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Executive summary 

This is the final deliverable under the contract between United Nations Children's Fund 
(UNICEF) and Health Intervention and Technology Assessment Program Foundation (HITAP) 
for the project: Assessing healthcare capacities and service delivery needs for refugees and 
internally displaced populations (IDPs) from Myanmar along the Thai-Myanmar border 
(Contract number: 43429154). 

Overview 

Displacement and migration of people from Myanmar to Thailand is shaped by security 
concerns and limitations in healthcare access. Undocumented pregnant women and young 
children are disproportionately affected by displacement and health system constraints. In 
Thailand, chronic gaps in financing and manpower resources challenge the sustainability of 
border health facilities to provide services to migrants. Kanchanaburi has a high proportion 
of irregular migrants from Myanmar, and also one of the highest reported proportions of 
unpaid health expenses by migrants compared to other provinces in Thailand. Using both 
implementation science and system dynamics approaches, and drawing upon lessons from 
Tak province, a multi-layered evidence base for designing resilient interventions in 
Kanchanaburi is generated in this study. 

Key findings  

The following gaps were identified for maternal, newborn and child health (MNCH) among 
undocumented migrants in Kanchanaburi 

1. Limited availability of antenatal care (ANC), family planning and delivery services in 
the border areas  

2. High workload and turnover rates of health providers in border areas 
3. Chronic hospital deficits to provide healthcare to migrants  
4. Sustainability concerns of migrant health volunteers (MHV) and village health 

volunteers (VHV) due to voluntary nature of work 
5. Delayed care seeking behavior of migrants influenced by financial capacity, 

availability of documentation, mobile work arrangements, Thai-language skills to 
navigate health system, and distance to health facility 

6. Discrepancies in migrant health information due to challenges in identifying patients 
and varying requirements across institutions to record health information 

7. Limited cross-border coordination for follow up care 
8. Lack of demand forecasting, financing and delivery strategies to reach 

undocumented migrants  
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Recommendations  

Multi-stakeholder collaboration and advocacy is critical to strengthen MNCH for 
undocumented migrants in Kanchanaburi. The following 9 recommendations are provided 
according to proposed stakeholders at the policy and health system level. 
 

 

TH-HCP-P: Thai healthcare provider; TH-PM: Thai policy maker; TH-NGO: Thai-based non-governmental 
organization; M-HCP: Myanmar-based healthcare provider; M-PM: Myanmar policy maker; CBO: community-
based organization; FBO: faith-based organization; EHO: ethnic health organization; I-NGO: international non-
governmental organization; A/RF: Academia and research funder; EMP: employer of migrant workers 

 

  

TH-HCP TH-PM TH-NGO M-HCP M-PM CBO FBO EHO I-NGO A/RF EMP

Policy
Health system 

financing

R1.Enhance enrolment of health 
insurance schemes to sustain financing 
of migrant health

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔

Policy
Health system 

financing
R2. Strengthen and incentivize 
community health networks

✔ ✔ ✔

Policy
Leadership and 

governance
R3. Promote regional and long-term cross-
border health strategies

✔ ✔ ✔ ✔ ✔ ✔ ✔

Policy
Health information 

systems

R4. Enhance information sharing, data 
harmonization and monitoring systems 
and use of documentation systems to 
support evidence generation for policy

✔ ✔ ✔ ✔ ✔ ✔ ✔

Policy Service delivery
R5. Develop demand forecasting and 
monitoring mechanisms for immunization 
service delivery to undocumented 

✔ ✔ ✔ ✔ ✔ ✔ ✔ ✔

Health 
system

Service delivery
R6. Strengthen infrastructure for service 
network through multi-partner MNCH 
delivery models

✔ ✔ ✔

Health 
system

Service delivery
R7. Decentralize outreach platforms, 
supported with community mobilization

✔ ✔ ✔ ✔ ✔ ✔ ✔

Health 
system

Health workforce
R8. Recognize and mobilize frontline 
actors from Myanmar

✔ ✔ ✔ ✔ ✔ ✔

Health 
system

Medical products, 
vaccines and 
technologies

R9. Employ teleconsultation and remote 
MNCH support in migrant languages to 
support referral and follow-up care

✔ ✔ ✔ ✔ ✔ ✔ ✔

Level
Building blocks to 
strengthen health Recommendation

Stakeholder group
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Introduction 

Significant displacement and migration of people from Myanmar to Thailand shaped by 
unrest  

The Thai-Myanmar migration corridor, extending over 2,400 kilometers, represents the 
largest such route in the region and ranks among the most significant country-to-country 
migration paths globally.1 According to Myanmar's 2014 National Census, Thailand has long 
been the primary destination for Myanmar nationals, hosting around 70% of those living 
abroad. Due to the political situation in Myanmar in 2021, and the ensuing crisis across the 
country, the migration corridor has become even more critical. Repeated waves of 
displacement have occurred, with thousands of Myanmar individuals seeking refuge across 
the Thai-Myanmar border.2 The International Organization for Migration (IOM) estimated that 
at least 1.3 million Myanmar nationals have crossed the border in 2023 alone. Over 640,000 
crossings were reported in the first half of 2024, representing a significant 35% increase in 
longer-term arrivals compared to the previous year.2 Significant proportions of migrants who 
enter Thailand through irregular channels do not have available documents,3 which poses a 
risk for deportation and exploitation while in Thailand.4 

Health burdens and disparities among Myanmar migrants 

In Myanmar, limited access to essential health services is attributable to a severe shortage 
of healthcare professionals, the collapse of health management information and disease 
surveillance systems, and disruptions in the supply chain affecting both the country and its 
border areas.5, 6 In border areas, there has been a rise in communicable diseases, for 
example, human immunodeficiency virus (HIV) infection, malaria, and multiple outbreaks 
of dengue fever.2 Tuberculosis (TB) remains prevalent, with refugee and migrant populations 
bearing a disproportionately high burden of the disease particularly in the Tak province.7, 8 
Additionally, health authorities have reported an increase in cholera cases in temporary 
refugee shelters in Thailand.9 Moreover, an increasing number of people are crossing the 
western Thai-Myanmar borders, primarily for childbirth.10  

Pregnant mothers and young children are disproportionately affected by displacement and 
health system constraints.11 The fear of arrest, compounded with language, communication 
and financial challenges, shapes care seeking behavior and limits access to healthcare in 
Thailand.4 Disparities in health outcomes between the migrant population and the general 
Thai population are significant, with maternal mortality rates of 126.5/100,000 live births 
(2004–2018) remaining notably higher than the average among Thai-nationals of 37.5 per 
100,000 live births.12 Migrant children from Myanmar also exhibit significantly poorer health 
outcomes compared to Thai-nationals, with a higher prevalence of stunting, underweight, 
and wasting.13 The negative health outcomes, such as low birth weight and stunting, impact 
the long-term well-being and productivity of the next generation.13  
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Financial and manpower constraints challenge sustainability of border health facilities 

Several challenges in Thai health system capacities along the borders have been reported. 
According to the National Economic and Social Development Council (NESDC), the 
caseload at public hospitals and clinics at the borders rose to 3.8 million in fiscal year 
2024.14 Uncollected healthcare expenditure has reached THB 92 billion in fiscal year 2023, 
where 81.1% were from the Thai-Myanmar borders, especially in the Tak province.14 This 
financial pressure exacerbates chronic resource depletion, with health worker shortage 
being reported at border health facilities, where health workers are required to balance 
available resources between needs of Thai residents and those of refugees in camps,15 or 
other migrant health initiatives. Global funding cuts put further strain on the limited 
resources of Thai public health facilities, as they step in to fill the service delivery gaps along 
the borders.16 Rising anti-migrant sentiments targeted towards Myanmar nationals, fueled 
by misinformation spread through social media,17 have created further challenges. 

Multi-sectoral approach to migrant health in Thailand  

Several mechanisms for migrant health have been employed in Thailand, often involving 
multiple stakeholders across different sectors. Since 2021, the United Nations Network on 
Migration (UNNM) has established a Migrant Health Sub-Working Group (MHWG) consisting 
of United Nations, the Royal Thai Government (RTG), and non-government partners working 
on migration health, with IOM as the coordinator.18 The initial aim of the MHWG was to 
synergize and support the RTG’s COVID-19 response efforts, particularly equipping migrant 
communities with lifesaving vaccines and accurate health information.18 In 2024, the 
MHWG was relaunched with over 15 members, such as the Thailand Ministry of Public 
Health (MoPH), through the Office of International Cooperation, Department of Disease 
Control, and the United States Centre for Disease Control and Prevention (US CDC) 
Collaboration (TUC - Thailand MoPH-US CDC Collaboration), Health Systems Research 
Institute (HSRI), Thai Health Promotion Foundation (ThaiHealth), IOM, World Health 
Organization (WHO), International Labour Organization (ILO), United Nations Development 
Programme (UNDP), and UN Women (UNW), among others.19 Among the key activities of 
MHWG are strengthening networks of migrant health volunteers (MHVs), supporting migrant 
access to health services, and providing migrants with access to health insurance.20   

In line with the multi-sector efforts for evidence-informed advocacy for migrant health in 
Thailand, this study was conducted to comprehensively assess and address the health 
challenges faced by the migrant population. The study focuses on newborn and child health 
(MNCH) among undocumented people and internally displaced persons (IDPs) from 
Myanmar, to inform targeted and context-sensitive interventions to improve service delivery. 
The study was conducted by HITAP in collaboration with UNICEF Myanmar, UNICEF 
Thailand and UNICEF Regional Office in Bangkok. 
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Section 1: Study objectives and conceptual framework 

1.1 Study objectives 

To develop strategies to address service delivery challenges, this study investigated key 
health challenges faced by undocumented migrants or IDPs from Myanmar along the Thai-
Myanmar border, with a particular focus on MNCH services, including nutrition and 
immunization.  The specific objectives of this study include the following:  

1. Develop a Theory of change (ToC) to guide programs aimed at improving healthcare 
services for undocumented migrants from Myanmar along the Thai-Myanmar border. 

2. Map the current availability of essential health services, including immunization and 
MNCH and nutrition services, including those provided by the public, non-governmental 
organizations (NGOs), civil society organizations, and private healthcare providers. 

3. Identify barriers to accessing healthcare and opportunities for enhancing service 
delivery for undocumented migrants. 

4. Assess the potential costs of providing essential MNCH, immunization, and nutrition 
services for undocumented migrants. 

5. Recommend mechanisms to strengthen healthcare service delivery and financing to 
ensure sustainable, inclusive, and equitable access for migrant populations. 
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1.2 Conceptual framework and approach for this study 

The study involved literature reviews, stakeholder engagement, primary data collection, and 
dissemination of findings guided by an integrated conceptual framework comprising 
Systems Dynamics, ToC, and the Practical Implementation Sustainability Model (PRISM) 
framework to comprehensively understand, plan, and evaluate MNCH service delivery 
improvements at the Thai-Myanmar border. Systems Dynamics provides a holistic 
understanding of the complex, interconnected factors affecting service delivery, identifying 
leverage points through causal loop diagrams (CLDs). Building on this, the ToC framework 
maps the pathways and preconditions necessary to achieve long-term health outcomes, 
engaging stakeholders to co-construct a shared vision and strategy. The PRISM framework 
serves as an ongoing monitoring and evaluation (M&E) tool to assess contextual factors, 
implementation processes, and sustainability, enabling iterative adaptations to optimize 
impact. Together, these frameworks form a cohesive model that guides problem 
understanding, strategic planning, and continuous improvement (Figure 1). 
 

 
Figure 1: Use of conceptual framework at different phases of program/policy design, 

implementation and evaluation 
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1.2.1 Systems dynamics 

Systems dynamics is an established approach to problem-solving that determines and 
communicates “complex feedback structures to facilitate system change”.21 An 
understanding of inter-dependent factors of a system, by mapping a holistic view of the 
system from the perspective of multiple stakeholders, can facilitate policy and decision-
making.21-23 First, a concept or cognitive map is developed based on variables that affect a 
system, and connecting lines are drawn between them to highlight their causal relationship 
with one another. The relationships can be either supporting or opposing, illustrated with a 
‘+’ (increase in a variable will increase another variable) or with a ‘-’ (increase in a variable 
will cause a decrease in another variable).24 This forms a CLD, which is used as an analytical 
tool to illustrate the inter-dependencies in a system. Related variables may be in a balancing 
loop (Figure 2A) where the effect of 2 linked variables leads to stabilizing of systems over 
time.25 Linked variables may also be in a reinforcing loop (Figure 2B), where both variables 
increase the effect of one another, leading to exponential decrease or increase of both 
variables over time.25 

A  B 

Figure 2: Causal loop diagram representing a balancing loop (A) and reinforcing loop 
(B) 

Two or more loops can represent a system archetype, which represents a recurring pattern 
of system behavior.26 System archetypes help to explain why problems persist or worsen 
over time, by revealing underlying structures that drive the system behavior. This facilitates 
the identification of leverage points for the design of solutions.   
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1.2.2 Theory of Change  

The ToC framework provides a comprehensive roadmap linking activities, outcomes and 
outputs, which facilitates a better understanding of the dynamics of the change and 
consequences in the short and long-term for program design.27 It focuses on the causal 
pathways, assumptions, and preconditions for achieving desired change and involves a 
participatory process to build consensus and clarity among stakeholders. The ToC consists 
of 6 major components as follows:   

1. Long-term goal: the ultimate/overarching goal or change envisioned 
2. Outcomes: the changes that must occur to reach the long-term goal; these can also be 

called pre-conditions or requirements 
3. Outputs: the immediate results after the implementation of an activity or intervention 
4. Activities: interventions that would be required to bring about each of the preconditions 

on the pathway 
5. Inputs: resources and effort that must be invested in each of the identified activities 
6. Indicators: how success will be recognized at each step in the pathway of change 

These concepts are mapped “backwards,” beginning from the long-term goal, then the 
outcomes, the outputs, and the inputs to ensure that each of the outcomes and activities 
ultimately lead towards the end-goal.  

1.2.3 Practical Implementation Sustainability Model (PRISM) 

An M&E tool, such as the PRISM framework, facilitates tracking and evaluation of outcomes 
outlined in the ToC to inform whether strategies are successful or require changes (Figure 
3). PRISM is an implementation science framework that facilitates the identification of 
important contextual factors and outcomes relevant to decision makers, implementors and 
recipients of interventions for program implementation and purposeful program 
adaptations.28, 29 The framework may be used throughout the program implementation 
process (pre, during, post) to map out critical factors influencing the success of program 
implementation. The PRISM framework consists of 4 domains for context (intervention 
characteristic, recipient characteristics, implementation and sustainability infrastructure, 
and external environment).28, 29 It also considers implementation outcomes in 5 domains, 
commonly known as RE-AIM: Reach, Effectiveness, Adoption, Implementation, 
Maintenance.30 
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Figure 3: Overview of PRISM framework and the relevant domains28 
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Section 2: Development of Theory of Change  

This section summarizes the ToC developed for this study. The ToC shaped the direction of 
the study and how it is implemented, and links to the broader goal of realizing the rights of 
every child, including adolescents, especially the most vulnerable, by improving MNCH 
access among Myanmar nationals. 

2.1 Overview of methods  

The initial ToC was drafted based on a comprehensive literature review. Three scientific 
databases for peer-reviewed literature (Pubmed, Embase and Scopus) were systematically 
searched by 2 independent reviewers. Details of the full search strategy, inclusion and 
exclusion criteria are available in Appendix 1. The findings were organized according to 
PRISM,28, 29 to inform the ToC in terms of key barriers, inputs and outputs required. 

Subsequently, a ToC workshop was conducted involving 10 UNICEF representatives on 25th 
August 2025. HITAP facilitated discussions on details of the ToC draft such as the problem 
statement, inputs, actions, outputs, outcomes, resulting in the ToC draft shown in Figure 5. 
The full list of participants and meeting summary is detailed in Appendix 2. Further revisions 
to the ToC may be carried out based on the final stakeholder consultation. 

2.2 Summary of findings 

A total of 101 studies published between 1989 and 2025 were identified from 1451 records. 
The majority of the studies (88.1%) were conducted in Tak province (Table 1). Most studies 
focused on refugees residing in camps (63.4%), followed by migrants characterized as 
mobile or laborers (43.6%). Given the substantial representation of studies conducted by 
the Shoklo Malaria Research Unit (SMRU), research on infectious diseases and maternal 
health outcomes among refugees and migrants in Tak Province was particularly prominent. 
The involvement of undocumented individuals was explicitly reported in 10 studies, while 
four studies included internally displaced persons (IDPs). In total, 15 studies assessed 
MNCH programs or service delivery outcomes. Most of these interventions were 
implemented through NGO-supported health centers in refugee camps (n = 11, 73.3%), with 
a smaller number delivered through NGO-supported clinics (n = 1, 6.7%). 
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Models of care for MNCH with support by NGO in Tak that also involved migrants outside of 
refugee camps include: 

1. Immunization in migrant learning centers (MLCs) in partnership with school staff,31  
2. Mobile health teams for vaccination for hard to reach areas,32  
3. Residential TB program to reduce financial burden and improve adherence (cross 

border),33  
4. Satellite birth facilities,34  and  ANC clinics35 that also offer mass vaccination campaigns 

for children.36  

Figure 4 details the literature review findings according to PRISM. Briefly, recipient 
challenges were characterized by insecure legal status, limited literacy, mobile 
employment patterns, and considerable travel distances to health facilities, while 
organizational factors reflected constraints in healthcare capacity. Migrants expressed a 
preference for culturally responsive care and mobile service models, and providers 
demonstrated sustained commitment despite persistent staffing limitations. Service 
delivery was facilitated through networks of public and NGOs; however, restrictive 
nationality verification processes continued to pose barriers. Mostly reported intervention 
outcomes included treatment results, nutritional status, and mortality. 
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Table 1: Study characteristics from literature review  
Study characteristic  Number of studies (n=101, 100%)  

Study population*  
• Refugee  
• Migrants (mobile/labor)  
• Undocumented persons   
• Internally displaced persons  

  
64 (63.4%)  

                            44 (43.6%) 
                            10 (10 %)  
                               4 (4%)  

Distribution of studies by MNCH^  
• Maternal health   
• Child health   
• Maternal and child health  
• Others (financing, health seeking behaviors)  

  
63 (62.4%)  
23 (22.8%)  

8 (7.9%)  
                                7 (6.9%)  

Setting of studies*  
• NGO-supported health centers in refugee camp  
• Migrant school  
• NGO-supported clinics  
• Public hospital  
• Others (e.g. villages)   

  
   92 (91.1%)  

2 (2.0%)  
  7 (6.9%)  
  4 (4.0%)  

       3 (3.0%)  

Province of studies*  
• Tak  
• Mae Hong Son  
• Chiang Rai  
• Chiang Mai  
• Ratchaburi   
• Samut Sakhon   
• Ranong  
• More than one province (along Thai-Myanmar border)  

  
89 (88.1%)  

4 (4.0%)  
1 (1.0%)  
2 (2.0%)  
2 (2.0%)  
1 (1.0%)  
1(1.0%)  
4 (4.0%)  

Diseases studied  
• Infectious diseases (malaria, tuberculosis, HIV, pneumonia, 
hepatitis)  
• Maternal health and pregnancy   
• Nutrition  
• Neonatal health   
• Vaccine-preventable disease  
• No disease specified    

  
24 (23.8%)  

  
27 (26.7%)  
11 (10.9%)  

7 (6.9%)  
                               4 (4.0%)  

28 (27.7%)  

Types of outcomes reported  
• Health outcomes and behaviors   
• Service delivery  

a. Migrant school-based immunization program  
b. NGO-supported health centre  
c. NGO-supported clinic  
d. Health facility along the border   

• Health financing  

  
82 (81.9%)  

   15(14.9%)  
• 2 (13.3%)  
• 11 (73.3%)  
• 1 (6.7%)  
• 1(6.7%)  

4 (4%)  
* Total does not add up to 101 as some studies report different target populations, setting, or province 
^includes nutrition and immunization  
Abbreviations: NGO: non-governmental organization, HIV: human immunodeficiency virus   
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Figure 4: Contextual factors as implementation determinants according to the 
Practical, Robust Implementation and Sustainability Model 

The ToC framework considers the following barriers that hinder access to MNCH among 
undocumented Myanmar nationals along the Thai-Myanmar border: 

- High overall cost of seeking care 
- Mobile work arrangements of migrants that affects follow up care and continued 

enrollment with health insurance  
- Lack of documentation status and fear of arrest  
- Language and cultural barriers when accessing care  
- Limited health-related knowledge and psychological barriers among migrants 
- Limited health capacities, resourcing and cross-border referral mechanisms  
- Negative sentiments towards non-Thai people in Thailand 

Access among Myanmar nationals is enabled by enhancing financial access, acceptability, 
physical accessibility and resource mobilization for MNCH services among Myanmar 
nationals along the Thai-Myanmar border. Achieving this requires improving enrolment in 
health insurance, network and flow of resourcing, knowledge to navigate the health system, 
channels for providers to engage policy makers and prioritization of migrant health among 
key stakeholders in Thailand.  

The framework further outlines factors enabling the development of an inclusive and 
sustainable healthcare delivery model, by engaging and empowering migrants, innovating 
with health service providers, and enabling a policy environment. At each stage, the ToC 
incorporates indicator metrics to track progress and evaluate the impacts from one level to 
the next. 
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Figure 5: Theory of Change for service delivery for Maternal, Newborn and Child Health  
for irregular status (undocumented) people from Myanmar along the Thai-Myanmar Border 
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Section 3 Availability of health services in Kanchanaburi  

Four provinces are of interest to UNICEF: Tak, Kanchanaburi, Mae Hong Son and Chiang Rai. 
The study team proposed prioritizing Kanchanaburi as the primary focus for this study due 
to its high concentration of irregular migrants from Myanmar37, its status as a single-border 
province ensuring a homogeneous migrant population, and operational feasibility. This 
context presents a critical stress test for the Thai health system: a high-demand, financially 
vulnerable population reliant on a network of facilities with varying capacities. This section 
maps the availability and structural readiness of that network, establishing the baseline 
service landscape against which the access barriers and financial challenges detailed in 
Section 4 and Section 5 must be understood.  

3.1 Overview of methods  

A list of health facilities in Kanchanaburi was obtained from the MoPH and Migrant Fund (M-
FUND),38-40 and mapped onto Google maps for visualization. Subsequently, a total of 8 
facilities in Kanchanaburi were identified for a health facility assessment to understand the 
availability and readiness of health services for MNCH. These facilities were selected based 
on the following factors: 

• Proximity to the Thai-Myanmar border 
• Availability of roads from the Thai-Myanmar border 
• Proximity to other private, public, or M-FUND partner facilities  
• Different levels of service provision (hospital and health promotional hospital) 

The health facility assessment tool for this study drew elements from the Service Availability 
and Readiness Assessment (SARA) tool,41  and the WHO Quality of Care framework, to guide 
the understanding of service readiness of MNCH for the study’s target population. The SARA 
tool is a potential tool to guide the evaluation of health facilities for MNCH services.41 It is 
co-developed by WHO in collaboration with United States Agency for International 
Development (USAID).41 The SARA tool provides a snapshot of the availability of health 
services and the readiness of health facilities to deliver specific interventions, contributing 
to evidence-based decision-making for health system improvements. It is commonly used 
to evaluate MNCH services,42 and has been previously used to assess the service availability 
for hip fracture,43 and cochlear implant services in Thailand.44 The health facility review tool 
used for this study can be found in Appendix 3. 

Opendata was also accessed to obtain health service utilization among Myanmar 
nationals,45 and Health Data Center (HDC), MoPH  was used to access health visits by health 
insurance status. Briefly, Opendata is a centralized public repository by the MoPH that 
contains aggregated, non-identifiable health datasets on health service utilization, disease 
surveillance, immunization coverage, MNCH indicators, and health facility information, 
budget and program performance data and population health indicators, while HDC is an 
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online monitoring system for the Health Security Fund for Migrant Workers and Foreigners, 
managed by the Division of Health Economics and Health Security under the MoPH. 

3.2 Summary of findings  

3.2.1 Overview of health service utilization by Myanmar nationals in border 
provinces and Kanchanaburi  

Between financial year 2022 to 2025, more than 800,000 Myanmar nationals sought care in 
public Thai health facilities each year, with more than 40% seeking care in border provinces 
(Table 2).46 

In financial year 2025 (1 Oct 2024 to 30 Sep 2025), Myanmar nationals accounted for 85% of 
foreign patient visits in Kanchanaburi hospitals, with over 63,000 total visits (Appendix 4).46 
Majority of the visits occur in border districts, such as the Thong Pha Phum and Sangkhlaburi. 
Pre-natal care visits for Myanmar nationals exceeded 12,000 per year between financial year 
2023 to 2024 (1 Oct 2022 to 30 Sep 2024), while immunization visits were approximately 
8,000 visits per year.46 In contrast, fewer family planning and postpartum care visits were 
made by Myanmar nationals, ranging 1,500 to 2,000 visits per year (Appendix 5).46 

Table 2: Health service utilization among Myanmar nationals in Thailand 
Provinces Fiscal year 

2022 
Fiscal year 

2023 
Fiscal year 2024 Fiscal year 

2025 
All of Thailand 1,405,729 822,961 881,586 1,180,356 

31 border provinces 665,087 382,602 384,094 522,999 

3.2.2 Availability of health services in Kanchanaburi  

To serve this population, Kanchanaburi's system is structured around 16 public hospitals 
(categorized A-F by capacity) and 144 Subdistrict Health Promotion Hospitals (SHPH), with 
a sparse network of private and military providers (Figure 6).38-40 Of the hospitals above, 4 
are M-FUND partners in Sai Yok (2 hospitals), Thong Pha Phum (1 hospital) and Sangkhlaburi 
district (1 hospital).40 Full details of the hospitals, and primary care facilities are available in 
Appendix 6 and Appendix 7, respectively. 

Between 2022 to 2023, over 3,000 SHPHs were transferred from the administration of MoPH 
to Provincial Administrative Organizations (PAOs), as part of the Decentralization Plan and 
Process Act B.E. 2542 (1999) and its subsequent implementation through criteria and 
procedures issued by the Decentralization Committee in B.E. 2564 (2021).47 The Act’s aim 
was to devolve selected state functions, including primary health care responsibilities and 
facilities, from central ministries to Local Administrative Organizations (LAOs) to strengthen 
local governance, improve service responsiveness, expand access to quality primary health 
services, and enhance community participation in health planning and delivery.47 
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Overall, there are 144 SHPH that serve as public primary care units, along with 2 private 
clinics identified in Kanchanaburi (Figure 6).40, 48 Of the 144 SHPHs, 10 are M-FUND 
partners.40 Another 2 private clinics are also part of the M-FUND partner networks.40 The 
SHPHs with M-FUND partnerships are concentrated in Sangkhlaburi (7 facilities) and Thong 
Pha Phum district (3 facilities). 

 
Figure 6: Distribution of health facilities in Kanchanaburi province 
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3.2.3 Overview of healthcare manpower in border provinces and 
Kanchanaburi 

Between financial year 2017 to 2024, the number of doctors in 10 border provinces 
increased by 35% to more than 3,200, while the number of non-physician health workers 
remained relatively unchanged at 42,000 people. Similar trends were observed in 
Kanchanaburi in the same period, with a 27% increase in number of doctors, while number 
of non-physician health workers decreased slightly by 3%. (Appendix 8) 

As of Dec 2024, the total health workers recorded in the 16 Kanchanaburi public hospitals 
(including village health volunteers, doctors and traditional medicine practitioners) is close 
to 5,900 (Appendix 9).49 Based on Kanchanaburi’s population size,50 Kanchanaburi has an 
adequate density of healthcare workers, and community health workers when compared 
against available threshold by WHO and UNHCR (Table 3).51, 52 However, when considering 
only doctors and nurses as health workers, the density falls below the WHO threshold of 
4.45. When the migrant population of Kanchanaburi was also explored as part of population 
density (estimated 73,762 in 2021), similar trends were observed.  

Table 3: Density of health workers in Kanchanaburi 
Health worker 

(size)49 
Population (size)50, 53  Staff per 1,000 

population 
Thresholds for 

comparison51, 52  

All health staff* 
(5,897) 

Thai (896,351) 6.58 NA 

Thai and migrants (estimated 
970,113) 

6.08 

Doctors and nurses 
only (2,785) 

Thai (896,351) 3.11 4.45  
(WHO 2016, based on 

doctors, nurses and 
midwives) 

Thai and migrants (estimated 
970,113) 

2.87 

Thai village health 
worker (1,097) 

Thai (896,351) 1.22 1 to 2  
(UNHCR 2020 for 

humanitarian setting) 
Thai and migrants (estimated 
970,113) 

1.13 

*includes nurses, doctors, village health volunteers, dentist, traditional/alternative medicine practitioners, 
public health officers 
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3.2.4 Gaps in health insurance enrolment and sustainability in border 
provinces and Kanchanaburi  

Several health insurance schemes for non-Thai people are available in Thailand, namely the 
Social Security Scheme (SSS), Migrant Health Insurance Scheme (MHIS) and M-FUND 
(Appendix 10). In District 5, where Kanchanaburi is 1 of 8 provinces, only 36% of healthcare 
visits are paid for through any form of health insurance (SSS, MHIS, private) in 2025,54 
suggesting sub-optimal health insurance enrolment among migrants (Table 4). (Note: data 
from M-FUND is not captured in the Health Data Center database) 

Table 4: Number of times migrants received services classified by insurance scheme 
(2025)& 

Health 
District 

Self-pay 
Social Security 

Fund (time) 

Private Health 
Insurance 

(times) 

Health 
Insurance from 
the Ministry of 
Public Health 

(times) 

Partial self-pay 
Unable to pay 

(times) 

Myanmar Others^ Myanmar Others^ Myanmar Others^ Myanmar Others^ Myanmar Others^ Myanmar Others^ 

Health 
District 

5* 
168,549 422 78,537 59 97 0 17,739 1 439 0 2,161 0 

&data does not include M-FUND 
*includes total of 8 provinces: Kanchanaburi, Nakhon Pathom, Ratchaburi, Suphan Buri, Prachuap Khiri Khan, 
Phetchaburi, Samut Songkhram, Samut Sakhon 
^includes Laos, Cambodia, Vietnam nationals 

Within MHIS, several schemes with varying insurance premium and duration of coverage are 
available (Appendix 10). In Kanchanaburi, majority of the MHIS enrolment are by Myanmar 
nationals. The THB 1,600 scheme was most commonly enrolled among foreigners (49%) 
(Figure 7), but overall MHIS registration was highly seasonal with 3 times the registrations 
occurring between December to March compared to the rest of the year (Figure 8).55  
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Figure 7: Distribution of MHIS card purchased by foreigners according to different 

insurance card price 
 

 
Figure 8: Purchase of MHIS card among foreigners by month of the year 
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From financial year 2020 to 2025, MHIS expenses have exceeded the allocated budget by 
200%-600% (Table 5). This chronic underfunding indicates that the MHIS scheme, as 
currently budgeted, is structurally inadequate to cover the real costs of care for the migrant 
population, a gap that inevitably shifts financial burden onto health facilities. 

Table 5: Allocated budget for MHIS against expenses incurred, provided by the 
Kanchanaburi Provincial Health Office 

Fiscal year Actual expenses (THB) Allocated budget (THB) 
Ratio of expenses over allocated 

budget 

2020 73,170,883.0 24,014,729.4 3.05 

2021 108,246,250.0 21,012,688.3 5.15 

2022 90,779,454.0 15,022,884.1 6.04 

2023 52,355,413.0 19,187,431.4 2.73 

2024 50,630,800.2 20,292,373.9 2.50 

2025 29,685,389.8 12,377,487.1 2.40 
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3.2.5 Health facility assessment of 8 targeted facilities in Kanchanaburi  

The assessment examined the availability, readiness, and quality of MNCH services in 8 
targeted health facilities in Kanchanaburi, with full details in Appendix 11. This includes 4 
SHPHs, 1 private GP clinic, and 3 secondary hospitals (Table 6), across 5 districts which are 
characterized by high cross-border mobility and large migrant populations, as well as 
experience providing MNCH to both Thai citizens and migrant populations (Figure 9).  

 
Figure 9: Geographical distribution of 8 targeted facilities in Kanchanaburi 
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Table 6: Summary of 8 targeted facilities for review 
S/N Level of service provision (primary, 

secondary, tertiary) 
Public/Private District M-FUND partner 

1S Secondary (community hospital) Public Sangkhlaburi Yes 

2P Primary Public Sangkhlaburi Yes 

3P Primary Private Sangkhlaburi Yes 

4S Secondary (community hospital) Public Thong Pha Phum Yes 

5S Secondary (district hospital) Public Sai Yok Yes 

6P Primary Public Sai Yok No 

7P Primary Public Dan Makham Tia No 

8P Primary Public Mueang 
Kanchanaburi 

No 

SHPH: sub-district health promotional hospital 

3.2.5.1 Health service availability in target facilities by district 

Immunization services are available at both SHPHs and secondary hospitals. Antenatal care 
(ANC) and delivery services require referral from SHPHs to secondary hospitals, which are 
located approximately 20km to 25km apart based on facilities assessed in Sangkhlaburi and 
Sai Yok district. Selected SHPHs offer ANC follow-ups after the initial ANC visit in a 
secondary hospital. Cesarean section services are not uniformly available at secondary 
hospitals: patients from a secondary hospital in Sangkhlaburi (1S) would require referral to 
another secondary hospital (4P) in Thong Pha Phum district, approximately 60 km away. In 
contrast, patients from a secondary hospital in Sai Yok district (5S) are referred to tertiary-
level facilities in Kanchanaburi city due to closer proximity. Across the facilities assessed, 
signboards and patient materials are available in languages spoken by migrants, and health 
providers work closely with interpreters or volunteers from the community for language 
support.  Secondary hospitals demonstrate stronger institutional capacity through more 
formalized systems for data use, supervision, quality improvement, and patient feedback, 
while SHPHs operate with more limited and uneven system enablers. 
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The details of service provision by district are as follows: 

1) Sangkhlaburi district (3 facilities assessed)  

Comprehensive MNCH care is concentrated at the secondary hospital level, while primary 
care facilities play a complementary role focused on outpatient management, preventive 
services, and pathways for referral care. 

A secondary hospital (1S) operates with approximately 60 to 65 beds providing inpatient and 
outpatient services. Access for migrant populations is facilitated through the availability of 
interpreter support, and the provision of health education and service materials in Burmese 
and Karen languages. With respect to MNCH, the hospital delivers a comprehensive range 
of services, including ANC, delivery, postpartum care, family planning, and prevention of 
mother-to-child transmission of HIV (PMTCT). The facility is equipped to provide essential 
and emergency obstetric and newborn care, including neonatal resuscitation. However, 
cesarean section services are not available on site. Consequently, obstetric cases requiring 
surgical intervention are referred to another secondary hospital in Thong Pha Phum district 
(4S). In contrast, a primary care facility (2P) provides outpatient services only. Its MNCH-
related services are limited to selected ANC components, such as iron and folic acid 
supplementation and tetanus immunization, and family planning counselling, with all 
deliveries referred to the secondary hospital in the district. Immunization services are 
available to individuals of all nationalities. Lastly, a private primary care provider (3P) offers 
outpatient consultations, general ANC, and family planning services, but does not provide 
delivery services.  

2) Thong Pha Phum district (1 facility assessed) 

A secondary hospital (4S) functions as a key referral hub for surrounding health facilities. 
The hospital provides a comprehensive range of MNCH services, including ANC, delivery, 
postpartum care, PMTCT, and emergency obstetric care. Family planning services are 
available, offering a wide range of contraceptive commodities. Among the facilities 
assessed, the secondary hospital is the only one with specialist capacity in pediatrics and 
obstetrics and gynecology, as well as on-site cesarean section services. The hospital has a 
capacity of up to 100 beds and is located approximately 230 km from the provincial centre. 
In accordance with national policy, immunization services are provided to all patients 
regardless of identification or documentation status. However, language support is not 
routinely available, and interpreters must be arranged to facilitate communication with non-
Thai-speaking patients. 

3) Sai Yok district (2 facilities assessed) 

Service provision in Sai Yok District is divided between a secondary hospital (5S) and a 
primary care facility (6P). The secondary hospital delivers a comprehensive range of MNCH 
services, including ANC, delivery, PMTCT, and newborn care. The hospital also provides 
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both inpatient and outpatient services and has the capacity to deliver emergency obstetric 
care and manage obstetric complications.  However, cesarean section services are not 
available on site, and cases requiring surgical intervention are referred to hospitals in 
Kanchanaburi city due to closer proximity compared to the secondary hospital in Thong Pha 
Phum district (4P).  

Patients at the secondary hospital (5S) typically rely on self-arranged interpreters for 
communication support. While information materials in Burmese and Karen were available 
in the past, current language support consists primarily of multilingual signage displayed in 
Thai, English, and Burmese. The hospital also provides informational videos in Burmese to 
facilitate communication and health education for migrant patients. 

In contrast, the primary care facility (6P) provides outpatient services only, with MNCH care 
limited to basic ANC components such as essential supplementation, counselling and 
family planning services. The facility does not conduct deliveries and refers all obstetric 
cases to the secondary hospital in Sai Yok (5S). Immunization services are available at both 
the hospital and SHPH levels. At the SHPH, village health volunteers (VHVs) play an 
important role in direct communication with patients, supporting outreach, health 
education, and service utilization. 

4) Dan Makham Tia district (1 facility assessed) 

A SHPH (7P) provides outpatient services only, with MNCH care limited to basic ANC and 
family planning. ANC services are restricted to iron and folic acid supplementation and 
tetanus immunization, with no on-site laboratory capacity, ultrasound services, or delivery 
care available. Family planning services are offered; however, the range of contraceptive 
methods is limited, and stockouts of certain commodities have been reported. All obstetric 
and newborn cases are referred to higher-level hospitals for further management. 
Immunization services are available at the facility, and a vaccination outreach initiative has 
been implemented in six schools: Sai Thong, Pong Go, Nern Prai, Nong Sano, Tha Mafai, and 
Tha Pu. To support access for migrant populations, the ANC booklet provided by the SHPH 
includes contents in the Burmese language. 

5) Mueang Kanchanaburi district (1 facility assessed) 

A SHPH (8P) provides outpatient services, with MNCH care limited to basic ANC and family 
planning. ANC services include essential supplementation and immunization; however, no 
ultrasound or laboratory services are available on site. Delivery services are not provided, 
and all obstetric cases are referred to district hospitals. Family planning services are 
offered, but the range of available methods is limited, and occasional stockouts have been 
reported. Patients typically rely on self-arranged interpreters for communication support, 
although some can communicate in Thai due to long-term residence in Thailand. 
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3.2.5.2 Manpower availability in target facilities 

Across the 8 facilities assessed in 5 districts within the province, staffing levels vary 
substantially between secondary hospitals and SHPHs. Secondary hospitals are staffed 
with physicians, nurses, and selected specialists, including those in pediatrics, obstetrics, 
and internal medicine. These hospitals maintain relatively large nursing workforces 
(approximately 40 to 90 staffs) and are supported by allied health personnel such as 
laboratory technicians and pharmacists. 

SHPHs operate with more limited human resources compared to secondary hospitals. 
Staffing typically consists of one or two nurses, intermittent physician visits, and a small 
number of community health workers, with facilities relying on periodic technical and 
clinical support from district hospitals or PAO. The private GP clinic in Sangkhlaburi (3P) 
operates with minimal staffing, providing only outpatient consultations and basic family 
planning services. 

Community health workers are present in substantial numbers in some areas (for example, 
more than 400 affiliated with a secondary hospital in Sangkhlaburi, 1S). Their roles are 
primarily focused on outreach, health education, and basic health promotion, and they play 
an important role in extending service coverage to migrant and other hard-to-reach 
populations. 

3.2.5.3 Immunization services 

Immunization services are provided in accordance with national policy, allowing all 
individuals to receive vaccines regardless of identification status. Despite that, demand 
forecasting is being done according to Thai citizens only. Service delivery relies primarily on 
facility-based provision supplemented by periodic outreach activities, including vaccination 
outreach conducted in selected schools and villages, with some locations reached up to 
twice monthly. Outreach and campaign activities are implemented in collaboration with 
village health volunteers and community workers, supported by regular coordination 
meetings and information sharing through social media platforms, although outreach 
remains relatively infrequent overall.  

Immunization financing is largely derived from National Health Security Office (NHSO) 
allocations channeled through larger hospitals, with subdistrict health promoting hospitals 
submitting advance claims and borrowing vaccines from neighboring facilities when 
supplies are insufficient. Additional funding from provincial and local administrative 
organizations contributes to vaccine procurement. No dedicated funding mechanism exists 
for migrants. 

Vaccine demand forecasting is based on the registered Thai and documented migrant 
population. Currently, it was reported that there is sufficient vaccine for migrants due to 
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buffer and wastage (especially for multi-dose vials).  However, with improved outreach 
activities and an increasing number of undocumented migrants, it is likely that supply will 
be inadequate for migrant populations, as vaccines are formally allocated only for Thai 
nationals.  

Vaccine-preventable disease (VPD) surveillance follows national reporting cycles, with data 
collected through health facilities and village health volunteers and reported monthly to 
district and provincial levels. Disease investigations are reported immediately upon the 
occurrence of a notifiable disease (using the DS06 report) to district and provincial levels, 
with data disaggregated by Thai and non-Thai populations. Nevertheless, surveillance 
among undocumented migrants is challenged by high population mobility, irregular border 
crossings, language barriers, reliance on proxy documentation, and incomplete or 
inaccurate information, which collectively undermine data completeness, timely follow-up, 
and disease control efforts. 

3.2.5.4 System enablers, data use and supervision 

Differences in how data and supervision systems are maintained were observed across 8 
facilities assessed. Overall, hospitals demonstrate structured and consistent systems for 
data use, supervision, and patient feedback, while SHPHs operate with more limited and 
uneven mechanisms. The private GP clinic shows minimal system enablers. This highlights 
the stronger institutional capacity at the hospital level compared to primary care facilities, 
where gaps in documentation, supervision, and feedback integration remain evident. 

At the secondary hospital level, systems are relatively formalized and institutionalized. All 
three hospitals reported routine reviews of Health Management Information System (HMIS) 
data to inform service quality improvement, either through designated supervisory teams or 
structured quality programs. Supervisory visits are conducted regularly, with monitoring 
schedules coordinated by the Provincial Health Office. Hospitals also hold quality 
improvement activities, including case reviews, routine meetings, and maternal death 
audits. Patient feedback is collected through multiple channels, such as suggestion boxes, 
direct communication with hospital leadership, and online platforms. Feedback is 
addressed systematically: Sangkhlaburi Hospital assigns complaint management to a 
dedicated group (Klum Nam Yen), Sai Yok Hospital uses a Customer Relationship 
Management (CRM) system to track and respond to feedback, and Thong Pha Phum 
Hospital integrates suggestions received via online channels into service improvements. 

In contrast, the SHPH show weaker but still present system enablers. All four reported 
reviewing HMIS data, though Ban Sai Thong SHPH often limits to case‑by‑case corrections 
such as medication errors or wound infections. Supervisory visits are conducted by the 
Provincial Health Office or PAO, with variations varying from regular inspections to monthly 
meetings. Quality improvement activities are uneven: Ban Phra Chedi Sam Ong SHPH and 
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Ban Sai Thong SHPH reported conducting meetings with supporting documentation, 
whereas Ban Bong Tee SHPH reported no formal audits due to low service volumes. Patient 
feedback mechanisms are primarily limited to suggestion boxes and informal channels via 
village or community health volunteers. Reported responses to feedback mainly involve 
minor service adjustments, such as changes in staff communication practices or 
clarification of service arrangements following administrative transitions. 
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3.2.5.5 Potential gaps in services 

The assessment revealed several gaps in human resources and service delivery capacity: 

1) Language and communication support: Across the 8 facilities assessed, health 
services are provided to Myanmar migrant populations of diverse ethnic backgrounds, 
including Burmese, Karen, and Mon. Nevertheless, gaps in language and 
communication support persist. Interpreter services and multilingual health information 
materials are available in only some facilities, while others rely on patients to arrange 
their own interpretation. Such variability in language support constitutes a structural gap 
in service delivery and may constrain effective communication, informed consent, and 
equitable access to healthcare for migrant populations. 

2) Sparse distribution of specialist expertise and support: Only Thong Pha Phum 
Hospital reports expertise of obstetricians, pediatricians, and anesthesiologists, which 
affects emergency obstetric care and comprehensive MNCH service readiness, 
especially in the Sangkhlaburi district. 

3) Referral-related constraints for maternal and emergency care: As SHPHs do not 
provide delivery or emergency obstetric care, patients must be transferred to secondary 
hospitals. In the absence of formalized referral mechanisms, these transfers may place 
additional operational burdens on healthcare providers. 

4) Limited vaccine supplies for undocumented migrants: Demand forecasting for 
vaccines, syringes, and safety boxes is based on number of Thai nationals, therefore 
does not account for undocumented migrants. 

3.3 Overall interpretation of findings 
In summary, Kanchanaburi's health service landscape is characterized by high demand 
from a concentrated migrant population flowing into a geographically dispersed and 
hierarchically fragmented provider network. The system's structural features include 
SHPHs that provide limited core maternal services that relies on referrals that shape access 
and continuity of care, a thin layer of specialized MNCH services that are not evenly 
distributed, and inconsistent availability of language support for service delivery. These 
structural features, combined with a chronically underfunded migrant insurance scheme, 
create inherent vulnerabilities in the health system. Together, they form the essential 
backdrop for understanding the experiential barriers (such as fear, cost, and perceived 
discrimination) and dynamic system failures (including volunteer burnout and referral 
breakdowns) explored in Section 4 and Section 5. The resulting mismatch between 
population needs and system design extends beyond logistical challenges and represents a 
fundamental driver of the financial and access crises documented in this report. 
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Section 4: Expenses, charges and cost of delivering 
MNCH for migrants 

This section builds on trends in financial constraints of the Thai health system described in 
Section 1, to highlight the structural weakness in financial sustainability of health facilities 
in border provinces. Cost estimates necessary to guide the planning and development of 
MNCH programs are also assessed using publicly available sources, drawing upon 
Kanchanaburi-specific values where available.  

4.1 Overview of methods  

Two sources of cost data were assessed to evaluate the potential cost of providing MNCH 
to undocumented migrants. First, Opendata, a centralized public repository by the MoPH, 
was accessed to obtain overall health expenditure in health facilities in Thailand.45 Second, 
the Health Administration Division (HAD) database, a central hub for administrative, 
financial, and health-service data,  was assessed for the reference cost of service provision 
by public health facilities to foreigners in Thailand.56  

4.2 Summary of findings  

4.2.1 Significant unpaid hospital expenses in border provinces 

Public health facilities in border provinces report significant financial deficits due to unpaid 
expenses by patients (uncollected expenses), and are detailed in Appendix 4 and Appendix 
12.46 In the financial year of 2024 (1 Oct 2023 to 30 Sep 2024), over 860,000 healthcare visits 
by foreign patients were recorded across 31 border provinces in Thailand, with an average 
expense of THB 5,000 per visit (inclusive of inpatient and outpatient visits). Of the THB 4.39 
billion total health expenses incurred by health facilities for service delivery, 53% were 
uncollected expenses. 

Among the 10 provinces along the Thai-Myanmar border, Chiang Mai, Chiang Rai, Tak and 
Kanchanaburi recorded the highest total expenses for service delivery at THB 347 million in 
financial year 2024. While the average expense per health visits by foreigners (inclusive of 
inpatient and outpatient visits) in Kanchanaburi were consistent with the average for all 
border provinces, the unpaid expenses in Kanchanaburi were estimated to be 82% of total 
expenses, at THB 284 million. In contrast, the average expense per visit by foreign patients 
in Tak amounted to THB 1,700, less than half of that in Kanchanaburi. The total of 
uncollected expenses in Tak was less than 10% of Kanchanaburi’s uncollected expenses, 
at THB 27 million, which represented 21% of total expenses in Tak.  
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Across the 16 public hospitals in Kanchanaburi, the average expense per visit by foreigners 
ranged widely from THB 1,519 in Chao Khun Phaibun Phanom Thuan Hospital to THB 9,544 
in Phahon Phon Phayuhasena Hospital. Similarly, the proportion of unpaid expenses also 
ranged widely from 86.3% in Sangkhlaburi Hospital to 31.6% in Dan Makham Tia Hospital. 
Three hospitals recorded unpaid expenses exceeding 80% of total expenses: Thong Pha 
Phum Hospital, Sangkhlaburi Hospital, and Chao Khun Phaibun Phanom Thuan Hospital.  

4.2.2 Hospital service fees for MNCH to guide service planning  

Public health facilities in Thailand can charge foreigners 2 times the amount of Thai citizens 
when the service fee is less than THB 10,000. A smaller multiplier of 1.5 and 1.25 is 
applicable to service fees between THB 10,000 to 50,000, and exceeding THB 50,000, 
respectively. The reference charges relevant to MNCH services, with multipliers accounted 
for, are available in Appendix 13.  

Briefly, administration fee for injections (IM and subcutaneous) relevant for vaccination is 
THB 120, while outpatient service fees are THB 240. Normal delivery in public hospitals 
costs THB 9,000, and up to THB 12,000 for assisted delivery with vacuum extraction. 
Cesarean section costs twice the normal delivery at THB 18,000. Ambulance referral fees 
are tiered by 4 disease severity levels (low, moderate, high, unstable) across 3 distance 
thresholds (30km, 60km and 100km), ranging THB 2,400 for transporting low risk patients up 
to 30km, to THB 13,800 for unstable patients up to 100km. Tele-health services such as tele-
pharmacy and tele-nursing are THB 440 and THB 900, respectively. 

4.2.3 Overall interpretation of findings 

High unpaid expenses signal a structural weakness in the current financing arrangements, 
as hospitals are pressured to absorb recurrent costs without predictable reimbursement. 
This undermines financial sustainability by reducing operational flexibility, limiting the 
ability to invest in staffing or essential equipment, and increasing the risk of service rationing 
over time. In border settings, a large share of these unpaid costs may originate from high-
cost services such as emergency obstetric care, neonatal referrals, prolonged inpatient 
admissions for complications, and repeated ANC visits among uninsured or undocumented 
patients. Identifying these cost drivers helps clarify where financial pressure is 
concentrated and why strengthened financing mechanisms are urgently needed. 
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Section 5: Barriers, opportunities and cost to accessing 
and delivering MNCH for undocumented migrants 

This section highlights the gaps and dynamic relationship between factors shaping MNCH 
delivery in Kanchanaburi. Potential solutions for MNCH for Kanchanaburi are also proposed, 
while drawing lessons from Tak.  

5.1 Overview of methods  

A total of 14 health providers, 2 policy makers, and 30 undocumented migrants from 
Kanchanaburi were interviewed. Six health providers from Tak were interviewed to draw 
comparisons with findings from Kanchanaburi. Additionally, 3 NGO representatives and 2 
policy makers were interviewed for perspectives on the broader migrant health landscape 
in Thailand. The full methods of the study, including questionnaire used and ethics approval, 
are available in Appendix 14. The questionnaires used for this study are available from 
Appendix 15 to Appendix 19. The interview findings were synthesized according to PRISM 
to highlight implementation determinants for MNCH, and comparisons between 
Kanchanaburi and Tak were assessed. Given that factors interact dynamically, often 
creating reinforcing loops that sustain challenges or triggering unintended consequences 
that undermine well-intentioned interventions, CLDs were used to explain the dynamics and 
identify high-leverage intervention points.  

5.2 Summary of findings  

Table 7 details the characteristics of the 30 migrants, and Table 8 details characteristics of 
the remaining 27 study participants of this study. Implementation determinants for 
Kanchanaburi according to PRISM are found in Figure 10, and analysis using systems 
dynamics to explain these dynamics are shown in Figure 11 to Figure 18. 
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Table 7: Characteristics of 30 migrant women included in this study 
Demographics Number of participants Percentage 
Number of pregnant women 15 50.0% 
Number of care givers of under 5 children 17 57.7% 
Ethnicity 
- Mon 
- Bamar 
- Karen 

 
10 
7 

13 

 
33.3% 
23.3% 
43.3% 

Age 
- 16-25 
- 26-35 
- Above 35 
- Refused to answer 

 
9 

12 
8 
1 

 
30.0% 
40.0% 
27.7% 
3.3% 

Education 
- Graduate 
- High school 
- Middle school 
- No formal education 
- Primary school 

 
1 
1 
6 

13 
9 

 
3.3% 
3.3% 

20.0% 
43.3% 
30.0% 

Thai Language Literacy 
- Basic 
- Fluent 
- Not at all 

 
14 
9 
7 

 
46.7% 

  30.0% 
23.3% 

Employment 
- Daily wage labor (rubber tapping) 
- Domestic worker 
- Factory worker 
- Unemployed 

 
13 
1 
2 

14 

 
43.3% 
3.3% 
6.7% 

46.7% 
Estimated monthly household income (in 
THB) 
- 0-7000 
- 7001-15000 
- Above 15000 
- Refused to answer 

 
 

12 
15 
2 
1 

 
 

40.0% 
50.0% 
6.7% 
3.3% 
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Table 8: Characteristics of 27 health providers, policy makers and NGO representatives 
included in this study  

Demographics Number of participants Percentage  
Years of expertise in migrant health 
- <5 years 
- 5-10 years 
- 11-20 years 
- >20 years 

 
5 
6 
8 
8 

 
18.5% 
22.2% 
29.6% 
29.6% 

Professional expertise 
- Doctor 
- Nurse 
- Administration 
- Others 

 
9 
9 
8 
1 

 
33.3% 
33.3% 
29.6% 
3.7% 

Province of work 
- Kanchanaburi 
- Tak 
- Not applicable  

 
16 
6 
5 

 
59.2% 
22.2% 
18.5% 

Sector of work 
- Public 
- Private 
- NGO 

 
18 
2 
7 

 
66.7% 
7.4% 

25.9% 
Level of service delivery 
- Primary care 
- Secondary  
- Mix of primary and secondary 
- Tertiary 
- Others 

 
11 
5 
2 
2 
7 

 
40.7% 
18.5% 
7.4% 
7.4% 

25.9% 
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5.2.1 Implementation determinants for MNCH in Kanchanaburi based on the PRISM framework 

In this section, we organized the interview findings according to domains of PRISM. Under each domain, we also present sub-
themes that can influence implementation of MNCH in Kanchanaburi. These are summarized in Figure 10.  

 
Figure 10: Contextual implementation determinants for Kanchanaburi based on PRISM framework 
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5.2.1.1 Themes related to migrants’ characteristics on MNCH 

Migrants’ mobility and socioeconomic vulnerability  

The study population comprised individuals with varied migration statuses, including long-
term residents, newly arrived migrants, and displaced people, resulting in differing levels of 
familiarity with and access to health services (excerpts in No.4, Table 14 in Appendix 20). 
Length of stay in Thailand influenced awareness of available services and capacity to 
navigate the health system, with long-term residents generally more familiar than recent 
arrivals. Mobility patterns, particularly seasonal and temporary movement linked to 
agricultural and rubber-tapping work, affected continuity of care by interrupting follow-up, 
vaccination schedules, and ongoing treatment (excerpts in No.4, Table 14 in Appendix 20). 
Socioeconomic conditions were characterized by a high prevalence of unemployment, 
seasonal daily-wage labor, and low average household income, often requiring support by 
spouses or extended family members (excerpts in No.5, Table 14 in Appendix 20). These 
combined migration, mobility, and economic characteristics shaped patterns of healthcare 
utilization and continuity of care among migrants. 

Access constraints drive reactive care-seeking and limit preventive service uptake 

Migrants predominantly utilized outpatient maternal, ANC, and child health services, while 
uptake of family planning, nutrition, and vaccination services was comparatively lower 
(excerpts in No.7, Table 14 in Appendix 20). ANC was commonly initiated late, with an 
average first visit at 20.9 weeks of gestation and few visits during pregnancy, influenced by 
documentation-related concerns, financial constraints, transportation barriers, and fear of 
arrest or detention associated with lacking or expired documents (excerpts in No.7, Table 
14 in Appendix 20). These factors contributed to a pattern of reactive, rather than preventive 
care-seeking. Public facilities, particularly SHPH and the district hospital, were the primary 
sources of care across maternal, delivery, outpatient, child health, vaccination, and family 
planning services, with facility choice shaped by proximity, cost, perceived service quality, 
respectful treatment, and the availability of language-concordant staff. Delivery at public 
hospitals was limited, while care for child illnesses was sought from both public and 
selected private providers (excerpts in No.7, Table 14 in Appendix 20). Contraceptive use 
reflected pregnancy intentions and access to information, with services obtained mainly 
from public facilities, NGOs, or community health workers (excerpts in No.7, Table 14 in 
Appendix 20) (excerpts in No.13, Table 14 in Appendix 20). Household food security varied, 
ranging from relative stability supported by family and community networks to intermittent 
shortages managed through informal coping strategies, with some nutrition support 
provided by community organizations (excerpts in No.8, Table 14 in Appendix 20). In 
response to access constraints, migrant women frequently expressed a preference for 
healthcare providers to visit communities to deliver health information and guidance. 
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Limitations in drug control measures and treatment non-adherence among migrants 

Disease control strategies are limited by inconsistent patient adherence to treatment and 
inappropriate use of interventions. Stakeholders highlighted challenges such as incomplete 
medication courses, patients disappearing after initial treatment, and misapplication of 
vector control measures. For example, dengue-focused insecticides being used to control 
malaria were cited as ineffective due to differences in mosquito behavior. These operational 
gaps compromise both individual treatment outcomes and broader public health goals, 
such as disease control and prevention of drug resistance (excerpts in No.15, Table 14 in 
Appendix 20). Strengthening technical guidance, ensuring proper resources, and 
monitoring adherence are critical to improving effectiveness of disease control programs. 

High awareness but limited enrollment of health insurance due to structural and financial 
barriers  

Awareness of available health insurance schemes was relatively high among migrants, with 
80% reporting knowledge of existing options; however, actual enrolment was moderate, 
with 56.7% holding some form of insurance (excerpts in No.6, Table 14 in Appendix 20). 
Coverage types varied, including private insurance and the MHIS, each reported by 33.3% of 
respondents, while enrolment in M-FUND was limited. The cost of MHIS, approximately THB 
2,700 to THB 2,800, represented a substantial expense relative to average household 
income and was identified as a key factor influencing enrolment (excerpts in No.6, Table 14 
in Appendix 20). Insurance was most commonly purchased at the district hospital, while a 
lower-cost option offered through a local foundation provided more limited and facility-
specific coverage (excerpts in No.6, Table 14 in Appendix 20). Information about insurance 
was primarily obtained through informal channels such as family members, relatives, 
friends, or employers, indicating limited reach of formal communication mechanisms 
(excerpts in No.6, Table 14 in Appendix 20). Variations in insurance coverage were 
associated with differences in healthcare utilization patterns, including reliance on out-of-
pocket payments and selective use of services. 

Indirect costs and referral distance as barriers to migrant health care access 

Migrants face variable and often substantial out-of-pocket costs when accessing maternal 
and child health services (Table 9). Although direct costs for routine services such as ANC, 
outpatient visits, and child vaccination are relatively low, this may reflect coverage by public 
hospitals or insurance schemes; indirect costs, however, continue to impose a financial 
burden. Childbirth-related expenses show the widest variation, ranging from low-cost 
uncomplicated deliveries to very high expenditures for more complex cases, creating a risk 
of unpredictable and potentially catastrophic health spending. Access patterns are closely 
linked to geographic accessibility (Table 10). SHPHs, private clinics, and pharmacies 
generally within short travel times are commonly used for routine and minor care, while 
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referral hospitals require longer travel and are primarily accessed for delivery, emergencies, 
and referral services. Together, Table 9 and Table 10 illustrate how cumulative non-medical 
costs and travel constraints shape care-seeking behavior and reinforce inequities in 
maternal and child health service use among migrant families. 
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Table 9: Cost of accessing and delivering service 
Perspective Cost component Value (THB) 

Migrant out of pocket 
payment of health 
service 

ANC (total amount) 
Transportation 
Food and drink 

30-300 
50-200 
50-200 

Mother outpatient care (total amount) 
Child outpatient care (total amount) 
Transportation 
Food and drink 

30-320 
30-200 
50-200 
50-200 

Child delivery (total amount) 
Transportation 
Food and drink  

230-10,000 
100-150 

200-1,000 

Child vaccination (total amount) 
Transportation  

35-100 
50-100 

ANC: antenatal care 

Table 10: Health facilities accessed and travelling time 
Health facility Commonly accessed 

services 
Reported 
travel time 

Reported 
distance 

Notes on accessibility 

Sangkhlaburi 
Hospital 

Outpatient care; maternity 
and delivery; emergency 
services; referral care 

20–30 mins 6–22 km Moderately accessible; main 
referral hospital; often used 
with nearby SHPHs. 

Ban Phra Chedi 
Sam Ong SHPH 

Routine outpatient care; 
ANC; vaccination 

~10 mins 8–14 km Relatively accessible; 
frequently used for primary 
and preventive services. 

Ban Songkaria 
SHPH 

Primary care; child health 
services 

~10 mins 5–8 km High accessibility for 
households in Songkaria 
area. 

Ban Mai 
Phatthana 
SHPH 

Primary care (less 
frequently accessed) 

~40 mins Not 
reported 

Lower accessibility due to 
longer travel time. 

Private Clinics 
(Doctor Tok’s 
Clinic, Sanjai 
Dee Clinic) 

Minor illnesses; general 
outpatient services 

10–20 mins 800 m – 8 
km 

Convenient access for non-
urgent care. 

Pharmacies Medication needs; minor 
illnesses 

2–3 mins ~500 m Very accessible; often used 
for quick, low-cost 
treatment. 

SHPH: sub-district promotional hospital 
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5.2.1.2 Themes related to migrants’ perspectives on MNCH 

Trust in Thai health system and migrant cultural norms that shapes healthcare utilization  

Migrants reported high levels of trust and satisfaction with the Thai public health system, 
which were shaped by experiences of non-discriminatory treatment, respectful 
communication, and confidence in clinical quality (excerpts in No.2, Table 15 in Appendix 
20). Facility-based care was valued not only for health reasons but also for its administrative 
and social benefits, particularly the ability to obtain official birth documentation for children 
(excerpts in No.1, Table 15 in Appendix 20). Community-based actors, including MHVs, 
VHVs, and NGOs such as the One Sky Foundation, played an important intermediary role in 
facilitating communication, outreach, and navigation of services, while also supporting 
access to low-cost insurance options, albeit with some facility-specific limitations. Family 
planning utilization is limited more by religious beliefs and community norms rather than 
health system constraints (excerpts in No.1, Table 15 in Appendix 20). These perceptions 
highlight the role of trust, social networks, and belief systems in shaping healthcare 
utilization patterns alongside structural and economic considerations. 

5.2.1.3 Themes related to organizational characteristics of the service delivery 

Fragmented and insufficient financing as a core driver of operational strain in border health 
services 

Subtheme 1A: Fragmented funding systems and structural underinvestment drive 
operational instability 

Border health facilities in Kanchanaburi rely on the sources of funding such as government 
budgets, NHSO reimbursements, PAO, Sub-district Administrative Organization (SAO) 
support, NGOs, faith-based groups, and individual donors. While this mix provides some 
flexibility, the lack of a dedicated national budget for migrant health creates chronic 
instability. Facilities must plan services without reliable financial backing, particularly for 
undocumented migrants who are unable to pay for care. 

These structural gaps translate directly into operational strain. Existing reimbursement 
mechanisms such as capitation payments, itemized claims, and T.99 codes do not consider 
the cost of service provision to undocumented migrants, who may not have the ability to pay 
fees in full. As a result, SHPHs and hospitals face recurring shortages of medicines, 
vaccines, and operating funds, and frequently absorb uncollected fees to maintain essential 
services (excerpts in No.1, Table 16 in Appendix 20). Data from Kanchanaburi hospitals 
highlighted in Section 4 illustrates the substantial financial burden associated with migrant 
healthcare utilization: In 2024, uncollected patient fees accounted for approximately 82% 
of total expenses, reflecting persistent gaps in cost recovery and reinforcing the financial 
pressure faced by frontline health facilities in this high-migration border province. This 
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financing structure is also evident in child vaccination. The Expanded Program on 
Immunization (EPI) is financed through the UC scheme for Thai nationals, and 
undocumented migrant children are not formally covered. As one provider explained: “But 
for vaccinations, the budget still comes from the UC scheme. So, if there are leftover 
doses… like multiple-dose vaccines, they will be given to children of migrant workers, since 
there is concern about transmitting diseases back to Thailand. But… there isn’t any 
organization supporting this group.” Vaccination for migrant children therefore occurs 
opportunistically, dependent on leftover doses and public health considerations rather than 
structured entitlement. This reveals a disconnect between disease control objectives and 
financing design. Furthermore, since undocumented migrants are not currently accounted 
for in microplanning, outreach activities are suboptimal. With improved coverage of 
undocumented migrants coupled with an increasing number of undocumented migrants 
crossing the border, this creates a risk that opportunistic mechanisms in place will soon fail 
to cover demand among undocumented migrants. 

Subtheme 1B: Dependence on charitable and informal support reveals gaps in sustainable 
financing mechanisms 

As public financing is insufficient, health facilities depend on charitable contributions and 
informal donor networks to fill essential gaps. Donations from individuals, temples, 
expatriate foundations, and community groups support equipment purchases, emergency 
assistance, and outreach activities. While these contributions ease immediate pressures, 
they are unpredictable, inconsistent with technical needs, and unable to sustain long-term 
service delivery. 

This dependence on charity underscores systemic underinvestment in migrant health and 
highlights the lack of a structured financing mechanism capable of supporting ongoing 
service delivery, outreach, and preventive care. Providers emphasize that while they 
appreciate donations, sustainable financing which is not ad-hoc contributions is necessary 
to ensure equitable and reliable care for mobile and undocumented populations (excerpts 
in No.1, Table 16 in Appendix 20). 

Structural capacity constraints undermine the delivery of essential health services in border 
areas 

Border health facilities operate under persistent structural capacity constraints that limit 
their ability to provide comprehensive and timely care. Clinical service gaps such as 
restricted pediatric medication dispensing, the absence of obstetric surgery capacity, and 
the closure of operating theatres directly affect high-risk patients and strain already‑limited 
emergency and maternal–child health systems. These clinical limitations are compounded 
by chronic human resource shortages, high workloads, and a long-standing reliance on staff 
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improvisation to maintain service quality. Providers frequently multitask, extend working 
hours, and adapt processes informally, revealing how coping mechanisms have become 
institutionalized in response to enduring shortages. Together, the lack of clinical 
infrastructure and insufficient staffing creates systemic bottlenecks, prolongs waiting 
times, complicates referrals, and places disproportionate burdens on communities 
requiring urgent or specialized care (excerpts in No.2, Table 16 in Appendix 20). 

Community-based support systems are central to migrant health access 

VHVs and MHVs serve as a crucial bridge between health facilities and hard-to-reach 
migrant communities. Operating largely within an informal system, these volunteers are 
motivated by altruism rather than financial incentives. Their work enables SHPHs to extend 
services into the community, particularly for maternal and child health, vaccination 
coverage, and management of chronic conditions. Volunteers provide real-time updates on 
patients’ health, facilitate home visits, and act as intermediaries to convey important health 
information. Their shared responsibilities highlight that frontline community structures 
carry much of the burden for early detection, patient navigation, and ongoing care. The 
effectiveness of this system depends on volunteers’ local trust networks, prior clinical 
experience, and commitment to monitoring dispersed migrant groups, underscoring the 
indispensable role of community-embedded mechanisms in maintaining access and 
continuity of care in border settings (excerpts in No.3, Table 16 in Appendix 20). 

Complex referral pathways and structural barriers for migrant patients 

Referral challenges represent a major system bottleneck. Undocumented patients often 
face legal risks when traveling, limited coverage for secondary referrals, and procedural 
barriers around fund disbursement. Providers regularly describe situations where patients 
must rely on chance (e.g., inclusion in a research project) to access lifesaving care. 
Transport limitations from ambulance coverage boundaries to fear of immigration 
checkpoints further complicate timely access. Referral processes thus reflect both health 
system limitations and the broader regulatory and sociopolitical environment of border 
areas (excerpts in No.4, Table 16 in Appendix 20). 

Interconnected healthcare networks within Thailand and across borders, support service 
delivery but are shaped by historical policies and administrative arrangements 

The provision of healthcare in Kanchanaburi demonstrates the importance of collaborative 
networks among health facilities. Within Thailand, Primary Care Units and SHPHs share 
personnel during high-demand periods such as immunization drives, demonstrating 
adaptive resource management. Cross-border collaboration also emerges as a critical 
mechanism, driven historically by provincial policies anticipating Kanchanaburi’s 
development as a Special Economic Zone. These policies facilitated partnerships between 
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Thai health authorities and neighboring country providers, supported by funding from the 
Ministry of Foreign Affairs (MFA). Such networks enhance the reach of preventive services, 
such as malaria testing in household clusters, illustrating the role of coordinated action 
across multiple administrative levels in promoting public health (excerpts in No.5, Table 16 
in Appendix 20). 

Fragmented information systems and incomplete records undermine continuity of care for 
migrant children 

Continuity of maternal and child healthcare in border areas is disrupted by weak health 
information systems, misaligned administrative priorities, and incomplete documentation 
for migrant families. Key operational gaps such as child development records not being 
linked to staff KPIs or funded mandates lead to missing or outdated data that contribute to 
delays in follow-up. Platforms like HOSxP used by public facilities are not integrated with 
those of M-FUND, leading to manual retrieving of records to reconcile information. 

For many migrant children, the absence of standardized vaccination records makes it 
difficult to verify immunization status. Health workers often rely on parental recall or 
scattered documents, contributing to delays and catch-up vaccinations. Together, these 
system-level and household-level information gaps highlight the need for interoperable 
systems, stronger administrative alignment, and improved health-literacy support to ensure 
consistent and timely care for migrant mothers and children (excerpts in No.6, Table 16 in 
Appendix 20). 

Fragmented cross-border and interprovincial coordination as a critical implementation 
barrier to continuity of care 

Along the Thai-Myanmar border, the absence of formalized cross-border referral and 
information-sharing mechanisms forces frontline facilities to rely on ad-hoc guarantors 
during emergencies, while political instability and telephone and internet disruptions in 
Myanmar constrain timely communication and surveillance. Within Thailand, rigid 
administrative procedures and limited interprovincial collaboration reduce adaptive 
capacity and impede the diffusion of effective referral practices of other border provinces. 
Although international partners intermittently address specific implementation gaps, their 
project-based engagement lacks scalability and sustainability. Strengthening care 
continuity will require institutionalized coordination arrangements, interoperable digital 
systems, and standardized referral protocols to support consistent implementation across 
high-mobility settings (excerpts in No.7, Table 16 in Appendix 20). 
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Use of adaptive strategies for communication challenges in service delivery  

Language and cultural barriers remain major challenges in providing healthcare to migrant 
populations, affecting service delivery, disease control, and patient engagement. Limited 
language availability among staff hinders home visits, disease screenings, and follow-up 
care, and many patients cannot fully understand standard written Burmese. To address this, 
providers rely on a variety of improvised strategies, including involving interpreters, patients’ 
relatives, VHVs/MHVs, bilingual community members, acquaintances, or even tools like 
Google Translate. While these efforts demonstrate strong provider commitment and 
community cooperation, they are inconsistent and sometimes unsafe, particularly for 
complex cases such as palliative care, maternal health, or mental health, where the 
nuances are critical. Misunderstandings about diagnoses, prognoses, and follow-up 
requirements remain frequent, and existing multilingual communication materials from the 
MoPH are insufficient for the linguistic diversity of border communities. Overall, these 
communication barriers reinforce health inequities, contribute to delays in care-seeking, 
and highlight the urgent need for systematic, reliable solutions (excerpts in No.8, Table 16 
in Appendix 20). 

Bureaucratic processes limit effective communication and coordination  

Effective coordination between public administrative bodies and healthcare facilities is 
indispensable for the delivery of health services; however, this process is frequently 
hindered by bureaucratic complexities. Providers report that official notifications and 
approvals from the PAO are often delayed, resulting in operational inefficiencies and 
reliance on informal, personal coordination to ensure timely implementation of field 
activities. Such dependence on ad-hoc arrangements underscores systemic gaps in formal 
communication channels and raises concerns regarding accountability and procedural 
clarity. To mitigate these challenges, healthcare institutions have adopted supplementary 
strategies, including the use of social media platforms such as Facebook for public 
communication and service updates. While these digital tools enhance patient engagement, 
particularly among cross-border populations, they remain reactive rather than integrated 
within a structured coordination framework. These findings highlight the need for 
streamlined administrative protocols and digitalized approval systems to improve 
responsiveness and reduce delays in healthcare service delivery (excerpts in No.9, Table 16 
in Appendix 20). 

Flexible payment mechanisms for inclusive access for migrants 

Healthcare provision for undocumented migrants in Kanchanaburi illustrates a nuanced 
approach that prioritizes human dignity while maintaining minimal cost recovery. Providers 
treat migrants “as fellow human beings,” applying flexible payment policies that consider 
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individual circumstances. For routine services like contraceptive injections, a standard fee 
is applied regardless of nationality or documentation status. However, in cases of accidents 
or urgent care, charges are assessed case-by-case, often reduced significantly when 
patients lack resources. This informal sliding-scale system acknowledges the economic 
vulnerability of migrant communities and the absence of employment opportunities, 
ensuring that inability to pay does not become a barrier to essential care. Such practices 
highlight the ethical commitment of frontline providers and the informal mechanisms that 
sustain healthcare access in resource-constrained, cross-border settings (excerpts in 
No.10, Table 16 in Appendix 20). 

Surveillance systems for gender-based violence reflect gaps in detection, not absence of 
risk 

Although the health care providers report no detected cases of domestic or gender-based 
violence (GBV) among migrant women, the existence of a surveillance system which is 
paired with zero reporting suggests under-detection rather than true absence. Migrant 
women’s fear of disclosure, mobility, limited documentation, and dependence on 
employers or spouses may lead to hidden vulnerabilities. The system relies on passive 
reporting mechanisms rather than proactive or trauma-informed screening (excerpts in 
No.11, Table 16 in Appendix 20). This gap is critical in a border area where social isolation, 
economic precarity, and unequal household power dynamics often heighten GBV risks but 
remain largely invisible in routine service delivery  

Decentralization of primary care strengthens local service delivery at the cost of increased 
workload and coordination gaps across the health system 

SHPHs report increased autonomy, reduced administrative burden, and more efficient 
procurement and budgeting, enabling greater focus on community-based service delivery. 
These gains, however, have coincided with rising service demand particularly from migrant 
and previously underserved populations intensifying frontline workloads and exposing 
persistent resource gaps. Decentralization has also fragmented coordination with 
secondary hospitals, as separate administrative and information systems now hinder 
referrals, limit access to patient records, and disrupt continuity of care. Overall, the findings 
highlight how decentralization strengthens local implementation capacity while generating 
cross-level coordination challenges that require targeted system-level adaptations to 
sustain service quality and equity (excerpts in No.12, Table 16 in Appendix 20). 
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5.2.1.4 Themes related to organizational perspective of service delivery 

Provision of services driven by humanitarian commitment to equitable care despite 
structural and operational strain 

Public healthcare providers consistently uphold a humanitarian and professional 
commitment to delivering equal care to migrants and Thai citizens, regardless of legal status 
or financial capacity. This supports maternal and newborn survival and reduces cross-
border disease risks. However, this commitment is sustained amid chronic pressures 
overcrowding, high caseloads, staffing shortages, and recurrent hospital debt from unpaid 
care. Reliance on individual dedication keeps services functioning but raises long-term 
sustainability concerns without stronger financing and policy support (excerpts in No.1, 
Table 17 in Appendix 20). 

Provision of services based on trust and ethical responsibility to migrants despite workload 
stress  

Providers frequently deliver lifesaving care without verified insurance, payment guarantees, 
or administrative approval, prioritizing patient safety above institutional rules. This ethical 
obligation coexists with frustrations over limited resources, informal workarounds, and 
perceived misuse of the system. Despite tensions, many providers show empathy, 
recognizing migrants’ politeness, financial hardship, and efforts to pay when possible. 
These interactions highlight the ethical, emotional, and operational complexity of providing 
care in border settings (excerpts in No.2, Table 17 in Appendix 20). 

Thai public health system’s commitment amid systemic challenges and resource 
constraints 

Providers view the Thai public health system as fundamentally generous but increasingly 
constrained by rigid administrative structures, limited infrastructure, and chronic under-
resourcing. High workloads, staffing shortages, and growing cross-border demand intensify 
operational strain. Despite these limitations, frontline staff remain committed to their roles, 
though concerns about burnout and long-term system resilience are rising (excerpts in No.3, 
Table 17 in Appendix 20). 

Health insurance facilitates migrant access to healthcare and reduces reliance on free 
services  

Providers see health insurance as essential for enabling ANC, safe delivery, and emergency 
care. Staff actively assist with enrolment and documentation and sometimes pay insurance 
fees on behalf of patients to ensure timely referrals. Persistent challenges include 
miscommunication during enrolment, incomplete paperwork, and limited migrant 
understanding. Providers also highlight financial risks when treatment costs exceed claims 
received from insurance. Programs like M-FUND are valued for encouraging patient 
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responsibility and reducing reliance on free care (excerpts in No.4, Table 17 in Appendix 
20). 

Feasibility of dedicated migrant health funds requires policy reforms 

Providers believe dedicated migrant health funds could reduce hospital debt and improve 
access for undocumented migrants. However, current funds are limited by strict eligibility 
rules linked to Thai ID systems, centralized fund control, and unclear reimbursement 
processes. Staff recommend decentralizing fund management for greater responsiveness 
and equity. Without reforms, hospitals will continue relying on ad-hoc measures, where 
hospitals staff have stepped in using their own funds to pay insurance premiums on behalf 
of migrants, which is neither scalable nor sustainable (excerpts in No.5, Table 17 in 
Appendix 20). 

5.2.1.5 Themes related to implementation and sustainability infrastructure 

Lack of mechanisms for longer financial sustainability and system resilience of border 
health services 

Health facilities in border areas such as Kanchanaburi operate under sustained financial 
pressure, driven largely by high service utilization among migrant populations and the costs 
of providing care to uninsured or undocumented patients (excerpts in No.1, Table 16 in 
Appendix 20) and (excerpts in No.6, Table 18 in Appendix 20). Although routine funding and 
patient-related revenue are typically sufficient to sustain basic service delivery, these 
resources provide limited capacity to manage demand fluctuations, expand services, or 
respond to financial shocks (excerpts in No.3, Table 16 in Appendix 20). To address short-
term gaps, facilities rely on adaptive measures including cost-saving practices within 
facilities and participation in provincial risk-sharing mechanisms (excerpts in No.4, Table 
16 in Appendix 20). The pooled funding model, which consolidates migrant insurance 
revenue for redistribution, has helped reduce financial instability for facilities facing high 
levels of unpaid care; nevertheless, stakeholders consistently characterized these 
arrangements as temporary rather than long-term solutions. Ongoing reliance on externally 
funded, project-based support for migrant disease control further exposes the system to 
financial uncertainty, highlighting the importance of embedding migrant health services 
within stable local financing and multi-year provincial planning frameworks (excerpts in 
No.5, Table 16 in Appendix 20). 

Adaptive coping strategies for service sustainability amidst workforce capacity constraints 

Constraints related to human resources, especially the recruitment and retention of doctors 
in remote border locations, constitute a major barrier to effective service delivery. 
Geographic isolation limits staff availability, leaving facilities with insufficient personnel 
(excerpts No.1, Table 16 in Appendix 20). Increasing migrant caseloads, expanded service 
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capacity, and fragmented responsibilities following decentralization have intensified 
workloads for existing staff, contributing to delays, congestion, and fatigue. Facilities have 
responded through task redistribution, workflow restructuring, volunteer engagement, and 
other efficiency-oriented strategies (excerpts in No.3, Table 16 in Appendix 20). While these 
approaches help sustain services under pressure, providers report that they are increasingly 
inadequate as demand continues to rise. Cost-reduction measures, including staff 
consolidation and role expansion, further reflect financial stress and raise concerns about 
long-term impacts on care quality and staff well-being (excerpts in No.4, Table 18 in 
Appendix 20) and (excerpts in No.6, Table 18 in Appendix 20). Together, these 
implementation and sustainability strategies point to the need for more durable workforce 
planning, and resource allocation aligned with service demand in border health systems. 

Revise incentives for VHVs and MHVs as a means for sustainable migrant health outreach 

Persistent language and cultural barriers continue to limit effective communication during 
clinical encounters, health education, and follow-up, making the role of community 
volunteers essential. However, the current allowance and compensation structures do not 
match the workload they shoulder. VHVs only receive a THB 2,000 monthly allowance, 
which stakeholders noted is insufficient given the wide range of tasks they perform. MHVs, 
despite completing formal training and holding certificates, receive no compensation at all, 
which poses challenges in longer-term engagement and sustainability. This gap is 
particularly problematic because MHVs serve as the primary linguistic and cultural bridge 
for migrants especially undocumented individuals who fear accessing care. Stakeholders 
emphasized that introducing fair and consistent financial incentives for both VHVs and 
MHVs would substantially improve outreach, strengthen tracking of pregnant women and 
children, enhance communication with low-literacy and non-Thai-speaking migrants, and 
reduce the operational burden on already overstretched health facilities (excerpts in No.8, 
Table 18 in Appendix 20). 

5.2.1.6 Themes related to external factors  

Health insurance schemes available to migrants, but with limited enrolment (e.g. MHIS, M-
FUND) 

Migrant access to financial protection relies on a limited set of voluntary insurance 
schemes, primarily the MHIS and M-FUND, resulting in uneven coverage and partial risk 
protection. Uptake varies due to affordability constraints, lump-sum payment 
requirements, and documentation barriers, particularly among low-income, mobile, and 
newly arrived migrants. While lower-cost and flexible schemes such as M-FUND reduce 
upfront financial barriers and expand access, coverage ceilings and benefit limitations 
restrict their effectiveness for high-cost or complex conditions and create discontinuities in 
referral pathways (excerpts in No.1, Table 19 in Appendix 20). These design constraints shift 
residual financial risk to public facilities, especially higher-level hospitals. Addressing these 
gaps requires clearer enrolment pathways, targeted subsidies for vulnerable groups, 
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improved coordination across schemes, and exploration of pooled financial buffers to 
strengthen continuity of care and system integration. 

System vulnerability from funding volatility and NGO withdrawal 

Border health systems remain highly sensitive to external funding fluctuations, particularly 
following the withdrawal of international NGOs that previously supported outreach, 
vaccination, and referral services (excerpts in No.2, Table 19 in Appendix 20). Sustaining 
migrant health services requires deliberate transition strategies, including strengthening 
local foundations, diversifying funding sources, and reducing reliance on humanitarian 
funding streams. Integrating migrant health activities into routine public financing 
mechanisms is critical to stabilize service delivery and maintain essential functions in 
border settings. 

Geographic and political constraints affecting service delivery and continuity of care 

Geographic isolation, legally restricted land, forested terrain, and security controls 
constrain health facility expansion and referral pathways in border areas (excerpts in No.3, 
Table 19 in Appendix 20). These challenges are compounded by political instability in 
Myanmar, which drives unpredictable cross-border movement and increases reliance on 
Thai health services, particularly for chronic and complex conditions (excerpts in No.3, 
Table 19 in Appendix 20). At the system level, limited frontline capacity to implement 
national biometric identification systems further hampers accurate patient identification, 
continuity of care, and financial accountability (excerpts in No.3, Table 19 in Appendix 20). 
While national investments in biometric verification are expanding, gaps between central 
technology and local infrastructure persist. Context-responsive strategies-such as mobile 
clinics and coordination with border authorities-are necessary to strengthen service delivery 
under these structural and political constraints. 

Biometric systems for identification of irregular/undocumented migrants to support 
continuity of care 

National verification systems incorporating fingerprint, facial, and forthcoming iris scanning 
are being expanded, yet frontline facilities often lack such technology and rely on basic tools 
such as fingerprint ink stamps. While national-level investment in biometrics signals 
progress, the mismatch between technological capacity and local infrastructure limits 
frontline effectiveness. Strengthening identity verification through scalable, frontline-
compatible tools (e.g., mobile biometric units, interoperable photo-ID systems) would 
support accurate records, reduce duplication, and enhance patient safety and financial 
accountability (excerpts in No.4, Table 19 in Appendix 20). 
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5.2.1.7 Existing interventions and policies in Kanchanaburi 

Provincial and district stakeholders have implemented a range of interventions to sustain 
healthcare delivery for migrant and other vulnerable populations, including: 

• A provincial financial risk-sharing mechanism that pools migrant health insurance 
revenues across public hospitals to stabilize facility financing. 

• Triage and patient flow management systems at SHPH to reduce overcrowding and 
improve service efficiency. 

• Coordinated emergency referral systems through the 1669 Emergency Medical 
Operations Center, enabling timely escalation of severe cases to hospitals. 

• Targeted vaccination campaigns in border areas, including polio immunization drives, 
implemented in collaboration with public health authorities to maintain population-level 
disease control.  

• Community-based and social media communication channels used to disseminate 
health information, service updates, and appointment guidance to migrant 
communities. 

5.2.1.8 Proposed interventions by stakeholders 

Stakeholders proposed the following strategic interventions to manage these pressures and 
support long-term system resilience: 

• Allocate a dedicated migrant health budget to reduce financial burden and stabilize 
service delivery 

• Develop clear, consistent migrant health policies to standardize entitlements and guide 
planning 

• Expand human resources and infrastructure, including mobile clinics and dedicated 
outreach staff 

• Formally recognize and provide financial incentives for MHVs to sustain community-
level engagement and follow-up 

• Building sustainable cross-border healthcare through local, regional, and long-term 
strategies 

• Expand services for ANC, family planning and delivery in Sangkhlaburi district 
• Promote enrolment of health insurance among migrants  

5.2.1.9 Other community-based MNCH programs/initiatives 

Although not the focus of this study, several community-based initiatives were shared by 
participants relating to MNCH in Kanchanaburi. These include:  

1. Bamboo Foundation facilitates with referral to secondary hospitals, and support with 
equipment and medication supply at SHPH 
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2. Royal Project under Her Royal Highness Princess Maha Chakri Sirindhorn promotes 
hygiene and maternal and child health in remote areas such as reducing instances of 
helminths in border schools 

3. One Sky Foundation provided education to migrants on and supported with financing of 
health services as well as financing for healthcare at Ban Phra Chedi Sam Ong SHPH. 
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5.2.2 Implementation determinants for MNCH in Tak based on the PRISM 
framework 

This section presents interview findings for Tak according to domains of PRISM. Under each 
domain, we also present sub-themes that can influence the implementation of MNCH in 
Tak. Tak Province was selected as a case study because it represents one of the most 
mature and well-developed border health systems in Thailand, with decades of experience 
serving large migrant populations.  

5.2.2.1 Themes related to migrants’ characteristics on MNCH 

Diverse migrant groups with high mobility and displacement create fluctuating health needs  

Migrant populations in the border region are highly heterogeneous, comprising 
predominantly Karen and Burmese groups alongside Shan, Rakhine, Muslim, and Maw 
communities, each characterized by distinct languages, cultural norms, and health-related 
practices. High levels of mobility-driven by economic insecurity, conflict, and seasonal 
labor patterns-contribute to irregular health service utilization and pose substantial 
challenges for patient follow-up (excerpts in No. 1, Table 20 in Appendix 21). Displacement 
following the 2021 political crisis in Myanmar has further increased the number of 
undocumented migrants and shifted health needs toward more complex maternal, 
newborn, and chronic disease conditions. In addition, growing numbers of children and 
newborns cross the border to access immunization services due to limited availability in 
Myanmar. Collectively, these population dynamics intensify pressure on border health 
facilities and complicate efforts to ensure continuity of care. 

Access constraints drive reactive care-seeking and limit preventive service uptake 

Migrants in border settings face multiple, intersecting barriers that constrain access to 
maternal and child health services. Movement restrictions, expanded security checkpoints, 
lack of legal documentation, and high transportation costs have made physical access to 
clinics increasingly difficult, particularly in the aftermath of COVID-19 and the 2021 political 
crisis in Myanmar. Financial precarity-including irregular income, limited ability to pay 
insurance premiums, and out-of-pocket costs associated with referrals-further delays or 
prevents timely care (excerpts in No. 2, Table 20 in Appendix 21). Consequently, many 
migrants seek care only when conditions become severe, reflecting both constrained 
resources and limited awareness of insurance entitlements, as well as fear of engaging with 
formal systems. Collectively, these structural barriers contribute to delayed ANC, 
unmanaged pregnancy-related complications, and recurrent postponement of essential 
maternal and child health services. 
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Social vulnerabilities, norms, and health literacy shape migrant health seeking behaviors 

Migrants experience pronounced social vulnerabilities, including low educational 
attainment, limited health literacy, and unstable employment, alongside sociocultural 
norms that discourage contraceptive use, early ANC, and disclosure of pregnancy (excerpts 
in No. 3, Table 20 in Appendix 21). In the absence of reliable information sources, many rely 
on peers and informal networks, which can perpetuate misinformation regarding 
contraception, fear of long-acting methods such as implants, and delays in care-seeking. 
Exposure to gender-based violence, psychological stress, and sustained socioeconomic 
hardship further exacerbates health risks, contributing to unintended pregnancy, poorly 
managed chronic conditions, and mental health problems. Collectively, these factors 
heighten the likelihood of maternal complications, adolescent pregnancy, and delayed 
treatment among women and adolescents. 

5.2.2.2 Themes related to organizational characteristics of service delivery 

Strong cross-border coordination and multi-sector collaboration 

Service provision along the border in Tak depends heavily on coordinated relationships 
between NGOs, Thai public hospitals, provincial authorities, and Myanmar-based actors 
when available. Organizations collaborate through referral networks, Border Health 
Learning Centers, joint disease surveillance, and cross-border emergency referrals. 
Language-matched facilitators and community engagement teams play a crucial role in 
ensuring communication, particularly with Karen and Burmese-speaking groups. Despite 
policy differences between Thailand and Myanmar, regular communication, shared 
protocols, and mutual trust have strengthened cooperation and helped maintain service 
continuity even during crises (excerpts in No.1, Table 23 in Appendix 21). 

Service availability and migrant-friendly provision models 

NGOs and hospital-affiliated migrant clinics provide a wide spectrum of maternal, newborn, 
and child health services, including ANC, delivery, PAC, vaccinations, family planning, and 
nutrition support. Migrant-friendly service models such as bilingual staff, culturally matched 
health workers, flexible ANC schedules, and interpreter support reduce communication 
barriers and improve patient engagement. Clinics also operate fingerprint-based 
registration systems to track highly mobile patients. However, vaccination supplies issued 
based on registered Thai populations remain insufficient for the actual number of migrant 
children, leading to shortages and partial immunization (excerpts in No.2, Table 23 in 
Appendix 21). 

High referral costs constrain clinic sustainability and access to specialized care 

The findings indicate that referrals to Mae Sot Hospital impose a substantial and escalating 
financial burden on NGO-run clinics, particularly for obstetric and neonatal care. Even 
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routine caesarean sections generate significant costs, with unit charges at public hospitals 
ranging from THB 20,000 to 25,000, while induced abortion referrals cost approximately THB 
9,000. These costs rise sharply in cases involving complications or extended hospital stays. 
Neonatal referrals are especially resource-intensive, with total expenditures reaching THB 
100,000–200,000, far exceeding what clinics can sustainably absorb. Although some 
services are comparatively lower in cost, their cumulative impact further strains limited 
budgets. As a result, clinics are compelled to make selective referrals, influencing which 
patients can access specialized care. This cost pressure undermines financial sustainability 
and constrains equitable access to essential services for vulnerable populations (excerpts 
in No.3, Table 23 in Appendix 21). 

Compounding financial and operational strain undermines the continuity of border health 
services 

Border health services face interconnected financial and workforce pressures that 
collectively undermine service continuity and sustainability. Declining donor funding and 
rising service demand have forced providers to ration services and prioritize output-based 
financing, despite persistently high costs for pregnancy, delivery, and neonatal care. At the 
same time, chronic understaffing particularly among midwives, nurses, and interpreters has 
intensified workloads, contributed to staff burnout and turnover, and led to reductions in 
service availability, including limited operating hours. These challenges are further 
compounded by high population mobility, linguistic diversity, and lack of documentation 
among migrant populations, which complicate registration, follow-up, and continuity of 
care. While facilities employ adaptive strategies to manage these constraints, such 
measures remain insufficient and unevenly resourced. Together, financial pressures and 
workforce exhaustion threaten the quality, equity, and long-term sustainability of essential 
maternal and child health services in border settings (excerpts in No.4, Table 23 in 
Appendix 21). 

Financial and capacity pressures on Thai public hospitals serving migrant populations 

Thai public hospitals providing care to migrant populations face mounting financial and 
operational pressures. High volumes of migrant deliveries and neonatal complications, 
combined with patients’ limited ability to pay, have resulted in substantial levels of unpaid 
fees and accumulated hospital debt. At the same time, hospital capacity, particularly bed 
availability, neonatal intensive care units, and transport resources, has struggled to keep 
pace with rising demand. These constraints place sustained pressure on service delivery 
systems and, at times, require difficult resource allocation decisions when facilities reach 
capacity. Overall, public hospitals are managing increased service demand and operational 
costs within fixed or constrained budgets, highlighting the need for more predictable 
financing and referral cost-sharing mechanisms to support equitable access to maternal 
and child health care in border settings (excerpts in No.5, Table 23 in Appendix 21). 
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5.2.2.3 Themes related to organizational perspective of service delivery 

Humanitarian care amid financial and workload constraints 

From the organization’s perspective, migrant care is grounded in a strong humanitarian and 
professional ethic: staff stress that migrants should be treated the same as Thai patients, 
that ability to pay should not determine access, and that emergency or life-threatening 
cases are never refused. When patients cannot afford care, providers rely on hospital social-
welfare funds and external support to cover costs. At the same time, there are worries about 
non-payment, limited budgets and heavy workloads, especially in public hospitals, where 
some staff feel overwhelmed and reluctant to take on more migrant patients. NGO providers 
acknowledge these constraints but continue to frame care as a basic right for every person, 
documented or not (excerpts in No.1, Table 23 in Appendix 21). 

5.2.2.4 Themes related to implementation and sustainability infrastructure 

Standardized protocols and training 

Service delivery along the border is underpinned by shared clinical protocols and routine 
training mechanisms that support quality assurance and consistency across providers. 
Implementing organizations actively harmonize multiple guideline frameworks-including 
national Thai guidelines, UK standards, and WHO recommendations-and apply cross-
cutting safeguarding frameworks such as GBV and protection from sexual exploitation and 
abuse to standardize clinical and operational practices (excerpts in No. 1, Table 24 in 
Appendix 21). Continuous capacity-building for migrant health workers, nurses, 
counsellors, and ultrasound providers, including Continuing Medical Education (CME), 
plays a critical role in maintaining clinical competence amid high staff turnover (excerpts in 
No. 1, Table 24 in Appendix 21). Nevertheless, evidence indicates that certain training 
curricula are insufficiently adapted to the educational backgrounds and language 
capacities of migrant volunteers, underscoring the need for more context-appropriate, 
inclusive, and tiered training materials. 

Sustainability challenges and funding reliance 

Service sustainability is constrained by persistent volunteer shortages, high staff turnover, 
and heavy reliance on external funding sources (excerpts in No. 2, Table 24 in Appendix 21). 
Both VHVs and MHVs are difficult to retain, even following substantial investments in 
training, resulting in a continuous cycle of recruitment and retraining that undermines 
institutional memory and program efficiency. Reductions in funding from major donors, 
including USAID, have compelled organizations to shift toward output-based financing 
models and intensified donor-seeking activities (excerpts in No. 2, Table 24 in Appendix 21). 
Although some service units leverage research capacity to secure additional resources, 
ongoing workforce instability and financial uncertainty pose significant risks to service 
continuity, particularly in the context of rising demand among migrant populations. 
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Partnerships and collaborative capacity-building 

Implementation and capacity-building are underpinned by strong partnerships with Thai 
public health authorities, local hospitals, international NGOs, and community-based 
groups. Collaborative platforms, such as the Tak Border Health Learning Centre (excerpts in 
No. 3, Table 24 in Appendix 21), provide standardized curricula and joint training for Thai 
and migrant staff across maternal and child health, communicable disease control, and 
border health system functions. At the service delivery level, hospitals have integrated 
Myanmar health workers, adapted organizational arrangements (e.g. dedicated outpatient 
service lines), and coordinated closely with NGOs to enhance communication and access 
for migrant populations (excerpts in No. 4, Table 24 in Appendix 21). Collectively, these 
partnerships contribute to greater stability in service provision and strengthened local 
capacity, although they are insufficient to fully address underlying resource and workforce 
constraints. 

5.2.2.5 Themes related to external factors  

Insurance gaps and financial barriers limit migrant access to care  

Insurance coverage for migrant populations remains fragmented and uneven, with a 
substantial proportion of migrants uninsured or unable to enroll due to restrictive eligibility 
criteria, documentation requirements, and affordability constraints. Although voluntary 
schemes such as M-FUND are available, coverage is partial and remains inaccessible for 
many groups, particularly undocumented migrants (excerpts in No. 1, Table 25 in Appendix 
21). Escalating insurance premiums, compounded by broader economic pressures in 
Thailand, further intensify financial strain on migrant households. These persistent coverage 
gaps directly impede access to essential maternal and child health services, including ANC, 
facility-based delivery, and preventive interventions. 

Cross-border political and policy changes drive migrant flows and disrupt continuity of care 

Political instability and systemic weaknesses in Myanmar’s health system, including 
disruptions to vaccination programs and maternal health services, have intensified cross-
border care-seeking, driving increased reliance on health services in Thailand (excerpts in 
No. 2, Table 25 in Appendix 21). Concurrently, frequent policy and regulatory changes on 
the Thai side, particularly those related to migrant insurance schemes, documentation 
requirements, and enrollment procedures, generate uncertainty for both service providers 
and patients (excerpts in No. 2, Table 25 in Appendix 21). Collectively, these cross-border 
dynamics amplify demand for Thai health services while constraining the ability of 
implementing actors to sustain stable and continuous program delivery. 



 

61 
 

Resource shortages, funding cuts, and registration barriers constrain service capacity 

Findings further indicate that border health services operate under persistent resource 
constraints. Chronic staff shortages, high workloads, and reductions in international 
funding have diminished service capacity and contributed to occupational stress and 
burnout among health workers (excerpts in No. 3, Table 25 in Appendix 21). 
Simultaneously, weak connectivity and the absence of legal documentation impede patient 
registration, referral, and follow-up, particularly on the Myanmar side of the border (excerpts 
in No. 3, Table 25 in Appendix 21). Together, these operational barriers constrain the 
scalability of services, despite continued growth in patient demand.  

5.2.2.6 Best practices in Tak based on existing interventions and policies 

1. Expanded outreach and service delivery models 

Service providers in Tak have expanded outreach and flexible delivery models to reach high-
risk and underserved migrant populations, particularly since 2021 when ANC attendance 
patterns shifted and emergency obstetric cases increased. Key interventions described to 
facilitate earlier ANC, quicker detection of complications, better continuity of care, and 
reduced delays in emergency delivery cases include: 

• Task-sharing arrangements involving a number of Myanmar-origin healthcare providers 
working under hospital supervision to support language and culturally relevant service 
delivery for Myanmar patients 

• NGO’s mobile outreach clinics in high-migrant clusters weekly or depending on demand 
• Fixed migrant-affiliated clinics coordinated with Thai Public Health Offices and border 

hospitals 
• Telemedicine and online consultations support adolescents seeking family planning and 

reproductive health services 
• Transport and ferry coordination arrangements by NGOs for pregnant women from 

checkpoints to hospitals, supported by Thai-speaking drivers and checkpoint awareness 
of ANC pink books 

• Use of MLCs as vaccination hubs where teachers help verify undocumented children 
 

2.  Community engagement and health education 

Interventions place strong emphasis on community-based engagement to improve health 
knowledge, reduce fear, and address barriers faced by migrants with limited documentation 
or insurance. Key activities to improve understanding of health risks, earlier care-seeking, 
reduced misconceptions, and smoother interaction with the health system include: 

• Village health education explaining early ANC, danger signs, newborn care, vaccines, 
and when to seek emergency help 
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• Use of illustrations, cartoons, and visual materials to bridge language gaps 
• Outreach by MHVs to promote ANC attendance, family planning, and safe delivery 
• Documentation support (e.g., pregnancy lists, caregiver verification letters) to help 

families interact with authorities 
• Financial literacy education promotes M-FUND and health insurance options, including 

expansion advocacy 
 

3.  Coordination, system strengthening and capacity building 

NGOs coordinated intensively with Thai local authorities, public hospitals, universities, 
community-based organization (CBOs) and ethnic health organizations (EHOs) to align 
service delivery and improve continuity of care. Key system-level mechanisms to facilitate 
more structured service pathways, improved high-risk management, better tracking of 
mobile patients, and strengthened staff capacity include: 

• Annual border health meetings with government departments, hospitals, NGOs, and 
security forces 

• Task-sharing and cross-training, such as local staff substitutes, nurse assistant training, 
and skills development to support obstetric and newborn care 

• Improved identification systems (fingerprints, photos, PID codes) to track highly mobile 
migrant patients and children 

• Referral coordination through LINE groups and checkpoint collaboration to reduce 
delays for high-risk pregnancies 

• Partnerships with universities (Oxford, Mahidol) and organizations (PHS Foundation) to 
improve service quality, research and surveillance, and follow-up systems 

5.2.2.7 Proposed interventions by stakeholders 

1. Secure vaccine accessibility and funding to ensure consistent vaccine supply for 
maternal and child health in border regions, and prioritize procurement and distribution 
of essential vaccines for high-risk migrant populations. 

2. Enhance identity verification for migrant children to reduce gaps in vaccination and 
follow-up care and coordinate with civil registration authorities to integrate health and 
identity systems. 

3. Strengthen maternal and child health services by expanding prenatal care and safe 
delivery services in border hospitals to reduce maternal and child mortality, and 
providing targeted training for local health staff in maternal and newborn care. 

4. Formalize cross-border health cooperation by establishing a policy-level platform for 
bilateral discussions on border health, followed by operational agreements between 
hospitals for referrals and joint care, and involving NGOs as impartial coordinators to 
facilitate collaboration and reduce administrative burden 

5. Develop emergency care policy by guaranteeing unconditional treatment for 
emergency cases, including war injuries, accidents, and severe illnesses. For non-
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emergency or chronic conditions, introduce fee-based care or referral back to home-
country facilities to manage costs 

6. Improve health insurance access for non-Thai residents by expanding health 
insurance schemes for migrants, allowing them to purchase health cards and access 
affordable care, and developing a long-term registration system in coordination with the 
Ministry of Interior (MoI) and Provincial Administration to include hidden or unregistered 
populations 

7. Strengthen border hospitals and workforce by allocating additional funding and staff 
to border hospitals to manage increasing patient loads and providing specialized training 
for maternal and child health services and emergency care 

8. Support ethnic-led health organizations by channeling technical and financial support 
to ethnic-led health facilities on the Myanmar side to strengthen cross-border health 
systems and encouraging international donors to invest in infrastructure and capacity-
building for these organizations 

9. Develop legal and regulatory framework for cross-border health workers by 
exploring special legal arrangements or temporary licenses for Myanmar doctors and 
health professionals to work in border areas under controlled agreements and 
promoting informal cooperation between Thai health authorities and ethnic health 
organizations to maintain service continuity. 

10. Develop sustainable financing and cost-sharing for non-emergency patients, 
involving fee collection for those crossing borders without insurance, and ensuring 
bilateral agreements for patient referrals and share responsibility for healthcare costs. 

5.2.3 Tak province as an implementation case study for migrant MNCH 
services 

Tak benefits from a dense and well-established NGO presence, strong cross-border 
coordination, a bilingual health workforce, structured outreach models, and more flexible 
financing arrangements. In contrast, Kanchanaburi operates within a more centralized 
administrative environment, with fewer NGOs, more geographically dispersed migrant 
populations, and more limited bilingual capacity. Table 11 highlights the contextual 
differences between the Kanchanaburi (Sections 5.2.1) and Tak (Sections 5.2.2) to inform 
adaptations of implementation strategies for MNCH service delivery.  
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Table 11: Comparing Tak and Kanchanaburi border health systems 
No Domain Tak province Kanchanaburi 

province  
Implications for 
adapting 
implementation 
strategies 

Migrant characteristics 
1 Migrant 

population 
density and 
composition 

- Large, long-established 
migrant communities 
with Karen and Bamar 
majority 

- Higher concentration of 
population around Mae 
Sot. 

- Mixed ethnic 
composition (Mon, 
Karen and Bamar 
mostly) 

- More dispersed 
migrant groups 
across remote 
terrain, and lower 
population density 

- Outreach must be 
mobile, geography-
specific 

- Service hubs may 
need to be 
decentralized 

- Communication 
materials must 
reflect multi-ethnic 
diversity. 

Organizational characteristics 
2 Service 

infrastructure 
and migrant-
friendly 
models 

- Strong migrant-friendly 
models of care: 
bilingual staff, flexible 
ANC hours, 
interpreters, Migrant 
Learning Centers, 
vaccination hubs, 
fingerprint and photo ID 
systems, visual health 
education tools 

- Migrant-friendly 
services emerging 
but less consistent 

- Fewer bilingual 
staff 

- Fewer Migrant 
Learning Centers 

- Fragmented 
identification and 
follow-up systems 

- Invest in bilingual 
recruitment of staff 

- Expand MHV/VHV 
network to support 
service delivery 

- Adapt Tak’s model of 
care systems such as 
visual aids and 
fingerprint IDs 

3 Availability of 
Myanmar 
health 
workforce 

- Some Myanmar health 
care providers work 
under supervision by 
Thai hospitals staff and 
NGOs 

- Strong interpreter 
networks available 

- Political/legal 
barriers limit 
Myanmar providers 

- Interpreter 
availability remains 
inconsistent 

- Use MHVs/VHVs 
more intensively 

- Explore low-profile 
agreements for 
Myanmar-speaking 
support 

- Invest in language 
training for Thai staff. 

4 Outreach 
models for 
service 
delivery (ANC, 
vaccinations) 

- Multiple mobile units, 
weekly outreach, 
school-based 
vaccination hubs 

- Strong NGO support for 
vehicles and logistics. 

- Outreach is 
conducted but less 
frequent and 
resource-limited  

- Terrain and 
checkpoints create 
additional barriers. 

- Adopt micro-
outreach plans 

- Leverage 
CBOs/employers 

- Secure local 
transport 

- Coordinate with 
checkpoints for safer 
passage. 

5 Health system 
burden on 
Thai hospitals 

- High migrant caseload 
observed, with support 
from NGOs to distribute 
patient loads 

- High caseload but 
with fewer NGO 
buffers 

- Hospitals absorb 
more unpaid costs 

- Limited support 
staff. 

- Strengthen cost-
sharing, early risk 
screening, and 
insurance enrollment 

- Increase staff 
allocation to border 
hospitals. 

Implementation and sustainability infrastructure 
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6 Documentatio
n and 
identification 
systems 

- Fingerprint registration 
is widely used 

- Photos and Migrant 
Learning Center 
teacher verification 
were found to be 
effective 

- Documentation 
gaps more 
pronounced 

- Fewer Migrant 
Learning Centers 

- High mobility of 
migrants makes 
tracking 
challenging  

- Introduce simplified 
biometric/ photo ID 

- Partner with 
community leaders/ 
employers for 
verification of identity 

- Integrate tracking 
into MHV networks 

7 Workforce 
capacity and 
training 

- Robust training 
ecosystem (Tak 
Learning Center, joint 
trainings, NGO-led 
CME). 

- Limited training 
infrastructure, and 
trainers available 

- Less exposure to 
cross-border 
protocols 

- Provide remote 
training modules 

- Facilitate cross-
provincial learning 
with faculty from Tak 

- Expand joint Thai–
NGO capacity-
building. 

External factors 
8 Financing 

mechanisms 
and insurance 
access 

- High uptake of M-FUND  
- Providers actively 

promote insurance 
- Flexible referral 

financing supported by 
NGOs. 

- M-FUND uptake 
not as widespread 

- Migrants are less 
aware of insurance 

- Referral financing 
burden falls more 
heavily on public 
facilities. 

- Expand insurance 
literacy among 
migrants 

- Pilot targeted M-
FUND enrollment 

- Explore 
supplemental 
funding mechanisms 
for the migrants. 

9 Density of 
NGOs, EHOs, 
and 
international 
actors 

- High concentration of 
NGOs, international 
NGOs, EHOs, and 
cross-border clinics 
(MTC, SMRU, PHS 
Foundation).  

- Long history of 
humanitarian 
presence. 

- Far fewer NGOs 
and CBOs 

- Limited EHO 
presence 

- Smaller ecosystem 
of international 
actors. 

- Strategies must rely 
more on public 
facilities, 
VHVs/MHVs, and 
CBOs 

- Targeted capacity-
building rather than 
large NGO-driven 
models are required. 

10 Cross-border 
coordination 

- Mature, well-
established cross-
border referral 
pathways; routine 
communication with 
Myanmar-based clinics 

- Tak Learning Center 
supports joint training. 

- Limited cross-
border 
coordination 

- Engagement with 
Myanmar-based 
facilities is less 
formal and more 
sensitive due to 
security dynamics. 

- Implement stepwise, 
lower-visibility 
coordination 

- Use NGO/CBO 
intermediaries 

- Prioritize operational 
agreements rather 
than formal cross-
border MoUs. 

11 Policy 
environment 
and 
government 
coordination 

- Strong provincial-level 
collaboration and 
flexibility in policy 
implementation 

- Strong informal 
networks to aid 

- More rigid 
administrative 
structure 

- Decision-making 
often centralized 

- Prioritize provincial-
level dialogue 
platforms 

- Build trust through 
small pilot 
agreements 
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communication (LINE 
groups) 

- Less flexibility in 
referrals and 
outreach 

- Enhance informal 
coordination 
channels 

12 Evolving 
donor 
landscape 

- Historically strong 
donor funding (USAID, 
EU, philanthropic 
foundations). 

- Fewer donors, and 
more reliance on 
Thai government 
resources. 

- Advocate for new 
donor partnerships 

- Support targeted 
funding proposals 

- Prioritize cost-
efficient 
interventions. 

CBO: community-based organizations; CME: continuing medical education; EHO: ethnic health organizations; 
EU: European Union; MHV: migrant health volunteer; MTC: Mae Tao Clinic; NGO: non-governmental 
organization; SMRU: Shoklo Malaria Research Unit; USAID: United States Agency for International 
Development; VHV: village health volunteer 
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5.2.4 Policy archetypes and potential solutions through systems thinking 

In this section we apply system archetypes to explain the underlying factors leading to the 
findings from the analysis with PRISM. For each section we present the problem from PRISM, 
the underlying reasons for this problem from system dynamics, and propose a holistic 
solution to address the root causes of the problem. 

5.2.4.1 Strengthening service delivery capacities to improve utilization of services with the 
influence of migrant health seeking behaviors  

 
Figure 11: Dynamics causing unexpected increase in waiting time before migrants 

seeking care despite strengthening of service delivery network, and potential 
solutions (in pink) based on generic solutions for underachievement archetype 

Problem: despite efforts to strengthen capacities of a network of service providers for 
migrant health in a bid to improve migrant service utilization and health outcomes, providers 
reported that migrants often present with advanced complications due to delayed care-
seeking behaviors. 

Archetype: “underachievement" of strengthened capacities due to reactive care-seeking by 
migrants 

Proposed solution: expanding infrastructure alone is insufficient and high-leverage 
intervention is integrating persistent outreach and health education directly into service 
delivery to sustain preventive care-seeking. This aligns with stakeholder proposals for 
outreach services outlined in Section 5.2.1.8. 
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5.2.4.2 Sustainability of volunteers to support health service delivery  

 
Figure 12: Dynamics affecting sustainability of VHVs and MHVs, and potential 

solutions (in pink) based on generic solutions for out-of-control archetype 

Problem: MHVs and VHVs are identified as indispensable for communication and outreach, 
but the system relies on unpaid/underpaid voluntary labor, threatening sustainability. 

Archetype: “out-of-control”, where greater demands for health services results in higher 
turnover in VHVs and MHVs, that widens the gap between demand and service capacities . 

Possible solution: Providing fair allowance to MHVs and increasing VHV allowances breaks 
the burnout loop. A monthly allowance of THB 2,000 is available for VHV, while none are 
available for MHV (Section 5.2.1.5). This validates and strengthens the stakeholder 
proposal to formally recognize and provide financial incentives for MHVs highlighted in 
Section 5.2.1.8. 

  



 

69 
 

5.2.4.3 Impact of volunteer activities on migrant health status with the influence of migrant 
health seeking behaviors  

 
Figure 13: Dynamics affecting impact of VHVs and MHVs on migrant health status due 
to migrant health seeking behaviors, and potential solutions (in pink) based on generic 

solutions for underachievement archetype 

Problem: efforts to increase the overall wellbeing of migrants (and border population) 
through VHV/MHVs can drive demand for these services. However, as health status 
improves, complacency among migrants due to the lack of pressing health symptoms, can 
lead to reluctance to attend follow-up appointments. 

Archetype: “underachievement" of goals of MHV/VHV activities to improve health status of 
migrants due to delayed care-seeking behaviors of migrants 

Proposed solution: concurrent education initiatives on health awareness with disease 
control alongside MHV/VHV outreach activities are critical. 
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5.2.4.4 Impact of disease control efforts with the influence of health behaviors among border 
population 

 
Figure 14: Dynamics affecting impact of disease control efforts due to migrant health 

seeking behaviors, and potential solutions (in pink) based on generic solutions for 
underachievement archetype 

Problem: increased frequency of migration poses an elevated risk of disease outbreak 
among border communities, which may be addressed through disease control programs via 
vaccination and screening to improve the health status of border populations. However, the 
disease control efforts may be undermined by complacency and lack of pressing health 
symptoms can lead to increased waiting time before migrants seek healthcare and poor 
adherence to follow-up appointments and medications. 

Archetype: “underachievement" of disease control due to delayed care-seeking behaviors 
of migrants 

Proposed solution: concurrent education with health check-up and disease control efforts 
are critical. 

 



 

71 
 

5.2.4.5 Impact of extending working hours on healthcare capacity gaps  

 
Figure 15: Dynamics affecting workload of healthcare workers in secondary hospitals 

and potential solutions (in pink) based on generic solutions for out-of-control 
archetype 

Problem: an increase in patient loads in secondary hospitals has seen providers extending 
work hours to address this gap. Staff burnout and turnover can result, which exacerbate 
gaps in available capacities to cope with the demands. 

Archetype: “out-of-control” archetype where intended actions to cope with gaps in 
capacities exacerbates it instead. 

Proposed solution: special allowance for staff and triage of patients supported by VHV and 
MHVs to seek care at SHPH instead may address the cycle of workload and turnover rates. 
These have been practiced as described in Section 5.2.1.7. Additionally, allowing Myanmar 
nationals with healthcare expertise to support service delivery in Thailand, as practiced in 
Tak (Section 5.2.3), can be explored in Kanchanaburi to support with workload. 
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5.2.4.6 Impact of expanded ANC services on frequency of ANC visits among migrants  

 
Figure 16: Dynamics affecting workload of healthcare workers in secondary hospitals 

and potential solutions (in pink) based on generic solutions for out-of-control 
archetype 

Problem: expansion of ANC services supports with number of migrants with adequate ANC 
visits that reduces pregnancy complications. Additional ANC would incur costs and poses 
risk of arrest that can deter ANC visits for undocumented women.  

Archetype: “underachievement” archetype where intended program to improve ANC 
frequency is hampered by additional costs and risk of arrest among undocumented women. 

Proposed solution: mobilize VHV/MHV for outreach to educate migrants, promote service, 
and distribute ANC vouchers to defray costs for ANC attendance. 
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5.2.4.7 Impact of expanded family planning services on contraceptive uptake among 
migrants 

 
Figure 17: Dynamics affecting impact of family planning services due to experience of 

side effects and potential solutions (in pink) based on generic solutions for 
underachievement archetype 

Problem: expansion of family planning services supports the use of contraceptives among 
migrants, but migrants’ experience of contraceptive side effects can hamper their 
participation in family planning services.  

Archetype: “underachievement” archetype where intended service to improve 
contraceptive use is undermined by experience of side effects. 

Proposed solution: education and counselling on family planning that explains potential 
side effects and reassures clients that follow-up support and alternative contraceptive 
options are available. 
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5.2.4.8 Impact of partial payment mechanisms on hospital financial gaps 

 
Figure 18: Dynamics affecting hospital debt and insurance enrolment with potential 

solutions (in pink) based on generic solutions for out-of-control archetype 

Problem: hospitals allow partial to no payment of fees for migrants who cannot afford it as 
a mechanism to facilitate access to care by migrants while recovering some costs for 
service delivery. This creates reliance on services that would not be paid in full. 

Archetype: “out-of-control” archetype as the acceptance of partial to no payment for health 
services further drives gaps in financing for service delivery due to reliance of migrants for 
low cost/free health services. 

Proposed solution: promotion of health insurance enrolment can reduce reliance while 
addressing gaps in financing. This is currently in practice as described by study participants 
(Section 5.2.1.4). Since insurance uptake remains suboptimal, promotion efforts can 
extend the target group to involve migrant family members and employers who are 
influential in increasing uptake for insurance. Additionally, provincial risk-pooling financing 
mechanisms may help to address chronic deficits in hospital finances, as proposed by 
stakeholders (Section 5.2.1.8) 
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5.3 Overall interpretation of findings and limitations 

The findings paint a clear picture: the health of undocumented migrant mothers and children 
in Kanchanaburi is trapped in a cycle of vulnerability, while the system tasked with their care 
operates in a cycle of financial strain. Our systems analysis reveals that the barriers 
identified through PRISM are not merely co-occurring but are causally interconnected in 
self-reinforcing cycles. Key insights are:  

• Interventions must target feedback loops: Solving financial strain (e.g., via insurance) 
does not address delayed care-seeking driven by fear and complacency, which requires 
outreach and education. Well-intentioned fixes, like strengthening clinical networks, 
can be undermined by this very cycle if not paired with interventions that address its root 
causes that fuels care seeking behaviors. 

• Volunteer support, outreach and education are critical system leverage points: Investing 
in MHVs/VHVs is a high-return strategy that stabilizes multiple subsystems: outreach, 
communication, and follow-up that would reach end-users and address underlying 
health seeking behaviors. 

• Proven strategies from Tak offer a blueprint for pragmatic reform: simplified 
documentation, dedicated outreach, and insurance models that match migrant 
realities, which together can transform financial liabilities (Kanchanaburi’s THB 284 
million in unpaid expenses) into a predictable, manageable stream of care. The scale of 
the financial challenge is not merely a billing issue but also the direct symptom of a 
system misaligned with the population it serves. Realigning it requires investing in the 
community bridges and flexible policies that can convert fear and crisis into trust and 
prevention. 

• Proposed solutions are validated: the interventions suggested by stakeholders align with 
generic solutions to the archetypes we identified, confirming their potential for systemic 
impact. 

These dynamics-informed insights, combined with the static analysis from PRISM and the 
comparative lessons from Tak, provide a multi-layered evidence base for designing resilient 
interventions for Kanchanaburi that are highlighted in Table 12. The findings are 
supplemented with insights from a stakeholder meeting conducted on 9th February in 
Kanchanaburi involving over 50 stakeholders to validate findings on key challenges and 
solutions. 
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Table 12: Summary of key problems identified and potential solutions  
S/N Key problems identified Stakeholder feedback Potential solutions 

1 Limited availability of ANC, family 
planning and delivery services in the 
border areas that rely on referrals to 
secondary hospital or referral hubs for 
care. This incurs travel time, cost, and 
risk of arrest of undocumented. Of 
note, cesarean section services in 
Sangkhlaburi district require referral 
to Thong Pha Phum Hospital.  

- High birth rate among migrants with significant 
proportion of teenage pregnancies  

- Issues with ANC care are most acute in the first 
trimester. 

- The perceived risk/fear of arrest among migrants is a 
significant contributor to seeking ANC. 

- Available insurance only covers approximately half 
the childbirth costs in public hospitals 

- Expand ANC, family planning and delivery 
services as part of service delivery network, 
especially in Sangkhlaburi district 

- Develop training for VHV and MHV to follow up on 
migrants to see if they are attending ANC visits 

- Explore collaboration with non-profit providers 
like M-FUND to support migrant health as part of 
corporate social responsibility activity. 

2 High workload that can lead to 
burnout, and turnover of manpower. 
Prolonged waiting time and decrease 
in patient satisfaction have been 
reported. Gaps in capacities can 
complicate referral process. 
Extended work hours, and staff 
improvisation have been done, but 
unintendedly exacerbates workload.  
 

- High workload and limited capacity for service 
delivery were verified among providers.  

- There is a need for accurate patient-to-healthcare 
worker ratio, especially for post-natal and child 
health services, to inform actionable workforce and 
capacity-strengthening interventions.  

- Assessment of service readiness at Thai public 
hospitals is required to guide planning and resource 
mobilization. 

- Patient numbers are driven by political situation in 
Myanmar that saw increase in referrals,  

- Explore financial incentives to retain staff in 
border areas, but financial incentives are 
insufficient to ensure long-term sustainability. 

- Co-develop service delivery network involving the 
public sector, NGO and EHO to distribute patient 
load and triage patients to avoid unnecessary 
travel and referrals, based on best-practices 
from Tak. Data for service planning (e.g. burden, 
caseload, and workload), strengthening of EHO 
capacities, and scaling up positive attitudes 
among public healthcare providers toward 
migrant health care are critical. 

- Develop structural changes in border hospitals, 
including adjustments to human resources 
based on patient-provider ratios and 
improvements in infrastructure, restricting of 
claims system and ANC requirements such that 
ANC services are distributed out to SHPH instead 
of being clustered in secondary Hospitals due to 
higher payout and relatively low resource 
requirement (financial incentive to retain ANC 
patients after first visit) 

- Recognize and mobilize frontline actions from 
Myanmar to support with service delivery  
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3 Lack of dedicated funding for migrant 
health, leading to chronic hospital 
deficits to provide healthcare to 
migrants. While MHIS and M-FUND 
serves to bridge the gap, expenses 
continually exceed allocated budget, 
and enrolment among migrants 
remains sub-optimal. NGO, donors, 
faith-based groups have stepped in to 
fill the gap. 

- Populations in camps have been severely affected 
due to cuts in international funding, but demand for 
health services still persist. Challenges exist to 
expand insurance coverage to camp residents 
without NGO support owing to lack of internet, 
limited access into the camps. The National Security 
Council is the approval authority in accessing 
refugee camps.  Implementers should propose their 
needs to access camps via MoPH to present at NSC 
meeting for approval prior to entry. 

- Migrants may require a broker to get information on 
insurance, which increases the cost  

- Additional costs are incurred for outreach by 
insurance schemes, especially for those in hard to 
reach areas that also have low internet connectivity. 

-  

- Review criteria for insurance enrolment, and 
collaborate with CBOs and EHOs to improve 
enrolment/uptake of health insurance 

- Explore cost-benefit analysis of no insurance for 
undocumented migrants 

- Collaborate with NGOs to subsidise insurance 
premium subsidies undocumented migrants to 
increase enrolment in the short to medium term.  

- Develop common communication across 
partners and reduce complexity of processes 

4 Delayed care seeking behavior of 
migrants influenced by financial 
capacity, availability of 
documentation, mobile work 
arrangements, Thai-language skills to 
navigate the health system, and 
distance to health facility. This 
challenges disease control efforts, 
and development of MNCH services 
for migrants 

- Documentation status is one of the most critical 
factors as it affects registration and employment. 

- Channels like NV process helps to regularise 
migrants, but the process is still limited and not yet 
stable. Data transfers remain a major issue, 
particularly when migrants are mobile. 

- Migrants may not have understanding/concept of 
insurance because such systems are not available 
in their country of origin. 

- Financial capacity of migrants stems from 
employability and income.  

- Labour networks, migrant worker association can be 
engaged to increase demand for services. Faith 
based organisation are also stakeholders who can 
connect patients to care. They can identify and 
connect migrants to care, conduct home visits, 
share information.  

- Volunteers are critical to bridge gaps with migrants. 
In other provinces such as Mae Hong Son, there are 
community volunteers that do not fall into either 
MHV or VHV categories  

-  

- Conduct outreach events with VHV, MHV, NGO, 
faith-based organization, to provide education, 
basic health services, and linkage of care as part 
of service delivery network. 

- Explore demand side financing (e.g. Voucher 
scheme) to facilitate access to health services 
among migrants 

- Explore tele-health solutions to triage migrants to 
reduce workload on providers.  

- Channel migrants towards existing structures for 
migrants such as insurance 
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5 Sustainability of MHV and VHV due to 
voluntary nature of work, and 
potential duplication of training of 
MHVs by stakeholders. 

- VHVs operate within the Thai public health system 
and receive defined allowance and benefits. VHVs 
may be less likely to work with migrants as their 
target population are Thai citizens. 

- MHVs are largely project-based, lack formal 
incentives or standardized benefit structures, and 
are not always recognized by the community. 
Turnover rates are significantly higher than VHVs, 
with 80% dropout rates reported in Kanchanaburi 

- VHVs are designated 'buddies' of MHVs in border 
areas. MHVs generally remain in their community 
and serve as point of contact for health workers. 
MHVs willingly participate due to their perception 
that this role will enable them to take care of their 
people in the community. (SHPH HCP and MOPH) 

- The limited allowance or no allowance does not 
reflect VHV/MHV actual workload and 
responsibilities, leading to drop outs. 

- Ongoing initiatives aim to improve the sustainability 
of MHVs, including pilot projects IOM and the MoPH 
in Tak Province, as well as capacity-strengthening 
programs led by Mahidol University. 

-  

- Review allowance for VHV and formalize financial 
allowance for MHVs and system to recognize and 
document trainings received. Some benefits 
available to VHVs benefits such as cremation and 
scholarship, may be expanded to MHVs. 

- Develop stronger linkages between public 
institutions and supporting organizations to 
ensure standardized structured training, formal 
recognition, and long-term integration of MHVs 
into the health system. 

- Standardize and legally recognize training for 
medical interpreters, as many individuals 
currently working in this role lack formal legal 
recognition under Ministry of Labour regulations. 

- Develop performance-based incentive for MHVs 
similar to VHVs, in which there is training then 
performance-based payment 

- Explore having documentation from MoPH to 
recognise MHV contribution 

6 Discrepancies in migrant health 
information due to challenges in 
identifying patients and varying 
requirements across institutions to 
record health information. Additional 
time is required by healthcare staff to 
reconcile information, which 
challenges arrangements for follow-
up care  
 

- Stakeholders from Sangkhlaburi district reported 
poor data integration across the MoI, Ministry of 
Labour, and MoPH, creating gaps in social security 
and health coverage for migrants. This particularly 
affects undocumented migrants who have received 
ID cards, but their names are not listed in official 
systems. 

- In Tak fingerprinting is used. Patient names are 
similar, and there is also the use of different names 
at different times. Up to 30% patients are lost to 
follow-up.  

- The biometric system is piloted in some contexts 
(e.g., for identification, service access, or 
registration), but it is not fully institutionalized 
across the Thai health system. Concerns around 

- Co-develop service delivery network for 
information sharing and sharing of services 

- Expand use of biometric system for registration  
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data privacy, security, ownership, consent, and 
storage are reported, which are sensitive for 
undocumented migrants, given fears of data misuse 
or linkage to immigration enforcement. 

- Health data for undocumented migrants are not 
consistently integrated into national health 
information systems, limiting continuity of care and 
system-level planning. 

7 Limited cross-border coordination 
and in-country referral requirements 
in Thailand limits continuity of care.  

- The number of steps required for referral is a barrier, 
as facilities in Myanmar cannot directly refer 
patients to a facility in Thailand. 

- Cross-border movement has become more tightly 
regulated. Cooperation from the Thai side is 
essential to facilitate smoother and safer transfer of 
patients and health services from Myanmar to 
Thailand. 

- Strengthen NGO capacity to provide services in 
Myanmar and reduce referral to Thailand 

- Standardize cross-border referral systems 
across provinces 

8 Lack of demand forecasting, 
financing, and delivery strategies to 
reach undocumented migrants. 
Doses administered to migrants are 
leftover doses from multi-dose vials 
and registered as wasted doses.  

- Centre for Disease Control has a policy to 
recommend immunization for migrants along with 
Thai people. However this remains an unfunded 
mandate without a dedicated budget. 

- No allocated supplies for migrants, and vaccine 
doses for migrants come from leftover doses in 
multi-dose vials (recorded as open-vial wastage), 
since demand planning is based on the number of 
Thai people and registered migrants. Consumables 
for undocumented migrants (including syringes and 
safety boxes) are also not claimable, unlike 
administration for Thai people.  

- Migrants may have limited knowledge on 
vaccinations. 

- Limited reach for Thai public health services for all 
migrant communities, particularly those who are 
mobile, undocumented, or residing in border and 
informal settlements. There is also no dedicated 
manpower to conduct outreach vaccination for 
undocumented migrants, unlike in refugee camps. 

- Despite humanitarian efforts, urgent displacement 
and relocation often prevent children from 

- Develop delivery strategies, communication, and 
social mobilization to reach undocumented 
populations to address dropout and zero dose 
children. Examples include community 
outreach, mobilizing faith-based networks, and 
delivery of workplace-based services. 
Collaborate with Migrant Learning Centre for 
vaccination. Good practice from other provinces 
includes vaccination requirement for school 
enrolment in Chiang Rai, vaccination in migrant 
learning centres in Tak, and vaccination card in 
Thai and Burmese languages in Tak.  

- Coordination platform to share good practice 
across border provinces (for immunisation and 
other services).  

- Thai government funding for twin health centres 
in provinces other than Tak. Under the Twin 
Village/Hospital model, Thai and Myanmar 
volunteers and EHOs collaborate using Thai IT 
systems and mobile platforms to monitor 
epidemics, health risks, and outbreaks across 
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completing vaccination schedules on the Myanmar 
side, leaving gaps upon arrival in Thailand. 
Differences between Myanmar and Thai EPI 
schedules further complicate follow-up, dose 
recognition, and completion of immunization among 
migrant children. Many migrant children do not have 
a vaccination card. For those who have it, this is in 
Burmese and Thai health care providers could not 
read it. 

- M-FUND supports the cost of vaccination at public 
facilities. Some examples include neonatal vaccines 
and adult post exposure management for rabies at 
public facilities. If a child is covered as a member, 
the vaccination is covered. 

 

three districts in Tak Province and adjacent areas 
in Myanmar, covering 16 communities.  

- Through the Twin Village/Hospital model, 
institutionalize cross-border immunization 
coordination with Myanmar health 
providers/EHOs to ensure immunization 
continuity, avoid duplication, reduce missed 
doses, and share primary health care 
responsibilities. Examples: use bilingual 
vaccination cards (ethnic language and Thai) with 
continuation of the Thai catch-up schedule; 
regular reconciliation of cross-border defaulter 
lists; and outreach delivery by Twin Village teams 
to migrant communities. 

- Revise polio campaign to multi-antigen campaign 
(i.e. deliver multiple vaccines alongside polio 
vaccine for children with missed vaccine doses) 

- Advocacy for international funders to finance 
vaccine procurement and delivery for 
undocumented migrants in Thailand, and for Thai 
public health officials to revise vaccine demand 
forecasting calculations to account for 
undocumented migrants and to include reporting 
of doses administered to improve vaccine 
demand estimates. 
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This study also has limitations that should be considered when interpreting the findings. 
First, while findings from migrant participants in Sangkhlaburi district provide deep, 
contextual insights, future research should expand recruitment to other districts in 
Kanchanaburi to assess generalizability. Second, both documented and undocumented 
individuals may have been recruited for this study, as documentation verification of 
migrants was not conducted by the study team considering potential security concerns by 
participants. While this may influence the extent to which specific barriers faced by 
undocumented migrants could be identified by this study, consistent insights were gathered 
on migrants’ experiences on navigating the health system and accessible health care 
sources in Sangkhlaburi. Third, health provider participants were drawn largely from public 
sector facilities, with only 1 study participant from the private sector. While the findings on 
challenges faced were consistent with that from the public sector, future work can consider 
validating these with more private-sector participants. 

Lastly, we provide recommendations for policy, health system and program consideration 
based on evidence from this study in Section 6. 
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Section 6: Recommendations 

This section presents 9 recommendations based on gaps on availability of services (Section 3), hospital expenses (Section 4), 
and gaps in access and service delivery in Kanchanaburi, and supplemented with learnings in Tak (Section 5), with the overall 
aim to improve MNCH for undocumented migrants along the Thai-Myanmar border as outlined in the ToC (Section 2). The 
recommendations are organized by level of engagement, key challenges, and health system building blocks in Figure 19. 

 
Figure 19 Overview of recommendations by gaps identified 

G1. Limited 
availability of ANC, 
family planning and 
delivery services in 

the border areas
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in border areas
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behavior of 

migrants
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migrant health 
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cross-border 
coordination
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reach undocumented 

migrants

Policy
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The recommendations are also organized with proposed responsible stakeholder groups for further action (Figure 20). 

 
Figure 20: Overview of recommendations by proposed stakeholder group 

TH-HCP-P: Thai healthcare provider; TH-PM: Thai policy maker; TH-NGO: Thai-based non-governmental organization; M-HCP: Myanmar-based 
healthcare provider; M-PM: Myanmar policy maker; CBO: community-based organization; FBO: faith-based organization; EHO: ethnic health 
organization; I-NGO: international non-governmental organization; A/RF: Academia and research funder; EMP: employer of migrant workers 

TH-HCP TH-PM TH-NGO M-HCP M-PM CBO FBO EHO I-NGO A/RF EMP
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✔ ✔ ✔ ✔ ✔ ✔ ✔
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6.1 Policy level recommendations 

6.1.1 Enhance enrolment of health insurance schemes to sustain financing of 
migrant health 

Rationale with evidence from this study 

Border health facilities in Kanchanaburi face sustained financial pressure due to 
inconsistent reimbursement mechanisms, high volumes of uninsured migrant patients, and 
constrained provincial budgets, resulting in public hospitals absorbing substantial unpaid 
costs. Unlike Tak, where strong NGO networks provide complementary financial and 
operational support, Kanchanaburi relies largely on public-sector financing, highlighting the 
need for structured provincial-level financial risk-sharing arrangements. Enrolment in 
existing migrant health insurance is suboptimal, which further undermines system 
sustainability, and reflects barriers related to limited awareness, restrictive eligibility criteria, 
complex enrolment processes, and regulatory constraints for undocumented migrants. This 
also applies to populations residing in formal camps. 

Recommended actions 

• MHIS and M-FUND to collaborate with NGOs and donors to subsidize insurance 
premium for undocumented migrants to strengthen enrolment in existing health 
insurance schemes and promote their integration with formal health systems and 
referral pathways. 

• MHIS and M-FUND to review and simplify insurance eligibility criteria, enrolment 
procedures, and benefit packages to improve uptake and continuity of coverage.  

• MoPH/ Provincial Health Office to establish common communication channels with 
health providers on disbursement criteria of MHIS funds.  

• MHIS, M-FUND, and health providers to expand insurance awareness and promotion to 
include migrant families, employers, EHOs, faith-based organization, and CBOs through 
targeted outreach. 

• MoPH, MoI, and National Security Council to clarify and streamline ministerial approval 
processes to enable insurance awareness and enrolment activities in formal camps. 

• MoPH, MHIS and M-FUND to collaborate with research funders (eg. HSRI and Thai Health 
Promotion Foundation) and academia/research institutes to develop an investment 
case for health insurance among undocumented migrants, using cost-benefit analysis.  

Additional considerations 

Established channels to finance migrant health exist in Thailand namely the Social Security 
Scheme (SSS), Migrant Health Insurance Scheme (MHIS) and M-FUND (Appendix 10). More 
recently, the RTG resolution provides refugees in temporary shelters the right to work in 
Thailand by applying for authorization to leave the controlled area, and a work permit that 
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requires enrolment in health insurance.57 Within the current policy context, initiatives 
should prioritize connecting migrants to existing schemes and healthcare pathways, instead 
of the development of new financing schemes. 

6.1.2 Strengthen and incentivize community health networks 

Rationale with evidence from this study 

Both VHVs and MHVs serve as cultural, linguistic, and geographic bridges with mobile and 
hard-to-reach migrant communities. Investing in strengthened VHV/MHV networks and 
community-based MNCH models is expected to yield measurable gains, including improved 
ANC follow up rate, detection of high-risk pregnancies, and higher completion of 
immunization schedule. These improvements can lower emergency care costs, decrease 
preventable complications, and reduce the financial burden on hospitals. However, the 
sustainability of this critical network is of concern, due to voluntary nature of work. Noting 
that VHVs and MHVs operate under different supporting structures, strengthening these 
networks requires tailored approaches.  

Recommended actions 

• MoPH to co-develop a national MHV strategy with IOM in partnership with health 
providers as part of the Migrant Health Strategy and Border Health Development Master 
Plan to facilitate: 1) facilitate recognition of MHV; 2) standardized training; 3) 
performance-based remuneration for MHVs. Existing trainings developed by the TBHLC 
on MNCH and border health systems can be leveraged.58 

• MoPH, in collaboration with IOM, to expand MHV capacity building efforts beyond Tak,59 
to other border provinces in Thailand. 

• MoPH to review allowance for VHVs according to existing workload.  

Additional considerations 

Expansion of volunteer capacities and networks to support service delivery would require 
additional funding. Support from NGOs, donors, and international partners would be critical 
to catalyze the development of MHV capacities, given the current financial constraints of 
the public sector highlighted in Section 4.2.1. 
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6.1.3 Promote regional and long-term cross-border health strategies 

Rationale with evidence from this study 

Cross-border coordination is critical for effective disease control and continuity of care in 
border settings, particularly given the transboundary nature of infectious diseases and the 
high mobility of migrant populations. Findings from Tak have shown how strategic 
collaboration among public health facilities, NGOs, ethnic health organizations, and 
community actors enables more efficient use of limited resources, reduces service 
duplication, and strengthens referral and follow-up systems. Such networks and 
coordination are limited in other provinces, such as Kanchanaburi. 

Recommended actions  

• Thai health providers to strengthen informal and operational-level coordination with 
Myanmar-based providers to support vaccination follow-up, disease surveillance, and 
high-risk referrals in settings where formal agreements are not feasible, modelled on the 
Twin village/hospital model in Tak province. 

• Thai and Myanmar health providers to coordinate with checkpoint authorities to enable 
facilitated crossings for ANC, post-natal care (PNC), and child vaccination services, and 
leverage neutral intermediaries and cross-border health networks to facilitate 
communication and service linkage for mobile and undocumented populations. 

• MoPH, MOI and EHOs to initiate regular multi-stakeholder coordination platforms 
involving Thai health authorities, NGOs, EHOs, CBOs, faith-based organization and 
community actors to design and implement context-appropriate cross-border 
coordination mechanisms that aligns on outreach schedules, referral pathways, and 
follow-up systems, modelled on the Joint Inter-Agency Coordination Committee (JICC) 
in Tak province. 

• MoPH, MOI and MFA to collaborate with counter-parts in Myanmar to introduce and 
scale portable health records, such as vaccination booklets or digital identification tools, 
to support continuity of care across borders. 

Additional considerations  

Sustaining border health services requires foundational, operational-level collaboration 
between Thai and Myanmar health systems, supported by regular multi-stakeholder 
platforms that align outreach activities, referral pathways, surveillance, and 
communication strategies. Where formal bilateral agreements are constrained by political 
or security dynamics, low-visibility and informal coordination with Myanmar-based 
providers and EHOs-often facilitated by neutral intermediaries-can support information 
sharing, vaccination alignment, and continuity for high-risk referrals. Coordination with 
security and checkpoint authorities further enhances access by enabling facilitated 
crossings for maternal and child health services and the use of portable health records to 
improve continuity of care. For example, in Tak, NGO provides ferry service for pregnant 
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mothers and children to the health care facility. However, such initiatives remain 
concentrated in selected provinces, such as Tak, with feasibility and sustainability varying 
across settings. As health service capacity in Myanmar declines, collaboration with EHOs 
and reliance on Thai facilities for services such as vaccination have become increasingly 
important. Strengthening long-term sustainability will require a clear national strategy that 
aligns government priorities with private-sector engagement and donor financing, prioritizes 
government-supported migrant health insurance (Recommendation 6.1.1), and advances 
formalized regional collaboration mechanisms, such as ASEAN health platforms (e.g., 
ASEAN Health Cluster 3 for HIV). 

6.1.4 Enhance information sharing, data harmonization and monitoring 
systems and use of documentation systems to support evidence generation 
for policy 

Rationale with evidence from this study 

Migrant access to services depends on flexible documentation approaches. Accurate 
identification of migrants facilitates continuity of care and efficiencies in service delivery. 
Existing infrastructure to facilitate documentation of migrants can be leveraged in 
Kanchanaburi. This includes the Thai Red Cross Biometric Authentication System (TRCBAS) 
that has successfully registered over 200,000 undocumented migrants in Mae Hong Song, 
Tak and, Samut Sakhon as of September 2025.60 This provides accurate data for public 
health service planning and disease surveillance, and could be expanded to other regions in 
Thailand. Investments in other simple biometric tools (photo IDs, fingerprints), nationality 
verification systems, and health insurance enrollment also provide a form of identification 
that would serve to reduce delays in care.  

Continuity of care also depends on simple, interoperable tools that can be used across 
facilities and organizations. Strengthening monitoring systems and generating evidence on 
emerging maternal and child health needs will help service providers adapt programs to 
rapidly changing migration patterns in the longer term. Shared technical guidance across 
facilities, including standard operating procedures, simplified protocols, and community-
focused health education materials can also promote consistent service quality across 
public, NGO, and community-led providers. Availability of data could also facilitate 
research in this area, including cost-effectiveness analyses, to inform program or policy 
decisions.  

Recommended actions 

• MoPH in collaboration with IOM, to expand TRCBAS use to other border regions in 
Thailand.  

• MoPH and MoI in collaboration with NGOs, CBOs and EHOs to define a minimum 
migrant-sensitive dataset with standardized disaggregation variables (e.g. age, sex, 
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mobility status, location of service, referral source) for collection to generate evidence 
for informing service delivery while applying a do-no-harm approach to sensitive 
information. Migrant-sensitive indicators, including indicators for MNCH and 
vaccination, should also be integrated into provincial and national health information 
systems to improve visibility and monitoring of mobile and undocumented populations.  

• MoPH, MoI and health providers to align monitoring systems for undocumented migrants 
and MNCH, for routine exchange with other providers in different provinces. This can 
include having shared referral forms, harmonized child health records, and photo- or 
biometric-based identification systems to strengthen tracking of ANC visits, 
vaccinations, and follow-up appointments, or digital solutions such as basic mobile 
applications or secure messaging can be adapted to settings with intermittent 
connectivity.  

• Academia/research institutes and research funders, in collaboration with MoPH and MoI, 
to conduct research on available data to inform policy and service delivery for 
undocumented migrants. 

Additional considerations  

Experiences from NGOs (from stakeholder meeting) have highlighted the benefits and risks 
of data systems for undocumented migrants where information is sensitive. For example, 
SMRU has invested in improvements to health information and biometric identification 
systems, which offer potential benefits for continuity of care, but raise concerns regarding 
feasibility, cost, and privacy. Collaboration between SMRU and M-FUND supports 
community engagement along the border. While routine and operative procedures often rely 
on Thai public facilities particularly Mae Sot Hospital, high referral costs remain largely 
unaffordable for migrant patients, prompting exploration of alternative cost-sharing or 
coverage mechanisms. Additionally, SMRU champions research, transforming evidence 
into insights to inform service delivery and policy for migrants.  

M-FUND maintains an independent database to assess members’ eligibility for other 
insurance schemes and facilitate mainstreaming across providers, while safeguarding 
confidentiality through QR-based membership verification, secure servers, role-based 
access with two-factor authentication, and aggregate-only reporting to donors.  

Overall, experiences from NGOs based in Tak highlight the need for a common set of 
information aligned across stakeholders for border health that is critical for service planning 
for undocumented migrant while maintaining confidentially. Examples include case counts 
for infectious diseases that are shared across NGO and public providers for surveillance 
purposes. 
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6.1.5 Develop demand forecasting and monitoring mechanisms for 
immunization service delivery to undocumented migrants  

Rationale with evidence from this study 

The Centre for Disease Control has a policy to include migrants for immunization as a public 
health need, and health providers are committed to delivering it. However, there is no 
dedicated funding for this policy. There is also no demand forecasting of vaccine supplies 
for undocumented migrants. Vaccine doses for undocumented migrants come from leftover 
doses in multi-dose vials (recorded as open-vial wastage), since demand planning is based 
on number of Thai people and registered migrants. The consumables (including syringes, 
safety boxes, cotton wool) for undocumented migrants are also not claimable, unlike 
administration for Thai people. Immunization services for migrants are also largely 
opportunistic, relying on migrants to visit health facilities. Challenges also exist in follow up 
to ensure that migrant children receive all doses in the vaccine schedule, given the 
livelihood and socioeconomic circumstances of migrants.  

Recommended actions 

• Improve tracking of vaccine coverage in undocumented migrants, to identify zero-dose 
and partially immunized children: MoPH to establish a multi-stakeholder working group 
to harmonize immunization indicator framework for use across public facilities, NGOs, 
EHOs, and community providers to ensure consistent reporting on coverage and drop-
out for undocumented migrants. This includes alignment of data collection formats, 
definitions, reporting templates and timelines across stakeholders to ensure 
comparability and interoperability of vaccination records across 
provinces/providers/countries. 

• Estimate the denominator for number of undocumented migrant children to vaccinate: 
Health providers, supported by NGOs and community partners, to document 
disaggregated utilization data on immunization by undocumented migrants to inform 
initial demand forecasting for supplies. Triangulated data sources (e.g., service 
utilization trends, outreach records, mobility patterns, NGO/EHO data) can also 
supplement resource allocation projections. This should form the basis of demand 
forecasting calculations to MoPH. 

• Increase routine vaccine outreach activities to reach unvaccinated and partially 
vaccinated children: Health providers to collaborate with migrant learning centres, 
leverage cross-border coordination mechanisms (e.g. twin village/hospital model), and 
service delivery networks for outreach to coordinate delivery and monitoring of 
immunization services. 
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• NGOs and academic institutions to advocate for international funders (e.g. GAVI, 
UNICEF, etc.) to finance vaccine procurement and delivery for undocumented migrants 
in Thailand. 

Additional considerations 

Aligned data standards, and shared accountability across public and non-state providers is 
critical to inform vaccine supply forecasting and immunization service delivery. Other 
recommendations on cross border coordination (Recommendation 6.1.3), strengthening 
service delivery networks (Recommendation 6.2.1), and outreach (Recommendation 
6.2.2) would further strengthen delivery of immunization services in border areas. 

6.2 Health system level recommendations  

6.2.1 Strengthen infrastructure for service network through multi-partner 
MNCH delivery models 

Rationale with evidence from this study 

Border provinces face sustained maternal, newborn, and child health (MNCH) service 
pressures driven by population mobility, cross-border care-seeking, legal vulnerability, and 
uneven health infrastructure distribution. High service demand in border facilities 
contributes to overcrowding, delayed care, and gaps in follow-up. Specialty services are 
also concentrated in certain districts. A coordinated private-public partnership for service 
delivery model, as shown in Tak Province, would strengthen governance, rebalance 
workload, align financing incentives, and build sustainable workforce and infrastructure 
capacity. 

Recommended actions 

• MoPH to collaborate with research funders and academia/research institutes to map 
out stakeholders that directly or indirectly support undocumented migrants. These 
include (but not limited to) public providers, private providers, CBOs, EHOs, faith-based 
organizations, educational facilities, labor networks and migrant worker association in 
the province. 

• MoPH and MOI to initiate regular coordination platform between key migrant health 
actors in the province identified from above, to share best-practices from within the 
province or Tak, and facilitate task-sharing across public facilities, NGOs and EHOs to 
optimize limited resources, reduce service duplication, and strengthen continuity of 
care. Workload and capacity data (e.g. service readiness assessments, patient-to–
provider, patient-to–bed ratios) should be used to realign staffing structures and 
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frontline deployment in border health facilities districts to ensure equitable and need-
based resource allocation. Additionally, financial incentives to retain staff in border 
areas should also be explored. 

• MoPH to collaborate with NGOs to strengthen the structural capacity (eg. vaccine cold 
chain systems, essential equipment, facility upgrades), and technical capacity 
(workforce training) of EHOs and community-based providers to function as formal 
partners within integrated MNCH service networks. 

• MoI and MoPH to expand primary care service capacity and align reimbursement 
mechanisms (especially for ANC) as part of decentralization plan, to enable 
redistribution of MNCH service availability across service levels in line with border health 
demand and reduce congestion in secondary hospitals. This also draws from evidence 
from Tak that demonstrates that delivering selected ANC components through 
community-based providers (e.g., NGOs and health posts) reduces referral hospital 
congestion and expands access for migrant populations.   

• Health providers to adapt service hours (e.g. evening and weekend clinics) and expand 
outreach/ flexible service models (e.g. community-based ANC follow-up, mobile ANC 
and child health services, immunization outreach, mobile laboratory and ultrasound 
services) to adapt to work arrangements and address geographic, documentation, 
mobility-related barriers of migrants.  

• Provincial Health Office to establish continued cross-provincial learning exchanges (e.g., 
Tak–Kanchanaburi workshops and site visits) to scale up culturally responsive care 
provision for migrants for public health providers, NGOs, EHOs, VHVs, and MHVs, with 
emphasis on MNCH competencies, emergency referral systems, and standardized data 
reporting. 

Additional considerations  

Public sector leadership has been reported to be instrumental in advancing and sustaining 
service delivery partnerships and collaboration. Additionally, the MHWG led by IOM 
(highlighted in Section 1) should be leveraged for advocacy and strengthening of a service 
delivery network for migrant health in Kanchanaburi, and other border provinces. Overall, 
this recommendation should be jointly considered with outreach (Recommendation 6.2.2), 
and influences cross border coordination networks (Recommendation 6.1.3). 
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6.2.2 Decentralize outreach platforms, supported with community 
mobilization 

Rationale with evidence from this study 

Mobile and undocumented migrants frequently experience delayed or incomplete access 
to ANC, PNC, immunizations, and growth monitoring due to high mobility, lack of 
documentation, financial constraints, and fear of checkpoints. Structured, community-
based MNCH outreach is critical, where demand among migrants has been observed. 
Outreach also addresses several systems challenges in Kanchanaburi that seek to increase 
awareness among migrants by targeting underlying health seeking behaviors, while serving 
as a health service contact point and a triage mechanism to prevent overwhelming of public 
health capacities (Section 5). Our literature review (Section 2), and best-practices from Tak 
(Section 5.2.3) also highlighted the role of decentralized outreach and care models in Tak 
with MLCs, mobile health teams, residential programs for TB, and satellite birth and ANC 
facilities that have been successful for MNCH.  

Recommended actions 

• Health providers, in collaboration with community networks, to establish micro-
outreach/satellite clinics or health posts in high-mobility clusters such as farms, 
factories, construction sites, riverside settlements, as part of outreach. 

• Health providers to collaborate with employers of large and medium-sized 
establishments such as rubber farms, factories, plantations for on-site vaccination days 
for children, workplace ANC/PNC screening days with bilingual staff, employer-
supported insurance literacy sessions and distribution of user-friendly health education 
materials 

• Health providers to coordinate clinic schedules with community leaders, employers, 
labor networks and migrant worker association, with fixed MNCH service days to create 
predictable access points for ANC, PNC, child immunizations, and nutrition follow-ups. 
Collaborations with teachers, community representatives, and CBOs can be made to 
verify children without documentation and MNCH service availability. 

Additional considerations  

Community networks are critical for language-appropriate outreach. These actors play 
essential roles in identifying pregnancies early, tracking immunization defaulters, 
supporting follow-up, and facilitating communication with families who have low literacy or 
limited Thai language proficiency. While this places a heavy responsibility on volunteers 
from the community, recent developments of a translation app by Mahidol University will be 
useful in easing these constraints. Where key actors for border health are mapped out, 
shared resources for volunteers beyond VHV and MHV can be mobilized. Hence, this 
recommendation should be jointly considered with strengthening service delivery networks 
(Recommendation 6.2.1). 
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6.2.3 Recognize and mobilize frontline actors from Myanmar 

Rationale with evidence from this study 

Providers in border health facilities face high workloads with challenging work conditions 
that impact overall turnover of manpower and capacities of health facilities to provide 
services. Myanmar nationals with healthcare expertise can serve to improve 
communication, trust-building, and continuity of MNCH care for mobile and undocumented 
migrant families and has been piloted in Tak province.  

Recommended actions 

• Health providers and NGOs to develop clear guidelines, conditions, and restrictions for 
the engagement of support staff that can speak languages spoken by migrant 
communities. 

• Thai healthcare providers to provide low-profile, supervised roles that allow support staff 
to contribute safely to migrant health services. 

• Border Health Learning Centres, such as TBHLC, to create targeted capacity-building 
programs to certify and recognize the skills of support staff, while aligning them with Thai 
clinical and administrative standards. 

• MoPH and MoL, in collaboration with NGOs, EHOs and CBOs to explore longer term 
regulatory pathways for formal recognition and engagement of Myanmar frontline actors 
for service delivery. 

Additional considerations  

During COVID-19, there were cases where Myanmar healthcare providers supported care 
for migrant patients when the Thai system faced staff shortages, raising the question of 
whether similar arrangements could be formalized in a regulated way in future. There is 
limited recognition and formal acknowledgement of these individuals, limiting their ability 
to work officially in Thai health facilities and NGO.  As a result, they often contribute 
informally despite being among the most effective at bridging linguistic and cultural barriers 
for migrant women and children.  

Given that border health work operates within a complex political and security environment, 
any collaboration with Myanmar-origin frontline workers or cross-border providers must 
incorporate explicit risk-mitigation measures. These include maintaining low-visibility 
engagement while maintaining trust with the communities, using neutral intermediaries 
(such as NGOs), ensuring that roles remain supportive rather than formal clinical positions, 
and aligning activities with local authorities’ comfort levels. Such safeguards help protect 
workers, communities, and institutions while still enabling essential communication, 
referral, and follow-up for migrant women and children.  
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Accreditation of Myanmar-trained clinicians (doctors and nurses) would have a significant 
impact for this recommendation, and advocacy efforts are underway with the Thai medical 
council. The feasibility of this recommendation also depends on the availability of trained 
individuals that can differ across provinces. Continued engagement with policy makers in 
Thailand in collaboration with NGOs, EHOs, and CBOs is critical to explore context-
appropriate mechanisms to recognize and engage Myanmar frontline actors for service 
delivery. 

6.2.4 Employ teleconsultation and remote MNCH support in migrant 
languages to support referral and follow-up care 

Rationale with evidence from this study 

Language barriers limit migrant access and continuity of care to MNCH in Thailand, that may 
be addressed through digital or alternative channels of communication. In Tak, 
telemedicine and online consultations support are available for adolescents seeking family 
planning and reproductive health services. Based on stakeholder consultations, telehealth 
is also being implemented in Tak as a gap-filling solution between NGOs and hospitals 
(reducing workload in secondary hospitals), supporting online consultations, appointment 
scheduling, referrals, and insurance advocacy, often initiated through social media.  

Recommended actions 

• Health providers (NGO, public, private) to identify implementation partners with 
expertise in teleconsultation platforms (e.g. Community Partners International, etc.) to 
pilot and explore feasibility of teleconsultation that considers access to phones and SIM 
cards, while collaborating with community networks (CBOs, faith-based organizations, 
EHO, labor networks and migrant worker associations) to understand the acceptance of 
teleconsultation services among migrants.  

Additional considerations 

The use of informal coordination through chat-based applications are prevalent for 
coordination among stakeholders in Thailand. Such platforms can be leveraged, in 
collaboration with EHO and CBO as partners to bridge gaps in communication between 
stakeholders. Messaging apps and social media such as Facebook, LINE and WhatsApp 
have been employed by organizations providing services to migrants in Southeast Asia, 
including Thailand.65 Similarly, culturally and linguistically appropriate MNCH consultations 
through digital channels or chat-based guidance (e.g. LINE, Messenger, WhatsApp) can be 
explored, with teleconsultation hotlines in ethnic languages (e.g. Karen, Burmese, Mon, 
etc.) for pregnancy counselling, danger signs, breastfeeding support, and contraception 
information. Limited access to functioning SIM cards and mobile phones challenges the 
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inclusivity and feasibility of teleconsultation for undocumented migrants, and further 
assessment is required prior to implementation. To address communication challenges 
caused by unstable SIM cards among undocumented migrants, communication channels 
can be shifted from Viber to LINE and Messenger platforms that do not require SIM cards. 
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Section 7: Next steps 

• Policy advocacy and results dissemination  
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