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ABSTRACT 
        A cross-sectional study on patient’s delay in a tuberculosis center treatment, 
among Myanmar migrants in SamutSakhon Province was conducted during January-
February, 2005. Specific objectives were to identify the period of patient’s delay, to 
describe predisposing factors, enabling and need factors to TB center treatment and to 
examine the relationship these factors and patient’s delay. Purposively selected study 
areas, 157 TB patients for the sample.Interview questionnaire, MiniTab and Chi-
square tests were used.  
.        Patient’s delay was 71.34% of the respondents, 29.3% short delay, 42% long 
delay. 73% of patient with poor knowledge were the mostly delayed. No predisposing 
and socio-demographic factors were significant. Of enabling factors, availability of 
information from the hospital doctors and staff was significantly related to patient’s 
delay p=0.04. Among the need factors, 80% of patients’ perception with a high level 
of severity of TB, 78% of perceived with  high level of treatment benefit had delayed 
with p = 0.01, 0.03. Reverse findings in this study can be explained by prior infection 
before migration and wait for health insurance card.Among symptomatic 
patients,nearly 75% were delayed with  p = 0.001. Main reasons to come to TB center 
were “detected by labor registration” at 65%. About 75% of these were delayed with  
p = 0.014. Reasons for delay, “wait for insurance card” was at  53%. All significant 
values were weak in relationship. 
  The results suggest a health education plan, a workplace TB control program 
and peer education are needed for migrants. A shortened period for issuing an health 
insurance card, strengthened existing TB surveillance system, proper channels for 
labor migration between Thailand and Myanmar are recommended.A similar study in 
a different location, system delay, total delay, compliance, defaulter, and qualitative 
studies at workplace are needed. 
 
KEY WORDS: PREDISPOSING FACTORS / ENABLING FACTORS / NEED 

FACTORS / PATIENT’S DELAY / MIGRANT TB PATIENTS   
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CHAPTER 1 

INTRODUCTION 

1.1 Rationale and justification of the study 

 

The global tuberculosis epidemic has reached an unprecedented scale, 8.5 

million new cases and 2 million deaths annually.[1] Tuberculosis is the leading cause 

of death from a single infectious disease, accounting for over a quarter of avoidable 

deaths among adults. (Shimao,1999) It has been estimated  that between 19% and 43% 

of the world population is infected with Mycobacterium tuberculosis. The smear 

positive pulmonary TB cases play the major role in the transmission of this 

infection.[2] All of them should access to effective care for curative as well as 

preventive aspects. In 1999, World Health Assembly resolution proposed that all 

countries adopt two TB  control  targets for the year 2000, later became 2005 target, as 

to detect 70%  of smear positive cases, to treat successfully 85% of  such cases. [3]                     

According to Table 1, there is a need to improved TB control in twenty two High 

Burden Countries (H.B.Cs) and sought solution to constraints through a wide 

consultative process.           In 2003, global TB control became  expanding control 

activities  across all health  care providers and other stakeholders within the health 

sectors as well as  broader range  in sectors beyond  health.   Moreover, regional and 

national stop TB partnerships formulated the global perspective into country level 

action and accelerated to reach their target. Progress in TB control has contributed a 

integral part of country health status and poverty reduction.  WHO has encouraged TB 

control as up to individual level, set up 2004 World TB day slogan;“ every breath 

count, stop TB now.”[1] 

 On the other hand, TB has been contributed to the major health problems 

encountered by human race because of the following factors 

1. Large portions of young adults are the highest risk group in the population. 

2. Increasing the migration of populations due to economical and political 

constraints 
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3. The rapid spread of HIV epidemic, a condition that facilitates the spread of 

TB. 

4. Inadequate efforts made in the past   TB controlling in the region.[4]   

 

Table 1   Incidence of TB estimated in 2002 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source; Global TB control: WHO Report, 2004 Table 6;pg 22 
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  Therefore TB still remain as an important public health problem, even despite 

of technological advance and control programme. Especially, TB stands as one of the 

infectious diseases, plays as a leading cause of death among adults in developing 

countries. Even in some industrialized countries also have recently seen the 

reemergence of this disease.[5]   TB kills more women than all causes of maternal 

mortality than all other causes  put together. More than one million women died 

needlessly from TB every year. If TB is left unchecked in the next 20 years, almost 

one billion people will become newly infected, 200 million will develop the diseases , 

and 35 million will die of it. [6]   TB hampers economic development by reducing 

workforces, diminishing productivity and cutting household income by third. 

Interrupted  or improper treatment of the disease can lead to drug resistance. This 

MDR-TB require regimens 100-1400 time more expensive than DOTS. [7]    

Consequently ,WHO (1998a) estimates that by the end of century, HIV infection will 

cause an additional 1.5 million cases of TB annually .Under conservative 

assumptions ,Murry et al.(1993) forecast a 10% increase in deaths from TB  between 

1990 and 2015. [8]  

 Half of all new global cases of TB (4.5 million of 9 million ) each years are in 

six Asian countries – Bangladesh, China, India , Indonesia ,Pakistan and the 

Philippine.[6]     Majority of TB disease and death occurs 75% among them active 

segments population (15-54) years of age, working age groups( murry, 1996,p212).  

Regionally, when focus on previously stated four main reasons for TB as a 

major public health problems ; Second one is also an important factor for border areas. 

Population movement in Thailand is very common, especially at Thailand and 

Myanmar border. This area is populated by  approximately 110,000 displaced persons 

registered in UNHCR; 109,000 registered migrant with work permit; 6.7 million Thais 

and an estimated 300,000 to 500,000 unregistered migrant. This latter group creates 

the largest public health problems , as reports indicate many of them do not have 

access to health services, have increased morbidity and many public health risks, such 

as low immunization rate. Some members of the at risk population are highly mobile, 

moving back and forth across the border. This raises increased concerns over the 

transmission of disease, such as multi-drug resistant TB and drug- resistant malaria. 

About the TB situation, 1997-2002 survey in border area has found that border district 
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hospitals had registered Thai and alien cases more than 50-100 cases, twice the cases 

of non- border district hospitals. Non- resident cases had unattached rate of more than 

50% . The TB drug resistant surveillance, rate of MDR is more than five time of 

country coverage. [9]       In resource-poor areas , inconsistent   drug supply and weak 

TB control infracture can lead to a vicious cycle of inadequate treatment, the 

generation of drug resistance TB and transmission of resistant strains. [10]       

Similarly, TB control programme has  faced the problems for  providing accessible 

care for migrants with TB and ensuring that patient with TB, who migrate, can 

complete the treatment. From the point of public health, the development of strategies 

to tackle the issue of trans-border migration of people with TB is an important issue 

for national TB control programme and necessitates joint intercountry effort that 

should be work across the  political boundaries.[11]      

Ratchaburi , fourth  regional TB zone is west of the central part of Thailand, 

has long border with Myanmar and seven provinces are included in this TB zone. As a  

regional level of TB zone ,TB new smear positive infection case (rate per 100,000 

Population)are  still high about  48 to 55.57 in year 2000 to 2003.      In 2002, DOTS 

has been expend to five agencies which were not under MOPH as in private sector 

with Social Security Service and 30 bahts Project. But two of five agencies had quit 

from 30 baht  Project and could not evaluated DOTS, the remaining three hospital 

(Sivichai V, Samutsakhon Hospital ,etc) have been evaluated and  still under support 

of Office of Disease Prevention and Control ,Region 4.  In spite of policy ,strategies 

and target of TB control,  newly TB infected cases in five year period (1999-2003) 

found that most patient were man and age between 25-34 year had  highest infection 

rates. Moreover, twelve TB cases with age under 15 years  were found and it showed 

that spreading of TB is increase in community . ( Ratchaburi regional TB zone  

Report, 2003) 

 SamutSakhon is a one of provinces in this zone and TB prevalence is still high 

about 73.85 in 2003. It was a highest TB  infected rate in this region,  This province is 

only 30 km from Bangkok, has an estimated number of 200,000 Myanmar workers. 

Which is nearly two thirds of the total population 390,699 of SamutSakhon. They 

were working as sea food factory workers, agricultural workers and construction 

workers and fishermen.  The number of migrants workers in this area is increasing 
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every day and among them infectious diseases like TB, malaria, filariasis, diarrhea, 

and HIV/AIDS are becoming health problems   ( Samut Sakhon Provincial Health 

Office Report , 1997).  Myanmar migrants TB 83 patients had treated in Samutsakhon 

General Hospital and 290 TB patients had treated at Private Hospital, in period of  

2003-2004. This was higher than that of previous years with only 171 TB patients. 

  Due to their mobile nature , it may also  prone to get  high defaulter rate 

in 2004 like as other province (Mae Sot 35.6%, etc )as well as high drug resistance 

rate (Mae Sot, 41.4%)[12] There is a lack of information pertaining to population size, 

type of their life style, related factors of knowledge of TB. These information gaps are 

due to lack of research among mobile population, political conditions and national 

focus and so it may lead to hidden or undiagnosed many  TB cases among this 

population.    In general, early case detection is really necessary for  TB diseases 

control and prevention aspect and the only measurable and practical indicators  for 

coverage of case detection is measuring about patient delay. 

 For this reason, many researches may need in order to know more detail 

information about TB disease among migrant population. This research had done on 

Myanmar migrants at Samutsakhon as they are  vulnerable group and no information 

about delay factors. No research has been done among Myanmar migrants   with this 

kind of study  at  this areas ,and also with reason of increasing trend of this devastating   

disease and migrant population in this area as mentioned before. So this  is essential 

issue to study. This study was  focus on predisposing, enabling and need factors  

related in  seeking treatment to  TB center. 

 The finding from this research can fill the information gap on migrants  related 

TB disease prevention and control.   The result obtained from this study may give not 

only useful tool for combating TB occur in migrant population but also for one 

important point to fighting against  regional and border diseases of  Myanmar and 

Thailand.  
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Figure  1    Ten Border Provinces contact with Myanmar 

( Tak,Mae Sot, Phro Phra ,Mae Ramat, Tha Song Yang, Umphang, Ranong, Mae    

Hong Son, Ratchaburi, Kanchannaburi,etc) 

1.2 Research Questions 

Case- finding and case holding ( treatment) are the most basic components data 

for  TB control programme.  All the activities should be targeted to improve these two 

components and the efficacy of the programme could be evaluated only through these 

data.       The  ultimate objective of TB control is to cut the chain of infection from 

infected groups to non-infected groups. Thus, the early detection of TB patient and 

subsequent  appropritate  chemotherapy were vital role for achieving the broad 

objective of control of epidemic , to diminish both the prevalence of infection and 

incidence of  the disease.     

The key to make  the diagnosis  of TB in a timely manner  was to suspect the 

infection in any person with more than two week of sign and symptoms compatible 

with the disease  such as persistant cough with sputum or blood , shortness of breath, 

low grade fever and  also to obtain appropiate specimens for examination.  Delay to 

diagnosis and treatment of patients with smear positive pulmonary TB result in 

increased risk of infection tramission.[13] The early case dection  could speed up 

recevory time  from TB whereas late diagnosis of active patient has been leading the 



Fac.of Grad. Studies, Mahidol Univ.               M.P.H.M. (PHC Management) / 7

more damage for them , resulting in high treatment failure rate and more serious 

complications .It is a source of infection for tramission to family, community,  and 

also  one of  the contributing factors of the drug resistance.         

Therefore, research questions are as follow, 

1.What are the  period of patients’ delay in the  study population?  

 

2.What kinds of  the  factors  (predisposing ,enabling and need factors) mainly 

relate to patient’s  delay in seeking  treatment from  TB center among migrant  

Myanmar TB patients,  SamutSakhon Province ? 

 

3.Are there any relationship between those factors and patient’s delay?   

 

1.3  Reseach Objectives: 

 1.3.1  General Objective: 

   To investigate patient’s delay in seeking   treatment from  TB center 

among Myanmar migrants TB patients  in SamutSakhon Province, Thailand. 

  1.3.2 Specific Objectives 

  1. To identify the period of patient’s delay  in seeking TB center 

treatment among Myanmar migrants TB patients. 

 2. To describe Predisposing Factors (age, gender, marital status, 

occupation and knowledge), Enabling Factors (family income ,education level, 

accessibility and availability of TB center and treatment.) Need Factors ( perception 

about TB severity  and benefit of treatment) to TB center treatment  among Myanmar 

migrant  TB patients .  

   3. To examine the relationship between patient’s delay and 

Predisposing Factors, Enabling Factors and Need Factors to TB center treatment 

among  this study population.  

 

KEY WORDS:  

 PATIENT’S DELAY,   MYANMAR MIGRANT TB PATIENTS, 

 PREDISPOSING FACTORS, ENABLING FACTORS, NEED FACTORS 
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1.4  Conceptual Framework  

 

Independent Variables 

                                         Dependent Variable  

Predisposing Factors 

  

  (Age, Gender, Marital Status, Occupation,  

   Knowledge about TB and  treatment)  

     

   

 

Enabling  Factors 

 

Family income, Education level, 

Availability, Accessibility to TB center 

and treatment 

 

 

  

Need Factors 

 

    Perception on ( Severity and Benefit of 

                                 TB treatment   ) 

 

 

 

 

 

 

Figure 2    Factors correlating  with patient's delay in seeking  TB treatment 

 

 

 
Patient’s Delay in seeking
       TB clinic  treatment  

-Non –delay 
-Short delay 
-Long delay  
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1.5  Operational Definitions of the variables 

 

Treatment of TB  :It refers to the first  episode of TB treated by Anti-TB                       

     treatment provided by TB center of   respective hospitals. 

Newly Diagnosis  TB case : 

:It refers to TB patient who has never had treatment for TB or 

has taken first time anti TB treatment within six months period. 

Myanmar migrant  TB patients 

 : It refers to men or women from Myanmar who passed  the 

borders for temporary stay in Thailand due to their occupational 

reasons. Regardless of their working status (legal/illegal), those 

adults working age group suffered with  TB. They are properly 

treated with TB center of respective hospitals in   SamutSakhon 

Province. 

Knowledge : It refers to the patient’s ability to correctly recall or get 

memory about TB with its chain of infectious disease processes 

(causal agent, reservoir, portal of exist and entry, mode of 

transmission, susceptible host), as well as TB symptoms, 

prevention and its treatment. 

 Availability : It refers to the available conditions for TB patient’s to get anti 

TB treatment. It includes the services (nearest TB centers, its 

services), source of information about TB treatment and TB 

centers . 

Accessibility            :It refers to whether the service site is ease of getting or 

convenient for  TB patient’s obtaining  anti TB treatment. In 

this study , physical, economical and socio-cultural accessibility  

about TB treatment and TB centers had included . 

Perception  : It refers to patient’s personal belief and way to notice about  

    his or   her  disease severity  and  benefits  of TB treatment. 

Patient’s delay      : It refers to the time- lapse from the onset of clinical symptoms      

until  first visit to health care facilities in  seeking TB center 

services (diagnosis and  anti TB  treatment) . In this study, 
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a period of up to 30  days  is considered  non –delay, 

 More than 30 days  up to  60 days   as   short delay  and  

More than 60 days   as long delay.[ 12]       

 

 This cut  off  point is based on the pathogenesis  of TB; it is just  because of 

after  30 days  of incubation period, symptoms are clearly manifested. [14][15]This 

delay is obtained during  interview of information about delay to TB treatment.  

 

1.6  Scope and Limitation: 

 This sample group was  not representative of the whole Myanmar migrant in 

Thailand because of purposive sampling to the study groups that represent only near to 

the northern border, Samut Sakhon  province of Thailand. It can not be generalized but 

it represented  for area with similar characteristic pattern.              

  At the time of survey, migrant TB patient’s   delay in treatment had only for 

the past few  period, rather than the whole  period of longitudinal study, so  time 

interval was  the limitation of this study. Even though asking questions for interviews 

did not face with difficulty due to  mother language. But there were   some  workers 

who cannot speak  Myanmar( some ethnic group) and also did not understand about  

some of the questions as well as  some aspect related to the questionnaires was not 

able to cover  and explain all the variables e.g  negative perception questions  were 

difficult to explain to respondents. Thus, the question had to make short and 

understandable after pretest.   As review again on weakness, there may be some 

interviewer bias on part of the patient’s answers because of the patients and doctor 

power relationship and knowledge gaps. Another bias  may be information bias on the 

part o f the patient’s memory of inherently subjective symptoms and delay period  as 

well as respondents only refer to patients who have been successfully diagnosis. Time 

limitation and searching for target population  were also constraint for data 

collection.These experiences need to avoid for the future study ,that was the limitation 

of study.   
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CHAPTER 2 

LITERATURE REVIEW 

2.1 Global epidemiology and burden of tuberculosis  
 

World Health Organization (WHO) hypothesis-in any developing countries 

whose annual risk of TB infection is  one, there will be 50 new cases  bacillary per 

100,000 population occur yearly . TB is still leading destroyer of lives from past until 

the present. It impacted on country health status and economic productivities.[16]            

Despite the fact that the causative organism was discovered more than 100 years ago 

and highly effective drug, vaccine and reliable diagnosis procedures are available 

making TB a preventable and curable disease, but  TB remains a world wide public 

health problem. [17] Moreover, emergence of HIV as an accelerator of new TB 

infections as well as occurrences of multi drug resistance strain. So, burden to fight TB 

is more complicated and bigger problems.[16]About the HIV positive people are  30 

times more likely to get sick with TB once infected, the deadly link between TB and 

HIV is a major factor, which can contribute to spread of TB.   During 1990’s an 

additional 7 million cases of TB are predicted to become of dual HIV/TB 

association,[18]  

WHO projected that, over one million women and 100,000 children will die 

needlessly from TB and hundred of thousand of children will become orphan of the 

same year, as many as half of the world’s refugees may be infected with TB and over 

17,000 of them sick with the disease.  Recognizing that TB is one of the most 

neglected health crisis and that the TB epidemic is out of control in many parts of the 

world . In 1993, TB was declared by WHO to be a global emergency. [19]              

Despite the present chemotherapy era, TB continue to attack millions of people 

every years with the fact that it is one of the ten leading causes of morbidity and 

mortality of human being  in the past, also present,and in future.  World Health Report 

(2004)   has estimated that every diseases will changing in their rank order by 

measuring of diseases burden for world leading causes since 1990 and also up to 2020. 
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Review on Table 2 ,TB will still its own  seventh rank up to 2020  as base line 

scenario measured in Disability-Adjusted Life Years(DALYs).  

Table 2 

Change in Rank Order of Diseases Burden for World Leading Causes(1990-2020) 

Diseases Rank in years 1990 Estimated Diseases Rank in 2020 

(base line scenario) 

1. Lower Respiratory Infection 1.Ischemic Heart Diseases 

2.Diarrhoea Diseases 2.Unipolar Major Depression 

3.Condition from perinatal period  3.Road Traffic Accident 

4.Unipolar Major Depression 4.Cerebrovascular Diseases 

5. Ischemic Heart Diseases 5.Chronic Obstructive Pulmonary Diseases 

6. Cerebrovascular Diseases 6. . Lower Respiratory Infection 

7.TB 7.TB 

8.Measles 8.War injuries 

9. Road Traffic Accident 9. Diarrhoea Diseases 

10.Congenital Abnormalities 10.HIV/AIDS 

Source; Global  Diseases Burden measured in Disability-Adjusted Life 

Years(DALYs); World Health  Report.2004, vol 1,p375 

  

2.2  Global TB control strategy  
 Facing the present challenge of the TB resurgence, WHO recommends a global 

TB control policy package, which represents an organizational framework for the 

effective utilization of the two existing tool: they are sputum smear microscopy 

(for diagnosis) and  short-course chemotherapy (for treatment), the WHO 

recommended framework for effective TB  control consist of the following essential 

points: Overall objectives of TB control are; to reduce mortality, morbidity and 

disease transmission , and to prevent the development of drug resistance. Strategy for 

TB control is to provide standardized short –course chemotherapy (SCC) under direct 

observation at least during the initial phase of treatment to, at least, all identified 

smear-positive TB cases.[13]   WHO is working with the governments of the worst 

effected countries to help them establish effective TB control program. It encourages 
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these countries to move toward nationwide coverage of TB as soon as possible. Most 

of these countries began by establishing demonstration and training areas of DOTS., 

one of the most cost – effective interventions of the 1990s.   WHO warned of the 

emergency of multi-drug resistant, TB strains due to poor management and incorrect 

conceptual TB programs . Even in developed countries, treatment of multi- drug 

resistant cases are still difficult, expensive and often fail.  

 According  to the WHO guideline, DOTS is a proven effective strategy of best 

TB treatment achieving good cure rate .Many scientists, TB specialists, national 

program managers and also international organization have made effort to find out an 

effective management on this DOTS strategy. WHO has play a major role to 

implement this strategy in all of its member countries including Myanmar also 

Thailand. Awareness about DOTS has wider options depending upon socio-cultural 

factors, geography, economic status and health infrastructure of country or 

community.[20] 

2.3 Tuberculosis in the Southeast  Asia Region 

The southeast –Asia region covers about one quarter of the world’s population 

also has nearly 40% of the global burden of TB cases and death are in this region 

about 95% of regional TB cases are reported from Bangladesh, India ,Myanmar, 

Thailand. Nearly 60% of AIDS cases develop TB, it is the most common life 

threatening opportunistic association with HIV..[21] In Table 3, WHO report on 

2004,,Southeast-Asia Region: deaths by mortality stratum in region estimates for 2002  

showed as follow, 

Table 3     2002-Southeast –Asia Region Estimates(death by mortality stratum) 

CAUSE Mortality Stratum 

(Low child/adult) -000. 

Mortality Stratum 

(High child/adult)-000. 

Total Deaths 2191 12466 

TB 138 461 

HIV/AIDS 59 377 

Diarrhoea 41 563 

Malaria 12 53 

Leprosy 1 2 

Source; WHO report 2004, pg121 
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2.4 TB Situation  in Thailand and its control programs 
 Tuberculosis control program in Thailand was initiated since 1949, the first 

specialized  chest center was established, and later it became TB division. During the 

early days, vertically set up 13 zonal TB  Centers, followed by integration of TB 

services with existing health facilities. Since 1982, TB centers are set up at all 

provincial and district hospitals. With a notable success until 1992, after that 

alarmingly increase TB cases  due to high HIV burden of the country. During the past 

5 years especially in the areas heavily afflicted by HIV ,i.e. the upper Northern 

Province ,the average annual increasing rate of new TB cases is 2% .But substantial 

effort of National Tuberculosis Programme (NTP),jointly conducted by Ministry of 

Public Health(MOPH) and WHO teams corrected the weakness of previous 

programme and also strengthened in control strategy.  During 1996,   8 demonstration 

districts with encouraging achievements of 84% smear conversion rate and 80% cure 

rate. In 1997, efforts have accelerated and expanded the DOTS strategy 218 of 810 

districts nationwide were covered.    Then , Up to 40% of the country coverage ,i.e.  

DOTS strategy expanded  to 74 provinces and 364 districts by mid 1999.  At the end 

of 2001, coverage was extended to 60% to 80% of population and treatment success 

rates was over  70%. [22] 

 Table 4 show that status of DOTS implementation can compared within 

southeast-Asia region, based on the Millennium Development Goals-Selected Health 

Indicators,2000;   

 

Table 4  Status of TB and DOTS implementation within Southeast -Asia Region 

 

 

Member State

 

TB Prevalence 

(per 100,000) 

 

TB Mortality 

rate(100,000) 

TB Cases (%) 

detected under 

DOTS(2001) 

TB Cases(%) 

Cured under 

DOTS 

Thailand 225 33 59 82 

Myanmar 225 18 75 69 

India 431 41 23 84 

Bangladesh 479 56 26 83 

Source; WHO   report 2004. 
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2.5 Burden of TB in Thailand 
Approximately one third of the population of the Thailand is infected with TB, 

nearly 100,000 people suffer from active TB every year including 37,000 who have 

infectious disease and spread the bacteria to community. [22]On the other hand, TB 

prevention and control programme have many constraints and challenges as described 

in table 5. 

Table 5   TB high Burden in Thailand(country data) 

Thailand 

Population 

Total  

Cumulative 

proportion 

of burden 

(incidence 

in 2001) 

DOTS 

Population 

coverage  

in 

2001 

Sputum 

(+) case 

detected 

under 

DOTS 

Success 

rate under 

DOTS in 

2000: 

HIV/AIDS 

Prevalence(15-

49 yrs) 2001 

64,265,276 75% 82% 75% 69% 1.8 % 

Main Identified Constraints; 

1. TB division has no control ,over 

budget 

2. Potential breakdown of monitoring 

and reporting system. 

Challenges in over; 
1. How to advocate for TB at 

provincial level? 
2. How to develop TB target for 

provinces? 
3. How to ensure accuracy of 

reporting in central office ? 

 Source; Morbidity and Mortality Cause in all nations ,Committee on TB epidemic,  

              WHO Sept:2003 [ 1 ] 

 

Thailand regional variations in TB incidence are considerable due to migration 

of people from rural areas to cities as well as border migrant people and also another 

way is HIV epidemic. Table 5  also show that, owing to HIV epidemic ,TB is 

becoming a significant  health problem,  also rate of TB-HIV co-infection in the 

Northern Province rose from 4.1-24.6 (1991 to 2001).     Overall for Thailand , the co 

infection rate has increased from 14.5-31.8(1989 to 2001). Based on WHO’s  

projections, HIV epidemic will effect a 4 % increase in TB patients in each year. 

Figure 3  showed that, during the past 5 years an average rise of  TB in new sputum 

positive patients were annually  about  2%. [23] 

 HIV and multi-drug resistant TB have also  contributed to a high mortality 

from TB. Approximately 15% of TB patients in the country also have HIV, which 
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result in high death rate in some regions, particularly in north of Thailand where 40% 

of  TB patients are co infected with HIV . Due  to improper use of anti TB drugs in the 

past ,one in 50 new TB patients already have MDR TB, treatment of MDR this is 

expensive, toxic and few patients are cured. Failure to effectively implement DOTS 

will increase the epidemic of MDR TB.  That kind of TB  are more dangerous  than 

HIV/AIDS cases in the public health point of view .          During 1997-98, A report on 

MDR TB in newly untreated cases revealed a national average of 2.02 %.Also, 6% in 

such areas with high HIV /AIDS prevalence as in Chiang Rai Province. [23]     

 From management aspect, NTP supervision plan still need adequate number of 

trained staffs at all levels and control programme should be targeted at high risk 

groups(,HIV patients ,border areas, migrants) in way that are appropriate for their 

socio-economic activities and also that respond to their cultural, geographical and 

needs[22] 
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Figure  1    Rate per 100,000 population of newly registrated TB patients in Thailand[23] 

 

2.6 Transnational labors migration and diseases 

 Migration is an important factor in understanding of epidemiology and 

control of diseases. Generally ,migrant population as a whole is vulnerable group of 

engaging in infectious diseases.     In Africa, mobility has been demonstrated to be an 

independent risk factors for the spread of infectious diseases. Extremely mobile group 

such as travelers, fishermen, traders and migrant workers tend to have  high infectious 

disease prevalence. In Asia , similar association between population mobility and 

vulnerability to infectious diseases. Also in many industrialized countries, at least one 
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half of TB cases are among foreign-born people. In US , nearly 40% of TB cases is 

among  those people. Currently the number of refugees and displaced people in the 

world is also increasing and then untreated TB spreads quickly in crowded refugee 

camps and shelters. It is difficult to treat mobile population, as treatment takes at least 

six months. As many as 50% of the world’s refugee may be infected with TB ,as they 

move ,they may spread TB. Other displaced people such as homeless people in 

industrialized countries are also at risk . In 1995, approximately 30% of  San 

Francisco’s homeless population and 25% of London’s homeless were reported to be 

infected with TB. These figures are higher than compare to overall prevalence of 7% 

in US and 13 % in UK.[22] 

 As a result of higher trans national labors immigration, especially along the 

border areas, micro organisms and parasites also move with these travelers and so 

disease distribution is rising , such as malaria ,diarrhea ,HIV/AIDS ,Polio and anthrax, 

including re-emerging disease, TB, filariasis. [23]  The result from the movement of 

disease people  back and forth across the border lead to  develop and spread of drug 

resistant diseases, and also proliferation of carriers of diseases. Moreover , migrant 

usually belong to the poorest sections of the society they migrate from. On arrival in 

the host country , they again join the most disadvantaged socio-economic section of 

society. Thus, migrant have a tenuous existence wherever they exist, often inhabiting 

the poorer, congested areas of citifies such as slums or squatter camps. The vast 

majority of inhabitants live in grossly over crowed and unhygienic conditions, with 

poor sanitation facilities and no ready access to safe water supply. Such living 

condition are ideal breeding grounds for a host of communicable diseases, especially 

TB .At the same time , the inhabitants invariably have limited access to health care. 

The migrant may also face cultural, linguistic or legal barriers in seeking and obtaining 

health care. Migrants ,who have families back home that are totally dependent on 

them, face intense financial, psychological and physical stress. Often-times, the work 

that they are obliged to do may be illegal or dangerous to mental and physical health . 

Many migrant with TB who are often on the move in search of work , face additional 

problems in accessing treatments for TB. They  have difficulty in being able to accept 

and adhere to daily or intermittent DOTS. When they cross a national border, they  

may face differing drug regimens used in that country. Irregularity, extensive 
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treatment interruption, and frequent changes of regimen add significantly to the risk 

that the migrant patient may not be cured and may develop drug resistant TB.[11]     

Growth of population , intensification of agriculture ,industrial development, 

deforestation, unemployment and few other factors resulted in migration in countries 

of Southeast-Asia. [24] Currently, there is a far greatest transnational labors migration 

in Thailand ,Thai labors force is shifted to work oversea. On the contrary alien labors 

forces influx into Thailand, especially from the neighboring countries such as china 

,lao ,Cambodia and Myanmar.  Myanmar is one of the country  touched  with very 

long range border to Thailand .Population migration and movements are very common 

in those border areas. There are a large number of alien workers immigrating into 

Thailand both legally and illegally for social, economic and political reasons. Million 

of people from Myanmar have migrated into neighboring countries over the past 

decade, this exodus represents one of the largest migration flows in Southeast 

Asia.[25] 

 The push factors like economic hardship move them to a higher pay country 

(labor shortage) like Thailand which had a history of dramatic economic success. Most 

of the Thai Business run on cheap labor, such as logging companies and construction 

companies (Asia watch, 1993).According to the news from Bangkok Post(September 

13,1992) 99 % of all business in Ranong involved border trade with Myanmar and or 

depend on Myanmar Labor. Even with the sensitive nature of illegal migration, many 

of the nation’s economies are  irrevocably linked to cheap labor from neighboring 

countries. The daily wage paid to Myanmar workers in Thailand is ten time higher  

than that of Myanmar so they recruit more workers ( Chantavanich and Risser 

,1995).They are brought to different parts of Thailand by agents and works as labor 

workers. Tachilek-Mae Sai, Myawaddy –MaeSot, Kyathaung –Ranong are the main 

border crossing points as they are official route but more or less who arrive in 

Thailand use secret jungle paths.(Image Asia, 1995).    The majority of those where an 

estimate two million people from Myanmar work in“ 3-D  jobs”( dangerous, dirty 

,difficult ).[25] 

  Nowadays an increasing number of migrant from neighboring countries move 

to Thailand. The vast majority are not allowed to stay  legally in destination and the 

population was approximately 334,000 in 1994. But it is increasing every day and 



Fac.of Grad. Studies, Mahidol Univ.            M.P.H.M. (PHC Management) / 19

according to Table 6  showed that the provinces with high figures of illegal alien 

worker include Ranong, Tak and Samut Sakorn where 70,000-140,000 alien workers 

are estimated to reside.[23]  

Table 6  Estimated and Surveyed Number of Migrantts and illegal labour. 

 
Year of survey/agency Number of migrant Number of Myanmar workers 

1998/Ranong 70,079 70,079 

1999/Tak 83,200 83,200 

2000/Samut sakorn 143,892 Not estimated 

 

Source; Krittaya Archavanichkul et al, 2000. 

 

Generally, Thailand has estimated 970,903 illegal alien laborers. In this 

amount , at least 775,000 workers are from Myanmar.   As a border disease control 

programme, border health office arranged  good mission and strong goals. The office 

has set up “Border Health and Environmental Threats Initiative’’. This project can 

identify and assess threats to national health and environmental security.[9] 

 At  SamutSakhon Province, as the part of health insurance system ,migrant 

worker were classified  with four types for medical checked up and overall insurance 

money was  1900 bahts  per person per year. There was some agreements between 

employers and workers  for this expense.  There were  four  steps in medical check up 

including general medical examination with urine analysis, chest X-ray, and blood 

tests.   During medical check up, communicable diseases(TB, Leprosy, Syphilis , 

Filariasis, etc)  screenings were also done and  had  Type 1 migrant group (Normal 

result ) 82156 and Type 2 migrant group (pass but under disease control ) 1176   in 

November ,2004 Survey, SamutSakhon. 

After medical check up, migrant workers   have to waited  heath insurance 

cards and infected  workers were notified by provincial labor registrations directly to 

employers. Then provincial labor office issued work permit 77,057 and health 

insurance card 75,687 in  2004. From the work place, health insurance cards with 

infected workers were referred to respective insurance hospital and they got in patient 

or out patient services under benefit of 30 bahts scheme .( Raks Thai Survey, 2004) 
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2.7 Review of theoretical model used : 

                     Health Belief , Illness Behavior and Help-Seeking  Model 

Since the Health Belief Model has been rarely utilized in research on illness 

behavior, its applicability will be viewed largely by inference. Studies were examined 

in terms of what beliefs have been related to seeking care, what factors seen to be 

represented by these belief and what related or contrasting variables were explored. 

A major problem in studying illness behavior relates to the occurrence of 

symptoms and interpretation, the basic events on which behavioral decisions made. It 

has been pointed out that symptoms vary greatly in their clarity as cue, that they are 

subject to substantial situational influences in meaning and recognition of symptom is 

highly influenced by learned patterns of behaviors. Given the transient nature of 

symptom experience ,it is difficult to investigate what happens when  symptoms 

occur ,or the nature of the events that are interpreted.[26]  

 Illness behavior is the activity under taken by a person who feels ill for the 

purpose of defining that illness and seeking relief from it (Kasaland Cobb 1966). As 

David Mechanic (1995:1208) explains : “ Illness behavior refers to the varying ways 

individuals respond to bodily indications, how they monitor internal states, define and 

interpret symptoms, make attributions ,take remedial actions and utilize various source  

of informal and formal care .”   Some people recognize particular physical symptoms 

such as pain, a high fever, or nausea and seek out a physician for treatment. Other with 

similar symptoms may attempt self –medication or dismiss the symptoms as not 

needing attention.[27]  

So Health belief model and behavior related to chronic illness (Becker / 

Fabrega):they spelled out for purpose of defining the scope of following areas.  

(1)Seeking medical attention in the presence of symptoms especially referral 

behaviors( new sign and symptoms revealed at examinations ) and delay. 

 (2)Compliance with medical regime.                                   

 (3)Stay in treatment. 

 (4) Modification of life style habits to reduce risk. [26] 
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                     Health service researchers have made many attempts to explain health behavior 

in relation to the utilization of health services. Health service utilization is an area of 

interest for many different disciplines. Thus, many approaches and methodologies for 

the study on health service utilization have been developed by researchers & 

practitioners in the field of sociology, social psychology, economic, medicine, and  

other health related areas but there has been no definitive conclusion about which 

factors or variables can predict health behaviors.[28] 

Mechanic (1978:268-269) had formulated a general theory of help-seeking 

since his initial work with Volkart in the early 1960s. He suggested that  whether or 

not a person will seek medical care is based on ten determinants (1) visibility and 

recognition of symptoms ;(2) the extent to which symptoms are perceived as 

dangerous;(3)the extent to which symptoms disrupt family, work and other social 

activities; (4) the frequency and persistent of the symptoms;(5)amount of tolerance for 

the symptoms;(6) available information ,knowledge, and cultural assumptions;(7) 

basic needs that need to denial; (8) other needs competing with illness responses; (9) 

competing interpretations that can be given to the symptoms once they are recognized; 

and  (10) availability of treatment resources, physical proximity, and psychological 

and financial costs of taking action. In addition to describing these ten determinants, 

he explained that they operate at two distinct levels: other define and self define. Other 

define level is the process by which other people attempt to define an individual’s 

symptoms as illness  and call those symptoms to the attention of that person. Self 

define  is where the individual defines his or her own symptoms. These determinants 

and two levels supposedly interact to influence a person to seek or not seek help for a 

health problems.[29]    Andreson and Bartkus represent a much more restricted 

formulation: accounting for choice of alternatives once a decision is made to seek care. 

Predictors include the appraisal of alternatives, perception of symptoms, a series of 

socio demographic factors that condition the other variables and ability to pay. 

Symptom perception  include threat. Adequacy related to value of action, and meaning 

of need is unclear. figure 4 show that this model  has health belief, which are part of 

the set of predisposition to use health services and include attitude toward health 

services, toward physicians, toward health insurance , knowledge of disease. In health 
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belief model terms, these seem to represent a general perception of the medical care. 

This model was applied to family use of services, even though a number of variables 

are individual ones.[26] 

 A major model of “Help-Seeking for Medical Care” is that developed by 

Andersen and his associates (1975).This model consist of predisposing ,enabling and 

need components. Which describe a person’s decision to use health services and the 

volume of service received.[27] 

 The predisposing component represent the predisposition of individual to use 

services, include those variables that describe the “propensity” of individuals to use 

health services. These properties exist prior to the onset of illness episodes and are 

classified into threes groups: socio demographic variables (age, gender) social 

structure(occupation, ethnicity ) and  Health belief (attitude, values and knowledge  

about health and health  care services).  

 The enabling component represent his or her ability to secure services .Even 

through the individual may be predisposed to use services, he or she cannot make use 

of them unless he or she is able to use them. An individual’s ability to use health 

services depends on the resources of his or her family factors( family income ,place of 

residence , education)community factors( availability of services, health insurance 

coverage) and  Ease of getting to care( accessibility  to a regular source of care in 

which personal  or family represent  means and know- how to get to those services and 

make use of them.)If there are sufficient family and community resources to enable the 

individual to use health services ,then the individual will be more likely to use those 

services.            Finally in the present of appropriate levels of the predisposing and 

enabling characteristics, the individual must perceives some need(such as an 

illness ),perceived threat or perceived benefit in order to initiate health service 

utilization. This need has two distinct categories (1)perceived need by individual and 

(2) evaluated need by the delivery system.[28] 

 The need component represent  how people view their  own general health 

and functional state, as well as how they experience symptoms of illness ,pain and 

worries about their health. Evaluated need also means professional judgment about 
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people’s health status and their need for medical care. [29]      There are six common 

factors  for Health Care Seeking Behavior, such as (1) Accessibility of health care.(2) 

Evaluation of / attitudes toward health care. (3)Perception of symptoms and threat of 

disease.(4)Social network characteristics.(5)Knowledge about disease and (6) 

Demographic characteristics {Cummings ; Becker ;and Maile,1980}  

 It should be noted that Anderson’s model is a prediction model , a major 

purpose of  which is to maximize that amount of variance explained. Regardless of 

why certain variables predict as they do. Prediction model provide useful insight by 

predicting level of utilization and assisting researchers in describing the pattern they 

observe, but such model in themselves often do not explain why the process is 

occurring. They explain only what is occurring. [27] 

 

 

 

 

 

 

 

  

 

 

 

 

Figure 4  The Behavioral Model of Health Service Use.Source: R.Anderson, et al .   

                Equity for access to medical Care.(Cambridge ,Mass Ballinger Publicating    

                Company,1975)P.5  
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2.8 Review about variables 

               2.8.1 Socio-Demographic factors  

   Individual behavior might be explained as a function of the characteristic of 

the individual himself .Socio-demographic factors such as age, gender, marital status, 

income, education ,occupation and ethnicity etc are the indirect determinants.  

Demographic and individual difference characteristic all influence the decision to use 

health services.[30]         Age is the variable in predisposing factors which play a role 

in health care seeking  , because the distribution of different groups of age have a 

different distribution of illness  or suffering so the influence of age to the frequency of 

seeking care or use of  health service would be different.  Gender  is also determine 

used of health service ,female used of health services is greater than male, female may 

more sensitive to bodily dysfunction especially minor one than male. Female report 

pain earlier and experience temperature changes more rapidly.[31]    Generally people 

with low social class tend to underutilized health services because of financial cost and 

or culture of poverty and system barriers.Culture of poverty explaination is derived 

from attitudes and norms of poor peoples where they more willing to ignore or not 

perceive that they are susceptible .They must continue to function in order to meet the 

demands of survival low–income patient in public health systems.Confronted a lack 

of preventive examnations, high charged for services,long waiting time and relatively 

poor patient-physicians relationship.[27] Occupation is also a predisposing 

factors ,different patient’s employment can be related to the level of disease sufferings.     

E.A.Suchman’s study(1965a)investigation of the extent of belief in and acceptance of 

modern medicine among several ethnic groups.It sought and belived that interplay of 

ethnic group relationships with an individual’s personal orientation toward medicine 

affected his or her health–seeking behaviours. The highest degree of resistance to 

using medical services in a lay–referral structure is found in lower–class 

neighbourhoods characterized by strong ethnic identification and extended family 

relationship.The decision to seek out a physician is based not just on professional 

standards of appropriate illness behavior but also on lay norms ,and the two may be 

conflit.[27]                        Previous study noted that the marital status is also 

important one,the longer delay among the widowed or seprated just next to the 

unmarried ( with long delay 41.1% beyond one month ),partly due to there is nobody 
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to share their problems with them(.Zola ,1978) ,view on this as “sanctioning”,that 

is ,one individual takes primary responsibility for the decision to seek medical aid for 

some one else ( the patient).                  The role of education in healthcare  seeking  

behaviours was explained in many studies .One possible explanation was that the more 

educated people are more conscious of diseases and illnes and willing to seek medical 

care more promptly.This prompt respone might be partly responsible for the higher 

frequency of demand.               Anderson,1978 found that education level had two 

relative small effect on health care utilization, which at the first sight appeared to be 

contradictory.First a direct effect was found ,showing that higher educationed 

individuals were making more use of health service . Second , an indirect effect was 

found with higher education leading to less illness and fewer physicians’ visit.  More 

recent study revealed that lower education appear to be more use of health services for 

diagnosis and treatment,while hieher education appears to be related to preventive 

service or promotions ,such as dental service and screening programmes.[32] 

 

  2.8.2 Knowledge  

  Knowledge about health is probably necessary before a conscious personal 

health action occur. For instance ,the lack of knowledge about health may  limit people 

understanding of benefit of health service .So the role of knowledge about their 

disease  is an important role in health seeking behaviors. In this study  it refers to the 

patient’s ability to recall or knowing  about   etiology of disease, chain of infectious 

processes, symptoms, prevention and treatment of TB. 

 

 2.8.3 Availability  

  Foster and Anderson point out that a use of existing medical service is often 

not a result of indigenous belief to western medicine but due to cost and availability of 

the services. In this study refers to the condition access for TB patient’s to get health 

care services as proper anti TB diagnosis and treatment. It includes the available 

resources of services such as nearest TB centers, source of information about TB 

treatment and TB centers.[33] 
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 2.8.4 Accessibility of Health Services 

 Accessibility in  a number or proportion of given population that can be 

expected to use a specified facility services. Certain barriers to access to the health 

services including Physical( distance ,travel time , mean of transport ) , Economic 

( travel cost , medical cost) Social and cultural ( cost or languages)barriers are still 

existing in every community. The commonly examined factors included are barriers in 

socio cultural , that shapes the values, belief and attitude. Barrier in economic that 

shapes to money and cost of service: barriers in geographical setting shapes physical 

accessibility.[34] In general as distance to facility increase ,utilization of its services 

decreases. It has been shown to be an important  barriers to seeking health care, 

particularly in rural areas. The effect of distance become stronger when it combine 

with lack of transportation and poor road.   In this study refer to whether the service 

site is convenient for TB patient’s obtaining anti TB treatment. Which is  including   

Physical accessibility ( traveling time, means of travel, traveling distance and office 

waiting time.) Economic accessibility ( travel cost , financial support ) Social and 

cultural accessibility ( legal, workplace or language barriers). 

 

 2.8.5 Perception 

   When person is ill ,his /her perception as well as other predisposing and 

enabling factors influence him /her to take treatment (or) not to take 

treatment .Perception refers to patient’s notice or awareness of his / her illness 

(susceptibility severity), treatment process and benefit of TB treatment.  

  Perceived susceptibility: Individual vary widely in their feelings of  personal 

vulnerability to a condition. Thus, this dimension refers to one’s subjective perception 

of risk of contracting a health condition. E.g  over crowed housing condition . 

  Perceived severity: Feelings concerning the seriousness of contracting an 

illness or leaving it untreated also vary from person to person .This dimension include 

evaluation of both medical and general consequences and also  possible social 

consequences. E.g complication of TB 

      Perceived benefit:   While acceptance of personal susceptibility to a 

condition also believed to be serious was held to produce a force leading to a 

behaviors. It did not define the particular course of action that was likely to be taken: 
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this was hypothesized to depend upon beliefs regarding the effectiveness or benefit  of 

the various actions designed to reduced the threat of illness. [22] The benefit of health 

service is a very important and crucial point for patient to decide to use one of the 

health services. It is a significant  factor that motivates patients to achieve their health 

need .E.g complete treatment and complete cure.  

A positive perception on  TB treatment will help patient gain more knowledge 

and pass this experience on. This experience can determine proper health care seeking  

decision of patients.[28] Negative perception on TB treatment will lead to gain 

improper health seeking behaviors for that disease treatment and also lead to delay in 

TB treatment .  (E.g go to indigenous medicine or pharmacies etc)[11]   

 

 2.9 Case Detection Process of  TB and The Delay Behaviors 

Control stretegies for TB involve two components : case finding and case 

holding .Currently, active case finding i.e attempts to screen populations at large or to 

target specific populations,is much less widely used than passive case finding(i.e only 

those who come to the health facilities are screen and diagnosed.){Murray 1994}    

Owing to the fact that the priority of TB diagnosis is the passive case-finding of 

patients with respiratory symptoms using direct microscopy, the patient’s health 

related behaviours is key issue, as is quality of TB health services.The summary 

indices currently used for early detection of infectious TB cases  are  “ Patient’s 

Delay”,  “Doctor’s Delay” and  “ Total Delay”.The method of analysis for such 

studies has beeen well described by Aoki et al. These indices have weakness in that 

they depend on the patient’s memory of inherently subjective symptoms,and also in 

that they refer only to patients who have been successfully diagnosed.However,they 

could serve as the only measurable and practical indicators for coverage of case 

detection.[11] 

 Goffiman(1963)talked about different coping mechanism of illness  label, 

such as patients covering up symptoms ,presenting themselves as being a close to 

normal, controlling information about the condition or avoiding discussion of 

condition. According to Goffiman’s theory, stigma or illness label cause the patients 

delay taking treatment.                      Vital to TB control programme is the knowledge 

and understanding of the delay behaviors. Being cost-effective and life-saving 
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strategy, it plays a important role in the early detection of the infectious cases, the 

affording justice to those not yet infected. However, an individual may live with one 

or more potentially serious symptoms for a month and not seek help .This is called 

delay behavior .[35] 

          Patient’s delay is measured as the time between when a person recognizes the 

existence of a symptom and when the person first seeks treatment. This is supposed to 

reflect their awareness of the health problem on his or her own and reflect their notices 

of the availability of health services.  A major factor in delay is the perceived factor of 

expense,  especially for poor people when money is not available, people persuade 

themselves that the symptoms are not serious enough to justify the expense. A delayer 

is likely to be poor educated and lower class in society. Older people delay longer than 

younger , as do people no regular contact with a physician. Another factor which 

predicts delay is the nature of the symptoms, when a symptom is similar to one that 

previously turned out to be minor, the individual will seek treatment less quickly than 

if the symptom is new.[36]    Feeling  of invulnerability might also predict delay 

seeking  treatment. Highly secure independent, self-confident people believed that 

they were generally invulnerable to illness and were less threatened by symptoms and 

so might ignore them (negative illness behaviors).[26]                      

At the same time patient’s delay was a result of having to choose from 

competing health services: namely indigenous medicine , pharmacies, private 

practitioners or hospital and public services, etc (positive illness behaviors ). Again it 

should be born in mind that patients may never come to be known to the public service 

and we could have gotten a distorted picture of the problems.[12]  Many people with 

symptoms of TB is first approach a private doctors ( Valeza et al .1991; Pathania et al., 

1997 ). A process of multiple and varied help seeking that may be called “shopping” 

for diagnosis and treatment thereby begins. This kinds of  help seeking behaviors of 

TB patients including initial choice of treatment and health seeking steps. For 

example, , a study from  Mae sot (health messenger 1999, Thailand) disclosed about 

the patient’s delay in getting the diagnosis: a man had coughing for 3 years but it was 

not disturbing and when he went to the center ,cough syrup was given. He did 

suspected TB, only when he suffered from loss of appetite, weight loss, lack of energy 

and cough worsened. Typically ,poor patients end up in public health services, mainly 
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because they cannot pay for prolonged care in the private sector (Nair et al. 1997) 

.Moving from one provider to another often delays the diagnosis and also delay to  

start to proper treatment , thus increase the likelihood of spread of disease , developing 

of multi-drug resistant TB and often involves considerable costs to patients.[33]    

According to Article 2 of the Universal Declaration of Human Rights ,which 

outlines the rights of the migrant who crosses an international border ,whether seeking 

work or refuge ,including access to health care. The development of strategies to 

provide accessible and effective health services for the migrant with TB is therefore an 

important public health issue as well as a human right issues.[11] Although migrants 

are of major concern to TB control programme ,fear of being reported to the 

authorities remains a potent disincentive to seek care. Migrants frequently delay 

seeking care, sometime for as long as for more than two months, leading to increased 

risk of transmission of TB infection.[37] 

2.10 Previous Studies on factors relate to  Patient’s Delay 

In a review of TB control Programme in Far East Region of the International 

Union Against TB ( I. U .A .T ), reviewed that “ delay is a common problem in the 

region”. In Portugal ( Gonsalves, 1981 ), the series of 412 smear-positive patients, 

over 90%  had  obvious  symptoms.  The delay between the first complaint and first 

visit to health facilities was less than a month in 63.6% of total cases, 1-3 months 

delay was 22.6%, 3-6 months delay was 9% and  more than 6 months was 4.8%.    

Another system delay between the first visit to health facilities and treatment start was 

less than one month about 78% of total cases, 1-3 months in 15% and more than 3 

months in 7% of the cases. There was no correlation noted between age, sex of 

patient’s delays. 

 In Japan, (Iwassaki, 1981) a survey of 1,268 TB patients , reported that delays 

attributable to patient’s failure to seek medical help did not depend on sex or age. 

There were distributed as follows ; up to one month  was 69.2%, 1-3 months was 

11.2%, 3-6 months was 6.3% and more than 6 months was 5.8% .Among the reason 

for delay by patients are 60% thought that  they had only a beginning  of  condition, 

11% worried about their symptoms, only 6% were afraid of TB. Other factor was the 

distance of patient’s house from the health centers or fear of being absent from their 
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income  jobs.        Cases detection in Japan, (Aoki ,1985) a study on the factors 

influencing patient’s , doctor’s and total delay of TB revealed a median doctor’s delay 

longer by 2 weeks than that of patient’s delay. It also revealed that distribution of 

patients varied from one area to the others. Patient’s delay in  older age group are 

longer than the younger age group. A longer patient’s delay  was also noted among the 

laborers as compared to the office workers.  

  A study of factor related to behavior of Bangkok chest center, Thailand 

(Korenko,1988); 200 patients were analyzed. with 42% of them had 1-4 weeks delay; 

26.5% and 22% had a delay of 5-12 weeks and 13-24 weeks respectively. With 9.5% 

had more than 24 weeks . Mean length of delay was 12 weeks.   This study noted that 

the factors significantly related to patient’s delay were age, income, knowledge of TB, 

perceived susceptibility and severity of TB, also perceived benefit and barrier of 

action. Sex and level of education were  found to be insignificant.  

Table 7 show that the facts on delay range from a few weeks to over a years 

from time of  onset of symptoms to health service utilization of TB patient. Which 

were studied in 1990  and findings  at two Rural Health Units and  the Barangay 

Health Station , Philippines were as follow. 

Table 7  Duration of Symptoms andHealth Service Utilization,Phillippine 

Duration of 

Symptom 

Number of TB 

patient and 

percentage 

(Valeza,1990) 

Number of TB  

  patient and 

 percentage 

(Sarmiento,1990) 

Number of TB 

patient and 

percentage 

(Sarmiento,1990) 

< 1 month 33(13.5%) 65(52%) 73(40%) 

1-3 month 60(24.6%) 17(13.6%) 64(35%) 

4-12month 42(17.2%) 23(18.4%) 32(17.5%) 

>12month 97(39.8%) 4(3.2%) 14(7.5%) 

No symptom 11(4.5%) - - 

Don’t know 1(0.4%) 16(12.8%) - 

Total 224(100%) 125(100%) 183(100%) 

Source; Sarmiento 1990, Valeza et al ,1990. 
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 In  Sarmiento’s study (1990) , some of the interactive factors which might 

affect  health facilities’ delay and total delay were distance of the sputum collection 

center  from microscopy center , work load of the microscopist ,which effect on delay 

in the insurance  of sputum examination, all of them result to delay in the initiation of 

treatment: and drug distribution scheme which cause delay in the  treatment  initiation 

and interruption. The erratic and usually insufficient supply of the drugs was deemed a 

crucial factor affecting health facilities’ delays and total delay. As a result of drug 

supply problems , the initiation of treatment was delayed for approximately 20 days in 

an area. Only 12% of health workers in that area were able to initiate patient  to 

treatment on the same day of  result. About 30% of them had to wait for a month or 

more for their patient to be treated. Once a sputum examination and or chest X –ray 

has been performed, results are usually not immediately known and a diagnosis  is not 

readily available. Sarmiento also noted that a diagnosis was made on 43% of the TB 

symptomatic and 33% of the TB patients on first visit, they get their  confirm 

diagnosis at least after  two time of visit(56-67%).  But 10% of patient had made 

fourth visit or more for diagnosis. 

 Ishikawa et al (1990) in a study on the assessment of the TB case-finding in the 

context of primary health care in Nakornsawan, Thailand  revealed that patient’s delay 

is longer than doctor’s delay.                     

 T.B.Sulaik (1994) the result of study at Regional TB Center II , Thailand  

totals patient’s delays with 73.2 % in which 39.4% up to one month ,33.8% beyond 

one month. The factor found  to be significantly associated with patient’s delay was 

sex ratio over male and female in the study group 3:1 . However, cross tabulation 

between sex and patient’s delay revealed that females had longer than males ,45.2% 

and 26.9% respectively beyond one month. The association was found to be 

significant(p-value=0.028)[38]  

 During 1990-94, patient’s delay, doctor’s delay and total delay in TB 

diagnosis  and treatment study at 12 th Zonal TB center , Yala ,Thailand, total number 

o f 199 TB patients using  questionnaires , the first three month the proportion of total 

delay  was 35.8%, patient’s delay 23.1% and doctor’s delay 37.9% .This study is 

beneficial for 12 th Zonal TB center in carrying out the most appropriate strategies in 

diagnosis and treatment of TB patients. [39]                  
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J.E Pairkis et al (1995, Australia ) studied  about delay in the initiation of 

treatment for 142 TB patients including migrants. A retrospective record review with 

particular attention was given to the periods between(1)onset of symptoms and 

initiation of treatment ,(2) determination of sputum positive and initiation of treatment. 

An expert panel notified 30 days and 3 days as “acceptable” periods for (1) and (2) 

,respectively.   Only 31% of patients commenced treatment within 30 days of onset of 

symptoms. This was so for both sputum smear –positive and negative- cases, and was 

not significantly related to the site of infection ,referral source, age, gender or ethnicity 

of patient.[14] 

In Myanmar ,a study ( Thuzar Chit Tin ,1996) showed that 68.8% of patient 

attending South Okkalapa TB center, who had taken  treatment  prior to coming to that 

center. About 58.75% took treatment in the private sector whereas 6.25 % took 

indigenous medicine. The majority of them 83.75% took self-treatment.As review on 

duration of illness before taking TB treatment start  from 1 day to more than 181 days. 

Majority with  55% had   delay  period between 1-30 days.[40]  

 Le Thanh Liem (1999) similar study on adult TB patient in Long An Province, 

Vietnam; showed that 69.8% of the respondents delayed in treatment, among them 

50% delayed for 5-8 weeks,43.3% for 9-24 weeks and 6.7% for more than 24 weeks. 

Only marital status  had associations, also commented  some of the patient’s delay was 

still problematic and need to be considered about wrong perception on etiology and 

transmission. Especially women and low educated people in particular area were still 

kept  their traditional perception as the basis of their way of thinking and tried to hide 

the fact that they had TB.[41]      

A.Yilmaz  et al (1999) study about delay in the diagnosis and treatment of 

hospitalized patients with smear positive pulmonary TB  in Turkey. several interval 

and delays were calculated ,median application interval was 17.5 days., median 

referral interval was 3.5 days median diagnosis interval was 3 days . Patient’s delay 

was present in 28.4% cases.    Delays in diagnosis and treatment of patients with smear 

positive pulmonary TB   result in increased risk of infection transmission. Several 

reports have indicated that delays in diagnosis and treatment of TB are common 

among both hospitalized patients and out patient center. [2]  
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   S.Abebe et al ( 2000 )study about 384 pulmonary TB patients about their 

patients’ delay and health system delay in the diagnosis of pulmonary TB in northwest 

Ethopia . Major finding  about patient’s delay were 48 % of cases with more than one 

month, in logistic regression ,age above 45 years, home distance >10 km from medical 

provider, low level of knowledge about TB and self treatment were significant.[42] 

 In Sao Paulo City,(WHO, 2001)where public sector TB care is available ,20% 

of TB patients was first diagnosed in private sector ,the mean delay in diagnosis was 

12.5 weeks. In Kenyan study, 90% of TB suspects said that they had attend a health 

care facility (private and public ) for an average of 5 times and 65 % neither had a 

chest radiograph taken nor sputum examined.[40]     
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CHAPTER 3 

RESEARCH METHODOLOGY 

3.1  Study Design 
This study was a retrospective descriptive and analytic cross-sectional study, 

where the data was collected through a structured questionnaire by interviewing, 

covering about TB patients on background information, predisposing, enabling and 

need factors related to patient’s delay to TB center treatment among Myanmar 

migrant TB patients. 

3.2 Target Population  
 The target population in this study was adult Myanmar migrant TB patients 

who were attending at TB centers of selected district government and private hospitals 

in  Samut Sakhon Province. Patients  underwent treatment  from August 2004  to 

February  2005.  All cases were diagnosed as pulmonary TB and were confirmed by 

radiology and or sputum microscopy and or  sputum culture. Regardless of treatment 

regimen(Categories; I/II /etc) or type of treatments (DOTS /others )and  all new  TB 

with or without associated with other diseases were selected. Both male and female, 

with age group 15 years old and above, who came for anti-TB  treatment  at in or out 

patient department were included in this study.  

3.3 Place of Study 
 Samut Sakhon province was  purposively chosen because the province had high 

migrant population and also heath care facilities were estiblished for migrants 

incliding health insurance system and more than  40000 migrants workers had  

registered at private hospital and also at government hospital. It was a chance to 

assess migrant people illness behaviours and  health seeking  patten for TB treatment . 

Secondly,in the era of migrants and infectious diseases, most of the survey were 

conducted with HIV/AIDS and  forgot about old disease, but  TB was  still highly 

devastating and great negative impact to all. Thirdly ,most of the surveys were 

conducted at the border areas such as Ranong, Mae Sai not at Samut Sakhon which  is 
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not a border area. Therefore ,information of migrant workers in the inner part of 

Thailand is still limited, and TB is also still  a public  health concern.  

3.4 Sample Size Estimation 
                 The sample size was calculated by using the statistical formula for 

“Estimating a population proportion with specified absolute precision” [43] 

         n = the desirable calculated sample. 

       Z α/2= 1.96 (95% confidence level for two sided test) 

       P = prevalence of patient’s delay 73.2% ( 0.732)   [38] 

       d = Degree of accuracy desired setting at (7%) 

                           ≅ 154  

3.5 Sampling technique 

To obtain the required sample, purposive  sampling technique was used to 

select the sample. The study subjects were  selected in following reasons: 

          Samutsakhon Province in  Ratchaburi  fourth TB control area  was purposively    

selected as a consideration the following points: 

(1) Such study was not conducted previously in this area.. 

(2) Most of  target migrants  population  were stayed in this area. 

(3)Feasibility in term of approachability, transportation and limited time frame , etc. 

 Finally, required number of subjects was obtained by using inclusion 

sampling criteria , most of the TB patients attended to TWO hospitals of Samut 

Sakhon  within the treatment  period of August 2004 to February 2005. In this last 

stage, 157 Myanmar migrant TB patients were selected .[44] 
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STUDY AREA          SAMPLING STAGES  
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Figure 5     Diagrammatic Representation of Sampling stages and Techniques. 
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Migrant Myanmar TB patients 
attend two hospitals of this Province

157 Migrant Myanmar TB patients 
attend two hospitals between 
Auguest,2004-February,20005 Period.   
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3.6 Research Instruments  

Data had collected by using an interview questionnaire designated by the 

researcher. Almost all of the questions in the questionnaire were closed ended and 

some were  open-ended. Initially the questionnaires was  prepared in English and then 

translated into Myanmar language. For the reliability and validity of the  

questionnaire, a pre-test was conducted with 30 TB patients in Srivichi V Private 

hospital TB center, Samut Sakorn Province.      After that, the operational 

questionnaire was finalized and set ready to collect data in  SamutSakhon Province, 

Thailand. The questionnaire composed of  Five  parts as follows. 

 

Part I : General information  of TB  patient; 

It was used for recorded information from medical insurance card and 

treatment record about their confirm diagnosis. Date of treatment initiated was also 

checked to know that each patient was entitled to this study sample or not. 

  

Part II:  Predisposing Factors,  

    Such as age, gender, ethnic group, marital status, living status, occupation 

and knowledge were contained in the second part  About knowledge, the respondents 

were  interviewed about their knowledge  refers to knowing  or recalling  about 

etiology of TB disease, chain of infectious processes, symptoms, prevention and 

treatment of TB.  

Knowledge was assessed by 14 multiple choice questions, (8) for knowledge 

of TB etiology and chain of infectious process, and (6) for TB symptoms, prevention 

and treatment. All the items were converted to scores. Each correct answer was given 

one score with a minimum- maximum score of 0 and 14 respectively. Knowledge 

level was classified into 3 groups based on Bloom’s cut off point for knowledge, in 

which cut off point was determined by 60%-80% of full marks.[45] 

Those who had got 

 12-14 score as good knowledge; 

 8-11 score as fair knowledge and  

 0-7   scores as poor knowledge.  

 



Moe Thaw                                                                                                        Research Methodology /  38

Part III: Enabling Factors 

In this part, the questions focused on Availability. It referred   to the conditions 

under which TB patient  would  get anti TB treatment. It included the available 

resources of services such as nearest TB centers, facilities, source of information 

about TB treatment and TB centers.  

Accessibility to TB centers, included physical, (distance, mode of 

transportation, traveling time spent, waiting time to see a doctor) economical (travel 

cost, financial support  ) and socio cultural(legal ,work place, language) accessibility 

and also questions about education  and family income. Questions were both opened 

and closed ended. 

Part IV : Need Factors 

In this part, respondents were asked about their Perception. It refers to 

patient’s personal belief and way to notice about his or  her  disease severity  and  

benefits  of TB treatment. The respondents were asked about their opinion on the TB 

disease and treatment; 8 positive and 3 negative designed questions:       Total “11” 

questions were prepared on basic of 3 level Likert’s Scales. The respondent’s scores 

on the answer to each question were scored lowest “1” to highest “3”, depending on 

either the question was positive or negative. [46] 

For the positive perception question, the scoring was given as follows: 

  Agree      =  3 scores  

 Not sure   =  2 scores  

Disagree    =  1 score   

For the negative perception question, the scoring was given as follows. 

Disagree     =  3 scores  

 Not sure   =  2 scores  

Agree       =  1 score   

  Thus, total scores was “33” for “11” questions. The highest score were also 

33 and lowest score were 17. The mean score were 27 with standard deviation (S.D) 

3.33. The levels of perception were classified into three level based on total score. 

>Mean +SD   =High 

  Mean +SD   = Moderate  

<Mean +SD   = Low level.  
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Part V: Information about Delay to TB treatment  

The information about dependent variable included the time delay to seeking 

of TB center treatment and their main reasons. Then,  the other questions were   the 

way of  sequences of  HELP-SEEKING (shopping for diagnosis and treatment );   

may be the actions undertaken by the patient when he or she suffered from  symptoms 

of TB. Which may either be self-medication, visiting a traditional or spiritual healers, 

pharmacy, going to a private doctors or other government health institution etc, as 

well as to other places they desired.  

3.7  Pretesting of the questionnaire 
         For the relability of  rearch  instrument , pretesting on the questionnaire was 

prepared , prior to data collection, the draft questionnaries were tested  to “30” 

respondents at TB center , Samut Sakorn Province. Prepared  questionnaires were 

interviewed  to TB patients and they were requested for their suggestion and ideas on 

the words or sentences, which they found  difficult to understand and answer.   After 

that, all the questions were reviewed and revised to adjust understandability and be 

able to answer. These pretest  results were  analysed for reliability by using Mini Tab 

with alpha cofficient (0.9-0.8) 

Content Validity : Regarding the suggestions of the respondents, improvement 

of some questions was done and  discussed .The complete questionarie  was   revised 

and evaluated by thesis commmitte and expert personal from MOPH, Thailand. 

Revising was done accordingly and  then adjusted  final version with  Myanmar 

language of the  questionarie was prepared . It was fair enough to continue for the 

study.  

3.8  Data collection 
       After completion of the operational questionnaire, and being received approval 

from the thesis advisory committee, the researcher requested the cooperation and 

assistance from M.P.H.M office. By having telephone contact with officers of migrant 

disease control section in SamutSakhon   Province, General Hospital and Srivichai 

V Hospital., M.P.H.M office sent an official request letter to the responsible persons 

and then researcher went to respective TB centers of assigned areas . Researcher with 

coordinators from TB centers and also from local  NGO recruited to conduct the 



Moe Thaw                                                                                                        Research Methodology /  40

interview process. Training and explanations about questionnaire and orientation on 

the objectives of this study  was conducted  to the interviewers. 

Data was collected by face to face interviews of the study population by using 

the mentioned structured questionnaire. To control the possible bias, regular and close 

supervision of data collection was done. One  questionnaire had taken  twenty to 

thirty minutes per person. The period of data collections was one month and was 

conducted at hospital O.P.D (Out Patient Department) as well as their works place 

and their dormitories. Most of the work place interviews were  conducted with the 

permission of their employers at their work sites. Their status of immigrant 

registration, reasons to migrate and their political aspects were not taken into 

consideration for sample selection. Despite some limitations, most of the respondents 

appeared willing to answer the questions as they felt comfortable to talk with  the 

interviewer of same nationality in foreign country. 

       After collecting the data, researcher had received 157 cases. Therefore, field 

questionnaires had numbered from “001” to “157” and  had  checked one by one for 

completeness and validity of data. 

3.9 Data Analysis 

3.9.1  Data Entry 
             This was done  after checking the completeness, missing value, and coding 

of the questionnaires, and then analyzed by using Mini Tab Statistical Package. 

3.9.2   Data Processing 

In order to obtain the research objectives, the data was  sorted and grouped, 

according to the following headings.    

1.DESCRIPTIVE STATISTICS --The number and percent distribution of TB patients 

by personal characteristics & other factors  were tabulated. Uni variate analysis with 

mean ,S.D was calculated for quantification.  

2.ANALYTIC  STATISTICS – Bi variate analysis by using  Chi-square and 

Contingency cofficient correlation test were  used to test the association between 

independent and dependent  variables of conceptual frame work and objectives of the 

study .Critical significant level  was  set at alpha (0.05).[47] 

 



Fac.of Grad. Studies, Mahidol Univ.          M.P.H.M. (PHC Management) / 41

3.10  Ethical considerations  

 The data was kept as confidential but after completion of the study, the results 

come from the data will share with the TB prevention and control section and , 

infectious diseases survillence system of SamutSakhon Province. It is useful tool for 

further prevention and implemention projects for migrants workers. The main 

objective was not to identify the individual person’s information but as to know in 

group of migrants. Therefore, the most confidentiality regarding  respondent’s 

name ,address and all other identities were kept secret strictly. In addition, all data 

were kept very confidential during and after data collection. 

 The researcher described himself as a student who was doing research in this 

field for the greater benefit in health aspects of migrants .The researcher did not ask  

about  the reasons they migrate  to Samutsakhon and how they migrated. The 

researcher also avoided blaming or futher stigmatizating as disease discrimination to 

migrant workers at foreign country.Moreover,during intervew section ,they should not 

be blamed or looked downupon their knowledge and perception regarding TB disease 

prevention and treatment. The respondents were allowed to drop out at any time 

without any obligation .     
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CHAPTER 4 

RESULTS 
 

 This descriptive cross sectional survey was  undertaken to study the patient’s 

delay in TB center treatment among Myanmar migrant TB patients. According to the 

estimated sample size, 157 Myanmar migrant newly diagnosis  TB cases were selected 

by purposive sampling. They were visited to Samut Sakhon General Hospital and 

Srivichai V Private Hospital, between January and February 2005. These TB patient 

were confirm diagnosed  by radiological and or bacteriologically .  

 They were interviewed using structured questionnaire by researcher himself  

and his trained interviewers. The data collection was based on  the study  conceptual 

framework. The respondents had asked about their background information, 

predisposing factors, enabling factors and need factors. In which, socio-demographic 

factors, knowledge and perception about TB and its treatment were recorded. In 

which, information was collected on factors related with availability of infrastructure 

of TB services and also  sources of information about TB center, TB disease and its 

treatment course.     Accessibility to the TB center, like conveniences  to visit as well 

as overall expense was also collected. Time delay with their main reasons was 

recorded as information about delay to TB treatment. To get more understanding about 

their delay, an account of their health seeking during delay period was taken. 

 The descriptive analysis section includes frequency, and percentage of 

respondents. The frequency distribution and cross tabulation with Chi-square test was 

performed to check the homogeneity and association of background characteristic 

between non delay and delay groups. Statistical tests were two-tailed and the 

confidence interval for the study was set at 95% (p value ≤ 0.05). 

 The results of the study were divided into Seven  parts. Including  

 4.1  Descriptive general characteristics of Myanmar migrant TB patients. 

 4.2  Period of delay in seeking treatment from TB center and reasons for delay.  

 4.3  Enabling factors including availability and accessibility to TB center. 

 4.4  Knowledge about TB disease and  its treatment.
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 4.5  Perception  on severity of TB and benefit of TB treatment   

 4.6  Possible association between independent variables and delay in seeking  

        TB center treatment. 

 4.7  Some suggestion from the respondents.  

 

4.1 General characteristics of Myanmar migrant TB patients 

 Socio-demographic factors were identified by age, gender, marital status, 

education, occupation, total members in present house and income. The distributions 

of these factors were  presented in  Table 8. The majority (75.16%) of the Myanmar 

migrant TB patients in this study were young working age group between 15 and 34 

years. The youngest age was only  15 years, oldest age was 56 years and the average 

was 30 years. There were more male Myanmar migrant TB patients than that of 

female. Nearly 65% of  TB patients were married.       

 Most of the Myanmar migrant TB patients had attended formal education 

(76.44%), although about half of them finished only primary school and but  middle 

school as second majority group. There was 1.91 % had college education but 

approximately 10% had no education.  

 Two third of Myanmar migrant TB patients were  engaged sea food processing 

works (64.97%).Next groups were factory workers(22.29%).The remaining were 

employed in general labors(8.28%)and other small and temporary jobs(4%) . Most of 

the TB patients (65.61%) shared  their living apartment with one to four  persons .One 

third of them stayed with  five to nine members group in same living apartment. 

Around  5 % stayed as group with more than nine members; a maximum 20 members 

in one apartment. The family monthly income, ranged from 2,000 Bahts to 20,000 

Bahts, average was 5859 Bahts. Majority of Myanmar migrant TB patients (70.70%) 

had family monthly income between 3001 and 7000 Bahts which was lower than Thai 

national per capita average income (i.e. 10,000 Bahts). Those family income were 

below and equal to 3,000 Bahts per month, comprised of 8.92% and around 20.38% 

had family monthly income more than 7,000 Bahts. 
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Table 8  Number and percentage distribution of Myanmar migrant TB  patients by   

              Socio-demographic factors 

 
TB patient’s Socio –demographic factors                 Number (n=157)          Percent (%) 

 
Age (years) 
     15-34 yrs       118  75.16 
     35-56 yrs       39  24.84 
  Mean=29.94 : S.D=7.905  , Max=56, Min=15 
Gender 
     Male       90  57.32 
     Female       67  42.68 
Marital Status  
     Single       42  26.75 
     Married         99  63.06 
     Divorced/Separated/Widowed    16  10.19 
Highest education attainment 
     Illiterates       15    9.55  
     Read and write (no school education)   10    6.37 
     Primary school      59  37.58        
     Middle school      47  29.94 
     High school      14    8.92 
     Collage/university      3     1.91 
     Others (monastery education, etc)    9    5.37 
Occupation 
     Seafood Processing workers    102  64.97    
     Factory   workers      35  22.29 
     General laborers      13    8.28             
     Others (small /temporary jobs/jobless)   7    4.46 
Total members in present house 
     ≤4 persons       103  65.61 
     5-9 persons       46  29.30 
     >9 persons       8    5.10 
     Mean=4.19  : S.D=2.61 :Max=20 , Min=1 
Family monthly income (baht) 
     ≤3000       14   8.92 
     3001-7000       111  70.70 
      >7000       32  20.38 
Mean=5859 S.D=2914    :Max=20000 ,Min=2000 
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4.2  Period of delay in seeking treatment from TB center and reasons about delay. 

 Patient’s delay was evident in Table 9, Patient’s delay total was 71.34% among 

Myanmar migrants TB patients. When grouped into short and long delay; short  delay 

was 29.30% and long delay was 42.04%. The longest delay period was 365 days (one 

year) and minimum delay seeking period to TB center treatment was only 2 days. The 

rest of the respondents, 28.66% were non delay patients. 

 

Table 9  Number and percentage distribution of Myanmar migrant TB patients by    

              patient’s delay period in seeking Anti TB treatment. 

Delay patients 
Number 

(n =157) 

Percent 

(%) 

   

Delay patients in total ( short+ long)       112  71.34

          Short delay (More than 30 days up to 60 days)                46 29.30

          Long delay (More than  60  days)      66  42.04

Non delay patients ( ≤ 30 days)                                                 45  28.66

Mean±  S.D= 82.88±74.59                     Maximum= 365                  Minimum=2     

 

 When delayed patients were classified according to their main reasons for 

delay as in Table 10. Majority of patients (52.68%) gave reason that they had to  wait 

for health insurance cards. Another reason (28.57%) for delay was due to they 

perceived that   symptoms is minimal and gradually arise therefore they did not take 

prompt action.  

 Similarly in Table 11, when the patients were grouped by main reasons to 

come to TB center were showed  that 64.97% of TB patients’ reasons were due to 

labor registration screening program. Others were come to TB center as self initiative 

(26.75%)  due to suffering  symptom  as well as  urge by others  (8.28%). 
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Table 10   Number and percentage distribution of delayed Myanmar migrant TB  

                  patient with main reasons for being  delay. 

 Main reason  Statements 

Delayed 

Number 

(n=112) 

Percent 

(%) 

 

After labors medical check up, wait for health insurance cards 59       52.68  

Symptoms are minimal and gradually arise    32       28.57 

Temporary treatments and get well     10       8.93 

Financial problems       4                3.57 

No accompany/support person     4                3.57   

Busy with working/ change job     1        0.89   

Ohers(don’t think it as important,etc)       2           1.79 

 

 

Table 11  Number and percentage distribution of Myanmar migrant TB patient   

                 with main reasons for coming to  TB center. 

 Main reason  Statements 
Number 

(n=157) 

Percent 

(%) 

Come by self initiative  

                     (i) Cannot work effectively    24        15.29 

         (ii) Suffering with  more symptoms.   15               9.55 

        (iii) Others (come as minor illness, etc)                            3                1.91 

 Detected by labor registration as having TB             102            64.97 

Urge from others (friend, family, neighbors, etc)   13                8.28 

 

 
 During their delay period, they were treated with alternative treatments to relief 

their symptoms. Table 12  was shown that there were only  one fourth of the 

respondents  that did not do any things about their symptoms and only they want to 

wait and see if it  was increase in nature or not. Others chose another aspect with  

nearly same percent, they had gone  to drug store, nearest familial local practitioners 
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and used home remedies. The reason for choice of seeking treatments were vary from 

near convenience reason (24.7%) to  ideas about  think as minor illness and also not 

important  illness. (28.18%). 

 

Table 12    Frequency and percentage distribution of  seeking treatment types and   

                  their reasons  during delay period of  Myanmar migrant  TBpatients. 

 Statements                       Seeking treatment frequency(n=124 *)        Percent (%)  

Seeking treatment types  

Drug store     34    27.46 

Other(do nothing )    31    24.99 

Home remedies     28    22.57 

Local practitioner    27    21.76 

Other health center      4    3.22 

Reasons for choice of seeking treatments 

                                      frequency ( n=117* )                   Percent(%) 

Others (don’t think as it as important, etc)   33                                      28.18 

Near        29                   24.76 

Think about minor illness   21                                      17.93 

Suggested by others                11            9.39        

 Good reputation      9                  7.67 

Cheap        8       6.83 

Familiar       6       5.24 

 *Multiple answers (yes) for those got above informations among total respondents.      

(exclude those who did not have information)            
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4.3 Enabling factors including availability and accessibility to TB center. 

 

 4.3.1 Availability to TB center  

 It was found that most of the respondents (86.62%) knew that  at least one TB 

center   from  private or government hospital was provided for them .Especially, that 

center  linked with their social security system.  

 About 92% (146) of respondents reported that the location and traveling were   

convenient for them. Sources of information was an important factor to help patient to 

seek treatment from TB center . In Table 13 , information received regarding TB 

center and its services from various sources i.e. 52.87% of total respondents received 

from their hospital doctors and staffs during their medical check up or minor illness 

treatments. Besides,  31.85 % of TB patient also  knew from their employers. 

 

Table 13   Frequency and percentage distribution of Myanmar migrant TB  patients  

                  by Availability (sources  of information )regarding TB center and its 

                  services.   

Sources of information 
Frequency 
      of 
Answers* 

Percent 
(%) 

Hospital doctors/staffs                                                                      83               52.87 
Employers                                                                                   50               31.85 
Private center doctors                                                                        20               12.70 
Friends                                                                                              17               10.83 
Pamphlets                                                                                           8                5.10 
Newspaper / magazines                                                                      7                4.46 
Family members                                                                                 6                3.82 
Myanmar health volunteers                                                                5                3.18 
Previous TB patients                                                                          5                 3.18 
Television                                                                                          2                 1.27 
Others                                                                                                2                 1.27 
(from school, public places, etc)  

*Multiple answers (yes) for those got above informations among total respondents. 
( exclude those who did not have information) 
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 Information received regarding TB and its treatment course from various 

sources  was shown in Table 14 In  which nearly half of the respondents ( 45.22%) of  

the total respondents  received  information from their hospital doctors and staffs 

during their medical check up or minor illness treatment; nevertheless only  19.11 % 

of TB patients knew from private center doctors. 

 

Table 14    Frequency and percentage distribution of Myanmar migrant TB  patients  

                   by  Availability (sources  of information )regarding TB and Treatment  

                  course.   

Sources  of information 
        Frequency* 

          of  Answer 

Percent 

(%) 

Hospital doctors/staffs                                                                         71              45.22  

Private center doctors                                                                           30              19.11 

Friends                                                                                                 27              17.20  

Previous TB patients                                                                            22             14.01 

Pamphlets                                                                                             20             12.74 

Not clearly know from where                                                              20             12.74 

Newspaper/ magazines                                                                        19              12.10 

Myanmar health volunteers                                                                 14                8.92 

Employers                                                                                             8                  5.1 

Others                                                                                                     4               2.55 

    (social contact, school, etc)                                                                  

 Television                                                                                             2                 1.27  

*Multiple answers (yes) for those got above informations among total respondents. 

( exclude those who did not have information) 

 

 4.3.2 Accessibility to TB center 

 (A) Physical and timing accessibility 

  Table 15 revealed that half of the respondents (51.59%) can easily to reached 

the TB center within the distance of  3 km or less. Around one fourth of them had to 

travel more than 5 km  to get to TB center. The average traveling distance  was 3.95 

km; the range of distance  was 0.5 km to 15 km. Regarding traveling time, two third of 
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them   had spent time within half an hour and nearly one third  had spent time within 

30 minutes to one hour. There were only  3.8% that had to travel longer than one hour. 

However , the maximum traveling time for patients  was three hours. 

 

Table 15  Number and percentage distribution of Myanmar migrant TB patients by  

                Physical /Timing Accessibility from patient’s house to TB center. 

TB patients   Characteristics                      Number (n=157)                    Percent (%)       

Distance(kms) 
      ≤  3 km                                                              81                                      51.59  
      3.1-5 km                                                            36                                      22.93 
       >5 km                                                               40                                      25.48  
Mean=3.95   S.D=2.74    Max= 15 , Min=0.5 
Traveling Time    

       5-30 minutes                                                    105                                    66.88 
       31-60 minutes                                                    46                                    29.30 
       > 60 minutes                                                        6                                      3.82 
Mean=33.63   S.D=25.65   Max= 180 , Min=5 
Mean of Travel 
    On foot                                                                   3                                       1.91 
    By bus                                                                 103                                    65.61 
    By motorcycle                                                       32                                    20.38 
    Others(taxi/ factory car)                                        19                                    12.10 
Waiting Time to see doctor( in minutes) 
       5-60 minutes                                                      71                                      45.22 
       61-180 minutes                                                  79                                      50.32 
      181-300 minutes                                                  7                                         4.46       
       Mean= 99.33      S.D=61.25    :Max= 300 , Min=5  
Physically convenience  
    Less Convenience (score=0-1)                             26                                      16.56       
    Fairly Convenience (score=2)                              63                                      40.13 
    Convenience (score=3)                                         68                                      43.31 
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 Nearly two third of the  respondents (65.61%) came to TB center by bus as a 

mean of travel and 20.38% came by motorcycle. Generally, waiting time to see 

doctors were ranged from 5 minutes to 5 hour. However, those that reported waiting 

times to see doctors was longer than 3 hours, comprised of only less than 5%. Most of 

the respondents  (83.3.44%) perceived that they were quite convenience physically, to 

come for TB  treatment.  

 

 (B) Economical accessibility to TB center 

Table 16  Number and percentage distribution of Myanmar migrant TB  patients 

                 by Economical  Accessibility to TB center. 

TB patients   Characteristics                              Number (n=157)              Percent (%)        

Overall money expense 

     30-50   bahts                                                            87                                  55.41          

     51-100 bahts                                                           55                                  35.03          

     >100    bahts                                                            15                                    9.55  

Mean=  74.29     S.D= 105.35    :Max= 1070 , Min=30 

Financial Support    

      Self                                                                      147                                  93.63            

      Family                                                                   6                                     3.82            

    Others                                                                    4                                     2.55 

Expense is a burden for you 

                                        Yes-                                  30                                   19.11 

                                         No-                                 127                                  80.89 

Employer  deduct payment whenever  go to TB center 

                                         Yes-                                  85                                   54.14 

                                          No-                                  72                                   45.86 

 

 Economy wise reviewed on Table 16, more than half of  the respondents 

(55.41%) spend overall expense  for  treatment  at  TB center were (30 – 50 Bahts). 

The maximum expense was 1070 bahts. Main financial support for this overall 

expense by themselves (93.63%) and they perceived that it was not a burden(80.89%). 
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But more than half of the respondent (54.14%) had no chance to get their daily 

allowance or per Kg allowance from their  employer during  they came  to TB center’s 

appointment days. 

 

 (C) Socio-cultural accessibility to TB center 

Table 17  Number and percentage distribution of Myanmar migrant TB patients by      

                 Socio cultural Accessibility   to TB center. 

 TB patients characteristics                Number (n=157)                     Percent (%)          

Accompanying  persons 

   No one (self)                                                81                                            51.59 

    Friend                                                          38                                            24.20        

   Family member                                            26                                            16.56        

Others( manager/ etc)                                   12                                              7.64 

Any legal constraints  to go TB center 

                                                     Yes-           11                                             7.01 

                                                      No-         146                                            92.99 

Any permission from employer to go 

 to TB center 

                                                     Yes-           97                                            61.78 

                                                      No-           60                                             38.22 

Ever change  job because of TB 

                                                     Yes-             8                                             5.10 

                                                      No-         149                                             94.90 

 Any language barrier when  go 

 to TB center    

                                                     Yes-          13                                              8.28 

                                                     No-          144                                             91.72 

 

 

 The result from Table 17, more than half of the respondents (51.59%)  came to 

TB center by themselves and the rest were accompanied by either family 
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member(16.56%) or friends(24.20%) and came with factory manager (7.64%).  As 

review on their related socio cultural problems, about legal constraints to come to TB 

center were only 7.01%, and language barriers were only 8.28%. Two third of the 

respondents required permission form their employers to attend  to TB center. 

However, the rest did not required for permission. Only 5% of  respondents had ever 

experienced about change their jobs because of TB. 

 

4.4  Knowledge about TB disease and  its treatment,  

 There were 14 multiple choice questions to test the level of  knowledge of  the 

respondents on TB and its treatment with each correct answer given one score . 

 

Table 18   Number and percentage distribution of Myanmar migrant TB patient’s  

                 Knowledges about TB and   its treatment . 

 Knowledge Statement 

Correct 

Answer 

(n=157) 

Percent 

(%) 

The etiological cause of TB is the infectious TB germ.  91          57.96 
TB can give group of symptoms.     51          32.48 
TB patients cough, germs float in the air, spread out.  88                 56.05 
Respiratory tract   is a route of TB infection entry.   91                 57.96 
Family member infected, other members will be vulnerable.            98                62.42 
Working place is poorly ventilated, TB can spread.              78                 49.68 
Smoking may prone to get TB.     81                 51.59 
TB may prone to get as an infection in AIDS patients.  58          36.94 
Sunlight effectively kill airborne TB germ.    47                 29.94 
B.C.G vaccination is TB preventive measure for children.  61                 38.85 
For the prevention of TB spread: cover mouth and nose.     98          62.42 
Way to detect infection is sputum microscopy.   87                 55.41 
Three weeks of TB treatment no longer transmit infection.  40                 25.48 
Six months multiple drugs therapy can cure TB.               98                62.42 

 Finding in Table 18 showed that, there were 8 questions for the etiology, 

symptoms, and chain of infectious process. Among them, only 32.48% of respondents 
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knew that TB could give group of symptoms. However, 57.96% respondents knew 

that causal agent is infectious TB germ and respiratory tract is route of infection entry. 

Approximately half of the respondent  knew that TB can spread through air born 

transmission .and also knew that poor ventilated working place facilitated the 

spreading of TB (56.05% and 49.68% respectively.). More than half of them (62.42%) 

knew that family members are vulnerable group and 51.59% knew that smoking may 

prone to get TB. Only one third (36.94%) of respondents knew that TB  may prone to 

get as an opportunist infection in AIDS patients.            

 There were 6 questions for prevention and treatment about TB. In which more 

than half of the respondents (62.42%) had knowledge about preventive method of 

covering mouth and nose. Similarly, they knew that six months therapy can cure the 

TB. Only one fourth of the respondents (25.48%) knew that three weeks TB treatment 

period can prevent TB spread to others. Knowledge about sputum microscopy, the 

detective method for TB infection was known by 55.41% of the respondents. Only one 

third knew about B.C.G vaccination and nearly 30% knew the sunlight kill airborne   

TB germ. 

 

Table 19    Number and percentage distribution of Myanmar migrant TB patients’ by 

level   of  Knowledges about TB and its treatment . 

Level of Knowledge                                           

Number  
N1 (nr=157          Percent (%) 

 Good  29               18.47 

 Fair      47 29.94 

 Poor     81   51.59 

Good ( score12-14), Fair ( score  8-11), Poor (score ≤ 7 )       Max=14,             Min=0 

 

 From the total score of knowledge, good, fair, and poor knowledge level were 

classified according to the Bloom’s cut off point in Table 19. Total scores more than 

80% were as good knowledge (score 12-14), total score between 60% and 80% were 

as fair knowledge (score 8-11), and total score less than 60% were as poor knowledge 
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(score <7).  More than half (51.59%) of respondents had poor knowledge level and but  

good knowledge was only 18.47%. Nearly one third was moderate level of knowledge. 

 

4.5 Perception about severity of TB, benefit of TB treatment 

  The questionnaires were designed to measure positive, negative perception and 

then interviewed together in order to assess whether or not for  patients had given 

reliable answers. Table 20 , was shown that there were 5 questions for the perceived 

severity of getting TB. Among them, only 34.39 % of the  respondents’ perceived 

disagree for negative question that having TB may discriminate them from society (i.e 

score 3 high perception answer). Similarly, only 56.05% of the respondents perceived 

disagree for negative question about TB is not permanently cured by drugs alone. (i.e 

score 3 high perception answer). But majority of respondents (77.71%) perceived  

highly on that  TB is a deadly infectious disease. Respondents of  68.79% perceived  

that  suffering with TB, could partly loose income. Less than half of the respondents 

(42.68%) perceived that  TB can spread to other part of body.     

 There were 6 questions for perceived benefits of TB treatment; more than three 

quarter of the respondents, (85%) had same perception about that early TB treatment, 

speed up recovery and also perception about that the sooner start TB treatment, lesser 

expense. But nearly half of the respondents (42.04%) had only perceived about 

treatment does not interrupt your employment status. Nevertheless 77.07% of 

respondents perceived about irregular taking TB drugs will lead to drug resistant. 

Round about half of the respondents had their perception with disagree on negative 

question  about  delayed in TB treatment may not lead to spread. About 66% of the 

respondent with the perception of timely treatment of TB can prevent complication.  
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Table 20  Number and percentage distribution of Myanmar migrant TB patient by   

      Perception about severity of TB  and benefit of  TB  treatment 

 Perception Statements 

 Number of 

Answer 

(n=157) 

   Percent 

(%) 

I. Perceived Severity of having  TB 

 TB is a deadly infectious disease.     122          77.71 

TB can spread to others part of the body.    67          42.68 

Having TB may discriminate you from society.   54          34.39 

Suffering with TB, could partly loose your   income.  108          68.79 

TB is not permanently cured by drugs alone.    88          56.05 

II. Perceived  benefits of TB treatment. 

Treatment TB dose not interrupt your employment status.     66          42.04    

Early TB treatment can speed up recovery   from TB.  135          85.99 

Timely treatment of TB can prevent TB complication.  105          66.88 

Irregular taking of TB drugs will lead to drug resistant.  121          77.07 

Delayed in TB treatment may not lead to spread of TB.  89          56.69 

 The sooner you start treating TB, the lesser expense.  134          85.35 

 

 In Table 21 , from the total score of  perception, high, moderate and low  

perception level were classified according to the Mean ± S.D. Nearly 70% of 

respondents had moderate level of perception  but  high perception was only 14.65% 

and also only 16.56% was low  level of perception. As review on each perception 

item, more than two third of the respondents (66.88%) were moderate perception on 

severity.  Perception on  severity was only with  9.55% in high  level and nearly one 

forths  in low level. The respondents perceived benefit of TB treatment mostly at 

moderate level, one third perceived as high level and one fourths  perceived  low  level 

on benefit of TB treatment. (43.3%, 30.5% and 26.11% respectively)  
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Table 21 Number and percentage distribution of Myanmar migrant TB patient  by  

   Perception  level  about severity of TB  and benefit of  TB treatment 

Level of   Perception                            Number (n=157)                             Percent (%) 

Overall Perception Level 

 

 High(score 31-33)                           23                                                14.65 

 
 Moderate(score 24 -30)                 108                                                68.79 

 
 Low(score 17-23 )                           26                                                16.56   

  Mean±  S.D= 27±3.33                     Maximum= 33                         Minimum=17  

       

Perceived Severity of Disease 

            High(score 14-15)                           15                                                    9.55 

 
 Moderate(score 11-13)                  105                                                  66.88 

 
 Low(score 8-10 )                             37                                                  23.57 

Mean ± S.D = 11.72 ± 1.59            Maximum= 15                                 Minimum=8 

 

Perceived Benefit of treatment          

 
             High(score 17-18)                             48                                                  30.57 

             Moderate(score 14 -16)                    68                                                   43.31 

             Low(score 8-13 )                              41                                                   26.11      

Mean±  S.D= 15.27± 2.311            Maximum= 18                               Minimum=8 

       

4.6 Possible association between independent variables and delay in seeking TB 

center treatment. 

4.6.1 Association between the socio-demographic factors of Myanmar 

migrants and their delay. 

Non delay and delay in seeking treatment from TB center were cross tabulated 

with each of the socio-demographic characteristic and looked for any significant 
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relationship. These relations are presented in Table 22 Among the TB patients’ socio 

demographic factors, there were no association between the level of  non delay and 

delay with age, gender, marital status, high education attainments, occupation and also 

family monthly income.  

 

Table 22 Distribution of Myanmar migrants TB patient’s delay by Socio-demographic  

    factors. 

         Non-Delay      Delay 

Characteristic   (n)                  Number (%)              Number(%)          
2χ        p-value 

Age (Years) 

  15-34  (118)  32(27.12%)  86(72.88%)         

  35-56    (39)  13(33.30% )  26(66.67%)           0.554      0.457 

 

Gender 

    Male (90)  24(26.67%)  66(73.33%) 

    Female (67)  21(31.34%)  46(68.66%)       0.411      0.522 

Marital Status 

   Single (58)  14(24.14%)  44(75.86%) 

(Unmarried/Divorced/ 

Separated/Widowed) 

   Married (99)  31(31.31%)  68(68.69%)            0.921      0.337 

 

Highest Education Attainments 

   Illiterate (15)  7(46.7%)    8(53.3%) 

   Basic 

 education (125)     35(28.o%)  90(72.0%) 

(literate/primary 

/middle/others) 

   High  

education (17)  3(17.6%)  14(82.4%)           3.414      0.190 

(high school/collage)         
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Table 22 Distribution of Myanmar migrants TB patient’s delay by Socio-demographic  

               factors. (cont.) 

         Non-Delay      Delay 

Characteristic   (n)                  Number (%)              Number(%)            
2χ      p-value 

 

Occupation 

  Sea food 

processing (102)  28(27.50%)  74(72.55%) 

 Others   (55)  17(30.91%)  38(27.45%) 

(General/Factory/             0.209     0.648 

small, temporary job/              

jobless now) 

         

Family Monthly Income ( Bahts ) 

   Low (2000-5859)  31(30.69%)  70(69.31%) 

   High (5860-20000)  14(25.00%)  42(75.00%)        0.571     0.450   

    

 4.6.2 Association between the Availability factors  of Myanmar migrants 

and their delay. 

 The analyzed data in Table 23 significantly  revealed  that TB patients received 

information of TB diseases and its  treatment course from hospital doctors  and staffs. 

Among total respondents, 71 patients got this information  from mentioned source and 

86 patients did not get it. So, Higher  percent of patient without getting information 

(77.91%)  had delayed more than that of  patients with this  information 

source(63.38%). This  is only one information factor that  associated  with   patient’s 

delay (p valued =0.045)and had  weak relationship between them. However, there 

were no association   between the other source of information factors  and patient’s 

delay. Although there was no relation between the patient’s delay and source of 

information from employer ,patient got information  from this source(62 %) were less 

delayed than that of  without information group.          
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 Similar to other Table reverse findings, there were  some findings with higher 

percent of patients learned about TB center and services, from hospital  doctors 

(74.70%) were  more delayed than that of other without this information. Such kind of 

findings may related to one or more factors were confounded for patient’s delay. As 

review to  Table 16 findings with  economical accessibility to TB center treatment. 

This table showed that  nearly 100% of the respondent’s financial  support was their 

own expense and more than half of TB patients had no chance to get their daily 

allowance when they came to TB center appointment day. These economic factors 

may be  more stronger than information factors for patient’s delay.  

Table 23  Distribution of Myanmar migrants TB patient’s delay by  Sources  of  

    Information about TB. 

           Non-Delay      Delay 

Type of Information/Source        Number(%)  Number(%)           
2χ       p-value 

I. TB Center and Its Services 

Employer  

     Yes        19(38.00%)  31(62.00%)         

     No         26(24.30% ) 81(75.70%)          3.128      0.077 

Hospital Doctors and Staffs  

     Yes         21(25.30%)  62(74.70%)         

      No         24(32.43% ) 50(67.57%)          0.973      0.324 

II. TB and Its treatment Course 

Hospital Doctors and Staffs  

     Yes(n=71)         26(36.62%) 45(63.38%)         

     No  (n=86)                    19(22.09% ) 67(77.91%)           4.014     0.045* 

Private Center   Doctors 

     Yes           6(20.00%)  24(80.00%)         

      No          39(30.71%) 88(69.29%)           1.361      0.243 

*statistically significant:             r value= 0.160   (near 0, weak relation ship)  
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Table 24  Distribution of Myanmar migrants TB patient’s delay by Advice Persons . 
 

        Non-Delay      Delay 

Characteristic               Number(%)              Number(%)            
2χ         p-value 

Employer  

  Yes   29(26.61%)  80(73.39%)         

   No   16(33.33% )  32(66.67%)           0.738 0.390  

 

Self initiative  

   Yes   12(34.29%)  23(65.71%)         

    No   33(27.05% )  89(72.95%)           0.697 0.404 

  
 

 

 Although there was no relation between the patient’s delay and advice persons, 

in Table 24, it  showed that self initiative person had less delayed(65.71%) than that of 

no self initiative groups. But, patients got advice from employer(73.39%) were more 

delayed than that of patient without  advice from employer. This reverse finding  may 

related to previous explanation in Table 23. 

   

  4.6.3   Association between Accessibility factors of Myanmar migrants TB 

patient and their delay. 

 

A .Physical Accessibility and Patient’s delay  

 

 According to finding of this study in Table 25, there was not too much 

different proportion among group of different distance for their delay. In delayed 

group, there were 71.76% respondents in near distance group (0.5-3.95 km) and  70.83 

% of respondents in far distance group (3.96-15 km). Similarly, patient with less 

convenience score and more convenience score had similar delayed percent. Both of 

these two factors were not statistically significant associated with patient’s delay. 
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Regarding to traveling time spent, it was seen that when traveling time spent long    

(31-180 minutes), the percentage of this group more  delayed in ( 80.77%)  than that of 

the group with  short traveling  time.. Most of the respondent came to TB center with 

by bus as a common mean of travel . But convenient mean of  travel such as on foot 

,by taxi ,by factory car ,etc were also used  and their percent of delay (63.64%)  were 

lower than that of common mean of travel. 

  Waiting time to see a doctor is normally a barrier for seeking  treatment, this 

time was grouped into two ; short ( 5-90 minute) and long (91-180 minutes),There 

were a little higher delayed proportion in short waiting group than that of long waiting 

group.    Half of the respondent perceived that they have enough free time when they 

took leave from work.  Nearly 80% of the respondents  thought that  their waiting time 

was appropriate. Therefore, long waiting time was not too much problems for them 

and had  proportion of delay (68.18%) were lower in this study . None of physical 

accessibility to TB center and patient’s delay was statistically significant relation. 

 

Table 25 Distribution of Myanmar migrants TB patient’s delay by  Physical Accessibility     

  Factors to TB center. 

         Non-Delay      Delay 

Characteristic                Number(%)              Number(%)          
2χ        p-value 

 

Distance (Kms) 

   Near(0.5-3.95) Kms 24(28.24%)  61(71.76%)         

   Far   (3.96-15) Kms 21(29.17% )  51(70.83%)           0.017     0.898

    

Traveling Time 

   Short (5- 30) minutes 35(33.33%)  70(66.67%)         

   Long (31-180) minutes 10(19.23% )  42(80.77%)           3.383     0.066 
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Table 25 Distribution of Myanmar migrants TB patient’s delay by  Physical Accessibility     

  Factors to TB center. (cont.) 

         Non-Delay      Delay 

Characteristic                Number(%)              Number(%)          
2χ        p-value 

 

Mean of Travel 

   Common   37(27.41%)  98(72.59%)  

    ( Bus , motorcycle) 

   Others 

(on foot, taxi , factory car) 8(36.36% )  14(63.64%)      0.742     0.389          

   

Waiting Time  

 Short (5-90) minutes 24(26.37%)                 67(73.63%) 

 Long (91-300) minutes 21(31.82%)  45(68.18%)           0.555     0.456 

 

Physically Convenience  

   Less Convenience 

     (Score 0-2)   25(28.09%)  64 (71.91%) 

   More Convenience 

     (Score 3)   20(29.41%)                 48(70.59%)       0.033     0.856 

 

B.  Economically Accessibility and Patient’s delay  

 As review on Table 16, most of the respondent were financially self supported 

(93.6%) and  80% of  them perceived that  expense for TB treatment was not a burden 

for them. Regarding the relationship between economically accessibility and patient’s  

delay; above finding reflected that more  expense group were less delayed than that of 

normal expense group and also burden group were less delayed than that of without 

burden group in Table 26.  However, Patient’s delay (71%) was nearly same among  

patient whose daily allowance had deducted or not by employer in this  Table. all of 

economically  accessibility factors to TB center and patient’s delay were not  

statistically significant. 
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Table 26  Distribution of Myanmar migrants TB patient’s delay by   Economical  

    Accessibility Factors to TB center. 

        Non-Delay      Delay 

Characteristic                Number(%)              Number(%)            
2χ      p-value 

Overall money expense 

    Normal (30-74 bahts) 32(25.81%)  92(74.19%)         

    More (75-1070 bahts) 13(39.39% )  20(60.61%)           2.353     0.125

    

Financial Support 

    Self                         44(29.93%)  103(70.07%)         

    Others    1(10.0 % )      9(90.0%)           1.819     0.283 

 

Expense is a burden for you 

                                  Yes.  12(40%)                     18 (60%)    

                                   No.  33(25.98%)                 94(74.02%)           2.331     0.127                         

                                                 

Employer  deduct payment  

whenever  go to TB center 

 

                                  Yes.  24(28.24%)               61(71.76%) 

                                  No.  21(29.17%)               51(70.83%)            0.017     0.898       

 

C.  Socio cultural Accessibility and Patient’s delay  

 As reviewed to Table 17 demonstrated that 51.59 % of respondents came to TB 

center by themselves and there were 72.84% of this group had delayed in Table 27. 

Among the study population, only 7% had legal constraint and but 54.55% of them 

were delayed. Which was lower than that of patient without legal constraint (72.60%). 

In Table 17, language barrier problem and changing work because of TB problem had 

only 8.28 % and 5.1% of respondent respectively. Among them, 46.15% of language 

barrier group and 87.5 % of ever changing work because of TB group had delayed in 
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Table 27. Percent of patient who need or no need  permission from employer to go to 

TB center were same in delay category. However, all of socio-cultural accessibility 

factors to TB center and patient’s delay were not  statistically significant. 

 

Table 27  Distribution of Myanmar migrants TB patient’s delay by  Socio- cultural  

                Accessibility Factors to TB center. 

         Non-Delay      Delay 

Characteristic                Number(%)              Number(%)            
2χ       p-value 

Accompany Person 

       No one    22(27.16 %)           59(72.84%)         

       With others  23(30.26% )           53(69.74%)           0.185       0.667 

Any legal constraints  

 to go TB center 

                         Yes.   5(45.45%)                6(54.55%)                             

                          No.                40(27.40%)            106(72.60%)             1.631       0.202 

Any permission from  

employer to go to TB center 

                         Yes.               27(27.84%)              70(72.16%)                                 

                          No.                 18(30%)                  42 (70%)                  0.085      0.771                          

Ever change  work 

 because of TB 

                        Yes.                      1 (12.5%)                 7( 87.5%)                                    

                         No.                  44 ( 29.53%)          105 ( 70.47%)             1.077    0.299                         

 Any language barrier 

 when  go to TB center    

                        Yes.                      7(53.85%)                6(46.15%)           

                         No-                    38(26.39%)             106(73.61%)           4.396     0.052   
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 4.6.4   Association between suffering symptoms and Patient’s delay.  

  

Table 28  Distribution of patient’s delay by  Asymptomatic and symptomatic Myanmar   

                migrants TB patient.  

             Non-Delay                    Delay 

Characteristic                    Number(%) Number(%)         
2χ      p-value    r value 

 

Asymptomatic       16(69.57%)     7(30.43%)  

 
Symptomatic       29(21.64%) 105(78.36%)     22.049    0.000*   0.375** 

*statistically significant:             ** r value ( near 0, weak  relationship) 

 

 There were main two groups for asymptomatic and symptoms among study 

population. Table 28 indicated the relationship between these groups and patient 

delayed category. There was a big different between in percent of delayed person in 

each group of respondents. More than three fourth of symptomatic patients had 

delayed and it was more than two time higher than that of asymptomatic patients. This 

reverse finding may need to know about delayed person already got symptom or not. 

In this study, these two factors are statistically significant with p value 0.000 and weak 

relationship between them. 

 As reviewed on Table 29, percent of delay between patient with or without 

persistent cough was not much different in delay category. Similarly, delayed percent 

of patient with or without chest / back pain as well as patient with or without cough up 

sputum were not much different within each group. .But most of the percent in each 

group were reverse finding. As similar as previous table, it may need to check for 

delayed person already got these symptoms or not. In this study, these three common   

factors are not  statistically significant  . 
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Table 29  Distribution of Myanmar migrants TB patient’s delay by first notice symptoms  

                among symptomatic TB patient.  

                 Non-Delay    Delay 

Characteristic                     Number(%) Number(%)          
2χ             p-value      

 

Persistent Cough 

    Yes            8(14.04%) 49(85.96%)         

     No         21(27.27% ) 56(72.73%)         3.385  0.06 

 

Chest /back pain  

    Yes        11(17.74%)  51(82.26%)         

     No        18(25.00% ) 54(75.00%)         1.035  0.309  

 

Cough up Sputum 

     Yes        10(15.15%)  56(84.85%)         

      No        19(27.94% ) 49(72.06%)         3.231  0.072  

         

 4.6.5  Association between Knowledge level and Myanmar migrants TB   

patient’s delay. 

  
 The result from Table 30 indicated the relationship between respondents’ 

knowledge and  patient’s delay. In delay category, nearly equal percent of respondents 

were noted as good and poor level of knowledge about TB disease and spread. 

However, knowledge level of disease prevention and treatment percent in delayed 

category, poor group was lower than that of good knowledge group. Overall result 

revealed that  there was percent  of delay (72.84%) among  poor  level group, which 

was higher than that of good knowledge level group. So, patients with good 

knowledge were less like to be delayed.  However, overall knowledge level of patients 

and patient’s delay were not statistically significant. 
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Table  30  Distribution of Myanmar migrants TB patient’s delay by Knowledge level 

         Non-Delay      Delay 

Characteristic                Number(%)              Number(%)          
2χ         p-value 

Knowledge of 

TB and spread 

      Poor(0-4)   24(29.27%)  58(70.73%)         

      Good (5-8)   21(28.00% )  54(72.00%)           0.031     0.861

  

Knowledge of 

Prevention and Treatment 

      Poor(0-3)   32 (32.99%)  65(67.01%)         

      Good (4-6)   13(21.67% )  47(78.33%)           2.324     0.127

  

Overall Knowledge  

     Poor(0-7)   22 (27.16%)  59(72.84%)         

     Good (8-14)  23(30.26% )  53(69.74%)           0.185     0.667 

 

 4.6.6 Association between Perception level and Myanmar migrants TB 

patient’s delay. 

 
Table 31  Distribution of Myanmar migrants TB patient’s delay by Perception level. 

            Non-Delay             Delay 

Characteristic                     Number(%)            Number(%)     
2χ    p-value  r value 

 
Perception on severity  

of TB Disease 

    Low (8-11)           26 (40.63%)          38(59.38%)         

    High (12-15)          19(20.43% )          74(79.57%)    7.562  0.006*   0.219** 
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Table 31  Distribution of Myanmar migrants TB patient’s delay by Perception level. 

                 (cont.) 

            Non-Delay             Delay 

Characteristic                     Number(%)            Number(%)     
2χ    p-value  r value 

 
Perception  on benefits 

 of TB treatment 

    Low (8-15)           25 (37.88 %)           41(62.12%)         

    High (16-18)          20 (21.98 % )           71(78.02%)    4.730  0.030*  0.179**

  

Overall Perception (Scores) 

    Low (17-27)          31 (41.89%)            43(58.11%)         

    High (28-33)                   14(16.87% )             69(83.13%)  11.981  0.001* 0.276 

*statistically significant:   ( r values are   near 0 ,weak relationship) 

 

 The result from Table 31  indicated the relationship between respondents’ 

perception and the patient’s delay. Over all result revealed that there were much 

different percent among low(58.1%) and high(83.1%) level of perception in delayed 

category. High level of perception had more delayed.  

 In each perception of  delay category, more percent of respondents were 

delayed in  high level group  than that of low level group at perception on severity of 

TB  disease. Similarly, perception on benefit of treatment, high level group was more 

delayed  than that of low perception level group. All of these reverse findings in 

overall perception and each group showed that one or more factors were confounded 

for patient’s delay with high or low perception. It may related to Table 10, main 

reason for patient’s delay period to TB center treatment was waiting for their health 

insurance cards (52.68%).  

 In this study, all of perception groups are statistically significant with p value 

<0.05 and weak relationship between patient’s delay. 
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 4.6.7 Association between Main reason to come to TB center and their 

delay  

 

Table 32  Distribution of Myanmar migrants TB patient’s delay by Main reasons to  

                come to TB center. 

                                         Non-Delay              Delay 

Characteristic                       Number(%)          Number(%)          
2χ       p-value 

 
Come by self initiative                   13(30.95%)         29(69.05%) 

(i)  Can not work effectively     

(ii) Suffering   symptoms more    

(iii) Others (come as minor illness)  

                            

 Detected by labor  

registration as having TB                24(23.53%)        78(76.47%) 

    

Urge from others  

(Friend, family, neighbors, etc)        8(61.54%)          5(38.46%)      8.294          0.014* 

*statistically significant :                       (r) =    0.224 (near to  0,  weak relationship)  

 

 Majority of main reason to come to TB center was related to that disease was 

detected by labors registration (64.97%) in Table 11. In Table 32, among this group, 

76.47% had already delayed and it was higher than that of others reason groups. In this 

study, these main reason groups are statistically significant with p value <0.05 and 

weak relationship between patient’s delay. 

 

4.7 Some suggestion from the respondents  

 
 According to the results from additional opened question, about 50% of the 

respondent in this study population gave comment and suggestion on both positive and 

negative aspect concerning to TB treatment. Positively, they really appreciated about 
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30 bahts project and social security system for migrants. One TB patient said that she 

did not know about the word TB she only know TV (television),but she is now under 

proper treatment due to health screening programme.  The most frequent suggestion 

was concern about   their health seeking problems and work related financial and 

social problems. 

 There were about 30% of respondent said that they would like to know proper 

knowledge about TB disease prevention and early symptoms as well as treatment 

course and side effect of drugs. They want to get work place TB control programme, 

which was practiced in some factory. They believed that this is the only way to over 

come the several problems related to TB treatment of Myanmar migrant TB patients. 

Some of the respondent suggested about healthy living and behaviors during and after 

treatment of TB. As review on their difficulties with reasons, half of the respondent 

has no chance to get daily allowance during TB center appointment day. Therefore, 

they suggested that chronic disease person with physical and financially weak like as 

TB patient need appropriate support and kind arrangements from employers. It did not 

mean that they did not want to be opportunists, just only to get mutual understanding 

for proper treatment with appropriate work place and support. Their final intention is 

to be a healthy and productive worker for healthy workplace as well as they want  to 

serve great effort for their owner benefits. Some of the TB patients want to get referral 

system for non-interruption treatment for them and it is suit for their migration nature, 

complete cure (treatment relay card system) and for financial aspect  (30 bahts for TB 

in every where).           
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CHAPTER 5 

DISCUSSION 
 

The phenomena of migration presents major difficulties to TB control 

programme. As a group ,migrants are particularly vulnerable to a wide range of 

communicable infections such as tuberculosis and HIV. They often encounter 

considerable difficulties in accessing health care and adhering to prescribe treatment 

regimens. The high influx of migrants in SamutSakhon area is certainly due to 

economical reason. The work force, for the huge number of sea food  factories and 

big export of sea food to western countries , are covered by the migrants workers. 

This  discussion was related to the results of patient’s delay in tuberculosis center 

treatment among Myanmar migrant, SamutSakhon Province. A retrospective 

descriptive and analytic cross-sectional study where the data was collected through 

structured questionnaires by interviewing method. There were total 157 new TB 

patients visited to SamutSakhon General Hospital and Srivichai V Private Hospital, 

between January and February 2005. According to the objective of study, this cross 

sectional  study with results of patient’s delay are discussed in  Six   sections.  Which 

include 

5.1  Socio-demographic characteristic of study population. 

5.2 Period of patient’s delay in seeking treatment from TB center and         

reasons for delay. 

5.3 Enabling factors, including availability of TB center and services and also 

accessibility to TB center.  

5.4 Knowledge about TB disease and   its treatment 

5.5  Implication for awareness of having disease before coming to TB center  

5.6 Perception about severity of TB and benefit of TB treatment 
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5.1 Socio-demographic  characteristic of study population. 

The socio –demographic characteristic of respondents were homogenous in 

both  delay and non delayed category.  Three fourths of the respondent were young 

working age group(15-34 years). Among them, over 70% were belonged to delayed 

category. This has highly impact to the family ,society and work place. The increasing 

trend of TB among younger age group was thought to be linked with increasing 

number of young migrants population. It is evident that other survey showed that 

common age of migrant had ranged between 13 to 30 years (Awatsaya Panam et al., 

2004)and 78.7 % of study migrant population were age between 15 to 30 years (M.T 

Benner, 1997). Finding from  this migrant group study is contrast with other native 

group studies. One study at TB zonal center II, Thailand, (T.B Sulaik , 1994)  reported 

that patient’s delay in similar age group was only 16.6% to 33.3%. But another study 

at Longan Province, Vietnam ( L.T liem, 1999)found that young age group (15-34 

years) were 65.4% delayed  , it is nearly same as this study. But, her target population 

were not migrant and they were  only  local native  patients admitted to TB center.       

 Concerning the gender, the 157 respondents were nearly 3:2 ratio of male and 

female. But the association between gender and patient’s delay were not too much 

gender different. This finding reflected to the  reality of  migrant workers, both male 

and female were came to here only aim  for their income generating  job; worked on  

same situation and status. Therefore , suffering disease and delayed period were 

similar without too much gender difference. Which was not similar to previous 

studies, it  had female more delayed than male in local TB patient’s delay study  at TB 

zonal center II, Thailand , ( T.B Sulaik, 1994) and also another studies of Philippine 

and Vietnam( L.T.Liem, 1999 ). 

 About marital status of the respondents, 63 % were married, it is similar to 

other migrant study in Thailand, about 60 % married in migrants (M.T.Benner, 1997). 

The rest were grouped as single, and this group had thought  no body to share their 

health  problems.  But  regarding on marital status with patient delay category ,there 

was not too much different between these  two groups in this study.The percent of 

delay in married (68.69%) was lower than that of other studies (71.6%) in  Vietnam. 

Most of the migrants (65.61%)  stayed as in  group of  at least 4 members in one 
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living apartment and so single respondents got also social support from their friend or 

relatives. Another reason may be due to less family burden. 

 When review on education status, this study indicated that basic and high 

education level had  increased percent of delay than that of the others illiterate level. It 

was big different  and reverse findings from other studies. Safer et al (1979), and T.B 

Sulaik (1994) had found that the delayers were  more likely to be in  poor educated or 

non at all. For this migrant group study, such kind of vicious cycle of developing 

countries phenomena was not applicable. This reverse findings suggested  that one or 

more factors might be confounded with patient’s delay.  

As an over view on this migrants group ;there were be two assumptions. First 

one was that  more or less migrant people had already infected before they come to 

this area  and second one was that  any level of education  in   migrant TB patients 

had  no chance to seek TB center treatment. For first assumption, high percent 

(64.97%) of total respondent had reason to come to TB center with the account of 

only  labors registration TB screening programme. After this programme ,they firstly 

knew this  disease and  had started to treat. So, regardless of their previous education 

attainment in their home country, every group may be delayed. It was evident that 

almost all of group had high delay percent. First assumption was also evident in a 

previous study of  TB in foreigner from Asian and African countries ; Toyota.E           

(Japan, 1993). That study was conducted from 1986-1991 at Nakano Chest hospital, 

Tokyo and  the findings  supported  that many of the foreign groups were infected in 

their origin country and reactivated before and after arrival to Japan. 

      For second assumption, higher percent was noted as account for waiting health 

insurance card (52.68%) was main reason in delay seeking treatment from TB center. 

This card was a vital for Myanmar migrant workers. Without this card, they have less  

chance to visit to heath care areas  and  pay expensive health care services charges. 

This insurance card can be  used as  an evident  to local police and also card holder 

need to pay only 30 bahts per visit for health care services. After health screening 

programme, most of workers  waited for this card at least one month. So, regardless of 

education level, income, advice person, accessibility, availability factors, their 

knowledge, perception on TB and their suffering symptoms; every group in each level  
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may be delayed with high  percent. So, above two assumptions can explain to reverse 

findings, which were not same as other studies. 

As reviewed on occupation, nearly 65% of total respondents were sea food 

processing workers. Among them 72.55% had delayed,  nearly three time higher than 

that of other occupation groups. As reviewed on occupational aspect,  most of the 

migrant workers were hard working groups and worked in  day and night shifts. As an 

incentive about per Kg allowance, and over time pays  for job demand; which 

promoted long hard working  time. This condition and cold workplace may lower 

defense mechanism of the body as well as making infection more easily or 

reactivation of TB. Nearly 70% of TB patients had delayed in low family income with 

2000-5859 bahts. But high family  income group had more delay (75%) than that of 

low income group. As compare to other study , the poor account for 81.3% of delay 

group while only  6% in high income group (L.T.liem,VietNam, 1999) and TB is a 

disease of poverty (Castillo, 1985) were also  noted. This study finding was opposite 

from those  previous ones, it can be explained as above two assumptions. As reviewed 

on over all money expense and burden of expense for treatment were not too much 

different in each groups of delayed category. All these findings were also reverse 

findings and income and financial expense for treatment were not statistically   

significant to patient’s delay. It is also evident that, any TB patient with health 

insurance card  can  visits  to TB center and only need to  pay  30 bahts per visit. 

This migrant TB patient’s delay study seem still to be controversial findings 

when a number of other local and native TB patient’s delay studies strongly disagreed. 

There was no  statistically significant  association between such all of socio-

demographic factor  and patient’s delay .   

   

5.2 Period of patient’s delay in seeking treatment from TB center and reasons 

for delay 

In this study, the proportion of patient’s delay in total was 71.34% ,which 

comparable to the prevalence rate of delay among Thai native TB patient was 73.1% 

in  TB zonal center II, Thailand, (T.B Sulaik , 1994). According to grouping, a short 

delay group(more than 30 days up to 60 days) was 29.30% and long delay group 

(more than 60 days ) was 42.04% and average delay period was 82 days. In Myanmar, 
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a study (T.C.Tin, 1996)showed that duration of illness before visiting TB center 

treatment ranged from one day to more than 181 days and majority was 55% in the 

delay period of one to 30 days. As view on  migrant  aspect compare, Fairfield 

Hospital, Victoria, Austria study (1991-93) showed that TB treatment started more 

than 30 days among South East Asia born TB patients is 65% and average delay 

period was 50 days. So, this study had comparatively  higher percent of delay and  

longer patient’s delay period. Regionally, Vietnam study about patient’s delay at 

longan Province(1999), it was demonstrated that proportion of 69.8%. Main reason 

for delay among respondents had wait for their health insurance card. In this study, 

patient with this reason and patient’s delay were the statistically significant (p=0.014). 

But weak relationship showed that there were some other factors contributing to delay 

other than this reason. 

This study was different from a study in Japan ( Iwassaki, 1268 TB patients 

survey, 1981),its  main reason  was related to patients  thought that  it was a beginning 

stage of their illness. Concerning about seeking TB treatment, this study showed 65% 

patient knew TB by labor medical check up  and then they  got treatment .It was 

different from Vietnam study, in which  neighbors were mainly advice to seek TB 

treatment. Concerning about seeking treatment during delay period, near by drug 

stores and don’t think as important reason were most common findings in this study. 

In Thailand study (Korenko, 1990 )patient went  to government  hospital for general 

treatment when tey notice first symptoms..    

 

5.3 Enabling factors including availability of TB center and services and                   

accessibility to TB  center  

(A) Regarding availability of  service , the study revealed that most of the 

respondents (86.62%) knew at least one TB center and  that  center from private or 

government hospital was linked to  their social security system. Almost all of 

respondents reported that the location and transportation  were convenient. 

Sources of information was an important factor to help patient in seeking 

treatment from TB center.Regarding information  about  TB center and its services, 

around half of the respondent in the study received information from hospital  doctor 

and staff and fewer received from their employer. The finding was different from the 
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study with Mexican  migrant  farm workers , that two-third of them received TB  

information from TB education programme  presented by community outreach 

workers and  a few of these had heard previous years as well as from fellow migrant 

workers, friends ,family members, nurses and doctors. For source of information 

about TB disease and its treatment information, Myanmar migrant’s received mainly 

from hospital doctors and  staffs,it was significantly  associated with patient’s delay 

(p=0.045). But weak relationship showed that there were some other factors 

contributing to delay other than this kind of information  source.    Other findings in 

Thailand( T.B Sulaik, 1994) study showed that  longer delay was noted among those 

who were never exposed to any information, but  the resource persons were  different 

and Thailand native TB patient received more information from friends and relatives.     

   

(B)Regarding of accessibility to service, the result of the study reviewed as 

follows:   

 (i) Physical accessibility, It revealed that three fourths of near distance from 

TB center group  had delayed, it was nearly  equal to delay  with patients in far 

distance group (4 km and above). Compare to previous study (L.T.liem, Vitenam, 

1999), delay group were found in far distance from TB center. But Thailand (T.B 

Sulaik, 1994) study showed that  distance was longer range from 10 km to 350 km. 

Those studies did not mention about patient delay and  distance factors. Iwasaki (1981) 

report in Japan and Toman (1979) explained that distance from medical facility was a 

common factor for delay. In this study, the   maximum distance was  only  15 km, and 

public transportation and hospital location were easy to access. So, regarding distance 

factor, there was not statistically significant  association between it and  patient’s 

delay.  

Mean of travel, Traveling time and waiting time were not  statistically 

significant with patient’s delay. As compare to patient’s delay study in TB Zonal 

center II, Thailand; where mean of travel was by  bus, it was same mean of traveling 

in this study.  Whereas in other studies of  Thailand and Vietnam, short traveling time  

group( 5-30 minute )were less proportion of delay than that of  others traveling time 

group.It was same as in  this study. Waiting time to see the doctor is normally 

aggravated to patient’s delay. In this study, long waiting time group  was more 
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delayed than short waiting time group. As review on convenience questions  about 

appropriate waiting time and enough free time to come to TB center, nearly equal  

half (49.68%) of the respondent had positive and negative responds. Most of the 

respondents thought that  they  have enough free time during their leave day from job 

and so not too much  problems for waiting time . It was also evident that physical 

convenience score between two groups  in delay category were nearly equal percent.   

(ii)Economic accessibility: In this study, more than half of the respondents 

spend 30-50 bahts for overall money expense to go to TB center. Nearly all of the 

respondents  used  their own money for overall financial support  of  TB treatment. 

Majority of patient with their  family monthly income were  not too much , no chance 

to get daily allowance during TB center appointment days and no other additional 

financial support for treatment but about 80 % of the respondents thought that 

treatment expense were not burden for them. Generaly,the expense is positively 

related to delayed period; the patient with higher overall expense to TB center was 

greater delayed than that with lesser expense. In this study, nearly 75% of  normal 

expense group had delayed more than that of more expense group .This reverse 

finding was no significant association with patient’s delay.But,it showed that one or 

more factors were confounded for patient’s delay. When review on patient’s delay 

study in Thailand, 200 TB patients’ factors related to behaviors ,Bangkok Chest clinic 

(Korenko, 1990), it showed that income and expense were mainly associated with 

patient’s delay. As review from migrant point, one Japan study showed that still  

necessary to financial guarantee for worker’s medical treatment (Kimura T et al, 

1989). This study  area had health insurance system and 30 bahts payment policy, it 

facilitates to migrant worker’s easy access to medical care but employer daily 

payments dudctions may be confounding factors or negative impact to accesibility 

factors.         

(iii) Socio-Cultural   accessibility: There were no accompanying persons when  

patients go to TB center, i.e about half of the respondents came to TB center by 

themselves. Because of the labor registration law and health insurance system, only a 

few respondents  were noted with legal constraints to go to TB center. Similarly, 

arrangement with  the mother language translators (3 in private and 1 in government 

hospital), only small percent of respondent had language barrier problems. It may be 
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due to long stay in this area and quite familiar with Thai language. About 60% of the 

respondents were need to get permission to go to TB center and only 5% of the 

respondents were changed their job due to TB. As compare to Kunii O,Nomiyama K 

study showed at least one or two barriers about language problems with time 

consuming medical care, immigration law, reluctant to accept migrant patient were 

still existing  status of medical care for foreigners in Tochigi Prefecture, Japan            

(Survey at all clinic and hospital, 1993). But the current condition for Myanmar  

migrant TB patient was totaly different from this Tochigi condition. This point was a 

great chance to continue  implemention of TB prevention and control programme 

among migrant population in this area. However, the statistical test showed no 

significant association  between all accessibility factors  and  patient’s delay.  

 

5.4 Knowledge about TB disease and  its treatment. 

In order to assess the knowledge level of the respondents, total 14 questions  

were asked and classified into 3 groups. For descriptive purpose, most the respondents 

were found with poor overall knowledge level (51%). However ,analysis with patient 

delay, only poor and good level were classified. Firstly, these two level were  

interpreted with their knowledge about  TB disease and spread.  Nearly equal percent 

of poor and good level had delayed. But knowledge level on prevention and treatment 

with delay were different percent. Good knowledge level group’s delay percent was 

relatively higher than that of poor level group. It can by explained by prior infection 

before came to this area (first assumption). As review to overall knowledge and 

patient’s delay studies, poor  knowledge level  group had more delayed (72.84%) than 

that of good knowledge level group. It similar with patient’s delay study in 

Thailand(1994). But in Vietnam study (L.T.Liem. 1999), it had reverse finding about 

good knowledge level (75.9%) were more delayed. Nevertheless, all studies showed 

that there was no statistically significant between knowledge and patient’s delay.     

 When reviewed on collected data,  patients with not sure answer were very 

low percent (5-12%) and patient with don’t know percent is quite high (28-

68.15%).Highest percent of don’t know answer related with three week anti TB 

treatment period prevent transmission. Further research need to clarify this issue. As a 

migrant worker study ,Mexican  migrant TB patients  had good knowledge about 
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disease spread  and etiology  because they had chance to attend a TB education 

programme taught by bilingual health promoter.(Jane E. Poss, the meaning of TB for 

Mexican migrant farm workers in U.S, 1998). Therefore , health education about  

knowledge may not be  superficial or general and then  need  to use relevant method , 

right timing of health education to migrants .  

 

5.5  Implication for awareness of having disease before coming to TB center  

The common first notice three  symptoms were cough up sputum, chest or 

back pain and persistent cough. Among them, cough up sputum in nearly half of the 

respondents. and round about 40% of the respondents noticed chest /back pain. 

Persistent cough had notices only in  36.31% of  the respondents. Others symptoms 

such as weight loss, general weakness and evening feverish were also firstly noticed, 

and had only between 33 to 7% .Which were not same as other patient delay study in 

Thailand  (T.B Sulaik,1994) and also case finding and diagnosis method of I.U.A.L.D 

(1982). Their most often motivate symptom was persistent cough and it motivate a 

patient to seek medical helps. But these first notice symptoms of this study were not 

statistically  significant with delay.      

Among total Myanmar migrant TB patients, 28 respondents suffered no first 

notice symptoms. Those worker who were apparently asymptomatic with suspicious 

chest X ray findings discovered during a routine work place medical check up, 

referred to TB center for treatment. Survey on TB patient’s delay at two rural health 

unit and one health station , Phillipine (Sarmiento Valeza et al, 1990) pointed out  that 

symptomatic patients were more easily to make diagnosis and thus get sooner 

treatment than asymptomic patients. About this study,showed that reverse finding  

and symptomatic patients had two time more delay than that of asymptomatic 

patients(30.43%). This finding can be explained by prior infection before migration 

(first assumption).In this study, patient with or without  symptoms and patient’s delay 

were the statistically significant associated between  them (p=0.000) .But weak 

relationship showed that there were some other factors contributing to delay other 

than symptoms. 

    In this study,employers played an important role and majority percent 

(69.43%) in advising to treat TB and urge to go TB center. Self-initiative and private 
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doctor advice had also got only  in 22% and 11% of TB patients, respectively. On the 

other hand very small percent of the respondents (0.64%) had got advice from their 

neighbors and also from previous TB patients. Fewer amounts of respondents (5-7%) 

had advice from friends at work and also from family members. Other study in 

Thailand in which  they only got advice from their neighbors and friends. As review 

on this study, finding showed that patient’s delay percent (73.39%) had more in 

respondent who got adive from employer.This is the one point to think about the 

employers’ basic health education level and  way of advice  to workers as well as how 

they encourage and support the  patients to come to TB center conveniently.    

So,employer should be focal persons for treatment seeking steps and it was related to 

work place TB control programme implementation. (Appendix.B Table 33 ) 

 

5.6 Perception  on severity of TB and benefit of TB treatment 

 

A. Perception  on severity of TB 

Regarding descriptive review on the perceived severity of TB disease, result 

revealed  that  only 66.88% of respondents had moderate level  perceived and it was 

nearly  3  times  higher  than that of low level.Only 10% had high perception. As 

review on each question, the least percent (34.3%) of negative question with disagree 

answer for person having TB may discriminate you from society was observed in this 

study. It  was as same as the finding in Vietnam study ( L.T.Liem,1999). It means 

they regard was TB is socially unacceptable in society , also believed by themselves 

TB as a socially discriminated, or social stigma disease.They did not like other people 

knowing they had TB. It may precipitated to dropout of the active TB  cases from 

their workplace to unidentified areas and promote disease spread. So, most of the 

health education programme should concentrate on TB patient’s  wrong perception 

and miss believes. Over 75% of the respondents perceived that TB is a deadly 

infectious disease and the percent of  disagree perception on negative question about  

TB is not permanently cured by drug alone was 56.05%.It mean that patients strongly 

believed on diseases severity and  had quite confidence  on treatment. This fair result 

as similar as Vietnam study,in which  most of the respondents expressed  confidence 

in ability of drugs to cure TB (76.8%). Ortega (1991)study, only some of the 
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respondents thought of TB affecting the performance of their daily activities. But in 

this study only showed that, 42.04% of the respondents perceived that suffering of TB 

could partly loose income.  

As association with delay factors, 79.57% of high perceived on severity of  TB  

diseases had delayed and it was more percent than low level .This  reverse finding can 

be explained by first assumption and these were  statistically  significant  with p-value 

0.006. But weak relationship showed that there were some other factors contributing 

to delay other than such kind of perception. 

 

B. Perception  on benefit of TB treatment  

Regarding descriptive review on the perceived benefit of treatment, result 

revealed  that  only 43.31% of respondents had moderate level  perceived and it was 

nearly  one and half  time  higher  than that of low level. High level of perception  had 

30% in this study. 

When review on each question,almost 77.7% of the respondents perceived that 

irregular taken drug will lead to drug resistant. This results on benefit of treatment had 

good point for disease cure and less chance to MDR-TB. Obviously, 85.35% of 

respondent already perceived that the sooner start treatment of TB ,lesser expense  

and also in another perceived idea with early TB treatment can speed up recovery. 

These best  percent of perception favors  to over come economic barriers and also 

facilitates the complete cure.However, over 50% of negative question with disagree 

answer for delayed in TB treatment may not lead to spread of TB was observed in this 

study.This only half of respondents’ right perception was not enough to reduce TB 

spread and delay factors.It may lead to facts for delay in other risk groups.  

As association with delay factors, 78.02% of high perceived on benefit of 

treatment  had delayed and it was more percent than low level and then  they were 

statistically significant with p-value 0.030. This  reverse finding can also be explained 

by prior infection before migration (first assumption). 

           

C. Perception  Level 

Regarding descriptive review on perception of this study, nearly 70% of 

respondents had moderate level of perception.High perception was only 14.65% and 



Fac. of Grad. Studies, Mahidol Univ.                                                 M.P.H.M. (PHC Management) / 83

also only 16.56% was low  level of perception. Similarly, Vietnam study had  its fair 

level of perception was highest percent (76%) among the respondents. As association 

with delay factors,  high level of overall perception(83.13%)were more delayed than 

that of low level.It was also reverse finding and it can also be explained by first 

aasumption. It was statistically significant with p=0.001. But ,weak relationship 

showed that there were some other factors contributing to delay other than such kind 

of perception. As review to perception and patient’s delay studies in Vietnam 

(L.T.Liem..1999) it had also reverse finding, about good perception level(83.3%) 

were more delay.But ,the association was not statistically significant. Other studies in 

Thailand (Korenko,1988), which noted that significantly related and but  no reverse 

findings  between patient’s delay with perceived severity of TB  and perceived benefit 

of treatment and another study (T.B Sulaik, 1994) showed that their more delayed 

group were moderate level of perception and no significant  association to patient’s 

delay.  
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CHAPTER 6 

CONCLUSIONS AND RECOMMENDATION 
  

6.1 Conclusion 

 
 TB is a devastating disease ,killing over the million people a year in South-East 

Asia region and infected  over a third of the population. The impact of  a well 

organized case –finding and treatment programme to reduce the magnitude of TB 

problem is quite clear.   The duration of infection as well as the morbid status of TB 

patient can be shorten by early case detection. Therefore, the number of persons 

infected from source and number of patients and also tuberculosis death  can be 

reduced. Delay factors serves as the only measurable and practical indicators for the 

coverage of  case detection. 

 
The present study  titled “Patient’s delay in TB center treatment  among 

Myanmar migrants TB patients” was planned to ascertain the period of patient’s  delay.  

The study areas were Mahachai, Kratumban and Ban Paew areas, SamutSakhon  

Province, Fourth regional TB control area, Thailand. An endeavor has been made not 

only to find out the period of patient’s delay but also to investigate Predisposing 

Factors (age, gender, marital status, occupation and knowledge), Enabling Factors 

(family income ,education level, accessibility and availability of TB center and 

treatment.) Need Factors (perception about TB and treatment) among Myanmar 

migrant  TB patients . According to the conceptual framework, the objectives of this 

study need  to identify the possible relationship between these independent factors and 

patient’s delay among study population. Data were collected at planned hospitals, but 

snow –ball technique was used for easy to reach target population and time saving 

purpose. As reviewed on previous malaria study experiences in Myanmar migrants 

(M.T.Benner, 1997) researcher focused and planned to overcome some existing 

difficulties about factory owner understanding, social and ethnic language barrier, etc. 

Then, the researcher recruited and trained locally available Myanmar interviewers  

who  were familiar with research activities ,good command of Thai and ethnic 
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language ,and also who  know very well to find out the places and factories with TB 

patients. After on job training for one week period, the researcher set up the aim of 

“ Without any disturbance to TB patient ,got complete information about their delay.” 

After checked about migrant TB patients’ lists , trained interviewers were 

divided into static and mobile teams . The static team were responsible to collect data 

at  respective hospital out patient department  and also   checked  and cleaned  the data. 

The mobile team ( i.e Mobile for Migrants) were set up with the  researcher ,one 

coordinator, interpreter and interviewers. This team contacted and hold  advocacy 

meetings  and also cooperated  with responsible official, local NGO, 

employers ,supervisor, local Myanmar migrant workers at different areas. Mobile team  

were learned  about migrant workers’ real working status and also their living status.  

During  special TB center day (Thursday),two teams were combined and effectively 

collect  the data from many migrants  TB patients at hospitals.        

Regardless of working time and hours, both groups were worked energetically 

and successfully done data collection within one  month period. Problems for data 

collection occurred in  some factories where the manager  were afraid of being named 

work place with TB. However, best cooperation of AIHD official, local health official, 

private hospital ,factory employer ,energetic interviewers and persistent  researcher 

were over come many difficulties including financial, language ,traveling and also 

problems to find out migrant TB patients.    After three weeks of  data entry , analysis 

and interpretation , the conclusions can be present as follows:  

1. For general information, out of total 157 respondents, the average  age of 

Myanmar migrant TB age  was 30  years ranging widely from 15 to 56 years. More 

than three fourth  of the respondents belonged to young working age group. In this 

study, male female ratio was nearly 3: 2 and most of them were married. Their highest 

education attainment was mainly primary and middle school level. The majority was 

seafood processing workers with common family monthly  income  between 3001 to 

7000 bahts .Most of the TB patient stayed in a group of  one or four persons  in one 

living apartment. Non  of the socio demographic factor of TB patients and patient’s 

delay was statistically significant.   

2. Concerning patient’s delay seeking from TB center treatment, 71.34% of 

total patient were delayed . Among them short delay ( more than 30 days to 60 days) 
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was 29.3% and long delay ( more than 60 days) was 42.04%. Patient’s delay average 

period was 82 days and maximum delay period was 365 days was noted in only four 

TB patients but minimum period was 2 days. Non delay group was only 28.34% of the 

respondents. 

3. Main reason to come to  TB center, mostly  their TB  disease were  detected 

by labors registration process (64.97%) and among this group, 76.47% were delayed. 

All of main  reasons  were  statistically significant associated  with patient delay.(p 

value=0.014) but the relationship value (r) indicated weak and so there may be others 

confounding  factors to delay other than this reason. 

4. Main reason for delay period showed that almost half of them were wait for 

health insurance card after labors medical check up  (52.68%) and it was nearly two 

time greater than that of other reason with minimal symptoms. During their delay 

period , majority  took medicine from nearby drug store.   

5. Concerning enabling factors including availability to TB center, most of the 

respondent ( 86.62%) were noticed about  their related health insurance hospital. 

About 92% reported that hospital location was convenient for them. Information about 

TB center and its services was mainly received  from hospital doctor and staffs, 

secondly from their employer. Similarly, information about TB disease and its 

treatment course; was mainly received also from  hospital doctors and staffs and it was 

statistically significant associated with patient delay(p value=0.045). but the 

relationship value (r) indicated weak and so there may be other confounding  factors to 

delay other than this information source. The rest  of the availability  factors and 

patient’s delay were  not  statistically significant. 

6. Concerning enabling factors including  accessibility to TB center were as 

follows; 

(i) Physical accessibility: Most of the respondents stayed 3 km or less distance 

from their respective TB center and then average distance was 4 km . Minimum 0.5 

km  and maximum distance was 15 km. Similarly, their traveling time was mostly 

between 5 to 30 minutes  to come to TB center and then their maximum traveling time 

was  3 hours. Most of the respondent  (65.6%) were used public bus for their mean of 

travel to TB center. About 43.31% of respondents thought that physically convenient 
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for their TB center treatment. But, high percent (50.32%) of  their waiting time at TB 

center was more than 1 hour to 3 hours and maximum time was five hours. 

(ii)Economic accessibility: More than half of the respondents (55.41%) were 

overall money expense to go to TB center were 30-50 bahts. Nearly all of the 

respondents  used  their own money for overall financial support of  TB treatment. 

About 80 % of the respondents thought that treatment expense were not burden for 

them. But, more than half of the respondents (54.14%) were no chance to get their 

daily allowance or per Kg allowance when they come to TB center appointment day.     

(iii) Socio-Cultural accessibility: There were no accompanying persons when  

patients go to TB center, i.e about half of the respondents came to TB center by 

themselves. Because of the labor registration law and health insurance system, only a 

few respondents  were noted with legal constraints to go to TB center. Similarly, 

arrangement of the mother language translators (3 in private and 1 in government 

hospital), only small percent of respondent were language barrier problems. It may 

probably   due to long stay in this area and quite familiar with Thai language. About 

60% of the respondents were need to get permission to go to TB center and only 5% of 

the respondents were changed their job due to TB.    

None of  the accessibility  factors and patient’s delay was statistically 

significant. 

 

7. Concerning knowledge on TB disease and its treatment , highest percent of 

knowledge(62.4%) were found in disease prevention behaviour, treatment course and 

infection spread to family members. Secondly, higher  percent of knowledge(57.96%) 

were found in etiology cause and route of infection entry. Moreover, maximum 

knowledge level (14 scores) was found in six  TB patients. On the other hand , Poor 

knowledge level group is 51.59% of the respondents and  it was highest among three 

level of knowledge groups. From the aspect of delay, 72% of good knowledge level in 

disease and its spread were delayed. and also 78% of good knowledge level in disease 

prevention and treatment were delayed. Overall delay percent is higher in poor 

knowledge level (72%) than that of good knowledge level. However, the level of their 

knowledge   and patient’s delay was not  statistically significant. 
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8. Concerning perception on severity of TB disease, highest percent of 

perception (85.99%) was found in “early treatment can speed up recovery from TB.” 

About 77.% were found in “TB is a deadly infectious disease” and also in “irregular 

treatment will lead to drug resistant” as higher percent of perception. Maximum  

perception level was found in one TB patients As review on overall, Moderate 

perception  level group is highest (68.79%) among  the respondents. From the aspect 

of delay, 79% of  high level  perception on severity of  disease  were delayed. and also 

78% of high level perception on benefit of TB  treatment  were delayed. Overall delay 

percent is higher in high level perception group(83.1%) than that of low level 

perception group. Level of their perception and patient’s delay was statistically 

significant.( p value=0.001),but the relationship value (r) indicated weak and so there 

may be confounding  factors to delay other than perception. 

9. Regarding implication for awareness of disease before coming to TB center, 

three commonest of   first notice symptom were cough up  sputum, chest or back pain 

and persistent cough. 28 TB patients were no experience about first notice symptom 

and stayed as asymptomatic TB. During routine medical check, only suspicious chest 

X ray findings  were confirmed  and referred to TB  center treatment.  Their employer 

mainly advised to TB patients to go to TB center. From the aspect of patient’s delay,      

73.39% of patient with employer’s advice were delayed and also 78.36% of patients 

with symptoms were delayed. It was more than  two time higher than that of 

asymptomatic TB patients. This symptom and asymptomatic patients were statistically 

significant association with patient delay (p value = 0.000) but the relationship value (r) 

indicated weak and so there may be confounding  factors to delay other than this 

contributing factor.    

10. Specific information for patient’s  delay  were as follows; 

 Most of the delayed TB patient were  married  males, young working age 

group with basic education level.  They  were mostly sea food processing workers  and 

were  low  family monthly income about 5800 bahts. They were under cover of health 

insurance  system and  were physical , economical and socio-cultural easy access to 

medical care .But all of them  were not  statistically significant association with patient 

delay. The socio –demographic characteristic of respondents were homogenous in 

both delay and non delayed category. 
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In brief, many factors contribute to delay from TB treatment, among them :  

source of information about TB disease and its treatment from hospital doctor and 

staffs, were significantly associated with patient’s delay TB patient’s perception , 

Asymptomatic and symptomatic group, and  main reasons to come to TB center were 

also significant association with patient delay. The last three were reverse 

findings .and so this migrant TB patient’s delay study seem still to be controversial 

findings  with  numbers of local and native TB patient’s delay studies. All of 

statistically significant association in this study  were weak relationship with patient 

delay( r value near 0).This means that there is no strong enough to be one direct cause 

of delay.   

As review on first assumption , patients who already infected with TB and  

minimal symptoms  in their home country or before to come to this area  and also 

before medical check up; they were entitled with  delay group before this study. No 

matter of predisposing and enabling and need factors positively  affected to them, they 

were  already delayed. It was evident that a 5 year study in southern Alberta, Canada, 

(1990-1994)  with the aim of examine the pattern of TB occurring among immigrants 

and the interval from arrival in Canada to diagnosis of the disease. That Canada study  

concluded  that health care professionals need to be aware that immigrants from 

countries with a relatively high prevalence of TB remain risk for the  disease for many 

years after they immigrated.(CowieRL, SharpeJW.). Therefore, second assumption 

with waiting for health insurance card might be associated factors for such kind of 

patient’s delay problems in migrant population.  

As conclusion, it is well understood that information about patient’s delay in 

migrants Myanmar TB patients are still limited and rare. The result might to be as a 

useful tool for health care providers, health planners and also for new health projects  

in this  study areas or areas with similar characteristic. Policy makers and others 

related departmental organizations of two countries can elaborate strategies to 

approach this population. Finally, effective and manageable workplace TB control 

programme might be target to  this group with the aim of appropriate to their working 

pattern. Therefore, high in TB prevalence rate and spread would be allowed  to 

reduced.    
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6.2  Recommendation  

 On the basis of the result of this study, following are recommendations for 

better improve in disease control and reduce delay period. Moreover, it can be applied 

to effective prevention and treatment among migrant TB patients and migrant 

population . 

 

 6.2.1 For Individual migrant   level 

 Under TB treatments condition, migrant TB patient should be notice about 

personal health care with  good healthy practice and  also benefit of treatment and out 

come of irregular treatment. The  risk of multiple drugs  resistant TB ( MDR-TB ) may 

be essential knowledge for theoe patients. Let them to share about their previous 

experience about how they get TB, first notice symptoms as well as what were  

knowledge about prevention and treatments to their migrant groups or friends at work. 

The utmost aim is don’t be delay like as them and give proper peer education and 

healthy practice.   

Good heath can earn more income and take care about personal  heath with 

own awareness and healthy living style were advised. Early recognition of TB 

suspected symptoms and timely visit and check at respective health care areas should 

be strongly recommended for every migrant worker. It may aim no chance allow for  

patient’s delay among  migrants. Above continuous health education about  healthy  

practice and risky behaviors should be learn from Myanmar health volunteer and work 

places heath education programme  as well as from hospital doctor ,staffs  and 

translators.  

 

 6.2.2 For Family level  or Working place level  

 Strong family, relative or friends social support  are  still need for migrants  in 

such kind of situation(host country.) and also need to practice preventive measure and 

healthy life style(house ventilation) and avoid risky behaviors (e.g smoking ,etc) at 

family level. Early notice symptoms at family level and works place were aim to 

prevent spread and reduce patient’s delay.  

 As it is a focal point to give health education and proper treatment  , friends at 

work and family members need to encourage the TB patient for complete cure and  
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support about healthy practice and no need to discriminate at work places. The study 

suggested that work place focal person and factory clinic should be widely  health 

educated, and need support and also motivation to them. Good cooperation  with local 

hospitals  and NGOs may be a  great benefit for all.     

 Work place TB control programme is strongly recommend for this area. 

Migrant workers should be clearly understand and actively participate in this 

programme. It  is mutually benefit  for economic and social aspect of  both employers 

and workers. Generally, biweekly or monthly health talk with their native language 

including open discussion or Q & A (question and answer) approach should be 

launched. This will clean up miss concept  and mal practice of TB and other diseases’ 

prevention and treatment. Moreover, it promote  healthy practice, avoidance of risky 

behaviors and awareness of TB and so it is one of proper way to reduce the patient’s 

delay.  

 

6.2.3 For Migrant community  level  

 Strong social net work really need for social support and peer health education. 

The study suggested that, need to reinforce socially oriented workers’ union (e.g Yinn 

Nyein Panne Social Union ,United Social Welfares Group). The migrants group with 

potential to delay treatment and  high risks to TB should be given   priority to provide  

health education  about TB. So, they can correctly decide for health care and no 

chance to get delay. Myanmar health volunteers should be  participate in migrant 

workers’ union and strengthen the proper knowledge of TB disease and treatment 

course and take responsible to reduce patient’s delay. Focal  well-wisher in  large area 

of migrant  community (e.g ThladKung, KamPhalar, WatHong, etc ) should contact 

and cooperate  with  health education or heath care programmes   of  NGOs or hospital 

teams. 

   

6.2.4 For Non Government Organization (NGO) level 

 NGOs advocate for migrant workers’ right under national labor laws. In 

addition it play a  critical role  in reaching out to and communicating with migrants. 

By this study experience, local NGOs should widely use locally available Myanmar 

health volunteers. They had  strong social network and  no language barriers about 



Moe Thaw                                                                                       Conclusion and Recommendation / 92

Thai or ethnic speaking and expert to identify the hidden or dropout  cases of TB in 

every part of this area. Role of  NGO (Raks Thai foundation) at this area is quite 

strong and so need to appreciated and encourage for its role. NGO should play more  

in important function as intermediaries communicating migrants’ concerns and need to 

government and international community. 

 

6.2.5 For Private and Government Hospital  level  

In spite of   translators available, provision  of adequate information about  TB 

disease before starting treatment was still necessary (poor knowledge level, 

51.59%).So, hospital staffs and health personnel should  provide more frequent health 

education talk to TB patient within the long waiting period  (50 % of patients  with  

waiting time : up to 3 hours). This programme might be reinforced by local NGO with 

Myanmar health volunteer or  ethnic language speaker. This study recommend that all 

of TB centers should follow the WHO standard of DOTS system in treatment of 

migrant TB patients and easy referrals system and non interrupted treatment relay card 

should be in advance. TB screening about close contacts ,HIV test for TB 

patients ,regular and sufficient dugs supply arrangements were  really appreciated . 

 

 6.2.6 For Employer level 

 Even the  migrant workers were chance to cure under social security system 

with 30 bahts, there  were hidden problems of chronic illness , financial and social 

problems   still persist among them.. As the aspect of TB treatment, work place TB 

control programme  should be established with the support of TB center of respective 

hospital. This programme may include infectious disease knowledge education 

programs  to supervisor and manager in order to get  their  active participations of TB 

prevention and treatment. Local authorities and employers will be play as management, 

support and advocacy role and TB center will play as a  technical role.  This 

programme will be benefit for owner as follows:(i) healthy  working place with 

healthy practice of workers not for healthy worker effect,  but also (ii)can control 

active  work force by workers’ trust (iii) save working hours and  avoid unnecessary 

support and management (iv) good future impression and image  among their 

economic arena . Similarly, migrant workers don’t need to waste their income 



Fac. of Grad. Studies, Mahidol Univ.           M.P.H.M. (PHC Management) /   93

generated working hours or days and also avoid unnecessary expense for traveling and 

support. Generally, this programme   made sure that complete cure of  vulnerable and 

risky groups have treated  at only one work place with appropriate kindness of 

employers. As a  view from  public health  level, it can totally avoid disease spread  

during TB patients come to and back from TB center and surely overcome compliance  

and defaulter problems of TB. Further potential patient’s delay problems due to poor 

knowledge, perception, less income problems, etc were easily overcome by this  

programme. Lastly, regular checking about worked places and rooms hygienic 

conditions were recommended. Suitable working place and time schedules for  

workers’ health status and good ventilation  system were  mandatory.       

 

6.2.7 For Provincial Health  level  

 Provincial health level knew that every health sector of province, including 

demographic data of province. So, it can adjust the strong and weakness of local 

resources and expertise. This study suggested that advocacy role of provincial health 

office  is a very important in work place  TB control programme.   Provincial health 

office can manage and organize employer, government hospital, local private hospital, 

and international or local NGOs. Then  it  can  implement this programme effectively.

 For more accurate information, the migrant data must be taken in the 

provisional TB control and surveillance system. Promotion of migrant community 

participation in distribution of health education in TB disease prevention and control 

were  also advised. Provincial health level should be sensitive to the possibility of 

workers may refuse screening and treatment for TB because of fear of the social 

consequences. 

 

6.2.8  For local Authorities   level  

This study suggests that, local authorities jointly  cooperated with  local NGO, 

Provisional Health office , Hospitals and then  should arrange basic health education 

programme for migrant’s early awareness of infectious diseases. This programme will 

be launch as apart of their work permit registration or renewing work permit  

programme. This time is a best and early time to give health education .Initial 

recruitment areas of migrant were also  observed with good approach  and health 
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screening programme should be start at this time and areas.     According to this study 

finding , one main reason for delay was waiting for health insurance card after labor 

registration. So, the time interval should be shorten as much as 

possible .Generally ,local authorities should educate employers and local law 

enforcement personals about the rights of migrant workers ,and set up channel for 

reporting and penalties  procedure (local license to operate)  for unfair employers or 

persons and also  providing protection to those reporting.  

 

6.2.9 For Ministerial  level 

Thai Ministry of Labor and social welfare should respect the International 

Convention for migrant workers and their families. The registered migrants in all labor 

sectors should be allowed to organize themselves to form a union. These  unions  (e.g 

Yinn Nyein Panne Social Union ,United Social Welfares Group ) will be  allowed for 

promotion of social support and  peer  heath education programme  by themselves.   

That  social union will help early case referral and healthy practice of TB patient, as 

well as encourage  regular and complete cure of TB disease. The ministry should  also 

established a mechanism to support non government organizations (NGOs) and 

community-based organization (C.B.Os) in effort to reach out to migrant workers. 

Initial recruitment areas of migrant workers were observed and health screening 

programme should be start first with local or border disease control of Myanmar side. 

Migrants, if illegal or legal are a part of the work force in Thailand and further 

population movement will not stop by boundaries. Since it was known that TB were 

still infected in migrants as well as in local people, potential to spread every work 

places :so Thai Ministry of Public health should highly focus on TB disease control 

programme rather than other infectious diseases. Because of this  “Triple  Negative 

Impacts” to local people, employers and also migrant workers, it is highly 

recommended to strengthen the existing work forces and case finding strategies (early 

case detection at O.P.D patient with cough ,work place case checking, voluntary heath 

checking ,etc) . Existing border health office, border disease control 

programme ,border health and environment threats initiative programme should be 

strengthen. This migrant TB patient problem is not only rely on Thailand. So, each  
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and every level of Ministry of public health should cooperated with Ministry of  

Health, Myanmar.  

 

6.2.10 For Government  level  

 
A. Royal Thai Government 

A recent study on the demand for foreign workers in Thailand found that in the 

next three years, Thailand is expected to need more and more workers in 2005-2006 in 

order to accommodate the economy as it is currently growing (Asian Study Institute, et 

al, forthcoming 2004). In order to get demand of   healthy workers and effective 

productivities, need to establish proper channel of migrant worker flow. Present 

condition is that illegally pass the border, temporary residency card and registered in 

one specific area or work place with work permit but named as illegal migrant workers. 

This condition should be legal permission for legal need and also  become as  legal 

workers. The workers  must follow rule and regulations of the host country and also 

right to get about migrant workers status. This study suggest that proper and   fair  

policy should be set  for migrant workers and employers and it is highly benefit for TB 

disease spread in Thailand. 

 

B. Myanmar Government 

Based on the research conclusion, the migration and migrant workers’ 

problems were not only faced with Myanmar or southeast Asia region alone. This is 

globally occurred. The sooner we solve, better we give great benefits for our poor 

beloved nationalities. It is clearly seen that not only one county problem but also two 

countries can solve the problems properly. Bilateral cooperation and mutual 

understanding will promote the effective way to approach this problem. The 

government should be set  up practical management on migration with the  good 

perspective of economic and disease control. Moreover, government should arrange 

joint control programme of  foreign affair , labor and health sector, then  establish task  

forces between respective ministerial levels of two nations.    
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6.2.11 For Further study: 

 Similar study is recommended to conduct on a large scale of newly diagnosed  

cases with awareness of symptoms  as a independent factors. From future study can 

obtain more relevant results or to confirm about this study results.. 

 Another research is also recommended to study the effect of health insurance  

system in patient’s  delay. 

As there are many other migrant groups along the whole Thai-Myanmar border, 

further similar study to this one should be carried out. 

Further prospective studies are recommended in term of patient’s delay, system 

delay ,total delay , defaulter and compliance study.          

 Qualitative study to explore the socioeconomic and workplace problem of TB  

patients would be interesting topic. 
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APPENDIX- A 

QUESTIONNAIRE 

Study on    “Patient’s Delay in seeking treatment from TB center  among 

Myanmar migrants TB patients”, SamutSakhon Province,Fourth Regional TB 

Control Area ,Thailand . 

This questionnaire is used for a master’s thesis study focus on patient’s delay 

in seeking treatment  from TB  center among Myanmar migrants TB patients. Please 

make sure that every question should be answered only by interviewee. You have no 

right to make a leading question to interviewee but you should explain every question 

clearly and completely. Your interviewees’ answer records will be confidential and 

anonymous. Data will be analyzed and interpreted as a group.     Please follow 

instructions on each part of  the  questionnaire. Your active participation and 

coordination will have good impact on questionnaire validity and reliability. Your 

best effort  are highly appreciated. 

This questionnaire is divided into (5) parts, 

Part I.     Background information 

Part II .   Predisposing Factors  

Part III .  Enabling Factors 

Part IV    Need Factors. 

Part V.    Information about  Delay to TB treatment. 

 

May I remind you that the research will not be interpret the data if at least one 

question is missing. 

    I   would like to thank you very much for your  kind   cooperation in this 

survey. 

 

 

Dr. Moe Thaw 

Master of Primary Health Care Management  

Asean  Institute for Health Development. 

Mahidol  University. 
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“QUESTIONNAIRE” 

Study on   Patient’s Delay in seeking TB center  treatment among 

Myanmar migrants TB patients, SamutSakhon Province , Fourth Regional TB 

Control Area, Thailand. 

 Name of Patient____________ Current Address  of Patient   ___________________ 

Date of interview  .  ______/______/_______________ 

Name of interviewer;____________________ 

Time of  interview started : ____________________ finished:___________ 

Part I. Background Information 

Name of TB center:  Government Hospital [1]  / Private Hospital [2]   

Name of District: Mahachai /Kratumban/Ban Paew 

Patients’ Health Insurance I.D Number.___________________ 

 

Part II. Predisposing Factors   (Please record the answers from your interviewees 

which reflect on their  present conditions and put as mark ( ) in bracket [  ]  

1. Age (in completed   years):_________________ 

2. Gender  : [1] Male,   [2] Female.  

3. Ethnic group_______________ 

4. What is your present   marital status? 

[1] Single                                 [2] Married.  

[3]Divorce/ Separate/ Widow  

5. What is your present occupation? 

[1]Seafood Processing   [3] Factory  worker   

[2]General laborer             [4] Others (specify)_______________ 

6. How long have you been worked in this province? _____________  months/ Years. 

7. What is your dwelling for your stay in this province ? 

[1] Wooden house      [3] Hut  

[2]Common living quarter    [4] Apartment  

[5] Others (specify) ______________  

8. How many members in your present house (including you) .__________________. 
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9. You stay   here as    

[1]nuclear family    [2] extended family              

[3]stay  with friends  [4]Others(specify)_______________ 

 

10. What is your current   family monthly income(average)? ______________ Bahts 

 

11. What is your highest education attainment? 

[1]Illiterates   [2] Read and write (no school education) 

[3]Primary school         [4] Middle school 

[5]High school  [6] Collage/university  

[7]Others (specify) ______________ 

12. For knowledge about TB and TB treatment,  

Ask you interviewee that“ Whether following statements are correct or not? 

Please answer only one response for each statement.”  

No Statement Yes No Not 

Sure 

1 The etiological cause of TB is the infectious TB 

germ. 

1 2 3 

2 TB can give group of symptoms (persistent or 

recurrent cough for more than three weeks, evening 

fever and loss of weight). 

1 2 3 

3 When untreated TB patients cough, TB germs float 

in the air, then TB can spread out. 

1 2 3 

4 Respiratory tract   is a  route of  TB infection  enter 

into  human   body. 

1 2 3 

5 One family member infected with TB ,other 

members will be vulnerable to infect with it. 

1 2 3 

6 When the working place is poorly-ventilated, TB 

can spread . 

1 2 3 

7 Weak immunity due to smoking may prone to get  

TB. 

1 2 3 
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No Statement Yes No 
Not 

Sure 

8 TB may  prone to get as an infection in AIDS 

patients. 

1 2 3 

9 Sunlight effectively kill airborne TB germ.  1 2 3 

10 BCG vaccination is the active measure for children  

to prevent TB. 

1 2 3 

11 For the prevention of TB spread , whenever cough 

or sneeze, always  use a cloth or both hands to 

cover mouth and nose. 

1 2 3 

12 The accurate way to detect of TB infection  is 

sputum microscopy.                  

1 2 3 

13 After taken three weeks of anti TB treatment, 

patient will no longer transmit infection to others. 

1 2 3 

14 Complete course with Six months multiple drugs 

therapy can cure TB . 

1 2 3 

 

Part III. Enabling Factors  

(A) Availability of  TB center, information about disease and  treatment    

1. How many TB centers near to your present resident area ___________ 

 

2. Who advice you to come to  this TB center  

(a)private doctor  [1]Yes                           [2]No    

(b)neighbors   [1]Yes                           [2]No 

(c)self initiative  [1]Yes                           [2]No    

(d)your employer  [1]Yes                           [2]No 

(e)family member  [1]Yes                           [2]No    

(f)Myanmar health volunteer  [1]Yes                [2]No 

(g)previous TB patients [1]Yes                           [2]No 

(h)friends at work             [1]Yes                           [2]No 

(i)other  Please specify_____________ 
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3. From whom and where  did you get information about  this TB center and its 

services  ? Please tick all the sources from which you have received the information. 

 (a)hospital  doctor/staffs    [1]Yes                 [2]No   

 (b) friends      [1]Yes                 [2]No 

 (c) private clinic  doctor    [1]Yes                [2]No    

 (d) your employer     [1]Yes                 [2]No   

 (e)Myanmar health volunteer    [1]Yes                 [2]No 

 (f) previous TB patients  [1]Yes                           [2]No 

 (g) newspaper/ magazine             [1]Yes                           [2]No 

 (h) pamphlet                    [1]Yes                           [2]No 

 (i)television               [1]Yes                           [2]No 

 (j)family members                              [1]Yes                           [2]No 

 (k)other  Please specify_____________ 

 

4. Did you know following types of services that you can get from  this TB center? 

(a) Consultation      [1]Yes                           [2]No. 

(b) Physical examination   [1]Yes                           [2]No 

(c) Sputum examination                          [1]Yes                           [2]No 

(d). X-ray          [1]Yes                           [2]No 

(e) Anti TB drugs                                   [1]Yes                           [2]No        

(f) Others, Please specify___________________________________ 

 

5.Where did you get information about TB and treatment course? Please tick all the 

sources from which you have received the information. 

 (a)hospital  doctor/staffs    [1]Yes                 [2]No   

 (b) friends      [1]Yes                 [2]No 

 (c) private clinic  doctor    [1]Yes                [2]No    

 (d) your employer     [1]Yes                 [2]No   

 (e)Myanmar health volunteer    [1]Yes                 [2]No 
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6.(Continue)-------Where did you get information about TB and treatment course? 

Please tick all the sources from which you have received the information 

(f) previous TB patients  [1]Yes                           [2]No 

(g) newspaper/ magazine             [1]Yes                           [2]No 

(h) pamphlet                    [1]Yes                           [2]No 

(i)television               [1]Yes                           [2]No 

(j)not clearly know from where          [1]Yes                           [2]No  

(k)other  Please specify_____________ 

 

(B) Accessibility to TB center 

1. How far from your house   and   this   TB center? Approximately__________ km. 

    Total Traveling time: from house to TB center .__________min __________hours. 

    Do you think the time you specified above is convenient? 

[1] Yes    [2] No                        

2. How do you travel from your home to TB center 

[1]on foot    [3] motorcycle/bicycle 

[2]bus                [4]others specify__________________ 

3. How long  have you wait to see the doctor for examination? 

     About _________minutes _____ Hr. .Do you think it is appropriate ? 

            [1] Yes               [2] No                        

4..Do you have enough free time to go to  TB  center during your work?  

 [1] Yes    [2] No      

     If  NO, please specify   ________________________________ 

5. Who is your overall   financial support to go to TB center? 

          [1]self             [2] family 

           [3]friend                                 [4]others :Please specify._______ 

6. For each visit to this TB center , how much overall  money do you spend?  

   Average  cost is ____________Baht.  Do you think it is a burden for you ? 

    [1] Yes    [2] No   

7. Who is accompanying with  you as  usual to  go the  TB center? 

[1]no one     [2] family member 

[3]friend               [4] others : Please specify._______ 
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8. Is there any legal constraints for you to go TB center? 

   [1] Yes    [2] No                         

If YES, please specify   ________________________________ 

9.. Did you need any permission from your employer to go to   TB center? 

    [1] Yes    [2] No                       

10. Do your employer  deduct payment when you come  to TB center ?  

 [1] Yes    [2] No                        

11.  Have you ever change your work because of TB? 

   [1] Yes    [2] No                        

If YES, please specify the reason(s)  _________________________ 

12. Do you have any language barrier when you go to TB center?    

    [1] Yes    [2] No                        

 

Part IV.  

For Perception on severity  of TB and benefit of TB  treatment: Ask your interviewee 

that“ Do you agree or disagree with the  following statements? If you are not sure 

with these statement , answer  not sure  ” Please answer only one response for  each 

statement.  

                  A; agree                      D; disagree                    NS; not sure 

No Statement A D NS 

 Perceived Severity of getting TB 1 2 3 

1 TB is a deadly infectious  disease.  1 2 3 

2 TB can spread to others part of the body.  1 2 3 

3 Having  TB  may  discriminate you from 

society .  

1 2 3 

4 Suffering with TB, could partly loose your   

income 

1 2 3 

5 TB is not permanently cured with drugs alone... 1 2 3 
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 Perceived on benefits of TB treatment  A D NS 

1 Treatment process of TB dose not interrupt your 

employment status.    

1 2 3 

2 Early TB treatment can speed up recovery  

from TB.  

1 2 3 

3 Timely treatment of TB can prevent TB 

complication. 

1 2 3 

4  Irregular taking of TB drugs during course will 

lead to drug resistant. 

1 2 3 

5.  Delayed in TB treatment may not lead to spread 

of TB. 

1 2 3 

6. The sooner you start treating TB, the lesser you 

spend your expense.  

1 2 3 

 

 

Part V.  Information about Delay to TB treatment 

 

1. How long have you been treated at this TB center ________________Months. 

 

2. What is your only one main reason to come to this TB center?  

[1] Can not work effectively, come by self initiative   

[2] Detected by labor registration as having TB    

[3] Urge from others (friend, family, neighbors, etc)  

[4] Suffering symptoms are getting worse  

[5] Others, Please specify_____________________ 
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3...Which of the following symptoms did you first notice before you come to this 

TB center?  If   NO symptoms, please go to question Number. 5 

 If YES, Please specify, whatever you have experienced with more than one symptom, 

you can mention freely. 

a)-persistent cough   [1] Yes    [2] No 

 b) - evening feverish   [1] Yes    [2] No 

c)-chest/ back pain   [1] Yes               [2] No 

d)-weight loss    [1] Yes    [2] No 

 e)- haemoptysis/cough with blood [1] Yes    [2] No 

f)- general weakness   [1] Yes               [2] No 

 g)- sputum    [1] Yes    [2] No 

 h)-other. Please specify_____________ 

Please choose which one is the earliest one……..e.g. a or b or c or etc  ( ____ ) 

 

4. How long have you take for seeking anti TB  treatment as “ a whole period of  

time” start from the time of first and earliest  noticed  symptom till  first visits to this 

TB center? 

                        _______________days,________ weeks,_________ months ago. 

 

5. If you have no symptoms, how long have you take for seeking anti TB  treatment as 

“ a whole period of  time” start from the time of your job medical check up till first 

visits to this TB center?  

                            _______________days,________ weeks,_________ months ago 

(This whole period of time absolutely dose not mean for current TB treatment 

period.                       “ A whole period of time” is less than one month , Please go 

to question Number. 9) 
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6 .What is   your only one main reason  for take above long  period of  time(more 

than one month) 

[1] after labors medical check up, wait for health insurance cards  

[2] symptoms are minimal and gradually arise 

[3] temporary treatments and get well   

[4] financial problems 

[5] no accompany/support  person    

[6] busy with working/ change job   

[7] others______________________________________________ 

  

7. After first notice symptoms ,where did you go or seek for treatment?  

 Please rank with  time duration  of each treatment within  this long period. 

Health Facilities Ranking Duration(days/weeks) 

a)Self- medication   

b)Drug Store   

c)Local practitioner    

d)Other health center 

/hospital 

--  --- - - - - -  -- - - - - - - - - 

  

e)Other .specify 

_____________________ 

  

 

8. Why did you choose the first place to relief of your symptom? 

[1] Near      [4] Familiar 

[2] Good reputation                [5] Cheaper  

[3] Suggested by others   [6] Think about minor illness                          

[7] Other please specify._____________ 

9. Do you have any experience about Anti TB treatment before this TB center     

    treatment , please mention about what kind of treatment  

[1] Drugs only    [2] Sputum examination and drugs 

 [3] X ray, sputum examination and drugs     

 [4] Others_____________________________ 
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**Any suggestion, please write about respondent’s ideas on TB treatment  

 

 

 

 

 

 

 

 

 

 

 

 

 

*Thank you very much for your kind cooperation in answering this 

questionnaire; wishing   you soon well….  

   

*CONSENT FORM* 

The information about the study has been read to me.I have had the 

opportunity to ask questions about it , and I am satisfied with the answers that have 

been provided. I agree voluntarily to take  part in the study and I understand that I 

have the right to withdraw from the study at any time without any affecting with my 

future medical care . 

 

 

 

 

 
Signature______________ 

           Name  ______________   

                     Date_______________ 
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                                           APPENDIX  B 
 

Table 33  Implication for awareness of having disease before coming to 

TB center and association with delay.                                            

    Statements                          Frequency of answer * Percent (%) 

I. First notice symptoms 
   Cough up sputum 
   Chest/ back pain 
   Persistent cough 
   Weight loss 
   General weakness 
   Evening feverish 
  Haemoptysis/cough with blood 
  Other. (loss of appetite,     
  dizziness, etc) 
  

66    
 62     
57   
53    
35     
32    
14 
 11 

42.04 
39.49 
36.31 
33.76 
22.29 
20.38 
8.92 
7.01 

II. Advice Persons 
Employer 
Self initiative  
Private doctor 
Family member 
Friends at work  
Other (O.P.D hospital staff/ 
translators)        
Myanmar health volunteer  
Neighbors 
Previous TB patients  

109 
35 
18 
11 
9 
4 
 
3 
1 
1 

69.43 
22.29 
11.46 
7.01 
5.73 
2.55 

 
1.91 
0.64 
0.64 

 

*Multiple answers (yes) for those got above informations among total respondents.
    those who did not have  information) 
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APPENDIX C 
 

 Samutsakhon Map 

 Questionaires in Myanmar Version 

 I.E.C. material for Myanmar migrant  TB patients 
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Samutsakhon Map
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