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Abstract 

Migrant health has increasingly attracted attention in the contemporary global health policy 

dialogue. The World Health Organisation (WHO) first acknowledged the issue at the 61st 

World Health Assembly in 2008, encouraging WHO members to ensure the right to health for 

migrants. The matter is also mentioned in the 2030 Sustainable Development Goals, which 

argued that a mechanism for achieving these goals is to offer health insurance and health 

services for all migrants. Thailand is one of many countries where the issue of migrant health 

is on the national agenda because of the country’s reliance on migrant labour. This research 

aims to understand how the issue of migrant health insurance and services is constituted as a 

‘problem’ in the 2013 Migrant Health Insurance Card Scheme policy and its practices. This 

policy is targeted at undocumented migrants who face challenges when accessing health 

services and registering for health insurance. This study uses a poststructural discourse analytic 

strategy guided by Bacchi’s (2009) What’s the problem represented to be? approach and 

Bacchi and Bonham’s (2016) Poststructural Interview Analysis approach to explore the 2013 

Migrant Health Insurance Care Scheme. It uses policy document analysis and in-depth 

interviews with policy agents to analyse the discourse in policy problematisation practices. 

Moreover, it compares the problematisation process in two border provinces (one at the 

Myanmar border and the other at the Laos PDR border) to reveal the different discourses of 

health security, neoliberal health and human rights that shape the issue and highlight the effects 

on health policy stakeholders’ practices. These discourses and discourse attributes like Thai 

bureaucratic culture reveal the power/knowledge relationship in legitimising the different 

migrant health understandings between institutions and locations. This thesis introduces the 

use of critical policy analysis to the Thai public health research community, offering an 

alternative analytical approach for health policy based on discourse sensitivity. It provides 

opportunities for rethinking the policy problem and establishing an analytical health policy 

approach based on discourse sensitivity in ways that can mitigate unintended harmful 

consequences for migrants and improve migrant health services. 
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Chapter 1 

1.1 Background  

The health of migrants is an important aspect of the global health policy agenda. The World 

Health Organisation’s (WHO) constitution (1948) set out that everyone has the right to enjoy 

the highest attainable standard of physical and mental health. This constitution was later ratified 

to protect the rights of migrants and refugees, including their right to health (WHO, 2017d). 

This concept has also been adopted by the International Organization for Migration (IOM) 

(IOM, 2013), the International Labor Organization (ILO) (ILO, 2013) and all WHO member 

states, including Thailand. The WHO first acknowledged the health of migrants at the 61st 

World Health Assembly (WHA 61.17) in 2008. The WHA 61.17 resolution aimed to encourage 

WHO members to ensure the right to health for migrants, to provide health insurance, health 

services for migrants and to implement a migrant-sensitive health policy (WHO, 2008b). The 

health of migrants was also mentioned by the UN in the recent Sustainable Development Goals 

(SDGs) in 2016, which argued that a mechanism for achieving this goal is to implement a 

health insurance policy for all migrants (Tulloch et al., 2016, WHO, 2017d).  

In 2019, it was estimated that there were more than 275 million international migrants living 

abroad worldwide (UN, 2019c). Thailand is the hub for migrants in Southeast Asia (Lorenzo 

et al., 2015). Most migrants in Thailand come from three neighboring countries: Myanmar, 

Laos People's Democratic Republic (PDR) and Cambodia (Immigration Bureau, 2019b). They 

largely work in low-skilled industries, such as agriculture and construction (Office Of Foreign 

Workers Administration, 2016). However, reliably estimating the number of migrants residing 

in Thailand is difficult because governmental institutions use different methods to track them 

(Suphanchaimat, 2017). Many migrants enter Thailand illegally, so a significant number of 

them are undocumented (Kantayaporn and Mallik, 2013, Chamratrithirong et al., 2016). The 

number of documented migrant workers from these three nations was approximately 2.7 

million (Department of Employment, 2019). However, this number does not include 

undocumented migrants or migrant workers’ accompanying dependents. The Immigration 

Bureau (2019b) estimated that there are more than 1 million undocumented migrants residing 

in Thailand.  
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The Ministry of Public Health of Thailand (MoPH) established the Migrant Health Insurance 

Card Scheme (MHICS) for migrant workers in 2004, four years prior to the WHA’s 61.17 

resolution. However, the 2004 MHICS was only implemented in some Thai industrial 

provinces (MoPH, 2016c). Moreover, the 2004 version also aimed to provide health insurance 

for documented, low-skilled migrant workers. It did not cover undocumented migrants who 

illegally entered, lived or worked in Thailand (Health Insurance Group, 2017). Besides legal 

migrants, there are many other different groups of migrants, such as dependents or families of 

migrant workers, who illegally work and live in Thailand (IOM, 2019a). The Thai government 

defines these groups of migrants as undocumented migrants and because of their legal status, 

these groups face significant challenges when accessing health services, as well as when 

registering for health insurance (MoPH, 2017c). Without insurance, some migrants are turned 

away by hospitals (Suphanchaimat et al., 2017b). Although, some hospitals do provide services 

for undocumented migrants, leaving those hospitals with a financial burden because they 

cannot reclaim the service charge from the MoPH (Kantayaporn and Mallik, 2013).  

 

There has also been pressure from the international community on the Thai government with 

regards human trafficking, including the problem of migrant health rights (Tangcharoensathien 

et al., 2017). To address these problems, the Thai government enacted the 2013 Cabinet 

Resolution to extend the health coverage of the MHICS policy to all migrants, regardless of 

legal status, who were not covered by any other health insurance schemes in Thailand as of 

2013 (MoPH, 2013b). The government also added more health benefits, such as antiretroviral 

drug treatment for migrants living with HIV/AIDS, health insurance for migrant children up to 

age 7 (including standard vaccinations), health promotion and family planning for 

undocumented female migrants (MoPH, 2013a). The 2013 resolution appointed the MoPH as 

the main institution responsible for the health issues of migrants. Finally, the 2013 MHICS 

policy aimed to provide health services, ensure health insurance for migrants and manage 

collaboration amongst the relevant policy agents from different governmental sectors, such as 

the Immigration Bureau (IB) and the Ministry of Labour (MoL) (MoPH, 2013b).  

 

There is no universally agreed definition of the term ‘migrant’ in policy studies (Castles, 2014). 

According to the IOM (2017b), the term ‘migrant’ is defined as persons, or members of their 
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family, who move to another country for better social conditions and/or job prospects. This 

study adopts this definition. The aim of this research is to analyse the policy entitled ‘The 2013 

Migrant Health Insurance Card Scheme’ (MHICS) and its problematisation process, from 2013 

to 2018, focusing on the Thai-Myanmar and Thai-Laos border areas (Tak province and 

Mukdahan province, respectively). Therefore, the research is limited to migrants from 

Myanmar and Laos who are eligible to register for the 2013 MHICS (MoPH, 2013a). These 

are migrants who are undocumented and enter Thailand illegally, and include workers and their 

dependents. Other categories of migrants, such as high-skilled manual labourers, professionals, 

refugees, displaced people, asylum seekers and tourists, are not covered by this research. 

Additionally, this thesis defines policy agents or policy stakeholders as government officers or 

people who have participated in the 2013 MHICS policy process.   

In Thailand, most of the migrant health literature comes in the form of public health 

management research and clinical research. These sources include studies focused on how to 

effectively implement communicable disease prevention programs (Kaewpitoon et al., 2018, 

Wickramage et al., 2018, Suphanchaimat et al., 2017b). Regarding public health management, 

some studies discuss the management problems associated with the mobility of migrants as a 

main factor in disease outbreaks (Rakprasit et al., 2017; Phihusoot et al., 2019). In the case of 

studies related to migrant health insurance policy in Thailand, these mostly report problems 

from 1) low service utilisation; 2) a lack of expenditure for insured migrants, causing problems 

for migrant health services; 3) poor  accessibility of health services for migrant workers; 4) 

stakeholders collaboration and policy implementation; and 5) migrant health-seeking 

behaviour (Suphanchaimat et al., 2016a; Putthasri et al., 2017; Sararean and Kritiwatthiwong, 

2015; Tangmunkongvorakul et al., 2017).  

The existing research found that some Thai social and political factors have caused problems 

in implementing the 2013 MHICS; for example, the inefficient Thai bureaucratic management 

as a barrier to health insurance services access for migrants. This has caused problems for 

budget management in terms of subsidising the treatment expenses for some services for both 

uninsured adult migrants and migrant children who are the targets of the 2013 MHICS policy. 

Indeed, this has caused threats to finances and protection for both the Thai public health system 

and migrants (Chamchan and Apipornchaisakul, 2017).  

The low utilisation rate is a result of the specific health-seeking behaviours of migrants. Several 

studies argue that migrant patients are unfamiliar with the health services and health systems 
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of the host countries, preferring self-care or alternative health services, such as independent 

drug stores or traditional medicine (Englund and Rydstrom, 2012; Chanta, 2015; 

Suphanchaimat, 2018; Legido-Quigley et al., 2019). This has become one of many reasons for 

the low utilisation rate, as well as the low health insurance registration rate (Chamchan and 

Apipornchaisakul, 2017). In fact, the problem of migrant health insurance contradicts the 

nature of migrant mobilisation. This is because the migrants cannot use the health insurance 

card or access migrant health services in other hospitals. Therefore, the health insurance is that 

registered in one hospital cannot use in other hospitals or in different provinces. This 

contradicts the reality of migration in Thailand (Huguet, 2014; Suphanchaimat et al., 2017b) 

as the Thai national immigration laws do not allow migrant workers to migrate and work in 

other provinces in Thailand. This concept affects the health benefits package and insurance 

cards. 

However, some studies found that that the utilisation rates of insured migrant patients were 

lower than those of Thais who were insured under the UCS (Suphanchaimat et al., 2016a). 

Much research shows that Thai patients with severe symptoms had higher utilisation rates and 

used more medical resources than migrants (Arphonpisan et al., 2018; Chanta, 2015). This 

demonstrates that the undocumented status of migrants, which causes low registration rates, 

does not necessarily pose an adverse impact on the Thai financial health system. MoPH (2017) 

study showed that disease and physical health status were the most important elements 

determining the cost and resources for services for both Thai and migrant patients. Therefore, 

it is important for policy makers and the Thai public to rethink their understanding of migrant 

health insurance and migrant health services, and the related policy problems. 

The existing literature identifies some problems related to migrant health services because of 

the 2013 MHICS policy which, as Tangcharoensathien et al. (2017) argue, includes policy 

volatility, inefficient registration measures and legal limitations. Indeed, most of the research 

conducted in conventional policy studies aims to address problems and seek solutions. Several 

studies investigate the experiences and assumptions of health service professionals in providing 

services to migrants under the 2013 MHICS policy, and the public health management’s 

response to migrant health. These studies argue that there are many challenges in the 

implementation process, such as culture and language barriers, financial problems, 

misunderstandings among health service providers and a lack of collaboration among policy 
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agents (Kantayaporn and Mallik, 2013; Aungkulanon et al., 2016; Tangcharoensathien et al., 

2017).  

This study is based on a view that there is still a lack of critical policy studies on the roles of 

discourse and cultural values in shaping the understanding of migrant health, as well as a lack 

of comparative research in different locations of Thailand. Most of the research has been 

conducted in one single area. In fact, the MoPH (2017b) argued that health service providers 

are likely to modify policy in order to carry out their practices which may reflect different 

governing practices in different locations. Comparing two areas with different migrant 

nationalities might be useful to explore different aspects of discourses of how migrant health 

problems are constructed, as well as the effects regarding the problem representation. 

Moreover, this research intended to investigate this issue and find out how some problems are 

left as unproblematic or silenced within the representation, as well as challenging the existing 

understanding about knowledge and practices of migrant health in Thailand.  These 

characteristics mark a difference to previous studies. Moreover, this study will broaden 

perspectives by conducting research with NGOs and experts, together with health professionals 

and health policy makers. This study also aims to uncover the different discourses that shape 

the subject position, teasing out the diversity or the lack of diversity in creating policy 

stakeholders’ subject positions. 

Therefore, this research adopts a poststructuralist approach for critical policy analysis. This is 

because the  study aims to challenge the existing understanding of knowledge and practices of 

migrant health in Thailand, and opens up a space to question what has been missing regarding 

migrant health understanding. Bacchi (2009) suggests that problems are endogenously created 

within the policy making process, rather than existing outside the process. Hence, policies give 

shape to ‘problems’, but they do not address them (Bacchi, 2017a). This aligns with the aims 

of this research which are to uncover the discourses that shape the problems of migrant health 

insurance in Thailand and compare these in two locations. Many studies have used the WPR 

approach to analyse policy related to marginalised groups or groups of people with different 

needs, such as disabled people, indigenous groups, migrants, victims and minority groups 

(Stevenson, 2013; Al-Moshahidi, 2015; Pavlovic, 2016; Hamdani, 2016). For the interview 

analysis, this research used the PIA approach to uncover the common discourse of what the 

interviewee says and the accompanying effects regarding ‘what is said’ (Bacchi and Bonham, 

2017). Indeed, this will be a pioneering study, using Bacchi’s poststructural framework to 
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analyse the 2013 MHICS policy in the Thai public health context. This, again, fulfils the core 

identity of this research and contributes the new perspective of the critical policy stance in 

uncovering the Thai migrant health discourse. The outcome of this research will be, not only 

opening up alternative ways of thinking about migrant health problems, but also exploring the 

effects regarding health security discourses that have become dominant, and which cause 

unintended challenges for both migrants and policy stakeholders. Therefore, this pioneering 

study introduces a migrant health policy analysis based on discourse sensitivities to the Thai 

public health policy community in order to change the migrant health policy, establish human 

rights practices and promote health equity for all migrants in Thailand.  

Finally, the results of this research can also inform the Thai government and the MoPH policy 

and practice related to the COVID-19 pandemic in Thailand, such as self-problematization for 

health professionals, developing strategies for risk communication and to combat fake news in 

order to strengthen cross border collaboration between the Thai government and neighboring 

countries. There are two other COVID-19 risk communication projects which have been 

developed from this research project, and will be launched in January 2021, see discussion in 

Chapter 9. 

 

1.2 The research aims 

The study aims to explore the problematisation of migrant health insurance and services 

through the 2013 MHICS policy, its’ associated publications and interview transcripts with 

policy agents about how migrant health is being governed. The research highlights 

complexities in the mode of governing associated with a public health agenda and policy 

agents’ practices alongside the 2013 MHICS policy interventions. The study offers 

opportunities to rethink the migrant health insurance and services policy problem in ways that 

can mitigate unintended harmful consequences on undocumented migrants and improve their 

health circumstances from policy analysis based on a health discourse sensitivity. The study 

adopts the What’s the problem represented to be? (WPR approach) by Bacchi (2009), to 

analyse the policy documents, and the Poststructural Interview Analysis (PIA approach) by 

Bacchi and Goodwin (2016), to analyse interviews with key actors. 
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1.3 The research questions 

1. What understanding of the issue of migrant health insurance and services has been produced 

through the 2013 MHICS policy? 

2. What assumptions were drawn upon regarding the introduction of the 2013 MHICS policy? 

3. What is left unproblematic in the understanding of migrant health insurance and service 

issues within the 2013 MHICS policy? 

4. How have the understandings of the 2013 MHICS policy affected health services for 

migrants and migrant health overall? 

 

1.4 Theoretical and conceptual framework  

The What’s the problem represented to be? (WPR) and Poststructural Interview Analysis (PIA) 

approaches aim to uncover how the issue is constituted as a ‘problem’, and this is the governing 

process, entitled ‘problematisations’. Both frameworks also argue that the policies and 

interviews not only address problems, but also constitute problems (representation) (Bacchi, 

2009; Bacchi and Bonham, 2016). Both approaches take a poststructural stance. Therefore, 

these approaches aim to analyse the discourse that constructs and shapes the ‘problems’ within 

the policy documents and to uncover what it is possible for the interviewees to say or think 

about the problems and their position in addressing the problems (Bacchi and Goodwin, 2016). 

These approaches allowed analysis to be applied beyond the state level by including analysis 

of NGO activity and the activity of other policy agents (Bacchi, 2009; Bacchi and Bonham, 

2016). Hence, practical texts, such as policy proposals, legislation, websites (Bacchi, 2017c) 

and interview transcripts (Bacchi and Bonham, 2016), become a starting point for the analysis 

 

The WPR approach has been used to analyse several aspects of policy, such as comparative 

social policy between different contexts, and policy development (Lancaster et al., 2015, 

Pienaar and Savic, 2016). Many studies have used the WPR approach to analyse policies 

related to marginalised groups or groups of people with special needs, such as disabled people, 

indigenous groups, migrants, victims and minority rights groups (Bacchi, 2009, Hamdani, 
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2016, Kriznik, 2015, Payne, 2014, Stevenson, 2013). However, as the PIA approach was 

developed in 2016, there are only a limited number of studies available. Bacchi (2012) and 

Bacchi and Bonham (2016) argued that these approaches can be applied to research proposals, 

which means the researchers can independently adjust and apply the analysis framework to 

answer research questions.  

 

1.5 Method of data collection and analysis  

This study adopts a qualitative methodology. The reason for choosing this approach is that a 

qualitative method offers a way of making explicit deep-seated assumptions that shape the 

problem; these assumptions might remain hidden or ignored if using other methodologies 

(Silverman, 2020). Qualitative methods are most congruent with this research aim of ‘problem-

questioning’ in analyzing the understanding of the migrant health insurance policy from a 

critical perspective. The research obtains data from two sources: practical texts and in-depth 

interviews with policy agents. The documentary analysis was completed prior to the interviews.  

Using both methods offers a beneficial combination for critical enquiry into how migrant health 

insurance and other related migrant health issues are understood as policy problems.  

 

1.6 Overview of thesis structure 

Chapter 2 sets out the background context of migration in Thailand. It introduces the different 

categories of migrants which reflect the Thai sociopolitical context,and presents the 

development of the 2013 MHICS policy. Then, the chapter introduces an overview of Thai 

migrant health initiatives and the Thai health system. It provides information on the two 

research sites.  

 

Chapter 3 explores the literature on migrant health paradigms such as health security, human 

rights and neoliberal health paradigms. It also covers the international public health experiences 

of migrant health insurance and services management in other main receiving countries. Then, 
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the chapter provides an overview of Thai migrant health development, as well as a 

poststructural policy analysis in the Thai public health and health policy research context.  

The theoretical chapter discusses different critical policy analysis frameworks and goes on to 

explain the What’s the problem represented to be? (WPR) approach and the Poststructural 

Interview Analysis (PIA) approach. Chapter 5 sets out the research’s methodological approach 

and describes the research process in detail.  

Chapter 6 aims to uncover the different problematisations that have operated behind the 2013 

MHICS policy and related migrant health services in Thailand. It discussed the findings that 

were uncovered from the documentary analysis and the analysis of interviews with national 

level sources. This chapter also aims to understand how the policy agents characterised their 

positions as policy stakeholders, as well as the problems of Thai migrant health insurance and 

other related migrant health issues through the 2013 MHICS policy.  Chapter 7 is devoted to 

an analysis of the findings from two different border provinces. It takes a case study approach 

to demonstrate the unique practices, discourse, and understanding of migrant health in different 

localities, with one case focused on Mae Sot district in Tak province, bordering Myanmar, and 

the other in Muang Mukdahan district in Mukdahan province, bordering Lao PDR. Both case 

studies compare the problematisation process found in the 2013 MHICS policy practices that 

demonstrate certain understandings of what policy texts and interviews suggest for changes in 

practices in different contexts, as well as under-discussed issues and the effects regarding 

different problem representations. 

Then, Chapter 8 synthesises the results to discuss the research questions, the theoretical 

framework and the literature review that were used in this study. Finally, the conclusion of the 

thesis focuses particularly on the thesis’s original contributions to knowledge, and the 

limitations of the research, as well as recommendations for future study.  
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Chapter 2 Background 

 

This chapter sets out the background to this research. It provides an overview of the trends of 

contemporary migrant health. This chapter also summarises the scope of migration in Thailand 

and Southeast Asia (SEA), which shows how migrant health issues are related to Thai socio-

political factors. In 2019, there were 275 million international migrants who made up 3.4 

percent of the global migrant population, as well as 19 million international migrants living in 

SEA (UN, 2019b). The migration movement is usually from low to middle-income countries 

(LMICs) to high-income countries (HICs). However, this does not reflect contemporary 

migrant trends, as the IOM (2019b) argues that LMICs-LMICs migration has been rising. The 

increase in people’s mobilisation is a consequence of many factors, such as economic pressure, 

political conflict, changes in demographic trends, environmental reasons and international 

crime, such as human trafficking (Burkholder and Moungsookjareoun, 2014, de Haas et al., 

2020). 

 

2.1 Thailand’s outlook 

According to the Ministry of Interior (MoI) (2020), Thailand is located at the heart of SEA. It 

shares over 5000 kilometers of borders with Cambodia, Lao PDR, Myanmar and Malaysia. In 

2020, there were 90 border crossing points between Thailand and these four neighbouring 

countries for the transportation of goods and labour (MoI, 2020). 
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Table 1 Border checkpoints 

Country The length of the 

shared geographical 

border (kms) 

International border checkpoints 

Permanent Temporary Special areas Total 

Myanmar 2,202 4 1 13 18 

Lao PDR 1,750 15 1 31 47 

Cambodia 758 6 10 - 16 

Malaysia 576 9 - - 9 

 

Source: MOI (2020) 

 The majority of the population is Thai, in both ethnicity and nationality, and Buddhism is the 

main religion. In 2018, the population was 66 million and there were slightly more females 

than males (TNSI, 2019). Population growth has declined in the last two decades due to 

changes in the socioeconomic situation. The fertility rate decreased to 1.5 children per woman 

in 2017 (World Bank, 2020). The Thai National Statistics Institution (TNSI) (2019) revealed 

that the number of children aged 0-14 shrank from 19.80 percent in 2009 to 16.79 percent in 

2018. The percentage of the population aged 65 and over increased from 11.30 percent in 2009 

to 16.06 percent in 2018. Thailand has an aging population of 10.4 million which is the second 

highest among other SEA countries, and will be an absolute aging society in 2024 (The 

National Assembly of Thailand, 2018, Ministry of Social Development and Human Security, 

2015). This causes the problem of labour shortage. Another factor in worker shortage is that 

many semi-skilled Thai labourers migrate to work in other countries, such as Taiwan, Japan, 

Korea and Scandinavian countries, due to the higher minimum wage and better career 

opportunities (TNSI, 2019). The 2019 International Migration report by the UN (2019a) 

showed that these Thai migrant workers’ remittance has contributed to the Thai economy rising 
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from 1,700 million USD in 2000 to 7,459.3 million USD in 2018. Even though the remittance 

plays an important role in Thai economic development, it also indicates a rising demand for 

migrant workers to work in Thai industrial sectors, and this has become the main driver for 

recruiting migrant workers from neighbouring countries  (Huguet, 2014, Ministry of Social 

Development and Human Security, 2015).  

 

The Thai government implemented an economic development plan in 1990 to increase the 

country’s economic capacity to become an industrialised country. However, the Asian financial 

crisis in 1997 put the Thai economy into crisis. It took almost a decade to recover (Nidhiprabha, 

2019). Since the recovery, the gross domestic product (GDP) of Thailand has increased each 

year. In 2010, the Thai GDP was higher than most middle-income countries regarding the 

World Bank’s criteria (World Bank, 2015, Warr, 2020). Since then, Thailand has been 

recognised as an upper middle-income country with a gross national income (GNI) per capita 

of 4,125 USD (World Bank, 2019). This economic growth, however, is coupled with labour 

shortages due to the change in demography. In 2015, Thailand, as a part of the Association of 

Southeast Asian Nations (ASEAN), was geared towards full regional economic integration. 

This was to create a single market and production base within the region. This also allows for 

free flow of capital, goods and migration (Petri et al., 2012). Thailand has taken this opportunity 

and positioned itself as a hub for mainland economic activity, aiming to increase productivity 

growth and export contributions, such as vehicles, clothing, prepared seafood and meat, oil and 

rubber (Rajaram and Grundy-Warr, 2004). These are produced by labour-based industries in 

Thailand where most of the workers are migrants from three neighbouring countries (Ministry 

of Commerce, 2016). Thailand has also classified the border provinces as special economic 

zones (SEZs) to build more labour-intensive industries, and has changed immigration measures 

to facilitate hiring more migrant workers (Office of The National Economic and Social 

Development Council, 2016). For example, the current immigration policy allows unskilled 

migrant workers to work in Thailand even though the 1979 Thai Immigration Act and the 2008 

Alien Working Act, which are the main pieces of immigration legislation, generally do not 

allow entry or employment of unskilled migrant workers (Immigration Bureu, 2008). However, 

the 17th section of the 1979 Immigration Act provides the exceptional conditions to this general 

ban, and some specific cases may require cabinet approval, while some migrants who can stay 

in Thailand under certain conditions are exempt from the Immigration Act (Immigration 
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Bureau, 2004, Immigration Bureau, 1979). This allows millions of low-skilled workers to work 

in Thailand. The International Labour Organisation (ILO) (2018) reported that these are 

undocumented migrants from Cambodia, Myanmar and Laos PDR.  

 

2.2 The non-Thai groups 

There is no universally agreed definition of the term ‘migrant’ in policy studies (de Haas et al., 

2020). However, the IOM (2019) defines migrants as persons or members of their family, who 

move to another country for better social conditions and/or job prospects. This research adopts 

this definition of the term. However, this research is limited in its focus to cross-border, low-

skilled migrants from Laos PDR and Myanmar, who are the targets of the 2013MHICS policy. 

These migrants are undocumented and enter Thailand illegally (MoPH, 2013b). Other types of 

migrants, such as refugees, foreign professionals and tourists, are not included in this study’s 

scope.  

 

In the Thai context, the term ‘migrant’ follows the definition from the 1979 Immigration Act 

Immigration Bureau (1979). This act adopted the term ‘alien’ (Tang Dao ต่างดา้ว) to define any 

individual who does not have Thai nationality. Moreover, it also used the term to define other 

groups of migrants such as foreign workers, tourists, stateless individuals, displaced people and 

refugees. However, in daily usage, ‘Tang Dao’ is used to refer to the migrants and their 

dependents who originate from low income countries, while migrants who are professionals 

and come from high income countries are usually entitled Tang Chad (ต่างชาติ) which means 

‘foreigners’ (Taotawin, 2010). The use of ‘migrant’ in Thailand often overlaps with the term 

‘alien’ (Pawakapan, 2015, Horumyoung and Punping, 2016). The term ‘alien’ has been used 

in many countries’ nationality laws, and this concept of ‘alien’ developed from the use of 

‘nationality’ to define a ‘nation-state’ (Czajka, 2014). The WHO (2016) argued that the 

variations in definitions of different groups of migrants, especially the use of the term ‘alien’, 

may impact the health access and health rights of migrants because the concept is used widely 

in law that focuses on the legal status of different groups of migrants. Indeed, in the Thai 

context, most migrants who are defined as aliens are undocumented migrants from low income 

countries. 
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For the Thai official record, there are many different categories and organisations that record 

the numbers of migrants in Thailand. Suphanchaimat (2017) argued that there are three main 

governmental offices responsible for recording the migrant population which are: 1) The 

Department of Employment (DoE) under the Ministry of Labour (MoL); 2) the Ministry of the 

Interior (MoI); and 3) the Ministry of Information and Communication Technology (MICT). 

Moreover, there are other organizations, like the United Nations High Commissioner for 

Refugees (UNHCR), that gather records on refugees. This thesis summarises the information 

from different sources to demonstrate the trends and numbers of migrants who are living in 

Thailand.  

 

The first group is the legal migrant workers. Thailand faces the problem of a low and medium-

skilled labour shortage. Therefore, Thailand has increased its dependence on migrant workers 

from three neighbouring countries: Myanmar, Lao PDR and Cambodia. These migrants are 

divided into different groups according to the emergency decrees ‘Migrant Workers and 

Employers in Thailand 2560’ (Government of Thailand, 2017). These decrees categorized 

different migrant groups depending on their type, work and nationality. In October 2019, there 

were 3 million migrants in Thailand (Immigration Bureau, 2019a). However, this statistic does 

not include numbers of undocumented migrants or stateless people.  

 

The second group is made up of stateless migrants who are migrants and have resided in 

Thailand since birth. The role of the Ministry of Labour (MoL) is to give work permits to 

migrants who reside in Thailand through their household registration. According to the 

Government of Thailand (2008), there are two types of registration. Tor Ror 14 (ทร. 14) is a 

household registration for non-Thai nationals who have been granted permanent residence in 

the kingdom. This group is comprised of members of ethnic minorities or tribal groups whose 

families have lived on the Thai border for at least 50 years. Tor Ror 13 (ทร. 13) is household 

registration for non-Thais who have been granted temporary residence in Thailand. These are 

migrants who have been living in Thailand for generations and have passed the national 

verification process. Another group who receives Tor Ror 13 (ทร. 13) is made up of legal 
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foreigners who are foreign wives/husbands, or migrants who can show a definite residence 

period in Thailand. However, there are many individuals who have failed to obtain birth 

certification due to geographical barriers or problems with the Thai civil registry system 

(Napaumporn, 2012); these individuals become ‘stateless people’. The status of ethnic 

minorities and these stateless people overlap. The stateless population also includes children 

of (both Thai and foreign) parents who have failed to complete civil registration in any country, 

as well as migrant workers who cannot return to their original countries because their 

nationality has been refused (Immigration Bureu, 2008). This group obtains Tor Ror 38 Kor 

(ทร. 38ก) and acquires a 13-digit ID from the Thai government. There were 1.8 million 

stateless people in Thailand in 2016 (Arunothai, 2018). These non-Thai groups are 

‘nationalityless’ rather than ‘stateless’ (Rattanamanee, 2018).  

 

The third group covers refugees. As of December 2019, Thailand was reported to have 93,355 

refugees. Most of these refugees came from Karen State or Karenni State, in Myanmar. This 

group includes people who have left their home country due to political conflict and civil war. 

They stay in nine refugee camps which have been established along the Thailand-Myanmar 

border (UNHCR, 2020).  

 

Finally, the last group covers undocumented migrant workers, and their dependents, who come 

from low-income countries and are registered with the Thai authorities, but the process of 

registration has not been completed due to the national verification process (NV). These 

migrants hold Tor Ror 38/1 (ทร.38/1) documents to maintain their living status in Thailand. 

Tor Ror 38/1 is an important document used to apply for a health insurance card under the 2013 

MHICS policy, and to obtain access to migrant health services in Thailand. Therefore, this 

migrant group is the target of the 2013 MHICS policy explored in this research. The Thai 

government also allows these undocumented migrants to work, and allows their dependents to 

live in the kingdom for a certain duration due to the need for low-skilled labourers to work in 

Thai industries (Bangkok Employment Office7, 2019). According to statistics from the Office 

of Foreign Workers Administration (2020) of Ministry of Labour, there were 2.7 million 

migrants who belonged to this category. The jobs these migrants do are construction workers, 



 
16 

domestic workers, service workers and workers in labour intensive industry or the 

farming/agricultural sector, all of which are included in the target group of the 2013 MHICS 

policy (MoPH, 2013b).  

2.3 The general context of Thai health policy  

Since 1970, Thailand has invested in public health infrastructure in order to increase the 

capacity of the health services. Therefore, the Thai health policy, in general, mainly focuses on 

the improvement of the public health system, enhancing the capacity of the health workforce, 

and establishing sustainable universal health coverage for all. This also aligns with the Thai 

constitution, in that the state must ensure the right to health for all people without any 

discrimination (Thai government, 2018). The institution that plays a principal role in the Thai 

public health policy process is the Ministry of Public Health (MoPH) which was founded in 

1942. The role of the MoPH is to establish a modern medical system, ensure universal health 

coverage and implement health policy for the entire state (MoPH, 2019). Indeed, Thailand also 

adopted the idea of decentralization of the governmental form. Hence, since 1960s, the Thai 

government has implemented the National Health Development Plan, which is geared towards 

establishing district hospitals and local primary healthcare units, as well as the development of 

health and education. By the end of the 1990s, Thailand achieved its target by: 1) establishing 

health systems in all provinces; 2) building 95 provincial hospitals able to provide tertiary care; 

3) expanding 730+ district hospital providing secondary care; and 4) developing 10,000 health 

centers providing primary care (MoPH, 2018). This was followed by establishing medical, 

nursing and public health schools to increase the numbers of the health workforce. Finally, 

with long-term investment in the Thai public health system, Thailand achieved universal health 

coverage (UHC) in 2002. Since then, the country has created three main public health insurance 

schemes which cover almost 99 percent of the entire population. In addition, there are several 

other private insurance schemes and specific health insurance for migrants.   

Today, the MoPH and the Thai government have also enacted the Thai Health Constitution as 

the key policy strategy in setting the Thai national health policy agenda. The first health 

constitution was implemented in 2009. It aimed to ensure UHC, implement effective 

communicable diseases (CDs) control and prevention, develop health technology, preserve 

Thai traditional medicine practices, ensure customer protection, enhance health literacy and 

information, develop the healthcare workforce, and improve health care financing and health 

insurance. The second health constitution, implemented in 2016, kept those goals, and also 
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extended the health policy agenda to the service and prevention of non-communicable disease, 

accident and health threats related to climate change and national disasters. It also stated the 

importance of drug access and the problem of health equity for all people in the Thai kingdom. 

Therefore, the context of Thai public health policies and practices, in general, follows the 

blueprint of the Thai health constitution, as well as being implemented to maintain UHC. 

Indeed, to follow the Thai Health Constitution, migrant health issues features in all strategies 

(MoPH, 2017).  

 

2.4 An overview of Thai migrant health initiatives and the Thai health system 

The section entitled ‘Rights and Liberties of the Thai People’ in the Thai constitution was 

enacted to ensure equal treatment of all persons before the law. Discrimination in any cases, 

including for reasons of nationality, is unjustified. This aligns with other Thai migration 

management systems, such as a recent action plan entitled the Border Health 2017-2021, 

promoting safe migration processes, standardised employment rights and a policy for 

monitoring migrant registration, especially for undocumented migrants (MoPH, 2017a). 

However, acknowledgement of this element of the constitution has varied over time, depending 

on changes to the Thai political climate, resulting in differing attitudes towards migrants over 

periods (Archavanitkul, 2012).  

 

The first immigration act that mentioned health was the 1978 Alien Work Act (Immigration 

Bureau, 1979). This act stated that a migrant who wants to work in Thailand must not have any 

mental health illness, nor experience any communicable diseases (CDs), such as leprosy, 

elephantiasis, stage 3 syphilis, or active tuberculosis. This act has become the first development 

of migrant health policy and the migrant health agenda that focuses on communicable disease 

prevention and control, with a commitment to control and eliminate these communicable 

diseases (MoPH, 2017b). Moreover, the act also outlined that migrants must not have 

alcoholism, disabilities and drug addiction (Immigration Bureau, 1979). However, there is little 

known about the agenda on non-communicable diseases (NCDs) or migrant rights (Permpolsuk 

et al., 2018). Burkholder and Moungsookjareoun (2014) suggested that, in general, the Thai 

migrant health agenda has concentrated on the epidemiological issue of CDs while migrant 
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NCDs may be under-researched due to low access to health services. There is also a debate on 

the lack of attention to NCDs policy across global health initiatives even though there is a high 

mortality rate from NCDs in different populations (Buse and Hawkes, 2015). Moreover, the 

2019 UN migration report also pointed out the problem of non-systematic use of data in 

managing and understanding the health of migrants (UN, 2019a). This has limited the 

understanding of migrant health policy overall (Huguet, 2014, Chamchan and 

Apipornchaisakul, 2017). 

 

Regarding the Thai health system, Thailand achieved universal health coverage (UHC) for its 

citizens over 30 years ago (Tangcharoensathien et al., 2017). Thailand has developed the public 

health infrastructure and public health education to enhance the capacities of the health 

workforce and build up national institutions for health policy research (MoPH, 2015). 

However, there is still a limited long-term political commitment in implementing a sustainable 

migrant health policy (Hatthapradit et al., 2019). Since 2002, Thailand has implemented the 

National Health Security Act which implemented the UHC insurance scheme to insure Thai 

citizens. This covers more than 18.9 million people (Suphanchaimat et al., 2017b). 

 

There are three main health insurance mechanisms in Thailand. They are the Civil Servant 

Medical Benefit Scheme (CSMBS) for government civil servants, the Social Security Scheme 

(SSS) for employees working in business or the public sector, and the UHC scheme for Thai 

citizens who are not covered by the CSMBS or the SSS. There are only 0.1 percent of Thais 

who were uninsured in 2015 due to the success of the Thai health insurance system 

(Suphanchaimat, 2017). Still, it is a significant challenge to extend the same benefits to non-

Thai citizens, and the Thai government has implemented many policy initiatives to support 

services and health insurance for migrants (Tangcharoensathien et al., 2011). Chamchan and 

Apipornchaisakul (2017) suggested that for the last two decades, Thai migrant health policy 

was mainly concerned with the development of a health system to carry out surveillance for 

communicable diseases (CDs) in migrant groups. The recent MoPH health development plan 

stated the commitment of Thai health organisations to control and eradicate CDs such as TB, 

HIV/AIDs, and malaria, and to monitor re-emerging and new diseases (MoPH, 2017a). 

However, other aspect of the migrant health agenda, like migrant health insurance and services 
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for low-skilled undocumented migrant workers and dependent, were not highlighted until 2013 

(Suphanchaimat et al., 2015).  

In 2013, the Migrant Health Insurance Card Scheme policy (MHICS) was implemented to 

cover undocumented migrants who irregularly work and live in Thailand (Tangcharoensathien 

et al., 2017). This policy was implemented via the 2013 Cabinet Resolution. The resolution 

extended migrant health insurance to all migrants, regardless of their legal status. These were 

undocumented migrants who were not covered by any other health insurance schemes in 

Thailand (MoPH, 2013b). The MoPH became the main organisation providing health services, 

ensuring health insurance for migrants and managing collaboration amongst the relevant policy 

agents from different governmental sectors (MoPH, 2013b). This 2013 MHICS policy has been 

implemented and developed throughout the years alongside many other migrant health 

strategies. Indeed, these additional strategies are used to aid the implementation of the 2013 

MHICS policy (Tangcharoensathien et al., 2017, MoPH, 2017a). 

 

In 2014, Thailand was downgraded to Tier 3 on the US human trafficking report which directly 

critiqued Thailand’s management of migrant workers and the human rights abuses of migrants 

in Thai export factories (Pocock et al., 2018). The government implemented the One-Stop-

Service (OSS) as an additional measure to aid the 2013 MHICS implementation (MoPH, 

2016c). This measure aimed to establish multi-sectoral collaboration among the MoPH, and 

the ministries of the interior, commerce and labour, to register undocumented migrant workers 

and their dependents for health insurance schemes and Thai immigration system (MoPH, 

2017b). In 2018, the Thai government introduced a 20-Year Public Health Master Plan aiming 

to integrate work and services for non-Thai citizens, which includes a roadmap for compulsory 

health insurance for non-Thais to be achieved by 2021 (MoPH, 2018a). Additionally, the 

MoPH developed a border health master plan (2017-2021) as a guideline for managing health, 

including that of migrants in border cities, which have a high concentration of migrants (MoPH, 

2017d). The guidelines for health providers include providing what are referred to as ‘friendly 

services’ which are based on an understanding of cultural sensitivity and communication with 

the migrants. They also focus on the services of health insurance, health prevention and health 

promotion (MoPH, 2015). This aligns with the Thai economic policy entitled ‘Special 

Economic Zone that aims to enhance border province economies by recruiting migrant labour 

to work in the export industries (MoPH, 2016b). 
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For international initiatives, Thailand collaborates with its global partners, such as the WHO, 

on the plan entitled Thailand’s Country Cooperation Strategy 2017-2021, to support the 

improvement of cross-border health surveillance, as well as culture and language-sensitive 

services for migrants (WHO, 2017e). At the regional level, Thailand signed the ASEAN 

Consensus on the Protection and Promotion of the Rights of Migrant Workers in 2017, which 

aimed to strengthen social protection, health access and health services for all migrant workers 

from both sending and receiving countries (ASEAN, 2018). Even though the Thai government 

has implemented the 2013 MHICS policy along with many national and cross-national 

strategies, there are still policy gaps in improving health rights and protection for 

undocumented migrants (Pudpong et al., 2019, Suphanchaimat et al., 2019).  

Thailand has adopted the concept of human rights which means the rights which all individuals 

are entitled to is extended to migrants. Thailand is a member of global health development 

organisations. Therefore, the Thai government also adopts migrant health in the development 

agendas proposed by the UN, such as MDGs and SDGs, which focuses on different health 

programs in order to promote health care access, eliminate the burden of disease, enhance 

social determination towards health and ensure the protection of people from health finance 

catastrophe. Indeed, it is the responsibility of the Thai state to ensure the practices and rights 

for all. Therefore, rights to health in Thailand are guaranteed by national law, international law, 

treaties and conventions which influences several Thai migrant health initiatives such as 

Thailand Border Health Strategic Plan 2017-2021. Moreover, Thailand also signed the ASEAN 

consensus on the protection and promotion of the rights of migrant workers. 

Thailand also joined the Global Compact for Safe, Orderly, and Regular Migration and other 

global health agendas, such as the first Global Consultation on migrant health in 2010 and the 

second Global Consultation on migrant health in 2017to implement a migrant-sensitive health 

policy framework. Thai government also implement the social protection, especially health 

welfare for all migrants who work and live in Thailand. This can be seen in the 2013 MHICS 

policy and also policy related to the rights for education and health for migrant children. 

Thailand also established multi-sectoral policy partnerships through international migration 

dialogue, as well as sharing the lessons learned in order to address the health needs of migrants 

(IOM, 2010; IOM, 2017). 

However, there are problems in translating the global health rights agenda into Thai national 

health policy. Firstly, there is a lack of consistency in collaboration between the Thai state, and 
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it’s global and regional partners. Secondly, although there is minimal discussion and detail of 

of a rights-based approach in the health goals. Moreover, the agenda does not outline any 

explicit strategies for achieving and sustaining this. Thirdly, not every country is ready for the 

implementation; for example, Myanmar and Laos PDR lack a developed health infrastructure 

and problem within neighbouring countries undermines collaboration. The legal systems of 

Thailand and neighbouring countries are different which causes further barriers to collaboration 

on the national verification process. Finally, the problem of implementing treaties and targets 

of global governance may overwhelm the government, for example, in the case of the SDGs. 

 

Despite these advances the Thai health system faces several problems, routine disease 

surveillance and other health monitoring systems do not provide reliable data or information to 

support and improve the efficiency of the 2013 MHICS policy implementation for the migrant 

population (Chanta, 2015). Moreover, Bussabawalai et al. (2019) have argued that the Thai 

public health system has used different methods for collecting migrant health profiles, and that 

they have problems sharing data due to the lack of a suitable technological platform. Moreover, 

there is little known about incidences of non-communicable disease (NCD) among the migrant 

population in Thailand due to under-reporting and poor access to health services (Permpolsuk 

et al., 2018). Indeed, NCD services for migrants have not been highlighted due to the fact that 

the main agenda of migrant health is concentrated on CD prevention and the 2013 MHICS 

insurance registeration services (Pudpong et al., 2019, Permpolsuk et al., 2018). Finally, the 

problem of Thai bureaucratic culture and the complicated immigration policy also have an 

impact on the process of registering undocumented migrants and enrolling them for health 

insurance for health protection (Suphanchaimat, 2017). 

In sum, the implementation of the 2013 MHICS policy reflects an initiative to protect the health 

of migrants. However, there is a lack of understanding of how migrant health in Thailand is 

understood through policy and in the thinking of health policy stakeholders. Moreover, there 

is limited discussion on why Thai migrant health policy and strategies are mainly focused on 

health insurance and communicable disease prevention while other issues become silent. 

Indeed, it is worth examining these matters using a critical policy paradigm which is useful for 

uncovering the meaning making process and the discourse of the 2013 MHICS policy. The 

critical policy framework helps to explore the effects of the different understandings of migrant 
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health problems. Therefore, the next section reviews the background of the 2013 MHICS policy 

which is the main focus of this research. 

 

2.5 The background of the 2013 MHICS policy 

The health insurance policies for non-Thais or migrants can be categorized into two main 

public health insurance schemes which are based on nationality and legal status. There is the 

Social Security Scheme (SSS) (for legal migrants, including foreign professionals) and the 

2013 Migrant Health Insurance Card Scheme (MHICS) (for undocumented migrants) 

(Kantayaporn and Mallik, 2013). Legal migrants are professionals or documented migrants 

who work in an industry or company that is registered with the Thai government. These 

organisations make up the formal sector. These migrant workers are covered by the SSS. 

However, this research study focuses on undocumented migrants from Laos PDR and 

Myanmar who are not eligible to apply for the SSS. These migrants are undocumented workers, 

undocumented migrants working in the Thai informal sector, or the dependents of migrant 

workers (Pudpong et al., 2019). The MoPH implemented the MHICS to provide insurance to 

those not covered by the SSS (MoPH, 2016c).   

 

The 2013 MHICS policy is the key focus of this research. This policy was first implemented 

in 1998 with an aim to protect the health of low-skilled migrant workers who had registered 

for a temporary ID card (Tor Ror 38/1) and applied for a work permit. The insurance price was 

originally 500 baht (12.5 GBP) per year, and this increased to 1,300 baht (30 GPB) per year in 

2004. Although, before 2004 this policy was implemented in some, but not all provinces 

(Srithamrongsawat et al., 2009). Moreover, the 2004 MHICS was only implemented in some 

Thai industrial provinces and did not cover undocumented migrants who illegally entered, lived 

or worked in Thailand (Health Insurance Group, 2017). After 2004, the MHICS expanded this 

program to be implemented in all provinces.  

 

In 2013, the Thai government enacted a cabinet resolution and appointed the MoPH to be the 

key institution responsible for migrant health and to provide health insurance services for 
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migrants who were not eligible to apply to the SSS (MoPH, 2017a). In August 2013, the MoPH 

introduced a new migrant health insurance policy (the 2013 MHICS) allowing all migrant 

workers, regardless of their legal status, to enrol in the MHICS insurance scheme at public 

hospitals. The Health Insurance Group (HIG) became the main department in the MoPH to 

manage and advise local health institutions in implementing the 2013 MHICS policy (MoPH, 

2016c). Moreover, the HIG also monitors both insurance services and health services, and 

evaluates the financial management of the 2013 MHICS policy. In 2013, the cost of a health 

insurance package increased from 1,300 baht (32 GBP) per year to 2,200 baht (55 GBP) per 

year. The 23 GPB increase was used to support antiretroviral (ARV) treatment for migrant 

patients who were living with HIV/AIDs, which was not covered by the previous package. 

Migrants also needed to pay for a medical health check at a cost of 600 baht (15 GBP) before 

registering for the MHICS. This rate was applied to all migrants aged seven years or over. 

Additionally, the 2013 MHICS policy also introduced migrant children insurance costing 365 

baht (10 GBP) per year. Migrant children could register for health insurance without a medical 

exam. However, there was a change in the 2014 package for migrant children. The policy was 

announced in which migrants over seven years old had to pay the same rate as migrant adults 

who were the dependents of migrant workers. This has caused much confusion for local health 

providers and has resulted in low registration rates for migrant children aged 7-15 (MoPH, 

2016c). 

 

There is one interesting feature of the 2013 MoPH announcement which is the use of the term 

‘migrants’ instead of ‘migrant workers’. The benefit packages for migrants who are dependents 

cost 2,200 baht (55 GPB) (MoPH, 2016b). The reason for the change is because in late 2013, 

the US government categorised Thailand under Tier 3 which is the category for the worst 

countries at managing human trafficking (Huguet, 2014, Pocock et al., 2018). Research by 

Permpolsuk et al. (2018) suggested that the increase in health insurance prices, benefits and the 

aim to cover all migrant groups came from both international pressure due to human trafficking 

incidents, and the financial situations of the local hospitals. There are also many undocumented 

migrant patients who are sick with NCDs, like cancer and cardiovascular disease (MoPH, 

2017c, Permpolsuk et al., 2018). These are high-cost services. Moreover, the registration rate 

is relatively low, and that has led to financial constraints in some hospitals (Suphanchaimat et 

al., 2017b). There is the problem of poor undocumented migrants who cannot afford to buy the 
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MHICS insurance. They then come to the hospitals and cannot pay the service fee. This has 

caused financial problems for many local hospitals (Chanta, 2015). 

 

After 2016, the MoPH offered a two-year insurance package for migrants. The rationale behind 

this measure was that many employers in the informal sector had complained that the process 

of registration was complicated and many of them did not want to enrol migrants because they 

would have to pay annually, which cost both time and money (Suphanchaimat et al., 2017b). 

Therefore, the two-year package was implemented to reduce pressure on the employers who 

had to pay for insurance registration for migrants, and to encourage them to take migrants to 

register. In fact, there is an unwritten rule regarding who is responsible for the cost of health 

insurance registration. In practice, most undocumented migrants are poor. Therefore, Thai 

employers mostly pay in advance, and then collect the fees from the migrants’ salaries after the 

migrants begin working for them (MAP Foundation, 2015).  

 

According to the MoPH report (2016b), the MHICS scheme divided migrants into three 

categories. The first category is undocumented migrants who have completed the Thai 

registration process and are waiting to enrol in the SSS. The second group is made up of 

undocumented migrant workers who have completed the Thai registration process and work in 

the informal sector, for example at independent stores or in farming. The last group includes 

migrant dependents who can be categorised into adults and children aged 15 or under. Since 

2013, the price of a health insurance card and the price of health checks have fluctuated 

depending on government policy (Chanta, 2015). There are three significant changes in 

adjusting the benefits and prices of the 2013 MHICS insurance scheme. The following table 

represents the trends (price of the health check/price of insurance card in pounds). 

Table 2: The trends of price of health insurance card 

Migrants 2013 2014-2015 2016-2017 2018-2020 

 Jan-Aug After Aug 
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Awaiting SSS  

(3 months) 

15/12 15/14 13/13 - 13/13 

Awaiting SSS  

(6 months) 

- - 13/23 -  

The duration of 

coverage 

1 Year 1 Year 1 Year 2 Years 2 Years 

Migrant workers in the 

informal sector  

15/32 15/32 13/40 92 

(13/80) 

92 

(13/80) 

Migrant dependents 

(adults)  

15/32 15/55 13/55 -   

Migrant children  

 

Migrant 

children 

under 15 

-/10 

Migrant 

children 

under 15 

-/10 

Children older 

than 7 years 

use the same 

rate as adult 

migrant 

dependents 

Migrant 

children 7+ 

(13/80) 

Migrant children  

7-18 

Plan A for 

children whose 

parents 

registered for 

SSS (13/75) 

 

Plan B for 

children whose 

parents 

registered for 

MHICS (13/80) 

Migrant children (0-7) - - -/10 -/19 -/19 
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Source: (MoPH, 2016c, MoPH, 2018b) 

The benefits package includes outpatient and inpatient care service, and some high-cost 

treatment such as antiretroviral therapy (ART) for HIV/AIDS. However, this insurance benefit 

does not cover some conditions, such as mental health illness, drug abuse conditions or renal 

replacement for chronic renal failure (MoPH, 2018b). To apply for health insurance, migrants 

must pass a test for communicable diseases, disability and drug addiction before being insured. 

The MHICS policy was altered after the change in governmental regime in 2013. In 2014, 

Thailand experienced a coup where the military junta overthrew the civil government. Shortly 

after the coup, many undocumented migrants returned to their original countries due to the 

rumours that the military would arrest all undocumented migrants (MAP Foundation, 2015). 

This rumour came from reports that the military opposition had hired undocumented migrants 

to protest against the junta. This situation led to a rise in migration which had negative effects 

on the Thai economy. To solve this problem, the military government implemented the One 

Stop Service (OSS) measure to attract migrants to come back and work in Thailand (MoPH, 

2017b). This measure also included an amnesty for undocumented migrants who illegally 

worked and stayed in Thailand. Furthermore, the measure also provided a service allowing 

undocumented migrants to register with the Thai government and be granted legal working 

status (ILO, 2015a). Indeed, it aimed to transform undocumented migrants into legal migrants 

and included dependents of the undocumented migrant workers. In addition, an important 

feature of the OSS was to integrate the work among three ministries (the Ministry of the Interior 

(MoI), the Ministry of Labour (MoL) and the MoPH) to work at designated provincial 

locations. Tangcharoensathien et al. (2017) suggested that this was a tactic to force migrants to 

enrol in an insurance scheme.  The role of these governmental agencies is to issue ID cards, 

work permits and health insurance. Moreover, this measure was compulsory; Thai employers 

or undocumented migrants who refused to register, were subjected to a fine, deported or 

imprisoned. This OSS measure only targeted migrant workers and their dependents from Laos 

PDR, Cambodia and Myanmar. One interesting point is that the measure did not offer a specific 

definition or scope for migrants’ dependents. Additionally, one important process that is part 

of the OSS is the national verification process (NV). This process set out that the Thai 

government must collaborate with migrants’ original countries to issue passports or ID cards 

for the migrants. However, some researchers suggested that the NV process has caused delays 

to the process and complications (Permpolsuk et al., 2018). Many migrants failed to pass the 



 
27 

NV and could not register due to the limited deadline of the OSS opening period. Moreover, it 

was not clear whether the migrants who failed to register and obtain an ID were still eligible to 

be insured (MAP Foundation, 2015). The OSS measures appeared to be successful because 

they were able to increase the number of undocumented migrants who could register for 

insurance. However, in practice, the enrolment rate is still low (Chamchan and 

Apipornchaisakul, 2017). Indeed, all research and debate on the policy gaps of the 2013 

MHICS policy and migrant health issues will be discussed in the literature review chapter.  

2.6 The research sites 

The study looks specifically at Mae Sot  district in Tak province, bordering Myanmar, and 

Muang Mukdahan district in Mukdahan province, bordering Lao PDR.  

Figure 1: A map of the East-West Economic Corridor (EWEC)  

 

 

 

 

 

Source: The Board of Investment (BOI, 2015)  

These districts are part of the special economic zones (SEZs) that allow migrants to work in 

these areas, increasing the number of migrant workers in Thailand (BOI, 2015). This economic 

corridor links the two SEZs, which are Mukdahan (Laos PDR and Thailand border province) 

and Tak (Myanmar and Thailand border province). Both zones have become important 

distribution centres, and have many labour-intensive industries that are continually expanding 

(Thunyawong, 2015). Due to the Thai economic competitiveness policy, the Thai government 

introduced special measures to support Thai entrepreneurs by allowing migrants to work in 

Thai border industries, such as integrated multi-governmental sectors. These border provinces 

have had a historically high concentration of undocumented migrant patients from Myanmar 

and Laos, even before the areas became SEZs (MoPH, 2016b).  
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Figure 2: A map of Tak province     

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: The Board of Investment (BOI, 2015)  

Tak provincee, which includes 14 sub-districts, is situated along the Thai-Myanmar border. 

The research site, Mae Sot, is one of the biggest of these sub-districts (BOI, 2015). This special 

border area is connected to Myawaddy, Myanmar and has the highest concentration of migrant 

workers (Immigration Bureau, 2019a). Mae Sot hospital is located only 6 km away from the 

Thai-Myanmar border checkpoint. The hospital has 365 beds. According to hospital statistics 

(2019), the number of migrant patients is rising every year. The number of outpatient migrants 

increased from 18,641 patients in 2015 to 22,213 in 2019, while inpatient numbers rose from 

6,932 in 2015 to 8,160 in 2019. Many of the migrants experience communicable diseases 

(CDs), such as acute upper respiratory infections, pneumonia and diarrhoea, as well as non-

communicable diseases (NCDs) including hypertension, dyspepsia and diabetes (Maesot 
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Hospital, 2017). However, the diseases that cause death in migrant patients are tuberculosis, 

pneumonia, AIDs and sepsis (Maesot Hospital, 2019).  

Figure 3: A map of Mukdahan province  

 

 

 

 

 

 

 

 

 

 

 

Source: The Board of Investment (BOI, 2015)  

Mukdahan province has 11 sub-districts along the border with Lao PDR (BoI, 2015). Muang 

Mukdahan is located opposite Savannakhet City, Laos PDR. Mukdahan hospital is the main 

hospital providing health services for Lao patients. This hospital has 301 beds and is located 

only 8.3 km away from the Thai/Lao border checkpoint (Mukdahan Regional Health Office, 

2017). According to hospital statistics, the number of migrant patients has slightly increased. 

The number of outpatients increased from 5,260 in 2015 to 6,012 in 2017, while the number of 

inpatients rose from 2,035 in 2015 to 2537 in 2017 (Mukdahan Hospital, 2019b). There are 

three common health services for Lao migrants which are child delivery, child vaccination and 

antenatal care (Mukdahan Hospital, 2019b). However, there are many low-income Lao patients 

who suffer from communicable diseases. This can be seen in the surveillance statistics from 
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the Mukdahan Hospital Cross Border Collaboration for Health (2019a) which reported that 

there is a high prevalence of tuberculosis, dengue fever, HIV/AIDs and pneumonia on both 

sides of the Thai/Lao border.  

 

The MoPH report reveals that many border hospitals face financial problems due to providing 

services for undocumented migrants (MoPH, 2016c). The MoPH also explained that there are 

many undocumented migrants who are sick and cannot pay the service fees to Thai hospitals 

(MoPH, 2016b). The unpaid service fee figure at the 31 Thai hospitals in the border provinces 

rose from 8.9 million pounds in 2010 to 14.4 million pounds in 2015 (MoPH, 2016a). The 

report also showed that the number of unpaid service fees was particularly high in Thai 

hospitals in Thai-Myanmar and Thai-Laos border provinces. Tak province has the highest 

expenses for migrant health services at 8.3 million pounds, and the unpaid service fees totalled 

6.6 million pounds, which accounts for 79 percent of overall health care service expenses. In 

contrast, the health expense for all Mukdahan hospitals was 918,207 pounds (MoPH, 2016a). 

However, there are many local strategies that have been implemented by local hospitals in both 

locations to help maintain the financial situation, including new services such as premium 

health check-up services for rich Lao migrants in Mukdahan, and the use of migrant health 

volunteers to help Thai health providers in surveillance of communicable diseases in isolated 

migrant communities in Tak and enrol them for the 2013 MHICS system (Mukdahan Regional 

Health Office, 2017, Maesot Hospital, 2017). One of the main purposes of the 2013 MHICS 

policy is to maintain the financial situation by establishing a health insurance scheme for 

undocumented migrants. However, the enrolment rate is low and the problems of migrant 

health management remain problematic (Pudpong et al., 2019). In sum, these areas provide a 

geographical population focus and situate healthcare in the context of the service-user for this 

research.  
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Chapter 3 Literature review 

 

This chapter reviews the key findings from the literature which served as a foundation for 

constructing the gaps in knowledge. This chapter is divided into five sections: 1) Global 

governance of migration and health; 2) Migrant health paradigms; 3) International experience 

on migrant health insurance policy, health services and the challenges of the main receiving 

countries; 4) Reviews of studies of migrant health in Thailand and beyond, Thai health research 

using a critical analysis framework and the 2013 MHICS policy: Identifying gaps in 

knowledge; and 5) Conclusion.  

 

3.1 Global governance of migration and health  

The health and well-being of the population is a national concern of all countries. The WHO 

(2018) and the IOM (2019b)  have argued that since the Industrial Revolution, the number of 

healthy citizens is a good indicator of socioeconomic prosperity. Many governments invest in 

health, in order to maintain the stability of the state. However, maintaining health is not a linear 

process and it has been made more complex as most countries have both national and migrant 

populations (Thomas, 2016). There has been some research raising controversy about the 

health of migrants, and whether it should be protected by the country of residence 

(Suphanchaimat, 2017, Pocock et al., 2018), as well as to what extent rights, entitlements and 

health equality are available to migrants seeking to access health welfare services, such as 

health insurance, in host countries (Hawkes and Buse, 2016, Matlin et al., 2018, Inkochasan et 

al., 2019). This has become a major debate in contemporary migrant health studies. 

The first historical development of the migrant health concept was related to the prevention 

and control of communicable diseases brought into a host country by migrants. The first 

recorded discussion of migrant health was the yellow fever outbreak in Philadelphia in the US 

in the 1790s, due to the arrival of migrants from the Caribbean, followed by a cholera epidemic 

in the early 1830s that was linked to migrants who had travelled from Ireland (Rosenberg, 

1987, Daly, 2008, Jenson and Szabo, 2011). Such discussions instilled a fear of diseases caused 

by people from faraway countries. This has also been linked to the rise of nationalism which 

stigmatises migrants by attempting to cast them in an inferior position. This upset the host 
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country’s socioeconomic establishment, which faced the financial challenges of caring for 

migrants (Appoh et al., 2019). 

 

However, in the 20th century, globalisation has led to a change in paradigms where modern 

economies aim to increase their economic profits from the circulation of human capital 

(Lashkareva et al., 2018). The rapid increase of economic migration has resulted in better 

protection and more attention towards the welfare of migrants. The concept of ‘healthy 

migrants’ aligns with the concept of better economic development, and the recognition of the 

contributions to the host countries and their original countries from the migrants’ remittance 

(IOM, 2019b).  

 

Loue (2012) argued that the promotion of a right to health for migrants was expanded from 

economic protection for human rights after the UN enacted the Universal Declaration of 

Human Rights (UDHR) consensus in 1948. This declaration is an important text that links the 

concept of health with human rights. There have been other declarations developed alongside 

the UDHR to promote the right to health, such as the Constitution of the WHO (1946), the 

International Convention on the Elimination of All Forms of Racial Discrimination (CEDR) 

(UN, 1965), and General Comment 14: The Right to the Highest Attainable Standard of Health 

(UN, 2000).  Indeed, there have been many global initiatives led by the United Nations (UN), 

the World Health Organisation (WHO), and the International Organisation for Migration 

(IOM) that have addressed the need for policy to protect the health of all, including migrants 

(Patel, 2020). 

 

However, migrant health policy has normally been viewed as either a ‘threat’ to public health 

or the state, or from a (human) rights-based approach to health, has concentrated on the health 

risks faced by migrants (Zimmerman et al., 2011). Formal approaches to migrant health policy 

date back to quarantine measures during the Middle Ages (Seth, 2018). These measures belong 

to a securitisation approach, which aims to set up surveillance systems to prevent and control 

communicable diseases, such as plague, that come from goods or foreign labourers (Hough, 
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2015). The main purpose of the measures is to protect or enhance the health securitization of 

the state and society (Davies, 2010).  

 

Since the 20th century, the shift to a liberal economy and the needs for international economic 

migrants has led to calls for migrant rights protection (Mann et al., 2013). There is much 

evidence to show that migrants are contributors to a host country’s economy (ILO, 2015b, 

Ministry of Labour, 2013, Lorenzo et al., 2015). This perspective introduces the idea of 

protecting the health of migrants, regardless of their legal status (Mann et al., 2013).  

 

There have been many agendas launched by global health governance actors, for example, the 

Millennium Development Goals (MDGs), introduced by the UN in 2000. The MDGs were a 

road map that 189 UN member states agreed to achieve by the year 2015 (IOM, 2005). 

However, migration and health were only briefly mentioned in the MDGs task force strategy 

(IOM, 2005). For instance, the MDG Target 6 reported the need to combat HIV/AIDs, malaria 

and other communicable diseases. It also viewed migration as one of many factors that cause 

the spread of infectious disease, and suggested the need to undertake surveillance of 

communicable disease outbreaks in every phase of migration (IOM, 2005). The second linkage 

mainly concentrated on migrants’ individual health and migration patterns that may affect the 

health situation of migrants, especially irregular migrants. This MDG report also pointed out 

that the legal status of migrants can define their ability to gain health access, and access to 

social services in receiving countries (WHO, 2005a). The IOM (2019a) argued that the risk of 

migrants contracting diseases becomes higher after their arrival in the country of destination 

which suggested social and cultural barriers might cause difficulties for migrants in accessing 

health services (IOM, 2019a). Again, the migrant health aspects in the MDGs are still focused 

on communicable disease prevention. They offer limited discussion about migrant rights or 

non-communicable diseases and migrant health rights (Ditton and Lehane, 2009).  

Three years later, the World Health Organisation (WHO) acknowledged migrant health at the 

61st World Health Assembly in 2008. This became the first solid initiative on migrants and 

health (Tulloch et al., 2016). This meeting resulted in the enactment of World Health Assembly 

resolutions, including the WPR 60.26 (WHO, 2007a)  and the WHR 61.17 (WHO, 2008b). 

These resolutions aimed to support all WHO member countries to collaborate in implementing 
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a migrant-sensitive health policy for different migrant groups, from both cultural and gender 

aspects. The collaborations covered sharing information, developing partnerships, and 

promoting regional and national health strategies for migrants. The resolutions also proposed 

to develop the option to improve migrant health services (WHO, 2008a). There are many 

migrant health programs that are supported by different global health organisations, such as 

UNAIDS and the Global Fund, to eradicate communicable diseases like HIV/AIDs, 

tuberculosis and malaria at both national and regional levels (Ditton and Lehane, 2009). This 

resolution aimed to achieve the MDGs. Therefore, the focus was still limited to specific 

communicable disease prevention and control (IOM, 2005). 

 

A significant shift in the global migrant health agenda started in 2013, when the UN held a 

meeting to review the progress of the MDGs, and addressed the post-2015 development 

agenda. The meeting proposed an approach for improving the health agenda, by ensuring 

universal health coverage and access (Buse and Hawkes, 2015).This was the start of 

highlighting the migration issue from a human rights perspective, and including migrant health 

in the global development agenda (Piper, 2017). In 2016, the UN implemented the 17 targets 

of the Sustainable Development Goals (SDGs) as the successor approach to the MDGs. This is 

a long-term, global governance master plan that aims to be achieved by 2030. The SDGs have 

broadened the range of health topics to cover communicable diseases, non-communicable 

diseases and other forms of health threats, like accidents and environmental pollution (Hunt, 

2015, WHO, 2015). It aims to “ensure healthy lives and promote well-being for all at all ages” 

(WHO, 2015, p. 1). In fact, the health targets are incorporated with other SDG goals. However, 

SDG 3, ‘Good Health and Well-being’, and specifically Target 3.8, is the main target that 

suggested Universal Health Coverage as a key strategy to improve responses to migrant health 

by ensuring good health service standards, and insurance schemes with health benefit 

development for all migrants, regardless of their legal status (Tulloch et al., 2016, United 

Nations, 2017). This also has inspired other SDG targets, such as Target 5.6 (SDG 5 Gender 

Equality goal), which aims to ensure access to sexual and reproductive health rights for all. 

Moreover, Target 8.8 (SDG 8 Decent Work and Economic Growth) highlighted the need to 

protect workers’ rights in accessing healthcare services for undocumented migrants, and 

improving the working and living environment to reduce environmental health risks. The main 

aspiration of the SDGs is to ‘leave no one behind’. All states are encouraged to ensure that 
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migrant health needs are incorporated into state policies (IOM, 2019b). Views toward migrants 

have changed from them being perceived as threats to the receiving communities, to being seen 

as poor and vulnerable individuals, regarding their health (Abbas et al., 2018). 

 

Despite the promotion of the right to health, the global policy arena on migrant health remains 

uncoordinated and vague. This causes policy challenges when implementing concepts into 

practice (Burkholder and Moungsookjareoun, 2014).  Chanta (2015) asserts that many 

initiatives do not reflect the reality of migrants. Access to health has many complicated 

processes depending on the host countries’ politics, historical perceptions of migrants and the 

form of government. There are many categories of migrants. However, the most vulnerable 

group is that of migrants who are undocumented and work in ‘informal economic sectors’, 

where rights and protections are difficult to monitor and enforce(Archavanitkul, 2012).  Indeed, 

migrant health is frequently lacking a development program based on human rights to ensure 

health protection (IOM, 2019a). Some studies have shown that migrants are still unaccounted 

for under Universal Health Coverage. Many countries struggle to implement health policy, 

health insurance and services at the national level (Pudpong et al., 2019, Suphanchaimat et al., 

2019, Chamchan and Apipornchaisakul, 2017, IOM, 2019b). Perhaps, it is worth rethinking 

how the migrant health problem is understood. Therefore, the next section reviews the different 

paradigms that inspire migrant health policy and practices.  

 

3.2 Migrant health paradigms 

Health policy related to migration has been viewed either in terms of ‘security threats’, or as a 

human rights issue(Zimmerman et al., 2011). It also mainly concentrates on health hazards 

caused by individual migrants and migrant health service challenges (Matlin et al., 2018). The 

security perspective has its roots in medieval quarantine measures which promoted public 

health security and communicable disease prevention and control (Davies et al., 2015). These 

security activities mostly relied on monitoring, surveillance and screening, while the human 

rights approach is grounded in the concept of equity and universal health accessibility, and is 

based on public health ethics (Rushton, 2019). Indeed, it views individual migrants as a special 

and vulnerable group in need of protection (Ooms and Hammonds, 2020). More recently, a 

neoliberal health paradigm has appeared in health management around the world due to the 
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global financial crisis, and strategies implemented by international organisations like the World 

Bank and the International Monetary Fund (IMF) in the 1980s (Harvey, 2007).  Moreover, the 

health sector has also been transformed by the principles of neoliberalism (Dutta, 2015). This 

paradigm applies three principles, which are individualism, the free market via privatization 

and deregulation, and decentralization in managing migrant health (McGregor, 2008). The 

neoliberal health practices can be seen in services related to health insurance, financing and 

reforming health systems to increase efficiency (Tangcharoensathien et al., 2017). Health has 

become a subject of neoliberal intervention (Williams and Maruthappu, 2013). In the Thai 

context, the Asian bureaucratic culture still plays an important role in shaping migrant health 

governance. Therefore, the style of neoliberalism adopted has been translated differently when 

compared to other countries, especially western ones. This section considers the contemporary 

health paradigms that shape migrant health literature and policy formation. 

 

3.2.1 The rights-based approach (RBA) to health  

The concept of human rights has developed since the implementation of the 1948 Universal 

Declaration of Human Rights (UDHR). This declaration requires that all states collaborate with 

the UN to establish human rights for ‘all human beings’ (Article 1) (UN, 1948). The UDHR 

consists of two kinds of rights, which are ‘freedom’ and ‘entitlement’. Freedom refers to non-

interference in some important aspects of an individual’s private life, such as freedoms of 

movement, thinking and believing, while entitlement is defined as the support that a person 

needs, such as water, food, education and healthcare (WHO, 2017a). This demonstrates that 

states have two different roles to play in addressing human rights. Indeed, the right to health 

approach must consist of both entitlements and freedoms (Ooms and Hammonds, 2020).  

 

In 1966, the UN General Assembly implemented the International Covenant on Economic, 

Social and Cultural Rights (ICESCR). This treaty covered the right to health, which the 

authority requires, in order to allocate health resources and provide a fair investment in health 

services for all (UN, 2000). Moreover, this treaty also enshrines the right to work within a safe 

and healthy environment, as well as ensuring a level of good health and health equity for all 

(Marmot and Friel, 2008). The right-based approach (RBA) to health became more significant 

in 1978, when the WHO announced the Declaration of Alma Ata, which informed all WHO 
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member states that the concept of ‘Health for All’ was the main strategy to achieve in 2000 

(WHO, 1978, Hunt, 2015). This reaffirmed that health is a basic human right. The Alma Ata 

Declaration is the first declaration with the explicit establishment of a rights-based approach to 

health (Ooms and Hammonds, 2020).  

 

The RBA to health identifies a framework for improving health policy implementation based 

on human rights (Gruskin et al., 2012). The main purpose of the RBA to health is to assist a 

sustainable development outcome by identifying inequalities and discriminatory practices, as 

well as the unjust relations of power that exist (Ooms and Hammonds, 2020). These are argued 

to be the key sources of health inequity. This approach also aims to enhance the capacities of 

all global health policy agents, especially the nation state, to achieve an RBA and empower 

rights-holders (migrants or the population) to claim their health rights (Gruskin et al., 2012). 

 

There are specific standards necessary for an RBA to health to be implemented. These 

following elements are adopted from the WHO General Comment 14 of the Committee on 

Economic, Social and Cultural Rights (CESCR) that allows policy agents to apply 

programmatic elements in order to achieve the RBA to health obligations (UN, 2000). The 

intervention to achieve this purpose includes AAAQ (WHO, 2020). This refers to Availability, 

Accessibility, Acceptability and Quality of public health service (WHO, 2020). Furthermore, 

the other obligation which refers to the right to health is a part of human rights. It includes three 

state obligations which are respect, protect and fulfill. Recent criteria which has been added is 

that public health institutions must be accountable and ensure rights universally. The RBA to 

health is enshrined in many other global governance treaties, such as the International Covenant 

on Economic, Social and Cultural Rights (ICESCR), and other agreements like the SDGs. 

These treaties may not have the same authoritative value as a legally binding international 

agreement. However, they have more global political value which influences the relationship 

between global health governance actors and states (Ooms and Hammonds, 2020).  

 

However, there are several problems in implementing this concept at a state level. Firstly, the 

challenge of an unclear definition and broad criteria leads to various interpretations by different 
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global policy stakeholders. This leads to problems in agenda setting and implementation of 

health policy at the national level (Gruskin et al., 2010, Hunt, 2016). In addition, some scholars 

call on ambiguities to argue against an RBA, claiming that it may be just a new form of 

hegemony from the western states (Cornwall and Nyamu-Musembi, 2004, Gruskin et al., 2010, 

Uvin, 2004). However, an awareness of this argument remains low among policy agents 

because the policy agents in developing states want to attract funding support from 

international organizations (Davies, 2010). Today, this concept has developed in the recent 

SDGs agenda with the commitment to ‘leave no one behind’. Although, the SDG framework 

still lacks an explicit commitment to accountability for the implementation of the agenda (Hunt, 

2016). Some scholars have also criticised the lack of systematic evidence for using the human 

rights approach within a global health governance system to improve health practices, as well 

as the commitment to establishing the rights-based approach to health, especially for migrant 

groups (Ooms and Hammonds, 2020).  

 

Therefore, it is important to investigate how the right to health approach has influenced the 

concept of universal health insurance for migrants. It is also vital to see how the RBA to health 

has shaped Thai migrant health insurance practices and migrant health services, as well as to 

explore how the Thai government prioritises different health services for migrants. This is to 

show the ethics of priority setting in health practices and to explore the discourse surrounding 

the formation of Thai migrant health insurance and other related migrant health issues.  Finally, 

it is interesting to examine whether the approach can improve migrant health outcomes, and if 

so, how those outcomes are to be reached. Next, I explore the concept of health securitisation. 

 

3.2.2 Health securitisation 

The link between health and security has given rise to a new notion – ‘health security’ - in 

contemporary public health policy studies. In fact, ‘security’ is a contested notion. There is a 

wide range of different terms used, and there are different understandings in the traditional 

concept of national security. Some states aim to protect their nation from outbreaks of disease 

while there are also human rights accounts that focus on care for individuals and societies 

(IOM, 2019a). 
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The concept of health security was developed based on the concept of disease and insecurity 

during the colonial era (Rushton, 2019). It concerned the need to establish a mechanism to 

mitigate the risk caused by the cross-border spread of disease from dangerous, colonised 

countries, and to build a safe space for the coloniser (McInnes, 2015). In the mid-nineteenth 

century, the beginning of international collaboration regarding cross-border disease outbreaks 

started in Europe. The International Sanitary Conference was a meeting among European states 

that set out quarantine regulations entitled the International Sanitary Regulations, later renamed 

the International Health Regulations (IHRs) by the WHO, which were implemented in 1951. 

In 2005, WHO member states adopted the recent version of the 2005 International Health 

Regulations (IHRs) to maintain control of communicable diseases(WHO, 2005b). Today, the 

2005 IHR has become the global master plan to ensure ‘global health security’ (Rushton, 2019).  

 

In fact, debates about disease as a ‘new security challenge’ have been highlighted since the 

post-Cold War period, and health threats have become part of the national agenda in many 

developed countries (Elbe, 2010). Today, the global health community frames some specific 

health issues, such as infectious disease, bioterrorism and antimicrobial resistance, in security 

terms (Davies et al., 2015). This has played a role in linking some diseases and health threats 

in national security policy agendas (Rushton, 2019). However, there is still no agreed upon 

definition. This creates a confusing interpretation for global health policy agents (McInnes, 

2015). Hence, the use of the term and framework are largely dependent on which institutions 

and political agents are discussing health security (McInnes, 2015).  

 

The first official appearance of the concept of health security was at the World Health 

Organization Assembly in the 2001 resolution on Global Health Security: Epidemic Alert and 

Responses. The resolution argued that the impact of globalisation, and increases in social 

phenomena like migration, as well as the cause of infectious disease events in one nation, are 

potential concerns for the entire globe (WHO, 2001). Hence, infectious diseases across borders 

have become a major element to address in the health security framework. Later in the same 

year, the term health security was refocused from globalization of infectious diseases across 

borders to the security agenda related to the threat of biological weapons and terrorism 
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(McInnes, 2015). This concept was introduced by the Global Health Security Initiatives 

(GHSI), which was established in direct response to the 9/11 attacks. The aim of this was to 

enhance collaboration and to improve health security, and better respond to acts of biological, 

chemical and radio-nuclear terrorism (Elbe, 2010). Following these developments, the WHA 

and the GHSI addressed the scope of health security by combining two crucial notions, which 

are the pandemic of infectious diseases across borders and bioterrorism. The WHO highlighted 

the concept of health security as a core priority for the WHO for the period from 2006 to 2015.  

 

In 2007, the first definition of health security was acknowledged in the 2007 WHA report, A 

Safe Future: Global Public Health Security in the 21st Century. The report described health 

security as activities requiring a proactive strategy to mitigate the danger of an international 

public health situation that poses a potential risk to a populations’ health (WHO, 2007b). 

However, the WHO’s definition of health security has elicited criticism. Some scholars have 

argued that the definition was too limited to the threats caused by infectious diseases and 

bioterrorism, and reflected the health interests of the global north countries (Fidler and Gostin, 

2008). There are various global health policy agents who have attempted to adjust the 

international health security policy and activity around neglected diseases that burden the 

population in underdeveloped and developing countries (Ingram, 2010).   

 

The literature related to health security produced by scholars and policy think tanks has become 

extensive (McInnes, 2015, Fidler and Gostin, 2008, Elbe and Roemer-Mahler, 2015, Roberts 

and Elbe, 2016, Harman, 2014). However, there are still competing concepts around health 

security. This growing literature and the ensuing debates can be divided into four analytical 

paradigms around the health security concept: national security, biosecurity, human security 

and public health security (McInnes, 2015). Each contains characteristics and issues for the 

policy agenda. 

 

The literature concentrating on health security within a national security paradigm has 

demonstrated the threat that emerging, re-emerging and newly-emerging infectious diseases 

pose to the global population and the socioeconomic condition of the state. Indeed, national 
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security defines it as a threat to the state and its citizens (Stikeleather and Masys, 2020). The 

philosophical assumption of national security is that the nation state preserves power by 

governing through a social contract to secure the collective good of the society (Rushton, 

2019). Previously, national security concentrated on preventing war and military threats, and 

promoting peace, although the concept has broadened its focus to include health since the Cold 

War (Elbe, 2010). For example, the American National Intelligence Council argued that 

infectious diseases are closely associated with national security since these diseases can cause 

high mortality and the disruption of national economies (McInnes, 2015). There are three health 

security issues that dominate the national security concept: acute and severe diseases of 

epidemic potential, HIV/AIDS and bio-terrorism (Rushton, 2019). This view of health security 

within the national security paradigm also includes migration as a risk for spreading diseases. 

This reflects the concept of ‘blame culture’ or ‘stigma’ as a way to control identity construction 

by the nationalist state (Graham and Poku, 2000). Consequently, the ‘health security around 

national security’ concept has come to be considered ‘high politics’ (Graham and Poku, 2000). 

Regarding the health issues in the national security paradigm, the state has become the main 

agent in the public health policy process (Davies, 2010). 

 

Apart from the national security paradigm, health is constructed through the concept of bio-

security, which is defined as the threat from the use of pathogens, chemicals or biological 

weapons by terrorists (Elbe, 2010). Some academics argue that new emerging infectious 

diseases and drug-resistant infections have also become part of bio-security (Enemark, 2010). 

This paradigm concerns the threat posed by the development of diseases or chemicals in 

laboratories. This demonstrates the dual use dilemma between the use for medical research 

development and the use for destructive purposes (McInnes, 2015). Finally, an understanding 

of bio-security highlights the potential tension between security and health issues. For example, 

there is tension between research development and the potential threat of use for harmful 

purposes (Elbe, 2010). 

 

The ‘health security around human security’ paradigm is relatively new (Elbe, 2010). 

According to the 1994 Global Human Development Report (GHDR), it was argued that the 

focus of human security is the people. It announced the concept of ‘freedom from fear’, 
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‘freedom from want’, and the capacity of individuals to take action on their own behalf (UN, 

1994). The 1994 GHDR also reported that health is a crucial element in ensuring overall human 

security (UN, 1994). The United Nations Development Program (UNDP) is the major program 

and institution that promotes health security based on this assumption. The heart of human 

security is a change in the concentration of the security narrative from the nation state to people. 

This notion reflects a strong relationship with the promotion of human rights (McInnes, 2015). 

However, human security does not aim to replace, but to complement national security, since 

a stable state is a fundamental condition for human security (Ogata and Cels, 2003). Hence, the 

perspective expands the scope to include more diseases for health security consideration, and 

does not restrict the focus to infectious diseases or the devastating impact of biological weapons 

on people’s health and well-being. According to Elbe (2010, p. 9), this perspective also 

concentrates on ‘a range of much less sensational illnesses that remain endemic in many low-

income countries hampered by a weak public health infrastructure’. Obviously, after 9/11, this 

paradigm failed to dominate national security. State power in managing health security 

continues due to the fear of bioterrorism in Western countries (Elbe, 2010). In Asia, after the 

SARS outbreak in 2003, the state remained the prime actor in preventing infectious disease 

across borders because the state owns the technology and resources (Harman, 2014). Moreover, 

the situation was also reinforced by a series of cross border outbreaks, such as avian flu in 

2005, swine flu in 2009, MERS in 2012, the Ebola outbreak in Africa in 2014 (Rushton, 2019), 

and the recent pandemic of COVID-19 today (McCloskey et al., 2020). This ensures that states 

remain a dominant actor in constructing the narrative of security.  

 

The concept of health security in Thailand also follows the definition of health security based 

on disease prevention and control. The health security concept in Thailand also refers to the 

public finance security of Thai public health organisations (public health security). The 

concept also alights to the 2007 World Health Report that discussed 8 health security issues 

that rise the public health concerns. The eight health security issues are the emerging disease, 

economic stability, international crisis and humanitarian emergency, the hazardous from 

chemical risk, radioactive, bio-terror threat, HIV/AIDs, environmental change impact on health 

and building health security based on strengthening health system (WHO, 2007b). In Thai 

context, this concept was further developed and defined by the Thai National Health Security 

Office (NHSO). This is the office that oversees the policy and the projects related to Universal 
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Health Coverage. Indeed, the concept of financial security linked with health security has been 

used widely in the Thai health ‘grey’ literature, the Ministry of Public Health’s blog and in 

some Thai academic literature. This concept covers the financial contribution and financial 

protection of the population, including migrants (National Health Security Office (NHSO), 

2018). However, the concept of health security and migration still remains focused on 

communicable disease prevention and control. This can be seen in the SARS outbreak in 2003 

and the recent COVID-19 pandemic (James et al., 2006, MoPH, 2020a). The human carriers 

of the coronavirus came from a wet market in Wuhan, China in late 2019, but it has spread to 

countries across the globe. There are some reports that several migrant workers in Thailand got 

the infection; however, there is no record of the numbers (MoPH, 2020b). The Thai government 

implemented the highest disease surveillance measures for all migrants and Thais. This 

included all migrants, regardless of their nationality (Thai Government, 2020). Therefore, in 

this thesis, the health security paradigm will adopt a health security concept that focuses on 

communicable disease prevention and control, and will highlight the concept of ‘public 

financial health security’ to represent the unique development of this paradigm in the Thai 

context.  

 

3.2.3 The neoliberal health paradigm 

Neoliberalism is defined as a web of economic ideology concerned with the use of the free 

market concept as the main mechanism in organising a society (Harvey, 2007). The roots of 

neoliberalism are found in the laissez-faire economy of the nineteenth century. This ideology 

has driven many national governments to stress economic competitiveness in response to 

globalisation (Biebricher, 2019). It introduces the concept of minimising the state role in 

implementing welfare, including welfare for health (Brown and Baker, 2012). However, 

neoliberalism in Thailand and other countries in Asia is different from that in the West because 

of a strong tradition of state economic centralism (Steger and Roy, 2010). The Asian state-

centric culture influences the relations between the state and the private sector, and runs deep 

in the Asian neoliberal policy style which is ruled by political-bureaucratic states. States are 

powerful enough to repel interest groups and international cooperation (Schrecker, 2016, 

Collins et al., 2015). There is a small amount of international organisation (IO) influence, but 

the state still plays the main role in adjusting and implementing its own neoliberal interpretation 

style (Collins et al., 2015).   
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The concept of neoliberalism and health has developed through global economic development 

for two decades (Dutta, 2015). It introduces different forms of population control and strategies 

to ensure a ‘healthy population’ of workers contribute to economic growth and, indeed, health 

is conceived as an important element of population control (Dutta, 2015). There are several 

aspects of neoliberalism which have been used to analyse health policy. The most common are 

the view of neoliberalism as a hegemonic ideology, and IOs as institutions that influence and 

employ the neoliberal concept to change health services and the public health management 

structure (Baru and Mohan, 2018). The main neoliberal health assumption is that individuals 

should be responsible for themselves and run their own lives. The state provides a safety net 

which is a level of subsistence support. Consequently, people are subject to self-surveillance 

and self-regulation (Ayo, 2010). 

 

Neoliberalism operates through its status as the orthodoxy of international economic bodies 

(Williams and Maruthappu, 2013). This can be seen from many regional and global governance 

collaborations on migrant health. The neoliberal health paradigm also offers a strategy for 

educating individuals to be responsible for their own health (Johnston, 2016). However, for 

migrants, there are many barriers to improving health literacy. This can be seen in the research 

exploring the health literacy problems and the health outcomes of migrants (Gilder et al., 2019). 

Many of the studies of health literacy of migrants agree that the problems come from language 

barriers, and limited resources to support the development of health information media for 

migrants (WHO, 2008a, Putthasri et al., 2017, Nantasupawat et al., 2020). Moreover, the 

negative attitudes of health workers towards migrants also play an important role in the limits 

on implementing health education for migrants (Pengpid et al., 2016, Samarasinghe et al., 2010, 

Wichaikhum et al., 2020b, MAP Foundation, 2015, Hickey et al., 2016). Apart from individual 

self-governing, neoliberalism also introduced the restructuring of public health management 

by introducing a modern management system or use of a business model and privatisation to 

increase effective management (Lorenzo et al., 2014). However, many scholars criticise the 

neoliberal ideology on the grounds that it has exacerbated health equality problems and poor 

health outcomes due to privatisation (Chapman, 2017, Mooney, 2012).  
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Finally, the neoliberal paradigm transforms the status of the migrant from patient to customer 

(Dutta, 2015). This is part of a trend towards privatisation, which suggests that a customer 

orientation should be at the forefront of services (Pitakdumrongkit and Lim, 2020). This 

changes the power relationship between health staff and migrant patients (Renedo and Marston, 

2015). The concept of consumerism focuses on the service users acting as customers and taking 

on greater involvement in choosing and arranging services they receive. The concept of active 

choice is seen as the key to the authority of the consumer, but people in receipt of public service 

may well have no choice of provider, or no provider at all. 

 

3.3 The international experience of migrant health insurance policy: The 

challenges of health services in the main receiving countries  

This research aims to use a critical policy framework to analyse the 2013 MHICS policy. This 

policy aims to implement health insurance and provide services for migrants with legal status 

problems. Therefore, it is important to explore other countries’ experiences in developing a 

similar policy. This section reviews the experience of main receiving countries in Europe and 

Asia (IOM, 2019b). Health insurance policy for migrants can be categorized into three levels 

by using healthcare access as an indicator to label the level of rights. The first level is where 

the state provides only emergency services for irregular migrants. This level is categorized as 

‘the limited rights’. The second level is where the state offers both primary care and emergency 

services; this is considered ‘the minimum rights’. Finally, where the state offers a (mostly) full 

range of healthcare services, the regime is classified as ‘the full rights with conditions’, adapted 

from (Gray and van Ginneken, 2012). The level of coverage for migrants is influenced by 

different sociopolitical context of each country (Suphanchaimat et al., 2016b). The 2013 

MHICS policy for migrants covers almost the full range of health benefits because it includes 

emergency care, primary care and secondary care, such as HIV/AIDS treatment, family 

planning and other health promotion programs (Puffer et al., 2017, MoPH, 2013a). Therefore, 

according to Gray and van Ginneken (2012) perspective, Thailand is considered to be in the 

full rights with conditions category.  
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3.3.1 Europe 

A) France and Italy: countries providing full rights with specific conditions  

There were approximately 8.3 million international migrants living in France in 2019, 

according for 12 percent of the French population (UN, 2019b). France’s public health 

insurance is implemented through the Universal Coverage Act of 2000, which applies to French 

citizen. However, undocumented migrants, need to register for the State Medical Assistance 

(Aide Medicale de l’Etat: AME). The AME is the main mechanism for covering undocumented 

migrants. Since the implementation of AME, it has become a focus of political debate regarding 

financial support and the legitimacy of health protection for undocumented migrants (Andre 

and Azzedine, 2016). Without AME eligibility, undocumented migrants can access only 

emergency care, paediatric care and maternity care (Andre and Azzedine, 2016b). The AME 

was implemented at the same time as universal health coverage, and it came into force in early 

2000. Its aim was to reduce financial hardship for undocumented migrants and French health 

system.  

In 2019, there were 6.2 million international migrants living in Italy which accounted for 10.4 

percent of the total Italian population (UN, 2019b). The Italian health insurance policy is based 

on a tax fund health system. The Italian Health Services is the main health insurance system. 

It covers all Italian citizens and legal migrants (Devillanova, 2011). The Italian system 

separates the health insurance schemes for irregular migrants, who are considered ineligible to 

register for the Italian mainstream health insurance system.  Undocumented migrants are 

required to apply for a ‘Temporary Residing Foreigner Code’. This card is valid for six months. 

It guarantees essential medical services, including treatment for infectious diseases like 

HIV/AIDs, occupational health protection, maternal care and childcare (Devillanova, 2011, 

Wanwong et al., 2017). However, the interpretation of ‘essential health services’ depends on 

the region (Brindicci et al., 2015).  

A similarity for both countries is that undocumented migrants can apply for health insurance 

at local health or social service centres. This creates more channels for migrants to register 

through. In fact, the public health systems in both countries categorise the health benefits for 

undocumented migrants depending on the duration of residency and their income. For example, 

migrants who stay in France for three months, and have an annual income of less than 8,645 

euro can apply for the AME. (Andre and Azzedine, 2016).  The dependents of undocumented 
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migrant workers include partners and children who can also receive AME benefits. However, 

children aged under 18 can apply for an allowance, even if the parents have lived there for less 

than three months (Wanwong et al., 2017). Then, after three years, undocumented migrants can 

register for home medical assistance and other health services which are equal to those for 

French citizens and which are ranked from basic medical treatment to childbirth (Gray and van 

Ginneken, 2012). The period of insurance is one year. Without the AME, undocumented 

migrants can access emergency care and treatment for communicable diseases, like 

tuberculosis, in France. 

In Italy, undocumented migrants are only eligible to apply for a six-month health insurance 

card which covers emergency care and essential care for communicable diseases which could 

become dangerous (Vazquez et al., 2011, Brindicci et al., 2015). However, this has a downside, 

as it is widely acknowledged that many undocumented migrants are ill when they arrive at the 

destination due to the severe migratory process. Therefore, many of them cannot enrol in the 

health insurance scheme (de Lima, 2016). Hence, using the duration of stay criterion to apply 

for health insurance may cause a negative impact on migrant health and their right to access 

services (Beauclercq et al., 2018).  

An implementation gap in both Italian and French health insurance policy for undocumented 

migrants is that migrants must provide identification documents, addresses, evidence of 

duration of residence and proof of household income to register. To access the care, they need 

to wait until they obtain an insurance card and wait for the required duration of residence to be 

eligible for a further range of health coverage (Wanwong et al., 2017). This process may create 

challenges and fear for undocumented migrants regarding registering for, and obtaining, 

healthcare services. 

B) The UK and Germany: countries providing minimum rights for certain categories of 

undocumented migrants 

In 2019, there were 13 million migrants in Germany (15% of the total population) and 9.5 

million in the UK (14.1% of the total population) (UN, 2019b). In the UK, the main mechanism 

for implementing health insurance policy for undocumented migrants is the National Health 

Service (NHS), while Germany uses a separate, tax-funded scheme as the main vehicle. For 

the NHS, the patients who are eligible for health benefits are ordinary residents. This refers to 

a person who has resided for more than three years in the UK. This term includes legal migrants 
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who can access free NHS services in all aspects of care (GOV.UK, 2017). In contrast, 

undocumented migrants are only eligible for some free services, such as emergency care, care 

related to infectious disease prevention, family planning, and care for victims of violence. 

However, the service does not cover maternity care services or HIV/AIDS services (GOV.UK, 

2017). 

The British system categorizes health benefits for undocumented migrants depending on their 

legal status, while in France and Italy, where the coverage of health benefits also depends on 

the duration of residency and income. For the NHS, the measures require the hospitals to report 

on the status of all patients (Gray and van Ginneken, 2012). This creates fear for undocumented 

migrants who want to obtain healthcare from the NHS. Moreover, migrant patients who are not 

registered with the NHS need to demonstrate their capacity to pay. If a patient cannot pay, the 

cost must be taken out from the hospital’s budget (Grimm and Wells, 2009). Moreover, there 

is confusion in the NHS guidelines and regulations regarding services for migrants. Research 

demonstrates that opportunities for undocumented migrants to access emergency care are 

undermined by the lack of a clear policy regarding care for undocumented migrants, which 

leads to staff turning away migrants because they are not aware of their health rights (Grimm 

and Wells, 2009, Biswas et al., 2011). The British government allows the Home Office to 

access the data of undocumented migrant patients from the NHS. This leads to fear amongst 

migrants because of the concern of deportation (Travis, 2017, Home Office, 2017).  

German public health insurance is based on contributions from employers, employees and the 

state. Germany also has a multi-payer system that operates through private insurance 

companies (Kuehne et al., 2015). Both systems require people to pay an insurance contribution. 

This system is beneficial in terms of sharing the financial risk between actors, which tends to 

be more sustainable (Gray and van Ginneken, 2012). Undocumented migrant care is limited to 

some free services, such as infectious treatment and post-natal care. However, they must apply 

for a health card from the welfare office. As this stage, the German authorities will issue a 

Toleration Certificate (Duldung) that ensure health rights while undocumented migrant are 

under process of temporary suspension or expulsion (Suphanchaimat et al., 2016a). 

Applications from undocumented migrants have to be reported to the immigration office. 

Furthermore, when providing emergency care, the hospital can apply for reimbursement from 

the Social Welfare Office under the condition that the hospital reports the residential status of 

the migrant to the immigration unit. For undocumented migrants without the Duldung, health 
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access is limited to emergency care and certain services of infectious disease treatment, 

including HIV/AIDS and other STDs. Germany is considered to have the largest number of 

international migrant children; however, Germany is also considered to have the most 

restrictive healthcare policy for migrant children (Wanwong et al., 2017). This limitation is 

related to emergency care and some primary healthcare services for migrant children (Williams 

et al., 2016). 

 

3.3.2 Southeast Asia (SEA) 

There are three main receiving countries in SEA: Malaysia, Singapore and Thailand (Lorenzo 

et al., 2015). In 2019, there were 3.4 million migrants in Malaysia, 2.1 million migrants in 

Singapore, and 3.6 million migrants in Thailand (UN, 2019b).  

Malaysia has adopted a tax-based financial model. People who are employed are covered by 

the payroll tax system, while the rest of the population is covered through the general tax 

system (Noh et al., 2016). In Malaysia, there are two health insurance schemes that migrant 

workers can enroll in which are Skim Perlindungan Insurans Kesihatan Pekerja Asing 

(SPIKPA) and the Workmen’s Compensation Act (WCA). SPIKPA does not allow 

undocumented migrants to register for the scheme (Chua and Cheah, 2012). For the WCA, the 

scheme aims to ensure a sum payment for death and disability, and it stipulates measures on 

employer payments for medical costs. However, a study by Lorenzo et al. (2015) reported that 

many employers stop paying the tax contribution to the WCA when their migrant workers 

become sick, and this has left migrant employees with excessive medical bills which they could 

not afford. Moreover, many employers keep migrants’ identification documents which leads to 

difficulty for migrants in accessing healthcare or checking their WCA status. For the health 

beneficiaries, all migrants can buy private insurance which covers primary care, emergency 

care and secondary care. While, undocumented migrants who cannot pay via prepaid insurance 

can only access emergency care (Lasimbang et al., 2016, Jaafar et al., 2013). 

 

In Singapore, health insurance contributions come from three sources, which are medical 

savings, taxes and voluntary contributions for catastrophic illness. This system is entitled 

‘multiple layers of protection’ or 3M (Medisave, MediShield and MediFund) (Lorenzo et al., 
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2015). However, migrants are not included under the 3M scheme; hence, they must enroll for 

private coverage options. The Singaporean government requires the employer to pay a 

minimum contribution for private medical insurance for low-skilled workers (Ho, 2013). The 

price of contribution is higher for low-skilled migrants. This covers inpatient care and surgery. 

However, the limit is on high cost medical services. Obviously, migrant workers are not eligible 

for any health subsidies above what the medical insurance covers. The employers are required 

to bear the extra costs of treatment (Lorenzo et al., 2015). In Singapore, there is also insurance 

for work-related injuries under the Work Injury Compensation Act (WICA). Under this 

scheme, migrant workers can claim for sick leave wages, medical expenses and compensation 

for disability or death (Lim, 2013). Again, the employer must contribute. It takes a long time 

to claim, and many migrant workers see their work permits canceled. This forces the migrant 

workers to take illegal employment (Wanwong et al., 2017). In the worst cases, the employers 

quickly repatriate workers to avoid paying for medical treatment (Lorenzo et al., 2015).  

Undocumented migrants in these two countries are not covered by health insurance with limited 

benefit packages and high-cost payments. It is because they have adopted the private health 

insurance model for migrants. Moreover, the employers play a significant role. Without proper 

monitoring and enforcement, the employers tend to reduce costs by not insuring irregular 

migrants at all. This reveals the policy gaps of migrant health insurance (Green and Ayalon, 

2018).  

Other main receiving countries’ initiatives reveals the challenges and the management gaps in 

policy implementation. There are many factors that prohibit undocumented migrants’ access 

to health services or health insurance coverage (WHO, 2017c). This review demonstrates that 

policy and practice have led to a variety of interpretations and understandings by policy agents, 

which impacts health service delivery for undocumented migrants. Furthermore, the financial 

system and the immigration policy of each country also affect migrant health policy and 

management. The review demonstrates several gaps that lead to barriers and negative 

consequences that have a negative impact on the health insurance protection and health service 

access of undocumented migrants (WHO, 2011a, WHO, 2017b). 

3.4 Contemporary migrant health literature in Thailand and beyond 

The literature review in this section was gathered from sources within the field of migrant 

health policy and migrant health. This section consists of three subsections. The first subsection 
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focuses on an overview of the migrant health literature. The second part explores a critical 

framework on health research in Thailand. The final part explores the research gaps in the 

existing studies related to the 2013 MHICS policy.  

 

3.4.1 An overview of migrant health studies 

This section focuses on specific dimensions of migrant health services and migrant health 

management (e.g. financial, resource and administrative) by drawing on research from 

Thailand with additional literature from other countries. Papers were included if they were 

published between 2010 and 2019, were written in Thai or English, involved human 

participants, and specifically discussed migrant health issues and policies. Qualitative, 

quantitative, clinical and mixed-method studies were included to reveal different aspects of 

research on migrant health issues in Thailand and other countries. 

3.4.1.1 Communicable disease and non-communicable disease services 

In Thailand, most of the migrant health literature comes in the form of public health 

management research and clinical research. These sources included studies focused on how to 

effectively implement communicable disease prevention programs, such as those for 

gastrointestinal infection (Kaewpitoon et al., 2018), tuberculosis (Wongkongdech et al., 2015, 

Tschirhart et al., 2016b, Metchanum, 2017, Thi et al., 2017), malaria (Khamsiriwatchara et al., 

2012, Wen et al., 2016, Kheang et al., 2018), hepatitis B (Devine et al., 2017) and HIV/AIDs 

(Sansuriya et al., 2010). Indeed, they focused on the communicable disease control in similar 

ways.  Several studies noted the importance of including migrants in national health prevention 

plans and policies as a means to support effective and sustainable implementation (Kaewpitoon 

et al., 2018, Wickramage et al., 2018, Suphanchaimat et al., 2017b). For public health 

management, some studies discuss the management problems due to the mobility of migrants 

as a main factor in disease outbreaks. These studies involved qualitative interviews and made 

recommendations for improving the disease surveillance collaboration between the states and 

within the communities where migrants lived (Kaji et al., 2016, Tschirhart et al., 2017, 

Rakprasit et al., 2017, Phihusoot et al., 2019). However, Greenway and Castelli (2019) report 

that migrants not only suffer from communicable diseases, but also from mental health diseases 

and other non-communicable diseases, during the migratory process. Meyer et al. (2019)  also 

report that female migrants experience gender-based violence. Permpolsuk et al. (2018)  
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suggest that Thailand has little health provision for migrants who fall ill from non-

communicable diseases (NCDs). This research stated the need to highlight NCDs as a priority, 

due to the increase of NCD morbidity across migrant communities in Thailand. Finally, all of 

the research discussed here suggested the need for health promotion programs, for disease 

screening and for the development of responsive public health services for migrants, regardless 

of their legal status.  

Studies reporting medical research, focus on the correlation between communicable diseases 

and migration, in order to predict trends of a disease within migrant communities in Thailand 

and neighbouring countries (Sriwichai et al., 2017), migrant living conditions in the host 

countries as a factor in emerging drug resistance to communicable diseases (Thi et al., 2017), 

drug trials and treatment programs for migrants with communicable diseases (Edwards et al., 

2015, Hoglund et al., 2016). These studies provide the same recommendation which is that 

there is a need to ‘customise’ the interventions and surveillance operations to be implemented 

in different areas.  

 

3.4.1.2 Service capacity, effective delivery and the experience of health professionals  

The literature includes several studies exploring the capacity and challenges of Thai public 

health provision for migrants resulting from differences in the socio-cultural and international 

political contexts of the different countries (Haritawon and Sukasaem, 2018, Lorenzo et al., 

2015, Suphanchaimat et al., 2015, Wanwong et al., 2017).  Language barriers and cultural 

barriers are reported as communication problems for both migrant patients and health providers 

(Kantayaporn and Mallik, 2013, Hobstetter et al., 2015, Pengpid et al., 2016). Cultural beliefs, 

specifically gender preference, also play an important role in delivering services to migrants 

(Otero-Garcia et al., 2013, Hakonsen et al., 2014). Lyberg et al. (2012b) reported that most 

male interpreters did not understand the demands of immigrant women receiving maternity 

care. In the Muslim cultural context, it is difficult for male health providers to discuss a 

migrant’s sickness in a holistic fashion with a female Muslim migrant patient (Kuncoro, 2018, 

Doncha-Um, 2018). In addition, several studies report problems due to mistrust and feared 

accusation of discrimination and racism (Manirankunda et al., 2012). This can be seen in many 

of the qualitative studies investigating the real-life practices and challenging experiences of the 

health workforce in providing services for migrants. Challenges also reported in Thailand 
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included the following: communication difficulties due to language problems (Wichaikhum et 

al., 2020a, Nantasupawat et al., 2020), different cultural beliefs (Samarasinghe et al., 2010), 

the undocumented status from being part of an ethnic minority group from a neighboring 

country (Murray et al., 2016) and gender-sensitive issues, especially for migrant women 

(Shinworasopart et al., 2012, Manirankunda et al., 2012). Additionally, some studies reported 

that these factors led to conflict and tension in service delivery among health professionals 

which caused some unintended problems for the migrants and their health care access (Kurth 

et al., 2010, Munro et al., 2013, Burkholder and Moungsookjareoun, 2014, Mitthong, 2017, 

Arphonpisan et al., 2018). 

Several studies reveal the uneasy feelings and experiences of health staff in providing care for 

undocumented migrants who cannot pay service charges (Englund and Rydstrom, 2012, 

Nicholas et al., 2014). This can be seen in a recent research study in Thailand by Wichaikhum 

et al. (2020a) which discussed the tension in balancing medical ethics with the financial 

subsidies of the hospital. Professional norms and assumptions play an important role in shaping 

the behavior and attitudes of health personnel who provide services or implement policy for 

migrants (Munro et al., 2013, Eklof et al., 2015, MoPH, 2017b, Pudpong et al., 2019, 

Wichaikhum et al., 2020a). Some studies suggested that medical norms and ethics have been 

more influential than laws. In some cases, doctors allow undocumented migrants to access 

health care due to health ethics (Suphanchaimat et al., 2016b). Indeed, the migration law allows 

only legal migrants who are insured under the Thai health insurance schemes to access care. 

Ameele et al. (2013), Tschirhart et al. (2016a) and Thetkathuek et al. (2017a) state that the 

relaxation of laws and medical ethics allows some undocumented migrants to access some 

degree of health services (for free or with minimal service charges). However, this does not 

guarantee that undocumented migrants can access health welfare without any challenges 

(Tangcharoensathien et al., 2017).  International research reports that in some countries, where 

the rights of migrants are restricted, health providers feel uneasy reporting the presence of 

undocumented migrants to the relevant authorities, including the police, even though this is a 

requirement of law (Kurth et al., 2010, Ameele et al., 2013). These studies also reported that 

many professionals turn a blind eye to the legal status of migrants and provide care, particularly 

emergency care (Goldade and Okuyemi, 2012, Lorenzo et al., 2014, Suphanchaimat et al., 

2016b). 
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There are limited studies that explore the perspectives of civil organisations who help 

undocumented migrants to register and access health services and health insurance, as well as 

the experiences of the migrants who access these services. (Suphanchaimat et al., 2017b, 

Charoenmukanayanon et al., 2013, Suphanchaimat et al., 2016b, Pudpong et al., 2019). The 

research conducted is mostly focused on the quantitative analysis or economic modelling to 

find the correlation between the factors to increase the efficiency of communicable disease 

surveillance, health insurance and services (Rakprasit et al., 2017, Musumari and Chamchan, 

2016, Putthasri et al., 2017, Suphanchaimat et al., 2017a)). These studies simply concluded the 

need to change the policy implementation and law enforcement mechanism to enroll all 

migrants for health insurance and screening for diseases.  

Finally, there are a few studies exploring migrants’ use of occupational health services. These 

studies note the lack of the discussion around the occupational health services for migrants. 

The Thai government reports also concentrate on the health insurance operation and the 

communicable disease prevalence among different migrant groups. There is a lack of 

discussion of health services and sicknesses around occupational health, accidents, 

reproductive health and other non-communicable diseases (MoPH, 2017b, WHO, 2011b, 

Disease Control Department Thailand, 2016, Permpolsuk et al., 2018). The research on the 

border health system in Thailand also reported the problem of a lack of non-communicable 

disease services and initiatives in the Thai migrant health agenda (Permpolsuk et al., 2018).  

3.4.1.3 Health equity, human rights and health access 

The human rights paradigm plays an important role in shaping migrant health policy at both 

international and national levels (WHO, 2017a). Much of the literature reviewed in this section 

focuses on the problem of access for migrant patients and the health inequities experienced by 

the migrant population who suffer from both the migratory process and the violation 

(Zimmerman et al., 2011, Nichomborirak and Srisuwankej, 2015, Cohen and Asgary, 2016, 

Tohpothai et al., 2013, McMichael and Healy, 2017, Yadee et al., 2019).  In the Thai context, 

several studies report that the problems of health access are due to specific migrant behaviours, 

as well as outdated service protocols in combating a specific disease for the undocumented 

migrants who tend to be a marginalised population (Khongthanachayopit and Laohasiriwong, 

2017, Wai Lwin and Geater, 2019, Thetkathuek et al., 2017b, Sateanpuctra, 2019). These 

studies call for the improvement of service protocols by health professionals to reduce the 

health registration complication in order to increase health access. Indeed, many international 
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and Thai studies demonstrate that migrants have a lower health service utilization rate than 

native populations, due to specific barriers to access. These include problems associated with 

their legal status and the inability to provide identification documents to support their 

registration with host countries (Tangcharoensathien et al., 2017, Tschirhart et al., 2017, Linn 

Naing and Bakker, 2018). Moreover, some research studies also described how the complicated 

public health systems of the receiving countries have become a barrier to accessing health 

service for migrants (Canavati et al., 2016, Webber et al., 2015, Crozier et al., 2013, 

Charoenmukanayanon et al., 2013).  

 

However, other studies reported that the low utilisation rate is a consequence of the specific 

health-seeking behaviours of migrants. For example, several studies reported that some 

migrants prefer the alternative health services of social and voluntary organisations, or self-

care, rather than using hospital services. This is because of concerns related to their 

undocumented status, trust and convenience (Tarricone et al., 2012, Suphanchaimat et al., 

2016a). In addition, several studies argue that migrant patients are unfamiliar with the health 

services and systems of the host countries, preferring self-care or alternative health services 

(Englund and Rydstrom, 2012, Chanta, 2015, Suphanchaimat, 2018, Legido-Quigley et al., 

2019). This has become one of many reasons for the low utilisation rate, as well as migrant 

health insurance registration rate (Chamchan and Apipornchaisakul, 2017).  

 

 Much of the literature around health access and migrant health focuses on adult migrants.  

However, there are a few studies that consider gendered aspects of access to health care 

services. For example, there are several studies that discuss female migrants’ access to 

reproductive health services. These studies note a range of barriers to services, which include 

cost, health institutions, health professionals’ attitude and services, health promotion and 

personal confidentiality on the host countries’ services (Webber et al., 2015, Tousaw et al., 

2017, Phanwichatkul et al., 2018). A study by Meyer et al. (2019) stated that undocumented 

female migrants who experience of physical and sexual abuse are the most vulnerable group in 

accessing to the health services.  
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There are also few studies on the health problems of migrant children and their rights. These 

migrant children are the dependents of migrant workers who have registered for the 2013 

MHICS policy. The studies on migrant children’s health tend to focus on health promotion 

activities in schools (Tuangratananon et al. (2019) and health promotion and strategic 

management around vaccines and immunization coverage rights for migrant children 

(Shinworasopart et al., 2012, Kaji et al., 2016, Kosiyaporn et al., 2018, Pinna et al., 2020). 

There are only a few research studies that investigated the mental health rights of migrant 

children and the use and access of health services (Annan et al., 2017, Markkula et al., 2018). 

In sum, these research studies on migrant health within the discussion of human rights are 

usually conducted using qualitative research methods, such as interviews with health 

professionals, or using systematic review methodology, with a smaller number using mixed 

methods, including using secondary data to investigate utilisation rates of hospitals, combined 

with interviews.  

 

3.4.1.4 Health literacy and health understanding 

There are few research studies that explore the ‘friendly service’ protocol which was 

implemented by the MoPH in 2013. This protocol aims to improve services based on cultural 

and language sensitivity and includes activities like providing translators at the hospital, 

producing written documents in migrant languages to improve health literacy, and enhancing 

migrant self-care capacity for responsibility for their own health (MoPH, 2017a). A small 

number of studies report the problem of financial support to this protocol leading to a lack of 

sustainability and consistency (Charoenmukanayanon et al., 2013, Sateanpuctra, 2019) 

Additionally, Suphanchaimat et al. (2016b) suggested that the availability of translation 

services to bridge language challenges does not guarantee the quality of service. Moreover, the 

translation process is reported to be time consuming, while others report that interpretation 

creates more workload for health providers (Lyberg et al., 2012a, Eklof et al., 2015).  In the 

Thai public health context, several studies suggest that this is not a sustainable project because 

many hospitals need to pay out of their own pockets, and there is no legal support for using 

foreign health personnel for services in Thai hospitals (Srithongtam et al., 2017). The problem 

of using translators also raises ethical questions related to the confidentiality of patients’ 

information (Nicholas et al., 2014, Rattanapuya et al., 2015, Ayuttacorn et al., 2019). 
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For the studies on migrant health literacy, some Thai research examines the knowledge of 

migrants in understanding different diseases, drug usage, poor health behavior and self-

prevention for communicable diseases (Wangroongsarb et al., 2016, Hickey et al., 2016, 

Pengpid et al., 2016, Guadamuz et al., 2018, Sunpuwan et al., 2019). These studies found that 

migrants often have limited understanding about public health.  These studies suggested that 

the improvement of migrant health literacy policy and practice should come from local 

intervention in improving health care knowledge. A study by Win et al. (2017), of a network 

of village malaria workers, found that they were the key success factors that helped eliminate 

drug-resistant malaria by communicating about the disease and treatment. Moreover, a study 

by (Puffer et al., 2017), using a randomized controlled trial to explore the impact of a Burmese 

migrant, family-based intervention to improve health knowledge and family planning, helped 

improve migrant family well-being and relationships overall. However, two recent studies 

suggest that the poor health literacy of migrants also reflects the general low rates of literacy, 

which limits understanding of the health content and becomes a barrier to improving health 

care knowledge (Gilder et al., 2019) or changing poor health behavior (Win et al., 2017).  

 

3.4.1.5 Migrant healthcare financing 

Several research studies used a health economic analysis to investigate migrants’ service 

utilisation and the financial problems which come from providing services for migrants 

(Tharathep et al., 2013, Suphanchaimat, 2017, Wiangcharoen et al., 2019). The research reports 

a range of issues, including the financial management and budget allocation for outpatients of 

migrant services (Donladlee and Upakdee, 2017, Tangcharoensathien et al., 2011, 

Tangcharoensathien et al., 2017), the financial burdens related to uncharged services, such as 

vaccines for uninsured migrant children (Kosiyaporn et al., 2018), the limited financial support 

for health promotion and disease prevention in migrant children (Putthasri et al., 2017), and 

the problem of financial management and reimbursement systems for critical care for uninsured 

migrants (Suphanchaimat et al., 2016a). These studies reveal financial management problems 

related to a slow and outdated Thai financial management bureaucracy which impacts local 

health institutions and the migrant health financial management. Munro et al. (2013), 

McMichael and Healy (2017), Wenham et al. (2018) and Pudpong et al. (2019) also 

demonstrate the problems of administrative delay and the lack of financial support in managing 

the 2013 MHICS insurance projects and health services for undocumented migrants. 
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3.4.2 Thai health research using a critical analysis framework  

In Thailand, most policy research on migrant health focuses on public health management or 

communicable disease prevention, and is framed as conventional policy research aiming for 

solutions. There is a lack of health research in the critical policy dimension. Therefore, this 

section reviews the small number of studies that use critical policy and critical health 

frameworks. These studies largely fall into two camps: research which uses post-structural 

approaches, and that which uses interpretivist approaches. 

 

3.4.2.1 The interpretivist approaches  

There are several studies that use critical theories to explore the different linguistic usages that 

shape health practices, such as studies on drug usage (Srivilai, 2003), childbirth (Rungpueng, 

2005), alcoholism (Phihosot, 2004), biomedical science discourse and oral health promotion 

(Tuongratanaphan, 2004), communicable disease and discourse (Kanya, 2009) and self-care 

amongst patients with infectious chronic disease (Chavez, 2004, Aimmanon, 2009). These 

studies use a qualitative design and an interpretivist paradigm to explore how different actors 

use language as discourse in defining health and legitimising their ideas and practices. Indeed, 

the actors use discourse as a linguistic tool to manage their resources and maintain power. 

These studies also aim to question the meaning making process and the cultural influences that 

formulate health strategy.  

3.4.2.2 The post-structural approaches 

Health studies in the post-structural paradigm that view discourse as knowledge are few in 

number. The post-structural paradigm believes that the discourse is the origin of power in 

constructing the reality, the relation and the understanding of the social issues (Bacchi, 2009). 

This marks a different focus compared to the interpretivist approach. Most health studies from 

a post-structural research stance have been conducted to question the knowledge status of Thai 

traditional health practices and modern medicine adopted from western countries. They have 

used a qualitative design to analyse policy texts, historical documents and interview transcripts. 

Indeed, most of these research studies are influenced by a Foucauldian, post-structural analysis 
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of genealogy and archeology to explore the two different types of medical knowledge, as well 

as the historical developments of practices that have assumed dominance over other. Some 

researchers have used Foucault’s tool to uncover the discourse of Thai modern medicine which 

has developed alongside the building of the Thai modern state (Puaksom, 2007, Puaksom, 

2018).  

The second focus of using post-structural discourse analysis is of the subject formations. 

Research on subject formation investigates how different health and other social discourses 

form the role of patients or health providers in prevailing health practices. For instance, a study 

by Muttiko (2001) explored facial surgery and the construction of the beauty discourse among 

Thai women. Another study by Thepthien et al. (2010) examined the discourse in research on 

HIV/AIDS and health service, in order to see how the discourse shaped ideas about STD 

prevention. There is also a study of policy discourse and corruption in public health 

management (Ruangtham, 2006). Another research on subject position aims to scrutinise how 

the Thai health discourse shaped and constructed disabled people in Thai medical history, and 

the accompanied effects and united consequences of constructing disabled people as passive 

leading to lower participation of disabled representatives in the policy process (Kata, 2016). In 

addition, there is a study on the role of disabled people within films to uncover the pattern of 

the subject position, and the effects that shape the public opinion towards disabled people 

(Niyaprom, 2018). Finally, a post-structural framework was used to research Thai people’s 

attitudes towards health knowledge and public health systems (Pongsapit, 2007). These 

research studies investigated how the modern medicine discourse has shaped the perceptions 

of Thai citizens and communities, and how Thai citizens acknowledge or position themselves 

in regards to healthcare services, such as understanding the care for people living with 

HIV/AIDs (Taweesit and Aiamanon, 2004, Somsawasdi, 2004, Panapong, 2016). Finally, a 

recent study by Puaksom (2018) used a Foucauldian genealogy strategy to study Thai medical 

history and the development of a public health paradigm associated with the building of the 

modern state of Thailand. This work aimed to track changes over 100 years of Thai medical 

history and the health paradigm that lies behind Thai public health strategies. This is beneficial 

for exploring the transition from Thai traditional medicine to modern Western medicine. 
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3.4.3 A review of studies of the 2013 MHICS policy in Thailand  

This section reports the existing literature on the 2013 MHICS policy to identify the gaps in 

the migrant health insurance studies in Thailand. The review draws on relevant research and 

grey literature from 2013 to 2019. The literature included comes from electronic journals in 

Medline and other Thai public health and policy databases, such as 1) The Health Systems 

Research Institute (HSRI); 2) The Digital Research Information Center by the National 

Research Council of Thailand; and 3) Thai Journal Online (ThaiJO). Previous research related 

to migrant health insurance policy in Thailand has mostly focused on conventional policy 

analysis and has used a quantitative design. A large portion of the research focuses on the 

outcomes of the policy on 1) service utilisation; 2) expenditure for insured migrants; 3) the 

health cost-benefit analysis of migrant health services; 4) health service accessibility for 

migrant workers; and 5) migrant health-seeking behaviour (Suphanchaimat et al., 2016a, 

Putthasri et al., 2017, Sararean and Kritiwatthiwong, 2015, Tangmunkongvorakul et al., 2017).  

Recently, much research used economic modelling to evaluate the health benefits package 

(Bussabawalai et al., 2019, Kosiyaporn et al., 2018). and analysis of reimbursement for 

subsidizing services for uninsured migrants (Suphanchaimat et al., 2017a). These studies 

shared the same criticism, which is that the problem of the insurance cards was in conflict with 

the mobile behaviour of migrants because the insurance required the migrants to apply for and 

use the services at one hospital. The problem of migrant health insurance contradicts the nature 

of migrant mobilisation. This is because the migrants cannot use the health insurance card and 

access the migrant health services in other hospitals, but only at the hospital where they have 

registered and bought a health insurance card. Therefore, the health insurance is ‘unpotable’ to 

use in other hospitals or different provinces. Indeed, this contradicts the reality of migration in 

Thailand (Huguet, 2014, Suphanchaimat et al., 2017b). It affects the health benefits package 

and insurance management, as well as the problems of service utilisation by migrants.  

 

In addition, research has also argued that Thai social factors have caused problems in 

implementing migrant health insurance in Thailand. For example, Donladlee and Upakdee 

(2017), Putthasri et al. (2017) and Suphanchaimat et al. (2019) have argued that the Thai 

bureaucratic management that focuses on documentation became barriers for migrants to 

access health insurance services. Consequently, some undocumented migrant groups were 



 
61 

uninsured. This has caused problems for budget management in terms of subsidising the 

treatment expenses for some services for both uninsured adult migrants and migrant children. 

This view is supported by recent research that discusses how the complex Thai bureaucratic 

workflow does not respond well to the dynamics of migration, which causes problems in the 

insuring process. Indeed, this has caused threats to finances and protection for both the Thai 

public health system and migrants (Chamchan and Apipornchaisakul, 2017, Wiangcharoen et 

al., 2019). However, there is still a lack of systematic studies on how the ‘migrant health 

insurance’ issue is understood as a policy problem within the social science aspect, since 

migrant health insurance and migrant health services in Thailand is usually studied within the 

medical and public health research.  

 

The research relevant to the 2013 MHICS policy has usually been conducted within a single 

local area. A recent study by Suphanchaimat (2017) argued that different areas of research may 

uncover different problems. The recent strategic plan of the MoPH (2017c) shows that health 

service providers are likely to modify the policy in order to carry out their routine work. This 

may create different governing practices and a problem representation that has different effects 

on migrant health services. Researching and comparing two areas with different migrant 

nationalities might be useful for providing multiple aspects of a problem representation and 

assumptions of how migrant health is understood, as well as the effects regarding the problem 

representation.  

 

Several studies investigate the experiences and assumptions of health service professionals in 

providing services to migrants under the 2013 MHICS policy, and the public health 

management’s response to migrant health. These studies argue that there are many challenges 

in the implementation process, such as culture and language barriers, financial problems, 

misunderstandings among health service providers and a lack of collaboration among policy 

agents (Kantayaporn and Mallik, 2013, Aungkulanon et al., 2016, Tangcharoensathien et al., 

2017). However, the existing research does not provide any insight as to what deep-seated 

assumptions and discourses were drawn upon to problematise and legitimise the 2013 MHICS 

policy, nor how migrant health insurance issues and other migrant health services in Thailand 

are understood as social policy problems. Therefore, there is a lack of research on the ways in 



 
62 

which discourse have shaped the understanding of policy problems, as well as how the policy 

agents perceived the values or implications of their roles and activities in the 2013 MHICS 

policy process. 

 

For local management, there are several studies which have discussed using different 

techniques in implementing the 2013 MHICS policy and providing services for migrants, for 

example, the use of migrant health volunteers. In the case of migrant health volunteers, the 

2013 MHICS policy proposal has no regulations concerning the hiring of migrant health 

volunteers, nor does it discuss financial support. These volunteers play an important role in 

helping Thai health service providers to implement this policy. Studies by Canavati et al. 

(2016) suggested a key factor in eliminating drug-resistant malaria was collaboration with the 

village malaria workers. The existing literature identifies some problems related to migrant 

health services because of the 2013 MHICS policy which, as Tangcharoensathien et al. (2017) 

argue, includes policy volatility and legal limitations. However, there is still a lack of critical 

policy discussion about the role of discourse and cultural values in shaping those matters. 

Therefore, it is worth investigating this issue and finding out how some problems are left as 

unproblematic or silenced within the representation. The MoPH (2017b) argued that NGOs or 

civil society organisations have helped local hospitals in implementing migrant-friendly 

services and migrant health insurance. In fact, there is a research study by Pudpong et al. (2019) 

that studied alternative health insurance for migrants which was run by NGOs. This research 

also stated the success of the project in improving health access for undocumented migrants 

who were left behind, raising awareness of migrant health protection and reducing the financial 

burden on the hospital. However, they raised concerns about the unsustainability of the 

projects.  Finally, a recent study conducted by Suphanchaimat et al. (2019) includes interviews 

with local NGOs. However, this research was conducted in a single area and the results only 

reported that the problems of migrant health insurance policy and services come from the 

political power play of the different Thai government agents and other stakeholders. It shares 

similar characteristics with other research which are a lack of discussion on how the migrant 

health insurance issues are constructed as a social policy problem, and the silence of the impact 

on the deep-seated cultural values and discourse that shape the 2013 MHICS policy process. 
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3.5 Conclusion 

This review has identified critical knowledge gaps. Firstly, the research mostly focuses on 

conventional policy analysis, as well as medical and clinical research. Much of the existing 

research uses quantitative methods, clinical trials and economic modelling which are not 

amenable to answering the questions of ‘why’ or ‘how’ the issues are understood as social 

policy problems. Indeed, there is limited research using a critical policy paradigm to uncover 

the different discourses and practices of the 2013 MHICS policy. Secondly there is limited 

research on how discourse has shaped the perspectives and experiences of migrant health 

insurance from the perspectives of different policy stakeholders. Most researchers conducted 

interviews with state authorities or Thai health professionals. However, there is a lack of studies 

of the experiences of other policy agents, such as experts or members of civil organisations. 

Researching the views of different stakeholders demonstrates how policy and strategy are 

actually operating in the field, and what kind of discourse or effects accompany it. Therefore, 

this research is designed using sources from both the central and local governments, as well as 

both national and local NGOs and civil society organisations, both central and local. In this 

way, the study is able to compare the strategies and patterns of problematisation between them. 

Finally, this literature review has demonstrated that there are few studies that investigate the 

implementation of the policy, and the challenges faced at different local levels. Suphanchaimat 

et al. (2019) argued that Thai migrant health policy is very dynamic and contains a variety of 

medical and social factors. So, it is vital to examine the performance of the policy through 

different social analysis lenses. Therefore, this research has collected data from the Ministry of 

Public Health (Bangkok) and two border provinces (Tak Province and Mukdahan Province). 

The advantage of adopting a critical policy stance to explore the discourse behind the 2013 

MHICS is that it offers an alternative perspective and creates a new path for public health 

policy research which has mostly been conducted using conventional policy analysis.  
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Chapter 4 Theoretical Framework 

 

The aim of this chapter is to introduce the ‘What’s the problem represented to be?’ approach 

(WPR) (Bacchi, 2009) and ‘Poststructural Interview Analysis approach (PIA) (Bacchi and 

Bonham, 2016) as the policy analysis framework for researching the 2013 Migrant Health 

Insurance Compulsory Scheme policy (MHICS) and other related migrant health service issues 

in Thailand. This chapter begins with a critical reflection on the conventional policy analysis 

paradigms (Bacchi and Goodwin, 2016).  

 

4.1 Conventional policy paradigms and their limitations  

The common policy analysis paradigms, which are widely used among health policy 

researchers, are the positivist paradigm, the interpretivist paradigm and the critical realist 

paradigm (Bacchi, 2016, Clavier and de Leeuw, 2013). However, the limitation of these 

paradigms is that they leave the problem itself unquestioned (Payne, 2014, Bacchi and 

Goodwin, 2016). This section will, first, provide a critical reflection on the limitations of these 

paradigms. Then, the WPR and the PIA approaches, which belong to the poststructuralist 

paradigm, will be introduced.  

Health policy analysis has often adopted the positivist paradigm (O'Conner and Netting, 2011, 

Bacchi, 2016). This paradigm argues that health problems are exogenous to the policy process. 

It requires policy makers to establish a policy to solve problems. This paradigm reflects the 

model of evidence-based medicine, which is related to empirical experiments aiming to assess 

a variable that can be tested (Cairney and Oliver, 2017). 

The comprehensive rationalist theory is one of the main policy analysis theories within this 

paradigm (O’Conner and Netting, 2011). The theory argues that the real world is accessible by 

objective analysis, and that policy research should separate facts from value. To analyse a 

policy, researchers need to set out clear stages of the policy process. Indeed, health policy 

research mostly relies on epidemiological measurement, economic model analysis and 

technical expertise (Bacigalupe et al., 2010). For migrant health studies, the WHO and other 

international organizations adopt this approach in public health guideline manuals on migrant 
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health policy regarding disease prevention programs (WHO, 2017d, IOM, 2013). Moreover, 

there are several 2013 MHICS research studies exploring the cost-utility analysis of health 

insurance cards that have adopted this approach (Tangcharoensathien et al., 2017). The strength 

of this approach is that it reduces complexity by breaking policy issues down into technical 

elements to make management more feasible (O'Conner and Netting, 2011). It also gives an 

answer based on identified problem-solving processes (Cairney, 2016). The MoPH asserts that 

this approach is suitable for medical and evidence-based program intervention, which is widely 

applied in many prevention projects for communicable diseases (Disease Control Department, 

2016). 

 

However, these organizations’ policies and strategies related to Thai migrant health issues are 

not completely influenced by a positivist approach. Other paradigms, such as interpretivism 

and critical realism, operate in the same policy proposal. This can be seen in the implementation 

of global health policies that influence the Thai public health context which introduced the 

concept of people engagement, community-based medicine and the WHO’s six-building boxes 

framework for health system monitoring and healthcare measurement strategies, acknowledged 

by both the WHO and the UN (Kantayaporn and Mallik, 2013). In the Thai context, the 

Ministry of Public Health (MoPH) has also adopted these global health concepts. The MoPH 

also reformed the organizational structure and its authorities in 2000, 2005 and 2015 (MoPH, 

2017c). The main aim of these reforms was to promote community engagement and public 

participation (MoPH, 2017b). Therefore, policy proposals started to introduce other 

approaches, like interpretivism. This can be seen in the IOM, the WHO and the Thai MoPH 

migrant health strategies (WHO, 2017d, Sommanustweechai et al., 2017, IOM, 2017a).  

 

The 2013 MHICS system and migrant health services combine to create a complex and 

dynamic phenomenon that involves many policy agents, with different roles and levels of 

power and resources, working together across sectors (Suphanchaimat et al., 2016c, Pudpong 

et al., 2019). This complexity suggests that the policy process is not linear, or straightforward. 

Rather it contains the politics of negotiation among policy agents (Kantayaporn and Mallik, 

2013). Arguably, the positivist paradigm cannot be used to analyse personal experience or 

deep-seated assumptions related to social problems, all of which require thick description and 
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an in-depth understanding of the problem or phenomena. Therefore, it leaves policy problem 

unquestioned (Bacchi, 2016).  

 

The interpretivist paradigm gives attention to the interaction among social actors in policy 

research, including both researcher and research subject (Kingdon, 2003, Fischer, 2003, Hoppe, 

2011). This type of policy analysis is useful for helping to uncover how the policy agents 

construct and make sense of meaning during the policy process, and also how they use the 

policy as an instrument to solve the problem (Koon et al., 2016). This approach can help reveal 

how governments and other political institutions respond to competing problem definitions and 

political negotiation in the policy process (Lancaster et al., 2014, Bacchi, 2016). Therefore, this 

paradigm offers a new aspect to the study of problems which is concentrated in the language 

of problem formulation. Unlike the positivist paradigm, the social actors within this 

interpretivist paradigm are part of what needs to be ‘interpreted’ rather than the starting point 

of interpretation (O’Conner and Netting, 2011). This paradigm is a useful analysis tool for 

identifying the different voices of the participants in the policy process (Fischer, 2003). 

Therefore, it helps to improve the analysis of the complexity in the policy process and context 

(Cairney, 2016). This can be seen in research that explores the experiences of health policy 

actors in providing services and managing the MHICS insurance schemes (Kantayaporn and 

Mallik, 2013, Tangcharoensathien et al., 2017). Even though the interpretivist theories offer an 

analysis of how the issue becomes a social problem, they do not provide an understanding of 

the problem and the problem’s assumptions that problematise the policy (Fischer, 2003). A 

major criticism of this approach is that it is too process-oriented, providing less critical analysis 

and attention to ideology, which makes it hard to reach a conclusion (O’Conner and Netting, 

2011). Furthermore, the approach does not answer questions about how problems are 

represented and shaped by different discourses within the policy proposal because 

interpretivists tend to focus on the activities and conversation that the interviewees produce 

(Bacchi, 2016). This leads to downplaying the crucial aspect of how the problem is conceived 

or understood. Again, the policy problem itself is left unquestioned (Bacchi and Goodwin, 

2016).  
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The critical realism paradigm of policy analysis is influenced by both positivism and 

interpretivism (Gilson, 2012). It assumes that reality exists outside and can be observed and 

tested by social actors, as in positivism, and that social actors have capacities to shape reality 

by defining the meaning of the reality, as in the interpretivist approach. The main question of 

this paradigm is ‘what works for whom in which specific circumstances and how?’ (Bacchi, 

2016, p. 5). This paradigm has had a crucial influence on health policy evaluation research, 

public health system management and health organization studies (Haigh et al., 2012). This 

can be seen from the research on Thai migrant health policy and the MHICS evaluation on 

policy implementation, service utilisation and system management studies (Khotmanee et al., 

2016, Tangcharoensathien et al., 2011, Suphanchaimat et al., 2017b, Pudpong et al., 2019). 

Bacchi (2016) explains that this concept is grounded in ideas about what factors lead to poor 

performance and inappropriate behaviour in the subject of a study and what changes should be 

made from the policy evaluation. Perhaps evaluation in health policy studies in this paradigm 

can contribute to migrant health program interventions regarding poor health behaviour studies 

and the research related to social determinants of health (SDH) (Pawson, 2002). This paradigm 

uses an analytic framework to break down systems into analysable components and processes 

- mechanisms, contexts and outcomes – by which to explore how policy stakeholders interpret 

and respond to an intervention, and then determine whether the policy has been a success or a 

failure (Pawson and Tilley, 2004). However, the paradigm does not offer an analysis of how 

the problem is understood in a wider context, due to its focus on the individual interpretation 

(de Savigny and Adam, 2009). Therefore, the realist analysis reduces the possibility of the 

contestation of other potential problems or think of an alternative solution.  

4.2 The Foucauldian post-structuralist paradigm  

The WPR and the PIA approaches belong to the Foucauldian poststructuralist paradigm 

(Bacchi and Goodwin, 2016). This approach concentrates on the plurality of practices that 

create the rule of governing. The concepts of empirical truth and reality are replaced by a 

discourse and the constructive role of knowledge (Orsini and Smith, 2007). Therefore, the 

concept of reality for the Foucauldian approach is deemed to be a political creation rather than 

an ontological one, unlike in other conventional paradigms. These frameworks argue that 

policy texts and the interviews create a specific understanding of social problems by drawing 

on different forms of knowledge and discourse. Moreover, these frameworks also convey the 

belief that that the policy texts and interviews constitute the subject positions of individuals 
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which are amenable to governing (Bacchi and Goodwin, 2016). This concept differs from 

interpretivism, which is interested in assessing the meaning-making process of social problems 

by people. Again, the Foucauldian post-structuralist paradigm is more focused on assessing the 

meanings which exist in the problem representations in the policy documents and interviews 

and how these representations are used as part of the process of governing (Bacchi, 2016). 

Moreover, it argues that the realities emerge in practices which are shaped by discourse (Bacchi 

and Bonham, 2016). Therefore, the different practices themselves create different ways of 

being or reality (Dillon, 2007). 

These approaches were developed from Foucault’s concept of governmentality. 

Governmentality refers to different modes of thinking related to the approaches to governing 

the ‘population’ (Bacchi, 2009). The concept of governmentality focuses on the way of 

thinking and acting embodied in the governing of the health of populations (Reich and 

Turnbull, 2018). It views policy as a governmental practice that utilises technical means to 

formulate policy intervention which aims to shape or improve forms of an individual’s 

behaviour (Ingram, 2010, Henderson and Fuller, 2011). Therefore, a policy proposal is 

considered a key practice or an example of the technologies of government which provide a 

channel in which specific forms of knowledge and evidence are used to justify the problem and 

the intervention (Freeman and Maybin, 2011). 

Therefore, social policy is not just a way of developing solutions for social problems, but rather 

it is a key part of the process of problem construction (Shaw and Greenhalgh, 2008). 

Poststructuralist approaches to policy analysis offer an investigation into how policies shape 

the way social problems are understood through an examination of the underlying assumptions 

and values, both visible and invisible, in the understanding of the problem, which in turn 

reflects wider discourses and offers deeper analysis compared to other conventional policy 

analysis paradigms (Fairclough, 2003, Fischer, 2003).  

4.3 The ‘What’s the Problem Represented to Be?’ (WPR) framework 

The WPR framework is markedly different to conventional policy theories that focus on policy 

problems and solutions (de Leeuw et al., 2014). The approach aims to uncover how the policy 

represents or constitutes the ‘problems’, and this is the governing process entitled the 

‘problematisations’. This approach allows analysis beyond the state level by including analysis 

of NGOs activities and the activity of other policy agents. It also argues that the policies not 
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only address problems, but also constitute problems (representation) (Bacchi, 2009). Hence, 

practical texts, such as policy proposals, legislation, websites and interview transcripts, become 

a starting point for policy analysis (Bacchi, 2009). Importantly, this approach is not an analysis 

regarding competing perceptions of a policy problem presumed to exist (like in the 

interpretivist paradigm); rather, it aims to analyse the discourse that constructs the 

understanding of the ‘problems’ within the policy (Bacchi and Goodwin, 2016).  

 

Here, discourse refers to knowledge that is socially produced to constitute ‘the real’. This 

highlights a new concept of ‘governing’ that extends beyond political institutions, party politics 

and policy networks (Bacchi, 2009). The approach encompasses the full range of discourse 

embedded within societal administration (Bacchi and Goodwin, 2016). The concept of 

governing (practices) in this approach is described as a ‘problematising activity’, which the 

policy cannot operate without (Osborne, 1997). 

 

The WPR also proposes that specific policy proposals contain the representation of a ‘problem’ 

or a ‘problem representation’ (Bacchi, 2009). The logic behind this ‘problem representation’ is 

that what we propose to change is what we think is problematic; this is called the problem 

representation (Bacchi, 2016).  The ‘problem representations’ in the WPR approach do not 

refer to reality, but to the practices through which things take on meaning and value in the 

policy proposal (Shapiro, 1988). Therefore, problem representation can be defined as the way 

that a policy ‘problem’ is constructed as ‘the real’ (Bacchi, 2016). In other words, we are 

governed through problematisations, rather than through policies (Bacchi, 2016). 

The WPR approach suggests six policy analysis questions which the research can follow 

sequentially, or apply as part of an integrated policy analysis (Bacchi, 2009, p. 48).  

1. What’s the problem represented to be in a specific policy or policy proposal? 

2. What presuppositions or assumptions underpin this representation of the problem? 

3. How has this representation of the ‘problem’ come about? 
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4. What is left unproblematic in this problem representation? Where are the silences? 

Can the ‘problem’ be thought about differently? 

5. What effects are produced by this representation of the ‘problem’? 

6. How/Where has this representation of the ‘problem’ been produced, disseminated 

and defended? How has it been (or could it be) questioned, disrupted and replaced? 

The WPR approach to policy analysis seeks to uncover assumptions within the policy problem 

representation. It is valuable in interrogating policy making and policy agendas where the 

problem itself seems unproblematic. These questions are useful for exploring and locating the 

context of power relations and the discursive impact of a policy problem’s representation 

(Payne, 2014). Bacchi (2012) argued that the WPR approach can be applied to one’s own 

research proposal which means the researchers can independently adjust and apply the analysis 

framework in order to answer research questions. Therefore, this research will adopt questions 

1, 2, 4 and 5 as a framework for policy analysis, together with the PIA approach, to answer the 

main research questions of this thesis. The relationship between the guiding questions of WPR 

and the thesis research questions is set out below.  

The first question of the WPR approach starts with identifying the problem representations. 

Bacchi also highlights that the problem representation may contain contradictions or 

combinations in a policy text. The second question aims to explore the assumption that 

underlines a specific problem representation. Bacchi (2009) stated that this is not done to 

identify biases or beliefs that are held by the policy agents but to investigate the logic within 

the problem representation itself. The level of WPR analysis goes beyond what people’s 

intentions are, to consider the discourse or form of knowledge that shapes the arguments. 

Therefore, it is important to identify the conceptual logic of the representation. This can be 

done through an analysis of the construction of binaries, key concepts and categories (Bacchi 

and Goodwin, 2016).  

The fourth question of the WPR approach shifts the attention away from the representation of 

the problem, and towards the silences and gaps that are unreconstructed within the policy texts. 

The archaeological concept insights from question 2 aid this exercise (Bacchi, 2009).  

Finally, the fifth question of the WPR approach focuses on the effects regarding the problem 

representation. The fifth question does not focus on policy evaluation against the policy goals 
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or the solutions, like the conventional policy analysis.  Rather, the WPR approach offers an 

analysis of the effects of problematisation. Bacchi (2009) states that there are three crucial 

effects that need to be considered when analysing problematisations and their problem 

representations. This thesis will focus on all of these effects because they are interrelated. The 

discursive effects are the effects of what can be thought, said and done. Indeed, the limitation 

is shaped by a different set of discourses. Moreover, these discursive effects that limit the way 

of thinking will influence the construction of the subjects or people and their behaviour as types 

of governable subjects (subjectification effects). Finally, the discursive effects and 

subjectification effects lead to the effects that occur in reality, such as the effects of the limits 

of health promotion services for migrants (lived effects) (Bacchi, 2009).  

4.4 The Poststructural Interview Analysis (PIA) framework 

Bacchi and Bonham (2016) introduced PIA as an interview analysis strategy. The interview in 

a poststructuralist policy analysis poses a challenge to the ontological premise of the paradigm 

due to it being widely accepted as the method for accessing the ‘truth’ and meaning-making by 

individuals. This is because poststructuralists believe that an individual or interviewee is not 

the starting point for accessing the truth, but rather their thoughts and speech are the product 

of discourse (Lemke, 2019). Moreover, the concept of the individual, in the poststructuralist 

scholars’ perspectives, sees the ‘subject’ or ‘individual’ as multiple and in an ongoing 

formation process (St. Pierre, 2011). Indeed, both interviewers and interviewees are products 

of the subjectification process that is shaped by discourses within discursive practices (Bacchi 

and Bonham, 2016). Therefore, the PIA framework situates the analysis focus at a distance 

from the intentions and experience of the interviewees about the social world. Adopting 

Foucauldian proposals, the PIA aims to interrogate the knowledge, which is a discourse that 

operates behind what is said. The strategy involves applying the following process of 

investigation into (adapted from Bacchi and Bonham, 2016) the analysis of interview 

transcripts.  

Process 1 Identifying ‘what is said’ 

 Process 2 Producing genealogies of ‘what is said’ 

 Process 3 Uncovering key discursive practices 

 Process 4 Analysing ‘what is said’  
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 Process 5 Problematising the interviewees 

 Process 6 Exploring the transformative potential of the subject 

 Process 7 Questioning the politics of distribution 

 

This research applied processes 1, 3, 4, 5 and 6 to analyse what was possible to be said and 

thought in specific circumstances. This shifts the focus from the analysis of interviewee options 

or experiences toward the world, as in the interpretivist paradigm. It focuses on how the policy 

issues, practices and interviewees’ subject positions are produced and understood through the 

discourse, and how they reflect different versions of reality.  

Process 1 aims to discover the ‘thing said’ from what is said. The ‘thing said’ is the problem 

representation that makes it possible for something to be said. In fact, the ‘thing said’ in an 

interview is the common knowledge or sense, with specific implications, that establishes the 

way for people to be. It is important to observe the moments that highlight the different ways 

of speaking about the ‘thing said’. The impact of the ‘thing said’ depends on the institutional 

location, the status of the interviewees and the context.  

Process 3 focuses on identifying the discursive practices which are the set of relations that 

legitimise the problem representation or ‘thing said’. It focuses on how practices which are 

shaped by discourses operate to legitimise the knowledge credentials. This process aims to 

identify the implications that limit what can be said, and the relationship between the elements, 

such as the subject and object, in the practices.  

Process 4 aims to analyse ‘What is said’ by identifying the ‘subject’, ‘object’, ‘concept’ which 

are ‘discourse attributes’ that support the legitimacy of discursive practices. Subjects are 

produced from multiple and contradictory subject positions which shape how subjects 

(interviewees) speak and act. Objects here do not refer to an existing object, but the ‘objects 

for thought’ that are produced in the practice. Objects and the discourse attributes appear in the 

form of concepts (proposals about how we ought to proceed from here) and categories.  
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Process 5 and 6 focus on the problematising of the interviewees. These processes aim to assess 

how the interviewees become entangled in discursive practices, and analyses how interviewees 

problematise their conduct to establish the subject position and practices. Moreover, process 5 

also explores how the interviewees acknowledge themselves as specific subjects. In process 6, 

we aim to analyse the contradictions of the interviewees’ positions and explore mutation in the 

subject position. In this sense, discursive practices are plural, and contradictions allow 

alternative space for disruption and transformation.  

 

Even though the PIA approach does not offer an analysis of the silence problematisation, the 

researcher will apply a comparative strategy from WPR question 4 to explore the problem 

representations that have limited discussion across the interview transcripts. The researcher 

compared the results from PIA process 1 across different interview transcripts to uncover the 

system of rules and patterns that allows some certain ‘things said’ to occur in one interview but 

not in others. Indeed, the analysis also used the binary technique to uncover the silences of the 

‘thing said’.  

4.5 The scope of the frameworks 

This research study will not use the WPR questions 3 and 6, or the PIA processes 2 and 7. This 

is because these questions adopt a concept of genealogy that aims to explore the contingent 

process of discourse development over a very long period, usually more than one decade, such 

as in the following studies: Lomer (2016) analysed the problematisation of international 

students in UK policy texts from 1999-2013, Thuy-Minh (2015) explored the problematisation 

of Vietnamese democracy, analysing documents since 1945, and Marshall (2012) studied the 

problematisation of disability in World Bank documents between 2000-2011. Other examples 

can be seen in Pienaar and Savic (2016) and Lancaster et al. (2015). Additionally, the strategies 

and the role of the researcher in disseminating the discourse are not the focus of this research 

(WPR 6 and Process 7).  

In sum, this study applied four of the WPR’s six questions and five processes of the PIA 

approach to answer the research questions. These questions are adapted from Bacchi (2009) 

and Bacchi and Bonham (2016). The relationships are set out below. 
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Table 3: The thesis research questions and the scope of the framework 

The thesis research questions The WPR approach The PIA approach 

1. What understanding of the issue of 

migrant health insurance is produced 

through the 2013 MHICS policy? 

Q1: What’s the problem 

represented to be in a specific 

policy? 

Process 1 Identifying ‘what is said’ 

 

Process 4 Analysing ‘what is said’: 

Which subjects and objects are 

produced? 

2. What assumptions were drawn 

upon regarding the introduction of 

the 2013 MHICS policy? 

Q2: What assumptions underlie 

this representation of the 

‘problem’? 

Process 3 Uncovering key discursive 

practices: Which discursive practices are 

relevant to the ‘thing said’ that are the 

focus of analysis? 

 

3. What is left unproblematic in the 

understanding of migrant health 

insurance issues within the 2013 

MHICS policy? 

Q4: What is left unproblematic in 

this problem representation? 

Comparing the results of the interview 

transcripts from process 1 

4. How have the understandings of 

the 2013 MHICS policy affected 

health services for migrants and 

migrant health overall? 

Q5: What effects are produced by 

this representation of the 

‘problem’? 

Process 5 Problematising the 

interviewees: What ways of thinking has 

the interviewee exercised and related to 

the self? 

Process 6 Exploring the transformative 

potential of the subject: Does a 

particular interviewee’s comment offer 

an alternative to a taken-for-granted 

‘reality’? 

 Step 7 Self-problematisation 
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Finally, step 7 is the self-problematisation. This is a reflexive process for the researcher to 

reflect on their own deep-seated assumptions found within their own problem representation 

and subject position in using these poststructural frameworks. It aims to ensure the 

transparency of the poststructural analysis process. This study will apply the steps to both the 

analysis of documents and the interview transcripts. This step is different from research 

reflexivity because research reflexivity focuses on how the research was conducted (Bryman, 

2016) while self-problematisation focuses on a deeper level of reflection (Bacchi, 2017a). The 

self-problematisation step is discussed in the conclusion chapter. 

 

4.6 The theoretical underpinning of the frameworks 

4.6.1 Poststructuralism and policy as a discourse 

Poststructuralism is often confused with the concept of postmodernism. To simplify the debate, 

postmodernism is a broad term which refers to all responses against modernist tendencies, 

while a poststructuralist stance defines itself as a theoretical move beyond structuralism. 

Structuralism concentrates on discursive structures that shape social life. This discursive 

structure operates at the linguistic level in order to understand the world (Potter, 2008). 

Poststructuralism, on the other hand, focuses on the formation of the structure, and how a 

particular structure becomes a structure.  

 

Discourse analysis has been widely used in policy studies. However, the term ‘discourse’ has 

been frequently left undefined. Mills (2004) stated that the term has been used in a range of 

different ways depending on the theorist. Even Foucault offers various definitions of discourse 

in different writings (Mills, 2004). Bacchi (2009, p.8) explains that discourse refers to ‘abstract 

labels that are relatively open-ended’. Therefore, the discourses are proposals about how we 

ought to proceed from here (Bacchi and Goodwin, 2016). Both frameworks adopt the concept 

of discourse from Foucault and consider discourse as a form of knowledge that limits what it 

is possible to think or speak. Indeed, the discourse in this thesis refers to knowledge (Bacchi 

and Goodwin, 2016). 
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In fact, discourses encompass the concept of power. Power in the Foucauldian perspective is 

not the kind that is utilised and possessed by some social actors. Rather, it is ‘dispersed 

throughout social relations’ (Mills, 2004, p. 17) and produces a subject, an object and 

understanding of their worlds (Thuy-Minh, 2015). Bacchi (2009, p.38) stated that power is to 

articulate and shape our understandings of who we are and of the world. Hence, discourse 

formation becomes politics that are constituted without social antagonisms outside (Bacchi, 

2017b). 

 

For policy studies, poststructuralist scholars do not see policies as a state’s solution to fix the 

problems or the ability to identify them outside the policy process. It views policy as discourse 

that describes the sources that constitute the problems. Bacchi (2009) suggests that problems 

are endogenously created within, rather than existing outside the policy making process. Hence, 

policies give shape to ‘problems’, but they do not address them (Bacchi, 2017a). Therefore, 

treating policy texts and interviews as discourse does not concentrate on the problem, but rather 

it focuses on the problematisation of an issue (Bacchi and Goodwin, 2016).  

 

4.6.2 Problematisation 

The term problematisation is used in various ways in different research traditions. Paulo Freire 

is the first scholar who introduced the concept, and he defined it as a practice that disrupts 

taken-for-granted ‘truths’ (Bacchi, 2012). Foucault also used this concept and defined 

problematisation as a description of thinking within practices (Lemke, 2019). As the WPR and 

the PIA frameworks were developed from a Foucauldian problematisation concept, the 

research found that the term has been used in two ways. First, problematisation is a method. 

This is called thinking problematically (Foucault, 1978). This method examines how the 

problem is questioned and regulated within a specific time and situation (Lemke, 2019). 

Second, the concept refers to the process where the ‘objects for thought or discourse attributes’ 

are produced. It focuses on both how and why ‘things’ or ‘issues’ become problems and how 

they are shaped as specific ‘objects for thought’ (Lemke, 2019). The main contribution of this 

concept is that it challenges the natural status of knowledge and allows policy researchers to 

question pre-existing knowledge and its status. Therefore, the Foucauldian analysis’ focuses 
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on the use of the problematisation concept to uncover how governing takes place and how 

people are governed by means of the production of truth (Ganjanapan, 2009). 

 

Therefore, both framework questions are based on the problematisation concept highlighting 

that policy analysis should concentrate on problem-questioning rather than problem-solving 

(Bacchi, 2009, Bacchi and Bonham, 2016). Both frameworks use these problematisation 

concepts to investigate how people are governed through the object for thought (discourse), 

and how objects shape people’s experiences of ‘who they are and what they know’ is central 

to the analysis (Bacchi, 2012). Importantly, these approaches are not supposed to find the ‘real’ 

problem or the ‘right’ solution (Bacchi, 2017c).  

 

Problematisation is a core concept that underpins both the WPR and PIA frameworks.  For 

WPR, it is argued that policy creates understandings of what the ‘problem’ is (Bacchi, 2009, 

p. 263).  Hence, the policies reflect underlying assumptions about society and expectations of 

how society should be. Bacchi (2009) also argued that the problematisations not only ‘make a 

problem’ exist as a problem, but also provide a way to understand why a situation is 

problematic. Importantly, problematisation is not about demonstrating hidden meaning or 

manipulation of truth (Bacchi and Goodwin, 2016). Therefore, the WPR framework offers an 

analysis regarding where problematisation has led, and where it may lead governance in the 

future. 

 

While the problematising interviews in the PIA framework offer an alternative version of the 

analysis by arguing that the interview is an effect of the process of individuation within the 

problematisation process (Bacchi and Bonham, 2016), the interview constitutes a discursive 

practice that is shaped by the discourse. This process produces the subject positions of the 

interviewees (subjects) (Miller and Rose, 2008). In the poststructural stance, the concept of 

‘subject’ replaces persons and individuals (Bacchi and Bonham, 2016). Therefore, interviews 

work as a set of strategic relations of the discursive practice. They do not represent the 

interviewee’s experiences, but constitute the objects and subjects of research (Reich and 

Turnbull, 2018). The interview also reveals a site of subjection where the interviewees are 
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incited to acknowledge themselves as a specific kind of subject. Indeed, interviews are unstable 

sites, so the subject and object are continually forming. This is different from a conventional 

interview analysis in the interpretivist stance which mainly focuses on the roles of social actors’ 

experience in the policy process.  

In sum, problematisation offers a link into the role of practices. In practice, there are modes of 

coordination involved in bonding together things, actions, behaviours, words that make up the 

‘object for thought’ and ‘subjects’ (Bacchi and Bonham, 2016). Therefore, the main objectives 

in studying the problematisation are to provide alternative ways to understand how ‘things’ 

have become real, and to open up the space to contest them. 

4.6.3 The formation of the WPR and the PIA concepts  

The WPR and the PIA adopt Foucault’s concept of archaeology, genealogy and 

governmentality to explore how discourses produce and assume the dominant position in 

society, and to identify the power/knowledge relationship that encompasses the discourse 

formation (Bacchi and Bonham, 2016).  

Archaeology refers to the process of revealing the underlying assumptions that make ways of 

thinking possible (Lemke, 2019). This notion helps the researcher to consider why other 

possible modes of thinking were or were not possible to represent at specific points in time 

(Foucault, 1978, Ganjanapan, 2009). The benefit of archaeology is that it provides a chance for 

alternative ways of thinking to be presented and considered. Therefore, how governments think 

about something will determine whether they consider it to be a problem, and if so, what action 

should be taken to solve the problem (Bacchi and Goodwin, 2016). Bacchi (2009) believes that 

we are governed through the problematisation within the policy proposal, as this channels our 

understanding of the problem. Therefore, the WPR and PIA approaches, using the 

archaeological method, are keys for identifying the underpinning assumptions and the 

discursive practices in the way in which the problem is thought about (Bacchi, 2009; Bacchi 

and Bonham, 2016).   

 

Genealogy aims to trace the ‘history’ of a current policy representation or how the problem 

representation and discursive practices have changed over time. It helps to deal with the gaps 

in the archaeological method that focus only on a specific point in time (Bacchi, 2016). This is 
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present in the WPR (Q3) and the PIA process 2. However, this research is not intended to study 

change over time. As explained in the scope of the framework, the genealogical method aims 

to detect the change in a long period of time, or at least one decade. Moreover, the 2013 MHICS 

policy was implemented in 2013. This research obtained data from 2013-2018. Therefore, the 

genealogy concept may not be suitable for tracking the change over a short period. This 

genealogy concept can be used in future research.  

 

Governmentality and the WPR and the PIA approaches share Foucauldian poststructural 

premises. The concept refers to the different kinds of thinking behind the forms of rule that 

make governing possible (Miller and Rose, 2008). Governmentality is not an idea but a diagram 

of rule (Bacchi, 2017b). This reflects the style of rule that reveals the forms of problematisation. 

Both theories and governmentality share the same goal of uncovering a conception of 

governing as including and being beyond the state. These theories also aim to explore the 

centrality of knowledge/discourse in the governing process or the problematisation process 

(Bacchi and Goodwin, 2016). Hindess and Dean (1998) explained the link between 

governmentality and problematisation as practices that uncover the mode of reasoning 

(governmentality) through investigating the problematisation process. Therefore, the analysis 

goal is to consider the ways discourse influences health practices and shapes the interviewees’ 

thoughts about themselves. This stance aligns with the aims of the WPR and PIA approaches. 

However, there are some differences between the Foucauldian governmentality notion and the 

PIA and WPR approaches. Governmentality tends to uncover how certain issues become policy 

problems. However, the WPR and PIA frameworks explore how the issue is thought about and 

developed through the problematisation process. Moreover, governmentality is looking for the 

problematisation in a ‘specific issue’ that has the capacity to develop and become a social 

policy problem. This is different from Bacchi’s approaches which believed that every policy 

issue, by its nature, constitutes a problem that needs to be interrogated. The frameworks 

expanded the understanding of problematisation beyond the ‘specific event’ or ‘crisis points’ 

(Bacchi, 2012). Finally, Bacchi’s problematisation is not driven by any pre-existing factors 

outside the policy process (exogenous), but rather it emerges within the policy process or 

speech by people (endogenous) (Bacchi and Goodwin, 2016).  

Power is one of the main theoretical terms of the WPR and the PIA approaches. The focus of 

these frameworks is to capture how rule takes place, and how we are governed through the 
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problematisation (Bacchi, 2009; Bacchi and Bonham, 2016). The common usage of the term 

‘power’ in policy studies refers to ‘power over’, for example in the case of the elites, who have 

power over other people who lack power (Dahl, 1957). However, poststructural policy studies 

accounts adopt a notion of power in which it is not possessed by powerful subjects, nor is it the 

property of the state (Ganjanapan, 2009). On the other hand, power exists through social 

relations and has a productive sense that is able to produce different forms of knowledge or 

discourse (Bacchi and Goodwin, 2016). Therefore, these frameworks are not focused on actors 

and their experiences or intentions, but are inquiries into the exercise of power through 

discourse/knowledge and practices. Indeed, both frameworks adopt Foucault’s concept of 

power which concentrates on the form of rule that controls the population (Foucault, 1978). 

Power operates behind the network of knowledge which are the ‘techniques of government’ 

that are used to establish systems of the social order or make ‘things’ come into existence 

(Bacchi and Goodwin, 2016). Therefore, both frameworks are interested in tracing or 

examining a specific form of reality as well as the discourse/knowledge that power creates 

(Bacchi and Goodwin, 2016).  This can be done through the investigation of practices and 

relations that construct ‘problems’, ‘subjects’, ‘concepts’ and ‘objects’, which are the attributes 

of the discourses. Therefore, discourse/knowledge is gathered in a way that reinforces the 

exercising of power (Bacchi, 2016).                                                                                                                                                                                                                                                                                                                                                                                                                       

 

4.7 The use of the WPR and the PIA approaches in previous policy studies  

The PIA approach was developed in 2016 by Bacchi and Bonham (2016). However, research 

that uses this approach is limited. There is only one research article, titled Cycling ‘subjects’ in 

ongoing-formation: The politics of interviews and interview analysis by Bacchi and Bonham 

(2017), which introduced and demonstrated the use of the PIA approach to analyse interviews. 

This study aims to uncover the discourse that shapes ‘thing said’ and problem representation. 

It shares the same theoretical underpinnings and aims of this research by shifting the focus 

from an explanation of interviewees’ experiences to a reflection on the discourse that is 

continually forming practices, subjects, objects and other elements. In contrast, the WPR 

approach has been used widely since its introduction in 2009 (Bacchi, 2009).  
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Many studies have used the WPR approach to analyse policy related to marginalised groups or 

groups of people with special needs, such as disabled people, indigenous groups, migrants, 

victims and minority groups. For example, a study by Stevenson (2013) investigated Scottish 

cultural participation and how the problem of non-participation is represented. This allows 

critical policy analysis to interrogate deep-seated assumptions of how some groups are defined 

as non-participants and what the effects of this are. Another study by Pavlovic et al. (2016) 

analysed how problems were related to the work of the Swedish state, when it comes to 

enabling newly arrived immigrants to integrate into the labour market. The results of this study 

uncovered how the non-participant groups failed to integrate themselves into the host country 

labour market. It also demonstrated how the strategies implemented by the government are ‘un-

matchable’ with the needs of specific groups of immigrants, such as women. Another study by 

Hamdani (2016) used the WPR approach to examine the problematised transition to adulthood 

for young disabled people. There are also other problematisation studies on sensitive groups 

and concepts, such as child marriages in Pakistan (Al-Moushahidi, 2015).  

 

There are many studies which use the WPR approach to critically interrogate social policies, 

forms of government and their concepts, both of which construct the governing subject and the 

effect of the policy process overall. For instance, studies by Kriznik (2015) and Payne (2014) 

demonstrated the process of the problematisation of ‘health inequality’ and ‘gender equality’ 

in the English public health context. Additionally, research by Pantazis (2016) explored 

poverty discourse during the 2007-8 global financial crisis in England. The findings of these 

studies uncover silence problems which reveal socially harmful consequences toward groups 

of people who are the targets of the policy or the subjects of the governing. 

 

The WPR approach has also been used to interrogate policy implementation or program 

intervention by using the concept of problematisation. For example, a study by Savic et al. 

(2017) explored how problematic alcohol use was constructed and defined through online 

counselling encounters in an Australian context. A study by Bacchi (2015a) investigated the 

alcohol problem in past and current WHO reports and policy strategies which demonstrated 

how the problem representation of alcohol policy was discussed, and changed over time, as 
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well as the effects regarding the changes. Recent research in this category has been conducted 

by Arrondella (2018), exploring the problematisation of public support by the UK government. 

 

Finally, the WPR approach has been used in policy research, such as comparing social policy 

between different contexts. For example, there is a cross national comparative problematisation 

study regarding the concept of prostitution and sex trafficking in the policies of Sweden and 

Australia (Carson and Edwards, 2014), and the problematising of drugs in British and 

Australian drug policy reports (Lancaster et al., 2015). 

4.8 Reflecting on the WPR and PIA approaches  

This section reflects on the decision that the WPR approach is the most appropriate choice for 

this thesis. In critical policy studies, there are many theories related to discourse analysis. 

However, there are three main theories that have been widely used in policy analysis: Mouffe’s 

discourse theory, Fairclough’s critical discourse analysis, and discursive psychology 

(Jorgensen and Phillips, 2002). These theories offer their own suggestions and analysis 

applications and share certain key premises about how the language and the subject are to be 

understood. They also aim to investigate the power relations in society and to explore 

normative perspectives on power relations with an eye to the possibilities for social change. 

The difference between these approaches is that they disagree on the ‘scope’ of discourse, or 

whether the discourse constitutes the society completely, or is partly created by other aspects 

of society. They also offer a different focus for? analysis (Jorgensen and Phillips, 2002).  

Laclau and Mouffe suggest that discourse is a language which constructs the social world. This 

theory investigates the different discourses that represent the different ways of talking and 

understanding the social world (Jorgensen and Phillips, 2002). This theory is useful for 

uncovering the process of how each discourse is engaged in a constant struggle with one 

another to achieve hegemony (Laclau and Mouffe, 1985).   Their approach offers a broad focus; 

hence, it is suitable as a theoretical foundation for different approaches to discourse analysis. 

However, this thesis does not focus on the construction of the language, so this theory is not 

appropriate for this research. 

Fairclough’s critical discourse analysis theory focuses on the active role of discourse in 

constructing the social world. This theory differs from Laclau and Mouffe’s discourse concept 
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because it believes that discourse is just one among many aspects of social practices (Jorgensen 

and Phillips, 2002). It aims to investigate the change of language that draws on earlier language 

users by building on established meanings, also known as ‘intertextuality’ (Fairclough, 1992). 

It explores how an individual text draws on elements and discourse in other texts by combining 

elements from different discourses (Fairclough, 1995). This theory also introduces an analysis 

of power and language by focusing on how discourse is implicated in relationships of power 

(Fairclough, 1992). It also focuses on the concept of discourse for text, talk and other 

semiological systems, such as gestures and fashion, and it keeps this distinct from the analysis 

of social practice (Jorgensen and Phillips, 2002). Again, this research does not focus on the 

construction of the language, so this theory is also not appropriate for this research.  

Another interesting theory is entitled Political Discourse Analysis: A Method for Advanced 

Students (Fairclough and Fairclough, 2012). This theory concentrates on the analysis of policy 

documents and aims to identify the politics involved in the process of decision-making given 

that there would be conflicting interests on the policy assumptions. Moreover, this approach 

also aims to explore the value-conflict and interpretivist paradigm to social problems, which 

the three former approaches do not. While this approach seems promising for this research, it 

does not completely complement the overall research aims. Firstly, my research concentrates 

more on assessing deep-seated assumptions and the discourse which is embedded within the 

policy documents. However, Fairclough and Fairclough’s (2012) analytical approach is closer 

to technical linguistic analysis. This opposes the purpose of this research which is to analyse 

the ideas that influence social policy discussion or the thoughts that influence the ways of 

understanding migrant health insurance as a social problem. Secondly, the WPR approach 

offers a better analysis of the comparison between multiple documents. The approach also 

highlights the crucial considerations of how and why a particular problem representation is 

dominant at a specific time (archaeology). Indeed, this is the aim of this thesis. Fairclough and 

Fairclough’s (2012) approach seems to focus on arguments made concerning specific 

documents and does not offer a clear analysis explaining change over time. My research aims 

to explore the changes in representations of the ‘migrant health’ problem as a main aspect of 

the thesis. It requires the capacity to rigorously assess multiple individual documents together 

while providing a clear account of change over time. The WPR approach fulfils these 

requirements. Finally, Fairclough and Fairclough’s approach (2012) is clearly a tool for 

analyzing the dialogue of speeches and political discussions. Therefore, it is not well suited to 

the analysis of policy proposals that are monologic documents. On the other hand, Bacchi’s 
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(2009) approach is designed to use policy documents. Hence, the WPR approach offers a tool 

for a wider application compared with the tools available in Fairclough and Fairclough’s (2012) 

approach. Therefore, the WPR approach is the most suitable policy analysis framework for this 

research. 

For the interviews, there were two strong theoretical candidates. The discursive psychology 

approach focuses on the discourse in people’s everyday practice. It implies language which 

people draw on or transform in discursive practice. This theory concentrates not so much on 

analyzing the changes in society’s large-scale discourse, but on how an individual uses the 

available discourse in creating and negotiating the representations of the social world 

(Jorgensen and Phillips, 2002). This is useful for exploring the way in which people think and 

interact to see the process of social and cultural reproduction and change (Jorgensen and 

Phillips, 2002). However, it does not fit with the aims of this research because a concentration 

on language usage is not the focus of the research. This research aims to compare how the 

different discourses shape the understanding of migrant health in the two locations. Hence, the 

strength of this theory may not be suitable for this research. The PIA approach aims to 

challenge the existing practices on migrant health and uncover a discourse that shapes what is 

possible to be said by the interviewees (Bacchi and Bonham, 2016). The strength of PIA aligns 

with the purpose of this research which aims to identify how practicesshaped by different Thai 

migrant health discourses operate to legitimize the practices and silence other policy problems. 

It also aims to explore the ongoing formation of the position of health policy agents, as well as 

the tension that rises in the construction of different groups of policy stakeholders, including 

migrants.  

Both of Bacchi’s approaches were developed from a poststructuralist stance, an approach 

which has had a strong influence on the intellectual landscape of social science in the twentieth 

century (Bacchi and Goodwins, 2016). The stance of poststructuralism believes that there are 

no theories that can universally explain social issues; therefore, it is important for the social 

researcher to question the status of existing knowledge or discourse, and raise radical 

suspicions towards accepted paradigms, meaning, truth, representations, subjectivity, ethics, 

intentions and identity/self. It explores how such a thing cannot be thought of differently or 

deconstructed. In fact, deconstructing should be regarded positively not negatively. This is 

because postructuralist scholars believe that deconstructing existing knowledge helps to open 

up space for scrutiny and uncover the consequences regarding accepted truth/knowledge that 
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have never been questioned. Hence, poststructuralism rejects absolute truths, a single reality or 

a fixed point. The approaches believe that social reality is multiple and contestation is due to 

the different discourses. Therefore, poststructuralist approaches, including those of Bacchi, 

focus on the process of defining social problems and entitled problematisations. 

A limitation of poststructuralist approaches is the lack of a way to provide policy solutions. 

Bacchi and Goodwin (2016) proposed that both the WPR and the PIA are in direct opposition 

to notions that aim to improve and seek solutions, as in conventional policy analysis. Bacchi 

(1999) suggested that the poststructural approach does not focus on making policy analysts in 

order to do a better job. With a Foucauldian poststructural stance, both frameworks are 

concerned with examining the existing problem representations and their discourse/knowledge. 

Moreover, neither approach offers suggestions for better policy outcomes. These frameworks 

neither suggest any solutions, nor decide which solutions are better than others. A critique by 

Mark Bevir (2011) argues that poststructuralists cannot explain change or recognise the 

diversity of pluralism, and that the poststructuralist focus on only the linguistics or discourse 

constitutes all social reality.  

Even though the contributions of WPR and PIA and other poststructuralist approaches are not 

practical for providing solutions, the analysis is useful for offering new perspectives on social 

problems and social policy studies. Importantly, in this study they contribute an alternative 

space for new debates on migrant health policy in rethinking how the problem has come to be. 

Moreover, the approach encourages scholars to scrutinise our understanding of social problems 

and the ways in which we conduct analysis. Both approaches offer a consideration of the 

consequences of the understanding of the problems by re-questioning the policy problems. The 

method of Foucauldian problematisation is developed from archaeological and genealogical 

methods on discourse analysis, and is used to contest the different proposed solutions (Bacchi, 

2009; Bacchi and Bonham, 2016). Indeed, the studies of social science and policy studies are 

relevant to how the different policy solutions to a problem have been created and how the 

solution have come about. Hence, learning about problematisation from a poststructural stance 

also helps in evaluating the solutions to problems. This also helps to guide future empirical 

research and uncover the silenced issues that are under-discussed. Howarth (2013, p.4) believes 

that this is also ‘disclosing points of critique and normative evaluation’.  

Another benefit is that both approaches offer a comparative policy analysis across space. This 

is useful for considering how issues are shaped by different discourses, and how this looks 
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different in different locations. They highlight the importance of institutional and cultural 

contexts that influence the formation of an understanding of the issues and the effects (Bacchi 

and Goodwin, 2017). Here, Bacchi’s approaches, as well as other poststructuralist approaches 

do not create an independent approach to social theory. Discourses tends to be constructed in 

specific contexts  to critically describe the problematisation process of the understanding of 

social issues in different locations. Both approaches open up new frontiers for health policy 

research by seeing policy as a tool for producing knowledge about problems. Indeed, both 

frameworks align with contemporary trends in global policy studies because they suggest the 

analysis should move beyond the state by problematising other actors’ roles, such as those of 

professional and civic organisations. These frameworks dig into the silent issues to echo a 

different understanding of the problem that cannot assume dominance. This is the strength of 

poststructural frameworks that helps in analysing the inquiry and conditions within the 

practices. In conventional policy studies, the concept of social problems and reality are 

presumed to be given, universal and complete, although poststructuralists believe that reality, 

subjects, and objects are incomplete and contingent (Bacchi and Goodwins, 2016). To open up 

the silence or underrepresented issues as well as the effects, in the policy conversation, it is 

vital to explore what prohibits some issues to fail in becoming social policy problems. Laulau 

(1990, p.44) said social reality ‘is not to understand what society is, but what prevents it from 

being’. Moreover, these approaches allow the researcher to go beyond documentation of 

barriers to explore the ways in which migrant health insurance policies unwittingly recreate 

and reinforce the knowledge or deep-seated assumptions that lie behind the problematisation 

process. Both frameworks are also widely used in many studies related to marginalized groups 

(Bacchi, 2009; Stevenson, 2013; Pavlovic et al., 2016; Hamdani, 2016; Bacchi and Bonham, 

2016).  

Finally, the influence of poststructuralist theory appears in many social science fields. This 

impacts the policy themes and social debates, such as the use of poststructural frameworks in 

postcolonial study, geography, climate change, media, psychology and management 

(Ferguson, 2006; Parker, 2008; Dahlberg and Phelan, 2011; Howarth, 2013). Additionally, the 

contemporary poststructuralist approaches continue to develop in order to expand the scope of 

the study as well as improve the methods and discourse analysis techniques in the social science 

field. Indeed, this contributes to reshaping various qualitative methods and techniques in the 

social sciences (Howarth, 2013).  
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4.9 Conclusion: the contributions and limitations  

Most of the research related to migrant health and migrant health insurance is framed within a 

realist perspective which highlights the problems posed by a lack of resources, data, 

collaboration among governmental sectors and political will.  These studies are constrained in 

their ability to explain the persistence and resilience of the barriers they identify. The aims of 

this research are to understand how the migrant health insurance and the migrant health service 

issues are problematised as policy problems, and why policy has achieved only moderate 

success in practice. This research offers an alternative approach which focuses on how the 

problem of migrant health insurance has been represented in policy making.  

To achieve the aims of the research, it is important to use a theory that furthers the conventional 

policy analysis’ focus on taking problem solving to another level. The WPR approach of Bacchi 

(2009) and the PIA approach (Bacchi and Bonham, 2016) build on the idea that policy 

problems are socially constructed, arising at specific times and in specific policy spaces 

(Bacchi and Goodwin, 2016). This approach contributes to the empirical needs of this thesis 

because it focuses on the process of problematisation, allowing us to see how the policies give 

problems a unique shape. Therefore, this research and the WPR and PIA analysis frameworks 

are compatible because neither aims to find the real problem, but to interrogate how 

representations come about, and how these shape solutions and subjectivities (Bacchi, 2012). 

Both approaches lack techniques for providing policy solutions. In fact, Bacchi proposed that 

both the WPR and the PIA are in direct opposition to notions that aim to improve and seek 

solutions, as in conventional policy analysis. Bacchi (1999) suggested that the poststructural 

approach does not focus on making policy analysts do a better job. With a Foucauldian 

poststructural stance, both frameworks are concerned with examining the existing problem 

representations and their discourse/knowledge. Moreover, neither approach offers suggestions 

for policy evaluation of which problem representations are right or wrong. These frameworks 

neither suggest any solutions, nor decide which solutions are better than others. The approaches 

provide support for the idea of scrutinising the problem representation in the policy. 

Importantly, they contribute an alternative space for new debates on migrant health policy in 

rethinking how the problem has come to be.  
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Even though the contributions of the WPR and the PIA approaches are not practical in 

providing solutions, the analysis is practical for offering new perspectives about social 

problems and social policy studies. The approach encourages scholars to scrutinise the 

understanding of social problems and the ways in which we conduct the analysis. They offer a 

consideration of the consequences of the understanding of the problems by re-questioning the 

policy problems. Another benefit is that both approaches offer a comparative policy analysis 

across space. This is useful for considering how issues are shaped by different discourses, and 

how this looks different in different locations. They highlight the importance of institutional 

and cultural contexts that influence the formation of an understanding of the issues and the 

effects. Both approaches open up new frontiers of health policy research by seeing policy as a 

tool for producing knowledge about problems. Indeed, both frameworks align with 

contemporary trends in global policy studies because they suggest the analysis should be done 

beyond the state by problematising other actors’ roles, such as those of professional and civic 

organisations. Both frameworks dig into the silent issues to echo a different understanding of 

the problem that cannot assume dominance. Finally, the approaches allow the researcher to go 

beyond documentation of barriers to explore the ways in which migrant health insurance 

policies unwittingly recreate and reinforce the knowledge or deep-seated assumptions that lie 

behind the problematisation process. As such, both frameworks are also widely used in many 

studies related to marginalized groups.  
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Chapter 5 Methodology 

5.1 Introduction 

This chapter discusses the methodology adopted in this research study. It outlines the purposes 

of the study and the main research questions. The methodological approach, research design 

and methods are explained and a justification for the selection of the research design is 

provided. This chapter also demonstrates the issues of the credibility and confirmability of the 

study which are approaches applied to enhance the quality of the study. Moreover, ethical 

considerations are explained. Then, research reflexivity is discussed, in order to address the 

research difficulties encountered and the solutions adopted.  

5.2 The research aims and research questions 

This study aims to reveal an understanding of contemporary migrant health insurance policy 

and other related migrant health services in Thailand.  The specific purposes are to: 

1) explore the problematisation of migrant health insurance and services introduced 

through the 2013 MHICS policy; 

2) highlight the complexities in the mode of governing associated with a public health 

agenda and policy agents’ practices alongside the 2013 MHICS policy interventions; 

3) comparatively analyse the 2013 MHICS policy problems and practices by using post-

structural discourse analysis of the texts and interview transcripts produced by the 

central government, the Ministry of Public Health (MoPH), border health institutions, 

the NGOs and the experts; 

4) investigate the discourse that shapes the health policy stakeholders’ thoughts and 

practices in different locations; 

5) provide policy recommendations regarding the mitigation of unintended harmful 

consequences on migrants who are eligible for the 2013 MHICS schemes, as well as 

improve migrant health policy practices, services and migrant health circumstances.  

To achieve the purposes of the research, this study concentrates on examining the 2013 MHICS 

policy and its related migrant health service strategies which are implemented by the MoPH, 
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local health institutions, experts and NGOs. Guided by the conceptual framework discussed in 

Chapter 4, the research questions are:  

1. What understanding of the issue of migrant health insurance and services has been produced 

through the 2013 MHICS policy? 

2. What assumptions were drawn upon regarding the introduction of the 2013 MHICS policy? 

3. What is left unproblematic in the understanding of migrant health insurance and service 

issues within the 2013 MHICS policy? 

4. How have the understandings of the 2013 MHICS policy affected health services for 

migrants and migrant health overall? 

5.3 Methodological approach and philosophical assumptions  

Researchers should consider the overall study questions and the kind of knowledge that they 

aim to generate before selecting the methodology (Creswell and Creswell, 2018). Regarding 

these criteria, a qualitative method was considered suitable for this research. This study aims 

to investigate how an understanding of the migrant health issue is produced from a critical 

policy analysis perspective. The research questions also scrutinise the discourse that shaped 

assumptions about the policy, the un-discussion of issues and their effects on the 2013 MHICS 

policy. Indeed, the ontological foundation of this research is poststructuralist in that it is 

believed that the discourse constucts the social world and shapes people’s minds (Bacchi and 

Goodwin, 2016). The research also adopted the ‘What’s the Problem Represented to Be? 

(WPR) approach (Bacchi, 2009) and the Poststructural Interview Analysis (PIA) approach 

(Bacchi and Bonham, 2016). Even though a critical approach to research does not require a 

specific research design or method, Bacchi (2017c) and Bacchi and Bonham (2016) believed 

that the WPR and PIA theoretical underpinning is related to qualitative methodology.  

 

A qualitative methodology offers a way of making explicit the deep-seated assumptions that 

shape the problem, which might remain hidden or ignored through other methodologies 

(Kriznik, 2015, Hamdani, 2016, Hesse-Biber, 2017). Furthermore, this research seeks to 

compare the different migrant health practices and discourses through the perpectives of both 

policy stakeholders’ thoughts and the documents from different insitutions. Indeed, the 
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qualitative method is appropriate because it places importance on examining the research 

participants’ thoughts and experiences (Silverman, 2020). Moreover, the strengths of 

qualitative research align with this study’s purposes which aim to dig deeper into the discourse 

from the perspectives of stakeholders in different locations. Regarding epistemology, this 

research aims to understand the construction of reality that is required to probe deeper into the 

discourse and knowledge that is constructed in the documents and in the interviewees’ minds. 

The qualitative design allows for an in-depth explanation of the contextual understanding on 

the basis of rich and detailed data (Silverman, 2016). Finally, this study also aims to provide 

recommendations for improvement of migrant health policy practices and services, as well as 

to mitigate negative effects on migrant health circumstances in the Thai public health context.  

 

To succeed in these objectives, the qualitative design is suitable because such a design can 

explain why and how (Davidson, 2018) whereas a quantitative design aims to explore 

measurable variables to uncover the correlation between different elements (Bryman, 2016). 

Moreover, the ontology and epistemology of the qualitative method are different from 

objectivist and positivist assumptions that are addressed by quantitative research (Ritchie et al., 

2014). Objectivism supports the idea that the existence of social phenomena and its meaning 

can be found and is separate from the social actors (Creswell and Creswell, 2018). Moreover, 

the positivist epistemology of quantitative research also believes in the use of a ‘scientific’ 

method for conducting research in the social world (Braun and Clarke, 2013). This notion is 

opposed to the poststructuralist view that the social world and policy problems exist and are 

shaped by the discourse within the policy process (Orsini and Smith, 2007). Finally, there are 

a limited number of studies of the 2013 MHICS policy and Thai migrant health studies that 

have used critical policy analysis. Therefore, the qualitative method is appropriate for this 

research because in the case of a concept which is understudied, it needs to be investigated and 

understood (Green and Thorogood, 2018).  Indeed, the critical lens, the research aims and the 

research questions are the main guidelines for selecting the methods and procedures.   

 

5.4 Research design and data collection methods 

To achieve the aims of this research, the study generated data from two main sources: (1) key 

policy documents reflecting or representing proposed courses of strategy on the migrant health 
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insurance policy implementation process since 2013; and (2) in-depth interviews with policy 

agents whose role is relevant to the 2013 MHICS policy process. The data collection consisted 

of two phases. The documentary analysis was conducted prior to the interviews.  Then, the 

findings of the two phases of research were interpreted using the WPR and the PIA approaches 

(Bacchi, 2009, Bacchi and Bonham, 2016).  

 

- The first phase adopted a documentary method to examine the policy texts and 

papers of the 2013 MHICS policy and related migrant health services from the central 

government, ministries, provincial health offices, local hospitals, experts, as well as 

national and local NGOs. There were 30 policy texts selected for documentary analysis. 

(March-June 2018) 

 

- The second phase consisted of 41 in-depth interviews with policy stakeholders 

from the Ministry of Public Health, two provincial offices of the Ministry of Public 

Health, two border hospitals, three expert institutions, two national NGOs and two local 

NGOs. The interviews, which concerned policy agents’ experiences, examined how the 

policy agents characterised the ‘problem’ of migrant health issues, and how their speech 

reflected an implicit understanding and way of thinking about the ‘problem’ that shaped 

the goals and practices of the 2013 MHICS policy implementation. Additionally, the 

interviews explored how those problematisations affected how policy agents thought 

about the process and how they conducted themselves. (May-September 2018) 

 

Both phases were interrelated. The documentary analysis from the first phase informed the 

development of the interview questions in the second phase. For the first phase, documentary 

analysis was adopted because documents are windows onto reality that are produced or shaped 

by discourse and power (Bryman, 2016; Bacchi, 2017a).  Freeman and Maybin (2011) and 

Bacchi (2009) also believe that the advantage of documentary analysis is that documents exist 

as a crucial piece of evidence of how policy is constructed or problematised. Indeed, these 

documents also provide rich data on a different level (Green and Thorogood, 2018). 

Documentary analysis helped to form an understanding of how Thai migrant health issues are 

problematised and understood through the 2013 MHICS policy and related policy papers. On 

the other hand, there is a limitation with the documents due to the method which tends to be 
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produced and developed based on the authors’ perception and research stance. Hence, 

documentary analysis cannot provide an objective account because the texts are produced 

based on the authors’ perceptions and stances regarding their understanding of the 

organisational or state contexts (Bryman, 2016). This study overcomes this limitation by using 

the interview method to triangulate the documentary analysis and enhance the detail and 

richness of the data collection.  

 

A semi-structured interview was applied as part of the second phase to explore how the 

interviewees’ thoughts and practices were shaped by the migrant health discourse. This was 

done by investigating the underpinning knowledge and common practices of the migrant health 

services and policy implementation to demonstrate the complexity of interviewees’ thoughts 

(Bacchi and Bonhan, 2016). The interviews allowed the researcher to explore areas and topics 

that appeared to be missing from the documentary analysis (Ritchie et al., 2014). In this 

research, a semi-structured design was used because this design is flexible and provides the 

researcher with the opportunity to explore new issues that emerge during the interview and to 

gain in-depth answers. This flexible interview design also provided opportunities for the 

construction of knowledge based on interviewees’ expertise and experience (King et al., 2018). 

The strengths of the interview methods allowed the researcher to dig deeper into the health 

professional’s thoughts and personal values, and to explore the discourse that influenced the 

interviewees’ positions and thoughts about themselves, as well as about the 2013 MHICS 

policy process. However, the researcher was aware of the challenges of the interview method 

which requires a high level of skill (Bryman, 2016). Therefore, pilot interviews were employed 

to ensure the clarity of the interview guides.  

 

Finally, the study looks specifically at Tak province and Mukdahan province. These provinces 

lie on Thailand’s geographical borders which means that there are high concentrations of 

migrants from Myanmar and Laos residing in these areas (MoPH, 2017b). Tak and Mukdahan 

have a historically high concentration of migrant patients from Myanmar and Laos, 

respectively; these patients are the target of the 2013 MHICS policy (MoPH, 2016b). Both 

border provinces are designated as special economic zones (SEZs) which allows migrants to 

work in the area, and indeed, this has increased the number of migrant workers in Thailand 
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(MoPH, 2016b). This research focused on Tak province and Mukdahan province due to 

statistics which showed an increasing number of Burmese and Lao migrants over the years 

(MoPH, 2017a). There is also a high concentration of Burmese migrants who live in Mae Sot 

district, Tak province and Lao migrants, who live in Muang Mukdahan district, Mukdahan 

province (Immigration Bureau, 2019a). In sum, these areas provide a geographical population 

focus which situates healthcare in the context of the service-user and the 2013 MHICS policy 

implementation. 

 

5.5 Data collection and sampling  

Regarding the research design, data were gained from two integrated phases to explore the 

understanding of migrant health insurance issues through the 2013 MHICS policy.  

5.5.1 The first phase: the review of documents (March-June 2018) 

The review of existing documents involved analysis of key policy documents and other 

documents that discussed the issue of ‘migrant health insurance and other related migrant 

health issues’ within the 2013 MHICS policy documents. The primary purpose was to examine 

how migrant health issues are constituted as a social policy problem and how the assumption 

of the ‘problem’ shaped problem representations. Moreover, the review of documents aimed 

to explore possible silences and the potential effects regarding the problem representations. 

The approach to data collection used thematic analysis, and the analysis was guided by the 

WPR approach (Bacchi, 2009).  

 

The documents were available in both Thai and English. In addition, there were various types 

of documents. The analysis of different sorts of texts increases the opportunity for a researcher 

to gain in-depth data (Silverman, 2016). The documents were obtained from multiple sources 

including Thai parliament, the MoPH, two provincial health offices, two local hospitals, 

national NGOs, local NGOs and the experts’ institutions. There was a challenge to identify the 

relevant policy texts because texts can be modified or changed. Indeed, most government 

policy texts do not officially declare all the changes and problems that a policy addresses or 
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remedies (Bryman, 2016). Therefore, the researcher invented several strategies to manage the 

logistics and the analysis of the documents (Appendix 2).  

The steps of documentary analysis 

The documentary analysis consisted of seven steps. These steps were adapted from the steps 

of thematic analysis for managing data developed by Clarke and Braun (Clarke and Braun, 

2016), and studies using the WPR (Hamdani, 2016, Kriznik, 2015). This analysis process 

involves a cycle of going back and forth between the following steps. 

Table 4 the steps of documentary analysis 

The original thematic analysis 

 (Clarke and Braun, 2016) 

The adapted version for this research 

 Step 1 Identifying relevant documents 

 Step 2 Selecting documents; documents were selected 

in relation to the text that is related to the process of 

the 2013 MHICS policy implementation 

Phase 1-2 Familiarisation with the data and coding Step 3 Close reading of policy documents to highlight 

key concepts in the text 

 Step 4 Writing notes about crucial reflections on the 

assumptions underpinning these concepts 

Phase 3 Developing themes Step 5 Interrogating each document guided by the 

WPR approach (Bacchi, 2009) and developing codes, 

taking notes and discussing with supervisors. 

Phase 4-5 Reviewing and defining themes Step 6 Representing and coding the findings (codes 

and themes) for each WPR question for each 

document. This was done to explore the findings’ 
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codes and themes. This step used the NVivo12 

program to analyse the data.  

Phase 6 Producing the report Step 7 Preparing a summary of the overall findings  

- Developed a code and theme book 

- Developed a visual map of themes 

and concepts 

 

Step 1 Identifying the documents 

The documents for review included policy documents and organizational documents related to 

the health insurance of migrants who were eligible to register for the 2013 MHICS scheme. 

This research study selected 30 policy texts which covered the period from 1979, the date of 

the law that first mentions migrant management in Thailand, until 2018, when the period of 

data collection ended for this study. The criteria for selecting documents were based on the 

information related to the topic of the research (Byman, 2016). Therefore, the review included 

the 2013 MHICS policy, cabinet resolutions, participants’ organizational reports, manuals of 

meetings and institutional press releases (including news from the participant organizations’ 

websites, director’s speeches and other committee speeches and presentation documents). The 

WPR approach proposes that government policy documents are ‘practical texts’, or raw data 

for research analysis (Bacchi, 2009) (Appendix 1: Identifying the practical texts).  

Step 2 Sampling approach for document selection 

The document review used purposive sampling. The inclusion criteria for documents or policy 

proposals in this thesis has been developed based on the concept of ‘practical text’ by Bacchi 

(2009) and on the researcher’s prior knowledge of the types of documents that have shaped the 

2013 MHICS policy, from my previous work as a policy maker at the MoPH in Thailand. The 

policy acts as a tool that constitutes and gives shape to the problem. Bacchi (2009) argued that 

the practical texts provide points of entry to the problematisation and problem representation 

that require scrutiny. Therefore, the practical texts (policy proposals) were the starting point 

for the policy analysis. Bacchi (2009) suggested that the researcher should select practical texts 

that fit the researcher’s interest or attract public debate or concerns. Moreover, this 
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documentary analysis focuses on ‘a topic of the document’ to uncover how the documents 

generate a specific image of social reality through the written content (Prior, 2016). 

The inclusion criteria were that these documents: 

1. Provide specific measures and recommendations for policy and implementation 

of the 2013 MHICS policy. 

2. Are published by the Ministry of Public Health, their sub-governmental 

organizations and program intervention networks, such as NGO centres and 

academic institutions, which are responsible for overseeing migrant health coverage 

and health services for migrants. 

3. Are publicly available documents accessible on government or organization 

websites. In the case that documents are not in the public domain, they were 

obtained directly from the research participants. Moreover, as the researcher holds 

government officer status, I had the right to access any government archives. 

The exclusion criteria are: 

1. The policy text is not relevant to migrant health issues, such as renewal or setting 

up the same committee every year, or the police role in deporting migrants who act as 

criminals or abuse substances. 

2. The policy text does not apply to the migrant groups in this study. 

3. The policy text has not been used in the contemporary migrant health policy 

process since 2013.  

4. The content of the policy text was similar to other policy texts, and therefore, 

redundant.  

Note that additional documents identified during the research process, for example, during the 

document analysis or discussion during the interviews, were considered for inclusion if they 

met the criteria described above. See more details about the cycle of document selection in 

Appendix 2. Details of the 30 selected documents are in Appendix 13.  
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Step 3- 5 Data analysis 

A close reading of documents was the strategy used to become familiar with the data content. 

The researcher read through the text and highlighted key concepts that were relevant to the 

2013 MHICS policy, migrant health insurance, migrant health and border health (Step 3). To 

highlight the relevant parts effectively, the researcher scanned the hard copies and converted 

both electronic documents and hard copies into PDF files. Then, the researcher used the Adobe 

pdf ‘text search’ to identify the key words. The reason that the researcher did not use NVivo12 

at the beginning was because NVivo12 does not support Thai language. To avoid the pitfalls 

of missing keywords or content, the text search and highlighting in the Adobe pdf program 

were used. Then, the researcher read through all of the documents, summarised the relevant 

concepts, and wrote reflections on the assumptions underpinning these concepts (Step 4). For 

steps 3 and 4, the researcher developed a list of questions to assist with recall and close reading 

of the documents (see Appendix 3). After this step, the researcher transferred the 30 selected 

documents to the NVivo 12 program to analyse them for codes and themes. This was step 5 of 

the analysis, which aimed to interrogate each document guided by the four questions of the 

WPR approach (Bacchi, 2009), and included discussing the potential codes and themes with 

supervisors. 

For data analysis, the WPR approach was used as the main device for interrogating the text in 

each document, guided by a series of questions. Moreover, the researcher developed a policy 

analysis form (see Appendix 4) to guide this research, which included three additional 

questions: 

1. What other questions does this policy proposal raise? 

2. What are any other comments or thoughts about this document? 

3. Who/which organisation is involved in setting the problems to be studied?  

This form also includes self-problematisation notes to address the potential for researcher bias 

towards the content of the policy documents. These additional questions are useful for 

exploring other interrelated concepts and documents in order to help understand the overall 

problem representation and the process of problematisations. This is compatible with the thesis’ 

research aim in questioning ‘problems’ and social assumptions that are embedded in the 

dominant discourse about migrant health. This study also incorporated additional analytic 
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strategies, such as writing notes and discussing the analysis with the researcher’s supervisor, 

to ensure rigorous analysis.  

Step 6-7 Coding scheme and a summary of the findings 

Step 6 aims to find and explore relationships across documents, codes and themes by using 

NVivo12. The summary of NVivo12 usage is included in Appendix 5. The program is useful 

for managing a large amount of text data, and for developing quotes and themes (Jackson and 

Bazeley, 2019). Creswell (2014) stated that there is no right way to analyse qualitative data. 

The process depends on the researcher’s decision as to what is appropriate. Therefore, coding 

is treated as an organic and flexible process (Clarke and Braun, 2016). Creswell and Creswell 

(2018) argued that qualitative analysis is seen as something created by the researcher and is 

dependent on the researcher’s skills and experience. In this study, there were two coding 

strategies used which were developed by Clarke and Braun (2016). First, the deductive coding 

strategy focused on the content of a text that was relevant to answering the research questions 

and was guided by the WPR framework (Bacchi, 2009). Second, inductive coding aims to 

explore the texts, as well as interesting and unexpected code from the comparative analysis of 

the different document data.  

The process of coding started with finding codes, followed by organising the groups of code 

that shared the same the central organising concept. The benefit of grouping all of the codes 

into a ‘group of codes’ is that it helps to demonstrate and conceptualize a clear core idea of the 

similar codes before underpinning the main themes. Braun and Clarke (2013) suggested that 

themes must be distinctive, must link with other themes and must have their own central 

organising concept. In this coding scheme, the main themes that emerged through the text 

analysis process were categorized, labelled with a code name, and recorded on a coding 

scheme. The key themes and code names were discussed and agreed upon with my supervisors 

during meetings concentrating on the document analysis. Finally, the codebook, which consists 

of code names, themes and code and theme description, was developed at the end of the 

document review process (Step 7) (see Appendix 6).  
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5.5.2 The second phase: the interview stage (May-September 2018) 

The aim of conducting interviews was to examine how the policy agents characterised the 

‘problem’ of migrant health, and how their language reflects an implicit understanding of the 

‘problem’ that shaped the goals of the 2013 MHICS policy implementation. The interview also 

aimed to explore how those problems affected how the policy agents thought about and 

conducted themselves.  

 

To address these aims, this research study generated data from interviews using a semi-

structured design. Each interview lasted between 35 to 40 minutes and was recorded with a 

digital voice recorder and transcribed verbatim. The interviews were conducted at the 

respondent’s office, where privacy was assured. The interviews were guided by the PIA 

approach which involves examining the interview transcripts, as well as field notes (Bacchi 

and Bonham, 2016). This research incorporated additional strategies, such as developing a code 

and theme book, writing memos and analysis meetings with supervisors to discuss ways to 

analyse the data. Employing additional strategies helped to ensure a rigorous critical analysis 

of the policy agents’ accounts. These additional strategies shared the same processes with the 

documentary analysis.  

Sampling and inclusion criteria 

This research used purposive sampling to recruit participants from five distinct categories of 

policy agents who were involved in their respective authority in developing and implementing 

the 2013 MHICS policy. Purposive sampling is based on identifying participants who are 

relevant to the research topic (Lewis et al., 2014). There is no required limit to recruitment in 

a qualitative sample with purposive sampling (Creswell, 2014). Moreover, the size of the 

sample depends upon the researcher’s satisfaction with the amount and quality of data and 

information gathered (Bryman, 2016). Forty-one professionals took part in the study, including 

high ranking officers of organisations that participated in the 2013 MHICS policy and related 

migrant health operations. The sample also included frontline health staff, such as nurses, 

doctors and health professionals who work at the local hospitals. However, in some cases, a 

snowball sampling was used to gain the contact details of key persons from interviewees. The 

details of the participants are presented in Appendix 7. 
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The participant criterion was applied based on the units relevant to the research questions. This 

is organized as follows: participants were a senior officer within the institution (such as 

director, assistant director, center manager, operation manager and center head, health 

practitioner or expert) and were involved in the policy process of the 2013 MHICS policy in 

their professional role. To select a valid sample, the researcher screened the participants by 

applying criteria, such as their institution, position and expertise. Therefore, prospective 

research participants included government officers (policy actors), health officers from two 

provincial offices, health service providers (doctors, nurses, health insurance administrators 

and other officers from allied health disciplines) from two border hospitals, national and local 

NGOs and academics/experts.  

Recruitment procedure, interview protocol and transcription 

The participants were chosen from a list of policy makers that was publicly available from the 

MoPH website and documents. Having previously worked for the Department of Disease 

Control (DDC) at the MoPH and participated in a border health research project with NGOs 

funded by Naresuan University, it was possible for me to contact potential research 

participants. Furthermore, now holding a lecturer position at Naresuan University, this 

connection and network helped the process of research recruitment. The process of recruitment 

was organized as follows.  

1. Identifying potential participants - the researcher identified participants from the 

official organization website while contacting five colleagues (two from the Ministry of Public 

Health, one from an academic institution and two from each border hospital) to act as 

gatekeepers. This step helped to identify the participants and to pre-screen their eligibility.  

2. Potential participants were contacted by their official email which was found on the 

Ministry of Public Health website, the academic institution’s website, the NGO website or 

social media.  

3. A letter or email was followed up by a telephone call to invite them to participate in 

this research. This telephone call reviewed and explained the study and the consent process. If 

potential participants met the criteria and provided verbal consent to proceed, an interview was 

set up at a mutually agreed upon time and location, such as the organizational office.  



 
102 

4. Before the interview began, the participant was asked to read the information sheet 

and sign the consent form, which confirmed that their decision was voluntary and checked that 

the participant understood the research and the confidentiality of the data that they provided. 

All consent forms were stored in a locked filing cabinet in a secure office. With permission, 

the researcher recorded the interview on both a voice recorder and a tablet. Toward the end of 

the interview, the researcher offered the participant a chance to ask questions about the 

research. Moreover, the researcher wrote additional notes about things that had been observed, 

such as their physical expressions, which would later be included in the transcript. The 

researcher asked different sets of questions to participants from different clusters and because 

of this, the researcher decided to conduct pilot interviews with the first person who was 

interviewed in each cluster. This was done to test the flow of the interview and the clarity of 

the topic guides. 

5. After each interview, the researcher transcribed the recording within 24 hours. The transcript 

was written in Thai, including each word, pause, and non-verbal sign, based on memos and 

note-taking. The researcher reviewed the accuracy and consistency of the transcript several 

times and repeatedly listened to the recorded data. Bryman (2016) believes that these analysis 

methods offer an insight into new issues which allow the researcher to ensure data quality. The 

transcripts written in Thai were then translated into English. At this point, the researcher 

translated carefully due to the changes in meaning and the different linguistic systems.  

Analysis of interview data procedures 

Miles et al. (2014) argued that data collection and analysis are intertwined. This research 

adopted thematic analysis as discussed by Clarke and Braun (2016). The data was analyzed for 

key themes; this is the most common approach in qualitative research (Bryman, 2016). 

Thematic analysis is a qualitative data-encoding process which involves discovering themes 

within the data, reporting on them and interpreting them (Ormston et al., 2013). Clarke and 

Braun (2016) believe that this analysis procedure can offer rich detail and a complex account 

of the data. However, this study also used the PIA approach by Bacchi and Bonham (2016) to 

interpret the interview data from a critical policy worldview. Therefore, the data analysis 

involved the following steps. 

Step 1 Data preparation 
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This step involved preparing the data for analysis. After the interviews were transcribed 

verbatim, the researcher read each transcript while listening to the recording. This process 

helped to ensure the accuracy of the transcript and provide the researcher with a sense of the 

data. Non-verbal communication was added.  

 

Step 2 Reading and memoing 

The researcher read and re-read the transcripts multiple times to make sense of the data, as well 

as writing memos on the transcripts. This was to help the researcher become familiar with a 

sense of the interview before breaking it into parts (Braun and Clarke, 2006). Additionally, 

emerging thematic categories were identified and described based on the researcher’s intensive 

reading of the transcripts (Clarke and Braun, 2016). 

 

Step 3 Coding 

Meaningful text was extracted, segmented and assigned codes based on the research questions 

(Clarke and Braun, 2016). The emerging themes were refined, and additional codes were added 

from the codebook developed during the document review process. Due to the richness of the 

qualitative data, the data was winnowed by coding only the relevant data for each research 

question. For instance, Research Question 3 focused on how the discourse formed the subject 

position of the interviewee. All data related to policy actors and how they acknowledge their 

position and the rationale behind it were coded. This coding approach applied both inductive 

and deductive coding strategies (Clarke and Braun, 2016). Inductive coding was used to 

examine the code derived from the data (open coding) while deductive coding used the 

framework as a guideline to code the data (Braun and Clarke, 2006). Theory-driven code was 

adopted, especially in the second phase of the interview analysis, to probe deeper into the 

discourse/knowledge that influenced the thoughts of the interviewees (Bacchi and Bonham, 

2016).  

 

Creswell (2014) stated that there is no right way to analyse qualitative data. The process 

depends on the researcher’s decision as to what is appropriate. Therefore, coding is treated as 
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an organic and flexible process (Clarke and Braun, 2016). This research stage also applied the 

coding strategies of Clarke and Braun (2016) and used the same analytical process as the 

document analysis. However, this analytical process was guided by the PIA framework (Bacchi 

and Bonham, 2016). Then, the codes were used to organize and catalogue text segments which 

were entered into the electronic coding process (NVivo12) to simplify the retrieval of data (see 

Appendix 5). 

 

Step 4 Finding relationships among the data 

This step included sorting and combining the codes into overarching themes that were relevant 

to answering the research questions. Again, the decisions were reviewed and discussed with 

my supervisors. This step reviewed coded text, memos and notes in order to view how these 

were linked together. It offered an insight into how the different themes were interlinked.  

 

Step 5 Interpreting and presenting data 

This step involved making sense of the data and describing what was discovered. It compared 

the linkage among the main themes and existing theoretical notions. In this study, 

interpretations were guided by Bacchi and Bonham’s PIA approach (2016).  

The results of the document review and the interviews were compared to provide new 

interpretations for the overall study findings in the discussion chapter. The different data sets 

offered different vantage points for understanding how the migrant health issue is constituted 

as a social policy problem in the Thai public health context. It also investigated the implications 

of this understanding of the problem for policy agents. This comparative result pulled together 

the research findings and provided an overall interpretation in the discussion chapter.  

 

5.6 Ethical considerations 

This study employed ethical practices to minimize risks and ensure the safety of all research 

participants including the researcher (Israel, 2015). Ethical review for this research was 

obtained from the Research Ethics Committee of the School for Policy Studies at the University 
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of Bristol, and from Naresuan University, which was the researcher’s funder and represented 

the authority of the Thai government (see Appendix 14). A letter was issued to the head of the 

participants’ institutions to inform them and to request approval for access to documents related 

to the 2013 MHICS policy and migrant health strategy (see Appendix 8). All participants were 

approached directly after contacting the gatekeepers and were given a recruitment letter (see 

Appendix 9) and a Participant Information Sheet (see Appendix 10) which gave information 

about the study, the research process and their rights as participants. Participation was on a 

voluntary basis. Moreover, the researcher also sent the interview questions for the participants 

who had agreed to take part to consider before the interview began (see Appendix 12). Finally, 

informed written consent was sought before the interview started (see Appendix 11).  

As there was a small circle of policy elites working in this field, it may be easy to identify the 

participants. Therefore, all participants were labeled by a code to ensure anonymity. All 

participants were informed of this process. Furthermore, the researcher ensured that any 

confidential or sensitive data which was derived during the interviews and document review 

were not shared or reported. To ensure confidentiality, the data was stored and labeled in code 

form to keep it delinked from the participant’s details. All the data and information was saved 

in the researcher’s external drive with password protection to ensure confidentiality. Then, all 

data was transferred and saved onto the researcher’s file on the secure server at the University 

of Bristol. After the degree is awarded, all data will be destroyed.  

The last ethical consideration was the use of incentives (Hennink et al., 2011). In the Thai 

research context, it is common to financially compensate participants for their time and effort. 

However, in this research, other types of rewards, such as gifts, were presented to compensate 

the participants. In case the participants did not prefer any of the rewards suggested by the 

gatekeepers, the researcher took small snacks or fruit of the kind that is traditional in Thai 

culture when visiting somebody’s office.  

 

5.7 Research reflexivity  

Translation and linguistic system 

From the literature review and data collection, the linguistic translations of migrant terms were 

multiple. In one document, three different terms were used to discuss migrants, for example, 
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Tang-Dao refers to migrants, Tang-Chad refers to foreigners, and Kon Karm Chad refers to 

migrants in a positive sense. The terms used were contested. This posed a difficulty for the 

interviews due to the interviewees’ use of different terminology. To solve this challenge, the 

researcher noted the categories of Thai terms for migrants and the related terminology found 

in the literature reviews and the documents, and during interviews, the researcher used the 

terms flexibly based on the particular interviewee’s understanding. 

 

As the interviews and documentary reviews were conducted in Thai, and the data was analysed 

and written in English, this created a dilemma regarding the accuracy of the translation. 

According to Pinmanee (2016), the potential for inaccuracies in meaning may arise during the 

Thai to English translation process, especially where there is the choice of translating into the 

English equivalent meaning. The English language has a more extensive vocabulary than Thai 

(Pinmanee, 2015). Hence, some words were challenging to translate. For instance, ‘แผนและ

ยทุธศาสตร์การด าเนินงานสาธารณสุขชายแดนและคนต่างดา้ว’ was translated into ‘the border health and migrant 

plan and strategy’. This provided a less in-depth understanding of the concept. Obviously, some 

meanings may be lost in translation. To minimize the level of mistranslation and 

misinterpretation, both Thai and English versions were compared, and were clarified by a 

bilingual expert who holds a degree in linguistics and was educated in the UK for eight years. 

This process helped to prevent the risk of losing meaning due to the different linguistic systems.  

The interviews 

The interviews with elites raised several difficulties. Elites are defined as people who are close 

to power or those who have expertise (Burnham et al., 2004). Moore and Stokes (2012) argued 

that they are likely to create their own form of distinctive, upper social network, and are 

perceived to possess knowledge, influence, control and power in each context. Therefore, 

conducting interviews with elite groups may pose a unique set of challenges. 

Firstly, the process of gaining access to elite samples can be more time-consuming than that 

for non-elite groups (Mikecz, 2012). Moreover, the interviews with elites may give rise to 

difficulties in recruitment, which may affect the sample size. To overcome these issues, the 

researcher contacted colleagues, who agreed to act as gatekeepers. Moreover, the researcher 
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had previously worked at the MoPH and having experience working with NGOs and experts, 

it was easier to contact them.   

 

Secondly, elite participants may want to control the interview agenda or dominate the 

conversation. This may lead to missing crucial information and losing the focus of the interview 

(Bryman, 2016). This situation also demonstrates the power imbalance between the researcher 

and elite participants (Mikecz, 2012). To mitigate this potential problem, the researcher used 

multiple questions to tap into the same concept to ensure validity. Moreover, the researcher 

prepared and used bridging questions to bring the participant back on topic. Finally, the 

researcher prepared for each interview by familiarizing themselves with the interviewees’ 

backgrounds such as their positions, their expertise and their previous employment experiences 

and roles, this information was available from the participants’ organization websites. This 

process offered a pre-understanding about the interviewee before the actual interview.  

Morris (2009) suggests that many researchers who conduct elite interviews assume that they 

might be lied to. Moreover, the elite participants may create a narrative to justify themselves, 

exaggerate their role or not recall phenomena accurately (Mikecz, 2012). Hence, the interviews 

do not appear to give straightforward access to the information (Silverman, 2016). To 

overcome this issue, the researcher informed the participants that this research is an academic 

study which aims for policy recommendations to enhance the capacity of public health 

management and to provide a better understanding of migrant health issues.  

The insider status 

Bryman (2016) believes that a researcher’s self-reflection on the research process is a useful 

way to enhance the validity of the study. Before starting my PhD study, I worked at the 

Department of Disease Control (DDC) and the MoPH for two years before becoming a lecturer 

at the university. I taught health policy and still work on some public health policy research 

and projects with the MoPH. Due to my position, I consider myself an insider.  While 

conducting this research, I was on educational leave (from 2017-2020). However, it is 

important to be aware of the researcher’s status and its impact on the research participants and 

research (Creswell and Creswell, 2018). Moore and Stokes (2012) argue that the researcher as 

an insider might gain the advantage of accessing participants via existing connections and 

networks. Indeed, respondents with a good working relationship with the MoPH have been 
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more willing to join the research. However, the researcher was also considered to be an outsider 

after taking educational leave in the UK for almost two years before conducting the fieldwork. 

This distanced the researcher for a period of time. Even though the researcher had connections 

with the MoPH and its allied health professionals, they did not work in a department which 

was responsible for managing the 2013 MHICS policy or migrant health strategy. This also 

distanced the researcher from the research topic.  

The status of insider has pros and cons (Mercer, 2007). As an advantage, the researcher gained 

easier acceptance from the participants and was able to access government document archives. 

The insider status of the researcher also helped to foster openness and trust from the 

interviewees and the institution in sharing data. One interviewee stated that: 

This is because I know you…so I share the documents with you and I feel comfortable 

that you are a semi-insider and outsider (HIG_Ba). 

The disadvantage of my professional position was that some NGO interviewees who had an 

antagonistic working relationship with the 2013 MHICS policy process and the MoPH, for 

example participants from civil society, may have been unwilling to join the research. 

However, the researcher overcame this challenge by providing more information by stating 

how the data would be used and shared to support the improvement of civil organisation 

participation in the policy. The researcher also informed participants about their current 

position and work at the university. In addition, participants’ anonymity and the confidentiality 

of discussions were explained to participants. Finally, to get more insight and minimise these 

problems the researcher asked the respondents, at the end of each interview, for their comments 

and criticisms regarding the research.  

 

5.8 The credibility and confirmability of the study 

This research adopts Lincoln and Guba’s (1985) approach for ensuring credibility and 

confirmability in qualitative research. The concept of credibility corresponds with the concept 

of internal validity, which is defined as confidence in the truth (Jeanfreau and Jack, 2010). 

Lincoln and Guba (1985) suggest that it is vital to employ three crucial strategies, prolonged 

engagement, triangulation and peer debriefing, all of which were used in this study.  
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Prolonged engagement was used to ensure credibility (Flick, 2014). It is important for the 

researcher to become familiar with participating organizations, gatekeepers and (potential) 

participants. As the researcher used to work at the Ministry of Public Health, it was not difficult 

to employ this strategy. Additionally, this strategy helped the researcher to build up trust, which 

is an essential element of an interview and helps gain access to specific policy documents.  

 

This study also employed triangulation of the different types of informants, sites and methods. 

Informant triangulation means that a researcher can collect a richer data from the context and 

stations which are a focus of the study (Flick, 2014; Bryman, 2016). This research attempted 

to diversify the informants by role, position and organization. This allowed the researcher to 

collect data from a variety of perspectives and compare the different individual viewpoints and 

understandings of how migrant health issues are problematised. This helped to get a more stable 

view of reality, and to compare it with what is represented in the different policy proposals 

from the different geographic sites (the document review). This research also offers a 

comparison of results between different methods (document review and interviews). This 

method of triangulation also helps to ensure the credibility of the research (Flick, 2014).  

 

This study also adopted peer debriefing. Due to the research analysis protocol requiring the 

researcher to meet with supervisors regularly, this included a discussion and debriefing process. 

The researcher also discussed emergent themes and data with colleagues in the public health 

department which she worked in, to obtain reflection on various aspects.  

The next criterion that was applied to this study was confirmability which refers to the idea of 

the accuracy of the data (Bryman, 2016). This criterion can be achieved by triangulation, as 

well as by developing an audit trail and reflexivity (Lincoln and Guba, 1985). An audit trail 

was developed by writing down detailed accounts of each research step, and any 

methodological decisions, in the researcher’s diary. Shenton (2004) argued that this process 

helps researchers to ensure the accuracy of the research project. Reflexivity is a self-critical 

account of how the research is conducted (Creswell, 2014). The researcher followed the 

strategy of self-reflection developed for qualitative researchers by Jantavanit (2009). Firstly, 
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the researcher wrote down all opinions and prejudices, in order to remain aware and keep a 

distance between the researcher and the study by conducting self-reflection. The process 

involved self-questioning on the study topics, aims and questions, all of which was recorded in 

the researcher’s diary. Additionally, the researcher used a voice recorder to capture any 

thoughts, feelings and ideas related to the study which arose during the fieldwork. These 

records were useful for cross-checking the data, as well as for providing a lens through which 

to view how these experiences affected the analysis of data and the findings. In sum, the 

qualitative research design is appropriate regarding the design, and the methods are aligned 

with the research focus and theoretical contribution.  
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Chapter 6 The problematizations in contemporary Thai migrant 

health from a national perspective 

This chapter aims to uncover the different problematisations that operated behind the 2013 

MHICS policy and the related migrant health services in Thailand.  It explored the findings 

from the documentary analysis and the interview analysis from sources at the national level. 

The results show how migrant health discourses take place through different migrant health 

problem representations that can be found in migrant health practices.  This chapter also aims 

to understand how the policy agents characterised their positions as policy stakeholders, as well 

as the problem of Thai migrant health insurance and other related migrant health issues related 

to the 2013 MHICS policy.  

To highlight the problematization of migrant health at the national level, this chapter compares 

the problem representations found in the 2013 MHICS policy practices from the documents 

and interviews. Then, this chapter highlights the assumptions that underlie the problem 

representations, which are health security, neoliberal health, and human rights. These 

assumptions reflect the different discourses that underpin the problem representations, which 

result from the first section. It also presents the silence of the problem representations that 

failed to emerge in most of the policy documents and the ‘thing said’ by the policy stakeholders 

at the national level. Finally, the chapter demonstrates the effects of the problem 

representations. 

6.1 The recombination of problem representations from a national perspective  

Three main problem representations were highlighted across the policy texts and interviews. 

These problem representations encompass different discourses, which are socially produced 

forms of knowledge and which limit what is possible to think. To examine the problem 

representation, it is important to identify what the policy texts propose to change within the 

practices (Bacchi, 2009), as well as what is possible to be said by interviewees (Bacchi and 

Bonham, 2016). There are three significant problem representations discovered in the web of 

2013 MHICS policy texts and interviews at the national level, as follows. 
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6.1.1 Changing the collaboration for the 2013 MHICS policy implementation 

The national policy texts and interviewees claimed that to implement the 2013 MHICS policy, 

collaboration among different actors needed to be improved. This was the most common 

problem representation across the policy texts and interviews. There are three types of 

collaboration practices that are discussed. They are 1) internal collaboration, which are the 

collaboration practices between Thai public health agents, 2) international collaboration 

between Thai public health agents and neighbouring countries’ governments, and 3) 

collaboration with NGOs.  

The problem representation of improving internal collaboration is mostly described by texts 

published by the MoPH and the central government, and within interviews with some executive 

members of the MoPH, especially those whose roles are related to migrant health insurance 

management and disease prevention and control. These sources highlight the need to improve 

collaboration among Thai policy agents with relation to communicable diseases (CDs) 

prevention practices, such as improving health surveillance networks between the MoPH and 

local health institutions, collecting and sharing of CDs data for policy decisions, and 

collaboration to prevent CDs outbreaks. This also includes the investment in technology for 

tracking migrants. Indeed, this representation also highlights the CDs screening process to 

enrol undocumented migrants in the 2013 MHICS insurance schemes. For instance, the MoPH 

explained:  

It is important to strengthen the networks and collaboration of state agents in the border areas 

and the areas that have many undocumented migrant workers…the work should consider the 

surveillance network …and screening for infectious diseases before enrolling undocumented 

migrant workers in the 2013 MHICS scheme (MoPH32_DDC). 

To highlight this problem representation, these texts and the interviewees provide a description 

of the changing socioeconomic context of Thailand, such as the ASEAN regional integration, 

the Thai economic development context, and the geographical borders of Thailand. These are 

discourse attributes or elements. Moreover, there is some discussion of conflict in neighbouring 

countries. All of these elements become pull factors attracting migrants to work in Thailand. 

This reveals the discursive effect that limits the understanding of migrant health based on the 

health security problematisation. Additionally, both documents and interviewees also 

suggested that these contexts will increase migrant mobilisation which may pose a risk of CDs 
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outbreaks and indicate a threat to Thai national socioeconomic security and the Thai public 

health insurance system due to the large number of undocumented migrants who have not 

registered for the 2013 MHICS, yet come to use the facilities at Thai border hospitals. To 

legitimise this problem representation, these texts identified undocumented migrants as a 

‘risky’ group, and as disease carriers that need to be monitored for CDs control and enrolled in 

the 2013 MHICS. The interviewees also described the legal status problems of undocumented 

migrants leading to a lack of data by which to identify the migrants in the surveillance system 

and by which to enrol the migrants for the MoPH’s 2013 MHICS. This reveals subjectification 

effects. This problem representation constructs health professionals as health security actors 

implementing the 2013 MHICS practices. However, there are some lived effects regarding the 

use of technology. One text produced by the experts suggested that the tracking system may 

cause the problem of allowing undocumented migrants to access care. 

The dilemma of technological investment in tracking systems is that the doctors and nurses 

cannot turn a blind eye to migrants’ legal status. This might cut off a channel for health 

professionals allowing poor, vulnerable migrants to receive treatment (EXP23). 

The international collaboration representation was mostly discussed by interviewees and in 

the texts produced by the MoPH  (DDC). Again, the MoPH sources highlight the need to 

improve CDs surveillance collaboration with neighbouring countries, and introduce disease 

screening collaboration before migrants enter Thailand and are insured under the 2013 MHICS. 

This, it was argued, would minimise, both disease outbreaks, and financial risk for the 2013 

MHICS. Therefore, these texts stated the need to share migrant health profiles and health data 

between the Thai government and neighbouring countries. However, some of the texts from 

the MoPH negatively described the neighbouring countries as having poor health 

infrastructure, poor data records and poor surveillance systems. These deficits caused problems 

in implementing international collaboration practices. The interviewees also further discussed 

the neighbouring countries problems. This argument also shared the same problem 

representation as the policy documents. They also went further, stating that there is a need to 

maintain a good relationship with local authorities in order to exchange data about CDs and 

the number of migrants who must enroll in the 2013 MHICS, as well as to maintain surveillance 

collaboration.  

We cannot just think one-dimensionally when we discuss international collaboration. We must 

think about how we can deal with diplomacy and relations in exchanging data based on health 
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security which they (neighbouring countries) are not comfortable sharing due to the national 

security and their country’s reputation (SMK, Assistant director, Medical).  

These national interviewees, as well as all of the experts, construct the position of migrant 

health issues as health security and national security issues (discursive effects) that cause 

problems for collaboration on disease surveillance and strengthening border health (lived 

effects). 

Finally, the problem representation of the collaboration with civil organisations focuses on 

building networks between the NGOs and local health providers. Most of the texts from the 

MoPH and experts commented on the importance of the NGOs’ role in helping the health 

providers with health services and promoting health insurance to migrants. These selected 

documents from different organisations agree that collaboration with NGOs improves health 

access for undocumented migrants in isolated communities along the borders. The purpose of 

this problem representation is to encourage more collaboration between NGOs and the local 

health providers, in order to construct better health surveillance networks and recruit migrants 

to the 2013 MHICS. Again, this problem representation is limited to the health security 

paradigm. However, some texts and interviewees from the health insurance office (HI) of the 

MoPH discussed the difficulties in collaborating with the NGOs. These HI units of the MoPH 

sources suggested that some NGOs encourage sick migrants, such as those with cancer or 

cardiovascular disease, to buy health insurance cards from the 2013 MHICS.  Analysis of the 

interviews with all of whom described the problem in collaborating with Thai health 

professionals. They critiqued the 2013 MHICS registration system as too complicated, 

unethical or unfair. For instance, many migrants who used to own an insurance card cannot 

renew it, or re-enrol in the scheme because they started to develop a disease while working in 

Thailand. Therefore, once their coverage ended, they could not pass the medical exam. Hence, 

these migrants are not eligible to enrol in the health insurance scheme.   

These migrants are working in Thailand for ages, but they start to develop some serious health 

issues that need advanced care. The vicious circle is that once the coverage ended, they could 

not enrol for health insurance…I believe that Thailand is focus on the economic and health 

security and lack of discuss about how their works are unethical in many ways (Nat_NGO02, 

General manager, public health). 
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This demonstrates the negative subjectification effects on the different stakeholders who should 

collaborate with each other. Indeed, this tension caused poor relationships as a real effect. 

These sources stated that this was not the purpose of the 2013 MHICS scheme. Selling 

insurance for sick undocumented migrants who need high-cost services can lead to risk pooling 

effects on the 2013 MHICS, and other financial problems. This reflects the concept of financial 

health security and the conflict among actors that signifies the real effects. This also raises a 

discussion about human rights and ethics in the facilities for migrants who become sick due to 

their work in Thailand. Indeed, this opens a critical conversation about health welfare for 

migrants. Here, one problem representation may combine with more than one assumption to 

form the discourse/knowledge that sets a limit on the understanding of the policy issue. The 

analysis found a combination of the human rights problematisation and the health security 

problematisation. Bacchi (2009 ) argued that problematisations and policy practices often 

overlap with one another. 

6.1.2 Adjusting the service protocol 

This representation appeared in all organisations’ policy texts, except for those of the central 

government. The MoPH and the experts’ texts focus on enhancing communication skills and 

cultural sensitivity skills within medical training practices. This aims to improve the efficiency 

of health services and the 2013 MHICS insurance registration services for migrants. These 

texts called these practices ‘migrant friendly services’ which aim to adjust the attitude and 

improve the service skills of the local health professionals.  

Thai health providers should adjust their attitude in providing services efficiently for 

migrants…reduce management time… to increase understanding and learn about the 

language, culture and ways of life of the migrant patients, all of which are examples of friendly 

services for enhancing the efficiency of the management system… the health access for 

migrants (MoPH39_SPD). 

Interestingly, these texts argued that this representation appeared after the US ranked Thailand 

in the 3rd category of a human trafficking report. These texts explored the controversy about 

Thai employers hiring undocumented migrants via human trafficking. However, there is a 

difference in the way these arguments are developed between the MoPH and the experts. All 

of the experts’ texts suggest that the US categorization of Thailand undermines the reputation 

of the Thai economy. Therefore, the Thai government implemented the friendly services in 
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order to maintain the human rights reputation and reduce criticism from the international 

community which may affect Thai export industries.  

In contrast, the MoPH texts stated only the need to adjust attitudes and learn more about 

migrants’ language and culture to improve the skills of health providers without any 

explanation about how migrants should take part in the practices. This aligns with the interview 

analysis. The managers and centre head from the MoPH suggested the need to improve migrant 

services by adjusting the local health professionals’ attitudes. These interviewees characterised 

the local health professionals as the ‘object for thought’, who have the additional role of 

educating migrants and producing media about CDs prevention, self-care and the importance 

of the 2013 MHICS insurance registration. This is a practice which is called the friendly 

service. Both documents and interviewees at the national level constructed the health 

professionals as active actors in implementing the services and coping with a dynamic 

migration context. This shows the subjectification effects that mainly focus on the need for 

change in health professionals’ attitudes and behaviour. These practices reflect the neoliberal 

health discourse. It uses the concepts of health literacy and self-governing to manage the health 

of migrants. Another ‘object of thought’ is the migrants who are constructed as patients who 

have low health literacy, poor economic backgrounds and are vulnerable. This is the first time 

that migrants were characterised without including the concept of legal status which poses a 

risk to the Thai health system (subjectification effects). Here, migrants transform from a 

passive role to an active role, to be responsible for their health, revealing interesting 

subjectification effects from the neoliberal health discourse. Indeed, the results showed that 

these interviewees also further explained that after migrants receive some self-care information 

from local professionals, they are expected to have some degree of responsibility for their own 

health, especially regarding registering for the 2013 MHICS and protecting themselves from 

CDs. This reflects the practices of neoliberal health becoming a means to achieving health 

security as an end in itself. Indeed, the practice lets migrants participate in the 2013 MHICS 

policy by conducting ‘self-care’ practices.  

In fact, the managers, centre heads and general  practitioners from the MoPH also mention that 

the challenge associated with health insurance registration comes from low health literacy and 

misinformation about health insurance. In fact, these interviewees implied they hold a mixed 

subject position between health security and cost benefit rationalist. They believed that using 

media to educate migrants will reduce the workload of frontline staff and increase efficiency 
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in managing migrants to maintain their health. Moreover, this practice is thought to be a useful 

strategy for alleviating the health risk for the Thai community. Indeed, this reflects the 

neoliberal health discourse. One MoPH operations manager suggested that: 

The importance of friendly service is that it increases health literacy in migrants, so they can 

take care of themselves and have good hygiene. This will reduce the factors which cause 

disease outbreaks in the Thai community, reduce the budget spent on disease control, and 

lower the risk pooling of the 2013 MHICS scheme (TVS, Operation Manager, Department of 

Disease Control, MoPH).  

Those from the MoPH and the experts also explained how they construct the friendly service 

strategies using the health security and neoliberal approach. This can be seen in the idea of 

increased efficiency in self-care prevention from communicable diseases and in the registration 

process for the 2013 MHICS. This reveals the discursive effects.  

In fact, there is one example of the human rights assumption found in the MoPH texts which 

describes the context of the introduction of migrant health insurance and migrant health 

services due to human trafficking incidents and abuse of the rights of migrant workers. Even 

though there is criticism from the experts  ’reports that this policy is designed to maintain the 

economic benefit in the global market and the country’s reputation, this introduction is also 

followed by a discussion of friendly services practices that appears in the documents produced 

by the MoPH. The friendly services practice aims to increase service utility, improve health 

access and provide better services for migrants based on the idea of cultural and language 

sensitivity. These practices also include the idea of adjusting health professionals  ’attitudes and 

developing communication and service skills for migrants.  There is no reflection on friendly 

service based on human rights. This demonstrates that the discursive effects of improving 

friendly service are limited to a discussion of health security and the neoliberal health 

discourse. Moreover, the stance of interviewees reveals the subjectification effects of the 

interviewees who use neoliberal health strategies to achieve their health security position which 

is their main role, with little attention to promote or educate migrants to understand their rights, 

which reveals the lived effects. 

6.1.3 Improving the bureaucracy of the health insurance registration system 

The 2013 MHICS policy aims to implement a migrant health insurance package to minimise 

the financial risks for hospitals and migrants. However, there are some proposed changes for 
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improving the 2013 MHICS insurance process. The analysis shows that the texts produced by 

the MoPH showed positive views towards the implementation of the practices. All of the MoPH 

texts, especially those from the health insurance office (HI), describe the MHICS insurance 

package as a tool for minimising the risk of financial problems for Thai hospitals. There is no 

discussion about how this insurance protected migrants. Texts produced by the MoPH (DDC) 

and the central government discuss the benefits of health insurance registration as being helpful 

for collecting migrant health profile data for disease surveillance and for tracking the 

movement of migrants . These texts highlight the importance of improving communicable 

disease screening practices combined with developing the One Stop Service (OSS) practices 

to increase the efficiency in managing and screening migrants to register for the 2013 MHICS 

insurance. The use of One Stop Service (OSS) pulled together all Thai governmental agencies, 

such as the Ministry of Labour, the Ministry of Interior and the MoPH, to effectively manage 

and implement the 2013 MHICS registration process in one place . This reveals the discursive 

effects limited to and shaped by health security and the neoliberal health discourse. Indeed, 

these documents labelled the health agencies and their networks as health security actors with 

an effective manner based on the neoliberal health assumption,  while  the undocumented 

migrants were constructed as a risk group for both health security, and the financial security of 

the local hospitals. However, these documents do not offer any perspective on the lived effects. 

These texts only described the process that needed to change . 

To increase efficiency in implementing the 2013 MHICS policy, the OSS practice should begin 

with the MoPH medical teams from the local hospitals conducting health screenings for 

undocumented migrants . The criteria of the health check mainly focuses on CDs screening. It 

also screens for disability, mental health and drug addiction. If migrants do not pass the health 

check, they will be deported. After passing the health check, the Ministry of the Interior )MoI) 

will conduct the national verification process )NV) which requires collaboration with the 

Ministry of Foreign Affairs )MoF  ) and the neighbouring country’s government. Then, the 

migrants will be granted a migrant identification card from the Thai government, and report 

themselves to, and get the worker documents from, the Ministry of Labour )MoL). After 

receiving all documents, these migrants are eligible to buy health insurance cards from the 

MoPH )MoPH02_HIG). 

Analysis of the interview data revealed that interviewees from the MoPH,  claim that the OSS 

practices increase the efficiency of managing migrant registration for health insurance . 
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However, the statistics included in the documents produced by the HI offices of the MoPH 

show a low registration rate compared with the estimated number of migrants in different areas . 

No explanation about these statistics is offered. In fact, this low registration issue has been 

discussed among the MoPH interviewees, the experts and NGOs while there are only three 

MoPH reports (DDC   ) which discuss this issue. Those interviewees and the DDC documents 

share the same problem representation of the need to reduce the complexity of the registration 

process  within the OSS practice to increase the number of migrants who register for the health 

insurance, which helps to minimise the risk of financial problems at local hospitals.  

One interesting point found in all of the NGOs’  and experts’  texts is the problem of dealing 

with the employers of the migrants and the broker companies in the 2013 MHICS registration 

process. The role of these actors  ’is not discussed in the documents produced by the Thai state. 

The texts by experts argued that because of the complication of the registration, many migrants 

need to pay out of pocket for brokers to help them manage the documentation and the process 

through the OSS. The NGOs texts discuss the problems of employers who do not inform 

migrants about their rights to register for the 2013 MHICS. These texts stated the need to reduce 

the complications of the registration process for the 2013 MHICS within the OSS practice, 

especially in document management. This discussion, shared with the interviewees from the 

DDC of the MoPH, considered the lived effects on the migrants and the frontlines staffs due to 

the complicated process of registration at the OSS and the MHICS implementation. Moreover, 

they also stated that the unaffordable cost of the health insurance card became a barrier to 

accessing health services for poor undocumented migrants who are the main target of the 2013 

MHICS policy. It portrayed the migrants as a poor and vulnerable group (subjectification 

effects). However, these MoPH (DDC) interviewees argued that this bureaucratic complexity 

and the cost of the card have become a threat to the health financial system. Again, neither the 

texts nor the interviewees mentioned any health rights of the migrants, or the health insurance 

or financial protection for the migrants . 

In fact, some texts and some interviewees from the MoPH health service departments raise 

another problem representation which is not just about the complicated bureaucratic 

registration within the OSS practice, but also the problems in dealing with third-party 

stakeholders like employers and broker companies. However, these texts do not offer any 

further details about them. However, this argument is also discussed across the interview data 

at the national level. The interviewees from the health insurance unit of the MoPH talked 
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positively about the use of broker practices because this reduces the cost of management and 

increases registration rates for the 2013 MHICS insurance. Indeed, the subject position of these 

interviewees was shaped by the neoliberal health discourse. These interviewees described that 

these practices offer positive effects that minimise the challenges in managing the large number 

of migrants for local hospitals and increase the efficiency in categorising migrants and enrolling 

them for the 2013 MHICS. On the other hand, the executive teams of the MoPH also explained 

the problems of employers’ behavior, in that many Thai employers prefer to hire undocumented 

migrants without reporting this to the Thai authorities . These employers have also not informed 

their undocumented migrant workers about their rights or about the 2013 MHICS insurance. 

These interviewees explained that migrant employer behaviour is an important factor for the 

migrants in being able to access healthcare and health insurance services . Indeed, this 

construction reveals the negative lived effects on the migrants and negative subject 

construction towards the employers. The interviewees constructed negatively towards the 

employers whose behaviour can pose a risk to financial security, health security and the risk of 

abuse of migrant rights. Therefore, these interviewees proposed tough control on migrant 

employer behaviour as a main problem representation that needs to be changed. 

However, this negative construction was critiqued by the experts and all NGO participants who 

reviewed the 2013 MHICS policy. These interviewees raised an interesting point that the 2013 

MHICS policy seems to support the big industries to recruit migrant workers, but that this has 

caused gaps between small and medium-sized informal businesses. This demonstrates the lived 

effects regarding this ‘thing said’. One expert explained that : 

The 2013 MHICS policy seems to support big businesses more than small ones in recruiting 

migrant workers…indeed, migrants do not want to pay for health insurance. They are poor 

and have not even started working yet .Therefore, employers who want to sell products on the 

international market need to pay the registration fee and health insurance fee in order to 

comply with the industry standard. For a small or medium-sized business, they may not have 

enough money to buy insurance for their migrants. This showed the policy gaps in reality 

)EXP_O02, Professor in the University, Health Economics). 

The experts and the NGOs interviewees explained that small and medium-sized businesses do 

not want to take this risk because some migrants having obtained their legal status and insured 

themselves with the 2013 MHICS, leave the employer to work in other cities for employers 

who offer better pay. This reveals the ‘thing said’  that has caused the negative lived effects for 
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employers. Within this narrative, many employers do not inform migrants about the 2013 

MHICS. The experts also described the negative effects on migrant financial health protection 

and the financial risk to the health organisation due to the low health insurance rate which may 

cause poor risk pooling in the 2013 MHIC scheme. These interviewees stated that they position 

themselves as outsiders with a human rights position to critique these ‘things said’. 

Additionally, all NGOs and experts suggest that there are some alternative health facilities, like 

pharmacies or cheap private clinics, that migrants can use where they do not require any 

identification documents. Therefore, there are other choices for migrants to access services 

without registering for the 2013 MHICS. This ‘thing said’ reflects the construction of the 

migrant health situation and the concept of customer choices based on the neoliberal health 

discourse. Interestingly, this is the first and only time in the analysis that ‘migrants’  are 

characterised as active objects who are able to make the decision to enrol in the MHICS 

schemes . Other ‘things said’  usually negatively construct migrants based on their 

undocumented status, their poverty or their lack of responsibility for their own health. 

Moreover, other ‘things said’  and practices viewed the migrants as passive actors in the 2013 

MHICS policy process . 

In sum, the sources produced by the MoPH and the central government discussed the 

development of the CDs prevention concept and the concept of national security. These data 

highlight the impact of contemporary incidents of cross border CDs outbreaks, like SARS, bird 

flu and HIV/AIDs, that have caused problems for health security, socioeconomic threats and 

national security in Thailand. These texts also link this concept to CDs, such as HIV /AIDs and 

re-emerging diseases from human carriers, towards migrant health. Indeed, the findings 

discussed in the previous section demonstrated that many of the 2013 MHICS problem 

representations are implemented to control and prevent communicable disease through 

surveillance and screening before enrolment for the 2013 MHICS. This can be seen from the 

collaboration practices that aim to establish health surveillance networks across different 

actors.  The health service representation aims to encourage migrants to register for health 

insurance in order to record their migrant health profile, tracking their movement for disease 

surveillance. Even though there are friendly services that implement cultural sensitivity 

towards migrants, the texts by the MoPH and the experts also reveal that it is done to maintain 

the Thai economic reputation and increase the efficiency of insurance registeration. 
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6.2 ‘What is said’ by the national policy stakeholders 

This section represents the problem representation that was found only in the interview data at 

the national level. It reveals the interview data from the national health perspective. There are 

four main ‘thing said’ that were not found in the documentary analysis, which are organized as 

follows.  

6.2.1 The need for change of the health insurance prices and coverage 

Another interesting finding from the analysis of interview data is the need for change of the 

health insurance prices and coverage. Indeed, this problem representation is silenced across the 

document analysis. All of the executive members from the MoPH proposed the need to increase 

the price of health insurance cards and expand the health benefits package to cover some high-

cost services, such as operations and cardiovascular treatment.  

The assumption behind this ‘thing said’ came from concern about the low registration rates that 

caused a risk pooling situation in smaller hospitals. Moreover, they stated that these hospitals 

are struggling with financial situations in providing some high-cost services for migrant 

patients who are already registered for the 2013 MHICS, but these high-cost services are not 

covered by the insurance. They argued from a financial health security position and viewed the 

migrants as a risk group for the financial and resource security of the hospitals.  

We need to change the pricing and the package. In small hospitals, we face a problem of low 

registration rates for the 2013 MHICS insurance and low income. So, once they have migrant 

patients (both enrolled and non-enrolled) who have gotten sick from NCDs, such as cancer or 

cardiovascular disease, or who need big surgery, the hospitals face financial problems because 

the insurance costs only 1,800 baht, but the service costs 10,000 baht (HIG_J, General 

Manager, Public Health Policy).  

However, the experts, the MoPH manager, and MoPH practitioners reported that this ‘thing 

said’ has not reached the agenda of the Thai government policy table because there was some 

resistance from the private sector and migrant employers. These interviewees also described 

the low priority of ‘migrant health’ issues in overall Thai migration policy issues. This reflects 

the discursive effects on the ‘lower position of migrant health issues’ that needs to be 

highlighted based on health security. One MoPH manager stated that: 



 
123 

The problem of migrant health financing comes from the low priority of the migrant health 

position at the main migration policy table. Therefore, we must highlight it because many small 

hospitals not only face financial problems, but also lack financial support for disease 

surveillance, too. If we told the government… we might able to change the price, and indeed 

the coverage of the health card. (TVS, Operations Manager, Medical)   

 In fact, the national NGOs resisted the idea of increasing health insurance fees, which is 

supported by the majority of health professionals at the national level, because it may lead to 

more financial risk and health access problems for migrants. The results show that the discourse 

attributes like the financial situations of the local hospitals, the management of the 2013 

MHICS practices, and the nationality and economic background of the migrants play an 

important role in supporting this problematisation, all of which also causes conflict between 

the NGOs and the MoPH professionals indicating collaboration and implementation in reality.  

The national NGOs, as well as one expert, critically stated that the problem representation of 

increasing the price of insurance cards may not change the behaviour of undocumented 

migrants or their employers’. In their view, the problem of low registration rates may not come 

from only unaffordable prices and the complicated registration process. These interviewees 

explained that there are also some alternative health facilities that migrants can access without 

the need to apply for insurance. Moreover, they also constructed that most migrants are young 

and healthy. Therefore, many of them are not aware that health insurance is essential. Many 

migrants prefer to use alternative health services, such as pharmacies or private clinics. 

Moreover, the employers tend not to inform the migrants about health insurance or about 

registering to be legal workers because they want cheap labour and the ability to pay under the 

minimum wage. Indeed, this representation was not mentioned by any Thai public health 

actors.  

I do not think increasing the price of health insurance cards will be useful. It may even cause 

more threat to the insurance schemes. This is because the mindset of the employers is that these 

are healthy young migrants. The employers feel they do not need to enrol them for health 

insurance because there are many drug stores, private clinics and health services run by 

NGOs. Indeed, there is some degree of alternative health access… many of the migrants, 

especially the undocumented ones, and employers, do not want to pay out of pocket to register, 

either (EXP_J01, International Organisation Representative, Public Health Policy). 
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These interviewees see employers playing an important role in introducing these alternative 

health services to migrants. Moreover, migrants here were constructed as passive, and risk 

actors for the Thai public health system. They explained the negative effects towards these 

alternative health facilities, and the decision of employers not to tell migrants about the 2013 

MHICS policy, as an abuse of migrant health rights. They view the migrants as having a limited 

way of understanding and knowing about their rights. Therefore, changing the price of the 

health insurance card and the coverage may not help to increase registration and may cause 

even more financial security burden. 

6.1.2 The strengthening of enforcement of the 2013 MHICS policy 

This ‘thing said’ proposed the need for special measures to enforce the 2013 MHICS policy, 

including taking legal action against any employers who have not registered migrant workers 

or enrolled migrants in the 2013 MHICS. However, this ‘thing said’, or problem representation, 

is limited in its discussion to executive members of the MoPH.  

These interviewees acknowledge the necessity of such developments as a safeguard to the Thai 

public health financial system, which is encompassed by the health security discourse. They 

suggested additional measures to conduct CDs screening, disability and mental health checks 

of all migrants and migrant workers who have already obtained the 2013 MHICS insurance. 

These interviewees constructed both migrants and employers negatively because they see some 

employers as not wanting to enrol migrants for the 2013 MHICS because they do not want to 

pay out of their own pockets. For the undocumented migrants, they see them as a risk group 

that is not covered by health insurance which may lead to risks to the financial status of the 

local hospitals. These interviewees proposed that the MoPH have their own law in order to 

enforce for both migrants and employers.  

We need a law to enforce the 2013 MHICS policy; other ministries in the OSS have a law. So 

sometimes we need to wait for them the detect the irregular migrants and use their law to force 

employers or migrants to register for the health insurance (HIG B, General Practitioner, Allied 

Health). 

This problem representation constructs health professionals as health security actors. This 

subject position supports a negative construction of migrants and employers. Moreover, these 

interviewees suggested that the 2013 MHICS policy and migrant health strategies are 

considered to be dynamic. The measures are always changing depending on government 
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ideology and the migration situation. They also agree that unclear measures  cause multiple 

interpretations and weakens the 2013 MHICS enforcement and implementation. Hence, they 

all call for the need for enforcement and clear policy. Additionally, there are some MoPH 

professionals whose roles are related to health insurance that also propose laws or clear 

measures for financial contribution management between local stakeholders and the MoPH. 

These interviewees explained that unclear migrant health policy, unclear measures and no 

power for enforcement gives some room for the local officials to design their own resource 

management practices to fit their context. They stated that many CEOs of the local hospitals 

decided to keep both the profits and the budget from selling migrant health insurance cards 

locally, and not  contribute to the MHICS centre at the national level. This reflects the problems 

of Thai bureaucracy, and some degree of autonomous local power of the hospitals in keeping 

the budget to maintain the local health finance security, and not sending the money to contribute 

to the main 2013 MHICS at the MoPH. A health insurance director from the MoPH explained 

clearly that:  

There is some tension in management. Some local hospitals do not want to contribute to the 

main 2013 MHICS scheme at the ministries. They just hold onto the money and manage it by 

themselves. This has caused the problem of risk pooling. So, I support centralisation 

management with some degree of local autonomy in the internal budget allocation within a 

hospital (PNS, Public Health Policy). 

This ‘thing said’ shows that the discursive effects still remain a health security 

problematisation. Even though health security still plays an important role, different actors 

were constructed differently, and some constructions conflicted with one another. This reflects 

that the subjectification effects also have an impact on the lived effects in implementing the 

2013 MHICS policy. This reveals that the understanding of migrant health is not only shaped 

by a different set of health security discourses, but that Thai bureaucratic problems (the budget 

from selling health insurance cards) also play an important role in the policy process. 

6.1.3 The need for central government support and recognition 

One problematization had limited discussion in the policy texts was the need for central 

government support and recognition. This ‘thing said’ were said by the executive members of 

the MoPH. They explained the need for the central government’s support of resources for the 

2013 MHICS health insurance management, and a change in the reallocation of resources, 
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especially financial support for communicable disease (CDs) prevention and communicable 

disease screening of migrants before enrolling them in the 2013 MHICS. These interviewees 

proposed a change in practices, namely, that the Thai government should pay more attention 

to health aspects rather than economic benefits when recruiting migrant workers to labour-

intensive factories. These interviewees also constructed the 2013 MHICS policy and migrant 

health issues as a part of migration and economic development policy resulting in less 

recognition of the importance of migrant health issues and strategies. One MoPH executive 

member explained that: 

The problem of migrant health issues has not been recognised by the main government, coming 

from the idea that health is low politics. They see the 2013 MHICS policy as a part of their 

economic development policy. The migrant health issue does not stand out…hardly stands 

alone. So, from the annual governmental budget, we have gotten very little financial support 

compared to other ministries that manage migrant issues. To get attention and more resources, 

the MoPH just securitised ‘health’ and made it more political (PWC, Assistant Director, 

Medical).   

These interviewees stated the importance of framing migrant health issues as security practices. 

They stated their discursive practice is to transform the migrant health issue to be more political 

by highlighting the importance of health security practices. For these interviewees’ subject 

positions, they would like to transform their roles from less influential stakeholders to health 

security actors, in order to increase their power in policy negotiations regarding the resource 

support. They acknowledge themselves as health security actors by constructing the health 

situation which includes a high prevalence of CDs outbreaks at the border areas which they 

argue may pose a risk to the Thai community and the Thai economy. They transformed the 

migrant health issue to be one that should be viewed as an aspect of the national security agenda 

by criticising the Thai government for seeing the health issues of migrants as less important 

than economic development. In addition, they underlined that the powerless role of the MoPH 

causes problems for local health professionals’ work with policy agents from other local 

institutions. This shows the politics and conflicts that exist in establishing an understanding of 

migrant health (object for thought). 

This ‘thing said’ was not discussed in any detail by the experts who acknowledge themselves 

as outsiders to ‘practice on the ground’. The experts explained that the health security discourse 

is also shaped by a discourse attribute like the Thai bureaucratic control leading to top-down 



 
127 

implementation which definitely has negative effects on service delivery. The limited 

understanding of migrant health issues, based on national security and health security, causes 

unintended negative consequences, as seen in the lack of discussion about migrant health rights 

and rights-based health practices, as well as the other NCDs or environmental and occupational 

health (En-Occ) health services for migrants. 

In sum, the key importance of this ‘thing said’ is the lack of support and recognition about 

migrants’ health. This has caused significant lived effects on both the migrants and the health 

professionals who need more financial support, manpower and power to negotiate with the 

central government in implementing the policy. However, this ‘thing said’ is only limited to a 

solution based on health security ideas by highlighting the importance of CDs prevention and 

the registration for the 2013 MHICS insurance scheme. These interviewees stated their concern 

about financial security and the way to address it. This displays the discursive effects that limit 

the way of talking and thinking about health security as the understanding of migrant health 

issues. Moreover, the subjectification effects reveal that these policy agents only acknowledge 

the need to improve their health security role in negotiating the resources and gaining 

recognition.   

6.1.4 The introduction of using technology 

The final ‘thing said’ that is limited across the interviews relates to the use of technology for 

health surveillance and to identify undocumented migrants, and the use of technology to 

increase the efficiency of the MHICS insurance management and CDs surveillance. This thing 

said was only described by the interviewees from the executive members of the DDC of the 

MoPH, as well as by all of the experts. This mirrors the influence of technology in new public 

management, and as a means to control an individual’s body. Indeed, it reflects both health 

security, in CDs prevention and control, and the neoliberal health discourse, in using 

technology to enhance the efficiency of CDs surveillance. These interviews stated that support 

from the government in technological investment, such as iris scans, fingerprint scans and other 

digital platforms, may increase the MHICS insurance registration rate. The use of biometric 

data, it was argued, would resolve the problem of the lack of documentation for members of 

undocumented migrant groups. Additionally, these interviewees also see themselves as health 

surveillance actors and acknowledged the benefit of using technology to build migrant health 

profiles for predicting trends in managing CDs prevention and control. Indeed, the CEO of the 

DDC also expressed the positive aspects of the Thai government’s use of technology. They 
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argue that the introduction of technology improves efficiency by reducing the use of documents 

and the workload necessary to track migrants and collect insurance data. Indeed, the purpose 

of this ‘thing said’ is to enhance health security. However, the experts also raised concerns 

about using this technology with migrant children and raised concerns about the privacy and 

the rights of migrants who are monitored by the Thai health authorities.  

I found one case that makes me very worried. The Thai health authorities went to a migrant 

school and started to record their biometric data. Some also say this will help tracking young 

migrants without consent and enrolling them for the vaccine scheme. However, they have done 

this without the consent of the migrant students’ parents (EXP_O02, Professor in Health 

Economics). 

However, the migrant as an ‘object for thought’ here is considered to be passive, not engaged 

in a practice, and still objectified through the health security discourse. They were viewed as 

both a risk group, and as presenting a financial burden to the 2013 MHICS.  

In sum, ‘things said’ are still produced within the dominant health security discourse. Even 

though the use of technology increases the efficiency of management, the main focus is still 

shaped by the concept of disease surveillance and the financial security of the organisation. 

This reveals the discursive effects of health security. Indeed, this has caused some initial lived 

effects on health services and challenges for the work of health providers, as well as their 

ethical conduct in designing or thinking about the practices of the 2013 MHICS 

implementation. 

6.3 The silence of the problem representation of essential services 

This section explores the problem representations that are underrepresented across the 2013 

MHICS policy documents and the thing said by the interviewees at the national level. It aims 

to find the underrepresented discourse or assumptions and investigate how something becomes 

a ‘problem’ in one situation and not in another (Bacchi, 2009). Most of the findings 

concentrated on services and collaboration on CDs prevention and surveillance, as well as the 

2013 MHICS registration and management. There is little discussion of how to improve 

services for migrants, such as improving environmental and occupational health services (En-

Occ), reproductive health services or school health for migrant children.  
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6.3.1 Improving environmental and occupational health services (En-Occ) 

There were only 3 documents out of the 30 selected from the national policy institutions that 

presented this problem representation. In addition only 10 interviewees from the DDC who 

discussed this representation. The discussion of En-Occ services constructed within the texts 

and the interviews is bound with the context construction of the changing socioeconomic 

conditions in Thailand. These sources raise the need of migrant workers to work in Thai 

industries due to the change in demography in Thailand, and Thai economic development. The 

texts and these interviewees also conceptualized the need of migrants to develop Thai economic 

development, especially in the labor-intensive industrial zones. The texts focus on improving 

En-Occ services, especially regarding the risk of dust, noise and pollution in the workplace. 

The MoPH documents and interviewees offered the mixed problematisation of the neoliberal 

health problematisation (self-health governing) and the use of technology to create surveillance 

systems to improve the tracking systems, in order to identify En-Occ problems which may 

develop into a CDs hotspot in a migrant community. Again, the health security discourse plays 

an important role in this problem representation. 

Improving En-Occ services should include letting migrant workers and their families 

participate in protecting the environment…hygiene…toilet and other areas of sanitation. 

Health providers should educate them and strengthen migrant health surveillance networks 

and train them to protect themselves from En-Occ diseases that may develop into CDs 

transmission (MoPH39_SPD). 

The interviewees also further describe the problem of environmental health services for 

migrants due to a lack of migrant health data. These interviews stated their concerns about 

migrants’ living and working environments which could become communicable disease 

hotspots. This is because migrants live in congested areas and often work in dirty, dangerous 

and difficult conditions, all of which may contribute to the development of both non-

communicable disease and communicable disease. 

I worry about migrant living conditions. They live in such congested areas and work in 3Ds 

factories. These unhygienic conditions may develop into, not only non-communicable disease, 

but also communicable disease outbreaks (VN, Centre Head, Nursing). 
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These interviewees propose the need to educate migrants to be responsible for their health 

based on the neoliberal health problematisation. Moreover, the interviewees also stated the 

need to strengthen collaboration with private actors and employers, as well as other Thai 

authorities and NGOs, to track and keep surveillance on the migrants. Apart from this, all 

NGOs and experts suggested that most migrant health services that are not related to 

communicable disease or infectious disease are considered to receive less attention. This is 

because the views of the Thai state towards migrants are that their issues are national security 

issues. Therefore, the problem of human rights or the rights to better working conditions, as 

well as En-Occ rights, are silenced. Indeed, this reflects the discursive effects that have a 

negative effect on the lack of discussion about En-Occ rights in reality.  

I think this is because the Thai state views migrants as a threat, so in order to highlight their 

health position vivid and get support, migrant issues are framed under health security. For 

environmental and occupational health, I think it is their rights (migrants’) to get protection, 

but again, they (the Thai government and the MoPH) need to link them to security. This raises 

some human rights in reality (Nat_NGO01, Associate Allied Health, Social Work). 

Here the discursive effects and the position of migrant health were created within the health 

security paradigm.  This paradigm limits what can be thought differently in terms of migrant 

rights. These interviewees also reported a lack of finance to support occupational health and 

improve environmental working conditions for migrants, all of which causes problems for 

health professionals, as well as for the quality of work and life of the migrants. 

6.3.2 Improving reproductive health services 

The second silence of the problem representation relates to improving reproductive health 

services. It only appears in 2 out of the 30 selected texts, and these were produced by the MoPH. 

There are only 6 health actors from the DDC of the MoPH who mention this ‘thing said’. This 

research found that this representation is influenced by the health security discourse overall, 

and most focused on specific migrant groups as well as STDs  prevention and control. Indeed, 

it was found that most migrants who are the focus of this construction are female migrants who 

lived with HIV/AIDS, and the practices mainly concentrated on the prevention of HIV/AIDS 

from mother to child.  

The health insurance benefits also cover health checks for at-risk groups, providing anti-viral 

drugs for migrant mothers who are HIV positive to prevent transmission from mother to child, 
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as well as family planning and home visits…this is done to conduct surveillance on sexual 

transmitted diseases (MoPH045_OPS). 

In addition the MoPH texts and some DDC interviewees talked about the need to train staff to 

improve the STDs prevention protocol. Both sources described the health professionals’ role 

to maintain migrant understanding and safety, while the discussion among the interviewees 

stated that the medical staff must work as an active STDs surveillance actor in providing 

reproductive health services for migrants. This also includes the need to use NGO networks to 

help in detecting undocumented migrant women in the isolated areas along the borders.  

The MoPH interviewees also argued the need to detect male migrant workers who are likely to 

be at risk from STDs due to their sexual behaviour. This male migrant group is not mentioned 

in any policy texts from the MoPH. Interestingly, the texts and interviewees at the national 

level did not mention the migrant patient’s role in prevention and control of STDs, as with 

other CDs practices. Moreover, The MoPH interviews, especially from the DDC, constructed 

female migrants as vulnerable and male migrants as deviant actors who have poor sexual 

behaviour. These constructions reflect the Asian gender culture. One interviewee expressed 

that: 

The different views of migrants and STDs depend on their gender. In Asian culture and from 

what I have experienced, female migrants are passive in term of sexuality, but males are more 

active and more open. So, we can see male migrant policy is more focused on their active 

behaviour (SMK, Assistant director, Medical).  

The MoPH texts construct the role of health providers as the main actors in improving services 

and highlighting the concept of health security and centralized state control (top-down), while 

migrants play a small role in maintaining their gender health and sexuality. This thing said still 

remains part of the health security problematisation. Here, the health agents acknowledge 

themselves as health security actors. They also view the migrants as a considerable threat to 

the Thai health system, social security and the health insurance program. Indeed, this reveals 

both discursive effects and subjectification effects, as well as lived effects. 

6.3.3 The concern of school health 

This is the most underrepresented problem representation. There are only three documents (one 

from the MoPH and two from NGOs) that discuss this problem representation, even though the 
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2015 cabinet resolution includes the implementation of health insurance and health services for 

migrant children as a main element of the policy. Interestingly, there were no interviewees at 

the national level who discussed school health practices. In these MoPH policy texts, the 

concept of migrant children’s health is influenced by both health security, in terms of 

communicable disease prevention, and migrant children insurance, as well as the neoliberal 

health concept, in terms of migrant self-governing. These texts highlight the need to improve 

self-care training for migrant students and migrant teachers  and highlight the importance of 

education about communicable disease prevention and 2013 MHICS children’s insurance. 

However, the NGOs’ texts further argue that living conditions and food security are also a part 

of the program that needs to be improved. Such improvements are vital for maintaining the 

healthy condition of migrant children, as well as their protection.  

One NGO text critiqued the MOPH program decision to implement an iris and fingerprint scan 

for migrant children, in order to improve the tracking of migrant children’s health profiles and 

movement, for disease surveillance and health insurance data revealing a mix between health 

security and the neoliberal health discourse. In fact, the NGO’s text argued that this strategy 

may lead to human rights abuses, including the issue of child privacy. The text also described 

that these practices were conducted without the children’s consent. Again, regarding the health 

issues of migrant children, the health security discourse is influential in shaping the policy, 

regardless of the particular group of migrants. 

There is a concern about using technology, like iris scans or fingerprint scans, for tracking 

migrant children’s health for data about disease surveillance and vaccine records. The Thai 

government must consider their rights, consent and privacy, as well (NGO09).  

The problem representation of improving migrant children’s health services offers a mixed 

problematisation. For the government, migrant children’s health services can be improved 

through self-governing and increasing migrant health knowledge, which is influenced by neo-

liberalism. Moreover, migrant children, or migrant student volunteers, and teachers also act as 

disease surveillance actors to control communicable disease, as well as registering for the 2013 

MHICS. This reflects the health security discourse that shapes the practices and the 

understanding of the problem representation.   

In sum, the results of this section demonstrate that there are a number of specific health services 

which are mentioned in the texts; however, they do not appear to assume dominance compared 
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with the three previous strategies mentioned. The different problem representations and 

assumptions indicate the effects on real lives, as well as the understanding of migrant health 

issues. Therefore, the next section will explore the silence and the effects of the main problem 

representations. 

6.4 Conclusion 

The use of the Bacchi’s WPR approach (2009) and Bacchi and Bonham’s PIA approach (2016) 

offers guidelines for systematically examining the problem representations and ‘thing said’ 

which are constructed in policy. It offers a different level of analysis compared to conventional 

policy analysis which concentrates on seeking a solution. The problem questioning approach 

provides an analytical result that reveals how Thai migrant health insurance and services issues 

are understood. This chapter demonstrated that the issue of migrant health insurance and other 

related migrant health services are constructed at a national level through the health security 

problematisation, the neoliberal health problematisation and the human rights 

problematisation. Indeed, the perspective from the national level reveals the problematisations 

that are accompanied by Thai bureaucratic influence in shaping the practices of migrant health. 

This chapter uncovers the different problematisation processes from the national actors, the 

experts and the NGOs. It also shows that each problem representation is encompassed by 

different contexts, culture-values and discourses. Indeed, it helps to draw out the lessons learnt 

to improve policy strategies and also raise the critical questions about the practices that cause 

human rights problems. This chapter highlighted the three main problem representations 

which, in turn, highlight processes that allow some problem representations to assume 

dominance while others are under-discussed across the policy texts and interviews. Indeed, the 

different problem representations indicate effects on health service for migrants and on health 

professionals’ practice, all of which reveals an overall understanding of migrant health 

insurance and migrant health issues. 

Finally, the findings offer opportunities for rethinking the 2013 MHICS policy problems to 

uncover unintended harmful consequences and unspoken issues that are buried under the 

dominant problematisation and its discourse. The following chapter will outline the analysis of 

both interview transcripts and policy texts from the perspective of different location. It will 

highlight the political nature of the poststructural approach, which provides an entry point into 

the knowledge that makes it possible for something to be discussed and understood. It focuses 

on comparing the problematisation in two different locations presented in the case studies of 
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Tak province and Mukdahan provinces. All of this reveals different versions of the world, with 

a concern for the politics within which object and subject positions are created and understood 

through the problematisation of the 2013 MHICS policy.  
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Chapter 7 The problematization in contemporary Thai migrant 

health from local perspectives  

This chapter aims to merge the findings of the documentary analysis and the interview analysis 

from two different border provinces. It takes a case study approach to demonstrate the unique 

practices, discourse, and the understanding of migrant health in two different locations; one 

case focused on Mae Sot district in Tak province, bordering Myanmar, and the other focused 

on Muang Mukdahan district in Mukdahan province, bordering Lao PDR. Both case studies 

compare the problem representations found in the 2013 MHICS policy practices that 

demonstrate certain understandings of what policy texts and interview data suggest for changes 

in practices in different contexts. Moreover, these cases studies also reveal the assumptions 

(discourses) that shape the problem representations which are health security, neoliberal health, 

and human rights, as well as the adjustment of practices and all policy stakeholders’ subject 

constructions. Then, each section outlines the silence of the problem representations that failed 

to emerge in most of the policy documents and interviews. Finally, they demonstrate the effects 

of the problem representations which reveal the different understandings of migrant health in 

the two locations. 

 

7.1 Tak province 

Tak province, which includes 14 sub-districts, is situated along the Thai-Myanmar border. Mae 

Sot, the research site, is one of the biggest of these sub-districts (BOI, 2015). This special 

border area is connected to Myawaddy, Myanmar and has the highest concentration of migrant 

workers (Immigration Bureau, 2019a).  Several problem representations were highlighted 

across the policy texts and the interviews from Tak. These problem representations encompass 

different discourses and limit what is possible to think. 

7.1.1 Improving the collaboration 

There were three collaborations that were highlighted: internal collaboration, international 

collaboration and collaboration between civil organisations. The internal collaboration 

representation in Tak province shared the same representation of CDs prevention collaboration 
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with the texts produced by the central government and the MoPH. However, the documents 

produced by all Tak local health institutions and experts, as well as the local Tak health 

professionals, discussed another problem representation related to collaboration based on 

resource integration and financial arrangements. These sources demonstrated the problems 

associated with the lack of financial support, health professionals and medical supplies for CDs 

surveillance collaboration, and the problems in enrolling undocumented migrants for the 2013 

MHICS. Moreover, the interviews with many frontline staff in Tak reported the problem of a 

lack of data, and the need to use technology to enhance the capacity of health screening, CDs 

surveillance collaboration and tracking the health status of migrants after they have  enrolled 

for the 2013 MHICS. 

Interestingly, both documents produced by the Tak local hospitals and experts, as well as the 

interviews held with CEO of the Tak provincial health office and hospital, constructed a 

negative view towards undocumented migrants who use services at Thai hospitals but could 

not pay, causing financial problems for local hospitals. Moreover, this aligns with the 

interviewees who are managers who described that many health professionals feel conflicted 

about maintaining their professional health roles. For instance, health providers face a dilemma 

in feeling uneasy when they have to reject undocumented migrants who are uninsured by the 

2013 MHICS and cannot pay, based on their professional ethics and the problem that unpaid 

bills can cause financial constraints at the local hospitals. This was also confirmed by all 

frontline staff who work with migrants on the ground. This argument was supported by 

showing the hospital debts regarding the fees that could not be collected from poor 

undocumented migrants. This was revealed in texts produced by the Tak health institutions. 

These sources ask for better resource and financial collaboration among different health 

institutions, as well as other local governmental offices in order to cope with the unpaid service 

charges, and use the budget to improve CDs screening before enrolling migrants for the 2013 

MHICS. The frontline staff also stated that resource collaboration will reduce tension and 

difficult feelings in providing services for poor undocumented migrants.  

Certainly, this reveals the tension subjectification effects in constructing the health 

professionals’ position in balancing human rights based on medical ethics and health security 

roles. In fact, the concept of health security reveals the tension between different policy actors 

at the practice level reflecting the lived effects in implementing the 2013 MHICS policy. On 

the other hand, the texts from the Tak health institutions and experts discussed the lack of 
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financial support from, and collaboration with, the MoPH, and the problem of the bureaucratic 

process of health registration that slows down the 2013 MHICS insurance process and causes 

a barrier for many undocumented migrants to register for health insurance. Tak interviewees 

and expert interviewees construct the migrants as a poor, undocumented population with 

vulnerable health status, who have problems in registering for health insurance schemes due to 

their lack of identification documents and their minority status. The concept of using 

documents reflects the concept of national security in identifying and controlling migrants via 

Thai bureaucratic assumptions. On the other hand, the migrants come to use the health facilities 

in Thailand without being able to pay for them. This causes a financial burden for the hospitals 

and a lack of guaranteed access for these migrant groups based on human rights. Indeed, this 

representation was produced in the texts and interviewees from Tak local health institutions 

and experts. However, it is silent across the central government, the MoPH and the Mukdahan 

local health institutions’ texts.  

Another interesting point about internal collaboration that was reported in the Tak practical 

texts was the strategy to attract more funding in order to improve the CDs surveillance system 

and implement better policy decisions.  The experts’, local Tak NGOs and local hospital 

documents proposed collaboration based on technological investment. This reveals the 

assumption based on a mix between health security and the neoliberal health discourse in 

tracking different migrant groups effectively, and building a migrant health profile database. 

Indeed, this strategy is proposed in order to effectively recruit undocumented migrants to 

register for the 2013 MHICS scheme. This problem representation constructs the health 

professionals as health security actors in implementing the 2013 MHICS practices. However, 

there are some lived effects regarding the use of technology that were discussed among 

frontline staff, the local NGOs and all experts during the interviews. One expert suggested that 

the tracking system may cause the problem of allowing undocumented migrants to access care. 

The dilemma of technological investment in tracking systems is that the doctors and nurses 

cannot turn a blind eye to migrants’ legal status. This might cut off the channel for health 

professionals allowing poor, vulnerable migrants to receive treatment (NGO02_MS, operation 

manager, associate allied health). 

This shows the conflicting between health security and human rights discourse. Importantly, 

these texts and all Tak interviewees constructed undocumented migrants as a risk group likely 

to be exposed to CDs due to poor health and their economic backgrounds. The documents also 
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discussed how the poor, undocumented status can cause real, negative effects on the 2013 

MHICS registration system and impact the financial security of the hospital 

For international collaboration, there were few Tak local health institutions’  texts or local 

NGOs’  texts that mentioned this issue. Tak local texts only discussed the problem of disease 

surveillance and the sustainable problem of medical training projects between local hospitals 

to develop a communicable disease surveillance system. Again, these texts also discussed the 

problem of sharing migrant data which was an obstacle to enrolling migrants for the 2013 

MHICS.  An interesting point found in Tak health interviews and those with local NGOs, as 

well as some documents produced by the Tak provincial health and local hospitals related to 

its neighboring country’s (Myanmar) context.  These sources explained the difficulties of 

government-to-government collaboration because most of the undocumented migrants who 

live along the border are from minority groups who are not recognised as citizens of Myanmar  .

Myanmar continues to experience ethnic conflict and migrants who are from minority groups 

struggle to get a Myanmar passport or citizenship  .Therefore, the sources from the Tak health 

institutions and NGOs stated that it is essential to maintain a balance between providing aid 

and collaborating with the local hospitals for? the Myanmar minority groups, and maintaining 

a relationship with the Myanmar government.   Here, the  neighbouring country like Myanmar 

was constructed as a challenge factor in implementing the 2013 MHICS policy and health 

security. This is because the health professionals must consider the Myanmar political context. 

A health professional explained that: 

Working on health insurance for migrants is quite unique but working in Tak is 

exceptional…we need to be both health security actors and diplomats in maintaining a good 

relationship with Naypidaw (the central Myanmar government). This is because most migrants 

who work in Tak are from minority groups, like the Karen. They have some issues with the 

Myanmar government. So, if we help them even based on the health security collaboration, we 

must be careful that our health security does not create any national security issues (VT_TK, 

associate director, medical).  

The discussion from both national NGOs and local Tak NGOs interviewees also mentioned 

these politically sensitive issues that undermine collaboration on migrant health between 

Thailand and Myanmar . They discuss the problems of language and cultural gaps that become 

barriers to collaboration . This was also raised as a problem by all interviewees from Tak 
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hospital and the provincial health office. In fact, several frontline staff, as well as an executive 

member of Tak hospitals discussed their roles. One frontline worker explained that: 

Our role is to think of how we can implement the MHICS to secure our financial situation 

because many undocumented migrants are not recognised by the Myanmar government. So, 

they do not have passports. On the other hand, we must maintain our position in international 

politics, too. Therefore, our role is not just related to health security, but also national security 

(KK).  

Here, a neighbouring country like Myanmar is constructed as chaotic, unstable and conflicted. 

Moreover, the Myanmar political situation is also produced as the discourse attribute to support 

the health security purpose, as well as the practices that need to balance between health security 

and national security. This also reveals subjectification effects on health professionals who 

need to balance their roles and also work with neighbouring countries. This reflects the tension 

and problems on their lived effects in balancing their practices and implementing the policy. 

Here the undocumented migrants are considered to be a passive object because this problem 

representation views migrant health issues as matters of the state rather than health and human 

rights. The health professionals from Tak discussed their concerns about the unsustainability 

of the collaboration on integrating resources and data-sharing for disease surveillance due to 

the political situation of the neighbouring country - Myanmar. This reveals a concern with 

geopolitics. Therefore, Tak interviewees stated the need to maintain international and 

diplomatic relationships with the central Myanmar government, even though the collaboration 

based on health issues is considered a low priority.  These interviewees proposed the balancing 

of power practices with ethnic groups based on health security/human rights and the 

international relationship between states.   

For the perspective towards Myanmar migrants, these interviewees viewed them as minority 

groups that require consideration regarding international sensitivity and national security when 

dealing with them. Moreover, these Myanmar migrants were also viewed as a risk group who 

could have been exposed to CDs, and therefore, need to be monitored. Here, the local health 

professionals acknowledge themselves as health security actors in conducting disease 

screening and in tracking migrants. Interestingly, local health professionals in Tak also see 

themselves as having the additional role of health diplomats, needing to be aware of their 

conduct in collaborating with minority groups from Myanmar. 
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While all of the NGOs and experts shared the same ‘things said’  with Tak interviewees, they 

also further described the need to change the  mechanisms of collaboration.  These actors 

proposed the need to collaborate to close the gaps in the different legal systems in order to help 

migrants register and work legally in Thailand. This reveals the construction of positive lived 

effects. In reality, the problem of the MHICS registration practices comes from the requirement 

that the migrants must pass the national verification process. The verification process requests 

the migrants’ identification documents, such as their birth certificate from their original 

countries. However, both policy documents and interviewees from Tak explained that many 

Myanmar migrant workers and their dependents are from minority groups. It is difficult for 

them to get documents from the Myanmar government. This has become one of the negative 

effects from both national and health security in the 2013 MHICS policy implementation. 

Finally, the problem representation of the collaboration with civil organisations focuses on 

building networks between the NGOs and local health providers. The purpose of this problem 

representation is to encourage more collaboration between NGOs and the local health 

providers, in order to construct better health surveillance networks and recruit migrants to the 

2013 MHICS. This representation was also mentioned in several documents that were produced 

by the Tak health insurance units at the local hospitals which reported difficulties in 

collaboration with the NGOs.  

NGOs have different standpoints on collaboration on health insurance. There are some NGOs 

that recommend migrant patients who are sick with cancer to buy and register for the MHICS 

insurance. This is not an aim of the 2013 MHICS policy. This causes conflict between the 

frontline staff and the NGOs (REG9_Tak).  

However, several texts produced by the health operations units of Tak provincial health offices, 

hospitals and local NGOs in Tak discuss collaboration with NGOs in bidding for funding 

support from international organisations (IOs). This is done to mobilise collaboration with the 

local Myanmar hospitals to screen migrant workers before entering Thailand and enrolling in 

the 2013 MHICS. These texts commented positively on collaboration in bidding for funds from 

international organisations (IOs) like the Global Fund to manage high-cost services, such as 

cardiovascular treatment for undocumented migrants who have not registered for the 2013 

MHICS policy. These documents stated the issues of their legal status and their minority status 

caused problems in obtaining the documents to apply for the 2013 MHICS. Therefore, these 

documents proposed to enhance collaboration between local health providers and NGOs to bid 
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for funding support from international organisations (IOs) to fill the gaps of the 2013 MHICS 

policy in providing services for uninsured migrants.  

This suggests that the neoliberal assumption operates through its status as the orthodoxy of 

international economic bodies. In the texts produced by the Tak health institutions and NGOs, 

it is stated that Thailand relies on financial aid from IOs such as the Global Fund and the WHO 

to mobilise high-cost health services for both documented and undocumented migrants who 

are not registered by the 2013 MHICS insurance. This assumption also includes the 

collaboration between Thai hospitals and the local Burmese hospitals in providing services for 

undocumented migrants. Thai public health organisations also use this aid to cover the high 

service costs resulting from undocumented migrants who are not eligible or have not enrolled 

for the 2013 MHICS. The texts from Tak local hospitals stated that funding projects from IOs 

are used to manage the extra costs from migrant health insurance and other CDs prevention 

practices which are not a part of Thai national policy, such as migrant health volunteer training 

programmes. There is an interesting collaboration between Thai professionals and NGOs in 

using the funding from the NGOs. This reveals the strong influence of the Asian neoliberal 

assumption. One local NGO in Tak explained that:  

After successful bidding for support from IOs…at the implementation level, the program 

management depends on local Thai health professionals’ judgment…some financial support 

from IOs may be used for other purposes that fit the local context (NGO07).  

This reveals that different units (the insurance units and the health operation units) in the same 

location can have different understandings of migrant health. Here, some texts and interviewees 

from the health operations unit reported positive collaboration with the NGOs in bidding for 

funds from the IOs to maintain financial security. While, the health insurance (HI) unit reported 

difficulties in dealing with the NGOs who try to enrol sick migrants in the 2013 MHICS. 

Interestingly, both units argue a different understanding on collaboration with NGOs; however, 

the arguments of both reflect the health security assumption. This shows the discursive effects 

and subjectification effects that limit the practices based on the health security paradigm. 

Another interesting point found in Tak policy texts is that the texts introduce many practices 

for transforming the structure into a modern management system. These texts described the use 

of business models to increase the efficiency of tracking migrants and enrolling them for the 

2013 MHICS. Therefore, the executive members of Tak provincial health office and the local 
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hospital in Tak proposed the need to improve their skills in bidding for funding support from 

international organisations (IOs) to fund CDs prevention and control projects.  

We use the money from the Global Fund, the IOM and the WHO to conduct mobile services 

and hire extra migrant health assistants. This is helping us to bridge the language and cultural 

gaps. It aims to address the human rights purpose to increase their access. We also use the 

migrant health volunteers to educate migrants about self-care and understanding of migrant 

health rights. We use the money from the IOs because Thai public health does not have a policy 

about this )VT_TK, Associate Director, Mae Sot Hospital, Tak).  

Still, the executive team from Tak province took the health security position. These 

interviewees also used the neoliberal health practices as means to achieve the health security 

purposes. The bidding fund from IOs and restructure of financial system aims to increase the 

efficiency of financial management and maintain the financial security of  the organisation. 

However, this ‘thing said’ was critiqued by the operations managers from the MoPH, national 

NGOs and the experts. These interviewees took the human rights stance and believed that 

bidding for funding support may pose some negative lived effects on health services in the 

local areas. This is because the IOs’ projects focus on funding to prevent CDs and support only 

some CDs services. Indeed, these interviewees also explained that many local health practices 

still concentrate on health security activities. As a result, there might be a lack of attention to 

non-communicable diseases, environmental health services and other services related to 

physical abuse and domestic violence that is necessary in the local areas as a negative effect. 

Moreover, this may result in problems regarding health access for migrants who are not sick 

with CDs as a real lived effect.  

A final interesting point was that the interviewees had different views towards IOs who 

represent the main funders and neoliberal influencers. The experts tended to describe the role 

of IOs differently. They constructed the IOs as having less power in giving direction and 

monitoring how their funding support is used by health professionals at the implementation 

level. The experts also suggested that Thai hospitals have their own authority and some degree 

of power to interpret the use of money and the direction of the budget allocation that comes 

from IOs. This reveals the influence of an Asian style of neoliberal discourse in which the state 

is still in control of the matter of migrant health. Indeed, the analysis showed that the 

understanding of migrant health insurance issues and other related services is under the 

influence of the health security discourse, even though there are other discourses, like 
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neoliberal health and human rights, taking part in some practices. However, those discourses 

are still portrayed as a means to achieve the objective of the health security problematisation. 

7.1.2 Adjust the service protocol and the silence of essential services 

This section discusses the problem representation around the migrant health services in Tak. It 

includes an analysis of the main problem representation about friendly services that was widely 

reported in both documents and interviews. Moreover, this section also highlights the limited 

discussion on the essential health services that require specialist attention across the Tak 

dataset. Therefore, it is important to explore why some services assume dominance while others 

become silent. 

7.1.2.1 The friendly services 

This representation of improving services with the practices of friendly services also 

appeared in the interviewees and texts produced by Tak. Both sources from the Tak health 

institutions highlight the training practices for migrant volunteers’ acting as doctors’ assistants 

in providing surveillance of CDs outbreaks and communicating with other migrants about self-

communicable disease prevention and the importance of registering for the 2013 MHICS. 

However, this problem representation was critiqued in the texts produced by the local NGOs 

in Tak and by the experts who argued that Thai health providers were too focused on migrant 

health volunteers and migrants as a means to create health surveillance actors. Moreover, the 

interview results from both the local NGOs in Tak and the experts also reported that the practice 

is too focused on educating migrants as to how to maintain their health related to CDs 

prevention and the 2013 MHICS registration. At the same time, there is less discussion about 

informing migrants about their health rights. This suggests there are two different problem 

representations in improving the migrant health service protocol within the ‘friendly service 

practice’. One NGO text explained that: 

The friendly services protocol to recruit migrants to register for the MHICS schemes seems to 

be about the politics of health securitisation. Many migrants cannot read and they lack 

understanding about their health rights. To increase health literacy in sustainable ways… let 

migrants understand or learn about their rights (NGO09). 
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The results show that some texts produced by the Tak local health institutions have a mixed 

assumption of health security and neoliberalism via the concept of migrant self-care practices. 

This also aligns with some arguments from managers and frontline staff from Tak hospitals. 

These practices are used in the friendly service strategy by providing information in migrants’ 

original languages. Indeed, the practice provides health education for migrants, helping them 

to be responsible for their own health. This shows the concept of self-health governing actors 

showing the neoliberal health assumption that individuals should be responsible for themselves 

and run their own lives (Chapman, 2017). The state provides a safety net which is a level of 

subsistence support. Therefore, people are subject to self-surveillance and self-regulation 

(Mulderrig, 2019; Bacchi, 2016). Texts from the local health institutions in Tak showed several 

strategies for educating migrants to improve their self-care and individual health literacy, which 

aims to reduce the workload of Thai healthcare providers, especially at the local level. Indeed, 

this practice was critiqued by the documents and interviewees from the local NGOs office in 

Tak and the experts, who argue that it mainly focuses on the practices of self-care and disease 

prevention. Encouraging migrants to register for health insurance by using both migrant health 

volunteers and media also reveals the concept of Thai health finance security or public health 

security that aims to maintain the financial management of the hospital and reduce the problem 

of risk pooling of the 2013 MHICS.  

Another interesting point is that many interviewees from Tak hospital and provincial health 

office proposed the need for more manpower and financial subsidies for managing migrant 

health insurance registration services and friendly health services at the local level.  This 

additional financial support was need to enhance services, including the provision of training   

in these friendly skills among the health providers and developing migrant health education 

based on CDs prevention and the 2013 MHICS. Indeed, there is less discussion about the rights 

of the migrants such as right to access to essential services and the rights to register to the 

health insurance and ensure financial health protection. 

7.1.2.2 Improving reproductive health and sexually transmitted disease services  

This problem representation was considered to be silent across both datasets. It was only 

discussed among health providers in Tak hospitals, provincial health offices and within their 

policy texts. This problem representation focuses on individual migrant health and the strategy 

to increase health literacy about sexually transmitted diseases (STDs) prevention for teenage 
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female migrants. This shows the concept of migrant patient engagement in light of self-

governing based on the neoliberal health assumption as a subjectification effect. 

This problem representation is silenced across the texts produced by Tak health providers and 

experts (state texts). However, there are only few documents from the Tak hospital and national 

and local NGOs in Tak discussed about this practices. These sources are shaped by the health 

security discourse in preventing communicable disease still play an important role compared 

to other practices. This reveals the discursive effects of the limits on what can be thought and 

said. 

MTC has identified priority areas to help reduce complications from unsafe abortions which 

include increasing access to high quality, comprehensive post-abortion care services, 

upgrading staffs’ clinical and counselling skills, increasing awareness and knowledge in the 

community, and increasing access to safe abortion services (NGO07). 

Indeed, the representation of improving reproductive health services is mainly influenced by 

the health security problematisation. This can be found in the practices of STDs prevention and 

control. For the interviews, the interviewees who are the frontlines from local health institutions 

in Tak explained the importance of engaging migrant participation in taking responsibility for 

their health via health education practices. These interviewees seem to transfer some 

responsibility to the migrants in caring for their own reproductive health based on the neoliberal 

health assumption, while the NGOs further discussed other health service problems. Both 

national and Tak NGOs’ texts focus on improving reproductive health based on the 

dissemination of STDs prevention information to migrants. The national NGOs and Tak NGOs 

interviewees discussed unsafe abortion practices in young undocumented female groups.  

Another interesting point found in the interviews with the managers from Tak local hospital 

and local NGOs in Tak stated that migrant health volunteers (MHVs) are very helpful actors in 

the process of providing services. They help to fill the language and cultural gaps and help with 

CDs prevention and control. These MHVs have become major players in Tak local hospitals, 

building networks with undocumented migrants workers who live in isolated communities and 

are members of ethnic minority groups. Here, the MHVs and the undocumented migrants have 

become an object of thought. The MHVs are also used to inform the migrants about the 

regulations of the 2013 MHICS and to help Thai staff enrol migrants in the 2013 MHICS 

insurance schemes. This demonstrates that both health professionals and the local NGOs in 
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Tak argue from the health security position. This also addresses the problem associated with 

having insufficient staff to implement the 2013 MHICS policy.   

In Tak, we have many poor undocumented and uninsured Myanmar migrants; they have 

problems communicating with us, and their minority status in Myanmar causes them problems 

in obtaining the documents needed to register for the 2013 MHICS. Therefore, we lack data to 

track them. The MHVs play a crucial role in identifying and communicating with these 

migrants, and tracking their movements, which helps us to conduct disease surveillance in 

isolated communities (VT_TK, Associate Director, Mae Sot hospital, Tak).   

The analysis demonstrated that the different discursive practices, the construction of 

interviewees’ positions and their perspective on migrants depend on the context and the local 

health institutions’ experiences in dealing with migrants. Tak interviewees tended to construct 

the use of MHVs based on health security practices and argued from a health security position. 

However, the experts and the national NGOs critiqued the use of MHVs as an unsustainable 

practice, especially in Tak province. This is because Thai law does not allow migrants or 

foreigners to work in public health services, so there are negative live effects because there is 

no financial support from the MoPH to support hospitals in hiring these MHVs. This reveals 

the negative real effects on the sustainability of this strategy in implementing the 2013 MHICS 

policy for the local health professionals and the unsustainability of the services for migrants. 

7.1.3 Improving the health insurance registration system  

This problem representation was widely discussed among Tak sources. The dataset from Tak 

reported the need to reduce the complication of registering undocumented migrant from 

Myanmar. This is done by minimising the use of identification documents as an evidence to 

enrol migrant to the 2013 MHICS. Moreover, the data constructed the neighbouring like 

Myanmar that still have poor health record systems, so it has been difficult for migrants to 

obtain records since they were born. It is difficult for these groups to pass the national 

verification process (NV) which is a part of the 2013 MHICS registration. Indeed, without 

these documents, migrants are ineligible to register for the 2013 MHICS policy. This causes 

the problem and complication in enrolling migrant to the Thai migrant health insurance system. 

This factor results in low registration rates and this has an impact on the health financing of the 

local hospitals. The Tak interviewees from both hospitals and provincial health offices also 

supported the need to improve this complex system. These interviewees constructed this 
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problem as coming from an outdated bureaucratic system that relies on migrants’ identification 

documents as supporting evidence for enrolling them in the 2013 MHICS policy, and this poses 

challenges for the OSS collaboration.  

The OSS problem is that the agents do not discuss how to manage the process of enrolment. 

Thai migration policy and bureaucratic management still rely on nationality and race 

identification documents as a part of national health security policy. This has caused problems 

for both employers and undocumented migrants from Myanmar and Laos, where they have 

internal political conflict and poor records systems (MSTK_HIG2PP2, General Practitioner, 

Nursing, Mae Sot Hospital, Tak).   

Additionally, the general practitioners from Tak local hospital pointed out the difficulties in 

understanding migrant immigration documents led to problems in categorising the different 

groups of migrants, and ensuring their right to register for the 2013 MHICS policy. This also 

increase workload and time-consuming for the health professional in register the migrant to the 

2013 MHICS. Indeed, this problem representation did not appear in any documents. The 

frontlines and managers from Tak hospitals stated that this complication caused negative lived 

effects on their workloads due to the need to manage both health screening and management 

of the documents. In fact, some Tak local health institutions’ documents stated that 

undocumented Myanmar migrants are considered to suffer more compared to other groups of 

migrants due to their minority status causing them to not be recognised as Myanmar citizens. 

Lacking identification documents from the Myanmar government means migrants are not 

eligible to register for the 2013 MHICS policy or work legally in Thailand. This reveals the 

complex Thai bureaucracy that heavily relied on the documentation. Interestingly, the data 

showed the subjectification effect of health professionals was argued from a human rights 

discourse. These interviewees expressed the complication of registration system also caused 

real lived effects on both migrants’ right to health and the health finances of the Thai local 

hospitals due to the low registration and the problem in access. This shows the discursive effect 

problems that are influenced by the health security assumption with a mix of human rights 

problem. The data reported the problem of managing Thai bureaucratic systems which reflects 

the national security discourse which relies on documentation to identify the migrants. These 

notions were discussed among operation managers, practitioners, experts and local NGOs. One 

frontlines explained clearly that 
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The 2013 MHICS registration system is builder based on health security assumption based on 

financial protection (laugh) for Thai health system not the migrants. The system also mirrors 

Thai national security. Which you can see from the ideas of using migrant identification 

documents in order to build their migration profiles as well as tracking them to monitor the 

CDs outbreak…however, this make our system complicated and unethical… indeed leaves 

some undocumented behind (MSTK_HIG2PPL2, nursing, medical operation).  

The complicated process becomes a constraining factor to achieving the 2013 MHICS policy 

goals. The discursive effects of the use of documentation for the 2013 MHICS registration was 

critiqued the texts produced by the Tak local health institutions as a barrier to health access. 

One expert text reported that: 

The Thai government is mainly relying on the documentation to identify the migrants before 

registering for the 2013 MHICS insurance process. To obtain a health insurance card, the 

migrant must pass the national verification process…which is impossible for the minority 

groups that are not recognised by the Burmese government…the offices of the OSS team 

require the documents as evidence to record and track migrants for national security and 

health security purposes. This leads to problems with health access (EXP24).  

In the interviews, Tak operations managers and health practitioners from the health insurance 

units further criticised the process for being constructed without considering the reality that not 

everyone has a birth record in neighbouring countries and that there are internal conflict 

problems  .This ‘thing said’  was also mentioned by the executive team of the provincial health 

offices, and local hospitals stated uneasy feelings about pushing the neighbouring countries 

authority to grant those migrant ’s documents in order to enrol migrants in the Thai registration 

system and the 2013 MHIC. However, these interviewees did not offer any alternative solutions 

to this problem. All of this, perhaps, demonstrates the negative effects regarding this ‘thing 

said’.   

There are three subjectification effects in this problem representation. First, the Thai authorities 

who become health security actors have roles to screen for disease. Second, the Myanmar 

government is portrayed as unstable which, it is argued, causes problems for the Thai health 

registration system. Indeed, the health security discourse indicates the discursive effects and 

remains an influential practice of the 2013 MHICS policy practices. 
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The solution towards this problem representation is controversial. The executive members of 

the hospitals and provincial health offices purposed the used of broker company to enhance the 

efficiency of the registration services. These interviewees believed that both Thai and foreign 

sub-contract brokers are able to help the health professional in screening migrant’s 

documentation and reduce the complication problems. However, all NGOs, experts and some 

local frontline staff in both Tak hospitals also raised criticism towards the use of sub-contract 

brokers because this creates more health access problems for undocumented migrant workers 

and their dependents. Therefore, these interviewees call for ending the use of brokers. One Tak 

practitioner strongly expressed that: 

Using brokers to manage migrants in the OSS causes some human rights problems. It also 

reveals our outdated health security and bureaucratic system that relies on documentation…. 

Yes! All documents for registration must be translated into Thai. The process is very confusing 

for the migrants and us (the frontline staff). Some brokers pretend to be the employer of the 

migrants and try to enrol sick ones for the 2013 MHICS insurance. Moreover, applying through 

a broker is very expensive for poor undocumented migrants who have not started working yet. 

It is almost impossible for them to enrol in our 2013 MHICS insurance system (OSS_TK, 

Operation manager, Insurance Admin). 

Another interesting finding found among interviewees from Tak is the behaviour of the 

employers and their perspective on registration migrant to the 2013 MHICS. The executive 

teams of the Tak provincial health offices and the local hospitals believed many Thai employers 

prefer to hire undocumented migrants without reporting this to the Thai authorities. These 

employers have also not informed their undocumented migrant workers about their rights or 

about the 2013 MHICS insurance. These interviewees explained that it is not just the 

documents problem or complicated system that cause the low registration rate. But it is the 

migrant employer behaviour which is an important factor for the migrants in being able to 

access healthcare and health insurance services. This construction reveals the negative lived 

effects on the migrants and a negative subject construction towards the employers.  

The interviewees from the health insurance office at the local hospital described the idea that 

the employers and their behaviour as well as the employer perspective on the 2013 MHICS 

registration system. This is because these employers have to pay the registration fee in 

advanced. Moreover, the local NGOs and some operation managers from the hospital also 

stated the complicated registration system become less attractive for employer to enrol migrant 
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to the 2013 MHICS due to the complication both causing time and expenditure. Therefore, 

these interviewees proposed tough control on migrant employer behaviour as a main problem 

representation that needs to be changed.  

Another interesting problem representation argued by the experts and all of the NGOs is that 

the employers who own small informal business sector faced more problems in register their 

migrant workers than the big industries. This representation does not appear in any data from 

the Tak health insinuations. These interviewees raised that the 2013 MHICS policy seems to 

support the big industries to recruit migrant workers, but this caused gaps amongst small and 

medium-sized informal businesses. This demonstrates the lived effects regarding this ‘thing 

said’. One expert explained that: 

The 2013 MHICS policy seems to support big businesses more than small ones in recruiting 

migrant workers…indeed, migrants do not want to pay for health insurance. They are poor and 

have not even started working yet. Therefore, employers who want to sell products on the 

international market need to pay the registration fee and health insurance fee in order to 

comply with the industry standard. A small or medium-sized business may not have enough 

money to buy insurance for their migrants. This showed the policy gaps in reality (EXP_O02, 

University Professor, Health Economics). 

The experts and the NGOs explained that small and medium-sized businesses do not want to 

take this risk because many times after the migrants obtain their legal status and become insured 

under the 2013 MHICS, they leave the employer to work in other cities for employers who 

offer better pay. This reveals the ‘thing said’ that has caused the negative lived effects for 

employers.  

Within this narrative many employers do not inform migrants about the 2013 MHICS. The 

experts also described the negative effects on migrant financial health protection and the 

financial risk of the health organisation due to the low health insurance rate which may cause 

poor risk pooling in the 2013 MHICS scheme. These interviewees stated that they position 

themselves as outsiders with a human rights position to critique these ‘things said’. 

Additionally, all NGOs and experts suggest that there are some alternative health facilities, like 

drug stores or cheap private clinics that migrants can use, where they do not require any 

identification documents. Therefore, there are other choices for migrants to access services 

without registering for the 2013 MHICS. This ‘thing said’ reflects the construction of the 
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migrant health situation and the concept of customer choices based on the neoliberal health 

discourse. Interestingly, this is the first and only time in the analysis that ‘migrants’ are 

characterised as active objects who are able to make the decision to enrol in the MHICS 

schemes. Other ‘things said’ usually negatively construct migrants based on their 

undocumented status, their poverty or lack of responsibility for their own health and viewed 

the migrants as passive actors in the 2013 MHICS registration process. Apart from the problem 

representation related to the 2013 MHICS policy, there are also the silent representations about 

the idea of changing prices and the migrant coverage program. This will be discussed in the 

next section. 

7.1.4 The need to change the health insurance price and package  

Another silence problem representation that has limited discussion across the data from Tak is 

the need to change the health insurance price and package. The texts produced by NGOs and 

the Tak local hospital described the unaffordable cost of the health insurance card and OSS 

registration process as being a barrier to accessing care for poor undocumented migrants who 

are the main target of the 2013 MHICS policy. These texts did not propose any change in health 

insurance price or package. However, the problem representation of a change in the health 

insurance price and coverage are widely debated among policy agents who work on the ground.  

The health professionals from the Tak local hospital stated that the problem of a low enrolment 

rate comes from the health insurance card being too expensive for Myanmar migrants. These 

interviewees took a health security position and described the migrants as a risky group for the 

public health finance of the hospital due to their poor economic backgrounds. They proposed 

the need to reduce the price of health insurance cards to encourage these migrants and 

employers to register for the 2013 MHICS insurance. They also predicted the positive effects 

of the price reduction which are helpful for minimising the risk pooling of health insurance 

schemes at border hospitals or small hospitals. These health practitioners also stated that the 

benefits of the health insurance card price reduction would help in maintaining the hospital’s 

income because there would be fewer service fees to be collected from poor migrants leading 

to fewer financial problems at the local hospital. 

All interviewees from both the Tak local hospitals and provincial health offices raised the issue 

of the price of health insurance cards for undocumented migrant children. This issue does not 

appeared in any Tak texts. For migrant children insurance, these interviewees stated that they 
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struggle to decide whether the price should be increased or not. The director from the Tak 

provincial health office stated clearly that : 

The migrant children insurance costs 365 baht per year, which they assume that the migrant 

parents can afford .However, the price of health services for children, including basic vaccines, 

is very expensive .There are fewer migrant children who enrol for the 2013 MHICS insurance 

causing financial risks to public health…however, we are the health providers; we must think 

of medical ethics and human rights, especially regarding children, who we allow to enrol 

without health checks or CDs screening )DRETAK, Director, Provincial Health Office, 

Medical.) 

Here, the undocumented migrant children were portrayed differently compared to the 

undocumented adult migrant workers. These interviewees appeared to struggle in their position 

in balancing the children’s rights  ’discourse and the need to maintain health security practice. 

Indeed, they view migrant children as dependent actors that need special treatment, unlike adult 

migrants . 

Finally, only the experts believe that the benefits package should be adjusted due to there being 

more migrant patients who are sick with chronic diseases.  There were no other interviewees 

who discussed this issue. The experts also further argued that health insurance is too focused 

on services related to communicable disease screening and services, rather than occupational 

health and other NCDs services.  This reflects the discursive effects that this ‘thing said’  was 

bound to the health security discourse, which caused lived effects in limiting other NCDs health 

services available to migrants. Moreover, the construction of migrants within the 2013 MHICS 

policy focuses on the young undocumented migrant workers and contains less discussion about 

other migrant groups (migrant children and older adult migrants).   The experts described that 

there has been an increasing number of late adult migrant workers and their elderly dependents 

who work and live in Thailand.   

In sum, the concept of the 2013 MHICS health insurance also applies to the financial security 

discourse to maintain the Thai public health system. Interestingly, there is a limited 

understanding of health insurance issues based on the concept of financial security and 

protection for the migrants as well as services based on migrant rights. The limited 

consideration of human rights caused negative effects on the discussion to improve the benefits 
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of the health insurance package in occupational and environmental health services as well as 

service protocol and health management based on the right to health for the migrants.  

7.1.5 The strengthening of enforcement of the 2013 MHICS policy  

This problem representation was silent across much of both datasets. The problem 

representation was found only in the interview analysis from the Tak interviews.  It proposed 

the need for special measures to enforce the 2013 MHICS policy, including taking legal action 

against any employers who have not registered migrant workers or enrolled migrants in the 

2013 MHICS.  

The Tak interviewees who expressed this problem representation are health professionals from 

the health insurance unit and the CEOs from both local hospitals and provincial health offices. 

These interviewees acknowledge the necessity of such developments as a safeguard to the Thai 

public health financial system, which is encompassed by the health security discourse. They 

suggested additional measures to conduct CDs screening, disability and mental health checks 

for all migrants and migrant workers who have already obtained the 2013 MHICS insurance. 

These interviewees constructed both migrants and employers negatively because they see some 

employers as not wanting to enrol migrants for 2013 MHICS because they do not want to pay 

out of their own pockets. For the undocumented migrants, they see them as a risk group that 

are not covered by health insurance which may lead to risks for the financial status of the local 

hospitals. One chief officer from Tak provincial health office stated that: 

Interviewee: We and the MoPH need additional measures to force both deviant employers and 

undocumented migrants to register for the MHICS. These migrants think that they are young 

and healthy. Once they get really sick, they come to the hospital and it burdens us (2RETak01).  

Interviewer: How about the employers? 

Interviewee: Those are wicked employers. They never informed their migrants about their 

health rights or the MHICS. They do not want to buy health insurance cards for their migrants, 

and they think that if they transform their illegal workers to be legal ones, these migrants will 

then leave them (2RETak01).  

However, this ‘thing said’ was contradicted by another group of interviewees whose role is 

related to health service operations. These are interviewees from both provincial health offices 
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and the local hospitals in Tak. They explained that it is unnecessary to have another law 

alongside the policy because the problem lies in the mechanism of the 2013 MHICS policy. 

These interviewees shared the same subject position and view that law enforcement is not the 

role of health providers. Their role is to conduct health practices. Indeed, the 2013 MHICS 

policy gave them some power to deport migrants or report employers. Although, they feel 

uneasy carrying out this role.  

I think the law is not our responsibility. It is that of the national security councils, the Ministry 

of the Interior and the Ministry of Labour. For health actors, I think we also want to swing 

between two the poles of humanitarianism and health security. Having laws makes it difficult 

for the Thai authorities to work across the border, and may impact some off-record projects, 

such as sending vaccines to neighbouring countries to control diseases. Moreover, we are 

health professionals, and we are not keen to do law enforcement )PP_TK, general manager, 

allied health). 

 

A group of general practitioners from a local Tak hospital stated their concerns for the privacy 

of migrant patient data. They disagreed with the enforcement measures because such measures 

may cause fear in employers about bringing their sick, migrant workers, both insured and 

uninsured, to the hospitals. This is because they do not want to pay any extra health service 

charges that are not covered by the 2013 MHICS. The interviewees also discussed the problems 

with some employers who leave sick or abused, undocumented migrants at the hospital. These 

practices have added more negative effects on the financial security of the hospitals. Indeed, 

their subject position, which reflects the subjectification effects, is a mix between human rights 

and health security because interviewees stated that they need a balanced measure that allows 

them to negotiate with migrants and employers on CDs screening services and enrolment for 

the 2013 MHICS.  

7.1.6 The human resource problem  

Another important ‘thing said’ about enhancing human resource support from the central Thai 

government is revealed in the discussions among local frontline staffs in Tak province, such as 

nurses, doctors and public health allies, and surprisingly, all of the NGOs. These interviewees 

stated the need for more specialists in non-communicable disease services to work at the border 

hospitals. They were concerned that senior managers and the MoPH prioritised the role of CDs 

prevention and silenced other migrant health issues and migrant health rights. These 
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interviewees constructed both legal and undocumented migrants as vulnerable people who 

work in what is referred to as 3Ds (dirty, dangerous and difficult) industries in risky 

environments, leading to many non-communicable diseases (NCDs), sicknesses and accidents. 

Additionally, these interviewees stated that the lack of specialist medical professionals has 

caused a further problem in managing resources and budgets because the hospitals had to refer 

sick migrant patients to another hospital that has NCD specialist services, and consequently, 

this cost the system more. Interestingly, there is no discussion about this representation in any 

Tak policy documents. 

The lack of specialists in local hospitals also adds to the problem of referring migrants to bigger 

and better-equipped hospitals. Inevitably, this causes conflict between the hospitals because 

some migrants, especially the undocumented ones, cannot pay for services. This has raised the 

question of who will be responsible for the costs of NCD services (like treatment for kidney 

disease), as the 2013 MHICS will not cover such costs. The study found that, not only does 

conflict emerge between health professionals from different hospitals, but also, that some 

receiving hospitals reject the referred migrants even though they have the 2013 MHICS 

insurance cards. This demonstrates the negative effects because there is a lack of discussion of 

the impact of human resource management on NCDs and the agreements and boundaries of 

high-cost services that are not covered by the 2013 MHICS. There were several frontline staff 

members from both local hospitals, especially those whose roles are related to health insurance 

registration, who have stated their lived effects due to the lack of manpower support. These 

local interviewees acknowledge themselves as health security actors who are concerned about 

maintaining the financial security of their organisation. They describe the migrant health 

financing concept as a ‘wicked problem’ or ‘vicious circle’ due to the outdated human resource 

(HR) plan of the MoPH and the Thai government which was thought not to reflect reality. This 

also impacts their attitude towards undocumented migrants who have not registered to the 2013 

MHICS. There is a need to improve the HR plan for local hospitals, especially in the border 

areas. One interviewee expressed that: 

My position is vulnerable because the HR of the MoPH just calculated the staff per Thai 

population. In reality, we have to be responsible for Thai people in one border province and 

the population from the whole country of Myanmar. (Yey_TK, general manager, local hospital 

in Tak). 
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This ‘thing said’ was rarely mentioned by the experts who acknowledge themselves as 

outsiders to ‘practice on the ground’. The experts explained that the health security discourse 

is also shaped by a discourse attribute like the Thai bureaucratic control leading to top-down 

implementation which they argued had negative effects on service delivery and the human 

resource management. The limited understanding of migrant health issues (from the top), based 

on national security and health security, causes unintended negative consequences, as seen in 

the lack of discussion about migrant health rights and rights-based health practices, as well as 

other NCDs or En-Occ health services for the migrants. 

7.1.7 Migrant health position in the wider migration policy context 

Another interesting finding from the interviews with the directors and the managers from the 

Tak hospital was the lack of consideration of migrant health in relation to the wider migrant 

policy context. These interviewees mentioned the problems of the central government policy 

that seems to pay more attention to the voices of the business sector, who are the employers of 

the migrant workers, than to health professionals. This representation does not appeared in any 

Tak policy documents. In fact, the interviewees described how the Thai government made 

changes depending on negotiation between the central government and the business sector. 

This has caused problems for the 2013 MHICS registration process which requires a faster and 

more effective process for health screening and enrolling migrants for health insurance. Indeed, 

interviewees complained that there is no financial or human resource support for implementing 

the new measures. One operations manager from Tak expressed strongly that: 

The problem of the central government is that they are too focused on the economy, rather than 

health safety. The process of disease screening takes time and resources. It is really hard to 

talk to the government since they see us as a micro-influenced stakeholder…and health is not 

really highlighted compared to migration for economy …therefore, we need to highlight the 

importance of health insurance and the risk of CDs that can affect the economy, and to grab 

the attention of both governments and employers and indeed, it is the reality and it is the way 

to secure both the health of the Thai community and the budget for the hospital (OSS_TK, 

health insurance admin).  

These local professionals stated the importance of framing the migrant health issues as a 

security practice. They stated their discursive practice is to transform the migrant health issue 

to be more political by highlighting the importance of health security practices. For these 
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interviewees’ subject positions, they would like to transform their roles to become more 

influential health security actors, in order to increase their power in policy negotiations 

regarding the resource support. Hence, they acknowledge themselves as health security actors 

by constructing the health situation which includes a high prevalence of CDs outbreaks at the 

border areas which may pose a risk to the Thai community and the Thai economy. They 

transformed the migrant health issue to be one that should be viewed as an aspect of the national 

security agenda by criticising the Thai government for seeing the health issues of migrants as 

less important than economic development. In addition, they underlined that the powerless role 

of the MoPH causes problems for local health professionals’ work with policy agents from 

other local institutions. This shows the politics and conflicts that exist in establishing an 

understanding of migrant health (object for thought).  

Another interesting construction of ‘the object for thought’ that is influenced by the health 

security discourse comes from the managers at the Tak local hospital. These interviewees 

described poor undocumented migrants from Myanmar as a risk group that have caused 

problems for the 2013 MHICS financial systems of the local hospitals. These interviewees 

explained that the undocumented Myanmar migrants cannot obtain passports from their 

original countries due to their minority origins. They have become a risk group who come to 

use the services at the hospital but cannot pay. This has caused financial security problems for 

the hospital. In this ‘thing said’, the local health professionals have constructed the ‘migrant’ 

as a negative ‘object for thought’. They describe the problem of migrants’ legal status, and 

picture them as a risk group who carry diseases. 

The key importance of this ‘thing said’ is the lack of support or recognition about migrants’ 

health. This caused significant lived effects on both the migrants and the health professionals 

who need more financial support, manpower and power to negotiate with the central 

government in implementing the policy. However, this ‘thing said’ is only limited to a solution 

based on health security ideas by highlighting the importance of CDs prevention and the 

registration for the 2013 MHICS insurance scheme. These interviewees stated their concern 

about financial security and the way to address it. This displays the discursive effects that limit 

the way of talking and thinking about health security as an understanding of migrant health 

issues. Moreover, the subjectification effects reveal that these policy agents only acknowledge 

the need to improve their health security role in negotiating the resources and gaining 

recognition.   
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In conclusion, the Tak problem representations showed discursive effects on the strong 

influence of health security in addressing or not addressing specific problems. This also had an 

impact on the subjectification effects of the different health providers in dealing with the 

enforcement of additional measures. Still, this ‘thing said’ has lived effects on both the health 

providers, who feel uneasy in their role, as well as having impacts on the experiences of 

migrants, who are left behind or sexually abused and do not want health providers to report 

them to the police. There is less discussion that reflects a neoliberal health and human rights 

framing, but rather the strong influence of health security and state control is evident. This has 

constrained health operations and posed some challenges in establishing health services based 

on the rights to health for the migrants. 

 

7.2 Mukdahan province 

Mukdahan province comprises of 11 sub-districts along the border with Lao PDR (BoI, 2015). 

Muang Mukdahan is located close to Savannakhet City, Laos PDR. Mukdahan hospital is the 

main hospital providing health services for Lao patients.  Several problem representations were 

highlighted across the policy texts and interviewees in Mukdahan, which encompass different 

discourses and limit what is possible to think. These reveal the differences in constructing the 

health providers, migrants and understanding of migrant health. Indeed, there are also the 

silences that shaped the Mukdahan migrant health problem representations. This was 

accompanied by the effects that limited what can be thought and said, the roles of each policy 

stakeholders and the real lived effects. 

7.2.1 Improving collaboration 

The texts from the Mukdahan provincial health offices and hospitals share the same problem 

representation of CDs prevention collaboration and the use of technology in CDs surveillance 

with the texts from the experts and those from Tak, although these texts do not mention any 

financial collaboration, like in the Tak case. Interestingly, the texts produced by all Mukdahan 

health institutions and local NGOs in Mukdahan propose a new collaboration in providing non-

communicable disease (NCDs) services for Lao migrants. This is an unlikely representation 

compared with most governmental collaborations identified across the texts from the central 

government, the MoPH and Tak provincial offices which focus mainly on CDs prevention and 

the 2013 MHICS insurance management. This aligns with the interview data from the local 
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Mukdahan interviewees who are health professionals and NGOs staff. Moreover, both sources 

do not report any negative effects regarding financial security. The analysis suggests the need 

to improve an initiative for collaboration on NCDs services and services for Lao customers to 

increase the income for the local hospital. This shows lived effects on specific collaborations 

between some health services, such as those for NCDs, occupational health risks and accidents.  

One interesting point is that these texts and interviewees highlight the migrant subject position 

based on their economic backgrounds, not their legal status. Here, this problem representation 

has transformed Lao patients to Lao costumers in supporting the VIP service practices that are 

encompassed by the neoliberal health discourse. One text from a Mukdahan hospital reported 

that: 

The need to extend collaboration between health professionals to organize VIP services which 

include high-cost services for migrant customers with good economic backgrounds, or for 

migrants that can pay. This is done to better the financial status of the hospitals and to gain 

financial support to cover expenses from undocumented migrants’ services )HOS18_MUK). 

These sources suggest that most Lao migrants who come to the hospitals can pay the service 

charge. This representation is supported by the NCDs collaboration practices by comparing the 

different migrant patient’s situations in Mukdahan and Tak. One manager from Mukdahan 

hospital suggested that: 

Mukdahan has a much lower number of undocumented migrant patients who cannot pay 

compared with Tak. Even though there are some poor and uninsured undocumented migrants, 

the hospital and provincial health office can maintain the financial situation (Qulity001, 

medical operation, nursing).  

Significantly, the data from both documents and interviews from Mukdahan portrayed the 

migrants positively, compared to the texts produced by other organisations. Moreover, neither 

dataset mentioned any uneasy feelings about providing services for undocumented Lao 

migrants. The data suggested that implementation was more straightforward when based on 

shared cultural and language roots. In addition, the texts also reported that it is easy to expand 

the services because there are fewer communication barriers. However, the only discussion 

about NCDs services appears in the Mukdahan local NGOs interviewees where services were 

still limited to the elite migrant groups. 
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I think the NCDs and high-cost services are for the elite migrants or undocumented migrants 

who have money. In reality, there are many Lao migrants who cannot access care; they do not 

have money and lack knowledge about their health rights. I think the hospital just thinks about 

their financial sustainability or their institution’s security. I am thinking from a rights 

perspective so my point of view might be different from others (NGOAn_Muk01, social work). 

The argument from local NGOs opened a new perspective towards the understanding of 

migrant health. This is because the NGOs critique appeared to be based on a human rights 

standpoint and uncovered the silent migrant groups who are vulnerable to the neoliberal health 

programs that are launched by Mukdahan hospital. This marked the different effects of 

positioning the migrants, as well as the ‘thing said’ by different interviewees.  

Regarding international collaboration, the Mukdahan health institutions and five MoPH 

documents, as well as all interviewees from Mukdahan talked positively about the collaboration 

with the Lao government and local Lao hospitals. Interestingly, the data discussed the shared 

cultural and language roots that help collaboration in exchanging resources and data for CDs 

prevention and migrant health screening before enrolling them in the 2013 MHICS. The local 

Mukdahan policy texts and the interviewees who are CEO of Mukdahan hospital also discussed 

the development of collaborative services between Thai and Lao hospitals, specifically for 

wealthy Lao families. These services aim to provide fast track registration and premium 

facilities for high-income migrant consumers and Lao elites. These services cover all basic 

healthcare and high-cost services, such as maternity services and other NCD services, such as 

cardiovascular and kidney disease treatment. It is argued that such developments raise revenue 

to fund health services for poorer migrants, and other migrant health services that are not 

covered by the 2013 MHICS. This decision appears to have been taken in order to maintain 

good financial status for the border hospitals. 

The development of Thai-Lao public health…the implementation of consistency of 

collaboration due to the shared cultural background, development of health standards for 

controlling infectious diseases, and the premium health facilities for high-income Lao…are 

important to earning a better public health balance sheet and reducing public health financial 

risks. It helps to increase revenue to fund health services for undocumented migrants who have 

not enrolled, or are in the process of enrolling, for the 2013 MHICS (HOS17*_MUK). 
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The results show that texts and interviews produced by different local health institutions (Tak 

and Mukdahan) describe the characteristics of migrant patients based on their nationality, 

economic background and legal status. Furthermore, the influence of neighboring countries’ 

political contexts, which is a discourse attribute, also plays an important role in shaping the 

understanding of migrant health and the practices.  

These data revealed how the shared cultural and language roots make collaboration possible 

through the exchange of resources, the management of the 2013 MHICS and the sharing of 

data for CDs prevention. Both datasets from Mukdahan also stated that the good international 

relations context supported the implementation of allowing VIP services for Lao migrants. 

Indeed, the results showed that the influence of neighbouring countries’ politics and 

international relations plays an important role in shaping the problem representations, the 

understanding of migrant health issues and the effects. 

Interestingly, in Mukdahan, there is less collaboration with NGOs and other civil organisations 

in helping Mukdahan health professionals with health services and promoting health insurance 

to migrants. There was little consideration of collaboration with the NGOs. There were only a 

few frontline staff from Mukdahan hospital who mentioned collaboration with the head of Thai 

village leaders to seek Vietnamese or Cambodian migrants who could act as translators. 

We do not have much collaboration with the NGOs because we are able to communicate with 

Lao migrants and we still have a good relationship with Sawanaket on the Lao side. But we 

sometimes need to provide services for Vietnamese or Cambodians, which are a small migrant 

population. So, we ask for help from our Thai village leaders to contact those who can speak 

those languages (Primary002, general practitioner, nursing)  

None of the Mukdahan documents discussed the role of migrant health volunteers who act as 

health surveillance actors, unlike the texts and interviewees from Tak health institutions. The 

data just briefly discussed using translators for other groups of migrants from Cambodia and 

Vietnam to improve the services for these migrants, although there was no further discussion 

of other migrant groups who live on the Thai-Lao border. 

7.2.2 Adjusting the service protocol 

This representation of improving services with the practices of friendly services also appeared 

in the texts produced by the local health institutions in Mukdahan. The documents and all 
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interviewees from Mukdahan local health institutions and NGOs also suggested that the 

friendly services in Mukdahan should be further enhanced, not only by adjusting attitudes and 

improving language and service skills, but also by changing the status of Lao migrant patients 

to Lao migrant health customers. These texts from local hospitals in Mukdahan describe the 

VIP service practices for wealthy Lao migrants and undocumented Lao migrants who can pay 

out-of-pocket.   

One interesting point found in the texts and the CEO of Mukdahan hospital’s discussion was 

the explanation of improving service protocol by changing the Thai vocabulary usage in 

referring to the migrants. These data change the vocabulary usage from migrant patients (Tang 

Dao) to foreign customers (Tang Chad). The texts claim that the change of vocabulary helps 

the health workers to adjust their attitudes about migrants and improve services. However, this 

VIP service practice was critiqued in documents from both national and local NGOs in 

Mukdahan. One NGO text reported that:  

The VIP services are used to attract good economic migrants and migrants (Tang Chad) who 

can pay… while there are some poor and uninsured migrants (Tang Dao) who struggle to 

access the services (NGO4).  

Indeed, the use of the concept of customers seems to apply only to Lao migrants who have 

good economic backgrounds. Interestingly, the texts by both provincial health offices and local 

hospitals in Mukdahan still use the concept of ‘Tang Dao’ for poor, undocumented Lao 

migrants. However, the texts by the NGOs in Mukdahan also criticised the development of VIP 

services for migrants with good economic backgrounds while many poor undocumented 

migrants continue to struggle to access healthcare. Indeed, this reveals the lived effects of 

health inequality.   

Another interesting point raised in many of the texts produced by Mukdahan hospitals and 

interviews with managers of Mukdahan hospital was the need for more manpower for 

advancing the VIP and friendly services. This representation is silent across the MoPH, central 

government and NGO texts, which focus on enhancing services, including expressing the need 

for friendly skills among the health providers. These sources stated that the lack of 

professionals has become one of the most crucial problems in implementing the services 

especially for the high-income migrants. As a general manager stated  
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The development that needs to be addressed is the number of health providers at the local 

hospitals especially in Mukdahan we expand the service for elite’s Lao costumer or Lao 

patients who can paid. To ensure the quality of these services that are likely to yield extra 

income…we need more people to reduce the workload for one person (Hiso_Muk, nursing, 

medical operation) 

The problem representation of improving health service protocol shows a contradictory 

problem representation in one practice. Bacchi (2009) stated that the WPR approach and 

Bacchi and Bonham (2016)’s PIA approach offer an unquestionable comparative 

representation that is embedded in one problem representation. They also offer the researcher 

the opportunity to probe all levels of problem representation. The different representations 

demonstrated the different understandings of policy issues that were produced from different 

organizations’ texts, as well as discourse or the deep-seated assumptions that lay behind it 

(Bacchi, 2009). 

Interestingly the concept of customer orientation is found in interviews with participants from 

local health institutions in Mukdahan which explained that customer orientation should be at 

the forefront of service. This changes the power relationship between health staff and migrant 

patients.  

A medical hub for high purchasing power migrants …we should change the perspective from 

seeing them as patients to seeing them as customers. This might positively change the 

relationship between health professionals and migrant consumers (DM, director, medical). 

The concept of consumerism focuses on the service users to act as customers, taking on greater 

involvement in choosing the services they receive. The concept of active choice from options 

is seen as the key to the authority of the consumer, but people in receipt of public service may 

well have no choice of provider or no provider at all. This concept is mentioned in a few texts 

produced by Mukdahan province. Indeed, some interviewees who are national NGOs and 

Mukdahan NGOs critiqued the problem of neoliberal health influences in giving more choices 

to high purchasing power migrants than the poor undocumented ones who are the target of the 

2013 MHICS policy. The data showed the unique neoliberal health concept in Thailand that 

differs from western countries. 

The data from Mukdahan focuses on service development and adjusting attitudes of health 

professionals. However, the data are more focused on elite Lao migrants. Indeed, this can be 
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seen in the term usage in defining migrants that changed them from migrant patients to foreign 

customers, reflecting the neoliberal health discourse. The service also expanded to include the 

use of translators for other groups of migrants. 

7.2.3 Improving some specific services for migrant patients  

These are the problem representations entitled improving some specific services for the 

migrants. The reason of using this title come from the argument from the interviewees who are 

managers, frontlines from the local hospital in Mukdahan as well as all NGOs and experts. This 

argument also appears in limited policy texts that request from these interviewees institutions. 

Indeed, the data suggested that these ‘specific’ services are not likely to be mention across the 

Thai migrant health dialogue because most of migrant health issues are focus on CDs 

prevention services and enrol migrant to the 2013 MHICS. Indeed, this problem representation 

considered to have limited discussion across interviews and documents obtained from 

Mukdahan province. These specific service can be divided into three significant services: 

environmental and occupational health (En-Occ) services; reproductive health services and 

STDs control; and mental health services. 

7.2.3.1 Improving environmental and occupational health services 

The problem representation of developing better service of En-Occ is silent across policy texts 

and interviews from the Mukdahan local health institutions, as well as NGOs’ and experts’ 

documents. Only the interviewees who are the national and local Mukdahan NGOs discussed 

this matter. These interviewees constructed a negative view towards Thai employers who do 

not inform migrant workers about their occupational health rights. The NGOs also critiqued 

the work of the MoPH and its local health institution networks for failing to implement health 

promotion activities which causes problems in achieving occupational health rights and human 

rights goals. 

I think Thai migrant health problems come from the way they focus on CDs rather than NCDs. 

So, they lack a conversation about environmental and occupational health services. This is 

because they position migrant health with CDs based on Thai economic and social security 

(NGOAn_Muk01, director, social work).  

 This reveals the different construction of migrant health understanding that is limited to the 

health security discourse. Additionally, the NGOs in Mukdahan also proposed that there are 
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several limitations on providing information in order to increase health literacy and health 

rights. This reveals the limited practices shaped by the human rights discourse. In fact, there is 

a need to adjust the strategy in providing self-care knowledge for migrants and to make the 

migrants become responsible for their health. This reflects the influence of the neoliberal 

discourse of self-care and the human rights discourse. This problem representation is 

considered to be limited across the policy texts. It does not appear in the policy texts produced 

in Tak. However, these interviewees do not offer any further details as to how the strategy 

should be developed.  

7.2.3.2 Highlighting reproductive health services and sexually transmitted disease control 

The documents and interviews from both Mukdahan health institutions proposed the problem 

representation in improving STDs prevention practices amongst migrants by providing STDs 

education. The data collected from all NGOs and some frontline staffs in Mukdahan local 

hospital suggests the need to expand the education around reproductive services on birth 

control and also discusses the need to improve service provision for female migrants who were 

sexually abused or were rescued from human trafficking. In fact, these problem representations 

are silenced across the interviews with the provincial health office, CEOs of Mukdahan 

hospitals and the experts. It seems that most of the understandings of these practices are shaped 

by health security discourse. Preventing communicable disease still plays an important role 

compared to other practices. This reveals the discursive effects of the limits on what can be 

thought and said. 

However, all Mukdahan documents and some managers from local hospital described the 

importance of engaging migrant participation in being responsible for their health via health 

education practices. These sources seem to transfer some responsibility to the migrants in 

caring for their own reproductive health based on the neoliberal health assumption. Although, 

this reproductive health services demonstrates the discursive effects of the practices that are 

encompassed by the health security discourse that silences the other services based on gender 

sensitivity. There were only operations managers from Mukdahan local hospitals, provincial 

health office and Mukdahan local NGOs who argued about the lack of services, especially 

services for undocumented migrant women who are sexually abused or have STDs. These 

managers described the ‘sensitivity’ in providing the services for this migrant group who have 

not been recognised. This has led to uncomfortable feelings for female migrants to discuss 

STDs with opposite gender health professionals.  
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Sometime we have female undocumented migrants who face sexual abuse or have been victims 

of human trafficking. We have a male doctor who is on shift that day. So, there have been some 

uneasy feelings for female migrants who have been abused. It took time to explain the process 

to them, so that they would trust our male doctor to give them care. Different gender position 

means a lot when it comes to this sensitive issue, but it seems we lack discussion about it 

(Dara_02_Aillied health, General manager).  

Interestingly, only the NGOs stakeholders discussed the experiences of patients with a different 

sexual orientation, for example men who have sex with men (MSM) and who need a gender-

sensitive service, which was silenced. The NGO director described that: 

It is difficult to talk about migrant patients who are MSM. In Thailand, we focus on the legal 

status and their sicknesses from other CDs that may cause a threat to society and indeed the 

2013 MHICS registration. The MSM migrants are a risk group that may be exposed to both 

CDs and STDs. Some of them have mental health issues due to work, stress and abuse. We do 

not have this support for them, especially for migrants. This causes problems of health access 

and the risk of STDs outbreaks in the community…nobody really works on this 

(NGOAn_Muk01, social work). 

Health security causes gender neutrality and lack of diversity of migrant groups. This reveals 

the discursive effect on the understanding of migrant reproductive health services which 

remains under the health security discourse problematisation. The lack of gender sensitivities 

does not just limit essential services for different migrant patients but also causes some 

sensitive issues that impact health providers and migrant patients’ relationships as a real lived 

effect. Therefore, it is important for Thai health initiatives to rethink the position of migrant 

health, and that sometimes friendly services and gender services may not be friendly or 

sensitive enough.  

7.2.3.3 Improving mental health services 

Several local frontline staffs and operations managers from Mukdahan hospitals discussed the 

lack of programs related to mental health and services based on gender sensitivity for all 

migrant patients. This ‘thing said’ was also discussed by the national and local NGOs. Still, 

this problem representation is considered silent across the policy texts. One health practitioner 

described that:  
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For services, we have fewer programs to help people with mental health issues, especially 

women and children who have been abused. It seems that all migrant health initiatives in 

Thailand focus on communicable disease prevention and the 2013 MHICS registration…there 

are many women who belong to subtle migrant groups and struggle to access services due to 

a lack of community support and communication problems…moreover, we do not discuss this 

service much since every migrant who has mental health problems must be deported 

(Primary002, Operations manager).  

These interviewees described how the problem of framing migrant health within the health 

security discourse also affects these interviewees’ subject positions with an uneasy role in 

maintaining their position in caring for migrants who suffer from mental health problems based 

on human rights and medical ethics. Indeed, the mental health services are not covered within 

the 2013 MHICS policy. Indeed, it causes a lived effect on providing mental health services 

for migrants. Another interesting point is that all local Mukdahan frontlines staffs described 

how there is no clear protocol for dealing with migrants who have mental health problems. 

We have many mental health problems in undocumented migrants. These migrants also face 

sexual violence, abuse and domestic violence. However, we do not have a clear protocol for 

how to deal with them. Even though some migrants are enrolled for the 2013 MHICS, the health 

insurance does not cover mental health services. In the Thai context, we see mental health as 

a personal health issue. Caring for them may cost more and indeed, the Thai government may 

not be happy to have migrant workers with mental issues working in Thai industries…so they 

suggest only deporting these migrants… This makes me feel uneasy (NaPor). 

In sum, the health security discourse remains powerful in shaping the migrant health concept 

and services in Thailand. This can be seen from the discursive effects of seeing the migrants as 

gender neutral, and the results from both the analysis of interviews and documents is focussed 

on the legal status of the migrants or their physical health status regarding communicable 

diseases. There meant less discussion of the different groups of migrants who might need 

different routine and special care support, which reveals the negative effects in reality. 

7.2.4 Enhancing human resource support from the central Thai government  

Another important  ‘thing said’  about enhancing human resource support from the central Thai 

government is revealed in the discussions among Mukdahan frontline staff. Indeed, this 

problem representation did not appear in interviews with representatives from any Mukdahan 
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hospital or provincial health documents. These interviewees stated the need for more specialist 

medical professionals in non-communicable disease services to work at the border hospitals in 

order to attract more high-income Lao migrants.  For the low-income migrants, these 

interviewees also stated that the lack of specialist medical professionals has caused a further 

problem in managing resources and budgets. This is because the hospitals had to transfer poor 

sick migrant patients to another hospital that had NCD specialist services, which cost the 

system more. 

The lack of medical forces  – if the uninsured or undocumented migrants are severely ill, we 

need to refer them to other hospitals, which requires a larger budget...Moreover, some 

migrants are already registered…. however, the 2013 MHICS does not cover referral services. 

This leads to instability and financial insecurity for both the hospital and the migrants, 

themselves (HIS01_Muk, center head, nursing) 

 The lack of specialists in local hospitals in Mukdahan also adds to the problem of conflict 

between the hospitals because some migrants, especially poor undocumented ones, cannot pay 

for services  .In fact, the local Mukdahan NGOs interviewees and documents explained that 

some receiving hospitals reject referred migrants even though some have the 2013 MHICS 

insurance cards.  This demonstrates negative effects because there is a lack of discussion of the 

impact of human resource management on NCDs and the agreements and boundaries of high-

cost services that are not covered by the 2013 MHICS, as well as the importance of NCDs 

problems among migrant workers.  

The lack of medical forces – if the uninsured or undocumented migrants are severely ill, we 

need to refer them to other hospitals, which requires a larger budget...Moreover, some 

migrants are already registered…. however, the 2013 MHICS does not cover referral services. 

This leads to instability and financial insecurity for both the hospital and the migrants, 

themselves (NGOAn_Muk01, Director, Social work). 

Another interesting problem representation is the lack of staff who can provide services for 

subtle migrant groups. This problem representation was underrepresented across the 

documents and interviews from the MoPH and Tak. This ‘thing said’ was only expressed by 

interviewees who are on the frontlines at local hospitals in Mukdahan, and by all NGOs. These 

interviewees discussed the challenges in providing health services for undocumented groups 

who are a ‘subtle community’ in the area. They stated a need for the Thai government to be 
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attentive and provide resource support and more staffs for these subtle migrant groups. These 

interviewees used the phrase ‘subtle community’ to describe a minority group of migrants who 

have a different nationality compared to the majority of migrants, such as the Lao, Cambodian 

or Vietnamese migrants who work and live in Tak or Mukdahan provinces, which have large 

Burmese or Lao migrant communities. They constructed these subtle groups as vulnerable 

groups that experience communication problems with Thai health professionals.  

Even though there are translation services implemented through the ‘friendly service practices’, 

these migrant patients cannot communicate with the hospital translators. The interviewees 

explained that the problem in providing the service comes from the lack of health staff who 

can reach this particular migrant group and be able to build a migrant support network. 

Moreover, these interviewees also argued the need for staff who can communicate with this 

subtle group in order to bypass language barriers. Finally, they explained a lack of recognition 

by authorities has caused negative effects on their capacity to provide health services for these 

subtle groups, and has increased their workload. They also highlighted the fact that these subtle 

groups often have experience of exposure to communicable diseases, like TB and sexual 

transmitted diseases (STDs). Indeed, due to their undocumented migrant status, this has caused 

problems in registering for the 2013 MHICS. To solve this problem, these interviewees all 

agree on the need to review the HR plan of the MoPH and build more collaboration between 

local hospitals, NGOs and other local stakeholders. They also include the collaboration with 

the Thai central government by sharing manpower in addressing and conducting mobile health 

surveillance services by focusing on CDs and STDs prevention and control in isolated subtle 

migrant communities. Again, this problem representation or ‘thing said’ shows the influence 

of the health security discourse, as well as the health security subject position of the 

interviewees. However, some human rights concerns were raised by Mukdahan nurses, and 

Mukdahan local NGOs, about the privacy of migrants due to these mobile health surveillance 

practices.  

We have problems providing mobile health services to the subtle groups of migrants. For 

instance, we visit one migrant patient who has HIV/AIDs to see how they were doing. However, 

the other migrants remember that we are doctors or nurses who care for HIV/AIDs patients. 

This causes some stigma for the patients. So, we try to address this problem by rotating between 

different health workers for home visits (Quality01, General manager, Nursing).  
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Additionally, they argued that the limited budget for services leads to problems in balancing 

the financial security and the health security programs for all migrants. Moreover, the lack of 

a specialist for these communities also causes problems in sustaining the mobile services. They 

also commented on the influence of IOs and the politics of bidding for budgets to support the 

programs because the Thai government does not offer sustainable support. This reveals that the 

health security discourse may be constrained by the Thai bureaucratic system which causes 

negative effects on the limited services in some areas. Without conducting health security 

practices properly, some human rights and patient rights issues may surface. 

7.2.5 Improving the bureaucracy of the health insurance registration system 

The Mukdahan texts argued that the implementation of the 2013 MHICS is the first solid policy 

about migrant health rights to be implemented. Even though they are unstable measures, the 

documents consider the policy to be a good start to developing health insurance services for 

migrants in both disease prevention and health promotion. Several texts from Mukdahan 

hospital and provincial health office suggest that the comparison between the problem of 

registration in Mukdahan, which is lower than in Tak,  reflects the stable Lao politics and good 

collaboration with the Lao government. Therefore, most Lao migrants do not have problems 

obtaining their passport or the documents to apply for the 2013 MHICS, and access health 

services. In addition, the interviewees from the Mukdahan local hospitals and local NGOs also 

describe that they have less of a language barrier with Lao migrants due to the Thai and Lao 

languages sharing the same roots. Moreover, they also constructed that Lao migrants have less 

problems in terms of citizenship status.  

 

It is much easier for us to enrol Lao migrants for the 2013 MHICS because we have less of a 

language barrier. Our collaboration with the other side (the Lao government) is much easier 

because of the shared cultural and linguistic background…and these Lao are not from minority 

groups, like on the Myanmar side. So, it is much easier and less burdensome for us to enrol 

them in the system (the 2013 MHICS) (Dara_02, general manager, allied health). 

Interestingly, the texts from the Mukdahan provincial health office reported that the migrant 

health situation is better than in Tak due to the lower number of undocumented Lao migrants. 

This offers a positive impact in managing Lao migrants to register for the complicated 

insurance system. The texts described the stable Lao political context that leads to effective 
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collaboration in identifying migrant nationalities and obtaining documents. This reveals a more 

relaxed health security discourse. For the subjectification on migrants, the Mukdahan health 

strategy constructs Lao migrants as actors that are easy to deal with because there are fewer 

language barriers due to the fact that the Thai and Lao languages share the same roots. In 

addition, many Lao migrants are in a better economic position compared to the poor, 

undocumented minority from Myanmar. This reflects the discursive practices and 

subjectification practices in different locations which cause lived effects on policy 

management.  

One interesting point found in all of the NGOs’  and experts’  texts and interviews is the problem 

of dealing with the employers of the migrants and broker companies in the 2013 MHICS 

registration process. The role of these actors  ’is not discussed in the documents produced by 

the Thai state. The experts argued that because of the complication of the registration process, 

many Lao migrants need to pay out of pocket for brokers to help them manage the 

documentation and the process through the one-stop-service centre (OSS). The national and 

local NGOs discussed the problems of employers who do not inform migrants about their rights 

to register for the 2013 MHICS. These interviewees stated the need to reduce the complications 

of the registration process for the 2013 MHICS within the OSS practice, especially in document 

management. These interviewees suggest another problem representation which is not just 

about the complicated bureaucratic registration within the OSS practice, but also the problems 

in dealing with third-party stakeholders like employers and broker companies. This problem 

was also discussed in the texts produced by the NGOs and experts. In fact, some Mukdahan 

managers and frontline staffs also described the gaps in health services and insurance protocols 

causing human rights problems. This argument was supported by the experts and all NGOs 

who critiqued the role of employers and broker companies which create barriers for migrants 

to access health and the 2013 MHICS insurance. Indeed, the experts also reported that the 

broker companies’ operations, based on the neoliberal health discourse, were constructed as 

being facilitators who help Thai public health organise and enhance the efficiency of the 2013 

MHICS registration process. This shows the discursive effects on the neoliberal health 

paradigm that causes negative real effects towards migrants who need to pay out of pocket, 

even though many of them cannot access health insurance services. 

Even though we share the same language roots and culture, as well as have better 

collaboration with the Lao government, our rigid documentary system still causes some 
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problems when trying to transform undocumented Lao migrants into legal workers 

(HIS02_MUK, operation manager, insurance admin).  

Interestingly, the experts and some executive members of Mukdahan health institutions also 

stated that expensive brokers and the complicated process also caused low registration rates 

which resulted in problems of risk pooling related to the 2013 MHICS. However, there are less 

problems in Mukdahan due to the introduction of VIP services to attract elite Laos to use the 

services. This practice is useful to procure the funds needed to maintain the cost of covering 

undocumented migrants. 

I think we marketise or use a business model in our services for the rich Lao elite. So, this 

becomes the main point, that we have fewer financial and registration problems compared to 

other places. However, this is not good in terms of the health economy because there will be 

fewer contributions for the 2013 MHICS. This may cause the financial risk pooling for the 

MoPH and the health system overall (Hiso_Muk, Center head, Nursing).  

Here, the migrants were categorised differently in a mixed neoliberal health assumption and 

health security assumption depending on their nationality and economic background. The 

Mukdahan interviewees situated their subject position in both financial security and 

neoliberalism in customizing their services to fits the different migrant groups and adjust the 

services in order to maintain their institutional financial management. This reveals the 

discursive effects on the understanding of migrant health and the subjectification effects on 

migrants and health policy stakeholders. 

Another interesting finding emerging from analysis of the texts produced by all of the NGOs 

relates to concerns about human rights initiatives in migrant health practices. One NGO 

explained that  : 

Thailand does not have a long vision for migrant workers, or clear practices for 

addressing migrants ’right to health…Migrants’ basic rights are guaranteed under 

other laws, such as labour laws, but experience less enforcement (Nat_NGO02, 

general manager, associate allied health) 

 

Finally, the analysis found that the problem representation based on the human rights 

assumption is usually combined with other problematisations. Bacchi (2009) argued that the 
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problematisation and policy practices often overlap with one another. Therefore, one problem 

representation may combine with more than one assumption to form the discourse/knowledge 

that sets the limit upon the understanding of the policy issue. The analysis found a combination 

of the human rights problematisation, health security and the neoliberal problematisation. For 

instance, the MoPH texts and experts explain that the collaboration with NGOs both improves 

the CDs surveillance, health security and helps undocumented migrants who live in isolated 

communities to access and know about health insurance human rights. Other examples are the 

implementation of migrant education and the use of OSS which are used to increase the 

efficiency of disease control based on the health security notion and improve health literacy 

among migrants to let them be responsible for their own health based on a  neoliberal health 

assumption. There is also the concept of VIP services that has been problematized to be the 

main practice for gaining a surplus from the wealthiest Lao elites in order to manage the service 

fees that cannot be collected from the poor Lao migrants.  

7.2.6 The need for change of the health insurance price and coverage package  

This problem representation was only mentioned by the interviewees who are health 

professionals from both local and provincial health offices in Tak and Mukdahan. However, 

there are some differences. Indeed, this is one of the silent things said that was underrepresented 

across the datasets. None of the Mukdahan policy documents demonstrated this representation. 

These interviewees seem to focus on raising the price of MHICS insurance cards; they also 

proposed the need to customise the health insurance package to fit the capacities and the needs 

of different migrant patients in order to encourage migrants to register for the 2013 MHICS. 

This reveals the influence of the neoliberal health discourse on the subject position of these 

interviewees. This reveals a mixed discourse of neoliberalism in customising and restructuring 

the health insurance packages to increase registration for financial sustainability as health 

security . 

Today, we do not have appropriate packages that fit the needs of different groups of migrants. 

There is a need to have more packages for different groups of migrants. The situation in 

Mukdahan is better than in other provinces because Lao migrants can afford to pay. Even 

though there are some poor migrants who cannot pay in full, they are not an issue because they 

are a small number. So, it is important for us to customise the health insurance package, price 

and coverage to meet the demand of different migrant groups. This is to maintain our balance 

sheets and to gain financial security (Quality002, General practitioner, Nursing) 
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The construction of the migrant position was shaped by the financial health security discourse. 

Moreover, the discourse attributes which were created to legitimise this ‘thing said’, like the 

financial situation of the local hospitals, the management of the 2013 MHICS practices, the 

nationality and economic background of the migrants play an important role in supporting this 

problematisation . 

However, the national and local NGOs, as well as one expert, critically stated the problem 

representation that changing the price of health insurance cards may not change the 

undocumented migrants or their employers’  behaviour. These interviewees argued from a 

health security position and explained that there are also some alternative health facilities that 

migrants can access without the need to apply for insurance. This representation  was not 

mentioned by any Thai public health actors.   

I do not think reducing the price of health insurance cards will be useful .This is because the 

mindset of the employers is that these are healthy young migrants .The employers feel they do 

not need to enrol them for health insurance because there are many drug stores, private clinics 

and health services run by NGOs .Indeed, there is some degree of alternative health access …

many of the migrants, especially the undocumented ones, and employers, do not want to pay 

out of pocket to register, either (EXP_J01, International Organisation Representative, Public 

Health Policy) 

These interviewees see employers playing an important role in introducing these alternative 

health services for migrants. However, they explained the negative effects towards these 

alternative health facilities, and the choice of employers to not tell migrants about the 2013 

MHICS policy, as an abuse of migrant health rights. They view the migrants as having a limited 

way of understanding and knowing about their rights. Most of all, these ‘things said’  have 

caused negative effects on both Thai public health financing and migrant access to care which 

is their rights. One local NGO from Mukdahan explained clearly that : 

I understand that employers and migrants do not want to apply for health insurance from the 

MoPH because they feel it is unnecessary. They both think that the migrants are young and 

healthy .If they get sick, they can go to private clinics or drug stores, or the employers just buy 

them medicine. This is not only a risk to the migrants’ health, as they might have a serious 

accident in the workplace or be exposed to serious CDs like TB, but also to the financial status 

of the local hospital (NGOAn_Muk01, Director, Social Work). 



 
175 

Here, the migrants are constructed as passive actors, having limited understanding that may 

lead to health threats for them. These interviewees explained that alternative health facilities 

are suitable to cure minor sickness. However, many migrants who work in 3Ds industries face 

serious injury or severe sickness and communicable disease. Without health insurance with a 

better package and appropriate price, it will be difficult to access appropriate care. This 

highlights a mix between health security and a human rights subject position. 

 

7.3 Conclusion 

The aims of this research are to understand how migrant health insurance and migrant health 

service issues are problematised as policy problems, and why policy has achieved only 

moderate success in practice. This research offers an alternative approach which focuses on 

how the problem of migrant health insurance has been represented in the policy making process 

by comparing two border provinces in order to uncover how policy problems are socially 

constructed, arising at specific times and in specific policy spaces (Bacchi and Goodwin, 2016). 

This focuses on the process of problematisation, allowing us to see how the policies give 

problems a unique shape in different locations. 

The results of the document review and analysis of interviews were compared to provide new 

interpretations for the overall study findings in this chapter. The different data sets from the 

two cases studies offered different vantage points for understanding how the migrant health 

issue is constituted as a social policy problem in the contemporary Thai public health context. 

It also investigated the implications of this understanding of the problem for policy agents. This 

comparative result pulled together the research findings and compared the unique practices in 

Tak and Mukdahan that cause different understandings and effects regarding the discourses. 

In this analysis, discourse is the knowledge that is produced through the problematisation 

process which consists of different discursive practices. From a Foucauldian post-structural 

stance, the chapter presents the assumptions of how interviewees and documents construct a 

vision of migrant health that covers the 2013 MHICS insurance policy process and migrant 

health service issues which reflects the ongoing formation of migrant health issues and its 

object (migrants) and subject (interviewees positions), which are shaped by different discourses 

(health security, human rights and the neoliberal health problematisation). Using a 

poststructural framework to compare the data obtained from both locations has benefits for 
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uncovering the different problematisation processes. The approach encourages scholars to 

scrutinise the understanding of social problems and offer a consideration of the consequences 

of the understanding of the problems by re-questioning the policy problems. Another benefit 

is that both approaches offer a comparative policy analysis across space. In fact, this chapter 

also found that both locations have used different discourses to legitimise their specific 

practices. Indeed, these problem representations and their discursive practices also frames by 

Thai bureaucratic influence and local migration situation. This highlights the importance of 

institutional and cultural contexts that influence the formation of the understanding of migrant 

health issues and the effects. This chapter highlighted the problem representations of 

collaboration, service protocol and the bureaucratic influence on the migrant health insurance 

process. All of these problem representations highlight processes that allow some problem 

representations to assume dominance while others are under-discussed. Moreover, there are 

different problem representations that were underrepresented across case studies. 

 Finally, the chapter demonstrates the need to remain critical of the understanding of policy 

studies, and to shift from conventional research to be more critically innovative. The 

comparison of the understanding of migrant health and discourses in both Tak and Mukdahan 

offers opportunities for rethinking the 2013 MHICS policy problems to uncover unintended 

harmful consequences and, helps to draw out the lessons learnt to improve policy strategies 

that fit the context of the locality. 
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Chapter 8 Discussion 

This thesis aims to uncover the understanding of Thai migrant health insurance and migrant 

health services that has been produced through the 2013 MHICS policy. It discovered that 

health security is the dominant discourse operating behind the 2013 MHICS policy and the 

understanding of both migrant health insurance issues and other related migrant health service 

practices. However, there are some different practices and discourse utilization between Thai 

public health institutions in different geographical locations. Therefore, this chapter discusses 

the understanding of migrant health between the central and local governments, as well as the 

differences between the two border provinces. The discussion will consider how the health 

security discourse or the deep-seated assumptions shape the understanding of this 2013 MHICS 

policy and the position of the migrant health issue in Thailand. The process of problematisation 

allows us to see how the policies give problems a unique shape in different locations, as well 

as paradoxical contributions and practices from different perspectives, which is important to 

reflect on. 

8.1 The position of ‘migrant health’ issues under the domination of the health 

security discourse 

From the literature review, immigration health has been framed as an important national 

security agenda item (Thomas, 2016). Health has become a matter of state stability and many 

governments invest in health, as it is one of the indicators of social security (Buse and Hawkes, 

2015, Pocock et al., 2018, Rushton, 2019). Chapter 3 reveals that migrant health issues in many 

of the main receiving countries have become the subject of controversial public policy debates. 

For example, there are some controversial debates on the problems of migrant health 

management in balancing practices based on the health security discourse with the right to 

health and health service access for different groups of migrants. In the UK, the Conservative 

party, in the 2015 general election, campaigned to reduce net migration and restrict migrant 

rights, in order to protect the benefits of English taxpayers and maintain national public 

financial health security (Parton, 2015). Interestingly, the Conservatives gained support from 

the public despite sparse evidence to support their claims (Parton, 2015). Today, the main 

debates in the UK focus on the lack of migrant voices included in the discussion around British 

immigration policy after Brexit (Wandsworth et al., 2018). In France, the Aide Medicale de 

l’Etat (AME), the main health insurance provider for undocumented migrants, faces much 
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political controversy regarding the balance between financial support or health protection for 

undocumented migrants, and the health system expenditure for undocumented migrants on 

both health promotion services and CDs prevention services (Andre and Azzedine, 2016a).  

Indeed, health has become more of a political and policy controversy when it is linked to 

migration issues, specifically in regard to the host countries’ responsibility for migrant welfare 

and financial health security.  

For the 2013 MHICS policy, the Thai government attempted to ‘sweep and clear’ the problem 

of undocumented migrants (Suphanchaimat et al., 2019). Again, the rationale behind this 

appears to be to register undocumented migrants for the health insurance scheme to prevent a 

financial burden on the Thai public health system and to develop a migrant worker tracking 

system for CDs prevention and control. This demonstrates practices shaped by the health 

security discourse. Chapter 2 and both results’ chapters demonstrate that migrant health is 

noticeable as a part of Thai politics and has been framed within the health security discourse. 

The findings reported that the health security discourse has strengthened the management 

system for migrants. However, within the 2013 MHICS policy practices, there are different 

degrees of health security practices, raising tension and conflict at both policy formulation and 

implementation levels, and that these have been written and spoken about from different 

sources and from different geographical institutions. Therefore, the next sections consider some 

interesting comparative findings that reveal how migrant health in Thailand is framed within 

the health security and neoliberal health problematisation, while human rights are limited. 

The position of migrant health insurance issues and other related migrant health services are 

framed within the health security paradigm. The sources from the Thai central government and 

the MoPH reveal an intention to transform the migrant health issue to be more political by 

highlighting the CDs outbreak situations and the financial problems regarding the low 

registration rate for the 2013 MHICS. All of this has affected the 2013 MHICS policy 

implementation and caused financial sustainability problems for the hospitals and the migrant 

health insurance scheme. Both documents and interviews from the senior civil servants from 

the MoPH top express the view that the 2013 MHICS policy and migrant health issues operate 

as a part of migration and economic development policy resulting in less recognition of the 

importance of migrant health issues and strategies. Moreover, some interviewees from the 

MoPH, especially the executive members, would also like to transform their roles from lower-

influence actors to health security actors, in order to increase their power in policy negotiations 
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regarding resource support. They acknowledge themselves as health security actors by 

constructing a health situation which includes a high prevalence of CDs outbreaks at the border 

areas which may pose a risk to the Thai community and the Thai economy. However, the 

experts, the MoPH manager, and the practitioners argued that this problem representation has 

resulted in the subject not reaching the Thai government policy agenda. There was some 

resistance from the migrant employers. This also aligns with comments from the local Tak 

sources, experts and NGO sources about the problems of dealing with migrants’ employers. 

Indeed, implementing migrant health policy is not a linear process and it has been made more 

complex as most countries have both national and migrant populations (Thomas, 2016). There 

has been some research raising exploring the health of migrants, and whether it should be 

protected by the country of residence (Suphanchaimat, 2017, Pocock et al., 2018).  

Interestingly, the migrant health position is considered to be a lower priority at the main 

migration policy table. This research found that Thai health policy actors and some policy 

documents use the health securitisation discourse to shape the 2013 MHICS policy and its 

practices in order to highlight the importance of migrant health and gain government support. 

This notion was confirmed by Tak local sources who stated that the problem of the lower 

migrant health position has caused problems for the 2013 MHICS registration process. They 

stated that other ministries and migrant employers tend to pressure them to work faster and 

develop a more effective process for health screening and enrolling migrants for health 

insurance. Indeed, the local Tak interviewees complained that there is no financial or human 

resource support available for improving working capacity and there is less power to negotiate 

with other actors.  By securitising the migrant health issues and instilling a concern of 

communicable diseases caused by migrants it hoped that the issue will be addressed (IOM, 

2019b). This has also been linked to the rise of nationalism which stigmatises migrants by 

attempting to cast them as a risk subject (Appoh et al., 2019). For example, the central 

government, the MoPH and Tak health professionals described the low priority of ‘migrant 

health’ issues in overall Thai migration policy issues. These findings reported the need to frame 

migrant health in terms of the national health security assumption. The Tak local health 

institutions further constructed the poor undocumented migrants from Myanmar as a risk group 

who have caused problems for the 2013 MHICS financial system. Indeed, several sources from 

the central government, the MoPH and Tak health institutions viewed the undocumented 

migrants as a risk group, framing them as a discourse attribute to legistimise health security 

practices. Moreover, data from Tak showed that the poor, undocumented Myanmar migrants 



 
180 

could not obtain passports from their original country due to their minority origins. Therefore, 

these migrants were unable to enrol for the 2013 MHICS because they lacked the necessary 

documents. Hence, they have become a risk group who come to use the services at the hospital, 

but cannot pay, as well as cannot enrol in the 2013 MHICS. This demonstrates that Thailand’s 

position on migrant health security is based on a national security paradigm which focuses on 

the threat that emerging, re-emerging and newly-emerging infectious diseases pose to the 

global population and the socioeconomic condition of the state (Rushton, 2019; Stikeleather 

and Masys, 2020). Moreover, this position also reflects the unique concept of health security 

in Thailand, and also refers to the public finance security of Thai public health organisations 

(public health security). This concept covers the financial contribution and financial protection 

of the population, including migrants (National Health Security Office (NHSO), 2018). 

Another interesting point was that there are some differences in this problem representation 

between the MoPH/Tak local health institutions and the Mukdahan local health institutions. 

From the findings, Mukdahan shows a mix of neoliberal health and health security influences 

that has shaped the position of migrant health in Mukdahan. The neoliberal health paradigm 

has appeared in health management around the world since the global financial crisis. This new 

neoliberal health discourse was inspired by the concept of new public management and 

increased efficiency (Dutta, 2015). The inspiration for this concept was introduced by 

international organisations like the World Bank and the International Monetary Fund (IMF) in 

the 1980s (Harvey, 2007).  Moreover, the health sector has also been transformed by the 

principles of neoliberalism (Dutta, 2015). This paradigm applies three principles, which are 

individualism, the free market via privatization and deregulation, and decentralization in 

managing migrant health (McGregor, 2008). The neoliberal health practices can be seen in 

services related to health insurance, financing and reforming health systems to increase 

efficiency (William and Maruthappu, 2013; Yan et al., 2015). For example, the local 

interviewees from Mukdahan call for more specialist medical professionals in non-

communicable disease services in order to attract high-income migrants from Lao PDR to use 

the services in hospitals. This reveals the practices in reforming health service to increase 

efficiency and gain more income.  Another explanation which was highlighted was the need 

for special medical staff and services for low-income Lao migrants. However, these 

interviewees discussed the problem of referring poor migrant patients to another hospital that 

can provide NCDs services, that is well-equipped and that has NCD specialists available. 

Indeed, this practice caused problems related to unpaid service charges that are not covered by 
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the 2013 MHICS, causing tension between the referring hospital and the receiving hospital. 

Still, this problem representation highlighted the need to improve HR in order to maintain 

financial health security. This problem representation reveals one of the discursive effects of a 

limited way of understanding migrant health in the frame of the health security dimension 

mixed with the neoliberal health discourse. Mukdahan data illustrated migrant health for the 

Lao elites based on market competitiveness and the consumerism satisfaction assumption. 

Indeed, this showed that neoliberalism also introduced the restructuring of public health 

management by introducing a modern management system, or use of a business model and 

privatisation to increase effective management (Lorenzo et al., 2014). All of this was 

constructed to gain recognition and highlight the importance of financial support. One 

unintended consequence found in this study is that the problem of rejecting poor migrants from 

receiving hospitals has been under-discussed. Many scholars criticise the neoliberal ideology 

on the grounds that it has exacerbated health equality problems and poor health outcomes due 

to privatisation (Chapman, 2017, Mooney, 2012). Here, the VIP service is mainly concentrated 

on rich Lao migrants. This problem representation reflects both the different construction 

towards migrants based on their economic background, and inequality of health access to 

services. Indeed, the neoliberal discourse transforms the status of the rich Lao migrant from 

patient to customer while others are considered to be left behind. This is part of a trend towards 

marketisation , which suggests that a customer orientation should be at the forefront of services 

(Pitakdumrongkit and Lim, 2020). It changes the power relationship between health staff and 

migrant patients (Renedo and Marston, 2015). The concept of consumerism focuses on the rich 

Lao migrants acting as customers and taking on greater involvement in customising the services 

they receive. The concept of active choice is seen as the key to the authority of the consumer, 

but poor undocumented Lao migrants may well have limited choice of provider, or no provider 

at all. 

This research found that a limitation in using the health security discourse in shaping the 

understanding of migrant health and its practices comes from the limited capacity and resource 

constraints in providing services for the migrants. For example, many of the studies of migrant 

health education agree that one of the main problems comes from limited resources to support 

the development of health information media for migrants (WHO, 2008a, Putthasri et al., 2017, 

Nantasupawat et al., 2020). Additionally, some research also report the problem of financial 

support to use migrant health volunteers leading to a lack of sustainability and consistency 

(Charoenmukanayanon et al., 2013, Sateanpuctra, 2019). Even though there is an initiative to 
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use the health security agenda to attract more funding and resources, it is not powerful enough 

to cope with the Thai vertical bureaucratic structure of the MoPH and its health networks and, 

indeed, the Thai economic development policy.  

The internal bureaucratic inefficiency and outdated public administration systems make the 

situation more complicated to implement the 2013 MHICS policy (Suphanchaimat, 2018). The 

analysis of policy texts reported in this thesis identified the vertical bureaucratic structure of 

the MoPH and its local health networks and noted how they were not responsive to rapid change 

in migration policy and the dynamic movement of migration. Both results’ chapters also cited 

the lack of human resources and the lack of financial support from the Thai government to 

address the 2013 MHICS management and CDs prevention. This aligns with research by 

Munro et al. (2013), McMichael and Healy (2017), Wenham et al. (2018) and Pudpong et al. 

(2019) which also demonstrates the problems of administrative delay resulting from the lack 

of financial and human resource support in managing the 2013 MHICS insurance projects and 

health services for undocumented migrants. In addition, this study found a lack of skilled and 

strong-willed health staff, as well as lack of a well-established infrastructure or good data 

systems to support the 2013 MHICS policy operation. Therefore, to ensure the implementation 

of the policy, practices that draw on the health security discourse have been utilised as a means 

to gain more power. According to Mills et al. (2001), it is difficult to enable policies and 

measures to bypass the rigid bureaucracy due to the lack of political commitment and resource 

support. Other literature has critiqued the problem of Thai bureaucracy and called for reform.  

However, reform has not been carried out successfully, arguably because of a lack of political 

will, the instability of Thai politics and resistance to change, as well as the lower priority of 

migrant health aspects (Taotawin, 2010; Tangcharoensathien et al., 2017; Suphanchimat et al., 

2017). Additionally, the latest annual report on migrant health insurance (2019) also suggested 

that there was no  effective system for local health networks or other policy stakeholders to 

voice their concerns about the problems related to the 2013 MHICS policy. Again, both results 

chapters demonstrate that the problem representation of internal bureaucratic inefficiency was 

constructed as a discourse attribute to support the main problem representations. All of which 

demonstrate the use of this discourse attribute and problem representations to legitimize health 

security practices in order to implement the 2013 MHICS policy.  

The result shows the different problem representation and the understanding of migrant health 

in different geographical locations. However, one common thing is that there is less discussion 
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about the rights-based approach to health and the health rights of migrants. This research 

reveals the strong influence of the health security discourse which has become the only choice 

in problematising the understanding of migrant health. Indeed, it mirrors discursive effects on 

what can be thought and said among health professionals and people who work from the policy 

maker from the MoPH.  There are only limited documents and groups of interviewees who 

raise the concern towards human rights practices. Most of them are NGOs, experts and frontline 

staff. Indeed, this research joins the controversial migration debate about the health of migrants, 

and whether it should be protected by the country of residence (Suphanchaimat, 2017, Pocock 

et al., 2018), as well as to what extent rights, entitlements and health equality are available to 

migrants seeking to access health welfare services in receiving countries (Hawkes and Buse, 

2016, Matlin et al., 2018, Inkochasan et al., 2019).  

This was the start of highlighting the importance of migration issues from a human rights 

perspective in the global development agenda (Piper, 2017). However, regarding the promotion 

of the right to health, the global policy arena on migrant health remains uncoordinated and 

vague (Harman, 2018). This causes policy challenges when implementing concepts into 

practice (Burkholder and Moungsookjareoun, 2014). Chanta (2015) asserts that many 

initiatives do not reflect the reality of migrants. Access to health has many complicated 

processes depending on the host countries’ politics, historical perceptions of migrants and the 

form of government. This point will be discussed in later sections. Perhaps this research 

confirms that the health security discourse plays a prime role in shaping the understanding of 

migrant health in Thailand. This research extends the knowledge and discovers the rationale 

behind the introduction of the health security discourse. It also found the Thai-style neoliberal 

health discourse with a mix of the health security discourse raises new challenges for migrant 

health practices. Finally, the Thai bureaucratic system reveals the impact of political tension 

between local health offices and central offices on the 2013 MHICS policy implementation and 

resource management. 

8.2 The many practices of health security: migrant health insurance and service 

operations 

The health security discourses and the impact of Thai traditional state interventionism (which 

is the main health security discourse attribute) dominate the understanding of migrant health, 

causing 2013 MHICS policy implementation gaps. Both Chapter 6 and 7 suggested that the 

2013 MHICS policy, which is predominantly shaped by the health security discourse, has not 
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solved the problems of migrant health insurance registration, migrant health collaboration, or 

management problems at the structural level. The key changes in policy and the practices are 

considered to be ad hoc, depending on cabinet resolutions and the political climate. The annual 

policy changes have largely involved amendments to card prices and registration periods 

(Suphanchaimat et al., 2019). The analysis of data from both central and both local health 

institutions showed that even though the health security discourse shaped many of the policy 

texts and the interviewees’ thoughts, the practices that have been proposed by the MoPH are 

not in response to the local challenges and contexts. It is clear that the MoPH has argued from 

a stance of health security and aims to clear all unhealthy, undocumented migrants from the 

country in order to control CDs and prevent the financial burden from undocumented/uninsured 

migrants. If migrants do not pass the health screening, they must be deported. However, studies 

argue that there are many challenges in the implementation process, such as culture and 

language barriers, financial problems, misunderstandings among health service providers and 

a lack of collaboration among policy agents (Kantayaporn and Mallik, 2013, Aungkulanon et 

al., 2016, Tangcharoensathien et al., 2017). Apart from these challenges, this study discovered 

that an unclear policy and no strong legal support/enforcement for the 2013 MHICS policy has 

allowed some room for local autonomy to construct their own understandings and repel the 

pressure of the top-down policy, as well as solve implementation challenges.  

The analysis found that the ‘unclear’ policy came from the lack of clarity and details on the 

practices of the 2013 MHICS policy. The policy offers just a broad description of the role of 

health professionals to screen for diseases, provide health services and enrol migrants in the 

2013 MHICS. Due to the unclear policy, the understanding of migrant health issues amongst 

the local professionals’ and the policy texts was encompassed by a unique discourse and differs 

from that of the MoPH. Indeed, when policy is unclear, different interpretations are made by 

the street-level bureaucrats, in this case the health professionals who deliver services (Cairney 

and Oliver, 2017). The understanding of migrant health issues and their discourses from the 

central government in Thai migrant health contexts may have less influence at the local level. 

The discourse that shapes the understandings of migrant health from the top can be different 

from those locally. The analysis discovered that there are other policy stakeholders, like NGOs, 

employers, brokers and international organisations, who were constructed into these different 

practices and shaped by different discourses to legitimise health professionals’ migrant health 

understandings and practices in implementing the 2013 MHICS policy, as follows. 
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8.2.1 Migrant health registration  

Both the central government and the MoPH, as well as the local sources, share the same 

problem representation in reducing the complexities of the registration process in order to 

increase the 2013 MHICS registration rate and maintain the financial sustainability of the 

schemes and the provider units. This also aims to improve the migrant health data collection 

from the 2013 MHICS in order to use the data in tracking and creating a migrant CDs 

surveillance system. This CDs prevention focus reflects health security and national security 

dimensions (Elbe and Roemer-Mahler, 2015; Elbe, 2016). However, there are different 

perspectives on improving the migrant health registration process from different institutions 

and locations.  

Much existing research supports the idea of improving the efficiency of health insurance 

registration (Rakprasit et al., 2017, Musumari and Chamchan, 2016, Putthasri et al., 2017, 

Suphanchaimat et al., 2017a). However, they simply concluded the need to improve the policy 

implementation and law enforcement mechanism to enroll all migrants for health insurance 

and screening for diseases, especially in the OSS practice. In fact, this thesis, using post-

structural discourse, found the variety of discourse and unique local contexts in shaping the 

problem representation. This marked a difference from previous research. The data from the 

Thai central government, the MoPH and two local health institutions discussed the one stop 

service (OSS) practices which adopted the neoliberal style in managing migrant health 

insurance registration. This research found that to enhance the capacity of the OSS, the 

interviewees, who are the MoPH members and some CEOs from both local health institutions, 

support the use of broker companies in helping the management of the OSS in order to bypass 

the complications of documentation. However, this study found disagreement amongst the 

local hospital in Tak, the experts and the NGOs. The data from these sources suggested that 

many migrants need to pay out of pocket for brokers to help them manage the documentation 

and the process through the OSS. The NGOs discussed the problems of employers who did not 

inform migrants about their rights to register for the 2013 MHICS. These texts stated the need 

to reduce the complications of the registration process for the 2013 MHICS within the OSS 

practice, especially in document management. 

This discussion was shared with the interviewees from the DDC of the MoPH who also 

discussed the effects on the migrants and frontline staff due to the complicated process of 

registration at the OSS and an outdated bureaucratic system that relies on migrants’ 
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identification documents as supporting evidence for enrolling them in the 2013 MHICS policy. 

The general practitioners from the local hospital in Tak stated that the difficulties in 

understanding migrant immigration documents led to problems in categorising the different 

groups of migrants and ensuring their right to register for the 2013 MHICS policy.  

The OSS design reflects an ambition to make the migrant registration service more efficient by 

bringing all Thai migration governmental units to work in one place in order to register 

migrants into the Thai system (MoPH, 2016). It reflects the neoliberal health discourse that 

applies the New Public Management (NPM) practices where private sector principles are used 

to minimise the rigid process and hierarchical bureaucracy (Suphanchaimat and Napaumporn, 

2015). This OSS practice was also constructed as a necessary practice of such developments 

as a safeguard to the Thai public health financial system. They suggested additional measures 

be developed alongside this practice, to conduct CDs screening, disability checks and mental 

health checks for all migrants and migrant workers who have already obtained the 2013 

MHICS insurance. Indeed, this reveals a mix of neoliberal health and the health security 

discourse.  

Without doubt, there are some problems regarding this practice which form the specific 

problem representation, especially from the complications of the registration process that relied 

on documentation for the 2013 MHICS registration. While this broker problem was widely 

discussed among interviewees, there are limited previous studies that had considered this point. 

I Interviewees in this study shared a negative impression of using brokers due to the need for 

transparency in managing the registration of migrants. Some literature noted the expense of 

using brokers to manage the documents for migrants applying for the 2013 MHICS insurance 

scheme which led to low registration rates (Phanwichatkul et al., 2018; MAP Foundation, 

2015). The cost of being a ‘legal’ migrant is high. Many undocumented migrants experience 

fraudulent brokers, and even trafficking. Indeed, the neoliberalism ideology introduces a 

modern management system or use of a business model and privatisation to increase effective 

management. However, many frontline  professionals and NGOs rise the concern of human 

rights practices for the poor migrants who cannot afford the broker service fees. Chapman 

(2017) argued that the neoliberal practices exacerbated health inequality and poor outcomes 

due to outsourcing and privatisation. Some NGOs and frontline staff in Tak further described 

the brokers as a threat to the migrant health financing system, while the MoPH views this 

differently. This reflects how different problematisations create paradoxical qualities, 
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capacities and status of subjects, and can lead to a struggle between subject identity and 

practices, as well as unintended negative discourse effects (Bacchi and Goodwin, 2016).  

The data from Mukdahan reported positively about the 2013 MHICS and suggested that this 

policy is important for developing health insurance and ensuring health rights for migrants. 

Interestingly, the Mukdahan sources suggested that Mukdahan has less problems compared to 

Tak. The findings compared the problem of registration, which is lower in Mukdahan than in 

Tak. The data also described the stability of Lao politics and the positive collaboration with the 

Lao government leading to fewer problems for migrants in obtaining their passports and 

documents to apply for the 2013 MHICS or access health services, as well as maintaining good 

financial security for Mukdahan health institutions. In contrast, Myanmar, where most of the 

migrants are from minority groups, continues to experience internal conflict. Moreover, all of 

the frontlines staff and managers from Mukdahan hospitals, as well as local NGOs explained 

that the shared linguistic and cultural roots between Thailand and Lao make it easier for the 

2013 MHICS registration. Indeed, language barriers and cultural barriers are reported as 

communication problems for both migrant patients and health providers (Kantayaporn and 

Mallik, 2013, Hobstetter et al., 2015, Pengpid et al., 2016). Moreover, cultural beliefs 

specifically, also play an important role in delivering services to migrants (Otero-Garcia et al., 

2013, Hakonsen et al., 2014). Therefore, sharing the same cultural and linguistic roots bypasses 

these complications in providing services for migrants.  

The health professionals from Mukdahan also viewed Lao migrants as having less problems 

compared to migrants from other countries although they still share some problems with Tak 

province, as seen in the negative views towards broker companies. This is because of the 

complication of the registration; many Lao migrants need to pay out of pocket for brokers to 

help them manage the documentation and the process through the OSS. All of the participants 

from NGOs further described the problems of employers who do not inform migrants about 

their health rights or the importance of registering for the 2013 MHICS. These interviewees 

stated the need to reduce the complications of the registration process for the 2013 MHICS 

within the OSS practice, especially in document management, in order to encourage employers 

to enrol migrants in the 2013 MHICS. In fact, the MoPH interviewees explained another 

interesting point which is the behaviour of the employers. These interviewees constructed both 

migrants and employers negatively because they see some employers as not wanting to enrol 

migrants for the 2013 MHICS because they do not want to pay out of their own pockets. 
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Suphanchimat (2017) also points out that some employers have not informed their 

undocumented migrant workers about their rights or about the 2013 MHICS insurance. In this 

study both MoPH managers and the experts explained that apart from the broker problem, 

migrant employer behaviour is an important factor for migrants in being able to access 

healthcare and health insurance services. 

Interestingly, the experts and some executive members of Mukdahan hospital stated that the 

expensive brokers and the complicated process caused low registration rates for the 2013 

MHICS; however, there are fewer problems in Mukdahan because of the introduction of the 

VIP services to attract elite Laos. The finance  surplus created by this service is also used to 

cover the services from unpaid bills of poor Lao migrants who are not insured under the 2013 

MHICS. Moreover, fewer communication problems along with the shared linguistic roots 

between Thai and Lao also facilitated the undocumented Lao migrants who can read to access 

information about the 2013 MHICS policy and health facilities. Therefore, brokers have less 

of a role in Mukdahan province. This also aligns with previous research that reports challenges 

in providing services due to language problems (Wichaikhum et al., 2020a, Nantasupawat et 

al., 2020) or different cultural beliefs (Samarasinghe et al., 2010). 

It seems that Mukdahan tends to use neoliberal practices in categorising the migrants which is 

different from Tak. Mukdahan interviewees situated their subject position in both financial 

security and neoliberalism in customizing their services to fit the different migrant groups and 

adjust the services (neoliberal) in order to maintain their institutional financial management 

(health security). Again, the human rights problematisation was used to criticize the problem 

of using brokers which, in turn, poses some problems in terms of health access and financial 

risk for undocumented migrants who have to pay out of pocket for broker services. However, 

this representation is considered to be discussed less across the Mukdahan sources. On the other 

hand, it reveals how VIP services play a major role in providing financial security in Mukdahan 

which is different from practices in Tak. Again, the neoliberal VIP services in Mukdahan still 

raise question about the inequality of health service access among the poor undocumented Lao 

groups. Mooney (2012) stated that the neoliberal ideology has exacerbated health equality 

problems and poor health outcomes for some groups. This reflects the strength of poststructural 

approach which examines the existing knowledge or practices in order to reveals how some 

groups are more privileged than others (Bacchi, 2009). 
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Finally, the interview data showed that some health professionals from local hospitals in both 

regions have enrolled sick migrants for insurance and do so in response to their own 

understandings of the need to balance their subject position between human rights and health 

security. Moreover, there were also problems for migrants who became sick when their health 

coverage was about to end, resulting in them not passing medical check-ups and, subsequently 

failing to renew their 2013 MHICS insurance for a second time. This representation was 

silenced across policy texts and interviews among Thai health policy agents, discussed by only 

two experts and all of the NGOs interviewees, while no existing research discussed this issue 

within the 2013 MHICS context. Indeed, the migrants who fail to pass a medical exam are 

deported. This problem representation has become a new discovery of this research, and 

indeed, it reflects the lived effects of the health security practices causing some unintended 

consequences for the migrants. However, this research also found that some local frontline 

managers turn a blind eye to  enrolling sick migrants for the 2013 MHICS, while the main 

government considers this action to be unacceptable, and indeed, against the law of Thailand. 

All NGO interviewees reported problems with the 2013 MHICS process and its complicated 

system that creates barriers for migrants to enrol for health insurance, especially in Tak 

province. Previous studies also revealed that medical norms and ethics have been more 

influential than laws. Indeed, the migration law allows only legal migrants who are insured 

under the Thai health insurance schemes to access care. However, the doctors allow 

undocumented migrants to access health care due to health ethics (Suphanchaimat et al., 

2016b). International studies report that in some countries, where the rights of migrants are 

restricted, health providers feel uneasy reporting the presence of undocumented migrants to the 

relevant authorities, including the police, even though this is a requirement of law (Kurth et al., 

2010, Ameele et al., 2013). However, this does not guarantee that undocumented migrants can 

access health welfare without any challenges (Tangcharoensathien et al., 2017).  

In sum, these local practices and the top-down implementation gaps from the MoPH raise 

fundamental questions about the health security purpose of the 2013 MHICS. The question is: 

which groups benefit from this implementation that is shaped by a particular discourse. The 

data from interviewees shows that all stakeholders used a different set of discourse to adapt 

their behaviour, adjust their understanding and implement unique practices to tailor the 2013 

MHICS policy to fit their local context. The use of Bacchi and Bonham (2016) and Bacchi’s 

(2009) frameworks uncovered the contradictions in the 2013 MHICS policy agenda and the 

tension between policy stakeholders whose perspectives were shaped by different discourses 
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and discourse attributes, like the unique context construction. Indeed, this research reveals that 

there is a lack of discussion about revising measures and promoting practices based on the 

migrant health rights discourse, especially for undocumented migrants and their dependents. 

The research also shows that the influence of the health security discourse which has 

constructed migrant health rights as less important to issues of national security and the 

economy. Indeed, the Thai health bureaucratic mechanism for promotion of workers’ rights 

and representation is still neglected. Some research reveals that specific health services that are 

not categorised as CDs prevention within the health security discourse are also relatively silent 

(Suphanchaimat et al., 2017b; Agyemang and Born, 2019; McLennan and Jayaweera, 2014; 

Permpolsuk et al., 2018). 

8.2.2 The price of health insurance coverage 

The need for change of the health insurance price and coverage representation is silent across 

the document analysis. This problem representation was only mentioned by the interviewees 

who are health professionals from both local and provincial health offices in Tak and 

Mukdahan, and by some executive members of the DDC of the MoPH. There were differences. 

In fact, some previous research has investigated migrants’ service utilisation and the financial 

problems which come from providing services for migrants (Tharathep et al., 2013, 

Suphanchaimat, 2017, Wiangcharoen et al., 2019). These particular studies report a range of 

financial management issues, including the budget allocation for outpatients of migrant 

services (Donladlee and Upakdee, 2017, Tangcharoensathien et al., 2011, Tangcharoensathien 

et al., 2017), and the problem of financial management and reimbursement systems for critical 

care for uninsured migrants (Suphanchaimat et al., 2016a). Indeed, most of the existing 

research discussed the problem of the low 2013 MHICS registration rate which causes financial 

problems. Indeed, there is a lack of research which discusses increasing or reducing the health 

insurance card price.  

This research found that some executive members from the MoPH proposed the need to 

increase the price of health insurance cards in order to expand the health benefits package to 

cover some high-cost services. This idea was shared among Mukdahan interviewees, including 

an executive member and the managers of local hospitals. These interviewees proposed the 

need to customise the health insurance package to fit the capacities and the needs of different 

migrant patients. They believe that these strategies will encourage migrants to register for the 

2013 MHICS based on the neoliberal health discourse which indicates a positive impact on 
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financial sustainability as health security for the hospital. However, this problem representation 

contradicts previous research that used economic modelling to analyse the service utilsation 

rate of the migrants and hospital expenditure. Srithamrongsawat et al. (2009) and 

Suphanchimat (2017) found that the price of the health insurance card does not increase or 

deduce the service utilisation, or the number of migrants who come to register for the 2013 

MHICS. However, health access to the registration services comes from peer and employer 

networks in helping undocumented migrants to register for the 2013 MHICS (Suphanchimat, 

2017; MAP foundation, 2017). Additionally, increasing the price of the health insurance card 

may cause problems for poor undocumented migrants to access services.  

Indeed, this problem of increasing the price in order to expand the coverage was opposed by 

the NGOs, experts and Tak local health institutions. Both national NGOs and local NGOs from 

both provinces resisted the idea of increasing health insurance fees, which is supported by the 

majority of health professionals at the national level, because it may lead to more financial risk 

and health access problems for undocumented migrants who are mostly poor and vulnerable. 

From the Tak side, the problem representation of a change to the health insurance price and 

coverage appeared to be widely debated among policy agents who work on the ground. The 

Tak health professionals from the local hospital stated that the problem of a low enrolment rate 

comes from the health insurance card being too expensive for Myanmar migrants. They stated 

the importance of reducing the price of the health insurance card to attract the migrants to buy 

the card. Interestingly, the Tak frontline also stated the positive effects of the price reduction 

which are helpful to minimise the risk pooling of health insurance schemes at border hospitals 

or small hospitalsand would help in maintaining the hospital’s income.  

For the debate about changing the price and the coverage, previous studies found that some 

hospitals in urban areas that have a high concentration of migrant workers still gained more 

income from selling insurance cards without reducing or increasing the price, while those in 

rural areas, like in the border provinces, are at risk of running a deficit (Srithamrongsawat et 

al., 2009; Thamamickbaworn et al., 2018). This issue aligned with the point that the wider Thai 

public, as well as some health professionals, believed that poor undocumented migrants were 

exploiting the Thai health system and causing a financial risk to health institutions 

(Suphanchimat, 2017). The problem of the low registration rate comes from the price of the 

health insurance card (Wiangcharoen et al., 2019). However, this research discovered that some 

hospitals that have high registration rates can earn revenue while other hospitals benefit from 
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receiving some uninsured migrants (Lao elites) who are able to pay for their care from their 

own pockets.  

Interestingly, all interviewees from Tak raised the issue of the price of health insurance cards 

for undocumented migrant children. This has not been discussed in any Mukdahan sources. 

For migrant children insurance, these interviewees stated that they struggle to decide whether 

the price should be increased or not. Some existing literature reveals financial problems related 

to uncharged services, such as vaccines for uninsured migrant children (Kosiyaporn et al., 

2018), limited financial support for health promotion, and disease prevention in migrant 

children (Putthasri et al., 2017). Interestingly, the data from this research also offers less 

discussion about migrant children. Most contemporary studies on migrant children’s health 

tend to focus on health activities in schools (Tuangratananon et al. (2019) and strategic 

management around vaccines and immunization coverage rights for migrant children 

(Shinworasopart et al., 2012, Kaji et al., 2016, Kosiyaporn et al., 2018, Pinna et al., 2020). 

There are only a few studies which have explored the mental health rights of migrant children, 

and the use and access of health services (Annan et al., 2017, Markkula et al., 2018). 

Furthermore, the literature review of this thesis also demonstrated that there is limited health 

research on migrant children. Indeed, these migrant children are the dependents of migrant 

workers who have registered for the 2013 MHICS policy according to the Thai policy. 

Certainly, it is important for future research to reflect on how the issues of migrant children’s 

health have become silenced across the understanding of migrant health protocol in Thailand.  

Another interesting point is that only the experts believe that the benefits package should be 

adjusted due to there being more migrant patients who are sick with chronic diseases. There 

were no other interviewees who discussed this issue. This aligns with Suphanchimat (2017) 

who argued that migrants who are sick from disease have become more of a burden for the 

public health system. The experts also further explained that health insurance is too focused on 

services related to CDs screening and services, rather than occupational health and other NCDs 

services. 

One final interesting argument for this representation comes from the national and local NGOs, 

as well as one expert. They critically stated the problem representation that changes the prices 

of health insurance cards may not change the undocumented migrants or their employers’ 

behaviour. These interviewees argued from a health security position and explained that there 

are also some alternative health facilities, such as drug stores, that migrants can access without 
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the need to apply for insurance or report to Thai authorities. Other existing studies also reported 

that some migrants prefer the alternative health services of social and voluntary organisations, 

or self-care, rather than using hospital services. This is because of concerns related to their 

undocumented status, trust and convenience (Tarricone et al., 2012, Suphanchaimat et al., 

2016a). In addition, other studies also demonstrate that migrant patients are unfamiliar with the 

health services and systems of the host countries, preferring self-care or alternative health 

services (Englund and Rydstrom, 2012, Chanta, 2015, Suphanchaimat, 2018, Legido-Quigley 

et al., 2019). This has become one of many reasons for the low utilisation rate, as well as the 

low migrant health insurance registration rate (Chamchan and Apipornchaisakul, 2017). In fact, 

the thesis also discovered that the employers play a significant role in informing migrants about 

the 2013 MHICS, and alternative health facilities. The problem of employer behaviour is also 

found in Malaysia and Singapore. 

In Malaysia, there is health insurance regarding the Workmen’s Compensation Act (WCA). 

This Malaysian scheme aims to ensure a sum payment for death and disability, and it stipulates 

measures on employer payments for medical costs for the migrants. However, Lorenzo et al. 

(2015) reported that many employers keep migrants’ identification documents which leads to 

difficulty for migrants in accessing healthcare or checking their WCA status while 

undocumented migrants who cannot pay via prepaid insurance can only access emergency care 

(Lasimbang et al., 2016, Jaafar et al., 2013). In Singapore, the government requires the 

employer to pay a minimum contribution for private medical insurance for low-skilled workers 

(Ho, 2013). In Singapore, there is also insurance for work-related injuries under the Work 

Injury Compensation Act (WICA). Under this scheme, migrant workers can claim for sick 

leave wages, medical expenses and compensation for disability or death (Lim, 2013). However, 

it takes a long time to claim, and many migrant workers see their work permits canceled. This 

forces the migrant workers to take illegal employment (Wanwong et al., 2017). In the worst 

cases, the employers quickly repatriate workers to avoid paying for medical treatment (Lorenzo 

et al., 2015). Indeed, the employers play a significant role. Without proper monitoring and 

enforcement, the employers tend to reduce costs by not insuring irregular migrants at all. This 

reveals the policy gaps of migrant health insurance (Green and Ayalon, 2018).  

Translating these findings to Thailand, these alternative facilities are recommended by the 

employers who do not want to enrol their undocumented migrant workers for health insurance. 

This exacerbates the problem of low registration rates, and threatens the financial security of 
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the hospitals, while resulting in less ability to track migrants for CDs surveillance (MoPH, 

2018). This also aligns with existing research on the problem of employer’s behaviour that 

impacts enrolment of migrants for the 2013 MHICS (Suphanchimat, 2017). Moreover, some  

employers were thought to prefer hiring undocumented migrants as a cheap source of labour. 

This raises critical questions about Thai migration management and the problem of Thai legal 

enforcement that might cause health risks to the Thai public health system as well as to health 

security overall (UNODC, 2019). Here, the migrants, especially undocumented ones, have a 

limited understanding of their rights, as well as understanding the Thai government welfare 

support (MAP Foundation, 2016). These ‘things said’ showed negative effects on both Thai 

public health financing, the work of the Thai government and migrant access to care which is 

their right (Kwok-Leng Chan, 2018). Indeed, this study demonstrates several gaps that lead to 

barriers and negative consequences that have a negative impact on the health insurance 

protection and health service access of migrants (WHO, 2011a, WHO, 2017b). This suggests 

new questions that all stakeholders need to reflect on. 

 

8.3 The decoupling of the collaboration 

The main problem representation found in all documents and widely discussed among the 

interviewees is collaboration among different stakeholders. There are three main problem 

representations that reflect the contemporary migrant health understanding in Thailand. They 

are internal collaboration among Thai health government professionals, collaboration between 

Thai health professionals and the NGOs, and international collaboration with neighbouring 

countries.  

8.3.1 Internal collaboration and collaboration with NGOs  

The WHO acknowledged migrant health at the 61st World Health Assembly (WHA) in 2008 

which became the first solid initiative on migrants and health (Tulloch et al., 2016). This 

meeting resulted in the enactment of World Health Assembly resolutions, including the WPR 

60.26 (WHO, 2007a)  and the WHR 61.17 (WHO, 2008b). Both resolutions aimed to support 

all WHO member countries to collaborate in implementing a migrant-sensitive health policy 

and the activities that covered sharing information, developing partnerships, and promoting 

regional and national health strategies for migrants. In this thesis, one important problem 

representation relates to improving internal collaboration in relation to health among Thai 
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government stakeholders. The MoPH and the central government mostly concentrate on 

collaboration based on the health security dimension. The main practices found from the MoPH 

sources are the collaboration on migrant health insurance management and forming 

surveillance networks between the MoPH and local health institutions, as well as collecting 

and sharing of CDs data for policy decisions. Indeed, the data did not mention the migrant 

sensitive approach which is the initiative of the WHO. Interestingly, both documents and 

interviewees from the central government constructed the context of ASEAN, as well as 

changing Thai socioeconomics, geographical borders, and conflict in neighbouring countries 

to legitimise the health security practices in preventing the CDs that can carried by the cross-

border migrants. This aligns with the existing literature which found the concept of migrant 

health is more grounded in the health security dimension and focused on establishing a 

mechanism to mitigate the risk caused by the cross-border spread of disease (McInnes, 2015; 

Davies et al., 2015; Rushton, 2019). Some other studies also made recommendations for 

improving the disease surveillance collaboration between the states and that the communities 

where migrants live should be prioritised (Kaji et al., 2016, Tschirhart et al., 2017, Rakprasit 

et al., 2017, Phihusoot et al., 2019). Some other studies also supported this notion by reporting 

the challenges in the implementation process that cause human rights problems, such as 

misunderstandings among health service providers and a lack of collaboration among policy 

agents (Kantayaporn and Mallik, 2013, Aungkulanon et al., 2016, Tangcharoensathien et al., 

2017). From a local perspective, the Tak policy texts and interviewees share the same 

perspective with the MoPH about the health security practices in preventing the CDs and 

establishing collaboration based on CDs surveillance. However, the interview data from Tak 

reveals another problem about collaboration based on resource integration and financial 

arrangements. These Tak sources discussed the problems associated with a lack of financial 

support, a lack of health professionals and a lack of medical supplies in CDs surveillance 

collaboration and in enrolling undocumented migrants for the 2013 MHICS. Interestingly, the 

data from Tak mostly mentions the need for resource support for health security practices. This 

is in contradiction to the International Covenant on Economic, Social and Cultural Rights 

(ICESCR) treaty covering the right to health, which the authority requires, in order to allocate 

health resources and provide a fair investment in health services for all based on rights to health 

(UN, 2000). This reflects most Asian countries in viewing the migrant health matters based on 

health security due to a series of cross border outbreaks experienced in Thailand and other 

Asian countries (Harman, 2014). This research also found that Tak and the MoPH data that 
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suggested the limited resource support poses a risk to some important practices such as 

collaboration with NGOs. 

For collaboration with the NGOs, the central Thai government and the MoPH data reveals the 

importance of the NGOs’ role in helping the health providers with health services, promoting 

health insurance to migrants, and operating surveillance systems (MoPH, 2017b). The MoPH, 

especially documents and interviewees from the DDC office, stated positively about NGOs 

collaboration which helps in improving health access for poor undocumented migrants in 

isolated communities along the borders while the health insurance office of the DDC opposed 

the positive idea of collaboration with the NGOs. The interviewees and documents from the 

HI office showed the conflict between health professionals, especially the HI officers and 

NGOs, because the NGOs try to enrol sick migrants for the MHICS which contravene the 

concept of health insurance and may pose a financial risk to the scheme.  

Therefore, they produced a unique practice in collaborating with the NGOs on CDs 

surveillance, enrolment for the 2013 MHICS, and access to undocumented migrant 

communities. All of the local hospital managers and some documents from Tak suggested that 

it is important to encourage more collaboration between NGOs in order to construct better 

health surveillance networks and recruit migrants to the 2013 MHICS.  Previous research stated 

the problem of the 2013 MHICS that causes some policy implementation challenges, and the 

NGOs play an important role to address the problems. Research by Pudpong et al. (2019) 

explored alternative health insurance for migrants which was run by NGOs and appeared to be 

successful in improving health access for undocumented migrants who were left behind due to 

the problem of the complicated registration system of the 2013 MHICS. A recent study by 

Suphanchaimat et al. (2019), which included interviews with local NGOs, reported that the 

problems of migrant health insurance policy and services come from the political power play 

between the different Thai government agents and other stakeholders like NGOs. This also 

confirms the problem with collaboration.  

 

For the Tak collaboration with NGOs, there are also the activities of bidding for funding 

support from the international organisations (IOs). This practice was proposed by Tak 

interviewees as one solution for the lack of collaboration on resource management and the 

problem of resource constraints in CDs prevention. The collaboration between NGOs and Tak 
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health professionals aims to support the local Myanmar hospitals to screen migrant workers 

before entering Thailand and enrolling them in the 2013 MHICS. Moreover, the funds from 

IOs are also used to cover high-cost services and hire migrant health volunteers (MHV) who 

can help Thai health professionals to identify migrants, promote health education and inform 

them about MHICS registration (Maesot Hospital, 2017; MoPH, 2017a). Another interesting 

point was that the Tak interviewees and the experts had different views towards IOs who 

represent the main funders and neoliberal influencers. The experts tended to describe the role 

of IOs differently. They constructed the IOs as having less power in giving direction and 

monitoring how their funding support is used by health professionals at the implementation 

level. The experts also suggested that Thai hospitals have their own authority and some degree 

of power to interpret the use of money and the direction of the budget allocation that comes 

from IOs. This demonstrates the Asian state-centric culture influencing the relations between 

the state and the private sector and that runs deep in the Asian neoliberal policy style which is 

ruled by political-bureaucratic states (Harvey, 2007; Biebricher, 2019). This finding correlates 

with other literature in demonstrating that health has become a subject of neoliberal 

intervention (Williams and Maruthappu, 2013). In the Thai context, the Asian bureaucratic 

culture still plays an important role in shaping migrant health governance. 

For Mukdahan cases, the texts and interviewees from the Mukdahan provincial health offices 

and hospitals shared the same problem representation of CDs prevention collaboration and 

health insurance collaboration as Tak and the MoPH. However, the Mukdahan data do not 

mention any financial collaboration. All texts from Mukdahan health institutions and local 

NGOs in Mukdahan propose a new collaboration in providing non-communicable disease 

(NCDs) services for Lao migrants. Less language and cultural barriers become good factors in 

providing services for the migrants (Hakonsen et al., 2014; Hiritawon and Sukaasaem, 2018). 

This problem representation was supported by the interviewees from the local Mukdahan 

hospital and provincial health offices. The data proposed the need to improve an initiative for 

collaboration on NCDs services and services for Lao customers to increase the income for the 

local hospital. However, the local NGOs critiqued the lived effects on specific collaborations 

between some health services, such as NCDs, occupational health risks and accidents for the 

elite Lao migrants. This research discovered that this problem may lead to the health equity. 

This Mukdahan data showed a unique collaboration based on other health promotion services.  

However, it was limited to the elite Lao migrants who are able to afford the cost of services. 

The data from local Mukdahan institutions offers less discussion on poor undocumented Lao 
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migrants. It seems these poor Lao migrants are not constructed as a target group for receiving 

other additional services. The power of choice seems to be available for some privileged 

migrant groups while the poor undocumented migrants have limited choices (Bacchi, 2009). 

Indeed, the practices with NGOs collaboration relied on the health security problematisation 

which mostly focused on monitoring, surveillance and screening (Rushton, 2019). For the 

collaboration with the NGOs in Mukdahan, analysis of the data found that there is less 

collaboration with the NGOs and other civil organisations in helping the Mukdahan health 

professionals with health services and promoting health insurance to migrants. There is no data 

on the collaboration with the NGOs. There are only a few frontline staff from Mukdahan 

hospital who mention collaboration with Thai village leaders to identify Vietnamese or 

Cambodian migrants to help with translation for minority migrant groups. The health 

professionals from provincial health offices argued this is because Mukdahan has less problems 

in managing migrant health due to there being less of a cultural and language barrier. This 

reveals the different situation between Tak and Mukdahan in collaboration with NGOs. 

However, there are some interesting critiques about translation and collaboration with NGOs 

from other research. Suphanchaimat et al. (2016b) suggested that the availability of translation 

services to bridge language challenges does not guarantee the quality of service. Moreover, the 

translation process is reported to be time consuming, while others report that interpretation 

creates more workload for health providers (Lyberg et al., 2012a, Eklof et al., 2015). In the 

Thai public health context, several studies suggest that this is not a sustainable project because 

many hospitals need to pay out of their own pockets, and there is no legal support for using 

foreign health personnel for services in Thai hospitals (Srithongtam et al., 2017). This has 

raised the critical challenges of such collaboration for migrant health services. 

On the other hand, this research found the concept of collaboration based on human rights 

practices is silent. Human right concepts of equity and universal health accessibility are based 

on public health ethics (Ooms and Hammonds, 2020; WHO, 2020). This research also found 

that there are attempts by Thai health professionals to collaborate with the NGOs to reach 

migrants in isolated communities in order to increase the health access and enrol them to the 

2013 MHICS. However, it is still difficult to bypass the complications of the Thai migrant 

health registration system as well as the lack of resource to make the protocol sustainable. In 

the Thai context, several studies report that the problems of health access are due to the lack of 

stakeholder collaboration and the outdated service protocol that does not respond to the 
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dynamics of the migratory process, as well as migrants’ legal status (Tshirhart et al., 2017; 

Tohpothai et al., 2013; Yadee et al., 2019). This also aligns with other research that described 

how the complicated public health systems of the receiving countries have become a barrier to 

accessing health services for migrants (Canavati et al., 2016, Webber et al., 2015, Crozier et 

al., 2013, Charoenmukanayanon et al., 2013). This research highlights the problems in 

promoting human rights collaboration among different stakeholders in Thailand. This would 

be the main policy recommendation that all agents should consider. 

8.3.2 International collaboration 

This research found that the international collaboration practices that relate to the 2013 MHICS 

policy issues are mostly described within a health security discourse based on a national 

security concept. The health security discourse with the influence of the national security 

concept mainly focuses on the health threats related to emerging, re-emerging and newly-

emerging infectious diseases posed by the global population and the socioeconomic condition 

of the state (McInnes and Lee, 2012). National security means that the nation state preserves 

power by governing through a social contract to secure the collective good of the society, 

including health (Rushton, 2019). The MoPH sources highlight the need to improve CDs 

surveillance collaboration with neighbouring countries and disease screening collaboration 

before migrants enter Thailand and are insured under the 2013 MHICS. Additionally, the 

results from both MoPH data and central government documents also show the 

problematisation of the need to improve collaboration to prevent cross-border CD epidemics 

or a pandemic. This included sharing cross-border disease outbreak data and data on people’s 

movement. However, this study found that the MoPH, as well as the Thai government, 

constructed the neighbouring countries as having poor health infrastructures, poor data records 

and poor surveillance systems. These deficits caused some problems in implementing 

international collaboration practices. Moreover, the interviewees from the MoPH, and 

especially the DDC office, suggest the need to maintain good relationships with the 

neighbouring countries in order to maintain health collaboration. The central government 

documents also highlighted that the state uses its power to construct an understanding of 

migrant health and the position of health professionals in the health security narrative. There is 

limited discussion of collaboration based on human rights and the improvement of the well-

being of migrants. Indeed, this also contradicted global health policy and treaties from the 

United Nations (UN), the World Health Organisation (WHO), and the International 
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Organisation for Migration (IOM) that have addressed the need for policy to protect the health 

of all, including migrants (Patel, 2020). Moreover,  the rights-based approach (RBA) to health 

became more significant in 1978, when the WHO announced the Declaration of Alma Ata, 

which informed all WHO member states that the concept of ‘Health for All’ was the main 

strategy to achieve in 2000 (WHO, 1978, Hunt, 2015). 

The nationalist migration policy together with the health security discourse have also caused 

problems and had negative effects on collaboration between Thai health actors and other global 

health policy stakeholders. The analysis discovered that other policy stakeholders, like NGOs, 

employers, brokers and international organisations, were constructed as governing subjects to 

legitimise migrant health understanding and practices based on state health security in 

implementing the 2013 MHICS policy.  

Even though there are many agendas launched by global health governance actors, many of 

them also link migrants to a health security agenda (Harman, 2018). For instance, the 

international funding programs, like the Global Fund and UNAIDS, also focus on CDs 

prevention, while the 2005 International Health Regulation (IHR2005) focuses on 

collaboration to prevent cross-border disease epidemics (WHO, 2005b; Elbe, 2018). These 

initiatives view migration as one of many factors that causes the spread of infectious disease 

and suggest the need to undertake surveillance of communicable disease outbreaks at every 

phase of migration (IOM, 2019b). This also aligns with the findings from the central 

government and the MoPH sources.  

For the international collaboration related to Mukdahan province, the documents and all 

interviewees from Mukdahan talked positively about the collaboration with the Lao 

government and the local Lao hospitals, in terms of sharing data, as well as registering 

undocumented migrants for health insurance. Interestingly, the data discussed the shared 

cultural and language roots that help collaboration in exchanging resources and data for CDs 

prevention and migrant health screening before enrolling them in the 2013 MHICS.  

The local Mukdahan documents and the CEO of Mukdahan hospital reported the development 

of collaborative services between Thai and Lao hospitals, specifically for wealthy Lao families. 

These VIP services aim to provide fast-track registration and premium facilities for high-

income migrant consumers and Lao elites. It is argued that such developments raise revenue to 

fund health services for poorer migrants and other migrant health services that are not covered 
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by the 2013 MHICS coverage. This is done to maintain a good financial status for the border 

hospitals based on public health security, as well as the neoliberal health problematisation in 

expanding the VIP services as an additional track to gain income based on consumerism. This 

mirrors the difference between Tak and Mukdahan international collaboration. 

For the international collaboration from Tak province, analysis of the documents revealed that 

they only discussed the problem of disease surveillance and the sustainable problem of medical 

training projects between local hospitals to develop a communicable disease surveillance 

system. This also aligns with the Tak interview data. However, the interviews and some 

documents from local hospitals and local NGOs also reported the difficulties of international 

collaboration which ranged from language and cultural gaps, to establishing government-to-

government (G-to-G) collaboration. Regarding G-to-G collaboration, most of the 

undocumented migrants who live along the border are from minority groups and are not 

recognised as citizens of Myanmar. The problem of the 2013 MHICS registration practices 

based on national security practices in identifying migrant identity and the importance of 

official identification documents, causes health access problems from some migrants who have 

minority status (Sansuriya et al., 2010; Murray et al., 2016).  

Myanmar still experiences ethnic conflict. Many migrants who are from a minority group 

struggle to get a Myanmar passport or citizenship (Fellmeth et al., 2018; Loong, 2019). 

Therefore, the sources suggested that it is important for health providers and the Thai 

government to maintain a balance between providing aid and collaborating with the local 

hospitals of the Myanmar minority groups on one handand maintaining a relationship with the 

Myanmar government on the other. Myanmar’s political situation was also produced as a 

discourse attribute to support the health security purpose. Tak interviewees stated the need to 

maintain international and diplomatic relationships with the central Myanmar government, 

even though the collaboration based on health issues is considered a low priority. While all of 

the NGOs and experts shared the same ‘things said’ with Tak interviewees, they also further 

described the need to change the mechanisms of collaboration. These actors suggested the need 

for reform of the different legal systems in order to help migrants register and work legally in 

Thailand. This reveals the construction of positive lived effects. In reality, the problem of the 

MHICS registration practices comes from the requirement that the migrants must pass the 

national verification process (NV) (Siriwat and Siriwato, 2020). The national verification 

process requests the migrants’ identification documents, such as their birth certificate from 
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their original country. The Mukdahan sources showed the different problem representation 

compared to Tak.  

The cases of Tak province reveal that the Asian state-centric approach with the national health 

security discourse inevitably weakens the collaboration between Thailand and regional health 

governance actors. Chapters 6 and 7 reveal the problems in collaborating with the neighbouring 

countries. The problem representation reveals the health security discourse shaping a poor 

health infrastructure, internal conflict and a poor record system causing challenges to the 

process of registering undocumented migrants for the 2013 MHICS. In fact, Thailand is a 

member of many global migrant health governance programs, and of course the ASEAN 

community, which aims to ensure the rights of migrant workers in the region. However, the 

consensus and agreement to protect migrant rights has not been fully translated into policy 

implementation at the national level (Herz, 2014). Even though, these treaties may not have 

the same authoritative value as a legally binding international agreement, they have more 

global political value which influences the relationship between global health governance 

actors and states (Ooms and Hammonds, 2020).  

Indeed, the research also discovered that problem representation of international collaboration 

raises questions about how to maintain international relations and collaboration between 

Thailand and other neighbouring countries, especially in the context of ASEAN regional 

collaboration. Moreover, this research also raises the question on how the ASEAN forum can 

help account for the international collaboration practices with the 2013 MHICS policy. This 

research found gaps of non-state intervention agreement of the ASEAN community. This limits 

the checks and balances mechanism in evaluating the right to health for migrant labourers and 

international collaboration based on human rights (Herz, 2014; IOM, 2019). Unlike, the 

collaboration with the European Union (EU), ASEAN is an inter-governmental organisation 

whereas the EU is a supranational organisation (Closa et al., 2016). The member states of the 

EU have agreed to integrate their sovereignty and operate under the Europe Commission, 

unlike the ASEAN inter-parliamentary assembly which has only the role to issue a report on 

member states’ compliance with their obligations (Closa et al., 2016). Therefore, in ASEAN, 

member states like Thailand, Myanmar and Laos PDR still have more of their own sovereign 

power to make national policy decisions, as well as use their own health security discourses to 

frame migrant health practices. Indeed, this research found that the different legal systems and 
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nationalism also pose challenges in implementing collaboration between countries, even in the 

ASEAN forum. 

Nationalist ideas also influence the ASEAN member countries in constructing migrant health 

as a matter of the individual states or as a national security issue, rather than an issue of public 

health or the human rights agenda that requires regional collaboration (Archaya, 2014). This 

also aligns with the international literature that instils a fear of diseases caused by people from 

faraway countries. This has also been linked to the rise of nationalism which stigmatises 

migrants by attempting to cast them in an inferior position (Appoh et al., 2019). In fact, there 

are also gaps in collaboration in dealing with migrant workers who move between different 

ASEAN countries. For example, Thailand, Indonesia and Malaysia all denied Rohingya boats 

permission to land on their soil (Ware and Laoutides, 2018). Paisanpanichkul (2016) suggested 

that nationalist ideology in Thailand and other ASEAN countries stems primarily from a long-

standing discourse about their neighboring countries, and that Rohingya migrants were seen as 

a national security threat or an enemy. This nationalist concept is also discussed in the interview 

analysis which indicates an impact on the health professional’s attitude towards different 

migrant groups based on their nationality (Kimly, 2017). Even though this research found the 

concept of ASEAN regional integration and a number of amendments to migration and national 

agreements, the initiatives have not adequately changed the nationalist idea.  

Indeed, this research found that the health security and nationalist discourse acts to minimise 

the opportunity for collaboration based on checks and balances on human rights. The 

interviews with representatives from all NGOs revealed the problem of the 2013 MHICS 

registration practices based on national security practices in identifying migrant identity and 

the importance of official identification documents, causing health access problems for some 

migrants who have minority status. This has caused the problem of health access and the right 

to health. This mirrors the problems experienced with the Malaysian and Singaporean migrant 

insurance schemes. Identification documents have become the main barrier to accessing health 

care for migrants (Lorenzo et al., 2014). The difference is that in Malaysia and Singapore, the 

undocumented migrants are not covered by health insurance. There is no process for registering 

their health, transforming them into legal migrant workers, and insuring them for specific 

health insurance schemes like the Thai 2013 MHICS policy. The international collaboration 

between sending and receiving countries for migrant health insurance and service within the 

human rights discourse has become limited throughout the migratory process. The lack of 
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practice based on the human rights discourse and the weak mechanism for monitoring migrant 

health practices at both the national and international level also leads to the lack of a mechanism 

for checking the behaviour of employers and the host countries’ business sectors, as well as the 

practices of the host countries’ policy. Indeed, employers have a significant role in informing 

migrants about their health rights and insurance (Green and Ayalon, 2015). This research 

supports previous studies which found that some employers force migrant workers to take 

irregular employment to avoid paying for medical treatment and insurance (Lorenzo et al., 

2014). Without proper monitoring, this thesis reveals the side effect of practices based on the 

health security discourse that focuses on CDs prevention and the poor health insurance 

registration protocol enforcement, which has caused even more threats to migrants in accessing 

care and enjoying their rights, as well as to the public health financing of the host countries 

because of the low registration rates.  

Even though the research data scarcely mentions the role of leading global migrant health 

governance bodies, like the WHO, the ILO or the IOM, in NGO collaboration for bidding for 

funds, Chapter 3 showed that there is limited international collaboration due to the lack of a 

mechanism for evaluating and reviewing migrant health initiatives. Again, Thai migrant health 

policy was also shaped under the Asian neoliberal problematisation. The state or local hospital, 

like that of Mae Sot in Tak, still has some power to direct or shape the funds received from the 

IOs. Indeed, this has minimized the opportunity to address collaboration practices on both 

human rights, and the health security discourse. The lack of a mechanism comes from the 

position of the WHO and other IOs in the global health policy arena. These institutions rely on 

resource contributions from member countries. There is also a lack of resources for fulfilment 

in some migrant health areas. Additionally, they also position themselves as forums of policy 

knowledge or global health discourse production and as having an advisory role to the state on 

public health issues that can offer only technocratic solutions to health problems. Indeed, the 

findings also show that Asia’s strong traditions still play an important role in repelling some of 

the power of the IOs in monitoring the countries (Steger and Roy, 2010). Moreover, the 

literature reviews also demonstrated that many states lack the political will or capacity, a clear 

policy message and resources to manage undocumented migrants and their health welfare 

(Nurick and Hak, 2019).  

The use of Bacchi’s poststructural frameworks enabled the researcher to probe and question 

the issues that remained silent across the fields and uncover the conflicting discourses that have 
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impacted the policy process. For example, there is no clear measure on how the Thai 

government should deal with undocumented migrants who have joined the national verification 

process (NV), but have failed to prove their national identity (national security) and cannot 

register for the 2013 MHICS (health security). Napaumporn (2012) argued that this gap implied 

that the migrants who are considered stateless were excluded, and therefore, totally 

undocumented. Both results’ chapters demonstrated the problem representation that proposed 

a change in internal collaboration to improve the registration process and manage the 

documentation of the undocumented migrants. Still, this is done to increase the 2013 MHICS 

registration rate in order to protect the Thai public health financing at border hospitals based 

on the financial health security discourse.  

Interestingly, Paisanpanichkul (2016) believed that the situation in Thailand and the other main 

receiving countries in ASEAN does not match the ASEAN community policy, which is geared 

towards a liberal labour market for high-skills migrant labour. However, the Thai government 

and the other main ASEAN receiving countries attempted to resolve the shortage of low-skilled 

labour by granting an amnesty for undocumented migrants to allow migrants to work in manual 

labour and as household maids, bypassing the ASEAN binding agreement. 

This study confirms that the discourse of health security has caused negative effects and gaps 

in policy. It is also important to rethink the position of the health security discourse in shaping 

the 2013 MHICS policy, and the position of all policy stakeholders. This also raises questions 

of who has formal authority in constructing the 2013 MHICS policy and in what ways. It is 

also important to ask who gets the most benefits from using the health security discourse, and 

exactly who this security is for. The recent COVID-19 outbreak reflects the strong influence 

of national health security discourse. It reveals that each nation state exercises their power in 

controlling their own population and migrants by implementing several measures, such as 

giving information and educating them to be responsible for their health and safety. The 

coronavirus pandemic reveals the conflict between the nation state and global health 

organisations, like the WHO. The nation state tends to respond to a pandemic by framing health 

in terms of national health security (McCloskey et al., 2020).  Indeed, it reveals the combination 

between the health security discourse in preventing and controlling COVID-19, and the rise of 

nationalism as a part that supports health security practices. Each state constructs a pandemic 

as a national threat and invents its own national measures to control the spread. This can be 

seen from the different national measures in different countries, which ranged from lockdown, 
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physical distancing, state quarantine, wearing or not wearing masks, or quarantining some 

travellers from other countries (McCloskey et al., 2020; Thai Government, 2020). In fact, there 

are few examples of international collaboration in sharing virus specimens for vaccine research, 

and in trading medical equipment. The ‘testing’ for coronavirus in America and China is not 

positioned as a natural biomedical examination for disease surveillance, but rather as an 

international political campaign to demonstrate power, rich resources and leading 

technological innovation, as well as the efficiency of the government in managing the crisis 

(O’Neill et al., 2020). While the conflicts between these two powerful countries continue, 

Thailand struggles to manage migrant workers who were portrayed to be in a risk group. In 

February 2020, the Thai government ordered migrant workers in Thailand to return to their 

countries due to the closure of factories, to minimise the risk of the COVID-19 outbreak 

(MoPH, 2020b). However, the Lao PDR, Cambodian and Myanmar governments announced 

that workers should stay in Thailand to stop mass migration and consequently, the borders 

between Thailand and these neighbouring countries were closed (MoPH, 2020a). Indeed, many 

migrants were caught at the border, and struggled to return to Thailand or go back to their home 

countries. This also aligns with this research’s finding that ‘migrants’ were constructed as ‘risk 

subjects’ within the health security discourse. Indeed, this reveals that health security and the 

fear of new emerging diseases demonstrates the decoupling of the world order, global health 

collaboration and global health governance. Each nation state tends to push others away, rather 

than address global collaboration to combat the virus, and indeed, migrant health is being 

constructed as a matter of state policy, rather than of a global health agenda.  

8.4 Migrant health services: are they really friendly and do they ensure human 

rights? 

8.4.1 Friendly services  

The health systems of receiving countries have sometimes created challenges for migrants to 

access services and meet their needs. The WHO (2016) proposed the importance for all 

countries to maintain accessibility and provide appropriate care for migrants. A small number 

of research studies report the problem of financial support for this protocol leading to a lack of 

sustainability and consistency of implementing the friendly services in Thailand 

(Charoenmukanayanon et al., 2013, Sateanpuctra, 2019). Moreover, Suphanchaimat et al. 

(2016b) suggested that the availability of translation services to bridge language challenges 

does not guarantee the quality of service. The translation process is reported to be time 
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consuming, while others report that interpretation creates more workload for health providers 

(Lyberg et al., 2012a, Eklof et al., 2015). Several studies suggest that this is not a sustainable 

project because many hospitals need to pay out of their own pockets, and there is no legal 

support for using foreign health personnel for services in Thai hospitals (Srithongtam et al., 

2017). The MoPH (2017b) argued that NGOs or civil society organisations have helped local 

hospitals in implementing migrant-friendly services. However, there are some problems in 

collaboration. Indeed, the attitude of the health staff also plays a crucial role in health access 

and receiving services without discrimination (Brand et al., 2015).  

This research found that the friendly services representation appeared in all organisations’ 

policy texts, except for those of the central government, and among the discussion of 

interviewees across different clusters. It is the practice for health professionals to provide 

services and create mutual understanding through cultural sensitivity and communication with 

migrants (MoPH, 2015). Interestingly, there are diverse interpretations of what constitutes 

friendly service practices in different locations.  

The findings from the MoPH and the experts comment on the need to enhance communication 

skills and cultural sensitivity skills within medical training practices. This aims to improve the 

efficiency of health services and the 2013 MHICS insurance registration services for migrants. 

This finding contradicts some literature that specifically points out that friendly services 

practices are implemented in order to bypass the language and cultural barriers (Samarasinghe 

et al., 2010; MoPH, 2017b; Wichaikhum et al., 2020a).   

This representation of improving services with the practices of friendly services also appeared 

in the data produced by the local health institutions (both provincial health offices and local 

hospitals) in Tak and Mukdahan. These local findings discuss how frontline staff should adjust 

their attitude, such as treating migrants in an equal manner to Thai patients and learning more 

about the migrants’ language and culture as a means to improve services for them, especially 

the 2013 MHICS registration. The difference is that Tak local health institutions use the media 

and migrant health volunteers to educate migrants about health, well-being and the health 

insurance schemes. This shifts some responsibility onto migrants to take care of their own 

health based on the neoliberal health assumption. In the case of migrant health volunteers, the 

2013 MHICS policy proposal has no regulations concerning the hiring of migrant health 

volunteers, nor does it discuss financial support These volunteers play an important role in 

helping Thai health service providers to implement this policy (Canavati et al., 2016). 
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The interviewees and documents from local health institutions in Tak explained the importance 

of engaging migrant participation in being responsible for their health via health education 

practices. Indeed, the neoliberal health discourse plays an important role in shaping a strategy 

for educating individuals to be responsible for their own health (Johnston, 2016). Here, it is via 

the friendly services. Many of the studies of health literacy of migrants agree that the problems 

come from limited resources to support the development of health information media for 

migrants (WHO, 2008a, Putthasri et al., 2017, Nantasupawat et al., 2020). Moreover, the 

negative attitudes of health workers towards migrants also play an important role in the limits 

on implementing health education for migrants (Pengpid et al., 2016, Samarasinghe et al., 2010, 

Wichaikhum et al., 2020b, MAP Foundation, 2015, Hickey et al., 2016).  This research also 

found that the local NGOs in Tak and the experts’ texts reported that the practice is too focused 

on educating migrants as to how to maintain their health related to CDs prevention and the 

2013 MHICS registration. The local NGOs in Tak and the experts also expressed that Thai 

health providers were too focused on migrant health volunteers and migrants to create health 

surveillance actors. At the same time, there is less discussion about informing migrants about 

their health rights. 

However, another interesting point made by managers from a Tak local hospital and local 

NGOs was that migrant health volunteers (MHVs) are very helpful actors in the process of 

providing services. They help to solve the language and cultural problems, and help with CDs 

prevention and control along the borders. These MHVs have become major players in Tak local 

hospitals, building networks with undocumented migrant workers who live in isolated 

communities and are members of ethnic minority groups. Here, the MHVs and the 

undocumented migrants have become informers and regulators who help Thai staff enrol 

migrants in the 2013 MHICS insurance schemes. Again, there is a lack of the construction of 

MHV roles regarding human rights and promoting a right to health. Other studies report 

funding difficulties which lead to a lack of sustainability and consistency in the friendly 

services (Charoenmukanayanon et al., 2013, Sateanpuctra, 2019). Other international research 

also reported that the translation process is time consuming, while others report that 

interpretation creates more workload for health providers (Lyberg et al., 2012a, Eklof et al., 

2015). Indeed, this aligns with Tak hospital reports (2015) which explained the problem of 

time constrictions when using translators while there are many patients waiting. These reports 

suggest the need to improve the efficiency of this service. In addition, several research studies 

found that friendly services are not sustainable because many hospitals need to pay out of their 
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own pocket to hire translators to work in Thai hospitals (Srithongtam et al., 2017). The problem 

of using translators also raises ethical questions related to the confidentiality of patients’ 

information which is particularly important in this instance (Nicholas et al., 2014, Rattanapuya 

et al., 2015, Ayuttacorn et al., 2019) 

As we can see, the MoPH and Mukdahan texts stated only the need to adjust attitudes and learn 

more about migrants’ language and culture to improve the skills of health providers without 

any explanation about how migrants should take part in the practices. The Mukdahan data also 

further described the friendly services, not only by adjusting attitudes and improving language 

and service skills, but also by changing the status of Lao migrant patients to Lao migrant health 

customers. Participants from local hospitals in Mukdahan described the VIP service practices 

for wealthy Lao migrants and Lao migrants who can pay out-of-pocket. This also includes the 

ways health providers should refer to or describe migrants. However, both national and local 

NGOs in Mukdahan reported how the VIP services tend to focus on the high-income migrants 

rather than the poor undocumented migrants. None of the Mukdahan documents discussed the 

role of migrant health volunteers who act as health surveillance actors, unlike the texts 

produced by Tak health institutions. 

The final interesting point is that many of the findings from both local hospitals proposed the 

need for more manpower and financial subsidies for managing the friendly services, although 

this argument is under-discussed across the MoPH, central government and NGO texts, which 

focus on enhancing services, including expressing the need for friendly skills among the limited 

number of health providers on the ground. The local staff stated the lack of professionals has 

become one of the most crucial problems that is widely reported in many local texts. Neither 

the Tak nor Mukdahan sources have suggested any further changes to this representation, 

although this suggestion was found in two texts produced by experts offering an explanation 

about the issue. The Thai MoPH HR plan notes that staffing levels are determined by the 

number of the Thai population in the area. This does not reflect the reality of the border hospital 

that needs to accommodate migrant patients.  

The problem representation of improving health service protocol shows a contradictory 

problem representation in one practice. The WPR and PIA approaches offer an unquestionable 

comparative representation that is embedded in one problem representation. It also offers the 

researcher the opportunity to probe all levels of the problem representation. The different 

representations demonstrated the different understandings of policy issues that were produced 
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from different organizations’ texts, as well as the discourse or the deep-seated assumption that 

lay behind it (Bacchi, 2009; Bacchi and Bonham, 2016). 

8.4.2 Health security and the gaps in providing essential services 

The sustainable development goals (SDGs), the successor approach to the MDGs, have 

broadened the range of health topics to cover communicable diseases, non-communicable 

diseases and other forms of health threats, like accidents and environmental pollution (Hawkes 

and Buse, 2016). TARGET 3.8 is the main target that suggested Universal Health Coverage as 

a key strategy for improving good health service standards, and insurance schemes with health 

benefit for all migrants, regardless of their legal status (Tulloch et al., 2016). Moreover, 

TARGET 8.8 highlighted the need to protect workers’ rights in accessing healthcare services 

for undocumented migrants and improving the working and living environment to reduce 

environmental health risks (Piper, 2017). These are the target services that are a part of the 

2013 MHICS policy. The results chapters demonstrated the problems in implementing and 

providing services for migrants and indeed some practices and services that were supposed to 

have been developed have been silenced or under-discussed across the data. This research 

discovered the different challenges that have caused problems in providing services for 

undocumented migrants in different locations. Indeed, the findings about other services that 

were not related to CDs prevention or the health insurance registration service are considered 

to be silent across the policy documents and the interviews. Therefore, it is important to find 

the underrepresented discourse or assumption and investigate how something becomes a 

‘problem’ in one situation and not in another (Bacchi, 2009). 

The limited discussion of environmental and occupational health (En-Occ) services is 

bound with the context construction of the changing socioeconomic conditions in Thailand. 

The MoPH and the local health institutions’ data in Mukdahan offered a mixed 

problematisation of the neoliberal health problematisation (self-health governing) in educating 

migrants to improve their living environment and exercise (Mukdahan hospital, 2017). This is 

done in order to prevent the poor environmental health condition that may develop into a CDs 

hotspot in a migrant community. However, the Mukdahan NGOs constructed a negative view 

towards Thai employers who do not inform migrant workers about their occupational health 

rights. The NGOs also critiqued the work of the MoPH and its local health institution networks 

in Mukdahan for failing to implement health promotion activities which causes problems in 

achieving occupational health rights and human rights goals. The results show that the health 
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organisations in Tak province tend to focus on CDs prevention, the 2013 MHICS management 

and the use of the health security paradigm. Therefore, the issues of En-Occ disappeared from 

the Tak texts. In fact, there are many industries in Tak that are labour intensive and would 

benefit from the development of occupational health services (DDC, 2017). However, the 

problem of En-Occ among migrants in Thailand is considered to be limited and complicated 

due to the position of health, and the difficulties for health professionals to access the industries 

due to the lack of law enforcement. The literature review suggested that the only strategy 

available to support services for the migrants is to rely on the informal relationship between 

CEOs of local hospitals and the owners of the industries. This raises the problem of establishing 

a sustainable way of providing En-Occ services for migrants (DDC, 2016; Szilard et al., 2019; 

Perpolsuk et al., 2019).  

The second silence of the problem representation relates to improving reproductive health 

services. Interestingly, there are many existing studies which discuss the problems of 

reproductive health services and reproductive health problems for migrant workers in Thailand 

(Lee et al., 2017; Khamthanet and Suthutvoravut, 2020). These services included STDs 

infections, sexual behaviour, strategies in family planning and reproductive health risk 

assessment (Girvin et al., 2006; Thawu, 2013; Aurpibul et al., 2016; Greenberg et al., 2017; 

Ratsami et al., 2019). Indeed, most of these studies align with the findings of this study that 

suggest most attention is given to STDs prevention. Interestingly, the discussion about 

improving reproductive health services to fit the different needs of migrants is silent.  

The data are produced by the MoPH, the NGOs, the Tak provincial health office and Mukdahan 

hospital. There is a difference in focus; texts produced by the Tak provider tend to focus on 

individual health and the strategy to increase health literacy about sexually transmitted diseases 

(STDs) prevention for teenage female migrants. Mukdahan documents focus on improving 

STDs prevention practices amongst migrants such as the STDs education. Moreover, the 

documents also cover the content related to reproductive services and education on birth 

control, as well as the need to improve service provisions for female migrants who were 

sexually abused or were rescued from human trafficking. The MoPH texts share the same 

representation with the Mukdahan texts. However, the difference is that the MoPH texts focus 

on training staff to improve the STDs prevention protocol. The texts described the health 

professional’s role to maintain migrant understanding and safety, but they do not offer any 

details about these practices. Interestingly, the MoPH texts did not mention the migrant 
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patient’s role, unlike the texts from the Tak and Mukdahan health institutions. The MoPH texts 

just depict the medical staff as agents of active STDs surveillance in relation to the reproductive 

health of the migrants. The NGOs’ texts also discuss unsafe abortion practices in young 

undocumented female groups. This problem representation is silenced across the texts 

produced by Thai health providers and experts.  

Another important problem is the lack of services for undocumented migrant women who are 

sexually abused or have STDs. This issue was only discussed among operations managers from 

both local hospitals, as well as amongst all local NGOs. They portrayed the need for practices 

that consider ‘gender sensitivity’ in providing these services. These interviewees also argued 

that a lack of gender sensitive consideration has led to uncomfortable feelings for female 

migrants in discussing STDs with male health professionals. Interestingly, only the NGOs 

stakeholders discussed the experiences of patients with a different sexual orientation, for 

example men who have sex with men (MSM) and who need a gender-sensitive service, which 

was silenced. Indeed, this research found that the migrant position has become gender neutral 

and has a lack of diversity, in this case, a lack of discussion about migrants who have other 

genders. Most practices and existing research tend to focus on female migrant health rather 

than male health and LGBT migrant health. A recent research study by Meyer et al. (2019) 

suggested that undocumented female migrants who experience physical and sexual abuse are 

the most vulnerable group in accessing health services. Indeed, this research found a lack of 

diversity of discussion on health services for different migrant genders reflecting a limited 

understanding of reproductive health for different migrant groups. These minimal discursive 

effects and subjectification effects indeed, cause real problems. This contradicted Target 5.6 

(SDG 5 Gender Equality goal) of the SDGs, which aims to ensure access to sexual and 

reproductive health rights for all (UN, 2020). 

Indeed, most of the constructions of migrant subject positions concentrated on their legal status 

and their sicknesses from other CDs that may cause a threat to society. Indeed, there is a lack 

of discussion of health services and sicknesses around occupational health, accidents, 

reproductive health and other non-communicable diseases (MoPH, 2017b, WHO, 2011b, 

Disease Control Department Thailand, 2016, Permpolsuk et al., 2018). This reveals the 

problem of a lack of non-communicable disease services and initiatives in the Thai migrant 

health agenda (Permpolsuk et al., 2018). There are several studies that discuss female migrants’ 

access to reproductive health services, which includes cost, health institutions, health 
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professionals’ attitudes and services, health promotion and personal confidentiality on the host 

countries’ services (Webber et al., 2015, Tousaw et al., 2017, Phanwichatkul et al., 2018).  

The final interesting problem representation found only in the interviews with front line staff 

at local hospitals in Mukdahan and Tak, and the local NGOs, concerns providing reproductive 

health services for undocumented groups who are a ‘subtle community’. These subtle groups 

often have experience of exposure to sexual transmitted diseases (STDs). The frontline staff all 

agreed on the need for collaboration between local hospitals and NGOs in addressing the 

mobile health surveillance services by focusing on CDs and STDs prevention and control. 

However, the Mukdahan and Tak nurses, and all local NGOs stated their concern about the 

privacy of migrants due to these mobile health surveillance practices. Furthermore, the problem 

of the budget limitation for services leads to a lack of sustainability of these programs. To 

resolve this problem, frontline staff in Tak proposed bidding for funds from IOs to cover the 

cost because the Thai government does not offer sustainable support. This reveals the negative 

effects on the limited services in some areas.   

Improving school health services for migrant children is the most underrepresented 

problem representation which was only mentioned in the documents from the MoPH and the 

NGOs even though the 2015 cabinet resolution includes the implementation of health insurance 

and health services for migrant children as a main element of the policy. There are only a few 

research studies that investigated the mental health rights of migrant children and the use and 

access of health services (Annan et al., 2017, Markkula et al., 2018). In this research, the texts 

from the MoPH and the NGOs highlight the need to improve training for migrant students and 

migrant teachers in self-care and highlight the importance of education about communicable 

disease prevention and the 2013 MHICS children insurance. However, the NGOs’ texts further 

argue that living conditions and food security are also a part of the program that needs to be 

improved. Such improvements are vital for maintaining the healthy condition of migrant 

children, as well as their protection. One NGO text critiqued the MOPH program decision to 

implement an iris and fingerprint scan for migrant children, in order to improve the tracking of 

migrant children’s health profiles and movement, for disease surveillance and health insurance 

data. The NGO’s text reported that this strategy may lead to human rights abuses, specifically 

the issue of child privacy. The text also described that these practices were conducted without 

the children’s consent. There are also few studies on the health problems of migrant children 

and their rights. These migrant children are the dependents of migrant workers who have 
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registered for the 2013 MHICS policy. The studies on migrant children’s health tend to focus 

on health promotion activities in schools (Tuangratananon et al. (2019) and health promotion 

and strategic management around vaccines and immunization coverage rights for migrant 

children (Shinworasopart et al., 2012, Kaji et al., 2016, Kosiyaporn et al., 2018, Pinna et al., 

2020). Indeed, the migrant children health issues are considered to be limited across the data, 

as well as the literature in the Thai public health context.  

Several local public health practitioners from Mukdahan provincial health offices and local 

hospitals discussed the lack of programs related to mental health services for all migrant 

patients. Greenway and Castelli (2019) report that migrants not only suffer from 

communicable diseases, but also from mental health diseases and other non-communicable 

diseases, during the migratory process. Indeed, mental health services are not covered within 

the 2013 MHICS policy (MoPH, 2013). This ‘thing said’ was also discussed by the national 

and local NGOs. These interviewees described the problem of framing migrant health within 

the health security discourse which also affects these interviewees’ subject positions and may 

undermine their positions in caring for migrants who suffer from mental health problems based 

on human rights and medical ethics. Indeed, it causes a lived effect on providing mental health 

services for migrants. Another interesting point is that all local public health practitioners 

described how there is no clear protocol for dealing with migrants who have mental health 

problems. This demonstrates the discursive effects of the practices that are encompassed by the 

health security discourse that silences mental health services. All local Mukdahan frontline 

staff described how there is no clear protocol for dealing with migrants who have mental health 

problems. 

In sum, the health security discourse remains powerful in shaping the migrant health concept 

and services in Thailand. This can be seen from the discursive effects of seeing the migrants as 

gender neutral, and the results from both the analysis of interviews and documents which are 

focussed on the legal status of the migrants or their physical health status regarding 

communicable diseases. There was less discussion of the different groups of migrants who 

might need different routines and special care, which reveals the negative effects in reality. 

8.5 The construction of migrants’ subject position 

The analysis of policy documents and interview data demonstrates that there are many 

categories used to describe migrants. For Bacchi’s approaches, the categories are discourse 
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attributes or notions that play an important role in the problematisation process (Bacchi and 

Goodwin, 2016). Therefore, discussing the different categories and the scope of migrants is 

useful for seeing how they function, and it offers particular meanings to the proclamation 

process (Bacchi, 2009; Bacchi and Goodwin, 2016). Chanta (2015) and Archavanitkul (2012) 

reported that implementing migrant health policy has many complicated processes depending 

on the host countries’ politics, the form of government and indeed historical perceptions of 

migrants. This research found that the most common description of migrants reflects how their 

legal status challenges Thai migrant health insurance management and CDs prevention, as well 

as collaboration. However, there are some differences between the different locations. For 

instance, the MoPH and Tak interviews and documents constructed negative views towards 

undocumented migrants. They portrayed them as ‘risky’ groups and disease carriers that need 

to be monitored for CDs control and enrolled in the 2013 MHICS. They also described how 

the legal status problems of undocumented migrants led to a lack of data by which to identify 

the migrants in the surveillance system and enrol the migrants for the MoPH’s 2013 MHIC. 

 The Tak sources also further described the situation of undocumented migrants who use 

services at Thai hospitals and cannot pay. This causes financial problems for the local hospitals. 

However, other research found that the utilisation rates of insured migrant patients were lower 

than that of Thais who were insured in the UCS (Suphanchaimat et al., 2016a). In addition, 

research shows that Thai patients with severe symptoms had higher utilisation rates than 

migrants (Suphanchaimat et al., 2017b; Arphonpisan et al., 2018; Chanta, 2015). This 

demonstrates that the undocumented status of the migrants, which causes low registration rates, 

does not necessarily pose an adverse impact on the Thai financial health system, as is 

commonly constructed in policy documents, and perceived by the interviewees. Another study 

showed that disease and physical health status were the most important elements determining 

the cost and resources for services for both Thai and migrant patients (Tangcharoensathien et 

al., 2017). Therefore, it is important for policy makers and the Thai public to rethink this 

migrant health insurance and migrant health services understanding. 

The Mukdahan data showed different views towards high-income Lao migrants who used the 

VIP services and were able to pay out of pocket. These texts and interviewees highlight the 

migrant subject position based on their economic backgrounds, not their legal status. Here, this 

problem representation has transformed Lao patients into Lao customers in supporting the VIP 

service practices that are encompassed by the neoliberal health discourse and health security. 
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Hence, the common construction of migrants’ position in the Thai public health understanding 

reveals the combination of three common elements of the migrants’ subject position: legal 

status, economic background and nationality. Furthermore, the influence of neighbouring 

countries’ political contexts, which is a discourse attribute, also plays an important role in 

shaping the understanding of migrant health and practices. This argument is also supported by 

the studies of Murray et al. (2016) and Wai Lain and Geater (2019) who reported that the 

problems of different legal systems and conflict in the migrants’ origin also causes problems 

in obtaining the documents for some ethics minority migrants. This becomes a barrier to access 

to health welfare for the migrants in receiving countries (Linn Naing and Bakker, 2018). For 

example, Tak local health data stated that the undocumented Myanmar migrants are considered 

to suffer more compared to other groups of migrants due to their minority status causing them 

to not be recognised as Myanmar citizens. Lacking identification documents from the Myanmar 

government means migrants are not eligible to register for the 2013 MHICS policy or work 

legally in Thailand. On the other hand, Mukdahan showed how the stable Lao politics results 

in fewer problems for migrants in obtaining documents and enrolling for the 2013 MHICS. 

However, there are some interesting points which showed the effect of the health security 

discourse in defining migrants which caused human rights and health equity criticism. This 

reveals that the complications of the public health system that constructs migrants based on a 

legal system have become a barrier to accessing health service for migrants (Canavati et al., 

2016, Webber et al., 2015, Crozier et al., 2013, Charoenmukanayanon et al., 2013).  

There are some initiatives to improve the construction of migrants. The documents and the 

CEO of Mukdahan hospitals discussed how one way of improving services and the attitudes of 

health providers is to change the Thai vocabulary usage in referring to migrants. This practice 

changes the vocabulary usage from migrant patients (Tang Dao) to foreign customers (Tang 

Chad). The findings from the interviews suggest that the change of vocabulary helps the health 

workers to adjust their attitudes about migrants and improve services. This reflects the concept 

of consumerism focusing on the service users acting as customers and taking on active choice 

as the key to the authority of the consumer (Pitakdumrongkit and Lim, 2020). However, this 

VIP service practice was critiqued in documents from both national and local NGOs in 

Mukdahan. The texts by the MoPH, both provincial health offices and local hospitals in 

Mukdahan and Tak, still use the concept of ‘Tang Dao’ for the poor, undocumented migrants, 

regardless of nationality. The use of the concept of customers seems to apply only to Lao 

migrants who come from more privileged economic backgrounds.  
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Health policy related to migration has been viewed either in terms of ‘security threats’, or as a 

human rights issue (Zimmerman et al., 2011). This also impacts the construction of the migrant 

position within the Thai public health understanding. This research found that in the interviews 

and in some documents from NGOs and experts, the problem of viewing undocumented 

migrants as causing human rights and health rights difficulties is discussed due to the lack of 

diversity in describing the discourse attribute of the migrant construction. The subject position 

of migrants is mostly described based on legal status and economic background. This reflects 

the lack of systematic evidence for using the human rights approach within a global health 

governance system to improve health practices, as well as the commitment to establishing a 

rights-based approach to health, especially for migrant groups (Ooms and Hammonds, 2020). 

This can be seen from both Thailand and other international experiences in managing the 

migrant health insurance and the way they describe and categorise the different migrant groups 

in Chapter 3.  

Another interesting point is that the influence of the health security discourse and the 

nationality of migrants appears to have made the understanding of migrant health insurance 

management in Thailand different from that of other main receiving countries (Chapter 3). It 

is clear that in many of the main receiving countries, once undocumented migrants are 

registered by the receiving country’s authorities and have obtained their legal migrant worker 

status, they are enrolled into the mainstream public insurance of the host countries, such as in 

France, Germany or Italy (Brindicci et al., 2015; Kuehne et al., 2015; Andre and Azzedine, 

2016). In contrast, even though undocumented migrants have completed the registration 

process, they cannot be insured by the UCS, like Thai nationals or SSS, because they work in 

the informal sector, or in medium to small-sized businesses. This is because Thailand has a 

universal care act. The UCS is the health insurance scheme for Thai nationals, and the labour 

law restricts the Social Security Schemes (Health Insurance Scheme of the Ministry of Labour) 

to only legal migrants who work in the formal sector or are high-skilled labourers. Therefore, 

undocumented migrant workers who register and become legal migrants, but work in the 

informal sector, are not eligible to apply for the SSS or the UCS.  Suphanchimat (2017) argued 

that this reflects Thai nationalist politics, as well as Thai health security, and that Thai law acts 

to restrict some health services and health insurance, for exceptional groups, like the UCS, to 

just Thais or migrants who are high-skilled workers. From the literature review, most migrants 

who register for the SSS are foreign professionals or high-skilled labourers from western 

countries while the 2013 MHICS targets only low-skilled migrant workers or migrants from 
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three neighbouring countries who have lower economic backgrounds. Indeed, Chanta (2015) 

asserts that access to health has many complicated processes depending on the host countries’ 

politics, historical perceptions of migrants and the form of government. Here, the health 

security discourse and national identity as a discourse attribute are used to categorise different 

migrant groups based on their national and economic identity. Indeed, the migrants who are 

the target of the 2013 MHICS are also constructed as a financial management burden on the 

MoPH, whose capacity is limited, as discussed in the findings’ chapters. They are also viewed 

as a threat to Thai health security overall. The creation of different migrant categories has a 

significant impact on the ways in which governing takes place (Bacchi and Bonham, 2016). 

This also reflects the problem in constructing migrants based on the human rights assumption. 

Indeed, there is a lack of diversity in constructing the migrant’s subject position due to the 

domination of the health security discourse. The findings showed that most 2013 MHICS 

practices are based on health security, such as with CDs prevention or enrolling for the 2013 

MHICS for a financial security purpose. Migrants are usually viewed in relation to their 

nationality and legal status. There are only some migrant health services which belong to a 

silenced problem representation, such as gender health, mental health, school health, or 

environmental and occupational health services that use the different attributes to describe the 

migrants. Indeed, this research found that the attributes for describing the diversity of migrants, 

based on criteria such as gender, working conditions or age, are limited. This reveals the 

discursive effects on the limited understanding of migrant health issues through the 2013 

MHICS policy. Indeed, migrant health is frequently lacking a development program based on 

human rights to ensure health protection (IOM, 2019a). Some studies have shown that migrants 

are still unaccounted for under Universal Health Coverage. Many main receiving countries 

struggle to implement health policy, health insurance and services at the national level 

(Pudpong et al., 2019, Suphanchaimat et al., 2019, Chamchan and Apipornchaisakul, 2017, 

IOM, 2019b). 

Another interesting point is the construction of the subtle migrant group. The Mukdahan data 

reveals an interesting problem representation, that of providing services for subtle migrant 

groups who have a different nationality to the majority of migrants, such as the Cambodian or 

Vietnamese migrants who work and live in Tak or Mukdahan provinces, which have large 

Burmese or Lao migrant communities. This problem representation was underrepresented 

across the documents and interviews from the MoPH and Tak. Moreover, this ‘thing said’ was 
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only expressed by interviewees who work in local hospitals in Mukdahan, and by interviews 

from all of the NGOs. They constructed these subtle groups as vulnerable groups that 

experience communication problems with Thai health professionals. This also aligns with 

existing research that discussed the lack of networks and support which causes problems in 

accessing health services and low health literacy (Wangroongsarb et al., 2016, Hickey et al., 

2016, Pengpid et al., 2016, Guadamuz et al., 2018, Sunpuwan et al., 2019). These studies found 

that migrants often have limited understanding about public health; therefore, they suggested 

the need to strengthen the network among migrants and between migrant and local health 

providers (Win et al., 2017). For this subtle groups, this thesis discovered that the lack of a 

migrant support network, language barriers and a lack of recognition by authorities has caused 

negative effects on their capacity to access health. The findings also demonstrated that the lack 

of diversity in constructing migrants as shaped by the health security discourse dominance 

which also caused problems in providing services and health facilities to fit the different needs 

of different migrant groups (different nationality) and under-recognised the subtle migrant 

groups in the areas. Indeed, there is limited research on the subtle groups of migrants especially 

those of different nationalities. This also poses some challenges in establishing or improving 

the health services, and it also reflects less understanding of migrant health based on the 

diversity of nationality of the migrants in the local areas. This problem representationis 

considered to be silent across the dataset which reveals the discursive effects that limit what 

can be thought and said (Bacchi and Bonhams, 2016).  

The final interesting point is that the health security discourse and the Thai centralized state 

worked together to limit the involvement of migrants in the 2013 MHICS policy process or 

migrant health service provisions. There are only two migrant health practices that involve 

migrant roles, which are the friendly service practices and the school health practices. Based 

on the neoliberal health discourse, these practices appointed the role of migrants to be 

responsible for their own health and register for the 2013 MHICS insurance scheme. For school 

health, practices are constructed as a part of health security services and appear only in the texts 

produced by the MoPH. There is no discussion of school health in either local health 

institution’s data.  

For the friendly services, there are different concepts of friendly service between Tak and 

Mukdahan. In Mukdahan, the data only focused on the provision of training to improve the 

skills of health professionals, while in Tak, friendly services included improving the health 
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literacy of migrants to help them be responsible for their health. In Tak, migrants are 

constructed as patients who have low health literacy, poor economic backgrounds and are 

vulnerable. Here, migrants transform from a passive role to take on an active role and be 

responsible for their health. Migrants receive some self-care information from local 

professionals, so migrants were constructed as having some degree of responsibility for their 

own health, especially regarding registering for the 2013 MHICS and protecting themselves 

from CDs. This reflects the practices of neoliberal health becoming a means to achieving health 

security as an end in itself. The concept of self-health governing outlines that individuals should 

be responsible for themselves and run their own lives (Chapman, 2017). Moreover, in Tak 

developments also constructed the practices called migrant health volunteers and selected 

migrant leaders to be doctor’s assistants in CDs surveillance and for recruiting migrants to the 

2013 MHICS. None of the Mukdahan documents discussed the role of MHV who act as health 

surveillance actors. The Mukdahan data related to the friendly services just briefly discussed 

using translators for other groups of migrants, such as those from Cambodia and Vietnam, to 

improve the services for these migrants in order to increase their service satisfaction. This 

shows that the similar practices in different geographical locations offer different constructions 

of migrants’ subject positions. It reveals the different degree of owning power in governing 

their own health, as well as the role of migrants in participating in the 2013 MHICS practices.  

Undoubtedly, these practices are shaped by the health security discourse, and result in a lack 

of information about the health rights of migrants. Here, the role of migrants is constructed as 

active in health security practices, while the migrants’ roles regarding their right to health are 

considered to be limited and passive. This reveals the power of the health security discourse 

which constructed a process in which some people benefit while others do not act according to 

their own ‘real interests’ (Lukes, 2005). Indeed, these practices and the understanding of 

migrant health problems are encompassed by the health security discourse and are also used to 

block some undesirable actions of migrants and create governable subjects through knowledge 

and linguistics. Here, the health professionals exercise their power indirectly to shape migrant 

thinking which benefits the Thai public health system. Indeed, the limited diversity of migrant 

construction causes a negative impact on improving the policy participation among migrants.  

Bacchi (2017b) argued that problematisation is an ongoing process, and that it is indeed 

political. The result chapters showed that the construction of migrant positions is often 

conflicting. This demonstrated that the migrants’ position is unstable and can open up spaces 
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for resistance (Bacchi and Bonham, 2016). The limited discussion of the varied descriptions of 

migrants has revealed service gaps that do not fit the reality of migrant health issues. Harman 

(2018) and Borges and Guidi (2018) suggest that using the health security assumption has a 

negative effect on implementing human rights practicesand has limited some essential services 

for different migrant groups. Jesuthasan et al. (2018) and Musumari and Chamchan (2016) also 

discussed the importance of recognising the different groups of migrants based on their 

biological and physical health, not their legal status. Most of the existing migrant health policy 

research in Thailand is under the hegemony of the health security discourse. There is limited 

migrant health policy research that views the migrants and their role based on gender 

sensitivity, human rights, non-communicable disease and the comparative different 

nationalities of migrants from different locations. Indeed, it is worth rethinking the migrant 

position and their role in participating in the 2013 MHICS policy process. This is the benefit 

of using Bacchi’s poststructural approaches to question a common understanding of migrant 

health in order to re-think the practices in order to find an alternative way to understand the 

migrant health position and the 2013 MHICS practices. 

 Tang Dao and Tang Chad: The use of linguistics in defining migrants  

Another interesting finding from this study is the impact of linguistic usage in defining the 

different groups of migrants. Even though the WPR and PIA frameworks do not offer tools for 

linguistic analysis, investigating the use of different Thai migrant terms offers an in-depth 

understanding about how migrants are conceived across different policy documents and 

interviews. Indeed, this shows the limitations of using Western policy theory to conduct 

research in other contexts and highlights the importance of linguistic analysis specific to the 

local context. Even though the results discussed in this section reflect an interpretivist stance 

rather than a Foucauldian post-structural position, they offer an analysis of the effects of the 

discourse. This aids in uncovering how the migrants are produced through the different sets of 

discourse and practices. It is also useful to understand how the discourse influences the 

preference of vocabulary use. The results reveal the limitations of the WPR and the PIA 

approaches, which will be discussed in a later section.  

There are two main Thai terms that are used to define migrants. ‘Tang Dao’ refers to an alien, 

or any individual who does not have Thai nationality. This definition is used in an extremely 

broad manner, and includes ethnic minorities, displaced people, refugees and stateless people 

(Immigration Bureau, 1979). The findings showed that the term is often used to construct 
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negatively both documented and undocumented migrants and their dependents who originate 

from lower income countries. On the other hand, ‘Tang Chad’ or foreigner is commonly used 

to define non-Thais who are considered to be tourists or foreign professionals. The research 

findings demonstrated that this term is also used for a positive construction of documented 

migrant workers. Indeed, the findings suggested that these two terms are used depending on 

the context that is constructed around the different groups of migrants and their health 

behaviour, as well as reflecting the migrant health policy context.  

The findings from the analysis of interview data and the document analysis also suggested that 

the Mukdahan local health institutions transformed the term from ‘Tang Dao’ patients to ‘Tang 

Chad’ customers who can pay for VIP services at Mukdahan hospital. In Tak, local health 

institutions use of the term ‘Tang Chad’ is limited. However, in the documents and interviews 

from both local health institutions in Tak and Mukdahan, the term ‘Tang Chad’ is used to define 

specific groups of migrants, like migrant children or undocumented migrants, who have 

experienced accidents or abuse. This reflects a humanitarian stance in the use of the term ‘Tang 

Chad’ and binds it with ideas about vulnerable and sensitive groups. In the interviews and 

documents from the MoPH and the local health institutions in Tak, the term ‘Tang Chad’ is 

used to describe high-skilled migrant workers and professionals in general, although the usage 

is limited.  

The term ‘Tang Dao’ is used widely across policy documents and appears in the interviews 

with the MoPH, the experts and the local health institutions of both provinces, especially in 

Tak, where the term appears to be used in a discriminatory sense (Archavanitkul, 2012). It is 

used to negatively define migrants who have problems of poor health behaviour that lead to 

CD outbreaks, as well as migrants with legal status problems. This term is also used to highlight 

undocumented migrants who are ineligible to apply for the 2013 MHICS contributing to Thai 

public health financial risk. The term is used to describe migrants from a health security stance. 

Moreover, the term ‘Tang Dao’ is used to apply to all migrants, regardless of their gender, age 

or physical fitness. It is used in a negative way to describe migrants’ poor economic 

backgrounds, their legal status and their nationality. For instance, ‘Tang Dao’ is used to refer 

to poor undocumented Myanmar migrants as opposed to rich Lao Tang Chad (foreigners). This 

reflects using a binary concept to construct the risk subjects suggesting some groups of 

migrants are better than others (Bacchi, 2017b). Producing at-risk subjects reveals how society 
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is being shaped through the prism of risk which is a process of discourse to legitimise the 

understanding of social issues (Orsini and Smith, 2007). 

The interview results showed that ‘Tang Dao’ and ‘Tang Chad’ are used interchangeably 

depending on the context. On the other hand, policy documents seem to stick to using one term 

throughout the texts. This suggests that the interview is a much more nuanced and complex 

process then the policy texts and that interviews provide an ongoing subject production process 

(Bacchi, 2017b; Bacchi and Bonham, 2016). Several interviewees used the terms ‘Tang Chad’ 

and ‘Tang Dao’ to describe their practices in implementing the 2013 MHICS policy. The results 

also show the conflict and tension in interchangeable usage between the terms. This fluidity of 

usage is mostly produced by the interviewees from the MoPH and the experts, and amongst 

local professionals. There was only one national NGO expressing this interchangeable term 

usage. Again, the use of the term depends on the context around it which shares the same 

pattern with the results discussed earlier. Another interesting result suggested that some 

interviewees from the MoPH and both provinces’ local health institutions discuss their 

preferences regarding the terms’ usage. They try to use the word ‘Tang Chad’ instead of ‘Tang 

Dao’ because of the need to change perceptions towards migrants due to the new context and 

the need for international recognition.  

A final point regarding term usage emerges from the documentary analysis. This research 

selected 30 relevant MHICS policy documents. Most of the texts were produced during the 

years 2013 to 2017. The results found a changing pattern in the use of these terms over time. 

The term ‘Tang Dao’ has been used since 1979, when it was first used in the Immigration Act. 

The findings also suggested that the term ‘Tang Dao’ was used more often than the term ‘Tang 

Chad’. Its use reached a peak in 2016, and then started to be reduced. There was a mix of the 

term usage from 2015 to 2017. The use of ‘Tang Dao’ was developing within the humanitarian 

problematisation, such as can be seen in the phrase ‘a vulnerable ‘Tang Dao’. The term ‘Tang 

Chad’ was not used until 2014 and has been growing in use since then. However, the term 

‘Tang Dao’ still plays an important role across the policy documents. It seems that the year of 

publication does not have a significant effect on the change of the understanding of migrant 

health insurance issues compared to the different institutions, locations and contexts.  

The study found that the implication of the migrant as a subject is lacking in diversity. This has 

a detrimental effect on different undocumented migrants. The non-specified characteristics of 

different groups of migrants reveal a limited understanding of Thai migrant health insurance 
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and other related migrant health issues. This reflects the discursive effects of migrant health 

issues on health security and less discussion of human rights. 

In sum, the findings of this research contribute to the shaping of subjects. Policy practices also 

embrace the expectations of how people should behave and how best to support that behaviour. 

The context and attributes also play a significant role in encompassing the subjects and their 

personal discipline when it comes to ‘thinking about themselves and others’ (Bacchi, 2017b). 

The ‘right conditions’ have been designed for subjects to take their action regarding the 

problematisation. However, the analysis shows that a subject is not a fixed entity and is 

susceptible to modification in hybrid versions. This opens up space for resistance and reveals 

the discourse influences across different problematisations. The main contribution of this study 

is to dig deeper into the meaning-making around subjects (Bacchi and Bonham, 2016). 

 

8.6 Conclusion 

Bacchi’s approaches can be used to consider alternatives and can help us re-think and establish 

new sets of relationships for the improvement of Thai migrant health policy. This thesis aims 

to scrutinize the understanding of migrant health problems and the way of conducting Thai 

migrant health policy, and its consequences. It also aims to compare different discursive 

practices, as well as the effects of discourses that lay behind the problematisation of Thai 

migrant health. This study found that the health security discourse together with Thai 

traditional state intervention and nationalism has become the dominant discourse and concept 

in shaping the understanding of migrant health in Thailand and the practices of the 2013 

MHICS policy. The limited human rights assumption and practices have posed challenges in 

the discussion of the diversity of migrant groups, health service access and the development of 

specific health services for different migrant groups. In addition, there is limited research that 

uses the critical policy approach in Thai policy studies and public health policy. Research from 

a critical policy perspective creates opportunities to probe deeper into the discourse operation 

behind the policy process which may lead to other insights for questioning the understanding 

of the 2013 MHICS policy.  

Discourse is encompassed by an invisible power that shapes the interviewees, governable 

subjects, migrants and the reality in the policy. It controls the scope of understanding of the 

policy problems and limits the capacity to think differently or to question existing practices. 
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This chapter demonstrates the paradoxical nature of the understanding of migrant health and 

its practices that reveals resistance and struggle. Even though the poststructural frameworks, 

like the WPR and the PIA, do not aim to seek a solution, both frameworks offer new 

opportunities to scrutinise the problems and the common understanding around migrant health 

issues through the 2013 MHICS policy. Finally, the study highlights what has been missed or 

silenced, specifically human rights and some services within the 2013 MHICS process. This 

presents the negative effect for both health policy agents and migrants. Therefore, using 

poststructural frameworks can help all policy stakeholders to question their understanding of 

migrant health insurance issues and prevent potential unintended consequences that emerge 

from the common problem representations and the problematisation. 
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Chapter 9 Conclusion 

The final chapter includes a summary of the study, policy recommendation, the researcher’s 

self-problematisation on the use of the WRP and PIA approaches in the research and the future 

research suggestion. Finally, this chapter will move on to a discussion of future research.  

9.1 A summary of the study  

Migrant health issues have received much attention in contemporary global health policy 

studies. Indeed, the wider public’s perception of migrants is not always positive, both in 

Thailand and internationally. There are growing popular concerns that migrants are taking 

advantage of receiving countries’ public health systems. As the literature discussed in this study 

suggests, the global migrant health policy and global health governance initiatives demonstrate 

the development and the challenge of implementing migrant health policy at the nation-state 

level. Drawing on the international experience of migrant health insurance policy and health 

services in the main receiving countries, it was shown that migrants’ experiences of health 

facilities depended on the political direction, the receiving countries’ legal system on migration 

rights and the host countries’ health organizational culture and health system context. 

Moreover, the services and the degree of health access also depend on the local health 

stakeholders’ interpretation, and on adaptation of migrant health practices by local health 

professionals. 

The issues of the 2013 MHICS policy and its related migrant health services have become a 

crucial part of the agenda for many public health policy dialogues in Thailand. This is because 

the majority of migrant workers and their dependents are undocumented migrants from lower-

income neighboring countries (Myanmar and Laos PDR). The undocumented status has caused 

problems in both migrant health insurance registration and access to health services in 

Thailand. Indeed, this also caused a financial burden to the Thai public health system due to 

some undocumented migrants who come to the hospital and cannot pay. The previous and 

current Thai governments have aimed to solve migrant health problems through many health 

practices and measures.  

Much current research and literature has sought to investigate this field and seek improvements 

to policy and solutions to the problems within the conventional policy analysis.  Most existing 

research also gives policy recommendations in the same direction. Indeed, there is limited 
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health policy research in Thailand that uses critical policy analysis to investigate how the 

understandings of migrant health insurance and migrant health service issues are understood as 

a social policy problem. Moreover, there is a lack of systematic examination of the 2013 

MHICS policy in relation to how the health discourse on migration health operates behind the 

policy practices, and the accompanying effects on the understanding of migrant health, the 

perception of the health providers, and the life of migrants in Thailand. Therefore, this research 

aimed to highlight this knowledge gap by exploring the problematisation process of the 2013 

MHICS policy, which has been shaped by different sets of discourse. This research uses the 

poststructural policy analysis frameworks of Bacchi (2009), and Bacchi and Bonham (2016). 

This research focused on the discourse that encompasses the 2013 MHICS policy. It also 

explored the effects of the different problem representations and the understanding of migrant 

health issues in two different border provinces, Mukdahan (Thai-Lao border) and Tak (Thai-

Myanmar border). Data was collected through a review of documents and interviews with 

policy stakeholders. The results from both chapters found that there are three important migrant 

health discourses, which are health security, human rights and neoliberal health, operating 

behind the 2013 MHICS policy and practices. 

The documentary analysis used the WPR framework by Bacchi (2009) to analyse the policy 

documents and uncover the problematisation process of the understanding of migrant health 

issues in Thailand through the 2013 MHICS policy. Apart from the discourse that shapes 

migrant health issues, the documentary analysis reveals that migrant health issues are always 

subject to change regarding elements or concepts that are constructed by different discourses, 

including the Thai bureaucratic system, relationships with different policy stakeholders, and 

the perceptions of Thais towards migrants who originate from different countries. All of these 

become important elements produced by the discourse to frame and legitimise the practices 

and understanding of migrant health issues. This also demonstrates some conflict of different 

understandings of migrant health insurance and migrant health service issues that are shaped 

by different discourse, and the effects of problem representation toward all policy stakeholders 

as well as the position of ‘migrant health’ in a wider migration policy arena. 

 Analysis of the interview data explores the ‘thing said’ by the policy stakeholders. This PIA 

approach aims to learn how discourse influences the talk of interviewees and to see how it is 

possible for something to be said by interviewees (Bacchi and Bonham, 2016). The ‘things 

said’ by the interviewees towards the 2013 MHICS policy, are shaped by the prevailing 
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discourses (the health security, neoliberal health and human rights discourses). At the local 

level, there are adaptive practices that made the policy interpretation and the positions of health 

professionals and migrants deviate from one another. This reveals a degree of local autonomy 

in using different discourses to create an understanding of migrant health in order to legitimise 

their practices to fit the local purpose. This also reveals some conflict of different 

understandings of migrant health insurance issues that are shaped by different discourse, and 

the effects of discourse on the subject positions of the interviewees who have different roles 

and work in different locations. The effects of different discourse in constructing the 

understanding of migrant health also indicate the tension and conflicts amongst the different 

health policy stakeholders.  

Interestingly, the interview analysis also revealed critical concerns and the effects of the use of 

discourse, as well as practices that were not mentioned in any policy documents. This 

demonstrates the benefits of combining both interview and document analysis because it opens 

more spaces for a researcher to explore the discourses and effects of first-hand experiences, 

and to compare the different problem representations from the two data sets.  

Both findings chapters (Chapters 6 and 7) found that the influence of the health security 

discourse leads to a limited understanding of migrant health issues through the 2013 MHICS 

policy in other aspects. Most practices and understanding of migrant health highlight the 

practices related to CDs prevention and control and enrolling migrants for the 2013 MHICS in 

order to maintain the health security purpose. This has caused significant challenges for 

ensuring migrant health rights and providing other health services, such as environmental and 

occupational health services, mental health services, gender sensitive health services and health 

protocol support for specific groups of migrants who experience abuse. The use of the critical 

policy analysis framework also found that there is a limited discussion on health benefits and 

the health insurance card price that fit the needs of migrants. Interestingly, a lack of practices 

based on human rights and a limited understanding of the link between human rights and 

migrant health also creates public health challenges for health professionals in providing health 

services and implementing the 2013 MHICS policy.  Finally, the research also found that the 

migrant health security discourse in Thailand has combined itself with the concepts of Thai 

nationalism, health system bureaucracy and international politics.  Indeed, these concepts were 

constituted as discourse attributes to support the health professionals in legitimizing their 

understanding and practice of the 2013 MHICS policy. It reveals the political power play, 
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tension and different understandings of migrant health through different set of discourse, 

between the central authority and the implementers. Using poststructural frameworks has 

broadened the scope of policy analysis from governing in a narrow institutional sense to the 

investigation of socially-produced knowledge or discourse as a part of governing practices. 

This research found that the claims that support the domination of the health security discourse 

not only come from the CDs epidemic or the problem in managing the 2013 MHICS, but also 

come from the understanding of the migrant health policy position in the wider migration 

policy. Both policy texts and interviews recorded that the position of migrant health in the 

wider migration policy context is considered to receive less attention compared to other 

migration issues, like Thai economic development based on migrant labour-intensive 

industries. Therefore, securitising ‘migrant health issues’ as a social policy problem is a way 

to increase the role of health policy actors and gain power, as well as resources, in 

implementing the 2013 MHICS policy. The health security discourse is understood, and has 

become a dominant framework in establishing both understanding and practices of the 2013 

MHICS policy. 

Indeed. there is also the impact of discourse on migrant health in Thailand, and on the subject 

position of different interviewees in providing health services and managing the migrant health 

situation. The research found there is a diverse construction of migrants. However, most 

migrants, especially the undocumented ones, are usually viewed as more of a threat by the 

policy stakeholders and policy texts. For the policy participation, migrants are constructed in a 

passive role with little space to voice their concerns and having limited opportunity to 

participate in the 2013 MHICS policy. The discourse that shapes the understanding of migrant 

health through the 2013 MHICS not only affects the policy process, but also affects the lives 

of all policy stakeholders especially the migrants.  

This research opens up a new frontier in discussing unintended consequences, as well as 

questioning all health policy stakeholders from the Thai government, health professionals, 

NGOs and experts to review their governable subjects that are encompassed by the discourse. 

Indeed, it helps all policy agents to critically reflect on their understanding of migrant health 

and their perspectives towards migrants through their practices within the 2013 MHICS policy. 

Finally, this thesis offers a reflection on the poststructural approaches of the research. It 

discusses the challenges in using Bacchi’s approaches, the limitations of the approaches and 
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the recommendation of using poststructural policy analysis frameworks in the discussion 

chapter. 

 

9.2 Policy Recommendation 

There are four policy recommendations as follows. First, the findings from this study suggest 

the need for the Thai government to develop a clear policy and conceptualisation about migrant 

health understanding. There is the need to balance health security, neoliberal health and human 

rights discourses and practices. Using critical policy analysis opens up a new frontier for all 

migrant health policy stakeholders to rethink their practices and their roles in understanding 

the discourses and collaborate more on the areas that are challenging and conflicting. It is 

important for the country to have a clear message so that all people in Thailand, regardless of 

legal status, apply for health insurance. Moreover, Thailand needs to change the practices of 

health security discourse in order to reduce the complicated conditions of the 2013 MHICS 

registration to increase the registration rate and improve healthcare access, such as changing 

the link between health insurance registration with working conditions and legal status. Using 

a universal coverage model would increase the financial stability for Thai public health based 

on health security, as well as offering financial protection for migrants, based on human rights. 

Indeed, this practice would reduce the negative effects of using brokers to register migrants 

and may help to increase the efficiency of the process, and restructure migrant health care 

financing based on a neoliberal health discourse. However, it is also important to implement 

some measure to enforce the employers since they have an important role in informing the 

migrants about the 2013 MHICS policy and migrant rights. 

Secondly, the MoPH and health professionals should consider setting up an interactive 

collaborative forum in which they could reflect on migrant health management, the health 

needs of all migrants and the services necessary to meet these needs. The forum may introduce 

the framework of migrant health policy based on discourse sensitivity. This will benefit all 

health policy stakeholders to reflect on their own position, practices and understanding about 

migrant health issues. However, the study found that the health security practices and Thai 

bureaucratic culture (top-down implementation) have become constraining factors on health 

policy agents’ communication forum. There is also a lack of feedback on the 2013 MHICS 

policy process. This has led to the tension present in resource management, and the different 
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understandings of the problems between the MoPH and the locals, causing many challenges in 

implementing the policy. Hence, it is important to have a communication forum for all 

stakeholders to voice their problem representations and discuss the challenges regarding the 

policy process, as well as bypass the traditional bureaucratic culture and domination of the 

health security discourse to improve policy and practices. Using critical policy frameworks in 

exploring the silence problem representation, this research found that there is a lack of a forum 

based on migrant health rights, and collaboration to address NCDs, gender sensitivity and 

occupational health services as well as migrants’ health financial protection. Therefore, it is 

important to improve the understanding of migrant’s health problems within other health 

aspects. The forum will not only benefit policy management and communication, but also help 

in the sharing of information and migrant health data among the different policy stakeholders 

to improve the gaps in the policy and to reflect on the discourses that encompass the practices. 

This will help the 2013 MHICS policy to be more effectively and ethically introduced. There 

are fewer channels for migrants or civil organizations to address their concerns and problem 

representations about Thai migrant health practices. Opening a forum will improve, and help 

evaluate, the effectiveness of the policy. Creating a forum and using a critical policy analysis 

perspective will not only strengthen collaboration, but will also help all stakeholders to reflect 

on the gaps in overall migrant health understandings.  

Third, the analysis of the silence problem representation provides another insight into 

customising the health insurance package to fit the needs and capacities of migrants, as well as 

the migrant disease prevalence in different locations. Indeed, this demonstrates the influence 

of neoliberal health discourse. However, the top-down health security discourse that focuses 

on CDs prevention services and health insurance services together with the limited discussion 

of the diversity of migrant groups has limited essential services for some migrant groups. There 

is a need to consider the 2013 MHICS benefits package and the price, as well as the budget 

arrangement for high-cost services like NCDs, childbirth, environmental health and 

occupational health as well as the vaccine program for migrant children. 

Finally, it is worth considering how attempts to balance practices based on health security and 

the national security discourse have become a barrier to international health collaboration. It is 

vital to engage, with both global health actors like the WHO, and regional health actors like 

ASEAN and Thailand’s neighboring countries, to collaborate with Thailand in addressing 

human rights practices (improving the health access and health equity for vulnerable 
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undocumented migrants) and developing a better legal channel, as well as a better insurance 

system for all migrants. This research found that the discourse’s attributes, such as historical 

context, internal conflict and the nationalism of each Southeast Asian state still play a 

paramount role in the migration policy process. These discourse attributes were mostly 

constructed by the health security discourse. Therefore, it is important for all agencies to use a 

policy analysis based on discourse sensitivity to scrutinise their practices and their subject 

position. Such an approach might help create unity in addressing the migrant health insurance 

problem, as well as to create a common understanding to guide policy in the same direction.  

9.3 Self-problematisation during the research 

This section aims to present the researcher’s self-problematisation which reveals how the 

researcher used the WPR and PIA approaches to analyse the data collected and the researcher 

position toward the research topic. In my opinion, both poststructural approaches are useful for 

opening new ways of understanding migrant health issues and the migrant health discourses in 

Thailand, as well as the 2013 MHICS policy. In the Thai public health context, there is less 

attention paid to studies on the discourse which shapes the policy representation of problems. 

Indeed, both frameworks offer techniques, such as problematisation and archaeology, to 

identify the components in constructing the reality and understanding of migrant health issues 

as policy problems.  

Problematising my research position, these frameworks encouraged me and guided me to 

develop a critical perspective on conducting both the documentary analysis and the interview 

analysis. The frameworks also supported me in questioning the deep-seated cultural values of 

myself towards different groups of migrants who come from different countries as well as the 

practices of the 2013 MHICS policy (Laos and Myanmar). Moreover, it helped me to 

understand how the different health and political discourses in Thailand and its neighboring 

countries have influenced the shaping of migrant health issues into the 2013 MHICS policy 

problems. Therefore, in my opinion, the health policy is not neutral or naturally operating 

within evidence-based medicine or within a context supporting human rights. Rather, health 

policy, especially migrant health policy, is political. This also reveals the adoption of 

knowledge or discourse like health security and the neoliberal health discourse from the West, 

and their translation into the unique Thai styles which have shaped the 2013 MHICS policy 

practices and indeed my subject position. 
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Using both the WPR and PIA encouraged me to think outside the traditional approach to policy 

research in Thailand, and engage with the discourse and cultural and political aspects that 

underpin the analysis as well as problematising my subject position as a Thai. Although this 

caused some concerns as to whether I was getting too caught up in theory, I believe it was 

essential to clearly show my perspective, as well as to show how I was approaching the study. 

At the beginning of the research process, I was concerned that the analysis could not be 

sufficiently critical, or that I was spending too much time analysing documents and interviews 

transcripts to find key themes that were simply not there. I coped with these challenges by 

constantly returning to the framework discussions, the WPR and PIA questions, and the 

research questions, whilst analysing the data. This technique was helpful in tracking and 

ensuring my focus on producing a systematic analysis. Indeed, both theories provide the 

questions for interrogating the data which helped guide the researcher when I felt ‘lost’ in the 

data.  

One problem with using the WPR and PIA approaches is that both frameworks are restricted 

to policy documents and interview transcripts. This means that the analysis is largely reliant on 

my skills and interpretation ability in using the frameworks. Another problem with these 

frameworks is that they do not directly contribute to the future development of policy because 

they avoid offering solutions due to their poststructuralist stance that believes that everything 

is constructed under different sets of discourse. This also includes the solutions to the policy. 

Indeed, this could be seen as problematic because most social policy studies focus on doing 

something (or not doing something) to resolve challenges or problems. Even though the 

contributions that both frameworks make are not practical in providing policy solutions, they 

are practical in terms of opening up a new way of thinking about social problems. These 

approaches encourage policy stakeholders to critically rethink their understanding of social 

policy problems and the effects of particular understandings of the problems, as well as the 

proposed change, rather than accepting and relying on quantitative or statistical analysis. This 

offers an alternative disposition to studying social policy and also engaging in discourse 

analysis by interrogating the cultural, political, and economic aspects within health practices.  

Problematising on my findings, I was successful in identifying the problematisation process 

and ‘things said’ from both documents and interviews. Moreover, both frameworks guided me 

towards discovering the different governable subjects, such as health professionals and 

migrants, and the contexts that were constructed differently as crucial elements in legitimising 
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the practices and their problematisations. I was not expecting to find the neoliberal health 

discourse mixed with the health security discourse that shaped the 2013 MHICS policy. This 

finding was not previously reported. Even recent research by Suphanchaimat et al. (2019) 

simply discussed the problem of policy implementation in one province and offered a limited 

discussion about how sociopolitical aspects, ideology and discourse really make for different 

policy implementation.  

Finally, I was also surprised at how apparent the presence of governable subjects (health 

professionals), objects for thought (migrants) and contexts were across all problematisations. 

This raised my awareness of how policies and ‘thing said’, which are shaped by different 

discourses, create ‘subjects’, and ‘the reality’ within the understanding of the migrant health 

insurance issue in Thailand. Indeed, this demonstrates an important aspect of setting policy 

agendas, and the problematisation of the policy via an understanding of social problems. This 

observation is important for the public health policy fields as it emphasises the role of different 

health policy stakeholders in managing the health outcomes of migrants.  

Finally, using the WPR and PIA made me aware of my own research position towards migrant 

health insurance and migrant services in Thailand. My perspective has shifted from viewing 

policy as created from something outside of the policy process (exogenous factors), to the 

importance of the analysis of discourse. The contemporary research trends in Thai public health 

focus on data modelling and statistical analysis to seek solutions. There is limited research that 

highlights the study of norms, values and the political aspects of how policies are made. There 

is a need for an alternative to this scientific approach to policy research, in order to better 

understand social practices. In addition, the comparative element of this study enabled me to 

explore the unique and complex process of policy making at the local level. This research 

reveals that policy is encompassed by different sets of social aspects, politics and discourse; it 

is not simply an abstract linear practice. Indeed, the results of using both approaches helped 

me understand more about the role of social policy in governing.  

9.4 Reflection on poststructural approaches and modification of the frameworks 

 9.4.1 Reflection on poststructural approaches 

Bacchi’s approaches avoid providing suggestions for how policy agents might better do their 

jobs; rather, they seek to understand how problems are presented in policy. The approach does 

not focus on making analysts better at their jobs (Bacchi, 1999). It adopts a Foucauldian 
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poststructuralist stance focused on uncovering discourses, rather than training policy agents to 

be better at problematising social problems, which is the purpose of interpretivist approaches 

(Bacchi, 2015b). Ganjanapan (2009) suggests that the Foucauldian influence on policy studies 

aims not to advise on how things should be done differently, but to analyse the existing meaning 

of problem representations which are influenced by discourse. Bacchi’s frameworks neither 

suggest any solutions to the problems, nor state which solutions are better than others. Still, the 

approaches can contribute to opening up space for new debate on health policy by questioning 

the problem representation.  

Previous sections argue the importance of Thai term usage in defining migrants. Even though 

Bacchi’s approaches do not focus on linguistic analysis, the findings suggested that the 

different terms that are used provide an in-depth discourse analysis that constructs an 

understanding of the migrant health issue. This reveals the theory that has developed within 

the Anglo-Saxon context and has been used to analyse the policy in the Thai context. This 

poses several challenges in analysing policy texts and interview transcripts in the Thai 

language. Bacchi’s approaches cannot detect the different meanings of the Thai language used. 

Pinmanee (2009) argued that Thai language considers many levels of the terms used in defining 

words. Even though English has a more extensive vocabulary than Thai, some Thai words may 

have the same meaning, but one is either more formal than the other, or more positive than 

negative. This reveals the cultural and discursive significance of the WPR and PIA approaches.  

Another problem with using both of Bacchi’s frameworks is that the analysis is limited to texts. 

As such, analyzing data is largely reliant on the researcher’s skills and interpretation. 

Therefore, this research used PIA to conduct interviews with the policy agents who were 

involved in the 2013 MHICS policy process. Moreover, there is a problem with what the WPR 

and PIA approach can contribute to the future of policy development since both frameworks 

avoid offering policy solutions for solving problems. This could be interpreted as problematic 

given that policy is usually about doing or not doing something to solve problems. The need 

for problem-questions in this post-structural paradigm and problem-solving in conventional 

policy studies has been discussed in the framework chapter. It will not be repeated here.  

A final reflection concerns the limited recognition of the post-structural approach in the Thai 

public health policy context. The use of critical policy studies is limited in Thailand. Most 

policy research uses a conventional policy approach. In Thailand, the role of government is to 

implement policies for national development. Therefore, the Thai research agenda depends on 
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the national research agenda of the Thai government and semi-state research institutes 

(Siriwan, 2018). These organisations are considered influential for stimulating the country’s 

much needed economic growth. Other social science disciplines, such as critical policy studies, 

sociology and anthropology, which do not provide social solutions or are not in the trend of 

digital and technological innovation, are perceived as irrelevant to national development, and 

hence, marginalised. As a result, the researcher faced many challenges to ensure the 

participants understood the concept and contributions of the critical policy approach which 

aims to develop a discourse sensitivities approach for health policy research.  

There are a limited number of studies that use a critical approach to health research and health 

policy studies. These works observed how the policy actors use medical discourse to legitimise 

their knowledge of the health policy process and system (Puaksom, 2018, Pongsapit, 2007, 

Siryongwong and Lertmanorat, 2009, Romkumdee et al., 2019), as well as discrimination in 

health services for patients, such as patients who live with HIV/AIDs (Taweesit and Aiamanon, 

2004, Archavanitkul, 2012, Archavanitkul and Tharawan, 2005). Moreover, there are several 

studies on the discourse analysis of facial surgery and the beauty discourse for Thai women 

(Mattago, 2002, Phakdeephasook, 2009), the discourse analysis of health and human rights 

issues, such as health and domestic violence against women (Wisejponchai, 2009), and 

patients’ rights (Krisanajuta et al., 2002). Indeed, these works argue from interpretivist stances, 

unlike Bacchi’s approaches which derive from a poststructuralist position. There are also some 

academic studies that offer an introduction of Foucault’s poststructuralist approach to analyse 

the concept of disability (Kata, 2016, Niyaprom, 2018), spa and wellness business 

(Limjirajarast, 2011) and the health discourse in the mental health illness (Jatchavala, 2013) 

and the conflict between the Thai traditional medicine discourse and the Western traditional 

medicine discourse(Tanthipidok, 2003, Puaksom, 2007).  However, these works of discourse 

analysis have not gained recognition in the Thai health policy community. Consequently, there 

is a lack of analysis of migrant health in Thailand within the critical policy perspective since 

health policy research is dominated by evidence-based medicine, RCT(s) and empirical and 

positivist stances. Therefore, analysing health policy using a critical framework is limited in 

the Thai context (Puaksom, 2018). Undoubtedly, introducing poststructural analysis to Thai 

migrant health research offers an original and innovative perspective to the Thai health research 

community.  
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9.4.2 Modification of the frameworks 

There has been some modification to both of Bacchi’s frameworks for this research. This was 

done in order to in enhance the accuracy of the analysis when using a Western framework in a 

Thai context, and also to answer the research questions of this thesis. Bacchi (2017) also 

suggested that both frameworks can be adjusted for the analysis in order to fit the purpose of 

the studies and contexts.  

Regarding modification of the PIA approach, this approach does not offer an analysis of the 

silence problematization. Therefore, the researcher applied a comparative strategy from WPR 

question 4 to explore the limited problem representation, or thing said, that has limited 

discussion across the interview transcripts. This is to answer the fourth research question about 

the silence problematization. 

For the development of tools for the WPA approach, this research analysed 30 policy texts. To 

enhance the accuracy of the analysis and make the process transparent, this research applied 

the analysis process from three previous research studies that have used Bacchi’s approach 

(2009) to analyse the data.  

This research developed a policy analysis form to guide analysis, as well as three additional 

questions (see Appendix 4) to explore the connections among the different documents. This 

aided in answering all research questions and comparing the problematization among different 

documents. This process helped the researcher to probe deeper into the connections among the 

different documents and the linkage of the problematisation process. 

9.5 Critical reflection on the limitations of the methodology 

There are methodological limitations in conducting this research which are worth considering 

before initiating future study. 

First, the sampling within this research is limited, in focus, to the health sector and the public 

health system. Future research could include more policy stakeholders or documents from other 

sectors, such as the Ministries of Labour, Industry, or Finance. This would broaden the 

understanding of migrant health as well as the discourse of migrant health in Thailand.  

Second, this research did not include undocumented migrants. This is because this research 

considers the ethical feasibility of “do no harm”. Undocumented migrants are considered to be 
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sensitive stakeholders. Indeed, recruiting undocumented migrants might increase the 

opportunities to explore the effects regarding the discourses that shape different practices, as 

well as build engagement from the migrants who are affected by the 2013 MHICS policy. To 

solve this problem, this research interviewed, and obtained documents from, both national 

NGOs and local NGOs who have experience in helping this undocumented migrant population. 

This can reflect the views that are shaped by the discourse from the migrant perspective. 

9.6 Future research 

The research position in health policy studies is one in which most research is conducted using 

conventional policy analysis. Therefore, it would be interesting to introduce discourse analysis 

from a poststructural stance to the field. One example would be to explore the problem of 

migrant health literacy to maintain health security, but using the neoliberal practice of self-care 

which is a part of the friendly service practices within the 2013 MHICS policy. There are 

clearly interesting questions to be asked about why the self-care strategy is proposed as a 

problematisation, and how it has become a strategy. The low health literacy of migrants, 

especially undocumented migrants, was recognised as a problem for Thai public health. It 

would be interesting to investigate how neoliberal health discourse is introduced into the Thai 

migrant health context, how migrant health literacy was first recognised as a serious problem 

for Thai local health professionals, who or what is to blame for the impact of low health 

literacy, and where the responsibility lies for addressing it. The analysis could move beyond 

just documentary analysis and interviews with Thai health professionals. To extend the study, 

it would be interesting to conduct interviews with migrants and NGOs in different locations, to 

find out more about the impact of the self-care strategy, and whether it produces a better health 

outcome for migrants or not. 

 

Since the data has been analysed, the COVID19 pandemic has emerged. Even though, the 

COVID19 situation is not featured in this research, there are some implications for migrant 

health policy analysis based on discourse sensitivity which are useful to reflect on, in light of 

the recent pandemic. It might be interesting to investigate how the discourse around migrant 

health policy has changed or remained the same throughout the COVID19 situation.  This 

future research should conduct the discourse analysis in managing migrant health policy during 

the COVID19 pandemic among different countries. It is interesting to conduct the research in 
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the countries that have successfully controlled the outbreak in order to draw on the lessons 

learned and the discourse behind the successful practices.  Indeed, COVID19 may change the 

holistic framework and practices of migrant health insurance and services to be based more on 

health security. Therefore, it is also important for future research to address the agenda in 

balancing human rights and the health security discourse on migrant health issues. 

 

Finally, there is an interesting avenue of study to investigate in regards to how technology can 

solve migrant health policy collaboration problems. Even though the use of technology may 

not feature in this study, it may do so in the future, in terms of tracking the movement of 

migrants and diseases, as well as cross border collaboration due to the concern of a future 

pandemic and health security. Hence, future research can be conducted in an R&D design. 

First, this can be done using discourse analysis to analyse migrant health issues to uncover 

discourses in shaping the policy stakeholders’ thoughts and their effects. The second phase of 

future research can develop online platforms for all stakeholders, both in Thailand and other 

countries, to reflect on their position, give feedback and share good lessons learned from other 

stakeholders. Online platforms will bypass the geographical challenge, and would strengthen 

the migrant health policy networks by offering a real-time forum and communication in 

managing the migrant health policy, in such a challenging and dynamic migration context.   

9.6 The lesson for COVID-19 

The findings from the study have been used in health policy discussions in Thailand over the 

course of 2020. The recent COVID-19 pandemic demonstrates the strong influence of the 

national health security discourse, revealing that each nation state exercises power in 

controlling their own population and migrants by implementing measures, such as giving 

information and educating them to be responsible for their health and safety, as well as 

encouraging them to adjust their health behaviour. Even though COVID-19 did not feature in 

this research, there are implications for migrant health policy analysis based on discourse 

sensitivity which are useful to reflect on, in light of the recent pandemic. In addition, having 

sent the policy recommendations and a summary of my research to participant some elements 

have influenced practice of the MoPH and the local health professionals in both border 

provinces  
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The first example involves exploring the problem of migrant health literacy to maintain health 

security but using the neoliberal practice of self-care. This is a part of the friendly service 

practices within the 2013 MHICS policy. My research discovered the problems of low health 

literacy of migrants causing the problems of access and knowing their rights among 

undocumented migrants. As a result, I have worked with the Disease Control Department to 

start to educate migrants about the COVID-19, their responsibilities and their rights to health. 

This migrant education is done through the media in different migrant language and 

disseminated through both printed media and online. These documents are also sent to Thai 

employers. This is because this thesis and other literatures found that employers play an 

important role in acknowledging migrants about their health rights and health services options 

(Suphanchimat, 2017; Pudpong et al., 2018). In fact, this thesis reveals new discovery about 

employer behaviours who own small business and indeed who are more likely to hire 

undocumented migrants than the big business. Therefore, the Thai government grants the 

amnesty for these migrants and employers and has started to educated them about their roles in 

registering and report themselves to the government along with the COVID-19 prevention 

knowledge as well as migrant rights to health (Thai government, 2021). Another strategy 

developed as a result of this study aimed at engaging, both migrant health volunteers and 

migrant community leaders to educate migrants about COVID-19 by building migrant 

community networks and translating health guidelines into minority languages, as well as 

developing an online platform for collaboration with the migrants’ villages in Myanmar or 

Laos PDR.  

Both of , these strategies are going to evaluated by a new research study which funded by 

Naresuan University and collaborated by the Tak provincial health office and the Nong Kai 

provincial health office. This research has already been launched in order to aid local health 

professionals in combating the COVID-19 pandemic at the border provinces. The study focuses 

on risk communication and investigates how technology can solve migrant health policy 

collaboration problems. The study incorporates discourse analysis to analyse migrant health 

issues in order to uncover discourses shaping the policy stakeholders’ thoughts, and the effects 

of these discourses. The second phase of this research will develop online platforms for all 

stakeholders. The first platform will be used by both Thailand and other countries’ health 

professionals. This is to exchange experiences and some pandemic data, as well as reflect on 

their positions, give feedback, debrief their peers and share good lessons learned from other 

stakeholders. The second platform which is currently in development, is a platform for 
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migrants, Thai health providers and NGOs. All platforms aim to help stakeholders understand 

the COVID-19 facts, as well as reduce fake news, conflicts and misunderstandings. Online 

platforms will bypass geographical challenges and strengthen migrant health policy networks 

by offering a real-time forum and communication in managing migrant health policy during a 

challenging and dynamic migration context.  

9.7 Conclusion 

Social policy does not just describe situations and provide solutions but is actively involved in 

the construction of understanding social problems. The key findings of this research found that 

the understandings of migrant health insurance and its services through the 2013 MHICS policy 

are dominantly shaped by the health security discourse. Many of the problem representations 

that propose change are also geared toward either strengthening CDs prevention and control or 

managing the security of the Thai public health financial system through the migrant health 

insurance schemes. Moreover, the health security discourse also combines with other discourse 

attributes such as the Thai centralised bureaucratic system and the local contexts. This research 

offers a useful comparison among different problematisations in the different locations. It 

showed that the understandings of migrant health issues and the use of discourse varies in 

different locations and from different sources, as well as having different effects. Furthermore, 

the findings also highlight the specific combinations of elements and discourse that allow some 

issues to be legitimised in one place, but not in another. The domination of the health security 

discourse has led to the silence of problematisations and practices based on human rights. This 

has an impact on the conflicting role of health professionals in maintaining health security and 

human rights practices. The study demonstrates that the discourse does not only influence 

shaping the policy texts and the health professionals’ thoughts, but also shapes the reality and 

the understanding of other actors, like migrants and other policy agents. The different 

construction, by the discourse, towards different policy stakeholders plays a prominent role in 

the policy direction, which may affect public health management, services delivery and the 

well-being of the migrants. Indeed, the WPR and PIA approach can be used to consider 

alternatives, or to exclude views. Therefore, these approaches can help us re-think and establish 

new sets of relationships for the improvement of Thai migrant health policy. This thesis 

encourages policy scholars to scrutinize the understanding of social problems and the way of 

conducting Thai migrant health policy analysis and its consequences. Hence, the research is 

also useful for developing a perspective by which to analyse Thai migrant health policy, which 
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is usually conducted in a conventional way. Again, conventional policy research is based on 

an assumption about how policy agents act, and is at the centre of the analysis of policy 

responses. On the other hand, this study adopted the WPR and PIA approaches to highlight the 

governable subjects which are constituted differently within different problematisations. These 

subjects demonstrate a relation to the assumption about how policy agents should act and what 

should be done to encourage them to behave. Finally, this research has put the policy study 

forward rather than simply relying on regular qualitative analysis or traditional empirical 

studies of health that focus on seeking solutions, rather than rethinking how we understand the 

issues as policy problems. Moreover, this thesis introduces the poststructural policy approach 

to both the Thai critical policy community, and the public health research community. This has 

become the future vision of this study that aims to fulfil the development of a new critical 

approach called ‘A discourse sensitivity approach to Thai public health policy research’. 
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Appendices 

Appendix 1 Identifying the practical texts 

 

Strategy: Identify practical texts 

Step 1 Find the relevant organisations that participated in the 2013 MHICS policy and 

migrant health in Thailand 

Result: The practical texts that are used in this study 

Government of Thailand 

The documents in this section were obtained from the website of the government database, 

entitled Ratchakitcha, which refers to the Royal Thai government gazette. Thai laws and policy 

are derived from two major sources: the legislative and executive branches of both central 

governments.  

This website [http://www.ratchakitcha.soc.go.th] (ราชกิจจานุเบกษา) is the main publicity database 

of government gazettes which consists of government policy documents, rules, laws, measures 

and the notifications (announcements) of Thai ministries and government departments. These 

are considered to be central governmental organisations. The database from this website is 

crucial because, on a weekly basis, it announces government measures, government activities, 

Thai law and policy texts. Therefore, it offered the most up-to-date and complete policy texts 

(data) from the government.  

This process of selection was conducted through purposively searching the participant’s 

organisational websites by using the website and archives. The researcher searched for the 

policy texts, organised them into chronological order and labelled the hierarchy of Thai law. 

The selection of these policy texts was done by identifying and searching by using key words. 

The searching strategy is demonstrated in detail later in the section. 

The policy texts selected from this website are organised as follows.  
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• Act- พระราชบญัญัติ: This is the most common known law and is made by the 

parliament or the legislation branch. 

• Emergency decree- พระราชก าหนด: This is enacted by the executive branch, 

through the cabinet, in an emergency to protect the country from imminent harm, but 

is subject to subsequent confirmation of the Parliament. This offers an enforcement. In 

fact, after the enforcement, the executive branch will suggest this decree to the 

parliament to upgrade the decree to be an act.   

• Cabinet resolution- มติคณะรัฐมนตรี: This has no binding effect but will influence 

the government agencies in the enforcement or interpretation of rules and regulations  

• The notification of the National Council for Peace and Order- ประกาศคณะรักษา

ความสงบแห่งชาต ิ(คสช): The Royal Thai Armed Forces launched a coup d’etat, the 12th coup 

in Thai political history, against the caretaker government of Thailand. The military 

established a junta called the National Council for Peace and Order (NCPO). This 

notification has the same function as the cabinet resolution.  

• The strategic plan of the Office of the National Security Council- แผนยุทธศาสตร์

สภาความมั่นคงแห่งชาติ:  This is a strategic plan formulated by the National Security Council. 

The organisation is working directly for the executive branch of the government of 

Thailand. The role is to ensure the national security of Thailand. 

3.2.2 Ministry of Public Health 

The policy texts were obtained from two main departments which are responsible for migrant 

health issues. They are:  
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1) Office of the Permanent Secretary. There are three divisions that play crucial roles in 

forming and securing the practical texts related to migrant health issues. They are 1) the 

Division of Health Economics and Health Security: this division works directly related to 

the migrant health insurance policy and its administration; 2) the Health Administration 

Division; and 3) the Strategy and Planning Division of the Office of the Permanent 

Secretary of the MoPH. These organisations keep the policies and strategies related to migrant 

health issues that are formed by the Ministry of Public Health and other ministries or central 

government organisations. For example, the Special Economic Zone policy (SEZ) allows SEZ 

entrepreneurs to import migrant labourers via the economic MoU between Thailand and 

Myanmar. The MoPH needs to provide health services and insurance for those labourers. 

 

2) The Disease Control Department: There are two bureaus that play crucial roles in migrant 

health issues. They are 2.1 The Bureau of Communicable Disease and 2.2 The Bureau of 

Environmental and Occupational Health. These divisions’ roles are related to health 

prevention and health promotion for migrants. These are the services after the eligible migrants 

have registered for the 2013 MHICS policy. Apart from the migrant health insurance, these 

departments are also responsible for overall health services, health promotion and disease 

prevention for all non-Thais who live and work in border areas, such as Tak province and 

Mukdahan province. These areas were announced as Special Economic Zones (SEZs) by the 

government in 2015.  
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Note that the department of medical service under the medical service development cluster 

focuses on the health of the Thai population and Thai labourers who work in other receiving 

countries. Therefore, the policy texts from this department were not included because this 

research is focusing on the Burmese and Laos migrants who are eligible to register for the 2013 

MHICS policy and work in border provinces in Tak and Mukdahan. Therefore, there are two 

main sources in obtaining the policy documents (practical texts) from the MoPH, which are 

both obtained directly from the participants and ministry archives, and the websites of the 

Office of the Permanent Secretariat and the Disease Control Department. 

 

The policy texts obtained from these divisions are: 

• The notifications of the Ministry of Public Health  

• The reports and strategic plans of each department  

• The handbooks or the papers of routine recommendations for health service 

providers in providing services for migrants and non-Thais  

• The minutes of the meeting summaries (a PowerPoint presentation version and 

a hard copy from the participants) 

 

3.2.3 Provincial health office  

This offers a perspective about migrant health insurance issues at the provincial government 

level. The institutions provided an overview of the policy development and the implementation 

process within the overall provincial or area context. The provincial health office’s role is to 

cooperate with the MoPH in establishing policy and to monitor the service quality of the local 

hospitals in implementing the policy.  

 

Most of the policy texts were obtained directly from the participants’ organisations.  

There are several challenges to accessing the online version due to a lack of updated documents 

and the fast changing working context. To ensure the representativeness of the documents, the 

researcher checked all of the documents against the MoPH notifications. Moreover, the 
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researcher asked the gatekeepers to help check the origin of the documents to ensure their 

authenticity.  

 

Most of the documents come with a hard copy report and an electronic report which are not 

publicly accessible online. Hence, the participants play a crucial role in providing and granting 

access to the policy documents.  

 

There are some reports related to the strategic plans which the researcher can access online. 

However, most of them are PowerPoint presentations. 

 

The policy texts obtained from the Mukdahan and Tak provincial health offices are: 

• The reports related to migrant health issues and migrant health insurance 

(obtained from participants; a full paper version) 

• The strategic plan of the provincial health office (a full paper version and a 

PowerPoint presentation) 

• The minutes of the meeting summaries (a PowerPoint presentation version and 

a hard copy from the participants) 

3.2.4 The local hospital and the health unit in the One Stop Service Centre (OSS) 

The data from the local hospitals offer the perspective of the policy makers and the migrant 

health insurance/issues from the local context. The policy texts reveal insightful experiences 

and the challenges of policy implementation within the local context. 

 

These hospitals are responsible for selling health insurance cards to migrants, providing health 

services, managing resources, including income from the card sales to migrants, and providing 

migrant health data to provincial health offices and the MoPH. Moreover, the hospitals also 

have the role of cooperating with the Ministry of Labour and other organisations in establishing 
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the One Stop Service (OSS), in order to register undocumented migrants to register with the 

Thai system (including health checks, health insurance card sales, and care for some diseases).  

 

 The policy texts obtained from the local hospitals are: 

• The reports and the hospital notifications related to migrant health issues and 

migrant health insurance (obtained from participants as a full paper version and a 

PowerPoint presentation)  

• The activity and service plan for the migrants in the hospitals (a full paper 

version and a PowerPoint presentation) 

• The minutes of the meeting summaries (a PowerPoint presentation version and 

a hard copy from the participants) 

 

3.2.5 The NGOs 

The policy texts from the NGOs will offer a non-state view of the policy implementation and 

its challenges. They also reveal the impact of the policy on migrants and their health status. 

Finally, the views from the NGOs will offer a critique of the impact of the 2013 MHICS policy 

implementation. 

 

This research recruited members of two national NGOs and two local NGOs that focus on the 

issues related to the health of migrants and the non-Thai population. 

 

These NGOs work to help undocumented migrant groups who live in Thailand to register for 

the 2013 MHICS policy. Some staff from the NGOs also work as translators, helping the local 

hospital to bridge the gaps of culture and language in providing health services. 

 

The policy texts obtained from the NGOs are: 
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• Grant reports and organisational reports (a full paper version and a PowerPoint 

presentation) 

• Project papers related to migrant health issues (PowerPoint from participants)  

 

3.2.6 Experts 

Academics and research think-tanks are influential, as these units are involved in policy 

interpretation and the policy evaluation process. These participants will offer information about 

how policy is developed.  

 

The policy texts and documents obtained from the experts are: 

• Reports about migrant health issues and insurance published by experts under 

their organisation (online/a full report) 

• Experts’ interviews from the Ministry of Public Health news and their 

organisation’s news (online)  

• Experts’ select publications; the experts personally selected the publications for 

me and I downloaded the documents from the database, organisational website, or 

journal. I also checked the experts and their institutions’ publications that were related 

to the contemporary migrant health issues in Thailand to ensure the authenticity and 

representativeness of the sources.   
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The first cycle 
(N = 121)

The second 
cycle (N = 82)

The third 
cycle (N = 31)

Appendix 2 The cycle of selecting the documents 

 

The selection cycles of the documents 

It is essential to employ a strategy to manage the large number of documents, especially the 

ones which were obtained from organisational archives and websites. In this research, there are 

three cycles of document selection due to the many policy documents/texts. Indeed, some 

organisation’s paper’s length is 200+ pages; however, this research focuses on the content of 

the policy texts. Therefore, the analysis applied to the relevant parts of the text that have the 

content related to migrant health issues, migrant health service, and migrant health insurance. 

Importantly, the researcher still took note on how the relevant content (migrant health issue) 

was established within the whole document to see the connection among the content, context, 

chapter and further referred documents. This activity is useful because it helped the researcher 

in observing how the migrant health issues were constructed compared with the whole health 

issue within the report. Therefore, most of the text length was approximately only 2 – 40 pages. 

 

 

 

 

The first cycle (N = 121) 

1. There are two ways of gathering the policy documents or the practical texts. 

A) Electronic documents 

• Go to the organisational websites or the governmental document archives. The 

websites and the archives were identified from the participant organisations and the 

Ministry of Public Health institution chart. 

• Received directly from the research participants. 
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B) Hard copy documents  

• Ask for the suggested documents from the participants and refer to the letter of 

document access that was previously sent to apply for the permission from the 

participant’s organisation.  

• Scan all hard copy documents and convert them into a PDF file. 

 

2. Search for the keywords in title and in-text and do not limit year of publication in the search 

box. This is because some policy texts may refer to or reference other policy texts. These key 

words are from the the literature review and the researcher’s working experiences around 

migrant health issues at the MoPH.  

 

3. Applying Boolean operators: the use of function ‘And, Or, Not’. According to MIT libraries 

(2018), the Boolean operators are the basis of mathematical database logic. It is useful to 

narrow or broaden the set of data results.  

 

4. The order of researching, started from 1) the central government website and archives, 2) 

the Ministry of Public Health (2.1) the Health Economic Group (2.2) the Disease Control 

Department, 3) the regional health websites, 4) local hospital websites, 5) the NGOs websites, 

and 6) the experts’ institutional websites. Note that this order of searching is going back and 

forth to search for linkage among policy texts/documents. 

 

5. In case the researcher obtained the electronic documents directly from the participants, the 

researcher will categorise the electronic documents into the same organisation.  

The list of key words has been identified from the literature review and the researcher’s 

working experiences at the Ministry of Public Health, Thailand. 
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And = narrow the results, tell 

the database that ALL search 

terms must be present in the 

resulting records 

Or = connect two or more similar 

concepts; broaden the results, 

telling the database that ANY of 

the search terms can be present in 

the resulting records 

 

Not = exclude words from the search 

results; it narrows the search, telling 

the database to ignore concepts that 

may be implied by the search terms 

Migrant (ต่างดา้ว, ต่างชาติ, ขา้มชาติ) 

Health (สุขภาพ)  

Health insurance (ประกนั

สุขภาพ) 

Public health (สาธารณสุข) 

Border (ชายแดน) 

Non-communicable disease 

(โรคไม่ติดต่อ) 

Disease control/prevention 

(การควบคุมโรค/ การป้องกนัโรค) 

Health promotion (การส่งเสริม

สุขภาพ) 

 

Migrant labour (แรงงานต่างดา้ว แรงงาน

ต่างชาติ แรงงานขา้มชาติ) 

Migrant dependent (กลุ่มผูติ้ดตามคนต่าง

ดา้ว ผูติ้ดตามคนขา้มชาติ) 

Cross-border migrant (labour) 

(แรงงานขา้มชาติ หรือ คนขา้มชาติ) 

Non-Thai (ประชากรท่ีมีสัญชาติไทย) 

Ethics group (กลุ่มชาติพนัธุ์) 

Human trafficking (การคา้มนุษย)์ 

Special Economic Zone (เขตเศรษฐกิจ

พิเศษ) 

Communicable disease (โรคติดต่อ) 

Doctor (แพทย)์ Nurse (พยาบาล) 

Public Health Service (นกัการ

สาธารณสุข) 

Medical certificate (ใบรับรองแพทย)์ 

Police ต ารวจ 

Police immigration ตรวจคนเขา้เมือง 

Stateless people กลุ่มคนไทยท่ีมีปัญหาเร่ือง

สิทธิ 

Refugee ผูล้ี้ภยั 

Displaced person คนยา้ยถ่ิน 

Asylum seeker ผูข้อล้ีภยัทางการเมือง 

Vietnam เวียดนาม 

Cambodia กมัพูชา 

Tourism นกัทอ่งเทียว 

Medical tourism การท่องเท่ียวเชิงการแพทย ์

High-skilled labour แรงงานทกัษะสูง   

Foreign professional ผูท้รงคุณวฒิุต่างชาติ 
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The second cycle (N = 82)  

This second cycle aims to identify relevant policy texts related to the 2013 MHICS policy. It 

also aims to reduce the amount of data selected from the first cycle. 

 

1. The research used text search in the PDF program for the electronic documents to 

identify the relevant parts of the texts related to migrant health and migrant health 

insurance issues. The keywords used in the text search are the same list as the first 

cycle.  

2. Skim reading the relevant parts of the text.  

3. The researcher applied exclusion and inclusion criterion. 

 

The second cycle of exclusion and inclusion criterion 

 

MoU of migrant labour, cross 

border migrant labour (กรอบความ

ร่วมมือน าเขา้แรงงานต่างดา้ว/ขา้มชาติ)  

Foreigner, this term usually refers 

to a western tourist or a person 

whose nationality is from 

developed countries คนต่างชาติ 
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A) Exclusion: 

 

A1. The text is not relevant to the 2013 MHICS 

policy 

 

A2. The policy text does not apply to the migrant 

group in the studies. 

 

A3. The policy text has not been used in the 

contemporary migrant health policy process 

since 2013.  

 

A4. The contents of the policy text were 

redundant with other 2013 MHICS documents. 

B) Inclusion:  

 

B1. The policy text is related to the 2013 

MHICS policy or migrant health issues and 

is still used in the policy operation. 

 

B2. The relevant content within the section 

of policy text states the organisation’s 

activities related to migrant health issues. 

 

 

The last cycle (N = 30) 

This third cycle aims to reduce the number of documents and select the documents that provide 

rich details and content related to the policy process of the 2013 MHICS policy.  

The cycle started with skimming the relevant parts guided by the text searching, and 

highlighting the important parts. Then, the researcher skimmed through the whole text, making 

notes and highlighting additional parts. Finally, the researcher selected the policy texts which 

offered ‘rich details’ based on the following concepts. 

The policy text must:  

1. Provide rich details about the migrant health insurance policy process and/or; 
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2. Provide policy assumption (content) and/or; 

3. Provide rich details about the working routine and role of the relevant policy 

agents and/or; 

4. State the purpose of the measures related to migrant health insurance policy 

and/or;  

5. Discuss the problems and solutions related to migrant health issues and/or; 

6. Demonstrate the lessons learned about the evidence, case studies, and 

examples and/or; 

7. Discuss policy recommendations relating to the health of migrants and/or; 

8. Offer a further research recommendation or situation prediction and/or; 

9. Discuss the collaboration among institutions. 

*See the selected cycle diagram on the next page 

The results of the policy selection 

There were 30 policy documents selected in total. The percentages of document 

numbers, the types and the sources of documents are organised as follows: 

• The Royal Thai government: (2) Law (1) and the cabinet resolution (1) 

• Ministry of Public Health: (12) The department plan (3), The ministry report 

(3), The ministry plan and policy (2), The ministry notification (2), The ministry 

operation plan (2) 

• The Provincial Health Office: (5) The strategic plan (3), The measurement 

booklet (1), The report (1) 

• The Local Hospitals: (6) The report (3), The conference document (1), The 

conference presentation (2) 

• NGOs: (3) The report (3) 

• Experts: (2) The report (2)  
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The Diagram of the Document Selection Cycle 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ratchakitcha search n = 18  Ministry of Public Health Search n = 48 

Regional Health Offices n = 12 The Local Hospital search n = 16 

NGOs search n =19   Experts search n = 8  (N =121) 

 

 

 

 

• 6 duplicates removed 

• 13 do not relevant to migrant health issues 

• 5 do not apply to the migrant group of this 

studies 

• 10 the content redundant with the main 

policy 

• 5 do not operate in policy process before and 

since2013 the contemporary policy process 

Ratchakitcha search n = 14  Ministry of Public Health Search n = 29 

Regional Health Offices n = 12 The Local Hospital search n = 13 

NGOs search n =10   Experts search n = 4      (N =82) 

 

 

 

 

Provide rich details about (and/or) 

• migrant health insurance policy process 

• policy assumption (content)  

• working routine and role of the relevant 

policy agents  

• purpose of the measures related to 

migrant health insurance policy  

• problem and solution about migrant 

health issues  

• the lesson learns about evidence, case 

studies, example  

• policy recommendation relating to the 

health migrants 

• Offer a further research recommendation 

or situation prediction 

• the collaboration among institutions 

• 3 content duplicates removed 
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Final result 

Ratchakitcha search n = 2  Ministry of Public Health search n =12 

Regional health offices n = 5 The local hospital search n = 6 

NGOs  n = 3    Experts search n = 2  (N=30) 
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Appendix 3 Close Reading 

Activities 

 1) Close reading and highlighting key concepts in the text 

2) Writing notes about crucial reflection on the assumptions underpinning the concepts 

3) The researcher’s self-reflexivity notes about the documents 

Close reading and highlighting key concepts in the text Writing notes about crucial reflection on the 

assumptions underpinning the concepts 

The main concepts 

- Who produced this document and for what purpose?  

- Who is the audience of this document?  

- What are the key concepts of this document? 

Context 

- Context of the document 

- What kind of reality is the document creating? 

Problem and solution 

➢ Problem and the reason or the 

supporting evidence 

➢ Proposed solutions and their reasons  

➢ Assumption underpins the concept 

Migrant health and insurance 

- How does this document argue about migrant health 

insurance? 

- How is migrant health located within the documents as a 

whole? One chapter? One section? 

The highlighted assumptions from the second stage + 

my opinion towards the assumption 

 

Additional questions 

- Link to other documents? The connection among 

documents 

- The reference to other documents 

 

Self-reflexivity 

- My opinion about this document  

- My favorite section or quote 

- Which parts confuse me? 

- The importance of this document for my analysis 

 

Conclusion and prediction 

➢ Any conclusion and prediction 
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Player and actors  

- Who are the main players or actors mentioned in this 

document? Who is involved in the business? 

Their role and their experience? 

Terms 

- Disease, security, financial burden?  

- The concept of migrant in the Thai language, and the 

context of term usage   

- The relevant terminology, the results for each term, the 

definition 
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Appendix 4: The policy analysis form 

 

Document: 

Date Published: 

Organization: 

Number of Document: 

 

The summary details of ‘What’s the Problem Represented to Be?’ policy analysis 

approach (Bacchi, 2009)  

1. What’s the ‘problem’ represented to be in a specific policy? 

- What is the solution written in the proposal? 

- What are the facilitators and challenges that are mentioned in the policy? How 

are they represented? 

2. What presuppositions or assumptions underlie this representation of the 

‘problem’? 

- What does the policy say? 

3. What is left unproblematic in this problem representation? Can the ‘problem’ 

be though about differently? 

4. What effects are produced by this representation of the ‘problem’? 

- Discursive effect (How is the problem representation framed?) 

- Subjective effect (Who are the subjects of governing?) 

- Lived effect (Healthcare access, migrant health, health service?) 

 

Three additional questions 

1. What other questions does this policy proposal raise? 

2. What are any other comments or thoughts about this document? 

3. Who/which organisation is involved in setting the problems to be studied?  
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Self-problematisation note 

What have you learned from using the WPR and the PIA approach? (New way of thinking? 

Or Challenge in using the frameworks?) 
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Appendix 5:  NVivo command and program usage 

This research obtained 30 policy texts which have rich detail content. Therefore, the 

NVivo12 program was used to analyse and organize the data. The main NVivo features used 

were the creation of nodes for coding the data, as well as the use of memos to record the 

initial ideas and summarise the document content (Jackson and Bazeley, 2019). This research 

also used several commands to demonstrate the relationships among practical texts and 

develop themes. 

Command and Function Usage 

 Annotation This function was used to annotate the important sections of documents, and 

to comment on and highlight the important parts of important text segments. 

This stage might unveil new ideas, for the first time, that were potentially 

controversial statements.   

Memos Memos were used in the analysis to record a summary of each policy 

document. Memos were used to highlight quotations or record important 

points and crucial ideas in the documents. Therefore, these memos together 

with coding were used to inform the basis of the answers to the research 

questions. 

The classification sheet 

within the visual matrix 

style 

This aided in finding the relationships between the documents which were 

useful to give an in-depth understanding of the data and demonstrate the 

linkage among documents regarding the content referred to. This function was 

used to group the documents and label the document information, such as the 

original source, the author, the year of publication, the type of document, etc. 

This function demonstrated which documents were most often referenced and 

coded, and tentatively identified the networks of documents.  

A project diary NVivo offered the research the function of making notes and giving comments 

on the data in the project files. At this stage, a project diary was applied to 

keep a daily record of the analysis process and track how the ideas developed. 

This was helpful to refer to while the analysis process continued.  
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Text search query This function was used to find and track the keywords, phrases and concepts 

within the policy documents for coding the text segment. This was used 

alongside the annotation. 

Coding query This function was used to explore the content between the nodes. 

Matrix coding query This function was used to search the content and codes based on different 

attributes, such as by institution, year and location. 

Crosstab query This function was used to analyse themes by one or two attributes, such as 

institution, year, position and location. 
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Appendix 6 Codebook 

The codebook is the summary of codes and themes which were produced through the 

research’s interpretation. 

Theme Code Description 

Collaboration Sum: collaboration The collaboration among different policy 

stakeholders 

Internal collaboration The collaboration on migrant health insurance 

or other migrant health activities among Thai 

institutions 

International collaboration The collaboration on migrant health insurance 

or other migrant health activities among Thai 

state or civil organisations and the neighboring 

countries or the international organisations 

Collaboration with civil society The collaboration on migrant health issues with 

the NGOs or civil organisations 

Migrant health 

operations 

(insurance, services 

and the limited 

discussion of some 

activities) 

Disease control and prevention The activities of migrant health policy 

operations that are related to: 

- Communicable disease 

prevention 

- Disease surveillance 

- New emerging disease 

- The discussion of 

communicable disease  

- The use of technology 

Migrant health insurance services The activities of migrant health policy 

operations of the different migrant groups 

related to: 
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- The 2013 MHICS policy and 

migrant health insurance 

- Migrant health insurance 

operations and registration 

- The One Stop Services (OSS) 

- The health care financing of 

the migrant health insurance and the 

health insurance benefits 

- Challenges, opportunities and 

drawbacks of health insurance 

- The comments about the 

alternatives or changes in migrant 

health insurance 

 Migrant health services The health service activities for migrants, such 

as: 

- Friendly service operations 

that focus on cultural and language 

sensitivity 

- Health service operations and 

the health access of the migrants 

- Reproductive health services 

- Environmental and 

occupational health 

- School health services for 

migrant children 

- The change in migrant health 

service protocol 

The limited 

discussion of 

migrant health 

 The issues of migrant health insurance and 

services that are under-discussed across the 

policy texts and interviews, such as: 

- Gender sensitivity health 

services 

- NCDs services 

- Mental health 

- The policy enforcement for 

undocumented migrants and 
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employers in the 2013 MHICS 

registration 

- The use of technology for 

health insurance registration and 

disease surveillance 

The need for 

governmental 

support and 

recognition 

 The discussion of the need for the central 

government’s resource support for the 2013 

MHICS health insurance management, and a 

change in the reallocation of resources, 

especially financial support for communicable 

disease (CDs) prevention and communicable 

disease screening of migrants before enrolling 

them in the 2013 MHICS insurance schemes 

The need to 

strengthen the local 

implementation and 

local diversity 

strategy 

 The discussion of:  

- the autonomous power of the 

local health institutions in creating a 

specific strategy to implement the 

2013 MHICS policy 

- the local activities in solving 

local migrant health problems 

- the new activities to create 

the unique opportunities for the local 

health institutions 

- the operations and activities 

that are implemented locally and need 

more support 

The 

problematisation 

and the discourse 

Health security problematisation The assumption related to health that is 

constructed through the security paradigm. It 

focusses on the national socioeconomic 

security that might receive effects from 

communicable disease outbreaks. This 

assumption also covers the concept of financial 

health security which concentrates on the 
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financial and resource management of the 

health institutions in managing migrant health. 

Neoliberal health problematisation This assumption draws on the development of 

health management and neoliberalism. It 

discusses the concept of new public 

management. This includes any policy 

activities to introduce business models to 

improve the efficiency of migrant health 

management or create new services to gain 

more financial and resource opportunities. 

Additionally, this also covers the concept of 

self-governing by the migrants to be 

responsible for their own health. 

Human rights problematisation This assumption concerns the human rights 

activities. The discussion of migrant rights and 

the problem of health insurance access are the 

main sub themes of this assumption. This also 

includes the argument about the 2013 MHICS 

policy problem that might prohibit the migrants 

from registering for health insurance, and poses 

some challenges in establishing the services 

and management based on human rights 

activities. 

The effects 

regarding problem 

representation 

The discursive effects The limited on limited what can be written or 

said about each problem representation 

The subjectification The focus on the construction of each policy 

stakeholder’s roles, activities and thoughts that 

are shaped by the different discourse 

1. The different groups of migrants 

- Categories based on legal status 

- Categories based on disease 
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- Categories based on biological status 

2. Policy stakeholders: the different groups of 

Thai authority stakeholders 

Thai government 

Health professionals 

Health policy makers 

Experts 

3. Other policy agents 

- The brokers 

- Employers 

- NGOs 

- Migrant health volunteers 

- International organisations 

- Neighboring countries’ governments 

4. The linguistic usage in defining the policy 

stakeholders, such as migrants 

The real effects The effects regarding problem representation 

that are written and said by the interviewees, 

such as: 

- The effects on the policy 

implementation, management and 

providing health services 

- The life and well-being of the 

different migrant groups 

- The life and work of the 

health policy stakeholders 

- The system of migrant health 

insurance and service operations 

- The implementation of the 2013 MHICS policy 
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Appendix 7: The details of the participants 

SN Group Institution Specific details Number of 

interviewees 

1 Ministry of Public 

Health (MOPH) 

(Policy agents) 

 

The data from these 

policy agents will offer 

the perspective of the 

policy makers from the 

central government. 

The Health 

Insurance 

Group; The 

Office of the 

Minister; the 

Ministry of 

Public Health  

- Responsible for 

setting the agenda for 

MHICS policy and 

monitoring the 

implementation 

process 

- Responsible for 

cooperation with the 

Ministry of the Interior 

and the Ministry of 

Labour in registering 

irregular migrants for 

the process of National 

Verification and 

MHICS schemes  

- Data centre for 

number of migrant 

registration for MHICS 

schemes  

 

- Policy agents 

can give insightful 

details as to how the 

2013 MHICS policy 

5 

 



 
315 

has been formulated 

and developed, as well 

as illuminate the 

crucial factors that 

facilitate or challenge 

the 2013 MHIC policy  

 

- These policy 

agents’ perspectives 

offer the reflections of 

the central government 

officers who are 

working on:  

1. the formulation 

and evaluation of the 

2013 MHICS 

implementation 

process of the policy at 

the public health office 

at the provincial and 

local hospital level 

2. the negotiation, 

adaptation and 

employment of the 

cabinet resolution from 

the Office of the Prime 

Minister    

3. the 

collaboration with the 

Ministry of Labour and 

the Immigration 

Bureau in managing 
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migrant health and 

migrant health workers 

 

The Office of 

the 

Executive; 

Department 

of Disease 

Control 

(DDC) 

  

- Cooperate with 

the Health Insurance 

Group from the Office 

of the Minister, 

Ministry of Public 

Health, in 

implementing the 2013 

MHICS policy 

 

- Responsible for 

disease surveillance of 

both CDs and NCDs in 

the migrant population 

in Thailand  

 

- This will reflect 

the perspective of 

policy makers from the 

central government at 

the sub-bureau level in 

facilitating and 

promoting the local 

context in disease 

control and prevention, 

as well as health 

promotion for migrant 

groups  

 

6 
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2 The Provincial Health 

Office 

The data from these 

policy agents will offer 

the perspective of the 

policy makers at the 

provincial government 

level. These policy agents 

can provide an overview 

of the policy development 

and the actual 

implementation process 

over time, as well as the 

migrant health situation 

within the provincial 

context.  

 

 - Cooperate with 

the MOPH in MHICS 

policy implementation 

at the provincial level  

 

(Tak Province and 

Mukdahan Province) 

5 

Mukdahan (2) 

Tak (3) 

3 The Local Hospital 

The data from these 

policy agents will offer 

the perspective of the 

policy makers from the 

local government. It will 

offer insightful 

experiences of health 

service providers after the 

2013 MHICS policy 

implementation, as well 

The local 

hospitals  

- Sell the MHICS 

card to migrants 

- Provide health 

service for migrants 

- Manage 

resources, including 

income from MHICS 

card sales to migrants  

Hospital 

Director/Asso

ciate Director 

(2) 

 

Public Health 

Officers 

whose roles 

are related to 

migrant health 
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as the development of the 

2013 MHICS policy from 

their perspective and the 

possible challenges and 

opportunities of the 

implementation.   

 

- Provide migrant 

health data for the 

Ministry of Public 

Health 

Two local hospitals:  

Mae Sot Hospital (Tak) 

Mae Sai Hospital 

(Mukdahan)  

 

policy units 

(manager)  

 

Mukdahan (4) 

Tak (2) 

 

 

Public Health 

Officers 

whose roles 

are related to 

migrant health 

service 

operations 

and health 

insurance 

operations 

(operations 

manager and 

practitioner) 

 

Mukdahan (5) 

Tak (3) 

 

4 Civil Society The NGOs - Support 

irregular migrants to 

The manager 

or the 
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The data from the NGOs 

will offer a non-state view 

of the 2013 MHICS 

policy implementation. It 

may also reveal 

perspectives on the 

challenges of the 2013 

MHICS policy 

implementation, as well 

as the impact of the policy 

towards migrants and 

their health status. 

Finally, the views from 

the NGOs will offer a 

critique of the impact of 

the 2013 MHICS policy 

implementation.  

 

enter the 2013 MHICS 

schemes 

- Provide health 

service for irregular 

migrants 

- Monitor the 

MHC policy 

implementation 

- The NGOs 

local offices:  

Mae Sot (Tak) 

Mukdahan 

NGOs 

The NGOs in the local area 

work to help undocumented 

migrant groups who live in 

Thailand to register for the 

2013 MHICS policy. Some 

staff from the NGOs also work 

as translators, helping the local 

hospital to bridge the gaps of 

culture and language in 

providing health service. 

 

assistant 

manager (6) 

 

Mukdahan (2) 

Tak (2) 

National 

NGO (2) 

5 Academics/Experts 

Institutions/Think-tanks 

 Academics and research think-

tanks are influential as these 

units are involved in policy 

3 
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The Participant demography 

 

SN Code Institution Position Expertise Background Location Services 

 

1 PNS MOPH_OP

S 

Director Public Health 

Policy 

Pharmacist BKK Policies 

2 HIG_J MOPH_OP

S 

General Manager Public Health 

policy 

Public Health 

 

BKK Policies 

3 HIG_B MOPH_OP

S 

General 

Practitioner 

Allied Health Social Work BKK Admin 

4 HIG_Ba MOPH_OP

S 

Operations 

Manager 

Insurance 

Administration 

Public Health BKK Policies 

with a research emphasis 

on migrant health in 

Thailand/Southeast Asia 

interpretation and the policy 

evaluation process. These 

participants will offer 

information about how policy 

is developed. The participants 

will be recruited from the 

International Health Policy 

Program and the Institute for 

Population and Social 

Research, Mahidol University. 
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5 HIG_A MOPH_OP

S 

General 

Practitioner 

Associate Allied 

Health 

 

Public Health BKK Admin 

6 LWN MoPH_DD

C 

Deputy Chief 

Executive 

Officer 

Public health 

policy 

Medical BKK Policies 

7 PCW MoPH_DD

C 

Assistant 

Director 

Public health 

policy 

 

Medical BKK Policies 

8 SMK MoPH_DD

C 

Assistant 

Director 

 

Medical Medical BKK Policies 

9 TVS MoPH_DD

C 

Operations 

Manager 

 

Medical Medical BKK Policies 

10 VN MoPH_DD

C 

Centre Head 

 

Insurance Admin Nursing BKK Policies 

11 LA MoPH_DD

C 

General 

Practitioner 

 

Medical Medical BKK Policies 

12 DM Hospital Director Public health 

policy 

Medical Mukdahan Policies 
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13 Quality001 Hospital General manager 

 

Public health 

policy 

Nursing Mukdahan Med 

operation 

14 Quality002 Hospital General 

Practitioner 

 

Nursing Nursing Mukdahan Gen Pub 

health 

15 Primary001 Hospital Operation 

manager 

 

Medical Medical Mukdahan Med 

operation 

16 Primary002 Hospital General 

Practitioner 

 

Nursing Nursing Mukdahan Med 

operation 

17 NaPor Hospital Chief nursing 

officer 

 

Public health 

policy 

Nursing Mukdahan Policies 

18 Hiso_Muk Hospital Centre Head 

 

Nursing Nursing Mukdahan Med 

operation 

19 DaRa_01 Provincial 

health 

Associate 

Director 

 

Insurance Admin Nursing Mukdahan Policies 

20 DaRa_02 Provincial 

health 

General manager 

 

Allied Health Public health Mukdahan Policies 
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21 NGOAn_

Muk01 

NGO Director Social work Social Work Mukdahan Policies 

22 NGOPL_M

uk02 

NGO Operation 

manager 

Associated allied 

health 

Social Work Mukdahan Gen Pub 

health 

23 HIS01_MU

K 

Hospital Centre Head 

 

Insurance Admin Nursing Mukdahan Policies 

24 HIS02_MU

K 

Hospital Operation 

manager 

 

Insurance Admin Nursing Mukdahan Gen Pub 

health 

25 HIS03_MU

K 

Hospital General 

practitioner 

 

Insurance Admin Social Work Mukdahan Admin 

26 Yey_TK Hospital Chief of general 

manager 

 

Social work Nursing Tak Med 

operation 

27 VT_TK Hospital Associate 

Director 

Medical Medical Tak Policies 

28 PP_TK Hospital General manager 

 

Allied health Public Health Tak Med 

operation 

29 OSS_TK Hospital Operational 

manager 

 

Insurance Admin Nursing Tak Med 

operation 
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30 NGO01_M

S 

NGO Operation 

manager 

 

Public Health 

policy 

Medical Tak Policies 

31 NGO02_M

S 

NGO Operation 

manager 

Associate Allied 

Health 

Social Work Tak Gen Pub 

health 

32 MSTK_HI

G2PPL1 

Hospital General 

practitioner 

Nursing Nursing Tak Med 

operation 

33 MSTK_HI

G2PPL2 

Hospital General 

practitioner 

Public Health 

policy 

Nursing Tak  Med 

operation 

34 DRETAK Provincial 

Health 

 

Director Public Health 

policy 

Medical Tak Policies 

35 2RETak01 Provincial 

Health 

Chief officer 

 

Public Health 

policy 

Public Health Tak Policies  

36 2RETak02 Provincial 

Health 

 

Operation 

manager 

Insurance Admin Nursing Tak Policies 

37 Nat_NGO0

1 

National 

NGO 

 

Head of the 

NGOs 

Associate Allied 

Health 

Social Work BKK Gen Pub 

health 

38 Nat_NGO0

2 

National 

NGO 

General manager Associate Allied 

Health 

Public health CM Policies 
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39 EXP_J01 WHO International 

Organisation 

Representative 

 

Public Health 

policy 

Demography BKK Policies 

40 EXP_O02 University Professor Health 

Economics 

Academic BKK Academic 

41 EPX_R03 IHPP Operation 

manager 

Medical Medical BKK Policies 
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Appendix 8: Letter of document request 

 

 

 

Letter of document request 

Date 

Name of potential participant 

Address of the participant’s organisation 

Re: Problematising the contemporary migrant health insurance issue: a post-structuralist 

analysis of the 2013 Migrant Health Insurance Card Scheme policy in Thailand 

Dear 

I am Chuthaporn Suntayakorn, a lecturer from Naresuan University, Thailand, who award the 

scholarship to study Ph.D. in Social Policy at School for Policy Studies, University of Bristol, 

the United Kingdom. I am conducting a research to examine the problematisation process of 

the 2013 Migrant Health Insurance Scheme policy. The study seeks to explain how the migrant 

health insurance policy is understood as a social policy problem by drawing on the critical 

policy analysis as a main research framework. This study migrant benefit to develop 

approaches for the overall migrant health insurance policy process and improve the healthcare 

service for migrants.  

I am writing to ask for your permission to the following requests: 

Accessing to all hard copies and digital documentary related to the 2013 Migrant Health 

Insurance Scheme policy since the implementation in 2013 onwards. The document would 

include for instance, policy proposal document and strategic plan, handbooks, guideline, annual 

report, organisational press releases, organisational PowerPoint presentation and speech.  

 



 
327 

All the data will use anonymously in this PhD research and other publication such as academic 

articles and conference presentations. Direct quotes will only be used in the research reports 

and all quotes from the data will be anonymised. Only the researcher and the supervisors will 

be able to access the document files. The data will not be re-used or shared with other 

researchers. 

All data will be securely stored on a password-protected server or in a secure location and 

anonymised at the University of Bristol. Noted that if you decided to withdraw from the study, 

the final date to do so is 30 days after you provide the documents. 

 

Ethical Review 

The research has been approved by the School for Policy Studies, University of Bristol Ethics 

Committee and Naresuan University Ethics Board. 

Contact for further information 

If you have any questions or concerns regarding any aspects of this research, please contact 

the researcher via email at cs14151@bristol.ac.uk or call the researcher at Thai mobile 

number +66 (0) 89858 4066 (the professional number) 

If you have further questions after speaking to the researcher, then please contact my 

supervisors: 

Dr. Noemi Lendvai-Brinton 

Senior Lecturer in Comparative Urban and Public Policy, 

University of Bristol 

(noemi.lendvai@bristol.ac.uk)  

 

Ms Ailsa Cameron 

Senior Lecturer in School for Policy Studies, 

mailto:noemi.lendvai@bristol.ac.uk)
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University of Bristol, UK. 

(a.cameron@bristol.ac.uk)  

 

School for Policy Studies, University of Bristol 

8 Priory Road, Bristol, BS8 1TZ 

Tel: 0117 9546788 

Your kind consideration would be highly appreciated. 

Yours sincerely, 

Chuthaporn Suntayakorn 

PhD Candidate, School for Policy Studies 

University of Bristol 
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Appendix 9: The recruitment letter 

 

 

The recruitment letter 

 

Date 

 

Name of potential participant 

Address of the participant’s organisation 

 

Re: Problematising the contemporary migrant health insurance issue: a post-structuralist 

analysis of the 2013 Migrant Health Insurance Card Scheme policy in Thailand 

 

Dear 

I am contacting you to invite you to participate in a research study which aims to explore how 

the implications of migrant health insurance issues are understood in the contemporary Thai 

public health context. I am Chuthaporn Suntayakorn. 

 

The research aims to explore the concept of migrant health insurance through the 2013 Migrant 

Health Insurance Policy (2013 MHICS) and other associated publications as illustrations of 

how governing takes place. The outcome of the study will contribute to both theoretical 

contributions within critical policy studies, as well as policy recommendations for better 

healthcare service and health insurance for migrants in the Thai public health context. The 
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research has been approved by the School for Policy Studies, University of Bristol Ethics 

Committee.  

If you decide to take part you will be contacted again to arrange an individual interview, at a 

time of your choosing. The interview will take about 40-60 minutes. You will be asked 7-8 

open-ended questions, the answers to which will be based on your experience and opinions. 

The questions will be sent to you to read before the interview takes place if you agree. 

Additionally, the researcher will record information by note-taking and digital voice recorder. 

If you decide to withdraw from the study, the final date to do so is 30 days after the interview 

has taken place.  

All the data will use anonymously in this PhD research and other publications such as academic 

articles and conference presentations. Direct quotes will only be used in the research reports 

and all quotes from the data will be anonymised. Only the researcher and the supervisors will 

be able to access the document files. The data will not be re-used or shared with other 

researchers. All data will be securely stored on a password-protected server or in a secure 

location and anonymised at the University of Bristol.  

Your replies will be treated confidentially, all information will be kept in a secure location and 

anonymized. Moreover, the data will be destroyed after the researcher’s degree has been 

awarded. The study findings will be disseminated only for academic purposes. The finding will 

be presented in the thesis as well as for conference and other papers. 

Participation in this study is voluntary. You have the right not to participate at all or to leave 

the study at any time. Deciding not to participate or choosing to leave the study will not result 

in any penalty or loss of benefits to which you are entitled.  

Contact for further information 

If you have any questions or concerns regarding any aspects of this research, please contact 

the researcher via email at cs14151@bristol.ac.uk or call the researcher at Thai mobile 

number +66 (0) 89858 4066 and the researcher will answer any of your questions or 

concerns. 

 

mailto:cs14151@bristol.ac.uk
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If you have further questions after speaking to the researcher, then please contact my 

supervisors: 

 

Dr. Noemi Lendvai-Brinton 

Senior Lecturer in Comparative Urban and Public Policy, 

University of Bristol 

(noemi.lendvai@bristol.ac.uk)  

Ms Ailsa Cameron 

Senior Lecturer in School for Policy Studies, 

University of Bristol, UK. 

(a.cameron@bristol.ac.uk)  

Schoolr for Policy Studies, University of Bristol 

9 Priory Road, Bristol, BS8 1TZ 

Tel: 0117 9546778 

Yours sincerely, 

Chuthaporn Suntayakorn 

PhD Candidate, School for Policy Studies 

University of Bristol

mailto:noemi.lendvai@bristol.ac.uk)
mailto:a.cameron@bristol.ac.uk
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Appendix 10: Participant information sheet 

 

Research project: Problematising the contemporary migrant health insurance issue: a 

post-structuralist analysis of the 2013 Migrant Health Insurance Card Scheme policy in 

Thailand  

 

This document provides general information about the research and how you would be 

involved. It explains the confidentiality and data storage arrangements, and gives details about 

how the research has been reviewed. Please read the following information and if there is 

anything that is not clear, or if you wish to have further information, please contact the 

researcher or researcher’s supervisors. Note that this research is being conducted for academic 

purposes, and it will not cover any clinical or medical issues. 

 

1. Who is conducting the research?  

Chuthaporn Suntayakorn, a Naresuan University–sponsored PhD student at the School for 

Policy Studies, University of Bristol. The researcher has previously worked at the Disease 

Control Department, Ministry of Public Health, Thailand. Now, the researcher holds a lecturer 

position at the College of ASEAN Community Studies, Naresuan University, Thailand. This 

research is a part of a doctoral dissertation, which is supervised by Professor Sarah Payne and 

Ms. Ailsa Cameron, School for Policy Studies, Faculty of Social Science and Law, University 

of Bristol, United Kingdom. 

2. What is the purpose of the study? 

This study raises questions about how migrant health insurance issues are understood in the 

contemporary Thai public health context. The research aims to explore the concept of migrant 

health insurance through the 2013 Migrant Health Insurance Policy (MHICS) and other 

associated publications to see how governing takes place. This research also includes 

interviews with policy agents to explore the 2013 MHICS policy process. The outcome of the 

study will contribute to both theoretical contributions within critical policy studies, as well as 
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policy recommendations for better healthcare service for migrants in the Thai public health 

context.  

 

3. What does the overall study involve? 

This qualitative study consists of two phases. 

Phase I: a documentary analysis to examine the how migrant health insurance is problematised 

and how the concept of migrant health has been constructed. 

 

Phase II: an interview with policy agents, who are involved with the 2013 Migrant Health 

Insurance Scheme policy process. 

 

4. Why have you been chosen?  

You have been invited to participate in this research because you have experience and 

knowledge, as well as play a crucial part in the 2013 Migrant Health Insurance Scheme policy 

process. 

 

5. What will happen if you take part? 

1. With your permission, individual interviews will last between 40-60 minutes. 

2. With your permission, you will be asked the questions in Thai, the answer to 

which will be based on your experience and opinions. 

3. The questions will be send to you to read before the interview takes place. 

4. If you agree, the researcher will record the interview by note-taking and digital 

voice recorder. 
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5. With your permission, you will be asked to consent to take part in the study and 

sign the written consent form. 

6. If you decided to withdraw from the study, the final date to do so is 30 days 

after the interview has taken place.  

 

6. What will happen to all the information you provide? 

 All the data will be used anonymously in this PhD research and other publications such as 

academic articles and conference presentations. Direct quotes will only be used in the research 

reports and all quotes from the data will be anonymised. Only the researcher and the 

supervisors will be able to access the document files. The data will not be re-used or shared 

with other researchers. After the degree is awarded, all data will be destroyed.  

7. How is data stored and managed? 

All data will be securely stored on a password-protected server or in a secure location and 

anonymised at the University of Bristol. Then, the data will be destroyed after the degree 

award. 

 

8. Will your interview be confidential and anonymous? 

Your interview and the organisation documents will be treated confidentially. The 

identification of the interviewees will be protected by using a code to cover the interviewees’ 

names and other specific details which could make participants able to be identified. Moreover, 

the document will be kept in a secure location and anonymized. Direct quotes will only be used 

in the research reports and all quotes will be anonymised. Only the researcher and the 

supervisors will be able to access both data sources. Finally, all data will be kept securely on 

the University of Bristol’s research storage drive.  

 

9. What is the limit of confidentiality and how do you minimise it? 

Participants may be concerned about the limit of confidentiality of this research because of the 

small circle of policy stakeholders whose role is relevant to the 2013 MHICS policy, who may 

be easy to identify. In this research, all participants will be labelled by a code to ensure 

anonymity. All data will be stored with password protection and saved onto the researcher’s 

secure file server at the University of Bristol.  
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10. What happens if you do not take part? 

Once you have read and understood the participation information sheet, you can decide to take 

part or not. This research is conducted on a voluntary basis. If you decide to withdraw from the 

study, the final date to do so is 30 days after your interview. 

 

11. How will this research be disseminated?  

The final thesis will be submitted to the University of Bristol (anticipated 2020). A summary 

of the thesis will be written up separately to Naresuan University as the funder and the 

affiliation of the researcher. The results of the research will be presented to the Ministry of 

Public Health and research participants’ organisations. Finally, an article, for publication and 

a conference, will be written.  

 

11. How will the data be available to other researchers? 

The data will not available for other researchers to re-use. 

 

Ethical Review 

The research has been approved by the School for Policy Studies, University of Bristol Ethics 

Committee and Naresuan University Ethics Board. 

 

 

 

Contact for further information 

If you have any questions or concerns regarding any aspects of this research, please contact 

the researcher via email at cs14151@bristol.ac.uk or call the researcher at Thai mobile 

number +66 (0) 89858 4066 (professional number). 

 

Complaints regarding any aspects of this research 

mailto:cs14151@bristol.ac.uk
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If you have further questions after speaking to the researcher or any complaints regarding any 

aspect of this research, please contact my supervisor: 

Dr. Noemi Lendvai-Brinton 

Senior Lecturer in Comparative Urban and Public Policy, 

University of Bristol 

(noemi.lendvai@bristol.ac.uk)  

Ms Ailsa Cameron 

Senior Lecturer in the School for Policy Studies, 

University of Bristol, UK. 

(a.cameron@bristol.ac.uk)  

School for Policy Studies, University of Bristol 

8 Priory Road, Bristol, BS8 1TZ Tel: 0117 9546788  

All interviews will be conducted in strict adherence to ethical considerations of 

anonymity, confidentiality and respect for participants.  

 

 

  

mailto:noemi.lendvai@bristol.ac.uk)
mailto:a.cameron@bristol.ac.uk
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Appendix 11: Consent form 

 

Research Project: Problematising contemporary migrant health insurance issues: a post-

structuralist analysis of the 2013 Migrant Health Insurance Card Scheme (MHICS) policy in 

Thailand 

         Please tick box (Yes) 

 

Have you read/understood the participant information sheet?     

 

Have you had an opportunity to ask questions about the project?    

        

Have you received enough information about the project?      

 

Do you agree to allow anonymised quoted to be used in the reporting of this study ?           

 

Do you agree to allow anonymized quotes to be used in the reporting of this study?   

             

Do you agree to the interview being audio recorded?      

 

Do you agree that the information collected will be stored within a secure facility of School 

for Policy Studies?           
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Do you understand that the data will not be re-use by other researchers?    

 

Do you understand that the final date for the withdrawal of data by the  

participant is 30 days after the interview has taken place?      

 

Have you received enough information about how data is stored and managed?   

 

Do you understand the limit of confidentiality of the research?      

 

Do you agree to participate in the project?        

Participant’s name …………………………………………………….. 

Signature ………………………………………………………………… 

Date……………………………………………………………………… 

Researcher’s name   Miss Chuthaporn Suntayakorn 

Signature ………………………………………………………………… 

Date……………………………………………………………………… 

Ethical Review 

This research has been approved by the University of Bristol’s School for Policy Studies 

Ethics Committee and Naresuan University Ethics Board 

Contact for further information: 

CHUTHAPORN SUNTAYAKORN  

University of Bristol       

Email cs14151@my.bristol.ak 

mailto:cs14151@my.bristol.ak
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The researcher at Thai mobile number +66 (0) 89858 4066 (professional number) 

 

If you have further questions or concerns after speaking to the researcher, then please contact 

my supervisors: 

Dr. Noemi Lendvai-Brinton 

Senior Lecturer in Comparative Urban and Public Policy, 

University of Bristol 

(noemi.lendvai@bristol.ac.uk)  

Ms Ailsa Cameron 

Senior Lecturer in School for Policy Studies, 

University of Bristol, UK. 

(a.cameron@bristol.ac.uk)  

 

School for Policy Studies, University of Bristol 

8 Priory Road, Bristol, BS8 1TZ 

Tel: 0117 9546788 

  

mailto:noemi.lendvai@bristol.ac.uk)
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Appendix 12: Topic guide for interviews 

 

The following question guides will be used in the interviews. The question list below will not 

follow a sequential order as the researcher may adapt the questions to match the respondents’ 

dialogue. Finally, the phrases in brackets will suggest memos for the researcher.  

 

The question guides for the interviews with policy agents from The Office of the 

Permanent Secretary and The Health Insurance Group at the Ministry of Public Health 

 

Domain Examples of questions (memos for reminding the interviewer) 

Introduction 

I am interested to 

hear your 

perceptions and 

experiences about 

contemporary 

migrant health issues 

and the issues related 

to the 2013 MHICS 

policy. 

 

• Introduce myself 

• Inform the participant about the topic of research 

• Ask for permission to record 

• Inform about data protection procedures 

• Inform about the ethics and consent form and 

have the participants sign 

General information 

about the 

• Please tell me about your organisation. (Role and 

responsibility of your organisation in association with the 

migrant health insurance issue.) 

• What about your past experiences in this job? 
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interviewees and 

their workplaces 

 

 

History and 

background of the 

migrant health issue 

• Please tell me about your understanding of 

migrant health insurance in Thailand. 

• How has the migrant health insurance issue been 

discussed in your workplace? 

• When did the migrant health insurance issue begin 

to be discussed? (The difference between before and after 

2013/How the concept has changed over time) 

 

Perceptions on the 

policy  

• What are the influences for introducing this 2013 

MHICS policy? Why? 

• In your opinion, have there been any changes in 

the concept of migrant health insurance before and after 

the introduction of the 2013 MHICS policy? In which 

way? 

• In your opinion, what are the challenges in 

implementing this policy at the local level? (What needs 

to be changed? Why?)  

• Have these challenges been discussed? In which 

way?  

 

Collaboration with 

other organisations 

• Please tell me how the MoPH collaborates with 

other organisations. Any workshops or consultative 

meetings?  

• Which organizations must the MoPH work with in 

operating this policy? (Ministry of Labour? Ministry of 

Interior? NGOs? 
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• What is your experience in working with them? 

(Supportive or inhibitive? Can you give me an example 

or explain more?) 

 

Overall perceptions 

and opinions with 

regards to the policy 

• In your opinion, what are the benefits and/or 

downsides of this policy? 

• Please suggest how the policy should be 

improved. (Any suggested improvement for better health 

service for migrants as a whole?)  

 

Finishing off the 

questions 

• Do you have anything more to add? 

 

The question guides for the interview about the implementation with local hospitals 

(The Provincial Health Office and Local Hospitals) 

 

Domain Example of questions (memos for reminding the interviewer) 

Introduction 

I am interested in 

hearing your 

perceptions and 

experience about 

contemporary 

migrant health issues 

and the issues related 

• Introduce myself 

• Inform the participant about the topic of research 

• Ask for permission to record 

• Inform about data protection procedures 

• Inform about ethics and consent form and have 

the participant sign 
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to the 2013 MHICS 

policy. 

 

General information 

about the 

interviewees and 

their workplaces 

 

• Please explain about your organizational role and 

authority in association with the 2013 MHICS policy.  

• What is your daily role with regard to migrant 

health insurance?  

• What about your past experiences in this job?  

History and 

background of 

migrant health issues 

• How is the migrant health insurance issue 

discussed in your work place? (Service providing, disease 

prevention and health promotion) 

• When did the migrant health insurance issue begin 

to be discussed in your workplace?  

• What are the differences between before and after 

2013?/ How has the concept changed over time? 

 

Perceptions on the 

policy  

• Please tell me how you know about the 2013 

MHICS policy. 

• From your perspective, before and after the 2013 

MHICS policy, are there any changes in your working 

routine? (better or worse/in which way?) 

• What needs to be changed? Why and How?  

• Have the changes been discussed? Why or why 

not? 

• From your perspective, before and after the 2013 

MHICS policy, have there been any changes in the use of 

services by migrant patients? (Is there any change in 

patient groups, such as age and gender?) 
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• What are the challenges that you experience in 

dealing with migrant patients?  (legal status problems, 

language and culture, cost of treatment) (Please describe 

more about the situation and how you cope with it.) 

 

Collaboration with 

other organisations 

• How does the MoPH collaborate with your 

organization regarding the 2013 MHICS policy? (Any 

documents sent to and from the Ministry? How do you 

communicate your concerns or give feedback to the 

Ministry?) 

• Who else must you work with in implementing 

this policy?  

• What is your experience working with them? 

(Any challenges? Please give an example, and why you 

think accordingly?) 

Overall perceptions 

and opinions with 

regard to the policy 

• How does the 2013 MHICS policy design fit your 

local context?  

• In your opinion, what are the benefits and 

disadvantages of this policy?  

• How should this policy be improved for a better 

fit in your local context? (What needs to be changed?) 

 

Finishing off the 

questions 

• Do you have anything more to add? 

 

The question guides for the interviews with the NGOs  
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Domain Example of questions (memos for reminding the interviewer) 

Introduction 

I am interested to 

hear your 

perceptions and 

experience about 

contemporary 

migrant health issues 

and issues related to 

the 2013 MHICS 

policy. 

 

• Introduce myself 

• Inform the participant about the topic of research 

• Ask for permission to record 

• Inform about data protection procedures 

• Inform about ethics and the consent form and 

have the participants sign 

General information 

about the 

interviewees and 

their workplaces 

 

• Please tell me about your organisation. (Role and 

responsibility of your organisation in association with the 

migrant health insurance issue.) 

• Please explain how your organization participates 

with regard to the 2013 MHICS policy implementation. 

• What is your role in this organization? (Working 

experience) 

• What is your daily role with regard to migrant 

health insurance?  

• What about your past experiences in this job?  

 

Working routine 
• Please tell me about your experience in helping 

migrants to register for the 2013 MHICS schemes.  

• What are the challenges in helping migrants to 

register for the 2013 MHICS schemes? (service, seeking 

care, financing and access) How are these challenges 

addressed? 
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• How are challenges or problems discussed within 

your network? (Have you addressed them with the 

government? Why? In which way?) 

 

Collaboration with 

other organisations 

and external support 

• Do you have any collaboration with other 

organizations in helping these migrants?  

• What is your experience working with them? 

(Any challenges? Please give me examples, and why you 

think accordingly?) 

 

Overall perceptions 

and opinions with 

regards to the policy 

• What do you think about the 2013 MHICS 

policy?  

• What are the differences in helping migrants to 

access healthcare before and after the 2013 MHICS 

policy implementation? 

• From your experience, what was the migrants’ 

experience related to care/service when they used the 

card? (Do they feel that doctors treated them differently 

compared to those without the card? Are there any 

specific interests in obtaining the migrant card?)  

• Have you ever heard migrants talking about 

problems with the policy and what did they say? (Do you 

agree with what they say? Why or why not?) 

• In your perspective, what are the benefits of the 

policy and what are the limitations of the policy? (Please 

give reasons to support your claim.) 

• If you had a chance to suggest anything about the 

policy to make it better fit migrant needs, what would you 

suggest and why?  
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Finishing off the 

questions 

• Do you have anything more to add? 

 

The question guides for the interviews with the academics/experts 

Domain Examples of questions (memos for reminding the interviewer) 

Introduction 

I am interested to 

hear your 

perceptions and 

experiences about 

contemporary 

migrant health issues 

and the issues related 

to the 2013 MHICS 

policy. 

 

• Introduce myself 

• Inform the participant about the topic of research 

• Ask for permission to record 

• Inform about data protection procedures 

• Inform about the ethics and consent form and 

have the participants sign 

General information 

about the 

interviewees and 

their workplaces 

 

• Please tell me about your organisation. (Role and 

responsibility of your organisation in association with the 

migrant health insurance policy.) 

• What about your past experiences in this job? 

 

History and 

background of the 

migrant health issue 

• Please tell me about your understanding of 

migrant health insurance in Thailand. 

• How has the migrant health insurance issue been 

discussed in your academic networks? 
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• When did the migrant health insurance issue begin 

to be discussed or studied?  

• How the concept of migrant health insurance has 

changed over time 

 

Perceptions on the 

policy  

• What are the influences for introducing this 2013 

MHICS policy? Why? 

• In your opinion, have there been any changes in 

the concept of migrant health insurance before and after 

the introduction of the 2013 MHICS policy? In which 

way? 

• In your opinion, what are the challenges in 

implementing this policy at the local level? (What needs 

to be changed? Why?)  

• Have these challenges been discussed? In which 

way?  

 

Overall perceptions 

and opinions with 

regards to the policy 

• In your opinion, what are the benefits and/or 

downsides of this policy? 

• Please suggest how the policy should be 

improved. (Any suggested improvement for better health 

service for migrants as a whole?)  

 

Finishing off the 

questions 

• Do you have anything more to add? 
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Appendix 13: The details of the 30 selected documents 

SN Label No Institution/ 

Source 

Name of the document 

Year 

 Number 

of pages 

Type of 

document 

1 Gov19 Parliament Immigration Act 1979 1979   5 Law 

2 Gov17 Cabinet 

resolution 

The cabinet resolution on 

Jan 15th, 2013 (The issues 

related to migrant labour 

and the undocumented 

migrants)  

2013  

 6 The cabinet 

resolution 

3 MoPH49_

DDC 

Department 

of Disease 

Control 

Border Health Development 

Master Plan 2012-2016 2011 

 33 Department 

plan 

4 MoPH32_

DDC 

Department 

of Disease 

Control 

The plan of border health in 

preparing for ASEAN 

regional integration 

2014 

 38 Ministry 

Report 

5 MoPH33_

DDC 

Department 

of Disease 

Control 

The development of the 

policy recommendation in 

disease control and 

prevention in migrants 

2015 

 38 Ministry 

Report 

6 MoPH29_

HIG 

Strategy and 

Planning 

Division, 

Ministry of 

Problem solving and the 

development of border 

public health in 2015 
2015 

 32 Ministry of 

Public 

Health Plan 

and Policy 
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Public 

Health 

7 MoPH45_

OPS 

Health 

Administrati

on Division, 

Ministry of 

Public 

Health 

The handbook of friendly 

services for migrant 

labourers, migrant's 

dependents and the victims 

of human trafficking 

2015 

 41 Ministry of 

Public 

Health Plan 

and Policy 

8 MoPH02_

HIG 

Division of 

Health 

Economics 

and Health 

Security, 

Ministry of 

Public 

Health 

The report of the 2013 

Migrant Health Coverage 

Policy by the Ministry of 

Public Health (2012-2014) 
2016  

 285 Ministry 

report 

9 MoPH030

4_HIG 

Division of 

Health 

Economics 

and Health 

Security, 

Ministry of 

Public 

Health 

Ministry notification of 

medical exam and migrant 

workers health coverage 

Edition 2 Year 2015 
2016  

 3 Ministry 

notification 

10 MoPH22_

SPD 

Strategy and 

Planning 

Division, 

Ministry of 

The strategic public health 

plan for a special economic 

zone 2017-2021 

2016  

 14 out 

of 68 

Ministry 

operation 

plan 
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Public 

Health 

11 MoPH39_

SPD 

Strategy and 

Planning 

Division, 

Ministry of 

Public 

Health 

The strategy of public 

border health 2017-2021 

2016 

 23 Ministry 

operation 

plan 

12 MoPH38_

DDC 

Department 

of Disease 

Control 

The annual report 2016 

2016  

 10 out 

of 205 

Department 

plan 

13 MoPH50_

DDC 

Department 

of Disease 

Control 

The annual report 2017 

2017  

 20 out 

of 200 

Department 

plan 

14 MoPH13_

HIG 

Division of 

Health 

Economics 

and Health 

Security, 

Ministry of 

Public 

Health 

The measure of managing 

migrant labour in Thailand: 

medical examination and 

migrant health coverage ref. 

cabinet resolution Jan 16th, 

18 

2018 

 5 Ministry 

notification  

15 REG5_M

UK 

Mukdahan 

Regional 

Health 

The Public Health Strategic 

Plan in Mukdahan 2017 

 11 Strategic 

Plan 
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16 REG12_

MUK 

Mukdahan 

Regional 

Health 

Policy related to managing 

cross border people and 

migrants 

2018 

 51 Strategic 

Plan 

17 REG9_TA

K 

Tak 

Regional 

Health 

The plan for public health 

services in 2017 2016 

 11 Strategic 

Plan 

18 REG13*_

TAK 

Tak 

Regional 

Health 

The measures in public 

health services within the 

ASEAN integration context 

2017 

 8 A measure 

booklet 

19 REG04_

MUK 

Mukdahan 

Regional 

Health 

The report of health 

insurance in Mukdahan 

province 

2017 

 10 Report 

20 HOS5_M

S 

Mae Sot 

Hospital 

The report of border health: 

A foreign community and 

public welfare in a foreign 

community, B. The twins 

city for disease prevention 

and control 

2015 

 10 Report 

21 HOS12_

MS 

Mae Sot 

Hospital 

The school health networks 

and OSS operation report 
2016 

 22  Report  

22 HOS17*_

MS 

Mae Sot 

Hospital 

The report on the health 

system  for ASEAN 

regional integration 

2017 

 10 Conference 

Documents 
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23 HOS13*_

Muk 

Mukdahan 

Hospital 

The Foreigner Health 

Centre 
2017 

 35 PowerPoint 

Conference 

presentatio

n 

24 HOS17_

MUK 

Mukdahan 

Hospital 

The summary of a public 

health meeting between 

Thailand and Laos 

2015 

 21 PowerPoint 

Conference 

presentation 

25 HOS18_

MUK 

Mukdahan 

Hospital 

The meeting report of the 

problem review related to 

health behaviour in the 

special economic zone 

2016 

 62 Report 

26 NGO4 MAP 

Foundation 

A study on the impact of 

regularization of migrant 

workers  

2015 

 32 Report 

27 NGO07 Mae Tao Annual report 2013 2013  21 Report 

28 NGO09 Mae Tao Annual report 2015 2015  41 Report 

29 EXP23 Expert3 Responses in 

implementation and 

outcome evaluation of the 

MHICS for cross-border 

migrants and their 

dependents in Thailand 

2017 

 174 Report 

30 EXP24 Expert2 Reimbursement system and 

budget impact for 

2017  66 Report 
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subsidising the treatment 

expenses for emergencies 

and critical illnesses for 

uninsured migrants/aliens 
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Appendix 14 Ethics Approval 

 

14.1 Ethics approval from School for Policy Studies, University of Bristol 

 

 

David Gordon Thu 01/03, 17:18 Chuthaporn Suntayakorn; SPS Ethics Applications 

Mailbox Dear Chuthaporn Suntayakorn  

 

Thank you very much for responding to the Ethics Committee's comments so quickly. I am 

happy with the responses you have provided so you now have ethical approval for your 

research.  

 

Regards, 

David Gordon   

Bristol Poverty Institute Townsend Centre for International Poverty Research University of 

Bristol 10 Woodland Road Bristol BS8 1TZ, UK  

E-Mail: Dave.Gordon@bristol.ac.uk Tel: +44-(0)117-954 6761 Fax: +44-(0)117-954 6756  
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14.2 Ethics approval from Naresuan University, Thailand (The researcher’s funder) 
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