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ABSTRACT 

 Quality of life among migrant workers is shaped by multilevel determinants 

across intrapersonal, interpersonal, institutional, and community levels. However, 

limited recent evidence exists on how these factors influence the quality of life of 

Myanmar migrant workers, particularly in border areas of Chiang Rai Province, 

Northern Thailand. This study aimed to assess the quality of life (QoL) and identify its 

associated factors among Myanmar migrant workers in Chiang Rai Province using the 

social-ecological model as the theoretical framework. A community-based cross-

sectional study was conducted among 420 Myanmar migrant workers from eight 

randomly selected communities in Mueang and Mae Sai districts. Data were collected 

using validated structured questionnaires, including the WHOQOL-BREF, through 

self-administered and face-to-face interviews after obtaining informed consent. Chi-

square tests and binary logistic regression were used to identify significant associations 

at a significance level of p-value < 0.05. A total of 420 Myanmar migrant workers 

participated in the study, with 53.1% being male and a mean age of 32.3 years (SD = 

9.9). About 16.2% had chronic diseases and 21.2% were undocumented, while 

construction was the most common occupation (45.8%). Most participants reported 

moderate quality of life (68.6%), followed by poor (20.2%) and good quality of life 

(11.2%). Multivariable logistic regression identified chronic disease, type of residence, 

depressive symptoms, social support, job satisfaction, and discrimination as significant 

factors associated with poor quality of life. The odds of having poor quality of life were 



2.96 times (95% CI = 1.29-6.81) higher for those who had chronic diseases like 

hypertension and diabetes mellitus compared to those who did not have any chronic 

diseases. Those who lived in house provided by employer, on-site work compound or 

shared housing with other families had a greater chance of poor quality of life than 

those who were staying in rented house with 3.59 times (95% CI = 1.75-7.38). 

Moreover, participants who had moderate to extremely severe depressive symptoms 

had 15.33 times (95% CI = 5.86-40.08) higher chance of poor quality of life compared 

to those who had no to mild depressive symptoms. Those who received low to moderate 

social support had a greater chance of having poor quality of life than those with high 

social support with 6.35 times (95% CI = 2.15-18.74).  The odds of poor quality of life 

were 6.72 times (95% CI = 3.33-13.56) higher for the individuals who had very low to 

low job satisfaction compared to those who had average to very high job satisfaction. 

Lastly, participants who reported moderate to high discrimination had 3.50 times (95% 

CI = 1.44-8.53) higher odds of having poor quality of life compared to those who 

reported low discrimination. Targeted interventions addressing chronic disease 

management, mental health support, and workplace conditions are needed to improve 

the quality of life of Myanmar migrant workers. Strengthening social support systems 

and reducing discrimination through community and policy-level actions are also 

essential to promote their overall well-being. 

Keywords: Quality of Life, Myanmar Migrant Workers, Factors Associated, Border 

Area, Thailand 
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CHAPTER 1 

 

INTRODUCTION 

 

1.1 Background 

 
Migration has been a defining feature of human history, driven by various 

factors such as the pursuit of work, education, and economic opportunities, family 

union, and escape from conflict. Environmental factors, including climate change and 

natural disasters, have also played a significant role in shaping migration patterns. The 

current United Nations estimate is that there are approximately 281 million 

international migrants globally, accounting for 3.6% of the world’s population, with 

169 million of them being migrant workers (1).  

Myanmar nationals, like other migrants worldwide, move internationally to find 

job opportunities and improve their lives, often driven by economic challenges, natural 

disasters, political conflicts, and ongoing warfare (2). According to the 2014 Myanmar 

Population and Housing Census, over 2 million Myanmar nationals had migrated 

globally even at that time. Migration destinations include developing countries like 

Thailand, Malaysia, Vietnam, China, and India, as well as developed nations such as 

the United States, United Kingdom, Singapore, the Republic of Korea, and Japan. Since 

then, Thailand has played as the main country of destination for most migrants from 

Myanmar, hosting over 70.0 % of all Myanmar nationals abroad (3).  

Recent data from the International Organization for Migration (IOM) still 

highlights Thailand as the most significant destination for Myanmar nationals. The 

Thailand-Myanmar border, spanning over 2,400 kilometers, is recognized as the largest 

migration corridor in Southeast Asia and one of the top 20 in the world. Between 

January 2023 and February 2024, approximately 1.5 million Myanmar nationals 

crossed this border, mainly through Mae Sai border crossing (4, 5). Moreover, 

following the military takeover in 2021, there was a significant increase in irregular 

entries of Myanmar migrants, despite the steady number of entries from 2018 onwards. 

As of March 2024, the Department of Employment reported 2,308,166 registered 
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Myanmar migrant workers in Thailand which is the highest number in recent years, 

accounting for 70.0% of all registered migrants (4). The main driver for long-term 

migration to Thailand was employment, with a majority of Myanmar migrants moving 

in search of employment opportunities (5).  
Based on the data by IOM as of June 2024, Myanmar people usually migrate to 

provinces like Tak, Chiang Rai, Kanchanaburi, Chumphon, Chiang Mai, Mae Hong 

Son, Phetchaburi, Prachuap Khiri Khan, Ranong, and Ratchaburi (6). Additionally, 

from 2022 onwards, Chiang Rai, a semi-urban province in Northern Thailand near the 

Thai-Myanmar border, has become a more popular destination for Myanmar migrants, 

hosting 50,900 of them as of June 2024 (4, 6). According to the Chiang Rai Provincial 

Employment Office, Myanmar nationals make up 94.9% of all migrant workers in the 

province, with the highest concentrations in Mueang Chiang Rai District and Mae Sai 

District (7). Furthermore, the IOM Thailand report, Multi-Sectoral Assessment of 

Needs: Chiang Rai Factsheet, highlighted that the top three regions of origin among 

surveyed migrants in Chiang Rai were Shan (East), Mandalay, and Yangon. 

Notably, 45.0% of respondents reported migrating to Thailand after the military 

takeover in Myanmar in February 2021(8). 

Migrants from Myanmar mostly find employment in construction, agriculture, 

food production, services, vendor, fishing, domestic work, hospitality and 

manufacturing (4, 8). Among these, sectors such as agriculture and fisheries are vital to 

Thailand’s economy but rely heavily on migrant labor. These industries often offer low 

wages and poor working conditions, attracting a lot of undocumented workers 

especially from Myanmar (3). Additionally, these migrant workers often take on “3D 

jobs” (difficult, dangerous, and dirty) that would not attract most native Thai employees, 

exposing them to higher risk of work-related accidents and health problems than that 

faced by nationals (9). Moreover, a World Bank Group report highlighted that migrant 

workers from Myanmar, Laos, and Cambodia in Thailand face poor living and working 

conditions. Unregistered migrants are especially vulnerable, lacking legal protection 

and facing low wages, long hours, and exploitation. Many employers deduct costs from 

wages, and some workers receive less than the minimum wage. Additionally, poor 

working environments, crowded housing conditions, inadequate ventilation, and 

unhygienic facilities expose migrants to physical, emotional and social health risks. 
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Fear of deportation and inadequate services also prevent many from accessing 

healthcare and social support (10, 11). Additionally, migrant workers worldwide face 

high risks of occupational injuries and illnesses because they often work in dangerous 

conditions without proper safety training. Studies show that many face discrimination 

at work, have trouble reporting unsafe conditions due to fear of punishment, and 

struggle to access healthcare and compensation. Language barriers and short-term jobs 

also make safety training less effective, putting them at even greater risk (12).  

Furthermore, recent policy changes by the United States (U.S.) government to 

freeze foreign aid have had significant adverse effects on Myanmar migrant workers 

and refugees in Thailand, as highlighted by multiple reports. The suspension of funding 

has severely disrupted essential services, particularly healthcare, leaving many without 

access to critical medical care and increasing health vulnerabilities, especially along the 

Thai-Myanmar border (13, 14). All of these cumulative issues mentioned above can 

significantly affect their physical, mental, social and environmental well-being, making 

migrant workers’ quality of life a critical area of concern. 

The term quality of life (QoL) is as an individual's perception of their position 

in life in the context of the culture and value systems in which they live and in relation 

to their goals, expectations, standards and concerns. It is a multidimensional construct 

involving physical health, psychological health, social relationships, and environmental 

domains, as defined by the World Health Organization (15). Living with a high quality 

of life can promote overall well-being, enabling individuals to maintain good physical 

health, mental stability, social engagement, and environment satisfaction. However, 

living with poor quality of life can have significant impacts at individual, family, and 

societal levels, leading to severe health burdens, financial strain, and reduced workforce 

productivity. At the individual level, poor quality of life is closely linked to increased 

mortality risk, as lower quality of life scores are strong predictors of adverse health 

outcomes (16). At the family level, poor quality of life can impose emotional and 

financial burdens, as caregivers often experience psychological distress, economic 

hardship, and disruptions in daily life due to the high demands of care (17). On a societal 

scale, poor quality of life can contribute to widespread economic challenges by 

reducing workforce productivity, increasing absenteeism, and decreasing work 

efficiency (18, 19). 
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 Numerous factors are continuously interrelated at various levels, shaping 

quality of life. These levels involve hierarchical interactions of physical, social, and 

institutional components between individuals, workplaces, and the broader community. 

Therefore, to fully understand how various factors influence qualtiy of life at different 

levels, a comprehensive approach is essential. The social-ecological model provides 

such a framework, considering intrapersonal, interpersonal, institutional, community, 

and public policy levels, each representing different factors that interact to varying 

degrees in shaping quality of life. 

In many studies worldwide, the quality of life of migrant workers has been 

shown to be mostly low or moderate. Research from developed countries, such as 

Germany (20), Spain (21), the United States (21), and Canada (21), revealed that 

migrant workers generally experience a lower quality of life than native residents likely 

due to discrimination experiences, undocumented status, and lack of health insurance. 

Similarly, studies from developing countries, including China (22), Bangladesh (23), 

and India (24, 25) hightlighted that migrant workers' quality of life is also lower when 

compared to local residents. In fact, more than half of the migrant worker participants 

in these studies reported a low quality of life. Interestingly, studies done among 

Myanmar migrant workers in different regions of Thailand, such as South of Thailand 

(26), Chiang Rai Province (27), Samut Sakhon Province (28), and Phang Nga Province 

(29), stated that most Myanmar migrant workers had moderate quality of life scores, 

followed by low or high quality of life scores. 

Most previous studies on migrant workers have focused on personal or 

unmodified factors contributing to quality of life (24, 25, 30). However, some studies 

have also highlighted modifiable factors, such as mental health status including 

depression, anxiety and stress (26, 31–33), chronic disease (22, 34), social support (35–

37), access to healthcare (22), and health insurance status (28), which all play a role in 

quality of life among migrant workers. Identifying these contributing factors is essential 

because some predictors can be modified to improve quality of life. Despite this, 

research on key factors like discrimination and health risk behaviors among Myanmar 

migrant workers remains limited. Furthermore, there is a lack of recent, updated 

information on Myanmar migrant workers in Chiang Rai Province, even though the 

area is becoming an increasingly important destination for migrant labor. Most studies 
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in Thailand focus on provinces with larger industrial bases, overlooking the unique 

social, economic, and healthcare challenges faced by migrant workers in the northern 

provinces. 

To address these gaps, the present study incorporated a broader perspective by 

assessing the combined influence of intrapersonal, interpersonal, community and 

institutional factors on quality of life of Myanmar migrant workers particularly in 

Chiang Rai Province by using the social-ecological model. The model is proven to be 

useful in explaining quality of life because it depicts how contextual and individual 

factors influence quality of life (38).  

Furthermore, this research supports Sustainable Development Goals 3 by 

improving access to healthcare, addressing mental health issues, and reducing health 

gaps among vulnerable groups like migrant workers. It contributes to the goal of 

ensuring healthy lives and well-being for all by addressing inequalities and improving 

healthcare quality for marginalized groups. Additionally, this study aligns with 

Sustainable Development Goals 10, which focuses on reducing inequalities within and 

between countries. By addressing these disparities, the research helps promote social 

and economic equality for migrant workers, ensuring they are included in sustainable 

development efforts. 

Therefore, this study aimed to examine the quality of life and its associated 

factors among Myanmar migrant workers in Chiang Rai Province, Thailand. By 

focusing on this underexplored region, the research provides locally relevant insights 

into the determinants of quality of life. The findings contribute to a deeper 

understanding of the unique challenges faced by this vulnerable population. Moreover, 

this study provides evidence-based recommendations and public health information to 

enhance policies and interventions. Ultimately, this research offers actionable insights 

to improve the well-being of Myanmar migrant workers and contributes to a more 

inclusive and equitable society. 
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1.2 Research Questions 
 

1.2.1 What is the quality of life among Myanmar migrant workers in Chiang 

Rai Province, Thailand? 

1.2.2 What factors are associated with the poor quality of life among Myanmar 

migrant workers in Chiang Rai Province, Thailand? 

 

1.3 Research Objectives 

 
1.3.1 To assess the quality of life among Myanmar migrant workers in Chiang 

Rai Province, Thailand. 

1.3.2 To identify the factors associated with the poor quality of life among 

Myanmar migrant workers in Chiang Rai Province, Thailand. 

 

1.4 Research Hypotheses 

 
1.4.1 Intrapersonal level factors are significantly associated with the poor 

quality of life of Myanmar migrant workers in Chiang Rai Province, Thailand. 

1.4.2 Interpersonal level factors are significantly associated with the poor 

quality of life of Myanmar migrant workers in Chiang Rai Province, Thailand. 

1.4.3 Institutional level factors are significantly associated with the poor quality 

of life of Myanmar migrant workers in Chiang Rai Province, Thailand. 

1.4.4 Community level factors are significantly associated with the poor quality 

of life of Myanmar migrant workers in Chiang Rai Province, Thailand. 

 

1.5 Study Scope 

 
This study focused on assessing the quality of life and its associated factors 

among Myanmar migrant workers in Chiang Rai Province, Thailand by using a 

quantitative cross-sectional design. The research examined various factors at the 
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intrapersonal, interpersonal, institutional, and community levels, including socio-

demographic characteristics, mental health status, social support, workplace conditions, 

discrimination, and access to healthcare by using social-ecological model. Data was 

collected using structured questionnaires and analyzed statistically to determine the 

relationship between these factors and quality of life. Moreover, by using validated 

tools to measure mental health status, social support, discrimination, job satisfaction 

and quality of life of Myanmar migrant workers, the study aimed to provide a 

comprehensive understanding of the challenges faced by this population. The results 

contribute to evidence-based recommendations for improving public health policies, 

workplace environments, and healthcare accessibility for migrant workers. The study 

scope was geographically limited to Chiang Rai Province and does not cover other 

provinces or non-migrant populations. 

 

1.6 Operational Definitions 

 
1.6.1 A migrant worker specifically refers to an individual who move to another 

country to engage in paid employment. For this study, Myanmar migrant workers refer 

to workers originating from Myanmar who have resided in Mueang Chiang Rai District 

and Mae Sai District of Chiang Rai Province, Thailand, for at least six months before 

the data collection. 

1.6.2 Quality of life (QoL) refers to an individual's perception of their position 

in life in the context of their culture, value systems, personal goals, and expectations, 

as defined by the WHO. Quality of life was measured using the WHOQOL-BREF, 

focusing on four domains: 

      1.6.2.1 Physical Health refers to bodily health, pain, energy, and medical 

dependence. 

      1.6.2.2 Psychological Health refers to emotional well-being, self-esteem, 

and cognitive functioning. 

      1.6.2.3 Social Relationship refers to personal relationships, social support, 

and communication. 
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      1.6.2.4 Environmental Health refers to safety, financial stability, living 

conditions, and resource accessibility. 

      1.6.2.5 Overall quality of life refers to the total score derived from the four 

domains measured by the WHOQOL-BREF: physical health, psychological health, 

social relationships, and environmental health. Each domain was scored separately, and 

an overall QoL score was calculated by combining these scores according to the 

WHOQOL-BREF guidelines. Higher scores indicate a better-perceived quality of life. 

The quality of life scores were categorized into poor, moderate or good. For the data 

analysis, participants with “good” and “moderate” QoL scores were grouped together 

and compared with those with “poor” QoL scores. 

1.6.3 Age refers to the number of years a person has lived since birth, as self-

reported by the participant. 

1.6.4 Sex refers to the participant's self-identified biological sex, categorized as 

male or female. 

1.6.5 Ethnicity refers to a participant's self-identified affiliation with a specific 

ethnic group based on shared cultural, linguistic, or ancestral characteristics, 

categorised as Burma, Karen, Shan, Mon or other. 

1.6.6 Living arrangement in Thailand refers to the participant’s current 

residential status, specifically whether they live with family members (such as parents, 

siblings, spouse, children, or extended relatives), alone, or with non-family members.  

1.6.7 Family members in Myanmar refers to whether the participant has family 

members currently residing in Myanmar, with response options categorized as yes or 

no. 

1.6.8 Health insurance refers to whether an individual possesses insurance that 

helps cover medical expenses in cases of illness, injury, or other health-related needs, 

with response options categorized as no or yes. 

1.6.9 Educational attainment refers to the highest level of formal education 

completed by the participant, categorized as no formal education, primary school, 

secondary school, or university and above. 
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1.6.10 Marital status refers to the participant's self-reported current 

relationship status, categorized as married, single, separate, divorced, or 

widowed. 

1.6.11 Chronic disease refers to the self-reported presence of chronic 

conditions such as diabetes, hypertension, or other long-term illnesses diagnosed 

by the physician, categorized as no or yes. 

1.6.12 Health risk behavior refers to any activity or lifestyle choice that impacts 

an individual's physical or mental health, categorized into alcohol use, smoking, or 

exercise. 

      1.6.12.1 Alcohol consumption refers to the consumption of alcoholic 

beverages at any point in life, classified into three groups based on self-reported 

drinking history: none (never consumed alcohol), ex-drinker (previously consumed 

alcohol but no longer drinks), and current drinker (currently consumes alcohol). 

      1.6.12.2 Smoking refers to cigarette smoking and other forms of tobacco use, 

categorized as none (never smoked), ex-smoker (previously smoked but has quit), and 

current smoker (currently smokes tobacco). 

      1.6.12.3 Exercise refers to physical activities, including moving an arm, leg 

and body for 30 minutes at least three times per week, categorized into no (does not 

engage in exercise) and yes (engage in exercise).  

1.6.13 Duration of stay in Thailand refers to the total time the participant has 

lived in Thailand, measured in years. 

1.6.14 Area of residence refers to the geographical location where a participant 

lives, classified based on the type of area, categorized as urban which is Mueang Chiang 

Rai District and semi-urban which is Mae Sai District.  

1.6.15 Type of residence refers to the participant’s current living housing, 

categorized as rented house, employer-provided housing, on-site work compound, and 

shared housing with other families. 

1.6.16 Thai language proficiency refers to the participant's self-reported ability 

to read, listen, write and speak the Thai language, categorized as none, basic, or fluent 

for all four Thai language skills. 
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1.6.17 Documentation status refers to whether the participant has valid legal 

documentation to reside and work in Thailand, categorized as documented or 

undocumented. 

1.6.18 Monthly income refers to the total earnings received by the participant 

within a month, measured in Thai Baht. This is followed by an assessment of income 

sufficiency, where participants indicate whether their monthly income is “insufficient” 

or “sufficient.” 

1.6.19 Mental health status refers to the participant's psychological well-being, 

specifically focusing on symptoms of depressive symptoms, anxiety, and stress. Mental 

health status is measured using the Depression, Anxiety, and Stress Scale (DASS-21. 

Each subscale is categorized as normal, mild, moderate, severe or extremely severe. 

1.6.20 Social support  refers to the perceived availability and actual receipt of 

support from family members, friends, and coworkers. Social support is measured using 

a self-reported questionnaire adapted from Thoits' framework, categorized as low, 

moderate or high social support. 

1.6.21 Type of occupation refers to the participant's employment sector, 

including their previous occupation in Myanmar and their current occupation in 

Thailand, categorized into agriculture, construction, manufacturing, or other relevant 

sectors. 

1.6.22 Work environment refers to the physical setting where participants 

perform their primary job duties, as reported by the participants, categorized into indoor, 

semi-indoor, or outdoor. 

1.6.23 Primary mode of transportation to the workplace refers to the mode of 

transportation used by the participant to commute between their place of residence and 

their workplace on a daily basis, categorised as own motorbike or bicycle, on foot or 

employer-provided vehicle. 

1.6.24 Job satisfaction refers to the participant's overall sense of fulfillment with 

their current job. It is assessed using the Generic Job Satisfaction Scale, categorized as 

very high, high, average, low, or very low. 

1.6.25 Length of time in current job refers to the duration that the participant has 

been continuously employed in their current position, measured in years.  
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1.6.26 Access to healthcare refers to a participant's ability to reach, obtain, and 

afford healthcare services, measured through five components: accessibility, 

acceptance, availability, affordability and appropriateness. The overall total score for 

access to healthcare is categorized as low, moderate, or high. 

1.6.27 Discrimination refers to the participant's self-reported experiences of 

unfair treatment in their daily lives, based on interpersonal interactions, as measured by 

the Everyday Discrimination Scale (EDS), categorized into low, moderate or high 

discrimination. 

 

1.7 Conceptual Framework 

 
The conceptual framework for this study was developed using the social-

ecological model to explore the factors influencing quality of life among adult 

Myanmar migrant workers in Chiang Rai Province, Thailand. The social-ecological 

model, originally proposed by Mcleroy et al. (39), outlines the interplay between 

various levels of influence on behavior and health outcomes. The original model has 

five levels: intrapersonal, interpersonal, institutional, community, and public policy. 

However, the model was adapted for this study to include only four levels. 

Key independent variables were divided into 4 levels, including intrapersonal 

level (age, sex, ethnicity, living arrangement in Thailand, family members in Myanmar, 

health insurance, educational attainment, marital status, chronic disease, health risk 

behavior, duration of stay in Thailand, area of residence, type of residence, Thai 

language proficiency, documentation status, monthly income, monthly income 

sufficiency, mental health status), interpersonal level (social support), institutional level 

(previous occupation in Myanmar, current occupation in Thailand, work environment, 

primary mode of transportation to the workplace, job satisfaction, length of time in 

current job) and community level (access to healthcare, discrimination). The dependent 

variable, quality of life, consists of physical, psychological, social, and environmental 

health domains. 
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Figure 1.1 Conceptual Framework 

Intrapersonal Level 
• Age 
• Sex 
• Ethnicity 
• Living arrangement in Thailand 
• Family members in Myanmar 
• Health insurance 
• Educational attainment 
• Marital status 
• Chronic disease 
• Health risk behavior (alcohol 

consumption, smoking, 
exercise) 

• Duration of stay in Thailand 
• Area of residence 
• Type of residence 
• Thai language proficiency 
• Documentation status 
• Monthly income 
• Monthly income sufficiency 
• Mental health status 

(depression, anxiety, stress) 
Interpersonal Level 

• Social support (family 
members, friends, and 
coworkers)  

Institutional Level 
• Type of occupation (Myanmar 

and Thailand) 
• Work environment 
• Primary mode of transportation 

to the workplace 
• Job satisfaction 
• Length of time in current job 

Community Level 
• Access to healthcare 
• Discrimination 

 

Poor Quality of Life 
• Physical health 
• Psychological health 
• Social health 
• Environmental 

health 
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CHAPTER 2 

LITERATURE REVIEW 

This chapter presents the literature on quality of life among Myanmar migrant 

workers in Chiang Rai Province, Thailand. The literature includes the following topics:  

2.1 Migration 

2.2 Quality of Life 

2.3 Quality of Life of Workers in Myanmar 

2.4 Epidemiology of Quality of Life among Migrant workers 

2.5 Impacts of Poor Quality of Life 
2.6 Quality of life Instruments 

2.7 Social-Ecological Model 

2.8 Previous Related Studies 

 
 
2.1  Migration 

 

IOM defines “migration” as the movement of persons away from their place of 

usual residence, either across an international border or within a State. Additionally, 

the term "migrant" is used as an umbrella term, not defined under international law, 

reflecting the common lay understanding of a person who moves away from his or her 

place of usual residence, whether within a country or across an international border, 

temporarily or permanently, and for a variety of reasons. The term includes several 

well‐defined legal categories of people, such as migrant workers, persons whose 

particular types of movements are legally defined, such as smuggled migrants, and 

those whose status or means of movement are not specifically defined under 

international law, such as international students. Furthermore, IOM defines a "migrant 

worker" as a person who is to be engaged is engaged, or has been engaged in a 

remunerated activity in a State in which he or she is not a national (40).  
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2.1.1 Types of Migration 

According to IOM, migration patterns can be classified into several categories 

based on the circumstances and conditions under which people move. These categories 

are defined as follows (41): 
      2.1.1.1 Regular migration is the movement of individuals in accordance 

with the laws and regulations governing exit, entry, return, and stay in the States, as 

well as international law obligations. Regular migration ensures that the human dignity 

and well-being of migrants are upheld, their rights are respected, protected, and fulfilled, 

and the risks associated with migration are acknowledged and mitigated. 

      2.1.1.2 Irregular Migration is the movement of individuals that occurs 

outside the laws, regulations, or international agreements governing entry into or exit 

from the State of origin, transit, or destination. 

      2.1.1.3 Voluntary migration occurs when migrants knowingly and willingly 

decide to leave their country and are able to enter another with the approval of the 

authorities. These migrants generally meet the entry requirements established by 

the country of destination for admission.  
      2.1.1.4 Forced Migration is a migratory movement which, although the 

drivers can be diverse, involves force, compulsion, or coercion. 

To sum up, the migration of Myanmar workers in Chiang Rai includes both 

regular and irregular types. While many migrants have regularized their status through 

in-country registration or the Memorandum of Understanding (MOU), there is a 

significant number of irregular migrants. IOM estimates suggest that the actual migrant 

population in Chiang Rai is 2.9 times larger than official records indicate, showing the 

extent of undocumented migration in the province (4). 

According to Hayashi (42), the migration of Myanmar migrant workers in 

Chiang Rai falls under mixed migration, reflecting a combination 

of forced and voluntary migration. Many migrants fled due to the socio-political 

instability, seeking safety and survival, which fits the characteristics of forced 

migration. At the same time, some migrants chose to move in search of better economic 

opportunities and improved living conditions, reflecting voluntary migration. This 

situation is further complicated by the presence of undocumented migrants, making it 

challenging to categorize them strictly as either forced or voluntary migrants. Therefore, 
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the concept of mixed migration best captures the diverse motivations behind their 

movement (42). 

2.1.2 Migration Worldwide 

Migration is a significant global phenomenon, with an estimated 281 million 

international migrants in 2020, accounting for 3.6% of the global population. IOM 

stated that approximately one out of 30 people is a migrant. Most people migrate 

internationally for family, educational, or employment-related reasons. Europe and 

Asia hosted the largest shares, with approximately 87 million and 86 million migrants 

respectively, making up 61.0% of the total migrant stock. They were followed by North 

America, Africa, Latin America, the Caribbean, and Oceania (1). 

2.1.3 Migration to Asia 

          Asia has become a major hub for international migration, hosting approximately 

86 million migrants as of 2020. Notably, Asia experienced the highest growth in 

migration between 2000 and 2020, increasing by 74.0%, about 37 million people (1). 

This surge can be attributed to Asia’s rapid economic and social transformations, which 

have made it an attractive destination for individuals seeking better 

opportunities. Countries in Asia have received migrants from diverse background. One 

of the countries that has experienced a particularly overwhelming number of migrants 

is Thailand.  

2.1.4 Migration to Thailand  

          Thailand has emerged as a critical destination country in Asia, attracting millions 

of migrants from neighboring countries. Its strong ties to global investment, trade, and 

tourism have contributed to large migration flows, including refugees, displaced 

persons, skilled professionals, and labor migrants. Its prosperous and stable economy 

has made it a destination for individuals seeking employment and better living 

conditions. Most migrants in Thailand originate from Cambodia, Laos, and Myanmar, 

with Myanmar nationals forming the largest group (43).  

For Myanmar migrants, the primary drivers of entry are economic factors such 

as seeking employment, trade, and better living costs (4). According to the data by IOM 

as of June 2024, Myanmar people usually migrate to provinces like Tak, Chiang Rai, 

Kanchanaburi, Chumphon, Chiang Mai, Mae Hong Son, Phetchaburi, Prachuap Khiri 

Khan, Ranong, and Ratchaburi (6). Moreover, Myanmar migrant workers tend to 
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follow specific regional migration patterns based on their states or regions of origin. 

According to IOM assessments, migrants from Kayin mostly settle in Tak, Pathum 

Thani, Kanchanaburi, and Nonthaburi. Workers from Tanintharyi typically migrate to 

Ranong, Chumphon, and Kanchanaburi, while those from Mon are primarily found in 

Samut Sakhon (4).  

Additionally, Chiang Rai has increasingly become a prominent destination for 

Myanmar migrants since 2022 (4). The province offers employment opportunities and 

proximity to the Myanmar border, making it an accessible and strategic location and 

hosting 50,900 of Myanmar migrants as of June 2024 (6). According to the Chiang Rai 

Provincial Employment Office, Myanmar nationals account for 94.9% of the province's 

migrant workforce, with the majority residing in Mueang Chiang Rai and Mae Sai 

districts (7). This trend highlights Chiang Rai’s growing importance in Thailand’s 

migration landscape. Additionally, the IOM Thailand report, Multi-Sectoral 

Assessment of Needs: Chiang Rai Factsheet, identified Shan (East), Mandalay, and 

Yangon as the top three regions of origin among surveyed migrants in Chiang Rai. 

Notably, 45.0% of respondents stated that they migrated to Thailand following 

Myanmar's military takeover in February 2021 (8). 

2.1.5 Challenges and Benefits Faced by Migrant Workers 

Migrant workers often take on “3D jobs” (difficult, dangerous, and dirty) that 

many native residents avoid, making them more vulnerable to work-related accidents 

and health issues (9). Globally, migrant workers face high risks of occupational injuries 

and illnesses, as they are frequently exposed to unsafe working environments with 

insufficient safety training. Changes in the physical living and working conditions of 

migrant workers, such as poor work environments, mobility restrictions, and 

overcrowded housing, are closely linked to emotional and social problems (11). Many 

also experience discrimination, fear reporting unsafe conditions due to the risk of 

punishment, and struggle to access healthcare and compensation. 

Additionally, language barriers and the temporary nature of their jobs make safety 

training less effective, further increasing their risk (12). Nevertheless, it is also essential 

to acknowledge that migration can also bring endless advantages for migrant workers’ 

quality of life, when managed under policies that prioritize human rights, safety, and 

dignity. Migration can create economic opportunities and contribute to improved 
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income levels and overall living conditions. For instance, according to IOM, individuals 

migrating from lower-income countries to the United States may earn up to four times 

more than they would in their home countries. Thai workers moving to Taiwan or Hong 

Kong also earn at least four times as much as they would in Thailand. And importantly, 

evidence suggests that migration is associated with improved health outcomes 

compared to individuals who remain in their country of origin (44). Similarly, 

Myanmar migrants in Thailand earn more than three times as much as their internal 

counterparts and exhibit better mental health, with nearly two-thirds of returning 

migrants reporting that working in Thailand has improved their financial situation (45, 

46). 

 

2.2 Quality of Life 

 
WHO defines quality of life as individuals' perceptions of their position in life 

within the context of their culture and value systems, and with their goals, expectations, 

standards, and concerns (15). It is a multidimensional construct involving physical 

health, psychological health, social relationships, and environmental domains. This 

study will adopt the WHO concept of quality of life which includes physical health and 

the mental, social and environmental well-being of Myanmar migrant workers.          

According to Teoli and Bhardwaj (47), quality of Life (QoL) is a broad concept 

that reflects an individual’s or population’s overall well-being, considering both 

positive and negative aspects of their lives at a given time. It encompasses various 

factors such as physical, mental, and spiritual health, relationships, education, work 

environment, social status, financial stability, security, personal freedom, decision-

making autonomy, sense of belonging, and living conditions. 

In summary, quality of life is a comprehensive measure of well-being that goes 

beyond physical health to include psychological, social, and environmental factors. 

Personal circumstances, cultural context, and societal values influence it. 

Understanding quality of life requires a comprehensive approach, considering material 

and health-related aspects, individual perceptions, social connections, and overall life 

satisfaction. 
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2.3 Quality of Life of Workers in Myanmar 

 
The quality of life for workers in Myanmar has significantly declined due to 

economic instability, job losses, and poor access to essential services. Between 2017 

and 2022, labor force participation and employment rates dropped, with female workers 

disproportionately affected. Women not only earn 13.0% less than men but also face 

workplace discrimination, fewer promotion opportunities, and pregnancy-related job 

losses, particularly in lower-level positions such as the garment industry (48). 

The crisis has further strained healthcare access, with many public facilities no 

longer fully operational, forcing individuals to rely on costly private healthcare. As a 

result, many low-income households in Yangon struggle to afford medical services. 

More than one-third of employed migrants in Myanmar do not seek healthcare, a rate 

significantly higher than the national average of 19.8% (49). Similarly, a study among 

internal migrant workers in Myanmar reported that only one-fourth of participants had 

good quality of life (26.8%), and that mental health status, social capital, family living 

arrangements, and healthcare costs were significantly associated with quality of life 

(50). 

Beyond financial struggles, mental health challenges are widespread, 

particularly among internal migrant workers and those affected by conflict. Many report 

symptoms of emotional distress, including low mood, sleep disturbances, and thoughts 

of self-harm. Those displaced by war and conflict experience the most severe mental 

health burdens due to financial hardship and the emotional strain of migration (46). 

With Myanmar’s economy weakened by COVID-19, rising energy costs, and ongoing 

instability, people across the country continue to face increasing difficulties in securing 

employment, maintaining financial stability, and accessing basic healthcare (48). 
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2.4 Epidemiology of Quality of Life among Migrant Workers 

 
 2.4.1 Quality of Life Among Migrant Workers Worldwide 

Studies from around the world have shown that the quality of life among 

migrant workers is generally low to moderate. In Germany, research indicates that 

migrants tend to have a lower quality of life than native residents, particularly in terms 

of mental health. Discrimination has been identified as a key factor contributing to this 

disparity (20). Similar findings have been reported in Spain, the United States, and 

Canada, where undocumented status, lack of health insurance, and experiences of 

discrimination have led to poor mental health outcomes, including depression, stress, 

and anxiety (21). These challenges, in turn, negatively impact the overall quality of life 

of migrant workers. 

In Asia, studies also highlight significant disparities. Research from China has 

found that rural-to-urban migrant workers experience a lower quality of life in all 

aspects compared to local residents (22). A study conducted in Dhaka reported that 

94.0% of adult migrant garment workers had a low quality of life, while only 3.2% had 

a moderate and 2.7% had a high quality of life (23). Similarly, in Chennai, 62.0% of 

migrant construction workers were found to have a poor quality of life, whereas 38.0% 

had a good quality of life (24). Research in Bangalore city also showed that more than 

half (54.0%) of migrant construction workers had poor quality of life (25). However, 

some studies suggest that not all migrant workers experience a low quality of life. For 

example, in Singapore, research found that a majority (73.6%) of migrant workers 

reported having a good or very good quality of life, while only 5.4% described it as 

poor or very poor (51). Similarly in Tamil Nadu, India, 84.0% of migrant workers in 

manufacturing industry had moderate to high quality of life, while only 16.0% were 

reported having low quality of life (52). 

Overall, while some exceptions exist, most studies indicate that migrant 

workers face significant challenges that negatively affect their quality of life, especially 

in areas related to mental health, living conditions, and job security. 

 

 



 20 

2.4.2 Quality of Life Among Migrant Workers in Thailand 

Research on the quality of life of migrant workers in Thailand shows varying 

results, with most studies indicating that the majority of migrant workers experience a 

moderate quality of life, followed by either poor or high quality of life. Research 

conducted in 2020 among Cambodian migrant workers reported that about one-third 

(34.5%) had a poor quality of life, while the majority (55.3%) had a moderate quality 

of life, and only 10.1% had a high quality of life (32). 

Findings from studies on Myanmar migrant workers in different provinces of 

Thailand also reveal similar patterns. A 2009 study in Mueang District, Chiang Rai 

Province, found that 56.0% of adult Myanmar migrant workers had a moderate quality 

of life, while 43.8% reported a high quality of life, and only 0.2% had a low quality of 

life (27). Another study from the same year, conducted in Samut Sakhon Province, 

showed that most respondents (94.0%) had a moderate quality of life, with only 3.2% 

reporting a low quality of life and 2.7% reporting a high quality of life (28). In southern 

Thailand, a 2020 study among Myanmar migrant workers found that 85.7% had a 

moderate quality of life, 11.4% had a good quality of life, and 2.7% had a poor quality 

of life (26). 

Overall, while there are differences between regions, most migrant workers in 

Thailand tend to have a moderate quality of life, with smaller proportions experiencing 

either high or low quality of life. 

 

2.5 Impacts of Poor Quality of Life 

 
At the individual level, poor quality of life is often associated with increased 

mortality. A systematic review of quality of life and mortality in the general population 

by Phyo et al. (16) found that better QoL/HRQoL was associated with lower mortality 

risk. This means that lower QoL scores significantly predict higher mortality risk in the 

general population. This relationship underscores the importance of quality of life as a 

comprehensive measure of an individual's well-being, encompassing physical health, 

psychological state, and social and environmental relationships. At the family level, an 

individual's poor quality of life can lead to emotional and financial burdens for the 
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family members. Research by Golics et al. (17) highlighted that the impact of disease 

extends beyond patients’ poor quality of life to affect family members' quality of life. 

A patient with chronic disease and poor quality of life has several impacts on family 

members, such as psychological distress of caring, financial burden of treatment costs, 

disruption of education or work, lack of leisure time, and drastic effects on their social 

lives. Family members often experience increased stress, anxiety, and economic strain 

due to caregiving responsibilities and associated healthcare costs. At the societal level, 

a population experiencing low quality of life often struggles with health challenges that 

directly impact workforce productivity and economic stability. Poor quality of life 

marked by chronic illness, mental health issues, and inadequate living conditions can 

lead to increased absenteeism and decreased work efficiency. A study by Brunner et al. 

(18) found that work stress significantly contributes to absenteeism and presenteeism 

which can lead to substantial economic costs. Similarly, research by Bialowolski et al. 

(19) demonstrated that health-related productivity losses can also lead to reduced 

economic performance, creating a cycle where poor quality of life diminishes 

individual well-being and, in turn, weakens overall economic growth. 

 
2.6 Quality of life Instruments 

 
Quality of life can be assessed using various tools, broadly categorized 

into generic tools, such as World Health Organization Quality of Life (WHOQOL), SF-

36 Health Survey, and Nottingham Health Profile (NHP), and specific tools, which are 

designed to evaluate quality of life in particular populations, such as individuals with 

chronic conditions like rheumatoid arthritis. (53) 

2.6.1 SF-36 Health Survey 

The SF-36 Health Survey is a widely used tool for assessing health-related 

quality of life (HR-QOL), consisting of 36 items derived from the Medical Outcomes 

Study (MOS). It measures eight health domains: physical functioning, role limitations 

due to physical and emotional health, bodily pain, general health perceptions, vitality, 

social functioning, and mental health. The SF-36 provides two summary scores which 

are Physical Component Summary (PCS) and Mental Component Summary (MCS), 

which capture overall physical and mental well-being. It has demonstrated strong 
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reliability, with internal consistency estimates exceeding 0.78 in various populations 

and test-retest reliability ranging from 0.60 to 0.81. Validity studies confirm its ability 

to distinguish between individuals with different health conditions, making it a good 

tool for evaluating quality of life in diverse settings (53). 

2.6.2 Nottingham Health Profile (NHP) 

The Nottingham Health Profile is a widely used tool designed to assess 

perceived health status, developed in the UK by Hunt et al. (54). It consists of 38 items 

across six sections, with responses in a simple 'yes' or 'no' format, focusing on the 

layperson’s perspective of health. The NHP was created to capture individuals' 

concerns about health and disease, making it particularly relevant and acceptable to 

patients. It has demonstrated good reliability, with test-retest correlations ranging from 

0.71 to 0.88, and internal consistency reliability estimates between 0.62 and 0.82. The 

tool is also valid, as it effectively discriminates between different patient groups, such 

as those with rheumatoid arthritis and migraines. Although it provides insight into 

subjective health, the NHP is less sensitive to detecting minor health issues compared 

to the SF-36 (53). 

2.6.3 WHOQOL-100 

The WHOQOL-100 was developed by the World Health Organization 

(WHO) to assess individuals' perceptions of their position in life within the context of 

their culture, values, goals, and concerns. It includes 100 items, grouped into six 

domains: physical health, psychological health, level of independence, social 

relationships, environment, and spirituality/religion/personal beliefs. The tool has 

shown strong internal consistency, with Cronbach alpha values ranging from 0.71 to 

0.86 across its six domain scores, indicating good reliability. However, the reliability 

for domains 1 and 4 should be interpreted with caution due to the limited number of 

items (three scores) used for these domains. The test-retest reliability of the WHOQOL-

100 was assessed using data from a field trial across multiple centers, with correlations 

between items ranging from 0.68 to 0.95. These findings suggest that the WHOQOL-

100 produces consistent scores over time, particularly when no significant life changes 

or interventions occur (55).  
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2.6.4 WHOQOL-BREF 

 The WHOQOL-BREF is a shortened version of the WHOQOL-100, developed 

by the World Health Organization to provide a more practical and concise tool for 

assessing quality of life (QoL), particularly in community settings where the length of 

the original WHOQOL-100 posed challenges. The WHOQOL-BREF consists of 26 

items grouped into four dominas: physical health, psyschological health, social 

relationships, and environmental health. The tool has demonstrated good internal 

consistency, with Cronbach alpha values ranging from 0.66 to 0.84 across the domains, 

although the value for domain 3 (social relationships) should be interpreted with caution 

due to the use of only three items. The WHOQOL-BREF has shown strong correlations 

with the WHOQOL-100, ranging from 0.89 to 0.95, indicating that it is a reliable tool 

for assessing similar domain-level profiles. Furthermore, the WHOQOL-BREF has 

demonstrated strong discriminant validity, effectively distinguishing between ill and 

well groups across all domains, with significant differences observed in physical health, 

psychological well-being, social relationships, and environment (55). 

Physical Health 

The World Health Organization defines health as “a state of complete physical, 

mental, and social well-being and not merely the absence of disease or infirmity.” 

The physical health domain of the WHOQOL-BREF assesses well-being 

through seven key indicators: (1) limitations due to pain when performing essential 

activities, (2) need for medical treatment to carry out daily tasks, (3) energy levels 

sufficient for daily life, (4) mobility and ability to get around, (5) quality of sleep, (6) 

ability to perform daily activities, (7) capacity for work. Each item is scored on a five-

point Likert scale, where higher scores indicate better physical health. 

Psychological Health 

Mental health is described by the WHO as “a state of mental well-being that 

enables people to cope with the stresses of life, realize their abilities, learn well and 

work well, and contribute to their community.” 

The psychological health domain of the WHOQOL-BREF evaluates mental 

well-being through six indicators: (1) enjoyment of life, (2) a sense of life’s meaning 

and purpose, (3) ability to concentrate, (4) acceptance of physical appearance, (5) 
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satisfaction with oneself, (6) frequency of negative feelings. Each indicator is rated on 

a five-point scale, with higher scores representing better psychological well-being. 

Social Relationships 

Social relationships refer to the connections that exist between people who have 

recurring interactions that are perceived by the participants to have personal meaning. 

This definition includes relationships between family members, friends, neighbors, 

coworkers, and other associates (56). 

The social relationships domain of the WHOQOL-BREF includes three 

indicators: (1) satisfaction with personal relationships, (2) satisfaction with sexual 

activity, perceived support from friends. Each item is rated on a five-point Likert scale, 

where higher scores signify greater satisfaction with social relationships. 

Environmental Health 

Environmental health refers to the influence of the physical, biological, 

chemical, social, and psychosocial environments on human health including quality of 

life (57).  

The environmental health domain of the WHOQOL-BREF assesses eight 

aspects of an individual’s surroundings: (1) feeling safe and secure in daily life, (2) 

quality of the physical environment (e.g., climate, housing), (3) financial resources to 

meet basic needs, (4) access to information and knowledge, (5) opportunities for leisure 

and recreational activities, (6) satisfaction with living conditions, (7) access to 

healthcare services, (8) satisfaction with transportation options. Each question is rated 

on a five-point scale, with higher scores indicating a more favorable environmental 

condition. 

In summary, the WHOQOL-BREF is considered a gold-standard tool for 

assessing quality of life in every aspect. It has been successfully applied in previous 

studies conducted among Myanmar migrant workers in Thailand, demonstrating its 

reliability and cultural relevance. Therefore, the WHOQOL-BREF is a highly suitable 

instrument for evaluating quality of life among Myanmar migrant workers in Chiang 

Rai Province, Thailand. 
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2.7 Social-Ecological Model (SEM) 

 
Social-Ecological Model is a theoretical framework using a comprehensive 

approach to assess or explain human behavior. SEM has evolved over a number of 

decades in the fields of sociology, psychology, education, and health. It focuses on the 

nature of people’s interactions with their environments (58).  

The Social-Ecological Model was shaped by the contributions of three key 

researchers. Urie Bronfenbrenner first introduced the ecological systems theory in 1994, 

emphasizing the interaction between individuals and their environments. Later, 

Kenneth McLeroy and others expanded on this concept by developing the ecological 

model of health behaviors in 1988, which outlined five levels of influence on health 

behavior. Finally, Daniel Stokols built upon these foundations in 1992 by formulating 

the social ecology model of health promotion, establishing its core principles (59). 

The core concept of SEM is that behavior is affected by multiple levels of 

influences, including intrapersonal level, interpersonal level, organizational level, 

community level, and policy level (39).  

1. The intrapersonal level (Individual level) of the social ecological model 

includes characteristics of the individual such as knowledge, attitudes, behavior, self-

concept, skills, and individual living conditions, etc. This includes the developmental 

history of the individual. Interventions at the intrapersonal level use a variety of 

intervention strategies or levels of intervention such as educational programs, mass 

media, support groups, organizational incentives, or peer counseling. However, the 

theory of change is one of changing individuals, and the targets of the intervention 

include characteristics of the individual, such as knowledge, attitudes, skills, or 

intentions to comply with behavioral norms (39).  

2. The interpersonal level of the social ecological model consists of formal 

and informal social network and social support systems, including the family, work 

group, and friendship networks. Social relationships are essential aspects of social 

identity. They provide important social resources, including emotional support, 

information, access to new social contacts and social roles, and tangible aid and 

assistance in fulfilling social and personal obligations and responsibilities.  Therefore, 
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intervention strategies at this level include enhancement of social supports and social 

networks, and increasing access (39). 

3. The organizational level of the social ecological model takes into account 

of social institutions with organizational characteristics, and formal (and informal rules 

and regulations for operation. Organizations provide the opportunity to build social 

support for behavioral changes. Organizational characteristics, such as the use of 

incentives, management and supervisor support, changes in rules and regulations, 

changes in benefits, and changes in the structure of work may all be used as intervention 

strategies to support behavioral changes (39).  

4. The community level of the social ecological model includes 

relationships among organizations, institutions, and informal networks within defined 

boundaries, including social experiences arising from the broader community 

environment. Interventions with a community focus for health promotion activities may 

include increasing coordination among community agencies, and coalition building to 

influence community awareness, local health policies, conflict resolution, mass media 

campaigns, and resource expenditures (39).  

5. The public policy level of the social ecological model consists of local, 

state, and national laws and policies. Interventions at this level include policy 

development, public advocacy, policy analysis, and increasing public awareness which 

all have important implications for communities (39).  

To clearly understand how quality of life is affected by various factors at 

different levels, it was necessary to use a comprehensive approach. The social-

ecological model is one of the comprehensive approaches to explain health behaviors 

and how it is affected by multiple level of influence. Therefore, this study applied the 

social-ecological model to explain the quality of life of Myanmar migrant workers in 

Chiang Rai Province, Thailand which was adapted into only four levels; including 

intrapersonal level (age, sex, ethnicity, living arrangement in Thailand, family members 

in Myanmar, health insurance, educational attainment, marital status, chronic disease, 

health risk behavior, duration of stay in Thailand, area of residence, type of residence, 

Thai language proficiency, documentation status, monthly income, monthly income 

sufficiency, mental health status), interpersonal level (social support), institutional level 

(previous occupation in Myanmar, current occupation in Thailand, work environment, 
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primary mode of transportation to the workplace, job satisfaction, length of time in 

current job) and community level (access to healthcare, discrimination). 

 

2.8 Previous Related Studies 

 
2.8.1 Age 

Age is a critical determinant of quality of life, as mentioned in various previous 

studies. Research finding among migrant workers in Korea by Cho et al.  (37) revealed 

that younger individuals, particularly those under 35, reported the highest QoL levels. 

Nevertheless, a study by Anjara et al. (51) among female migrant domestic workers in 

Singapore mentioned that their quality of life increases with age, with older age groups 

reporting significantly higher quality of life. The reason why younger individuals 

experience better quality of life might be due to higher energy levels, fewer chronic 

health conditions, career advancement and greater adaptability to new environments. 

However, in some contexts, older individuals might report higher quality of life due to 

increased emotional stability, life experience, and stronger social support networks.  

In summary, age is an important variable which can contribute to quality of life 

among Myanmar migrant workers. Therefore, it needs to be examined in this context. 

Although this variable does not have modifiable characteristics, it is essential to map 

the target age group for the public health information and resource allocation. 

2.8.2 Sex 

 Sex differences in health and quality of life outcomes are well-established in 

the literature. In a study conducted in Phang Nga Province among Myanmar migrant 

workers, Ti et al. (29) found a statistically significant association between sex and 

quality of life, reporting that migrant women often exhibit higher quality of life 

compared to their male counterparts. However, a study conducted among Turkish 

immigrants in Sweden by Bayram et al.  (60) observed the opposite trend, where quality 

of life of male immigrants was found to be higher than that of females.  Sex may 

influence quality of life through both biological and social mechanisms. Biologically, 

men and women may experience differences in physical health conditions that impact 
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their quality of life. For example, women might benefit from stronger social networks 

while men may experience advantages in certain contexts, such as employment stability.  

To sum up, sex is a significant determinant of quality of life, with studies 

revealing conflicting trends based on context. Therefore, it should be investigated 

among Myanmar migrant workers. Even though this variable is not modifiable, 

understanding these gender-based differences is essential for developing targeted 

interventions that address the unique needs of both men and women to improve their 

overall well-being. 

2.8.3 Ethnicity 

Ethnicity is one of the important factors that can significantly influence quality 

of life, as they uniquely shape individuals' physical, emotional, and social experiences. 

Stein et al. (61) identified ethnicity as an independent factor influencing quality of life 

in heart failure patients, with race and ethnicity significantly affecting all four health-

related quality of life measures. The reason could be that ethnicity can influence quality 

of life through cultural practices and social connections. 

As reasoned above, ethnicity might contribute to quality of life. Moreover, there 

is little information on this variable and quality of life among Myanmar migrant 

workers. Hence, they need to be examined as a variable in the study. 

2.8.4 Educational Attainment 

Educational attainment plays a fundamental role in determining an individual's 

quality of life. A study conducted in Central and Northern Thailand by Linn et al. (35) 

found that Myanmar migrant women workers with a college or university education 

had higher quality of life than those with no education. Similarly, in a study conducted 

among migrant construction workers in Chennai, Manikandan et al. (24) further 

supported that education was significantly associated with quality of life and that 

having a good education is one of the key determinants of achieving a better quality of 

life. Education might influence quality of life by equipping individuals with the 

knowledge and skills necessary to access better job opportunities, earn higher incomes, 

adapt healthier life styles, and make informed decisions about their health and well-

being. 
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Based on the above research literature review, educational status is a critical 

determinant of quality of life among migrant workers which is why it should be studied 

in this context.  

2.8.5 Marital Status 

Marital status plays a crucial role in shaping health outcomes and quality of life. 

In a study conducted in Samut Sakhon province, Thailand among adult Myanmar 

migrant workers, Thein et al. (28) found a significant association between marital status 

and health-related quality of life. Ti et al. (29) also highlighted that the married people 

had a higher quality of life among Myanmar migrants in Phang Nga Province, Thailand. 

Similarly, a study by Kittipichai et al. (62) revealed that marital status was associated 

with the overall quality of life among Thai workers in textile dyeing factories. The 

explanation might be that sharing life with a spouse gives a sense of security, allowing 

them to feel at ease and receive both physical and emotional support, which might 

enhance their ability to manage stress and maintain mental well-being. However, for 

unmarried individuals, the lack of a partner's support might result in increased feelings 

of loneliness and greater difficulty in coping with health challenges, potentially 

lowering their quality of life. 

To sum up, marital status seems to be associated with quality of life. Then, it 

should be investigated among Myanmar migrant workers in Chiang Rai Province as 

well.  

2.8.6 Chronic Disease  

The presence of chronic diseases plays a significant role in influencing the 

quality of life. Research findings by Lu et al. (22) reported that Chinese Rural-to-Urban 

Migrant workers who had chronic illnesses had a lower quality of life compared to 

those without conditions. A study conducted by Bergmann et al. (63) mentioned that 

having chronic diseases like diabetes and ischemic heart disease were associated with 

lower overall physical quality of life and and reduced mental quality of life. Similarly, 

Tsai (34) also revealed that the presence of chronic diseases such as hyperlipidemia (b 

= −3.79) and cardiovascular disease (b = −13.6) was associated with lower quality of 

life among of White-Collar Migrant Workers in China. The possibility might be that 

chronic illnesses often impose physical and emotional burdens, reducing an individual's 

ability to work or engage in daily activities. Additionally, it might be influencing the 
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cost of managing these conditions, which can create financial stress barriers to 

accessing regular medical care, which can increase the impact of chronic diseases on 

their quality of life.  

In summary, chronic diseases are likely linked to reduced quality of life, 

especially in the migrant populations. Therefore, it is important to examine in this study 

and addressing the disparities through improved healthcare access, financial support, 

and targeted interventions could help mitigate the negative effects of chronic diseases 

on the well-being of migrant workers. 

2.8.7 Health Risk Behaviors 

Health risk behaviors, such as alcohol consumption and smoking, including 

exercise, play a significant role in influencing the quality of life in various studies. Pahn 

et al. (11)  reported that higher level of physical activity such as exercise was positively 

associated with higher health-related quality of life. Anokye et al. (64) also highlighted 

that higher levels of physical activity such as exercise are associated with better health-

related quality of life (HRQoL). A systemic review by Posadzki et al. (65) also stated 

that exercise decreases mortality rates and improves quality of life. This positive 

relationship was evident across different types of physical activity, as individuals 

engaging in activities such as exercise, sports, or walking reported better HRQoL 

compared to inactive individuals. Moderated drinking was one of the factors 

influencing quality of life according to the study conducted among Thai older people 

in a rural area of Thailand by Hongthong et al. (66). Interestingly, drinking has a 

positive association, indicating that alcohol consumption might be associated with 

better quality of life, though this could reflect cultural or social factors. It was possible 

that social drinking caused them to have better quality of life than those who were 

lonely. However, findings from Oo et al. (67) among older people in Myanmar 

highlighted contrasting results, where alcohol consumption was associated with poorer 

physical health. These opposite findings show that more research is needed to 

understand how cultural traditions, drinking behaviors, and personal health conditions 

affect the quality of life. In the same study, smoking habit was significantly associated 

with psychological status level of older people. Older people who were currently 

smoking trend to have better psychological status than the non-smoker. But in terms of 

social domain, older people who were smoking had higher level of social relationships 
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than non-smoking older people. These could be the case because smoking could serve 

as a way to relax, connect with others, reducing loneliness and fostering social 

interactions, which can improve their psychological and social well-being. On the 

contrary, a study conducted among migrant construction workers in Chennai by 

Manikandan et al. (24) revealed that avoiding tobacco is one of the determinants of 

having good quality of life.  

According to the review of relevant research, many articles found that health 

risk behaviors tend to be associated with quality of life. However, these behaviors are 

modifiable, which means they can be managed to reduce the risk of having poor quality 

of life. Therefore, they are needed to examine this context among Myanmar migrant 

workers in Chiang Rai Province. 

2.8.8 Duration of Stay in Thailand and Thai Language Proficiency 

Duration of stay is one of the critical factors influencing the quality of life 

among migrant workers. In a systematic literature review by Cho et al. (37), three 

studies confirmed the length of residence as an influencing factor in the quality of life 

of migrant workers where longer stay in Korea indicated higher quality of life. Similarly, 

in a study conducted in Samut Sakhon Province, Thailand among Myanmar migrant 

workers by Thein et al. (28), duration of stay in Thailand showed significant association 

with health-related quality of life, indicating that the longer Myanmar migrant workers 

stay in Thailand, the higher their QoL score. The finding showed that an extended stay 

often leads to better adaptation and improved well-being. In the same study, the author 

also reported a significant association between Thai language proficiency and QoL, 

indicating that the better the Thai language skills, the higher the QoL score. Duration 

of stay may influence quality of life by helping migrants adapt to their environment, 

develop supportive social networks, leading to better access to jobs and essential 

services. Thai language proficiency can also enhance quality of life by reducing 

isolation, encouraging belonging, and enabling cultural engagement.  

As reasoned above, both the duration of stay and Thai language skill play 

pivotal roles in enhancing quality of life among migrant workers which is why it is 

needed to investigate in this context as well.  
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2.8.9 Area of Residence and Type of Residence 

Area of residence and type of residence are also important factors shaping 

quality of life. According to the systemic literature review for quality of life of migrant 

workers in Korea by Cho et al. (37), one study stated that area of residence was the one 

of the significant factors influencing quality of life where the higher the standard of 

living in the city, the higher the quality of life. Another study in the same review also 

mentioned that higher housing satisfaction also resulted in higher quality of life. In the 

study done in Samut Sakhon Province, Thailand, Thein et al. (28) stated that types of 

housing showed a significant association with health-related quality of life of Myanmar 

migrant workers. The author mentioned that those lodging in work compound reported 

the highest QoL scores. Similarly, a study among adult migrant garment workers in 

Dhaka City found that participants living in work compound housing reported higher 

mean quality of life scores than those renting accommodation (23). Moreover, in a 

study conducted among Cambodian migrant workers in Thailand, Laohasiriwong et al. 

(32) mentioned that those living in employer-provided housing were more likely to 

have poor quality of life 2.66 times than those in other housing (aOR = 2.66, 95% CI = 

1.74-4.08). Living in areas with a higher standard of living, such as cities, often 

provides better access to healthcare, education, and social services, employment 

opportunities, all of which contribute to a higher quality of life when compared to rural 

areas. Moreover, type of housing might influence quality of life by affecting living 

conditions, privacy, and access to facilities. 

Regarding the review of relevant research, articles found that of residence and 

type of housing tend to play important roles in enhancing quality of life. Then, a study 

of these variables is needed to test in this context among Myanmar migrant workers in 

Chiang Rai Province.  

2.8.10 Documentation Status 

Documentation status is a critical factor influencing the quality of life, 

particularly in terms of access to healthcare and social services. In a systemic literature 

review for health-related quality of life of migrant workers in Korea by Cho et al. (37), 

one study highlighted a strong correlation between migrants' legal or illegal residency 

status and their overall quality of life. The author stated that quality of life of illegal 

Mongolian migrant workers was significantly lower than that of legally resident ones, 
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emphasizing that legal protections play a vital role in improving the well-being of 

migrant workers. Moreover, in the study where the well-being of newly regularized 

migrant workers and the determinants of their satisfaction with life as compared to 

undocumented migrant workers and regular local residents were explored, Burton-

Jeangros et al. (68) stated that satisfaction with life is significantly lower among 

undocumented migrant workers. Legal status might impact quality of life by providing 

migrants with the security and rights necessary to live in their host country without fear 

of discrimination or deportation. Documented migrants may have easier access to 

healthcare, education, and employment opportunities. 

To sum up, previous studies stated that legal status significantly affects the 

quality of life for migrant workers. Therefore, it is needed to investigate in this study 

to recommend and implement targeted interventions for this specific group of migrant 

population. 

2.8.11 Monthly Income and Monthly Income Sufficiency 

Income is another key determinant of quality of life, with financial stability 

greatly affecting various dimensions of well-being. In a systemic literature review for 

quality of life among migrant workers in Korea by Cho et al. (37), two studies stated 

how higher monthly income results in higher quality of life of migrant workers. A 

report in Samut Sakhon Province, Thailand by Thein et al. (28) also mentioned that 

monthly income of Myanmar migrant workers showed significant associations with 

health-related quality of life where the higher the monthly income, the better the quality 

of life. Similarly, according to the study conducted in the South of Thailand by Hnuploy 

et al. (26), Myanmar migrant workers earning ≥9,300 Baht per month had 1.62 times 

higher chances of having good quality of life than those earning less than 9,300 Baht 

(aOR = 1.62, 95% CI = 1.01-2.59). The possible reason might be that income influences 

quality of life by providing individuals with greater access to necessities such as 

nutritious food, housing, and healthcare services. Additionally, a stable income might 

reduce stress and anxiety contributing to an improved quality of life. 

Based on the above research literature review, income serves as a foundational 

determinant of quality of life among migrant workers. Thus, it is also necessary to 

examine in this context among Myanmar migrant workers in Chiang Rai Province 

because it is important to address income disparities to improving quality of life. 
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2.8.12 Mental Health Status 

Mental health is a significant concern among migrant workers, as various 

studies have highlighted its negative effects on their overall well-being. According to a 

mixed method study by Khai et al. (31) conducted among undocumented Myanmar 

migrant workers in Thailand, unemployed and undocumented persons tend to suffer 

from long and worsening mental health issues such as depression, anxiety disorder and 

stress, particularly during uncertain situations like the COVID-19 pandemic. Hnuploy 

et al. (26) also found that Myanmar migrant workers with no depressive symptoms were 

3.83 times more likely to have a good quality of life compared to those with depressive 

symptoms (aOR = 3.83, 95% CI = 2.28-6.43) in the sudy conducted in South of 

Thailand. Moreover, Dineva R et al.  (33) observed a significant negative relationship 

between depression and quality of life (r = -0.47) among Indonesian Migrant Workers 

in South Korea, suggesting that depressive symptoms exacerbate the impact of stress 

on an individual's health. Laohasiriwong et al. (32) also stated that among Cambodian 

migrant workers in Thailand, workers with high perceived stress levels were 4.36 times 

more likely to have poor quality of life compared to those with low or moderate stress 

levels. Similarly, a study conducted among female migrant domestic workers in 

Singapore found that stress contributed to poorer quality of life across most domains 

(51). According to a systematic review by Cho et al. (37), a study conducted among 

Indonesian migrant workers in Korea also reported a significant negative correlation 

between acculturative stress and quality of life (33). The reasons might be that poor 

mental health can negatively affect physical health, emotional stability, social 

relationships, and daily functioning, ultimately reducing quality of life. 

Regarding the review of relevant research, many previous studies found that 

mental health status have been associated with quality of migrant workers. Therefore, 

it is an important variable to be examined in this study. Moreover, mental health status 

is considered as a modifiable factor, which can be managed and addressing these factors 

in research and interventions could provide a more comprehensive understanding of 

how to improve migrant workers' quality of life. 

2.8.13 Living Arrangement and Social Support 

Both living arrangement and social support play a crucial role in influencing 

both mental and physical health outcomes, as proven in several studies. In a study 



 35 

conducted among Cambodian migrant workers in Thailand, Laohasiriwong et al. (32) 

stated that migrant workers who stay with family or relatives had 3.63 times higher 

odds of experiencing low quality of life compared to those who stay alone or with 

friends (aOR = 3.63, 95% CI = 2.42-5.45). This finding indicates that living with family 

may cause stress or financial burden for migrant workers. 

 In a study done among Myanmar Women Migrant Workers in Central and 

Northern Thailand, Linn et al. (35)  stated that women who reported moderate social 

support had a 4.781 higher QoL score, and those with high social support had a 9.721 

higher QoL score compared to those with low social support (b = 4.781 for moderate 

support and b = 9.721 for high support). Moreover, Kyaw (11) also mentioned that 

positive relationships with friends, relatives, and co-workers, together with different 

forms of social support such as emotional comfort, information sharing, advice, 

financial assistance, and job networking, can strengthen the resilience and coping 

capacity of migrant workers. Moreover, according to the study done among migrant 

workers in China by Yang et al. (36), the total scores of social support and quality of 

life showed an independent positive correlation in migrant workers (β = 0.50). A study 

done among new-generation migrant workers in Eastern China by Xing et al. (69) also 

reported that migrant workers’ quality of life was positively influenced by social 

support in each domain and general health. Similarly, in a systemic literature review 

for quality of life of migrant workers in Korea by Cho et al. (37), three studies identified 

that social support was a significant factor associated with quality of life among migrant 

workers. Among these three studies, one study conducted by Dineva R and Choi (33) 

reported a significant positive association between social support and quality of life. 

Their results indicated that individuals with higher levels social support tended to have 

better overall quality of life scores (β = 0.46). The reasons for all of the above findings 

might be that social support can be a protective factor, mitigating stress and enhancing 

mental health leading to better quality of life. 

In summary, living status and social support tend to be key determinants of 

quality of life and important variables to consider for improving Myanmar migrant 

workers’ well-being which is why it is essential to investigate them in this context. 
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2.8.14 Type of Occupation and Work Environment 

Type of occupation and work environment play a significant role in shaping the 

quality of life among migrant workers. Evidence from a study conducted among adult 

Myanmar migrant workers in Samut Sakhon Province, Thailand, by Thein et al. (28) 

demonstrated a significant relationship between type of occupation and quality of life. 

Similarly, Kutlu and Koruk (70) found that adverse working conditions have a negative 

impact on the quality of life of seasonal migrant farmworkers. Research conducted in 

China by Fitzgerald et al. (71) indicated that a large proportion of migrant workers are 

employed in hazardous work settings, which increases their exposure to injuries and 

trauma, particularly in high-risk industries such as manufacturing and construction. In 

addition, Sahlbok et al. (72) reported that migrant road construction workers in high-

altitude regions of the Himalayas frequently experience symptoms related to high-

altitude occupational conditions, including headaches and respiratory difficulties, as 

well as chronic illnesses such as bronchitis and lung cancer associated with prolonged 

exposure to environmental pollutants. Furthermore, a study among Nepalese migrant 

workers by Simkhada et al. (73) revealed that this population faces an elevated risk of 

occupational injuries, with common incidents including cuts, fractures, and sprains. 

The study also highlighted that a substantial proportion of workers in the agricultural 

and construction sectors reported experiencing workplace injuries within the past year. 

Based on those previous studies, all of the above factors might contribute to greater 

health risks, negatively affecting their well-being and quality of life.  

According to the above research literature review, the type of occupation and 

work environment play important roles in determining the quality of life for migrant 

workers. Therefore, it is essential to be investigated in this context so that targeted 

intervention for specific groups of migrant workers can be recommended and 

implemented.  

2.8.15 Primary Mode of Transportation to Workplace 

Primary mode of transportation to workplace plays an important role in 

influencing quality of life of migrant workers. Laohasiriwong et al. (32) mentioned in 

their study conducted among Cambodia migrant workers in Thailand that workers who 

commute to work using their employer’s vehicle or by foot are 1.64 times more 

likely to have poor quality of life compared to those who commute by motorbike or 
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bicycle (aOR = 1.64, 95% CI = 1.11-2.42). The reason could be that convenient 

transportation, such as owning a vehicle, can improve daily commuting and overall 

quality of living. 

In summary, daily travel to workplace facilities is one of the important factors 

to consider because it tends to influence migrant workers' quality of life. Hence, it is 

needed to be studied in this context among Myanmar migrant workers as well. 

2.8.16 Job Satisfaction and Length of Time in Current Job 

For several reasons, job satisfaction and length of time in current job are linked 

to quality of life. In a systemic literature review of health-related quality of life of 

migrant workers in Korea by Cho et al. (37), one study mentioned that the higher the 

job satisfaction, the better the quality of life, with hope acting as a key mediator. The 

reason might be that when workers feel satisfied in their jobs, they are more likely to 

experience a sense of fulfillment, which can enhance their overall well-being. Moreover, 

in a study among Chinese rural-to-urban migrants, Liang et al. (74) reported that job 

satisfaction significantly influenced their physical and psychological health status. In a 

study conducted among adult Myanmar migrant workers in Samut Sakhon Province, 

Thailand, Thein et al. (28) also stated that length of time in current job, satisfaction on 

the work place (sound, light, ventilation, smell, work position and salary) showed 

significant associations with health-related quality of life. Furthermore, workers who 

have been in their current job for 4 years or more have a higher average QoL 

score compared to those with less than 4 years in the job. These factors can contribute 

to a healthier and more comfortable working environment, which in turn supports better 

physical and mental well-being. 

To sum up, both job satisfaction and length of time in current job seem to 

contribute to migrant workers' quality of life according to the previous studies. They 

are also important factors that need to be investigated in this context among Myanmar 

migrant workers in Chiang Rai Province.  

2.8.17 Access to Healthcare and Health Insurance  

Access to healthcare services plays a fundamental role in determining health 

outcomes, especially for migrant populations. Health insurance is also crucial for 

ensuring access to essential healthcare services, which significantly impacts the quality 

of life for migrant workers. In a study conducted among Myanmar migrant workers in 
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Samut Sakhon Province, Thailand, Thein et al. (28) found that having and keeping a 

health insurance card is strongly associated with a higher quality of life among 

Myanmar migrant workers. The study also found that perceived difficulty in accessing 

health facilities and frequent crowding were associated with lower health-related 

quality of life scores. Moreover, a study conducted among migrant workers in Northern 

Thailand by Palita Charoensook et al. (75) reported that health insurance status is 

significantly associated with quality of life. In a systematic literature review on the 

health-related quality of life of migrant workers in Korea by Cho et al. (37), one 

included study found that the presence of medical benefits was significantly associated 

with higher HRQoL (t = 2.75). Migrant workers who had access to medical benefits 

reported better quality of life compared to those without coverage. Health insurance 

may improve quality of life by reducing the stress associated with healthcare costs and 

enhancing access to preventive and curative services. In a study done among Chinese 

Rural-to-Urban Migrant Workers, Lu (22) also suggested that migrant workers have a 

poor understanding of healthcare services and a limited awareness of medical insurance, 

further emphasizing the need for better education and support in this area. Migrant 

workers who can easily access healthcare are more likely to receive vaccinations, 

screenings, treatments, and early interventions, which can prevent the escalation of 

health issues. 

As reasoned above, access to healthcare and health insurance status play a vital 

role in determining the quality of life for migrant workers. These variables are classified 

as modifiable, which means they can be managed by enhancing awareness and 

understanding of healthcare and insurance systems among migrant workers to 

maximize the benefits. 

2.8.18 Discrimination 

Discrimination is closely linked to quality of life because it can significantly 

affect the quality of life. In a study done among Latinx adults by Molina et al. (76)  

stated that higher perceived personal discrimination was directly associated with poorer 

quality of life which was mediated by depressive symptoms. The study by Jung et al. 

(77) also supports the association between racial discrimination and worse HRQoL 

among Asian Americans immigrants. Moreover, Urzúa et al. (78) reported that 

perceived discrimination was inversely associated with the quality of life of migrants 
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in Chile. A study among Brazilian female immigrants in Portugal also showed that 

higher perceived discrimination was associated with lower quality of life and had 

negative effects on both physical and mental health (79). Similarly, Wang et al. (80) 

found that discriminatory experiences had significant negative effects on both 

psychological distress and quality of life among rural-to-urban migrants in China. 

To sum up, perceived discrimination tends to affect quality of life significantly. 

Then, it is needed to be investigated among vulnerable populations such as Myanmar 

migrant workers in Chiang Rai Province in this study to help with appropriate public 

health intervention tactics in their contexts.  

A review of relevant literature on quality of life among migrant workers has 

enhanced knowledge of the various factors contributing to their well-being, particularly 

among Myanmar migrant workers. Existing research highlights that studying quality of 

life among migrant workers is crucial for public health, social stability, economic 

development, and equitable healthcare access. Even though previous studies on the 

quality of life of Myanmar migrant workers in Thailand have provided valuable insights, 

they have limitations in terms of time and context. Earlier works explored various 

determinants of quality of life in specific regions like Phang Nga, Samut Sakhon, and 

Chiang Rai provinces (27–29). However, these studies are over a decade old, and their 

findings may no longer align with Thailand’s current migration patterns, policies, and 

healthcare systems. Recent studies on the quality of life among Myanmar migrant 

workers in Thailand have primarily used qualitative methods, focusing on specific 

socio-cultural contexts, such as Samut Sakhon (81) and Mae Sot (82), as well as the 

mental health challenges of undocumented migrants during COVID-19 (31). While 

these studies provide valuable insights into lived experiences, there is a need for 

quantitative research to systematically assess quality of life of both documented and 

undocumented Myanmar migrant workers, thereby enhancing the generalizability and 

policy relevance.  

More recent studies highlight the significant role of mental health, social 

relationships, and socioeconomic factors in shaping the quality of life among Myanmar 

migrant workers in Thailand. Studies have primarily focused on specific populations, 

such as women migrant workers and their access to social support and effects of 

violence on quality of life (35, 83), or have examined regional contexts like southern 
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and central Thailand (26). While these findings provide valuable insights, they do not 

fully address other important factors, such as discrimination, which can significantly 

impact migrant workers' well-being and opportunities. Moreover, they are either 

region-specific or gender-focused, leaving a gap in understanding the quality of life of 

both male and female migrant workers in northern Thailand. Despite Chiang Rai’s 

rising importance as a destination for migrant labor, there is still limited research on the 

quality of life of Myanmar migrant workers in this region. Most studies in Thailand 

often focus on provinces with larger industrial bases, overlooking the unique social, 

economic, and healthcare challenges faced by migrant workers in the northern 

provinces. 

To address these limitations, this study applied the Social-Ecological Model to 

assess the multifaceted influences on quality of life. By focusing on Myanmar migrant 

workers in Chiang Rai Province, the research aimed to fill knowledge gaps left by 

previous studies, providing a comprehensive analysis and public health information that 

informs policies and interventions to improve migrant workers’ well-being. 
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CHAPTER 3 

MATERIALS AND METHODS 

This chapter presents the research design, study setting, study sample and 

sample size, sampling technique, research tools and its development, process of data 

collection, data analysis and ethical consideration. 

3.1 Study Design 

 
A community-based cross-sectional study design was employed to measure the 

quality of life of Myanmar migrant workers in Chiang Rai Province, Thailand, while 

identifying the key associated factors that shape their quality of life. 

 

3.2 Study Site 

 
          The research was conducted in Mueang and Mae Sai Districts of Chiang Rai 

Province located in the northern region of Thailand.  

 

3.3 Study Population  

 
          The study population consisted of Myanmar migrant workers, both male and 

female, aged 18 and older who have resided in Mueang and Mae Sai Districts of Chiang 

Rai Province, Thailand, for at least six months prior to data collection. 

 

3.4 Inclusion and Exclusion Criteria 

 
3.4.1 Inclusion Criteria 

This study included Myanmar migrant workers of both sexes and with any legal 

status who were aged 18 years or older. Participants were required to have resided in 
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Chiang Rai Province for at least six months prior to data collection. They also needed 

to be able to either read and write in the Myanmar language and complete the 

questionnaire independently, or, if unable to read and write but able to understand 

spoken Burmese, complete the same questionnaire through a face-to-face interview 

conducted by the researcher using the exact wording of the self-administered 

questionnaire. In addition, all participants were required to be willing and able to 

provide informed consent to participate in the study. 

3.4.2 Exclusion Criteria 

Individuals were excluded if they had acute medical conditions, such as severe 

infections, recent surgeries, or hospitalization, or if they had cognitive impairments 

such as diagnosed dementia, mental disability, or severe psychological disorders that 

could hinder their ability to complete the questionnaire or provide informed consent. 

Furthermore, individuals with physical disabilities were excluded if the condition 

directly limited their ability to communicate effectively or participate in the data 

collection process. 

 
3.5 Sample Size Calculation 

 
The following formula, referred to as Cochran's Formula (84), was utilized to 

determine the proper sample size where: 

𝒏 =
𝒛𝟐𝒑(𝟏 − 𝒑)

𝒅𝟐
 

n = required sample size 

z = standard value for 95% confidence interval = 1.96 

p = prevalence of targeted population who have a moderate quality of life  

= 56% (27) = 0.56  

d = desired margin of error = 0.05 

𝒏 = 𝟏.𝟗𝟔𝟐	𝟎.𝟓𝟔	(𝟏*𝟎.𝟓𝟔)
𝟎.𝟎𝟓𝟐

 = 378.63 

According to the calculation, about 380 individuals were required.  
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An additional 10% was added to the calculated sample size to account for partial 

responses and participant withdrawals. 

Sample size = 380 + 380 (0.1) = 418 

As a result, the final sample size was 418 participants, rounded to 

approximately 420.  

 

3.6 Sampling Technique 

 
A multistage sampling technique was employed to obtain a representative 

sample of Myanmar migrant workers from Mueang and Mae Sai districts of Chiang Rai 

Province, as these districts have the highest concentrations of Myanmar migrants (7). 

Firstly, simple random sampling was conducted to select four communities from each 

district, two large and two small, out of a total of 19 communities. Communities with 

a population of 200 or more were considered large, and those with fewer than 200 were 

classified as small. In the second stage, proportional allocation was applied to distribute 

the sample size among the selected communities based on their population size, 

ensuring that larger communities contribute more participants while maintaining 

representativeness. Finally, participants who meet the study’s inclusion criteria were 

selected, ensuring a balanced and representative sample. 

Table 3.1 Myanmar Communities with Estimated Population in Mueang Chiang Rai 

and Mae Sai Districts 

Myanmar Communities with Estimated Population 

Mueang Chiang Rai District Mae Sai District 

MFU hospital Camp (200) Ko Sai (250) 

Ban Du (200) Mai Lung Khon (250) 

Bab Phlu Thong (100) Mae Sai Mittraphap (250) 

Doi Sa Ken (100) Pa Muead (100) 

Rai Boon Rod (200) Chumchon Ban Chong (100) 

Api Square (100) Doi Ngam (300) 

Haui Pla Kang (150)  
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Table 3.1 (continued) 

Myanmar Communities with Estimated Population 

Mueang Chiang Rai District Mae Sai District 

Den Ha (30)  

San Khong (30)  

Koh Loy (100)  

Ta Lard Mae Kron (50)  

Ta Lard Pa Ko (50)  

Thai Samut (100)  

Source Min (85) 

 

 

 

 

  

Figure 3.1 Diagram of Sampling Technique 
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3.7 Research Tools 

 
The validated structured questionnaire was developed based on social-

ecological model, integrating standardized tools. The questionnaire consisted of seven 

parts. 

Part 1: General characteristics 

This section comprised 19 questions that collected information about general 

characteristics such as age, sex, ethnicity, living arrangement in Thailand, family 

members in Myanmar, health insurance, educational attainment, marital status, chronic 

disease, health risk behavior (alcohol consumption, smoking, exercise), duration of stay 

in Thailand, area of residence, type of residence, Thai language proficiency, 

documentation status, monthly income and monthly income sufficiency, previous 

occupation in Myanmar, current occupation in Thailand, work environment, primary 

mode of transportation to the workplace, and length of time in current job. 

Part 2: Quality of Life (WHOQOL-BREF)  

Quality of life was assessed using the World Health Organization Quality of 

Life-Brief (WHOQOL-BREF), a widely validated instrument developed by the WHO 

(28, 55). The instrument consists of 26 items covering four domains: physical health (7 

items), psychological health (6 items), social relationships (3 items), and environmental 

health (8 items). Responses are rated on a 5-point Likert scale ranging from 1 (not at 

all) to 5 (completely), reflecting participants’ perceived quality of life during the 

previous two weeks. 

Domain scores were interpreted as poor, moderate, or good according to 

established WHOQOL-BREF scoring criteria. Physical health scores ranged from 7-35 

and were classified as poor (7-6), moderate (17-26), and good (27-35), while 

psychological health scores ranged from 6-30 and were categorized as poor (6-14), 

moderate (15-22), and good (23-30). Social relationships scores ranged from 3-15 and 

were grouped as poor (3-7), moderate (8-11), and good (12-15), while environmental 

health scores ranged from 8-40 and were classified as poor (8-18), moderate (19-29), 

and good (30-40). Overall quality of life scores ranged from 26-130 and were 

categorized as poor (26-60), moderate (61-95), and good (96-130). The Index of Item-
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Objective Congruence (IOC) in the current study was 1.00, and Cronbach’s alpha 

coefficient was 0.945. 

Part 3: Access to Healthcare  

Access to healthcare was assessed using a standard questionnaire based on 

literature review (38, 86, 87) to fit the context of the current study on healthcare access 

among Myanmar migrant workers. The questionnaire evaluated access to healthcare 

based on five dimensions: accessibility (3 items), acceptance (3 items), availability (3 

items), affordability (3 items) and appropriateness (3 items) of healthcare services and 

included a total of 15 items.  

For accessibility, the first question consisted of two response options: 0 (more 

than or equal 30 minutes) and 1 (less than 30 minutes). The second and third questions 

also had two response options which were 0 (no) and 1 (yes). The accessibility score 

ranged from 0-3 and was categorized as accessible (2-3) and not accessible (0-1).  

Acceptance comprised of three questions with three response options: 0 (never), 

1 (sometimes), and 2 (always). The acceptance score ranged from 0-6 and was divided 

into acceptable (4-6) and not acceptable (0-3).  

In availability, the first question consisted of three response options:  0 (never), 

1 (sometimes), and 2 (always). The second item had three reponse options which were 

0 (more than 1 hour), 1 (30 minutes to 1 hour), and 2 (less than 30 minutes). The third 

item also included three response options: 0 (less than 10 minutes), 1 (10 to 20 minutes), 

and 2 (more than 20 minutes). The availability score ranged from 0-6 and was classified 

into available (4-6) and not available (0-3).  

Affordability consisted of three questions, where the first two questions had 

three response options: 0 (always), 1 (sometimes), and 2 (never). The third question 

also had three response options which were 0 (never), 1 (sometimes), and 2 (always). 

The affordability score ranged from 0-6 and was categorized into affordable (4-6) and 

not affordable (0-3).  

Appropriateness comprised of three questions with three response options 

which were 0 (never), 1 (sometimes), and 2 (always).  The appropriateness score ranged 

from 0-6 and was divided into appropriate (4-6) and not appropriate (0-3).  

The total access to healthcare score ranged from 0-27 and was divided into three 

categories using the Best’s average score division criteria (88): low (0-9), moderate 
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(10-18), and high (19-27). The Index of Item-Objective Congruence (IOC) in the 

current study for overall access to healthcare was 0.93, and Cronbach’s alpha 

coefficient was 0.810. 

Part 4: Mental Health Status 

Mental health status was measured using the Depression, Anxiety and Stress 

Scale-21 (DASS-21), a validated self-administered instrument developed by Lovibond 

and Lovibond (89, 90). The scale includes 21 items equally distributed across three 

domains: depression, anxiety, and stress. Each item is scored on a 4-point Likert scale 

from 0 (did not apply to me at all) to 3 (applied to me very much or most of the time). 

Scores for each subscale were calculated by summing the scores of the relevant items 

and multiplying by 2 to align with the full DASS-42 scale. 

Each domain scores ranged from 0-42 and depression was categorized into 

normal (0-9), mild (10-13), moderate (14-20), severe (21-27), and extremely severe (28 

and above). Anxiety was classified as normal (0-7), mild (8-9), moderate (10-14), 

severe (15-19), and extremely severe (20 and above). Lastly, stress was divided into 

normal (0-14), mild (15-18), moderate (19-25), severe (26-33), and extremely severe 

(34 and above).  

Regarding each subscale of the DASS-21 (depression, anxiety, and stress), the 

Index of Item-Objective Congruence (IOC) in the current study was 1.00 for all 

subscales, and the Cronbach’s alpha coefficients were 0.836, 0.834, and 0.833, 

respectively.  

Part 5: Social support  

Social support was assessed using a questionnaire developed by the researcher 

based on the concept of Thoits (91). The instrument included 14 items covering support 

from family members, friends, and co-workers. Responses were scored using a 5-point 

Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). 

For the family members’ and friends’ support, the score ranged from 5-25 and 

was divided into low (5-11), moderate (12-18), and high (19-25). The score of 

coworkers’ support ranged from 4-20 and was categorized into low (4-9), moderate 

(10-15), and high (16-20).  

The overall social support score ranged from 14-70 and was divided into low 

support (14-32), moderate support (33-51), and high support (52-70) using Best’s 
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average score division criteria (88). The Index of Item-Objective Congruence (IOC) in 

the current study for overall social support was 1.00, and Cronbach’s alpha coefficient 

was 0.850. 

Part 6: Discrimination 

Discrimination was assessed by the Everyday Discrimination Scale (EDS), 

which is a validated tool, developed by Williams et al. (92). The instrument contains 9 

items scored on a 6-point Likert scale from 0 (never) to 5 (almost every day). The total 

score ranged from 0-45 and was categorized as low discrimination (0-15), moderate 

discrimination (16-30), and high discrimination (31-45) using the Best’s average score 

division criteria (88). The Index of Item-Objective Congruence (IOC) in the current 

study was 1.00, and Cronbach’s alpha coefficient was 0.890. 

Part 7: Job Satisfaction 

Job satisfaction was evaluated using the Generic Job Satisfaction Scale 

developed by Macdonald & MacIntyre (93). This 10-item scale evaluates different 

aspects of job satisfaction using a 5-point Likert response format, ranging from 1 

(strongly disagree) to 5 (strongly agree). The scores ranged from 10-50 and job 

satisfaction was categorized as very low (10-26), low (27-31), average (32-38), high 

(39-41), and very high (42-50). The Index of Item-Objective Congruence (IOC) in the 

current study was 1.00, and Cronbach’s alpha coefficient was 0.849. 

 

3.8 Research Tools Development  

 
3.8.1 Translation Process 

The structured questionnaire development process was in English first which 

was then translated into Myanmar language using forward-backward method by fluent 

bilingual translators to ensure clarity, accuracy and cultural appropriateness for 

Myanmar migrant workers. The tools and questionnaires that were translated into 

Myanmar language in this study were Access to Healthcare Questionnaire, Social 

Support Questionnaire Based on Thoits Concept, Everyday Discrimination Scale 

(EDS), and Generic Job Satisfaction Scale. 
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3.8.2 Testing of Validity of Instruments  

Content validity of the questionnaire was determined using the Index of Item-

Objective Congruence (IOC) based on review by three experts in public health, 

psychology, and health behavior science. The questionnaire was revised according to 

the feedback and recommendations provided by the experts. Items with a score lower 

than 0.5 were removed from the questionnaire, those with scores between 0.5 and 0.7 

were modified based on the reviewers’ suggestions, and items with scores higher than 

0.7 were retained in the final questionnaire, as presented in Appendix E.  

3.8.3 Testing of Reliability of Instruments 

The reliability of the Myanmar version of the questionnaire was pilot tested 

among 30 adult Myanmar migrant workers. The pilot study assessed the clarity of the 

language, the comprehensibility of the questions, and the logical flow of the 

questionnaire. Reliability was evaluated using Cronbach’s alpha (α), with a value 

greater than 0.7 considered acceptable. Any necessary adjustments to the questionnaire 

were made based on the results of this trial to ensure its reliability and usability. 

 

3.9 Data Collection 

 
The data collection process commenced only after receiving ethical clearance 

from the Mae Fah Luang University Research Ethics Committee. To identify 

participants and obtain necessary permissions, coordination was conducted with local 

leaders, migrant worker organizations, and health services. Written informed consent 

was obtained from all selected participants to ensure they fully understand the purpose 

of the study, their role, and their rights. Participants were asked to sign the consent form 

before proceeding to the questionnaire phase. The data was collected by the researcher 

from September to October 2025. 

Data was collected using self-administered structured questionnaires, which 

were distributed to participants in a private area to ensure their comfort and 

confidentiality. The questionnaire was designed to take approximately 20-30 minutes 

to complete. If participants had any questions during the data collection process, they 

were able to seek clarification from the researcher at any time. Once completed, the 
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questionnaires were reviewed to ensure completeness. However, for participants who 

cannot read or write in the Myanmar language but can understand spoken Burmese, 

data was collected through a face-to-face interview conducted by the researcher. To 

ensure the confidentiality and anonymity of participants, all collected data was entered 

into a secure database. The data was anonymized and stored safely, with access 

restricted to authorized personnel only. 

Moreover, after the participants completed answering the questionnaire, they 

were provided with a brochure which included tips and information about healthcare, 

mental health, workers' rights, importance of social support and emergency contact 

numbers. The brochure was designed to not only express gratitude for their 

participation but also provide valuable resources to establish trust and enhance their 

well-being and quality of life. 

After the data collection process was complete, scores were calculated, and 

results were summarized. These results were communicated back to the participants in 

an accessible format, either in the Myanmar language or through visual aids such as 

pictures or diagrams. Additionally, participants were provided with recommendations 

to help them improve their overall well-being and quality of life. This included 

guidance on self-care and addressing factors that may impact their health. 

 

3.10 Data Analysis 
 

3.10.1 Descriptive Analysis 

Descriptive statistics described the characteristics of the study participants. 

Categorical variables were presented as frequencies and percentages. For continuous 

variables, the mean or median was used to describe central tendency, while variability 

was presented using the standard deviation or interquartile range. 

3.10.2 Inferential Analysis 

Inferential analysis was conducted to assess the associations between 

independent variables and quality of life. After QoL scores were derived from the 

WHOQOL-BREF instrument, the overall QoL variable was dichotomized for binary 

logistic regression analysis. Participants with “good” and “moderate” QoL scores were 

grouped together and compared with those with “poor” QoL scores, consistent with 
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previous studies (26, 32). Binary logistic regression was used to examine factors 

associated with poor quality of life. Univariable logistic regression analysis was 

performed to assess the association between each independent variable and poor quality 

of life. Crude odds ratios (cOR) with 95% confidence intervals (CI) were 

calculated. Variables with p-values <0.20 were considered for inclusion in the 

multivariable analysis. Multicollinearity among independent variables was assessed 

prior to multivariable analysis using correlation analysis. Variables with correlation 

coefficients greater than 0.70 were considered highly correlated and one variable was 

carefully chosen for the final model. Multivariable logistic regression analysis was then 

performed to identify independent factors associated with poor quality of life. Adjusted 

odds ratios (aOR) with 95% CI were reported. A p-value <0.05 was considered 

statistically significant. 

 

3.11 Ethical Consideration 

All research protocols were reviewed and approved by the Ethical Review 

Committee for Human Research, Mae Fah Luang University, Thailand (Protocol No: 

EC 25110-18; COA: 135/2025; Date of Approval: July 12, 2025)  prior to administering 

the questionnaires to the participants. Participation was entirely voluntary. Participants 

were informed about the objectives and data collection methods of the study, and 

written informed consent was obtained before commencing the study. Participants were 

assured that they can withdraw at any time during the interview and may revoke their 

consent without any repercussions. 

To ensure confidentiality, all responses were kept anonymous, and no 

permanent record of participants' names or identifying information were retained. 

Completed questionnaires and informed consent forms were stored separately to 

maintain anonymity. These documents were securely stored in a location accessible 

only to the primary investigator and destroyed upon data analysis and publication 

completion. 

This study adhered to the three main ethical principles: beneficence, ensuring 

the well-being of participants; respect for human dignity, safeguarding their rights and 

autonomy; and justice, ensuring fair treatment of all participants. 
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All procedures in this study adhered to established ethical standards and 

complied with the Declaration of Helsinki (1975). The Declaration emphasizes 

informed consent, the protection of vulnerable populations, risk minimization, and the 

necessity for research to have scientific and societal value. It mandates that research 

involving human participants should be based on sound scientific principles, conducted 

by qualified professionals, and include measures to safeguard participants’ health, 

dignity, and confidentiality (94).  
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CHAPTER 4 

RESULTS 
 

In this chapter, the findings and the results from the data analysis are presented, 

focusing on the quality of life and its four domains, intrapersonal level factors, 

interpersonal level factors, institutional level factors and community level factors 

contributing to quality of life of Myanmar migrant workers in Chiang Rai Province, 

Thailand. The results are organized into the following topics: 

4.1 Quality of life and its four domains  

4.2 General characteristics of the participants 

4.3 Subtypes from general characteristics of the participants 

     4.3.1 Health insurance 

     4.3.2 Chronic disease 

     4.3.3 Family support, friend support and co-worker support 

     4.3.4 Accessibility, acceptance, availability, affordability and 

appropriateness of healthcare 

4.4 Univariable analysis to identify factors associated with poor quality of life 

4.5 Multivariable analysis to identify factors associated with poor quality of life 

 

4.1 Quality of Life and Its Four Domains  
 

Among the 420 participants, the majority reported a moderate quality of life 

(68.6%), followed by poor quality of life (20.2%) and good quality of life (11.2%). 

Across the four domains of quality of life, most participants consistently reported scores 

in the moderate range. The environmental domain had the highest proportion of 

moderate responses (76.7%), followed by psychological and physical health (71.7% 

and 70.2% respectively). The social relationship and physical health domain showed a 

different pattern, with a relatively higher proportion reporting good level (28.1% and 

25.0% respectively), compared with much smaller percentages of good scores in the 

psychological (6.9%), and environmental domains (5.2%). In terms of poor outcomes, 
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psychological (21.4%) had the largest proportion of participants in the poor category, 

whereas  physical health had the lowest proportion of poor scores (4.8%) (Table 4.1). 

Table 4.1 Quality of Life and Its Four Domains (n=420) 

 n % 

Quality of Life   

     Poor  85 20.2 

     Moderate  288 68.6 

     Good  47 11.2 

Physical health   

     Poor  20 4.8 

     Moderate  295 70.2 

     Good  105 25.0 

Psychological health   

     Poor  90 21.4 

     Moderate  301 71.7 

     Good  29 6.9 

Social relationship   

     Poor  48 11.4 

     Moderate  254 60.5 

     Good  118 28.1 

Environmental health   

     Poor  76 18.1 

     Moderate  322 76.7 

     Good  22 5.2 
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4.2 General Characteristics of the Participants 
 

Regarding intrapersonal-level factors, a total of 420 participants were recruited, 

where 53.1% were males with the mean age of 32.3 years (SD = 9.9). The majority of 

the participants were Burma (91.2%), and 72.1% of the respondents were living with 

the family members in Thailand while 74.0% of the participants had their family 

members remaining and living in Myanmar. More than half of the participants did not 

have health insurance (52.1%). In terms of education, 61.7% of the participants had 

achieved secondary school in Myanmar. Approximately two-thirds of the respondents 

were married (65.5%) and 16.2% of the participants had chronic diseases like 

hypertension and diabetes mellitus. Regarding health risk behaviors, about one-fifth of 

them were currently drinking alcohol or smoking (18.8% and 22.6% respectively) and 

most of the respondents did not engage in exercise (65.7%). More than half of the 

participants (50.7%) had a duration of stay in Thailand of less than 3 years, resided in 

semi-urban areas (55.7%), and were currently living in rented accommodation (55.0%). 

As for the Thai language proficiency, although the vast majority of the respondents had 

no reading or writing skills (84.3% and 88.6% respectively), more than half of the 

participants had basic listening and speaking skills (58.3% and 54.5% respectively). 

Regarding documentation status of the participants, a total of 21.2% were 

undocumented. Most of the participants earned more than or equal 9000 Thai Baht per 

month (60.2%) where more than half of them reported their income as insufficient 

(59.5%). In terms of mental health status, 39.8% of participants reported moderate to 

extremely severe depressive symptoms, 35.4% reported moderate to extremely severe 

anxiety, and 14.0% reported moderate to extremely severe stress.  

At the interpersonal level, nearly half of the participants (48.3%) reported 

moderate overall social support, followed by 45.3% with high social support and 6.4% 

with low social support. Regarding institutional-level factors, agriculture was the most 

common occupation in Myanmar (45.5%), whereas construction was most common in 

Thailand (45.8%). Nearly half worked indoors (48.6%), and 46.2% traveled to work by 

motorbike or bicycle. About one-third reported very low to low job satisfaction (29.8%). 

Just over half had been in their current job for one year or less (50.7%). In terms of 

overall access to healthcare, 54.1% of participants reported low to moderate access in 
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Thailand. Additionally, 10.3% reported moderate to high levels of discrimination 

(Table 4.2). 

Table 4.2 General Characteristics of the participants (n=420) 

Characteristics n % 

Intrapersonal Level   

Age (years)   

     18-33 258 61.4 

     34-50 138 32.9 

     ≥ 51 24 5.7 

Mean = 32.3, SD = 9.9, Min = 18, Max = 66 

Sex   

     Male 223 53.1 

     Female 197 46.9 

Ethnicity   

     Burma 383 91.2 

     Karen 17 4.1 

     Shan 13 3.1 

     Mon/ Rakhine/ Akha/ Pa-O/ Lahu 7 1.6 

Living arrangement in Thailand   

     Family  303 72.1 

     Living alone 102 24.3 

     Friends 15 3.6 

Family members in Myanmar   

     Yes 311 74.0 

     No 109 26.0 

Health insurance    

     No  219 52.1 

     Yes 201 47.9 
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Table 4.2 (continued) 

Characteristics n % 

Educational attainment   

     No formal education 26 6.1 

     Primary school 86 20.5 

     Secondary school 259 61.7 

     University or above 49 11.7 

Marital status   

     Married 275 65.5 

     Single 120 28.6 

     Separate/ Divorced/ Widowed 25 5.9 

Chronic disease   

     No 352 83.8 

     Yes 68 16.2 

Alcohol consumption   

     None 258 61.4 

     Ex-drinker 83 19.8 

     Current drinker 79 18.8 

Smoking   

     None 288 68.6 

     Ex-smoker 37 8.8 

     Current smoker 95 22.6 

Exercise   

     No 276 65.7 

     Yes 144 34.3 

Duration of stay in Thailand (years)   

     <3 213 50.7 

     3 – <10 103 24.5 

     ≥10 104 24.8 

     Mean = 5.3, SD = 5.9, Min = 0.8, Max = 30 
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Table 4.2 (continued) 

Characteristics n % 

Area of residence   

     Semi-urban 234 55.7 

     Urban 186 44.3 

Type of residence   

     Rented house 231 55.0 

     Employer provided housing 153 36.4 

     On-site work compound 32 7.6 

     Shared housing with other families 4 1.0 

Thai language proficiency (reading)   

     None 354 84.3 

     Basic 57 13.6 

     Fluent 9 2.1 

Thai language proficiency (listening)   

     None 142 33.8 

     Basic  245 58.3 

     Fluent 33 7.9 

Thai language proficiency (writing)   

     None 372 88.6 

     Basic 40 9.5 

     Fluent 8 1.9 

Thai language proficiency (speaking)   

     None 158 37.6 

     Basic 229 54.5 

     Fluent 33 7.9 

Documentation status   

     Documented 331 78.8 

     Undocumented 89 21.2 
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Table 4.2 (continued) 

Characteristics n % 

Monthly income (baht)   

      ≥9000 253 60.2 

     <9000 167 39.8 

     Mean = 9114.8, SD = 2732.1, Min = 2000, Max = 25000 

Monthly income sufficiency   

     Insufficient 250 59.5 

     Sufficient 170 40.5 

Depressive symptoms   

     Normal  187 44.5 

     Mild  66 15.7 

     Moderate  138 32.9 

     Severe  19 4.5 

     Extremely severe  10 2.4 

Anxiety   

     Normal  225 53.6 

     Mild  46 11.0 

     Moderate  107 25.5 

     Severe  30 7.1 

     Extremely severe  12 2.8 

Stress   

     Normal  315 75.0 

     Mild  46 11.0 

     Moderate  50 11.9 

     Severe  9 2.1 

     Extremely severe  0 0.0 
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Table 4.2 (continued) 

Characteristics n % 

Interpersonal Level   

Overall social support   

     Low  27 6.4 

     Moderate  203 48.3 

     High  190 45.3 

Institutional Level   

Previous occupation in Myanmar   

     Agriculture 191 45.5 

     Non-manual jobs 95 22.6 

     Dependent 60 14.3 

     Construction 57 13.6 

     Manufacturing 17 4.0 

Current occupation in Thailand   

     Construction 192 45.8 

     Service sector  147 35.0 

     Manufacturing 59 14.0 

     Agriculture 22 5.2 

Work environment   

     Indoor 204 48.6 

     Semi-indoor 111 26.4 

     Outdoor 105 25.0 

Primary mode of transportation to the 

workplace 

  

     Own motorbike or bicycle 194 46.2 

     On foot 167 39.8 

     Employer-provided vehicle 59 14.0 
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Table 4.2 (continued) 

Characteristics n % 

Job satisfaction   

     Very low  30 7.2 

     Low  95 22.6 

     Average  192 45.7 

     High  63 15.0 

     Very high  40 9.5 

Length of time in current job (years)   

     ≤1  213 50.7 

     >1 – 5  144 34.3 

     >5  63 15.0 

     Mean = 2.9, SD = 3.9, Min = 0.1, Max = 29 

Community Level   

Overall access to healthcare   

     Low  49 11.7 

     Moderate  178 42.4 

     High  193 45.9 

Discrimination   

     Low  377 89.7 

     Moderate  39 9.3 

     High  4 1.0 

 
 
4.3 Subtypes from General Characteristics of the Participants 

 
4.3.1 Health Insurance  

In this study, the most commonly reported health insurance scheme was the 

Social Security Scheme (SSS) (52.2%), followed by the Migrant Health Insurance 

Scheme (MHIS) (45.3%) (Table 4.3). 
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Table 4.3 Health insurance (n=201) 

Health insurance n % 

     Social Security Scheme (SSS) 105 52.2 

     Migrant Health Insurance Scheme (MHIS) 91 45.3 

     Other (M-fund) 5 2.5 

 

4.3.2 Chronic Disease 

The types of chronic disease that were mostly found among the participants in 

this study were hypertension (51.5%), diabetes mellitus (10.3%), and gastritis (7.3%), 

respectively (Table 4.4).  

Table 4.4 Chronic disease (n=68) 

Chronic disease n % 

     Hypertension 35 51.5 

     Diabetes Mellitus 7 10.3 

     Gastritis 5 7.3 

     Gout 4 5.9 

     Kidney stone      3 4.3 

     Knee pain 3 4.3 

     Heart disease 2 2.9 

     Breast cancer 1 1.5 

     Cervical cancer 1 1.5 

     Thyroid cancer 1 1.5 

     Sinusitis 1 1.5 

     Allergy 1 1.5 

     Asthma 1 1.5 

     Bleeding per rectum 1 1.5 

     Back pain 1 1.5 

     Migraine 1 1.5 
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4.3.3 Family Support, Friend Support and Co-worker Support  

In the current study, a few participants reported receiving low support from their 

families, friends, and co-workers (4.0%, 11.0% and 7.9% respectively). More than half 

of the participants received high support from their families and co-workers (66.2% 

and 53.6 % respectively) while 62.4 % of the respondents reported moderate support 

from their friends (Table 4.5)  

Table 4.5 Family support, friend support and co-worker support (n=420) 

Subtypes of social support n % 

Family support   

     Low  17 4.0 

     Moderate  125 29.8 

     High  278 66.2 

Friend support   

     Low  46 11.0 

     Moderate  262 62.4 

     High  112 26.6 

Co-worker support   

     Low  33 7.9 

     Moderate  162 38.5 

     High 225 53.6 

 

 4.3.4 Accessibility, Acceptance, Availability, Affordability and 

Appropriateness of healthcare 

The vast majority of the participants reported the healthcare in Thailand as 

accessible, acceptable and appropriate (84.8%, 76.4% and 61.9% respectively). 

However, more than half of the respondents reported not available and not affordable 

(51.9% and 57.9% respectively) (Table 4.6). 
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Table 4.6 Accessibility, acceptance, availability, affordability and appropriateness of 

healthcare (n=420) 

Subtypes of Access to Healthcare n % 

Accessibility   

     Not accessible  64 15.2 

     Accessible  356 84.8 

Acceptance   

     Not acceptable  99 23.6 

     Acceptable  321 76.4 

Availability   

     Not available  218 51.9 

     Available  202 48.1 

Affordability   

     Not affordable  243 57.9 

     Affordable  177 42.1 

Appropriateness   

     Not appropriate  160 38.1 

     Appropriate  260 61.9 

 

 

4.4 Univariable Analysis to Identify Factors Associated with Poor 

Quality of Life 
 

In univariable logistic regression, 18 variables were found to be significantly 

associated with poor quality of life among Myanmar migrant workers: family members 

in Myanmar, health insurance, marital status, chronic disease, duration of stay in 

Thailand, type of residence, Thai language proficiency (listening and speaking), 

documentation status, monthly income sufficiency, depressive symptoms, anxiety and 

stress, social support, current occupation in Thailand, job satisfaction, access to 

healthcare and discrimination (Table 4.7).  
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Table 4.7 Univariable Analysis to Identify Factors Associated with Poor Quality of 

Life (n=420) 

Characteristics 

Quality of Life 

cOR 95% CI p-value 
Poor  

n (%) 

Moderate

/Good  

n (%) 

Intrapersonal Level      

Age (years)      

     18-33 55 (21.3) 203 (78.7) 1.03 0.37-2.89 0.956 

     34-50 25 (18.1) 113 (81.9) 0.84 0.29-2.47 0.752 

     ≥ 51 5 (20.8) 19 (79.2) 1.00   

Sex      

     Female 40 (20.3) 157 (79.7) 1.01 0.63-1.62 0.975 

     Male 45 (20.2) 178 (79.8) 1.00   

Ethnicity       

     Non-Burma 8 (21.6) 29 (78.4) 1.09 0.48-2.49 0.826 

     Burma 77 (20.1) 306 (79.9) 1.00   

Living arrangement in Thailand 

     Living alone 24 (23.5) 78 (76.5) 1.29 0.76-2.22 0.343 

     Family/ Friends 61 (19.2) 257 (80.8) 1.00   

Family members in Myanmar 

     Yes 84 (27.0) 227 (73.0) 39.97 5.49-290.87 <0.001* 

     No 1 (0.9) 108 (99.1) 1.00   

Health insurance 

     No  58 (26.5) 161 (73.5) 2.32 1.40-3.85 0.001* 

     Yes 27 (13.4) 174 (86.6) 1.00   
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Table 4.7 (continued) 

Characteristics 

Quality of Life 

cOR 95% CI p-value 
Poor  

n (%) 

Moderate

/Good  

n (%) 

Educational attainment 

     No formal 

education 

6 (23.1) 20 (76.9) 1.33 0.42-4.27 0.628 

     Primary school 20 (23.3) 66 (76.7) 1.35 0.56-3.24 0.507 

     Secondary school 50 (19.3) 209 (80.7) 1.06 0.48-2.33 0.878 

     University or 

above 

9 (18.4) 40 (81.6) 1.00   

Marital status      

     Single 28 (23.3) 92 (76.7) 1.44 0.85-2.43 0.174 

     Separate/ 

Divorced/ Widowed 

9 (36.0) 16 (64.0) 2.66 1.11-6.38 0.028* 

    Married 48 (17.5) 227 (82.5) 1.00   

Chronic disease      

     Yes 23 (33.8) 45 (66.2) 2.39 1.35-4.24 0.003* 

     No 62 (17.6) 290 (82.4) 1.00   

Alcohol consumption 

     None 50 (19.4) 208 (80.6) 0.95 0.50-1.78 0.864 

     Ex-drinker 19 (22.9) 64 (77.1) 1.17 0.55-2.48 0.684 

     Current drinker 16 (20.3) 63 (79.7) 1.00   

Smoking 

     None 59 (20.5) 229 (79.5) 1.03 0.58-1.82 0.919 

     Ex-smoker 7 (18.9) 30 (81.1) 0.93 0.36-2.45 0.888 

     Current smoker 19 (20.0) 76 (80.0) 1.00   

Exercise 

     No 57 (20.7) 219 (79.3) 1.08 0.65-1.79 0.770 

     Yes 28 (19.4) 116 (80.6) 1.00   
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Table 4.7(continued) 

Characteristics 

Quality of Life 

cOR 95% CI p-value 
Poor  

n (%) 

Moderate

/Good  

n (%) 

Duration of stay in Thailand (years) 

     <3 56 (26.3) 157 (73.7) 3.02 1.50-6.05 0.002* 

     3 – <10 18 (17.5) 85 (82.5) 1.79 0.80-4.01 0.157 

     ≥10 11 (10.6) 93 (89.4) 1.00   

Area of residence      

     Semi-urban  53 (22.6) 181 (77.4) 1.41 0.87-2.29 0.169 

     Urban  32 (17.2) 154 (82.8) 1.00   

Type of residence      

    Employer-

provided /Shared 

housing  

47 (24.9) 142 (75.1) 1.68 1.04-2.72 0.034* 

     Rented house 38 (16.5) 193 (83.5) 1.00   

Thai language proficiency (reading) 

     None 76 (21.5) 278 (78.5) 1.73 0.82-3.65 0.150 

     Basic to fluent 9 (13.6) 57 (86.4) 1.00   

Thai language proficiency (listening) 

     None 43 (30.3) 99 (69.7) 2.44 1.50-3.97 <0.001* 

     Basic to fluent 42 (15.1) 236 (84.9) 1.00   

Thai language proficiency (writing) 

     None 79 (21.2) 293 (78.8) 1.89 0.77-4.59 0.162 

     Basic to fluent 6 (12.5) 42 (87.5) 1.00   

Thai language proficiency (speaking) 

     None 47 (29.7) 111 (70.3) 2.49 1.54-4.05 <0.001* 

    Basic to fluent 38 (14.5) 224 (85.5) 1.00   
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Table 4.7 (continued) 

Characteristics 

Quality of Life 

cOR 95% CI p-value 
Poor  

n (%) 

Moderate

/Good  

n (%) 

Documentation status 

     Undocumented 34 (38.2) 55 (61.8) 3.39 2.02-5.72 <0.001* 

     Documented 51 (15.4) 280 (84.6) 1.00   

Monthly income (baht) 

     <9000 39 (23.4) 128 (76.6) 1.37 0.85-2.22 0.198 

     ≥9000 46 (18.2) 207 (81.8) 1.00   

Monthly income 

sufficiency 

     

     Insufficient 62 (24.8) 188 (75.2) 2.11 1.25-3.56 0.005* 

     Sufficient 23 (13.5) 147 (86.5) 1.00   

Depressive 

symptoms 

     

     Moderate to 

extremely severe 

79 (47.3) 88 (52.7) 36.96 15.56-87.76 <0.001* 

     Normal to mild 6 (2.4) 247 (97.6) 1.00   

Anxiety      

     Moderate to 

extremely severe 

64 (43.0) 85 (57.0) 8.96 5.17-15.55 <0.001* 

     Normal to mild 21 (7.7) 250 (92.3) 1.00   

Stress      

     Moderate to 

extremely severe 

38 (64.4) 21 (35.6) 12.09 6.54-22.36 <0.001* 

     Normal to mild 47 (13.0) 314 (87.0) 1.00   
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Table 4.7 (continued) 

Characteristics 

Quality of Life 

cOR 95% CI p-value 
Poor  

n (%) 

Moderate

/Good  

n (%) 

Interpersonal Level      

Overall social support      

     Low to moderate 79 (34.3) 151 (65.7) 16.04 6.81-37.82 <0.001* 

     High  6 (3.2) 184 (96.8) 1.00   

Institutional Level      

Previous occupation in Myanmar 

     Non-manual jobs 21 (22.1) 74 (77.9) 1.11 0.61-2.01 0.742 

     Dependent 6 (10.0) 54 (90.0) 0.43 0.17-1.08 0.073 

     Construction 16 (28.1) 41 (71.9) 1.52 0.77-2.99 0.224 

     Manufacturing 3 (17.6) 14 (82.4) 0.84 0.23-3.05 0.785 

     Agriculture 39 (20.4) 152 (79.6) 1.00   

Current occupation in Thailand 

     Construction 48 (25.0) 144 (75.0) 2.39 1.32-4.32 0.004* 

     Agriculture 6 (27.3) 16 (72.7) 2.69 0.931-7.76 0.068 

     Manufacturing 13 (22.0) 46 (78.0) 2.03 0.92-4.46 0.079 

     Service sector 18 (12.2) 129 (87.8) 1.00   

Work environment      

     Semi-indoor 25 (22.5) 86 (77.5) 1.27 0.72-2.24 0.410 

     Outdoor 22 (21.0) 83 (79.0) 1.16 0.64-2.08 0.625 

     Indoor 38 (18.6) 166 (81.4) 1.00   
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Table 4.7 (continued) 

Characteristics 

Quality of Life 

cOR 95% CI p-value 
Poor  

n (%) 

Moderate

/Good  

n (%) 

Primary mode of transportation to the workplace 

     Own motorbike or 

bicycle 

37 (19.1) 157 (80.9) 1.16 0.54-2.49 0.714 

     On foot 38 (22.8) 129 (77.2) 1.44 0.67-0.54 0.350 

     Employer-

provided vehicle 

10 (16.9) 49 (83.1) 1.00   

Job satisfaction      

     Very low to low 62 (49.6) 63 (50.4) 11.64 6.71-20.20 <0.001* 

     Average to very 

high 

23 (7.8) 272 (92.2) 1.00   

Length of time in current job (years) 

     ≤1 52 (24.4) 161 (75.6) 2.22 0.99-4.97 0.052 

     >1 – 5  25 (17.4) 119 (82.6) 1.44 0.61-3.41 0.401 

     >5 8 (12.7) 55 (87.3) 1.00   

Community Level      

Overall access to healthcare 

     Low to moderate 83 (36.6) 144 (63.4) 55.05 13.31-227.52 <0.001* 

     High 2 (1.0) 191 (99.0) 1.00   

Discrimination      

     Moderate to high 25 (58.1) 18 (41.9) 7.34 3.77-14.28 <0.001* 

     Low 60 (15.9) 317 (84.1) 1.00   

Note *Statistically significant level at p-value < 0.05. 

Remark: Non-Burma in ethnicity refers to ethnic groups including Karen, Shan, 

Mon, Rakhine, Akha, Pa-O, and Lahu. Employer-provided/ shared housing in 

type of residence refers to employer-provided housing, on-site work compound, 

and shared housing with other families. 
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4.5 Multivariable Analysis to Identify Factors Associated with Poor 

Quality of Life 
 

 In multivariable logistic regression, six variables were found to be significantly 

associated with poor quality of life: chronic disease, type of residence, depressive 

symptoms, social support, job satisfaction, and discrimination.  

 The odds of having poor quality of life were 2.96 times (95% CI = 1.29-6.81) 

higher for those who had chronic diseases like hypertension and diabetes mellitus 

compared to those who did not have any chronic diseases. Those who lived in house 

provided by employer, on-site work compound or shared housing with other families 

had a greater chance of poor quality of life than those who were staying in rented house 

with 3.59 times (95% CI = 1.75-7.38). Moreover, participants who had moderate to 

extremely severe depressive symptoms had 15.33 times (95% CI = 5.86-40.08) higher 

chance of poor quality of life compared to those who had no to mild depressive 

symptoms. Those who received low to moderate social support had a greater chance of 

having poor quality of life than those with high social support with 6.35 times (95% CI 

= 2.15-18.74).  The odds of poor quality of life were 6.72 times (95% CI = 3.33-13.56) 

higher for the individuals who had very low to low job satisfaction compared to those 

who had average to very high job satisfaction. Lastly, participants who reported 

moderate to high discrimination had 3.50 times (95% CI = 1.44-8.53) higher odds of 

having poor quality of life compared to those who reported low discrimination (Table 

4.8). 
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Table 4.8 Multivariable Analysis to Identify Factors Associated with Poor Quality of 

Life (n=420) 

Characteristics aOR 95%CI p-value 

Intrapersonal Level    

Chronic disease    

     Yes 2.96 1.29-6.81 0.011* 

     No 1.00   

Type of residence    

    Employer-provided/Shared housing 3.59 1.75-7.38 <0.001* 

     Rented house 1.00   

Depressive symptoms    

     Moderate to extremely severe 15.33 5.86-40.08 <0.001* 

     Normal to mild 1.00   

Interpersonal Level    

Overall social support    

     Low to moderate 6.35 2.15-18.74 <0.001* 

     High 1.00   

Institutional Level    

Job satisfaction    

     Very low to low 6.72 3.33-13.56 <0.001* 

     Average to very High 1.00   

Community Level    

Discrimination    

     Moderate to high 3.50 1.44-8.53 0.006* 

     Low 1.00   

Note *Statistically significant level at p-value < 0.05. 

Remark: Employer-provided/ shared housing in type of residence refers to 

employer-provided housing, on-site work compound, and shared housing with 

other families. 
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CHAPTER 5 

DISCUSSION AND CONCLUSION 

This chapter presents the discussion, conclusion, and recommendations of the 

study. The study aimed to assess the quality of life and identify its associated factors 

among Myanmar migrant workers in Chiang Rai Province, Thailand. 

 

5.1 Discussion of Quality of Life Among Migrant Workers  

 
In the present study, approximately one in five Myanmar migrant workers in 

Chiang Rai Province, Thailand, had a poor quality of life (20.2%), while the majority 

reported moderate quality of life (68.6%) and a smaller proportion reported good 

quality of life (11.2%). In contrast to studies from several developing countries, 

including Bangladesh, where up to 94.0% of migrant workers reported low quality of 

life (23), and India, where more than half (54.0-62.0%) reported poor outcomes (24, 

25), the proportion of poor quality of life in this study was considerably lower. 

Furthermore, a study conducted in China by Lu et al. (22) found that rural-to-urban 

migrant workers consistently scored lower quality of life across all domains than local 

residents. Compared with these contexts, the findings of the present study appear 

relatively more favorable. Only about one-fifth of participants reported poor quality of 

life, whereas most remained within the moderate category. This difference may be 

explained by differences in employment conditions (30, 95), access to health services 

including migrant health insurance schemes (96, 97), and social support in the study 

area (35) Differences in measurement instruments may also have contributed to the 

variation in findings, as some previous studies applied the Health Survey Short Form, 

SF-36, which differs in domain coverage and scoring compared with the WHOQOL-

BREF used in this study (22, 53). 

Regarding Thailand, the distribution observed in the current study is generally 

comparable to findings from previous studies conducted in the country, where moderate 

quality of life was consistently the most commonly reported level among migrant 
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workers. A study among Cambodian migrant workers in Thailand reported that most 

participants had a moderate quality of life (55.3%), followed by poor (34.5%) and high 

levels (10.1%) (32). Similarly, a study among Myanmar migrant workers in Samut 

Sakhon Province found that the majority reported moderate quality of life (94.0%), with 

only small proportions in the low (3.2%) and high (2.7%) categories (28). Findings 

from southern Thailand also showed that moderate quality of life was the most 

prevalent (85.7%), followed by good (11.4%) and poor (2.7%) levels (26). An earlier 

study conducted in Chiang Rai in 2009 reported a similar pattern, with over half 

(56.0%) of Myanmar migrant workers reporting moderate quality of life (27). 

Although the predominance of moderate quality of life is consistent across these 

studies, the proportion of migrant workers reporting poor quality of life in the current 

study (20.2%) was substantially higher than that reported in Samut Sakhon and 

southern Thailand. This difference may be attributed to the unique vulnerabilities 

associated with border areas such as Chiang Rai, where migrant workers often 

experience greater socioeconomic insecurity, limited access to stable employment, and 

barriers to healthcare and social support services (98, 99). In addition, differences in 

occupational characteristics may contribute to this disparity, as migrant workers in 

border areas such as Chiang Rai are often concentrated in construction, livestock, and 

agriculture sectors, where employment may be lower paid, less stable, and associated 

with greater economic vulnerability (100, 101). However, consistent findings regarding 

moderate quality of life across Thailand may reflect shared migration policies (102), 

employment structures (30, 95), and access to health services experienced by migrant 

workers nationwide (96, 99, 103, 104), while regional disparities may influence the 

proportion of workers experiencing poor quality of life. 

 

5.2 Discussion of Findings 
 

Initially, 31 variables were tested for their association with quality of life among 

Myanmar migrant workers in Chiang Rai Province, Thailand using univariable analysis 

in a binary logistic regression model. The analysis was conducted at a 95% confidence 

interval, with crude odds ratios and statistical significance set at a p-value < 0.05. From 

the univariable analysis, 18 variables were found to be significantly associated with 
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poor quality of life among Myanmar migrant workers: family members in Myanmar, 

health insurance, marital status, chronic disease, duration of stay in Thailand, type of 

residence, Thai language proficiency (listening and speaking), documentation status, 

monthly income sufficiency, depressive symptoms, anxiety and stress at intrapersonal 

level, social support at interpersonal level, current occupation in Thailand and job 

satisfaction at institutional level, access to healthcare and discrimination at community 

level.  

Subsequently, variables with a p-value < 0.20 in the univariable analysis were 

entered into the binary logistic regression model for the multivariable analysis. The 

model assumptions were assessed using the Hosmer–Lemeshow goodness-of-fit test to 

ensure that the final model was appropriate for the data. Before running the full model, 

correlation tests were performed to check for multicollinearity. If variables with a 

correlation coefficient greater than 0.70 were found, one was carefully chosen to put in 

the final model. The backward likelihood ratio (LR) method was then applied, step by 

step, removing the least significant variables until the final model was obtained. In the 

multivariable logistic regression analysis, 6 variables remained significantly associated 

with poor quality of life: chronic disease, type of residence and depressive symptoms 

at the intrapersonal level, social support at interpersonal level, job satisfaction at the 

institutional level and discrimination at the community level.  

In this study, it was found that chronic disease, type of residence, depressive 

symptoms, social support, job satisfaction and discrimination were key factors 

influencing quality of life.  

 5.2.1 Intrapersonal Level Factors Associated with Poor Quality of Life 

     5.2.1.1 Chronic Disease 

     Participants with chronic diseases such as hypertension or diabetes mellitus 

had a greater chance of poor quality of life compared to those without chronic 

conditions in this study. This finding is also consistent with previous research from 

China showing that chronic illnesses negatively affect the wellbeing of migrant workers. 

A study among rural-to-urban migrant workers in China found that individuals with 

chronic illnesses had lower overall quality of life than those without such conditions 

(22). Research among white-collar migrant workers in China also showed that chronic 

diseases such as hyperlipidemia and cardiovascular conditions were linked to 
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significantly lower quality of life scores (34). Similar evidence from Bergmann et al. 

(63) reported that chronic conditions, including diabetes and ischemic heart disease, 

were associated with reduced physical and mental quality of life. Similarly, in the 

context of Myanmar migrant workers in this study, the poorer quality of life observed 

among those with chronic diseases may be due to the long-term nature of these 

conditions, which require continuous care and lifestyle management. Difficulties in 

accessing healthcare, financial limitations, and the challenge of managing chronic 

illness alongside demanding work conditions may increase both physical discomfort 

and psychological stress, leading to reduced quality of life (105, 106). 

     5.2.1.2 Type of Residence 

     In this study, participants who lived in employer-provided housing, work 

compounds, or shared housing had higher odds of poor quality of life than those living 

in rented housing. This finding is consistent with a study among Cambodian migrant 

workers in Thailand reported that those living in employer-provided housing were more 

likely to have poor quality of life than those in other housing types (32). However, this 

finding contrasts with a study among adult migrant garment workers in Dhaka City 

which found that participants living in work compound housing reported higher mean 

quality of life scores than those renting accommodation (23). Similarly, a study among 

Myanmar migrant workers in Samut Sakhon Province, Thailand reported higher quality 

of life among those lodging in work compounds (28). For Myanmar migrant workers 

in Thailand in this study, housing type may influence quality of life through differences 

in privacy, overcrowding, and living conditions. Rented housing may offer greater 

autonomy and a more stable living environment, whereas employer-provided or shared 

housing may limit personal space and family life, increase stress, and reduce overall 

wellbeing, contributing to poor quality of life (107–109). 

     5.2.1.3 Depressive symptoms 

     In the current study, participants with moderate to extremely severe 

depressive symptoms were more likely to experience poor quality of life compared to 

those with no to mild depressive symptoms. This finding is consistent with a study 

conducted in Australia demonstrated that depression was negatively associated with 

quality of life among older African migrants (110). According to a systemic review 

among migrant workers in Korea, one study also reported a significant negative 
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relationship between depression and quality of life among Indonesian migrant workers 

in South Korea (33, 37). Moreover, similar evidence from South of Thailand stated that 

Myanmar migrant workers with no depressive symptoms were more likely to have a 

good quality of life compared to those with depressive symptoms (26). In the same way, 

among Myanmar migrant workers in this study, depressive symptoms may reduce 

motivation, social interaction, and coping ability, which negatively affects daily 

functioning and overall wellbeing, resulting in poorer quality of life (111, 112). 

5.2.2 Interpersonal Level Factor Associated with Poor Quality of Life 

     5.2.2.1 Social Support 

     In this study, participants with low to moderate social support had higher 

chance of poor quality of life than those with high social support. This finding is 

consistent with previous studies among migrant workers in China, which demonstrated 

a positive correlation between social support and quality of life (36, 69). A systematic 

review among migrant workers in Korea also identified social support as a key 

determinant of quality of life, with one study showing that higher support predicted 

better overall quality of life (33, 37). Similarly, a study among Myanmar women 

migrant workers in Central and Northern Thailand reported that both moderate and high 

levels of social support were associated with significantly higher quality of life scores 

compared to low support (35). Likewise, for Myanmar migrant workers in Thailand in 

this study, social support from family, friend, or coworker also plays an important role 

in reducing stress, depression and anxiety, sharing information, financial assistance, 

and strengthening coping capacity and resilience. Limited social support may increase 

psychological distress and vulnerability, ultimately leading to poorer quality of life (11, 

113–115). 

5.2.3 Institutional Level Factor Associated with Poor Quality of Life 

     5.2.3.1 Job Satisfaction 

     In the current study, participants who had very low to low job satisfaction 

had higher odds of poor quality of life compared to those who had average to very high 

job satisfaction. This finding is consistent with a study among migrant workers in Korea 

which mentioned that the higher the job satisfaction, the better the quality of life, with 

hope acting as a key mediator (37). Moreover, a study among Chinese rural-to-urban 

migrants also reported that job satisfaction significantly influenced their physical and 



 78 

psychological health status (74). This pattern is also supported by a study among 

Myanmar migrant workers in Samut Sakhon, Thailand, which reported that workers 

experienced good quality of life due to having employment, feeling satisfied and proud 

of their work, and receiving standard wages (81). This may also be explained among 

Myanmar migrant workers in this study, where low job satisfaction may increase stress, 

burnout and feelings of job insecurity while weakening relationships in the workplace. 

These conditions can negatively affect psychological well-being and daily functioning, 

ultimately contributing to poorer quality of life (116, 117). 

5.2.4 Community Level Factor Associated with Poor Quality of Life 

     5.2.4.1 Discrimination 

     In this study, participants who reported moderate to high discrimination were 

more likely to have poor quality of life compared to those who reported low 

discrimination. This finding is consistent with a research among migrants living in 

Chile which reported that perceived discrimination was inversely associated with their 

quality of life (78). A study conducted among Asian American immigrants also 

supports the association between racial discrimination and worse health-realted quality 

of life (77). This finding is also supported by a study among Brazilian female 

immigrants in Portugal, which showed that higher perceived discrimination was 

associated with lower quality of life and had negative effects on both physical and 

mental health (79). Similarly, a study among rural-to-urban migrants in China found 

that discriminatory experiences had significant negative effects on both psychological 

distress and quality of life (80). This may also be explained among Myanmar migrant 

workers in this study by the fact that discrimination acts as a psychosocial stressor that 

can reduce self-esteem, limit social integration, and restrict access to resources and 

services, thereby contributing to poorer quality of life (118, 119). 

 

5.3 Conclusion 
 

This study found that 20.2% of Myanmar migrant workers in Chiang Rai 

Province had poor quality of life. Using the social-ecological model, poor quality of 

life was associated with chronic disease, type of housing, depressive symptoms, social 

support, job satisfaction and discrimination. These findings highlight the need for 
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integrated public health interventions addressing chronic disease management, 

improved housing conditions, screening and support for depressive symptoms, 

strengthened social support networks, enhanced job satisfaction, and prevention of 

workplace and social discrimination to improve overall well-being. 

 

5.4 Limitations of the Study 

 
A few limitations should be addressed in this study. First, the cross-sectional 

design limits the ability to establish temporal or causal relationships between the 

studied factors and quality of life. Second, the study was conducted in only two districts, 

which limits generalizability and may not represent Myanmar migrant workers across 

the whole of Chiang Rai Province. Third, the use of convenience sampling, a non-

probability method, may have introduced selection bias. Finally, considerable 

information bias such as recall bias and social desirability bias may have influenced 

participants’ responses, particularly because face-to-face interviews were conducted for 

some participants who were unable to read or write, which may have affected the 

accuracy of self-reported information. 
Nevertheless, the study has important strengths. It successfully recruited a 

sizeable sample of Myanmar migrant workers, providing meaningful insights into their 

living conditions, health challenges, and wellbeing across different subgroups. The 

study also fills a gap in existing literature on migrant’s quality of life by addressing a 

population that is often overlooked in research, particularly in Northern Thailand, 

thereby contributing important evidence to an underexplored area. Moreover, this study 

applied socio-ecological model to examine factors influencing quality of life across 

multiple levels. This multilevel approach provides a more complete understanding of 

the complex influences on migrants’ quality of life, moving beyond individual-level 

explanations and offering stronger evidence to guide targeted public health 

interventions. 
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5.5 Recommendations  
 

The study identified factors associated with quality of life among Myanmar 

migrant workers in Chiang Rai Province, Thailand. Based on the findings, the following 

recommendations are made. 

5.5.1 Recommendations to Participants 

Myanmar migrant workers should be encouraged to actively engage in the 

management of their physical and mental health. For individuals with chronic 

conditions, family members can play a crucial role in supporting treatment adherence, 

encouraging healthy behaviors, and assisting with access to care. Strengthening family 

involvement in disease management may help reduce complications and improve 

overall quality of life. In addition, maintaining regular health check-ups and seeking 

early care for emerging symptoms, including psychological distress, is important. 

Building and sustaining social connections with family, friends, and coworkers may 

enhance emotional resilience and reduce the risk of depressive symptoms. Regarding 

employment, although most participants reported acceptable levels of job satisfaction, 

workers should be encouraged, where feasible, to seek roles that align with their skills, 

experience, and personal interests. Improving communication with employers and 

developing problem-solving skills in the workplace may further support a positive work 

environment. Although reported levels of discrimination were not high, migrant 

workers should be aware of their rights and available support mechanisms. Developing 

coping strategies, seeking social support, and engaging with community networks may 

help mitigate the potential negative effects of discriminatory experiences. 

5.5.2 Recommendations to Health Officers (Local/Community Level) 

Health officers working in border areas such as Chiang Rai should prioritize 

integrated care approaches that address both physical and mental health needs of 

migrant populations. Routine screening for chronic diseases (e.g., diabetes, 

hypertension) and depressive symptoms should be incorporated into primary care and 

outreach services. Culturally and linguistically appropriate health education programs 

should be strengthened, with particular emphasis on chronic disease self-management, 

medication adherence, and mental health awareness. Involving family members in 

health education sessions may enhance long-term disease management and support 
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systems. Mobile clinics and community outreach activities should be expanded to 

improve access among hard-to-reach migrant populations. In addition, collaboration 

with migrant health volunteers and community leaders can help bridge communication 

gaps and improve service utilization. Clear referral pathways for both chronic disease 

complications and mental health conditions should be established to ensure continuity 

of care. Health officers should also be trained to provide basic mental health support 

and identify early signs of psychological distress. 

5.5.2 Recommendations to Provincial Health Level  

At the provincial level, health systems should strengthen coordinated service 

delivery for migrant workers by integrating chronic disease management and mental 

health services into existing programs. Expanding migrant-friendly services, including 

interpretation support and flexible service hours, may improve accessibility. 

Partnerships with employers should be promoted to facilitate workplace-based health 

promotion activities, such as periodic health screening and health education sessions. 

Improving living and working conditions through multisectoral collaboration remains 

important for sustaining health outcomes. In addition, community-based initiatives that 

promote social support such as peer groups or migrant networks should be encouraged 

to enhance psychological well-being and social integration. 

5.5.3 Recommendations to Policy Maker  

At the policy level, comprehensive strategies are needed to address the 

multilevel determinants of quality of life among Myanmar migrant workers. Policies 

should strengthen access to affordable healthcare and continuity of care for chronic 

diseases, including inclusive health insurance coverage and migrant-friendly services. 

National frameworks should also support the integration of mental health screening and 

treatment into primary care. Regulations that promote safe housing standards, fair 

employment practices, and job security are essential to improve job satisfaction and 

overall wellbeing. In addition, policies that encourage community-based social support 

programs and protect migrants from discrimination in workplaces and public services 

should be enforced. Strengthening legal protection, social inclusion, and equitable 

access to health and welfare services will be critical for improving the long-term quality 

of life of migrant populations. 

 



 82 

5.5.4 Recommendations to Further Study 

Future research should consider a longitudinal study design to monitor changes 

in quality of life among migrant workers over time, particularly as policies, work 

environments, and healthcare systems evolve. Conducting studies in other provinces 

with different migrant populations would allow for comparisons across regions, helping 

identify context-specific challenges and opportunities for targeted interventions. 

Finally, qualitative studies are also recommended to explore the lived experiences, 

perceptions, and unmet needs of Myanmar migrant workers in greater depth. Such 

approaches can help explain the underlying reasons behind quantitative findings, 

especially regarding depressive symptoms, social support, job satisfaction, and 

discrimination. 
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APPENDIX A 

 

ETHICAL APPROVAL CERTIFICATE (THAI VERSION) 
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APPENDIX B 

 

ETHICAL APPROVAL CERTIFICATE (ENGLISH VERSION) 
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APPENDIX C 

 

INFORMATION SHEET AND INFORMED CONSENT  

(ENGLISH VERSION) 
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APPENDIX D 

 

INFORMATION SHEET AND INFORMED CONSENT 

(MYANMAR VERSION) 
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APPENDIX E 

VALIDITY ASSESSMENT OF QUESTIONNAIRE 

 

The validity of the questionnaire was assessed by three experts who provided 

evaluation scores using the Item-Objective Congruence (IOC) method. The 

questionnaire was categorized into seven parts: general characteristics, quality of life 

(WHOQOL-BREF), access to healthcare, mental health status, social support, 

discrimination, and job satisfaction.  

 

Expert 1   

Name: Dr. Natnaree Aimyong 

Desgination: Assistant Professor 

Institution: Faculty of Public Health, Mahidol University 

Email: natnaree.aim@mahidol.ac.th 

 

Expert 2   

Name: Dr. Sittichai Thongworn 

Desgination: Assistant Professor 

Institution: Faculty of Social Sciences and Humanities, Mahidol University 

Email: sittichai.tho@mahidol.ac.th 

 

Expert 3   

Name: Dr. Sunaree Tanapek 

Desgination: Assistant Professor 

Institution: Faculty of Public Health, Ramkhamhaeng university 

Email: sunareemu@gmail.com 

  

mailto:natnaree.aim@mahidol.ac.th
mailto:sittichai.tho@mahidol.ac.th
mailto:sunareemu@gmail.com
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1. Quality of Life Questionnaire (WHOQOL-BREF) 
 

No. Expert 1 Expert 2 Expert 3 Total 

score 

IOC Result 

-1 0 1 -1 0 1 -1 0 1 

1   P   P   P 3 1 valid 

2   P   P   P 3 1 valid 

3   P   P   P 3 1 valid 

4   P   P   P 3 1 valid 

5   P   P   P 3 1 valid 

6   P   P   P 3 1 valid 

7   P   P   P 3 1 valid 

8   P   P   P 3 1 valid 

9   P   P   P 3 1 valid 

10   P   P   P 3 1 valid 

11   P   P   P 3 1 valid 

12   P   P   P 3 1 valid 

13   P   P   P 3 1 valid 

14   P   P   P 3 1 valid 

15   P   P   P 3 1 valid 

16   P   P   P 3 1 valid 

17   P   P   P 3 1 valid 

18   P   P   P 3 1 valid 

19   P   P   P 3 1 valid 

20   P   P   P 3 1 valid 

21   P   P   P 3 1 valid 

22   P   P   P 3 1 valid 

23   P   P   P 3 1 valid 

24   P   P   P 3 1 valid 

25   P   P   P 3 1 valid 

26   P   P   P 3 1 valid 
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Where; 

IOC =  
!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!

#$
 

IOC = 
#$
#$

 

IOC = 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 129 

2. Access to Healthcare Questionnaire 
 

No. Expert 1 Expert 2 Expert 3 Total 

score 

IOC Result 

-1 0 1 -1 0 1 -1 0 1 

1   P   P   P 3 1 valid 

2   P   P  P  2 0.67 valid 

3   P   P   P 3 1 valid 

4   P   P   P 3 1 valid 

5   P   P   P 3 1 valid 

6   P   P   P 3 1 valid 

7   P   P  P  2 0.67 valid 

8   P   P  P  2 0.67 valid 

9   P   P   P 3 1 valid 

10   P   P   P 3 1 valid 

11   P   P   P 3 1 valid 

12   P   P   P 3 1 valid 

13   P   P   P 3 1 valid 

14   P   P   P 3 1 valid 

15   P   P   P 3 1 valid 

 

Where; 

IOC =  
!"%.$'"!"!"!"!"%.$'"%.$'"!"!"!"!"!"!"!			

!)
 

IOC = 
!*.%!
!)

 

IOC = 0.93 

 

Remarks 

Question number 2 was revised according to the expert’s comment. 

Question number 7 was revised according to the expert’s comment. 

Question number 8 was revised according to the expert’s comment. 
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3. Mental Health Status Questionnaire (DASS-21) 
 

No. Expert 1 Expert 2 Expert 3 Total 

score 

IOC Result 

-1 0 1 -1 0 1 -1 0 1 

1   P   P   P 3 1 valid 

2   P   P   P 3 1 valid 

3   P   P   P 3 1 valid 

4   P   P   P 3 1 valid 

5   P   P   P 3 1 valid 

6   P   P   P 3 1 valid 

7   P   P   P 3 1 valid 

8   P   P   P 3 1 valid 

9   P   P   P 3 1 valid 

10   P   P   P 3 1 valid 

11   P   P   P 3 1 valid 

12   P   P   P 3 1 valid 

13   P   P   P 3 1 valid 

14   P   P   P 3 1 valid 

15   P   P   P 3 1 valid 

16   P   P   P 3 1 valid 

17   P   P   P 3 1 valid 

18   P   P   P 3 1 valid 

19   P   P   P 3 1 valid 

20   P   P   P 3 1 valid 

21   P   P   P 3 1 valid 

 

Where; 

IOC =  
!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!"!			

#!
 

IOC = 
#!
#!

 

IOC = 1 
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4. Social Support Questionnaire  
 

No. Expert 1 Expert 2 Expert 3 Total 

score 

IOC Result 

-1 0 1 -1 0 1 -1 0 1 

1   P   P   P 3 1 valid 

2   P   P   P 3 1 valid 

3   P   P   P 3 1 valid 

4   P   P   P 3 1 valid 

5   P   P   P 3 1 valid 

6   P   P   P 3 1 valid 

7   P   P   P 3 1 valid 

8   P   P   P 3 1 valid 

9   P   P   P 3 1 valid 

10   P   P   P 3 1 valid 

11   P   P   P 3 1 valid 

12   P   P   P 3 1 valid 

13   P   P   P 3 1 valid 

14   P   P   P 3 1 valid 

 

Where; 

IOC =  
!"!"!"!"!"!"!"!"!"!"!"!"!"!			

!*
 

IOC = 
!*
!*

 

IOC = 1 
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5. Discrimination Questionnaire (EDS) 
 

No. Expert 1 Expert 2 Expert 3 Total 

score 

IOC Result 

-1 0 1 -1 0 1 -1 0 1 

1   P   P   P 3 1 valid 

2   P   P   P 3 1 valid 

3   P   P   P 3 1 valid 

4   P   P   P 3 1 valid 

5   P   P   P 3 1 valid 

6   P   P   P 3 1 valid 

7   P   P   P 3 1 valid 

8   P   P   P 3 1 valid 

9   P   P   P 3 1 valid 

 

Where; 

IOC =  
!"!"!"!"!"!"!"!"!			

+
 

IOC = 
+
+
 

IOC = 1 
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6. Job Satisfaction Questionnaire (Generic Job Satisfaction Scale) 
 

No. Expert 1 Expert 2 Expert 3 Total 

score 

IOC Result 

-1 0 1 -1 0 1 -1 0 1 

1   P   P   P 3 1 valid 

2   P   P   P 3 1 valid 

3   P   P   P 3 1 valid 

4   P   P   P 3 1 valid 

5   P   P   P 3 1 valid 

6   P   P   P 3 1 valid 

7   P   P   P 3 1 valid 

8   P   P   P 3 1 valid 

9   P   P   P 3 1 valid 

10   P   P   P 3 1 valid 

 
Where; 

IOC =  
!"!"!"!"!"!"!"!"!"!			

!%
 

IOC = 
!%
!%

 

IOC = 1 
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APPENDIX F 

QUESTIONNAIRE (ENGLISH VERSION) 
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APPENDIX G 

QUESTIONNAIRE (MYANMAR VERSION) 
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APPENDIX H 

 

SUBTYPES OF SOCIAL SUPPORT AND ACCESS TO 

HEALTHCARE: UNIVARIABLE ANALYSIS 

 
Table H1 Subtypes of Social Support and Access to Healthcare: Univariable Analysis 

Characteristics 

Quality of Life 

cOR 95% CI p-value 
Poor  

n (%) 

Moderate 

/Good  

n (%) 

Family support      

     Low/Moderate 60 (42.3) 82 (57.7) 7.41 4.36-12.57 <0.001* 

     High 25 (9.0) 253 (91.0) 1.00   

Friend support      

     Low/Moderate 82 (26.6) 226 (73.4) 13.18 4.07-42.67 <0.001* 

     High 3 (2.7) 109 (97.3) 1.00   

Coworker support      

     Low/Moderate 70 (35.9) 125 (64.1) 7.84 4.30-14.29 <0.001* 

     High 15 (6.7) 210 (93.3) 1.00   

Accessibility       

     Not accessible 28 (43.8) 36 (56.2) 4.08 2.31-7.21 <0.001* 

     Accessible 57 (16.0) 299 (84.0) 1.00   

Acceptance      

     Not acceptable 54 (54.5) 45 (45.5) 11.23 6.53-19.30 <0.001* 

     Acceptable 31 (9.7) 290 (90.3) 1.00   

Availability      

     Not available 77 (35.3) 141 (64.7) 13.24 6.19-28.31 <0.001* 

     Available 8 (4.0) 194 (96.0) 1.00   

Affordability      

     Not affordable 83 (34.2) 160 (65.8) 45.39 10.98-187.56 <0.001* 

     Affordable 2 (1.1) 175 (98.9) 1.00   
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Table H1 (continued) 

Characteristics 

Quality of Life 

cOR 95% CI p-value 
Poor  

n (%) 

Moderate 

/Good  

n (%) 

Appropriateness      

     Not appropriate 71 (44.4) 89 (55.6) 14.02 7.52-26.12 <0.001* 

     Appropriate 14 (5.4) 246 (94.6) 1.00   

Note *Statistically significant level at p-value < 0.05. 
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