28.3) 16 (26.7)
Wood factory 25 (41.7) 23 (38.3) 12 (20.0)
Mechanic factory 23 (38.3) 13 (21.7) 24 (40.0)
Subtotal score: Appraisal 100 (41.7) 67 (27.9) 73 (30.4)
Seafood factory 23 (38.3) 12 (20.0) 15 (41.7)
Rubber factory 30 (50.0) 17 (28.3) 13 (21.7)
Wood factory 28 (46.7) 16 (26.7) 16 (26.7)
Mechanic factory 19 (31.7) 22 (36.7) 19 (31.7)
Subtotal score: Communication 84 (35.0) 89 (37.1) 67 (27.9)
Seafood factory 19 (31.7) 13 (21.7) 28 (46.7)
Rubber factory 33 (55.0) 18 (30.0) 9 (15.0)
Wood factory 20 (33.3) 30 (50.0) 10 (16.7)

Mechanic factory 12 (20.0) 28 (46.7) 20 (33.3)
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Barriers on accessibility to health care services

Levels of barriers on accessibility to health care services are shown in Table 3. Many had
low levels in total and all domains of barriers on accessibility to health care services, except the
moderate level in system barriers. Regarding factory types, most migrants in all factories perceived
low barriers in total and all domains, except wood factory where the majority perceived high levels
in total score of barriers, including subtotal score of system barriers and two aspects of system
barriers (care providers and work situation). However, most migrants in wood factory had low
level in three aspects of individual barriers (personal, financial, social) and only one aspect of system
barriers (health services).

A total of 139 participants (57.9%) responded to the open-ended questions concerning
barriers of accessibility to health care services. The majority reported that language difficulty, lack
of knowledge on available health care services and contracted health care service areas, translator
cost and long waiting times were the main reasons preventing them from accessing health care
services. Some reported lack of social support, discrimination from health care personnel,
insufficient translators, and difficulty to get transportation from factory as their main barriers.

Table 3. Summary of total and subtotal scores for barriers on accessibility to health care services

(N=240).
Barriers on accessibility Low level Moderate level High level
N (%) N (%) N (%)

Total score: 87 (36.3) 81 (33.8) 72 (30.0)
Seafood factory 26 (43.3) 16 (26.7) 18 (30.0)
Rubber factory 22 (36.7) 22 (36.7) 16 (26.7)
Wood factory 16 (26.7) 22 (36.7) 22 (36.7)
Mechanic factory 23 (38.3) 21 (35.0) 16 (26.7)
Subtotal score: Individual barriers 86 (35.8) 82 (34.2) 72 (30.0)
Seafood factory 22 (36.7) 22 (36.7) 16 (26.7)
Rubber factory 24 (40.0) 18 (30.0) 18 (30.0)
Wood factory 19 (31.7) 22 (36.7) 19 (31.7)
Mechanic factory 21 (35.0) 20 (33.3) 19 (31.7)
Individual barriers: Personal 111 (46.3) 73 (30.4) 56 (23.3)
Seafood factory 32 (53.3) 11 (18.3) 17 (28.3)

Rubber factory 30 (50.0) 18 (30.0) 12 (20.0)

Wood factory 24 (40.0) 21 (35.0) 15 (25.0)

Mechanic factory 25 (41.7) 23 (38.3) 12 (20.0)

Individual barriers: Financial 128 (53.3) 54 (22.5) 58 (24.2)
Seafood factory 38 (63.3) 6 (10.0) 16 (26.7)

Rubber factory 32 (53.3) 16 (26.7) 12 (20.0)

Wood factory 29 (48.3) 13 (21.7) 18 (30.0)

Mechanic factory 29 (48.3) 19 (31.7) 12 (20.0)

Individual barriers: Social 97 (40.4) 66 (27.5) 77 (32.1)
Seafood factory 26 (43.3) 16 (26.7) 18 (30.0)

Rubber factory 25 (41.7) 13 (21.7) 22 (36.7)

Wood factory 24 (40.0) 18 (30.0) 18 (30.0)

Mechanic factory 22 (36.7) 19 (31.7) 19 (31.7)




ASR: CMU Journal of Social Sciences and Humanities (2019) Vol. 6 No. 1 { 48

/

Table 3. (Continuted)

Barriers on accessibility Low level Moderate level High level
N (%) N (%) N (%)

Subtotal score: System barriers 83 (34.6) 90 (37.5) 67 (27.9)
Seafood factory 25 (41.7) 24 (40.0) 11 (18.3)
Rubber factory 21 (35.0) 25 (41.7) 14 (23.3)
Wood factory 14 (23.3) 22 (36.7) 24 (40.0)
Mechanic factory 23 (38.3) 19 (31.7) 18 (30.0)
System barriers: Care providers 97 (40.4) 70 (29.2) 73 (30.4)
Seafood factory 29 (48.3) 20 (33.3) 11 (18.3)
Rubber factory 30 (50.0) 16 (26.7) 14 (23.3)
Wood factory 20 (33.3) 8 (13.3) 32 (53.3)
Mechanic factory 18 (30.0) 26 (43.3) 16 (26.7)
System barriers: Health services 121(50.4) 40 (16.7) 79 (32.9)
Seafood factory 34 (56.7) 8 (13.3) 18 (30.0)
Rubber factory 27 (45.0) 10 (16.7) 23 (38.3)
Wood factory 30 (50.0) 14 (23.3) 16 (26.7)
Mechanic factory 30 (50.0) 8 (13.3) 22 (36.7)
System barriers: Work situation 122 (50.8) 43 (17.9) 75 (31.3)
Seafood factory 32 (53.3) 11 (18.3) 17 (28.3)
Rubber factory 32 (53.3) 15 (25.0) 13 (21.7)
Wood factory 22 (36.7) 10 (16.7) 28 (46.7)
Mechanic factory 36 (60.0) 7(11.7) 17 (28.3)

Accessibility to health care services

Levels of accessibility to health care services are illustrated in Table 4. The total scores and
four domains of accessibility to health care services were perceived as low levels by most migrants.
The majority in three factories had high health care accessibility, except in rubber factory where
most migrants had low health care accessibility. Most migrants in seafood factory perceived high
accessibility in four domains, whereas those in rubber factory perceived low in all four domains.
Although most migrants in wood and mechanic factories perceived low scores in geographic
accessibility and acceptability, they perceived high scores in financial accessibility.

A total of 103 participants (42.9%) responded to the open-ended questions concerning
accessibility to health care services. Most reported that getting a timely ambulance and receiving
transportation from the factory at any time, providing official government translators in hospitals,
health care centres and friendliness of health care personnel were essential. Most indicated

contracted health care centres and their service hours were not enough and should be increased.
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Table 4. Summary of total and subtotal scores of accessibility to health care services (N=240).

Accessibility to health care L(I)\IW(E)Z‘;CI Mod;r?(t)/z)level H;ﬁh( (}Z ;rel
Total score 85 (35.4) 76 (31.7) 79 (32.9)
Seafood factory 13 (21.7) 14 (23.3) 33 (55.0)
Rubber factory 39 (65.0) 14 (23.3) 7 (11.7)
Wood factory 16 (26.7) 24 (40.0) 20 (33.3)
Mechanic factory 17 (28.3) 24 (40.0) 19 (31.7)
Subtotal score: Geographic 118 (49.2) 76 (31.7) 46 (19.2)
Seafood factory 17 (28.3) 23 (38.3) 20 (33.3)
Rubber factory 34 (56.7) 18 (30.0) 8 (13.3)
Wood factory 39 (65.0) 15 (25.0) 6 (10.0)
Mechanic factory 28 (46.7) 20 (33.3) 12 (20.0)
Subtotal score: Availability 111 (46.3) 53 (22.1) 76 (31.7)
Seafood factory 24 (40.0) 9 (15.0) 27 (45.0)
Rubber factory 43 (71.7) 9 (15.0) 8 (13.3)
Wood factory 16 (26.7) 16 (26.7) 28 (46.7)
Mechanic factory 28 (46.7) 19 (31.7) 13 (21.7)
Subtotal score: Financial 84 (35.0) 82 (34.2) 74 (30.8)
Seafood factory 16 (26.7) 15 (25.0) 29 (48.3)
Rubber factory 35 (58.3) 18 (30.0) 7 (11.7)
Wood factory 18 (30.0) 28 (46.7) 14 (23.3)
Mechanic factory 15 (25.0) 21 (35.0) 24 (40.0)
Subtotal score: Acceptability 115 (47.9) 49 (20.4) 76 (31.7)
Seafood factory 21 (35.0) 9 (15.0) 30 (50.0)
Rubber factory 37 (61.7) 10 (16.7) 13 (21.7)
Wood factory 31 (51.7) 13 (21.7) 16 (26.7)
Mechanic factory 26 (43.3) 17 (28.3) 17 (28.3)

Predictors of accessibility to health care services

Stepwise linear regression analysis showed that policy literacy (8 = 0.53, p < 0.001) and
barriers (8 = -0.28, p < 0.001) were significant predictors of accessibility to health care services.
Policy literacy was able to explain 41% of the variance, whereas policy literacy and barriers were
able to explain 47% of the variance of accessibility to health care services. Results indicated that
policy literacy was a stronger predictor than barriers on health care accessibility. Personal factors
such as gender, marital status, monthly income, educational level, living period and time taken to
access health care service were not significant predictors of health care accessibility. Therefore,
Myanmar migrant workers with high policy literacy and a low level of barriers had high health care
accessibility. Results of multiple regression analysis are shown in Table 5. The regression equation
was constructed as follows:

Accessibility to health care services = 52.29 + 0.31 (Policy literacy) + (-0.22) (Barriers)
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Table 5. Linear regression on predicting accessibility to health care services by personal factors,

policy literacy and barriers (N=240).

Model 1 Model 2
Variables
B SE B B SE B
Constant 33.29  2.60 5229  4.23
Gender -.09 .13 -.07
Marital status .04 .53 .03
Monthly income -11 .09 -.08
Educational level -.02 71 .02
Living period -.00 .82 .01
Time taken to access health care service .08 .08 .08
Barriers -.28
Policy literacy 37 .03 53% 31 .03 S53*
Barriers -22 .04 -.28*
R? 41% 47%

Note: Model 1 = Predictors: Policy literacy Total Score; Model 2 = Predictors: Policy literacy Total Score, Barriers
Total Score. Significant at *p < 0.05.

DISCUSSION

The finding on low levels in overall policy literacy among majority of the migrants reflects
limited literacy on health care services while have enrolled to the scheme. The result is consistent
with previous studies in Singapore and Norway in which migrants had lacked of health services
information, poor awareness and understanding about health insurance information (Lee et al.,
2014; Gele etal., 2016; Ang et al., 2017). Policy literacy is also known to be affected by educational
level (Volandes & Paasche-Orlow, 2007; Seibel, 2019) and economic status (Batterham et al.,
2016). Migrants might not pay much attention to health insurance scheme information because
their main reason for coming to Thailand was employment. Moreover, they could not seck
information due to their low proficiency in the Thai language since a previous study revealed
language ability was related to health care services knowledge (Galanis et al., 2013; Seibel, 2019).
As a result, they could not share the information to others.

Most migrants perceived low levels in overall barriers to health care access. Migrants in
general are known to experience both demand and supply side barriers to access health care (Jacobs
et al., 2011). Migrants in this study encountered demand side barriers of language difficulty, lack
of knowledge on available health care services, and supply side barriers of long waiting times.
Moreover, some reported insufficient social support such as pamphlets in Myanmar language and
discrimination from health care personnel. These findings were consistent with previous studies
among migrants in many countries (Veerman & Reid, 2011; Agudelo-Sudrez et al., 2012; Webber
et al., 2012; Galanis et al., 2013; Mon & Xenos, 2015; Czapka & Sagbakken, 2016; Gonah et al.,
2016; Hennebry et al., 2016; Musumari & Chamchan, 2016; Ang et al., 2017; Mengesha et al.,
2017; Tschirhart et al., 2017; Velez et al., 2017; Wohler & Dantas, 2017; Nwi et al., 2018).
Nevertheless, migrants could access health care without payment and had family and friends
support in accessing health care. Social support is known to be important to enhance migrants’
health care access (Holumyong et al., 2018). As a result, most migrants had low levels of individual

barriers to health care access. On the other hand, most had moderate level in system barriers.
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The majority reported long waiting times when accessing health care. Factories do provide
translators and transportation services. However, some reported insufficient translators and
difficulty to get transportation. Therefore, the majority had a moderate level of system barriers.

Low level in overall barriers to health care accessibility was found because this study was
conducted among documented migrants with Social Security Scheme. Since 2017, Thai
government fully enforced immigration law for migrant workers to be documented with enrolment
to the health care scheme (United Nations Thematic Working Group on Migration in Thailand,
2019). This finding was different from the previous studies in Thailand in which most migrant in
the past were undocumented that facing fear of arrest and deportation, difficulty to travel for health
care access as a result of their illegal status, including financial constraints for treatment cost due
to lack of health insurance and perceived social marginalization (Aung et al., 2009; Veerman &
Reid, 2011; Naing et al., 2012; Murray et al., 2016; Tschirhart et al., 2016, 2017;).

Results revealed that migrants under Social Security Scheme have low barriers to health
care access such as long distance to health facilities as they can access health services at not only
contracted hospitals but also contracted health care centres which was different from migrants
under Compulsory Migrant Health Insurance Scheme (Aung et al., 2009; Naing et al., 2012; Mon
& Xenos, 2015; Webber et al., 2015; Jaidee et al., 2016).

Most migrant workers had a low level in overall and four domains of accessibility to health
care services, a result consistent with a prior study in the Northeast of Thailand which showed
poor health care access (Khongthanachayopit & Laohasiriwong, 2017). Migrants mostly accessed
care at health care centres due to long distances in travelling to hospital, a result consistent with a
previous study in Songkhla province (Naing et al., 2012). Distance to a health care facility was
substantial for health care access (O'Donnell, 2007). Although most migrants perceived health
care services availability was enough, they reported that the number and opening hours of
contracted health care centres were not adequate. Migrants were able to access health care without
payment. However, many reported that reimbursement for advanced payments from the social
security office was not straightforward. Previous studies in Ranong and Tak provinces of Thailand
also revealed the importance of health care cost in health care access (Aung et al., 2009; Tschirhart
et al., 2016). Migrants requested for friendliness of health care personnel without racial
discrimination, understanding culture and improving quality of provided services were essential,
results congruent with a previous study in the United Kingdom which revealed that migrants were
dissatisfied with health care providers (Madden et al., 2017). However, this finding was
inconsistent with many other previous studies (Charoenmukayananta et al., 2014; Galle et al,,
2015; Mon & Xenos, 2015; Webber et al., 2015).

Stepwise linear regression analysis revealed that policy literacy and barriers were significant
predictors of health care accessibility. Policy literacy can play a crucial role to enhance health care
access and improve health outcome (Batterham et al., 2016). Migrants with high policy literacy
were more likely to increase health care accessibility which was congruent with previous studies
(Levy & Janke, 2016; Amoah & Phillips, 2018; Edward et al., 2018; Tipirneni et al., 2018).
Barriers also affected health care access, resulting in health outcome disparities (Carrillo et al.,
2011). Increased barriers were likely to reduce health care accessibility, a result consistent with
carlier studies (Webber et al., 2012; Lin et al., 2015; Czapka & Sagbakken, 2016; Gonah et al.,
2016; Schmidt et al., 2018;). Personal factors were unable to predict accessibility to health care
services which contrasted with previous studies (Aung et al., 2009; Aung et al., 2010; Hannah &
Lé, 2012; Naing et al., 2012; Gonah et al., 2016; Musumari & Chamchan, 2016;
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Khongthanachayopit & Laohasiriwong, 2017). Migrants could access health care at contracted
hospitals and health care centres. Consequently, personal factors had no association with health
care accessibility, a result consistent with studies in Bangkok and Chiang Mai province, Thailand
(Mon & Xenos, 2015; Nwi et al., 2018).

Based on the findings, recommendations are essential to improve health care services
provision and health care access under the scheme. The Thai government should provide more
translators in hospitals and health care centres. Providing information in the Myanmar language
on the Social Security Scheme website, training health volunteers and distributing pamphlets from
the social security office, and migrant workers” support organisations should be done to facilitate
access to scheme information. Moreover, ability to access health care at private clinics without
payment should be informed to migrant workers in order to reduce waiting times. Factories should
provide enough translators and transportation service that can be available at any time.

This study has certain strengths and limitations. One of the strengths is inclusion of both
closed and open-ended questions for better exploration of policy literacy, barriers and health care
accessibility. Another strength is the involvement of participants who had experience and no
experience of health care access under the scheme. On the other hand, a limitation of this study is
involvement of Myanmar migrant workers in only large and medium-sized factory types in Hat
Yai district, hence caution should be taken before generalising the findings to Myanmar migrant
workers under the scheme in small-sized factories. Another limitation is the use of non-probability
sampling that leading to the selection bias due to recruitment of participants in some factories

which also limit the generalisability of the findings.
CONCLUSION

To our knowledge, this is the first study to explore the current situation of policy literacy,
barriers, and health care accessibility under the Social Security Scheme among Myanmar migrant
workers in Thailand. Results indicated that most migrant workers had low levels in overall policy
literacy, barriers and health care accessibility. Barriers were found to have low level in individual
barriers and moderate level in system barriers. Migrants with high policy literacy were more likely
to access health care, whereas those with high barriers were less likely to access health care services.
Moreover, recommendations are provided to enhance health care access by improving policy
literacy and reducing barriers. As a result, this study can give benefits to the health of migrant
workers by effective utilization of provided services. However, future qualitative studies with in-
depth interviews and focus group discussion should be conducted to explore more on health care
accessibility under the Social Security Scheme among all migrant workers.
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