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Abstract
Migrants and refugees face challenges accessing both healthcare and good social determinants of health in
Malaysia. Participants at the “Migrant and Refugee Health in Malaysia workshop, Kuala Lumpur, 9-10 November
2017” scoped these challenges within the regional ASEAN context, identifying gaps in knowledge and practical
steps forward to improve the evidence base in the Malaysia.
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Introduction
Globally, there were an estimated 258 million international migrants in 2017, 80 million of whom resided
in Asia and 42% of whom were female [1]. There were
an estimated 150 million migrant workers worldwide in
2013 [2]. With accelerating population movement
worldwide, “migration is not a problem to be solved but
a reality to be managed” [3].
Malaysia hosts an estimated 4–6 million documented
and undocumented migrant workers mainly in construction, agriculture, manufacturing and services and domestic
work [4]. Malaysia also hosts a registered refugee population of 152,000 mainly from Myanmar [5], and is a destination country for human trafficking.
To examine migrant health in this context, UNU-IIGH
organized a 2-day invitation-only workshop on Migrant
and Refugee Health in Malaysia on 9–10 November 2017.
Over 40 participants from industry, medical professions,
civil society and academia in Malaysia attended, including
regional speakers presenting case studies of migrant health
inclusion from Thailand’s Ministry of Public Health
(MOPH) and the International Organization for Migration
(IOM) as well as several NGO service providers in
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Malaysia and Singapore. The workshop aimed to identify
gaps in knowledge and promising interventions or policies
to improve migrant and refugee health in Malaysia. In this
short report, we identify key lessons from the workshop
that can inform the direction of future research and
practice for migrant health in ASEAN.

Occupational and mental health needs

Occupational health and mental health needs among migrant workers are many, with evidence severely lacking
in this area. High prevalence of workplace accidents
among migrant workers indicated a need for better
enforcement of Occupational Safety and Health (OSH)
laws. Nepali migrants are the second largest group
among documented migrants in Malaysia after Indonesians, with an estimated 566,184 present in the country
in June 2015 [6]. Nepali migrants have high death rates
in Malaysia, with an average of one worker dying a day
in recent years [7], which warrants further investigation.
Preliminary results from an ongoing study presented at
the workshop indicated that cardiovascular and suicide
cases were the leading fatalities reported to the Embassy
of Nepal in 2015. About 80% of deaths underwent medically certified post-mortems, but questions remained
about the accuracy of causes of death information for
the more ambiguous categories.
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Asylum seekers and refugees had high prevalence of
common mental health disorders including depression,
anxiety and PTSD, linked to past trauma and particularly
torture among Sri Lankan refugees. Sources of stress
among a small sample of migrant workers in the Klang
Valley included heavy workloads and insufficient time to
complete tasks, no feedback permitted on workplace
policies and workplace conflict.
Suggestions to improve data accuracy included having
health attachés in sending country embassies to enhance
cause of death reporting. Policy suggestions included
continuous OSH training for migrant employees and
permitting refugees to resettle and work, which would
provide needed material income and a sense of hope
and purpose.

A mixed methods study of return Mekong migrants in
Thailand and Malaysia was presented by the ILO. The
Migration Outcomes Index evaluates socio-economic
benefits of labour migration [9]. Vietnamese migrants
had better outcomes linked to higher skill levels and longer periods spent working abroad compared to migrants
from Cambodia, Laos and Myanmar. Low wage levels
were described as a key stressor among migrant workers,
and participants discussed how ensuring protection for
migrant’s wages and working conditions would avert a
“race to the bottom” for Malaysian workers’ conditions.
Interventions suggested to improve socioeconomic
returns included job skills training, receiving the minimum wage, helping migrants to avoid large debts and
help to secure jobs upon return to home countries.

Needs of detained migrants, refugee women and
trafficked children

Healthcare financing for migrants and refugees

Health needs of migrants in Immigration Detention
Centres (IDCs), refugee women and trafficked children
in Malaysia were shared by panelists working in service
provision and advocacy. Methods for improving living
standards and hygiene among detainees included installing ventilation fans and washing machines in one detention center. Community activities with Rohingya women
and children included religious and English classes.
Addressing child marriage in the community is challenging when male guardians believe girls will be better
protected if they are married. When stateless and refugee children and adolescents lack access to education it
denies them hope for a better future while severely
constraining their work options. The prevalence of
sexual exploitation and baby selling raised questions
about how to improve children protection in Malaysia.
Equal protection of children regardless of nationality
and enabling stateless and refugee children access to
education and healthcare were suggested key policy
changes for the next 5–10 years. In IDCs, adequate
medical attention, sanitation, water and food, as well as
enhanced NGO-Immigration-MOH collaborations, could
help to improve detainee’s health.
Wider determinants of migrant health

Wider determinants of migrant health were discussed.
Hunger and lack of micro-nutrients in diets and reliance
on fast food were key problems among daily crossborder Malaysian migrant youth to Singapore. In a
preliminary survey with migrant workers in the Klang
Valley, the majority (58%) were food insecure. Food
insecurity was higher among Burmese migrants, and
overweight was more frequently observed among
Bangladeshi and Nepali participants [8]. Food and
nutritional practices were tied to mobility and limited
income, where feeling fullest at low cost was important.

Financing arrangements for health insurance schemes
for migrants and refugees differ between Thailand and
Malaysia, the two main destination countries for migrants in ASEAN. For Thailand, the Ministry of Public
Health provides the Health Insurance Card Scheme
(HICS) covering both an estimated 1.5 million formerly
undocumented migrant workers who then registered
with the government (semi-legalized migrants) as well as
undocumented migrants and their dependents [10].
Established in 2004, the benefits package has expanded
over time. To date, the scheme provides a wide range of
care, from basic outpatient and inpatient services, to
high cost treatments like antiretroviral therapy for HIV/
AIDS. Nevertheless, while the HICS has significantly
increased utilization of inpatient and outpatient care
among migrant workers, utilization rates are much lower
than among Thai citizens enrolled in the Universal
Coverage Scheme (UCS) [10]. Since 2014, undocumented migrants and their dependents are required to
register at One Stop Service Centres (OSSC), which required the Ministry of Public Health (MOPH), Ministry
of Interior (MOI) and Ministry of Labour (MOL) to
operate together in designated places in each province.
Upon registration, migrants then obtain work permits
issued by the MOL, acquire the HICS insurance card
provided by the MOPH, and undertake Nationality
Verification (NV) managed by the MOI. While Thailand’s
inclusion of migrants in its public insurance scheme with
a somewhat similar benefits package to Thai citizens is
widely lauded, the country still faces several challenges.
For instance, the health insurance unit’s capacity to regulate and monitor the scheme is limited. The NV process is
extremely slow, rendering a number of registered migrants
as undocumented again when they fail to complete the
process [11]. Panelists and participants reflected on how
the HICS and the OSSC periodic migrant registration amnesties were temporary solutions, suggesting that solely
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providing health insurance for migrants was insufficient.
Supporting policy initiatives that address migrants’ health
holistically, including remedying precarious legal status,
should be implemented.
In Malaysia, documented migrant workers are
enrolled in a mandatory health insurance scheme
(Skim Perlindungan Insurans Kesihatan Pekerja Asing,
SPIKPA) offered by a consortium of private insurers
overseen by the MOH. In one analysis, migrants with
a minimum wage income of MYR1000/month
(US$254/month) were found to be paying a de-facto
income tax rate of 10–21%. This includes an annual
migrant worker levy (MYR410-MYR2500/year depending
on work sector) (US$104-US$635/year) [12], levied at
various times on employers or employees, depending on
shifting government policy imperatives. The de-facto tax
rate, similar to what high-income professionals pay, raised
the question of whether migrants should have more generous (quasi-citizenship) social entitlements. Healthcare
access and disease control among the large pool of undocumented migrants is another urgent policy priority. In
face of ever increasing hospital charges for foreign patients, UNHCR Malaysia and RHB Bank have partnered
to create an innovative private health insurance scheme,
REMEDI. Partnering with telecommunications companies
to design and roll out insurance products could enhance
uptake among refugees.
Research ethics, policy translation and bridging the
academia-NGO divide

Presentations on research and evidence needs and policy
translation for migrant health underscored the need for
better research and ethical practices. Having no
available ethics boards to evaluate study protocols of
independent researchers, NGOs, international agencies
and private companies was a concern. Existing ethics
boards have limited knowledge or capacity to address
research on vulnerable populations. Some existing ethics
boards and processes are biased towards large-scale,
funded research, making research on vulnerable populations by less resourced researchers difficult. Ethical
considerations discussed included informed consent
processes which recognize the power dynamic between
migrants/refugees and researchers, who are seen as authority figures. The principle of beneficence, i.e. explicit
benefits from participating in research, must be considered when designing research studies. Implementation
studies tied to service provision were one way to realize
beneficence. Equally important is non-maleficence, i.e.
doing no harm, for example not re-traumatizing participants through sensitive phrasing of questions.
An example of translating research to practice was
presented, whereby a mental health survey with foreign
domestic workers in Singapore was used to develop a
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pilot peer-to-peer Cognitive Based Therapy (CBT) intervention with this group. The program was well received
but challenges included tracking outcomes and having a
longer training period for peer counsellors. Bridging the
academic-NGO divide is challenging. The many bad
experiences researchers and NGOs have of each other
can be mitigated by acknowledging different cultures
and interests (e.g. academics for scientific publications, NGOs for rapid research which can be used for
advocacy) as well as understanding that such partnerships are dialogues, with neither side having all of the
answers [13].

Discussion and ways forward
Engaging with regional and global networks for
(migrant) health equity will be important to drive and
sustain research and policy agendas. Networks presenting at the workshop included the Coordination of Action
Research on AIDS and Mobility (CARAM Asia), the
Equity Initiative in China and ASEAN, and the Migration
Health and Development Research Initiative (MHADRI)
global network [14]. Despite large flows of international
migrants, just 6.2% of the 30,000 peer-reviewed articles
over the past 16 years have focussed on migrant workers
(as opposed to refugees or displaced populations),
according to a bibliometric analysis conducted by MHADRI academics commissioned by IOM [3]. Research
gaps on occupational and mental health issues among
migrant workers persist. Partnering with industry, such
as Sime Darby who are leading the way in external
engagement with academia and civil society on migrant
worker wellbeing initiatives, is one way to facilitate evidence translation to policies and programs. The newly
established Migrant Workers Health Research Network
(Mig-Whealth) of faculty and students at Management
& Science University in Malaysia provides a model of
research partnership with CSOs and migrant workers to
conduct research on their health.
Systems thinking can help researchers and policymakers to identify potential negative consequences from
policy change. Systems thinking can be applied to
complex situations like migration, by identifying positive
or negative relationships, balancing or reinforcing
feedback loops, virtuous or vicious cycles, that are inherent in the systems we live and work in [15]. To cite one
example, after migrants initially entered Europe on sturdier wooden boats, authorities responded by rescuing
migrants and destroying boats to deter smugglers, who
responded by using flimsier and cheaper rubber dinghies
and by abandoning migrants on dinghies at sea, knowing
that the European coastguard would rescue them [16].
As mentioned at the workshop, we need conceptual
frameworks that consider how the dynamics of human
mobility affect population health broadly, including the
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health of citizens in receiving countries, and differences
in healthcare entitlements by migrant categories and
legal status in different contexts. Holistic conceptual
frameworks can inform the design of empirical studies
and highlight research and policy gaps. Beyond identifying
vulnerabilities, we should focus on resilience and positive
health trajectories of migrants. Effectively ‘managing’ migration health involves mitigating vulnerabilities and risks
and enabling positive impacts on population health.
Practical next steps elaborated at the workshop centred
on the need for better ethical practices and critical engagement of migrant workers and diverse stakeholders in
research design. Several stakeholders are exploring the
feasibility of establishing a cross-institutional Ethics Review Board (ERB) for migrant and refugee health research
in Malaysia. MHADRI’s bibliometric analysis will be made
publicly available for researchers to consult before they
conduct their own primary studies, based on evidence
gaps, to avoid duplication and overlap.

Conclusion
We hope that this report, while focussed on a workshop
conducted in Malaysia, provides insight into migrant
and refugee health in other settings. Health status is not a
single destination and we must address health inequities
created by power differentials, inequitable policies and
unequal economic conditions and opportunities including
among migrants. We encourage formation of critical
coalitions in other countries around migrant health and
generation of high quality evidence that can inform
interventions. We also caution that evidence is not
enough: we must go beyond technical challenges and address the adaptive political challenge of migrant inclusion.
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