Meeting at the Crossroads:
Myanmar Migrants and Their Use
of Thai Health Care Services

Pimonpan Isarabhakdi*

Mahidol University

This study assesses the use of health services among cross-border migrants
from Myanmar who are now living in Kanchanaburi Province, western
Thailand. The migrants comprise three main ethnic groups, namely the
Burmese, Karen and Mon, most of whom have no formal education and are
agricultural workers. Results indicate thatalthough the migrants can access
government health facilities, they are still more likely to buy drugs or use
herbal medicines for treating themselves when they have minor illnesses,
while the Thais are more likely to seek medical care from government
facilities. The main difficulties for migrants in accessing heaith services are
their legal status, financial constraints, and an inability to speak Thai.
Moreover, health beliefs also determine the health-seeking behaviors of
migrants, particularly among the Karen who believe in spirits and herbal
medicine, while very few of the Burmese and the Mon do so. This leads to the
conclusion that ethnicity is an important determinant of the utilization of
health services by migrants from Myanmar in Kanchanaburi.

Introduction

Within the Southeast Asian region, labor migration and refugee move-
ments — either legal or unauthorized - constitute major flows of interna-
tional migrants. For Thailand in particular, its rapid economic growth
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through the 1980s and the first half of the 1990s, and in the context of a
sustained decline in fertility from the late 1960s, created labor deficits in
certain economic sectors. These deficits were met through the inflows of
labor, especially of workers from neighboring hizh fertility and low-income
countries and those affected by political instability.

According tothe 1999 United Nations Common Country Assessment of
Thailand, the number of foreign workers from neighboring countries in
Thailand at that time ranged between 760,000 to 1.26 million: their number
appeared to have doubled in the three to four years before the 1997 Asian
economic crisis. About three-quarters of these workers were from Myanmar
with the balance from the Lao People’s Democratic Republic, Cambodia and
China. Over two-thirds of these workers were not registered and were thus
classified as unauthorized migrants. In the wake of the Asian economic
crisis in 1997-1998, many migrants left Thailand. Thailand’s Ministry of
Labor and Social Welfare (MOLSW) estimated that the number of migrants
(Burmese, Laotians and Cambodians) fell from one million in 1998 to
664,000 in 1999. However, by September 2001 the MOLSW estimated that
this number had rebounded to 816,000 unskilled foreign workers (Martin,
2003). Moreover, this number does not include the accompanying spouses
and children of these workers.

Cross-border Migrants from Myanmar to Thailand

The Thai-Myanmar border is approximately 2,500 kilometers long with
nine Thai provinces located next to Myanmar, namely, Chiangrai, Chiangmai,
Maehongson, Tak, Kanchanaburi, Ratchaburi, Prachuabkiri khan, Chumporm
and Ranong. Although there are only six official border-crossing points,
there are countless others that the government cannot control because they
are located in mountainous and /or heavily forested areas.

Migrants from Myanmar began crossing into Thailand in significant
numbers in 1959 during the political struggle in what was then called
Burma. Most of these “long-term” migrants had been granted work permits,
or at least temporary residency, and are permitted to work in specifically
controlled areas only. Flows continued as political unrest in Myanmar
intensified, with larger flows of displaced persons over the Thai-Myanmar
border occurring during the 1980s and 1990s due largely to the increasing
gap in development levels between Myanmar and Thailand. According to
Thai government policy, many of the migrants are identified as displaced
persons, refugees from threats of war wholive inborder camps, or unautho-
rized workers, particularly those whohave moved out from border camps.

Since many Myanmar migrants are in Thailand in an unauthorized
situation, it 1s difficult to determine their actual number, how they are
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distributed within the country, how many live along the borders, and how
many have penetrated deeper into the country. Though itis difficult to be
exact, the estimated number of Myanmar migrants who are living in
Thailand, excluding displaced persons living in camps, is believed to be
aboutonemillion (Archavanitkuletal,, 1997; Martin, 2003). They are spread
along Thailand’s border provinces, working either legally or illegally, and
spending their daily and workinglives with the Thai (Caouette etal., 2000).
These cross-border migrants cover a variety of ethnic groups including the
Burmese, Karen, Monand Thai-yai, all of whom face problems such as poor
health, sanitation, education, drug addiction, and limited income (Chan-
tavanich et al., 2000). They may be prone to greater health risks than non-
migrantsif theylack knowledgeaboutappropriate health behaviors, as well
asif they cannotaccess health care services due to their illegal status, which
makes them ineligible for health care benefits. In addition, their access to
health services may be restricted if they are unfamiliar with existing health
care programs and allied services. Difficulty in communication may make
ithard for migrants to obtain information, causing uncertainty about where
to turn in times of need.

The cross-border migration between Thailand and Myanmar is raising
concern in terms of its potentially adverse impact on Thailand's population
and reproductive health situations as well as the nation’s ability to provide
health care and security for its people. In spite of such concerns, studies on
the specific determinants of health utilization by Myanmar migrants is
scarce. Consequently, in order to better understand the situation of cross-
border migrants in Thailand, this study examined the health seeki ng behav-
iorsand determinants of health utilization by migrants from Myanmar who
are now living in Kanchanaburi Province, Thailand.

As Caouette and others (2000) have found in their study, three main
difficulties that discourage migrants from Myanmar from accessing health
care services are the migrant's legal status, financial constraint, and abili by
tocommunicate in the Thailanguage. However, the fact thatsome Myanmar
migrants in Kanchanaburi have been living in Thailand for a decade sug-
gests that they may have adopted attitudes of the dominant culture of the
hostsociety. Although the unauthorized status of migrants isone important
factor that affects the use of health care services, their interaction with Thai
natives could lessen the barriers in accessing Thai health care services.
However, anthropological studies indicate that cultural differences do not
necessarily fade out with time (Harwood, 1981 cited in Van Der Stuyft et al.
1989). If migrants perceived health care behavior as a typically ethnic trait,
they could hold on to their traditional health care system. Since the migrants
living in Kanchanaburi comprise three major ethnic groups, therefore, it is
argued in this study that the migrants’ use of health care, then, is deter-
mined by their health beliefs which differ by ethnicity.
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The Study Area: Kanchanaburi Province, Thailand

Kanchanaburiis located in western Thailand approximately 129 kilometers
from Bangkok (Figure 1). It is the country’s third largest province, covering
anarea of 19,486 square kilometers. Kanchanaburiis noted particularly for
its unique natural resources includingits diverse forest and wildlife sanctu-
aries; about two-thirds of the province is covered by tropical forests and
mountains. Agricultureand related activities serveas major occupations for
Kancha-naburi’s population, though there are also mining sites in moun-
tainous areas. Three districts in the province, namely Sangkhlaburi, Saiyoke
and Thongphaphum, together have a 374 kilometer-long border with
Myanmar’s Tanintharyi division and the Mon and Karen States. Diverse
ethnic groups including the Mon, Karen and Burmese inhabit the area on the
Myanmar side of the border. Kanchanaburi also houses the largest Karen
population living in Thailand (Oppenheimer et al., 1998).

Data available for 1994 indicate that 90,633 Myanmar laborers resided
in Kanchanaburi (Archavanitkul et al., 1997). In 2000, however, the Kan-
chanaburi Provincial Committee estimated that there were 100,000 non-
registered migrants in the province (Chantavanich et al., 2000). Many of
these migrants have been living in Kanchanaburi for over three decades.
They were forced to move to the province because of economic hardship as
well as political strifein Myanmar. Most of these migrants maintain linguis-
tic, cultural and family ties with their relatives and friends in the Mon and
Karen States on the other side of the border, thus maintaining similarities in
traditions and culture (Chantavanich et al., 2000). Nonetheless, for some
migrants who have lived in Thailand for a long time, they have adopted
many aspects of Thai culture.

Sources of Data

Data for this study were obtained as part of the Kanchanaburi Project
undertaken by the Institute for Population and Social Research, Mahidol
University, with support from The Wellcome Trust.

This study used two sources of data: quantitative and qualitative.
Quantitative data is derived from the second round survey of the Kancha-
naburi Project (2001). The Kanchanaburi Project is a demographic surveil-
lance system employed to collect data from all villages in the project area,
which consists of 100 census blocks /villages (IPSR, 2003). All households
(Thai as well as migrant) in the villages were enumerated in the middle of
2001 and those individuals aged 15 and over in each household were
interviewed.
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FIGURE 1
Mar oF THAILAND

Myanmar migrants are concentrated in the Kanchanaburi project’s
upland area. For this cross-border migrant study, data from 6,656 respon- |
dents living in 19 villages containing at least five migrants from Myanmar
were analyzed. The 19 villages are located in four districts, namely,
Sangkhlaburi, Thongphaphum, Saiyok and Srisawat. These districts are
areas where displaced persons are allowed to have permanent residence
and workin specifically controlled areas. Many of the migrants who arrived
in Thailand before 9 March 1976 are allowed to work in certain areas of
Thailand, while those who arrived thereafter are entitled to the status of
migrants with permanent residence in Thailand or migrants living with
their Thai employers. These migrants are not allowed to travel to other
places outside their province of residence (The Registration Administration
Bureau, 1999).

Qualitative data were also collected to complement findings from the
quantitative study. Qualitative data collection was conducted in April 2003
after the quantitative survey datawere analyzed. Six focus group discussion
sessions with members of the three ethnic groups (Karen, Burmese, Mon)
and twoin-depth interviews withhealth service providers in Thongphaphum
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district, Kanchanaburi, were conducted to gather data on migrants’ health

seekingbehaviors, health beliefs, and the use of health services (government
and private).

Findings
Sﬂc:’a-demﬂgmphic Background nfResponden ts

Myanmar is a nation that comprises eight major ethnic groups with over a
hundred languages and dialects. The sample used in this study reflects
some of this diversity. The three major ethnic groups of cross-border mig-
rants living in Kanchanaburi are the Karen, Burmese and Mon. Among these
groups, the proportion of Karen s the highest, with the proportions of Bur-
mese and Mon being almost equivalent to each other,

Educational levels differ significantly between the Myanmar migrants
and the Thainatives who live in the same communities. Specifically, while
the majority of Myanmar migrants have never received any schooling, the
majority of the Thai have at leasta primary level of education, which is the
compulsory level of education for Thai people.

Since all of the study villages are located in rural areas, most Thai
natives and Myanmar migrants work in the agricultural sector. However,
the Thais are more likely to work on their own farms, while the mi grants
work as agricultural laborers (Table 1).

Reported [llness

lliness and the need for curative care are common reasons for accessing
health care services. In this study, reported illness was analyzed based on
survey data obtained from the study population. It should be noted that all
of the illnesses reported in the survey were self-perceived. Moreover, the
respondents were asked to report any illness that occurred in the year prior
to the survey (1 July 2000 - 30 June 2001). For this study, respondents classi-
fied themselves as being “ill” if they were debilitated to an extent that
prevented them from performing their work as usual. Results show that
approximately 58 percent of Thais and 56 percent of Myanmar migrants
were ill during the past year. The proportion of female Thais and female
migrants who were sick was slightly higher than for their male counterparts
(Figure 2).

Although respondents were asked to report up to three types of ill-
nesses that they had in the past year, very few respondents reported more
than one illness. Consequently, Table 2 shows only the first mentioned
iliness as reported by respondents. The two most commonly reported
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TABLE1
CHARACTERISTICS OF RESPONDENTS BY MIGRATION STATUS

Characteristics of respondents Thai natives Myanmar migrants

Age group

15-24 18.1 17.9
25-540 695 72.2
all+ 124 o8
Total 1000 100.0
M 4,937 1,725
Sex
Male 474 50,5
FFemale 52.6 442
Tkl 100.0 TRk
I 4,931 1,725
Marital status
Married 752 Bd 4
Widowed 28 23
Divorced /Separated 6.0 43
Single 1449 9.4
Total 100.0 1000
N 4,931 1,725
Educational level
No education/less than primary 18.6 u3.3
Primary 62.0 6.5
Secondary 14.8 3
Higher than secondary 4.6 0.0
Total 100.0 10001
M 4 683 1,720
Clecupation
Agriculture 647 19 4
Labor in agricultural sector 114 387
Unskilled labor 239 12.3
Total 100.0 T00.0
] 3,975 1,337

illnesses were the common cold and malaria, most likely because the vast
majority of respondents reside in the upland, agricultural areas of
Kanchanaburi where the prevalence of malaria is among the highest in the
country. A higher proportion of migrants than Thais suffered from colds
and malaria, while the proportion of Thais who suffered from gastroenter-
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FIGURE 2
PrOPORTIONS OF RESPONDENTS WHO REPORTED [LLNESSES WITHIN THE LAST YEAR
BY MIGRATION STATUS AND SEX
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TABLE2

PERCENTAGE DisTRIBUTION OF RESPONDENTS REPORTING [LLNESSES
WITHIN THE LAST YEAR BY MIGRATION STATUS

Hlness within the last year® Thai natives Myanmar migrants
Cold 38.6 535
Malaria 200 284
Gastroenteropathy 9.8 7 4
High/low blood pressure 93 3.1
Asthma o2 214
Urinary tract infections 2.2 1.7
Heart disease 22 0.6
Dhabetes 21 1.4
Thyroid 1.0 0.0
Eye diseases 0.1 0.0
Others 93 Fd

100.0 100,41
N 1,542 430

Note: "This table presents only the first mentioned illness reported by respondents.
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opathy (stomach ache) and high/low blood pressure were higher than for
the migrants.

During qualitative focus group discussions, migrants reported that
they work in the field under the sunallday long. Hence, themost frequently
mentioned sicknesses were headaches, colds, as well as back and muscle
pain, most likely due to the high amount of physical labor required for
agricultural activities. In certain cases, headaches were endurable, while in
others they were so severe that those afflicted could not work. Malaria was
also mentioned as one of the main health problems in the studyarea, and
most villagers in upland areas had experienced malaria once in their life.
Malaria affects mainly men whohuntand gather food in the forest, although
it is also reported among young children. Respondents saw it as curable
disease, and most of them knew the location of malaria centers where they
canreceive appropriate treatment.

Utilization of Health Services bny Cross-border Migrants

Migrants who move often have less access to services than non-migrants.
Moreover, access to services is usually more limited for international mi-
grants, especiallyillegal migrants (Isarabhakdi and Guest, 1998). However,
in Kanchanaburi, as in other parts of Thailand, people can receive services
from many health care centers. The country’s health care system is “plural-
istic” in that villagers have several choices as they seek treatments for
illnesses (Sermsri, 1999). Moreover, the Thai government policy on health
care for non-registered migrants is based on humanitarian grounds and
they cannot be refused care if they seek such services. Consequently, health
services are provided to thousands of migrants in areas where large num-
bers of cross-border migrants live.

Like other provinces in Thailand, Kanchanaburi has relatively well-
developed public (government) and private health services. The public
health system in eachdistrict consists of acommunity (district) hospital and
a network of Tambon (sub-district) health centers. Overall, public health
services are the main health care provider for migrants in Kanchanaburi.

Interviewswith healthservice providersatboth districtand sub-district
levels show that migrant workersare provided with care without discrimi-
nation if they can come for services. As a service provider at a district
hospital noted:

If they (migrants) come, we treat them as our patients. We don't
consider them as being either Thai or Myanmar migrants. If they
don’t have enough money, we still provide them with health care.
But we can treat them only in our facility, if they come here. We
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don’thave enough people to undertake curative and preventative
care outside the facility. We thus rarely give such services.

In focus group discussions, some migrants who had received health

care at a government hospital said that the health personnel treated them
well.

I'was sick with malaria and hospitalized for twonights. The doctors
and nurses treated me really well. They spoke to me nicely.
(Male Mon participant)

lalmostdied ina forest.T had severe diarrhea for days. Didn’t know
how it happened. A friend took me to Thongphaphum hos pital. I
recovered ina day or two, and they were very good to me.

(Male Karen participant)

The dentist was alsonice. | had my tooth fixed once at the hospital
(Burmese participant)

Nevertheless, some migrants donotaccess government health services
(Table 3), and as expected, a smaller proportion of migrants compared to
Thai non-migrants use Thai government health care facilities. Approxi-
mately 78 percent of the Thais who were sick in the past one year sought
government health care services. In the same period, only half of the
migrants did so.

When the type of health facility is taken into consideration, results show
that the Thais are more likely than migrants to get health care from commu-
nity hospitals. However, almost the same proportions of migrants and
Thais seek medical treatment at government health centers and Malaria
units. These centers and units are the primary sources of health care in the
area, largely because they are located near communities. Malaria units are
also important as they provide appropriate treatment for malaria patients.
Seeking care from a hospital is also more expensive, especially when
transportation costs are taken into account.

After controlling for level of education, the proportion of Myanmar
migrants who obtain health care at community hospitals is still lower than
for the Thai (Table 4), although the use of health centers and Malaria units
are similar between the two groups. Hence, while migration status affects
the use of government hospital services, it does not affect access to primary
care units (health centers, Malaria units).

In addition, migrants are more likely than Thais to use private health
services such as private clinics, largely because these clinics are convenient
toaccess interms of time and transportation. All of the clinics are located in
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TABLE3

117

HEALTH SEEKING BEHAVIOR FOR OF RESPONDENTS FOR FIRsT MENTIONED [LL NESS
WitHiN OnNE YEAR By MIGRATION STATUS

Methods of treatment Thai natives Myanmar migrants
Mo treatment 13 1.7,
Purchase drugs for self-treatment 124 324
Government health service 780 56.6

Government hospital 47.1 30.0
Health center 257 234
Malaria unit 53 3.2
Private service B3 44
Clinic/private hospital 75 5.6
Herbalist/traditional doctor 0.4 0y
Total 100.0 TikHEA)
N 1,854 534
TABLE4

HEALTH SEEKING BEHAVIOR OF RESPONDENTS FoR [LLNESS WiTHIN ONE YEAR
By MIGRATION STATUS AND EDUCATIONAL LEVEL

Thai natives

Myanmar migrants

No Primary Mo Primary
education/ and higher education/ and higher

less than than less than than

Methods of treatment primary primary primary primary
Mo treatment 2.0 1.7 1.4 4.3
Purchase drugs for self-treatment 115 121 322 326
Government hospital 55.3 47.7 31.2 239
Health center 193 24.2 243 261
Malaria unit 35 b2 30 43
Chinic/private hospital 75 BS 7.3 63
Herbalist /traditional doctor 09 05 06 2.2
Total 100.0 100.0 100.0 100.0
N 347 1,590 494 46
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the center of the district, and most of them are open from early morning to
late afternoon, the same time that villagers come to the market in town.,
Some migrants who work on a daily wage basis also find it convenient to
access private clinics where they do not have to wait for a long time to see
the doctor, as they would when using governmenthospital services. More-
over, private service providers donotask for migrants’ identification cards
or about their backgrounds.

Inthis study area, private health servicesalso includeservices provided
by somenon-governmental organizations such as the Christian Missionary
Hospital in Sangkhlaburi district. This hospital is quite popular among
migrants, especially those who do not speak Thai well because some hos-
pital staff can speak Mon and Karen (Chantavanich et al., 2000). Therefore,
itis not surprising to see a large proportion of the Karen who usually live in
remote mountainousareas come toreceive health services from this private
sector provider.

Ethnic Differences in the Utilization of Health Care Services

It is not surprising that cross-border migrants from Myanmar have less
access to Thai governmenthealth servicesrelative to the Thaiwho livein the
same communities. Qualitative data reveal that the majority of migrants
who participated in focus group discussion sessions mentioned that they
would first resort to purchasing medicine at local drugstores to treat
themselves. If they are not cured, they would go to a hospital. However,
when one looks closely at the health seeking behaviors of the three major
migrant ethnic groups, the survey data reveal interesting differences. Spe-
cifically, while the proportions of those who did not receive any treatment
among the three groups were the same, their health seeking behaviors were
different (Table 5). The health seeking behavior of the Karen, in particular,
is significantly different from that of the Burmese and the Mon. Approxi-
mately three-quarters of migrants who belong to the Burmese and the Mon
groups seek health care from Thai government health services when they
are ill, whereas less than one-third of the Karen would do so. Over half (54
percent) of Karen migrants buy medicine from drugstores to treat them-
selves when they are sick and only a quarter of the Karen use government
health services.

In-depth interviews with health service providers confirm the health
seeking behaviors of migrants. They noted that of the three ethnic groups,
the Karen are better at tolerating illness, coming to use health services only
when they are seriously ill. The Mon and the Burmese who live close to the
district center, however, like to receive services at Thai government health
facihities.
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TABLES
HEeaLTH SEEKING BEHAVIOR OF MyYanMaRr MIGRANTS
For FirsT MENTIONED [LLNESS WiTHIN ONE YEAR BY ETHNICITY

Myanmar migrants*

Methods of treatmeant Mon Burmese Karen Tatal
Mo treatment 24 24 2.1 23
Purchase drugs for self-treatment 16.1 F1.8 60.2 36.3
Government health service 742 726 2T 51.6
Government hospital 323 46 4 14.1 264
Health center 379 226 115 22.1
Malaria unit 4.0 3.6 2.1 Jn
Private service 73 131 oy Y.h
Clinic/private hospital 56 13.1 B.Y 5.8
Herbalist/traditional doctor 1.6 .0 1.0 1.0
Total 100.0 10010 100.0 mnon
N 124 84 191 359

Note: * Migrants who use Thai language as their primary language in a household are
exchuded.

The Burmese and the Mon are like Thais, they like to come to the
hospital for treatment. Some days, the number of Thai patients and
Burmese patients arealmost the same. But the Karen, they livein the
forest, in the natural environment. They don’t like modern medi-
Clne.

(Service provider in Thongphaphum hospital)

Language Ability and the Use of Health Services

Culture and language often set migrants and displaced persons apart from
others who live in the same area. Language differences obviously make
communication difficult and can discourage people from obtaining health
services. Furthermore, mass media messages about health care and other
services may not reach or mean much to migrants whose language and
culture differ from those of the surrounding population. Those who do seek
services may find it difficult or embarrassing to communicate and may not
be able to ask for what they want or to understand fully what providers are
asking or telling them.

Survey results indicate thatamong Myanmar migrants, those who are
able to speak Thai use government health services to a greater extent than

B —
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TABLEG
HEeALTH SEEKING BEHAVIOR OF MYANMAR MIGRANTS
For [LLNEss WiTHIN ONE YEAR AND By ABILITY TO SPEAK THAI

Ability to speak Thai language®

Methods of treatment Yes* Mt
Mo treatment 0.0 2.
Purchase drugs for self-treatment 207 344
Covernment services 711 488
Government hospital 4410 251
Health center 27 4 204
Malaria unit 3.7 28
Private service 8.1 14.7
Clinic/private hospital B.1 137
Herbalist /traditional doctor 0.0 ne
Total 1000 T00.0
™ 135 4237

Notes: * Classified by primary language used in a household
™t Migrants who use Thai language in a household
" Migrants who use Burmese, Mon and Karen language in a houschold

those who are unable to speak Thai (Table 6). The migrants who do not
speak Thai do not seek any treatment or use private health services more
than those who can speak Thai.

Qualitative dataalso show that this communication problemis another
major factor that causes difficulties in accessing health service for cross-
border migrants. Migrants from Myanmar generally live in communities
where several other migrants of the same ethnic group are living. Hence,
they use their own language (Karen, Mon or Burmese) as their primary
means of communication. Migrants usually do not learn the Thai language
through the Thai educational system. Some have learned to speak Thai
through contact with Thai natives in their communities or workplaces.
However, they are not able to speak Thai well. When they are sick, they
prefer to buy medicine from a drugstore where no one will ask them in-
depth about their symptoms, unlike at a government hospital where they
have to communicate well with health service providers. Asa case in point,
one female Burmese migrant said that when she got pregnant, she did not
haveanyantenatal careata Thai hospital or health center and she delivered
her babies athome. This was because she could not speak Thaiat that time.
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I delivered my two babies at home. A traditional birth attendant
who lived in this village helped me. [ did not go to the health center
to have antenatal care. At that time, I had just moved here. [ could
notspeak orlisten to the Thailanguage. [ was afraid that the health
personnel would ask me in Thai and I could not answer.

Health Beliefs among Cross-border Migrants

Health behavior is related to what people know, believe, think and feel
abouthealth, and how such cognitive and affective bases are related to what
they do. Differencesin the health seekingbehavior of the three ethnic groups
may due to their different health beliefs. Findings from focus group discus-
sions with migrants show that beliefs about the causes of illness are
important in determining health seeking behaviors. The most prominent
group that believes in spirits is the Karen, followed by the Mon, while the
Burmese do not mention spirits or spiritual healers. Qualitative data reveal
that spirits play important roles in the Karen's daily lives, especially since
they normally live in remote, hilly and forest areas. The Karen believe that
some sicknesses are caused by spirits. For example, if they offended a spirit,
they will become ill. They also believe that spirits influence their lives; for
instance, if they lose valuable items, they will get them back if they propiti-
ate the spirits. Hence, the Karen in particular believe in both natural and
spiritual healing.

Among the three ethnic groups, the Mon and the Karen frequently
mentioned illnesses thatwere caused by spirits. They differentiate between
normalillnesses and illnesses caused by spirits by observing the timing and
severity of the illness. If the symptoms of the illness develop slowly, a
person is perceived to have a normal illness. On the contrary, if a person
becomes ill due to spirits, he or she will have a sudden, severe illness or
symptoms such as very high fever, severe headache or unconsciousness.
For example, the wife of a village health volunteer in a Karen community
believes in supernatural power and spirits. When her youngest child was
Just a baby, she used incantations to treat her ill baby:.

When my youngest daughter was just a baby, she had high fever. |
tried to cool her body temperature down by applying a wet towel
over herbody. I did thatall night. Her fever was still there. | finally
used incantation with an egg rolling over her body. Her fever then
disappeared.

In every focus group discussion there were some participants who had
sought out traditional caregivers and healing methods to cure their ill-
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nesses. They chose the type of treatment according to their beliefs in the
causes of illness. If they feel that spirits or other supernatural forces are
causing their sickness, they will seek treatment from spirit healers. These
spirit healers usually are older persons who are also Myanmar migrants
living in the same or nearby community. The healing methods may include
using holy water and incantations. In some cases, migrants prefer tradi-
tional healers who use herbal medicines to treat chronic illnesses. One
female (Burmese) participantsaid thatshe was hospitalized for diabetes for
severaldays, butit wasnot cured. After being discharged from the hospital,
she drank boiled minced herbal grass water. Her diabetes has since been
cured. A male Karen who is a village health volunteer also treated himself
by taking herbal medicineafter usingmodern medicine from a health center.

I suffered from joint pain. I took medicine from a health center
several times, but the pain did not go away. I took only one pot of
herbal water and the pain disappeared.

Cost of Health Care

Since most migrants have no legal status, they often migrate to Thailand
without travel documents, usually having been persuaded by relatives and
friends to migrate to work in Thailand. They thus have no work permits or
identification cards and usually work on farms. Some migrants workalong-
side Thai natives, but the migrants normally receive very low wages in
comparison. The mean annual income of mugrants is 15,578 Baht (1US$=
about 39 Baht), much lower than the income of Thai natives living in the
same community who earn 43,141 Baht. Hence, migrants usually have no
savings and face financial constraints.

As mentioned earlier, Thai government health service centers provide
care for non-registered migrants based on humanitarian grounds. The
migrants who participated in focus group discussions accept that thereis no
discrimination in their receiving health care. However, they usually do not
seek government services, partly due to the direct cost of health care since
they have to pay for treatment. Other indirect costs include transportation
and loss of working time.

As noted earlier, migrants first resort to buying medicine for treating
themselves when they are ill, especially those who cannot pay health care
costs. The medicine that they usually buy contains three to five different
ingredients and is known locally as “Ya-chud.” Buying this medicine from
a local drugstore costs only 3-5 Baht per set of medicine, while visiting a
hospitalmay costat least30 Baht for those who havea healthinsurance card.
At present, the Thai government is implementing a Universal Health Care
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Coverage Policy where every Thai citizen is covered by at least one health
insurance scheme. Those Thais who are not government officials or who
have no social security insurance card must pay 30 Baht per visit when they
receive care from governmenthealth facilities. However, most mi grants are
not eligible for this insurance and must pay the actual cost of health care.
Therefore, they will go to the hospital only as a last resort.

Treatment for malaria is an exception here, and most migrants know
where they can receive treatment. The majority of participants in focus
group discussions who have had malaria received treatment at the Malaria
unit where treatment is free of charge.

In Thongpaphum (district), at the malaria unit we can go for
treatment for free. We can donate some money to the unit. Butif we
don’t have much money, we can contribute what we can.

(Male Burmese participant)

Cost of health care may discourage some migrants and their families
from receiving preventive health care. For example, one Burmese-speaking
male migrantina focus group discussion mentioned that his wife delivered
their first baby in a government hospital, for which they paid 1,500 Baht,
How-ever, his baby did not receive any postnatal care (immunizations)
since there was no money to pay for it. The man also said that his baby was
not sick, so he did not need to take his baby to receive hospital services.

Nevertheless, health care costs may not be the only factor obstructing
some migrants from seeking modern health care. Since some migrants work
for daily wages, they cannot afford to take a day off waiting in line at a
hospital. Hence, they may seek treatment at private clinics in town that
provide care in the evening, even though these clinics may cost a patient
almost the same amount as visiting government facilities, particularly the
community hospital. Furthermore, while the cost of government health care
1susually lower thanat private clinics, patients must pay more for trans por-
tation to get to the government facility. For example, the Thongphaphum
district hospital is located outside the district center, while most private
clinics are located near the market so that patients can access their services
much more easily.

Discussion and Conclusion
The factors associated with accessing Thai health services by cross-border

migrants in Kanchanaburi are complex. Nevertheless, the main factors
related to the utilization of health services can be isolated.






