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Background: The health of urban refugees and asylum seekers (URAS) in Thailand has 
been under-researched compared with other groups of non-Thai populations, especially in the 
area of chronic non-communicable diseases (NCD). The objectives of this study were to i) 
examine NCD prevalence; ii) access to NCD services; and iii) factors associated with access 
to NCD services among urban refugees and asylum seekers (URAS) in comparison with the 
Thai population.
Methods: A cross-sectional study, using a self-administrative questionnaire adapted from 
the Thai Health and Welfare Survey (HWS), was conducted in 2019. URAS were randomly 
selected from the register of the Bangkok Refugee Center. One hundred and eighty-one 
URAS participated in the survey. The data were combined with 2941 Thai records from the 
HWS. The population scope was confined to Bangkok. Bivariate analysis by Chi-square, 
Fisher’s exact, and Mann–Whitney U-tests was conducted to examine difference in demo-
graphic and access to NCD services between URAS and Thais. Multivariable logistic 
regression was performed to identify factors associated with access to NCD services.
Results: Overall, URAS were young, less educated, and poorer than Thais. The trend of 
NCDs was similar to the Thai population, except mental health disorders appeared to be 
more prevalent in URAS. Almost half of the URAS did not receive any formal treatment. 
Being insured, abiding with Buddhism, and living in more affluent households were factors 
associated with better access to NCD services. URAS from Asian countries had greater 
access to NCD care than those from non-Asian countries.
Conclusion: Policymakers should consider expanding the insurance coverage to URAS, 
similar to coverage for Thai populations. Additional studies on refugees’ health status and 
service utilization in other settings outside Bangkok are strongly recommended.
Keywords: urban refugee, asylum seeker, NCD, healthcare, Thailand

Background
Global human mobility is increasing for several reasons, including people searching 
for better education or better economic opportunities and escaping political violence 
and armed conflicts. In 2017, the estimated number of international cross-border 
populations amounted to 258 million or 3.4% of the total global population.1 Of 
these people, 68 million were forcibly displaced people. Among these, 25 million 
were refugees and 3 million were asylum seekers.2 The refugee and asylum 
seekers’ situations received much attention in recent years after 5.5 million 
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Syrian refugees fled to Europe3 and almost a million 
Rohingyas sought refuge in Bangladesh during 2015– 
2017.4

Refugees’ health has been discussed in numerous high- 
level international meetings for years, for example the 
World Health Assembly (WHA) Resolution 70.15,5 the 
New York Declaration for Refugees and Migrants6,7 and 
the Global Compact on Refugees in 2018.8

Thailand is one of the common cross-border destina-
tions in Southeast Asia. The number of non-Thais in 
Thailand were estimated at approximately 4.9 million 
people in 2018, mostly from neighbouring countries, 
including Cambodia, Lao PDR, Myanmar, and Viet Nam, 
the so-called CLMV nations.9 Also, more than 120,000 
refugees and asylum seekers lived in temporary sheltered 
areas along the border.

Compared to migrant workers from CLMV nations, 
refugees and asylum seekers’ health seemed to be off the 
political radar. This situation was more pronounced for 
refugees in urban setting.

This is because the situation of refugees in temporary 
shelters is well known by local healthcare providers and 
the United Nations High Commissioner for Refugees 
(UNHCR) and international non-governmental organiza-
tions (NGOs) have provided humanitarian assistance for 
years.10,11 In contrast, about 5000 urban refugees and 
asylum seekers (URAS) are not covered by any public 
health insurance and there is no clear public agency man-
dated to take care of their well-being. In addition, most 
URAS face many difficulties in accessing health services, 
including barriers caused by poverty, language, and 
culture.12,13 Some government officers were not even 
aware of the existence of URAS.12

The issue of non-communicable diseases (NCDs) is 
a significant and growing health trend worldwide. About 
70% of global mortality was attributed to NCDs in 2020. 
NCDs also caused 16 million premature deaths, of which 
four-fifths NCD occurred in low- and middle-income 
countries.13,14 In the South-East Asia Region (SEAR), 
NCDs were responsible for almost two-thirds of all deaths 
(or about 8.9 million deaths) with 4.4 million deaths 
occurring prematurely.15 In Thailand, it was estimated 
that NCDs accounted for 74% of total mortality. The 
leading causes of NCD deaths in 2016 were cardiovascular 
diseases (23%), cancers (18%), chronic respiratory dis-
eases (6%), and diabetes (4%).16

As a vulnerable population, refugees and asylum see-
kers have a higher risk of developing physical and mental 

disorders.17–19 Susceptibility to several chronic diseases, 
including hypertension, diabetes, and cancers can be 
attributed to the stress which results from leaving their 
origin country.20,21 Their general lifestyle, such as dietary 
intake and activity level has changed, therefore, they are at 
increased risk of NCDs.22,23 A high NCD prevalence 
among refugees and asylum seekers was reported in 
many studies. Previous literature revealed that 77% of all 
deaths of displaced Syrians were explained by NCDs.24,25 

Similarly, Iraqi, Afghan, and Palestinian refugees in in the 
Middle East were reported to face a high NCD burden.26 

The high prevalence of NCDs faced by refugees and 
asylum seekers poses a challenge to health systems in 
host countries especially low- and middle-income coun-
tries (LMIC) due to the cost of providing continuous care 
for chronic health conditions.27,28

Despite evidence of the NCD burden, infectious dis-
eases receive more public health attention from host coun-
tries and health research on this population has also mainly 
focused on communicable diseases.29–31 However, little is 
known about NCD prevalence and the access to NCD 
services among URAS especially in the Thai context. 
Therefore, this study aimed to: (i) explore NCD preva-
lence; (ii) determine access to NCD services; and (iii) 
explore factors associated with access to NCD services 
among URAS in contrast to the Thai population.

Methods
Study Design
A cross-sectional study was performed. A structural ques-
tionnaire was used for a primary survey on URAS living in 
Bangkok during October to December 2019. The ques-
tionnaire was modified from the Health Welfare Survey 
(HWS), which is a national representative survey for mon-
itoring the health status of Thai citizens, conducted by the 
National Statistical Office of Thailand. We also combined 
data from the primary survey on URAS with existing 
HWS data of Thai citizens in Bangkok in 2019.

In terms of the survey process, first, we communicated 
with the Bangkok Refugee Centre (BRC), an agency 
working in collaboration with UNHCR, which provides 
patronage for URAS. We focused on the top-ten national-
ities of URAS in Thailand from the BRC list, namely: 
Pakistani, Vietnamese, Cambodian, Somali, Afghan, 
Palestinian, Chinese, Sri Lankan, Iraqi, and Syrian. The 
total of URAS from these top-ten nationalities in the BRC 
list was 3021. Then, we sampled 206 URAS from the pool 
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on the BRC list (for more details of sample size calcula-
tion, see the later section: “Sample size calculation and 
sampling methods”). Of these 206 samples, 181 completed 
the questionnaire. Finally, we combined the survey data 
with the Thai HWS data (n = 2941). Therefore, the final 
dataset comprised 3122 observations.

Sample Size Calculation and Sampling 
Methods
Since the prevalence of NCD was the most interesting 
indicator for sample size calculation, the following for-

mula, n ¼
Z1� α

2

ffiffiffiffiffiffiffi
2PQ
p

þZ1� β
ffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffi
P1Q1þP2Q2
p� �2

P1� P2ð Þ
2 , was applied. We 

used α = 0.05; β ¼ 0:2; Z1� α
2 

= 1.96; Z1� β = 0.84; P1= 
0.218, Q1= 1- P1; P2= 0.096, Q2= 1- P2; P = (P1+P2)/2 
and Q = 1-P. P1 refers to the NCD prevalence of URAS. 
P2 refers to the NCD prevalence in Thais. According to 
the recent report by the Ministry of Public Health (MOPH) 
of Thailand, the NCD prevalence in Thai adults was 
9.6%.32 Therefore, P2 was substituted by 0.096. As there 
has been no previous study on NCDs among URAS in 
Thailand, we used NCD prevalence among urban refugees 
in other settings instead. A study by Rehr et al reported 
that the prevalence of NCDs in urban refugees in northern 
Jordan was 21.8%. Thus, we replaced 0.218 for P1.28 After 
accounting for 10% incomplete information, we needed at 
least 171 participants in each sample group (URAS and 
Thais).

URAS were included in the study using stratified ran-
dom sampling with probability proportional to size (PPS) 
approach. We considered age, sex, and nationality during 
the selection process; see Table 1S.

We expanded the sample size to 200 instead of 171 as 
the BRC staff informed the research team that they could 
recruit approximately 200 participants. After the survey 
was conducted, 181 participants had completed the ques-
tionnaire with sufficient data for further analysis. The 
number of Thai participants in the HWS dataset already 
outnumbered the calculated samples.

Data Collection
We performed a survey on URAS from October to 
December 2019. All participants were asked to travel to 
the BRC office to complete the paper questionnaire. 
A stipend was given to cover the travel cost (about US$ 
10 each). For those who were not able to travel to BRC, 
a phone interview was conducted instead. Parents or legal 

guardians were allowed to respond on behalf of a child 
aged below 15 years. A verbal interview was performed 
for those who had difficulty reading instead of a written 
questionnaire. It took approximately thirty minutes on 
average to complete the questionnaire. Before the survey 
took place, a meeting was held between the research team 
and BRC staff and the URAS volunteers (n = 30) who 
agreed to participate in the survey. This process was done 
in order to fine tune understandings about the question-
naire, as part of face validity check.

Questionnaire Design and Interested 
Determinants
The questionnaire for URAS was adapted from the HWS 
questionnaire, and consisted of two key domains: (i) 
demographic characteristics and (ii) questions on NCDs.

Questions in the first domain were composed of sex, 
age, education background (primary level, secondary 
level, and degree or above), religious affiliation 
(Buddhism, Christ, Muslim, and others), insurance status 
(insured [with either public or private insurance] and unin-
sured); and household monthly income. We categorized 
age into groups (≤15 years, >15 years, ≤60 years, and 
>60 years) and divided the variable household monthly 
income into two divisions, “about-or-equal average” and 
“below average”, using the figure of 45,707 Baht (US$ 
1428)—the mean monthly income of a household in 
Bangkok according to the National Statistical Office 
(NSO)—as a reference.33

Questions in the second domain asked a respondent 
whether he or she was suffering from NCDs or was ever 
diagnosed with an NCD before. Those with NCDs were 
requested to answer a few more questions: “Did you 
receive treatment for the last bout of sickness?” and 
“What is the main facility where you received NCD ser-
vices?” Choices for answers were provided, for instance, 
“did not get treatment”, “self-treatment”, “visit public 
hospital or clinic”, and “visit private hospital or clinic”. 
Note that the questionnaire was translated according to the 
participants’ first language (such as Arabic, Chinese or 
Vietnamese).

Statistical Analyses
All analyses were performed by Stata v14.0 (StataCorp LP, 
serial number: 401406358220). The analyses were divided 
into two sections: (i) descriptive statistics and (ii) inferen-
tial analysis. For descriptive statistics, all categorical 
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variables were displayed in the forms of frequency and 
percentage. Age and household economy were expressed 
as median and percentile. For inferential analysis, the 
bivariate analysis, including Chi-square, Fisher’s exact 
and Mann–Whitney U-tests, were performed to identify 
the demographic difference between URAS and Thais and 
the relationship between the access to NCD services and 
each demographic variable.

A multivariable logistic regression was performed 
because the dependent variable was in the form of binary 
outcome and in this step, we included all key independent 
variables at once. In this step, we re-classified the variable 
about access to services into two tiers: “did not receive 
treatment or self-treatment” and “accessing services in 
institutional care”. The selected independent variables 
were those showing P-value less than 0.2 in the bivariate 
analysis. Crude and adjusted odd ratios (OR) with 95% 
confidence interval (95% CI) were presented.

Further, we performed subgroup analysis but this time 
focused on URAS data only. We replaced the insurance 
variable with the nationality variable, namely, Asian ver-
sus non-Asian. The subgroup analysis was conducted in 
the same fashion as the main analysis.

Results
Demographic Characteristics
There were 3122 records included for the analysis (181 
URAS participants and 2941 Thai participants). The male- 
to-female ratio was about 0.9 in both Thais and URAS. 
The majority of the URAS had completed up to primary 
education (63.5%) while most Thais had achieved second-
ary level (38.5%). The majority of Thais were Buddhist 
(97.1), whereas more than three-quarters of URAS were 
Muslim (48.1%). The median age of URAS was about 23 
years with the majority in the working age group (15 −60 
years), while the median age of Thais was 42 years with 
almost one-fifth in the elderly group. Almost all URAS 
(98.7%) had less household monthly income than the Thai 
average. Approximately 98% of URAS were uninsured 
with any insurance schemes. In contrast, over 99% of 
Thai participants were covered by either public or private 
insurance. All of these demographic variables, except sex, 
showed statistically significant difference, Table 1.

Prevalence of NCD
There was no significant difference in NCD prevalence 
between Thais and URAS (21.8% and 21.2%, 

respectively). The majority of those reporting the presence 
of NCD had only one disease and approximately a quarter 
of them reported having three or more diseases, see 
Table 2. The top-three most commonly reported diseases 
among URAS were hypertension (6.6%), mental disorders 
(5.5%) and diabetes (3.3%). When the analysis for each 
disease was tallied, URAS significantly suffered from 
mental disorders in comparison with Thai participants 
(P-value < 0.001). The situation was in stark contrast 
with hyperlipidemia, which showed in Thais at a greater 
extent than URAS (P-value = 0.014), see Figure 1.

NCD Service Access
NCD service access demonstrated a marked difference 
between Thais and URAS (P-value < 0.001). More than 
half of Thai participants visited public hospitals or clinics 
(57.5%). Only 2.2% of Thais did not receive or seek any 
treatment, whereas approximately 11% of URAS fell in 
the group of no treatment. About one-third (31.6%) of the 
URAS exercised self-treatment, about a three times greater 
percentage than Thais, see Figure 2. It should be noted that 
Figure 2 was based on the exclusion of missing data in 
Thai participants which accounted for 35% of the observa-
tions reporting the presence of NCDs (with no missing 
records in URAS). Accordingly, we explored the demo-
graphic of two groups: those with and without missing 
data. There was no difference between the two datasets in 
terms of demographic profile; see Table 2S. Later, we 
replaced the missing records in Thais with the same pro-
portion of treatment modalities in non-missing records. 
However, the P-value in this analysis remained less than 
0.001 like the P-value in the complete case analysis; see 
Figure 3.

Determinants of NCD Services Access
Being insured had a strong and significant association with 
NCD care access in bivariate analysis (Crude OR = 5.0, 
P-value < 0.001), however, it turned out to be not signifi-
cant in multivariable logistic regression although the direc-
tion of association was still greater than one (adjusted OR 
= 1.7, P-value = 0.475). Religion and household economy 
exhibited a significant association with NCD care access in 
bivariate analysis (P-value < 0.001, and P-value = 0.011, 
respectively); see Table 3. We also explored the interaction 
between insurance and age groups. There was no marked 
difference between the analysis with interaction terms and 
the analysis without; see Table 3S.
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Subgroup analysis with a focus on the URAS population 
found that Asian URAS had greater odds of accessing NCD 
services than non-Asian URAS (adjusted OR = 13.8, 
P-value = 0.129). Christian and Muslim URAS were more 
likely to access NCD care than Buddhist URAS. In contrast, 
low education background was associated with poor NCD 
care access (adjusted OR = 0.1, P-value = 0.147); Table 4.

Discussion
This is one of the few studies to explore NCD prevalence 
and access to NCD services among URAS in Thailand, 
and the paper helps increase the richness of academic 
analysis in the field of migrant health. Based on a brief 
exploration of literature on MEDLINE, using search terms 
“Thailand” and “Refugees”, we found no quantitative 
research related to health services among URAS in 
Thailand, and none focused on NCDs. Therefore, this 
study is among the very first to demonstrate quantitative 
evidence in support of healthcare for NCDs among URAS. 
It is hoped that policymakers can use the findings of this 
research to inform policy decisions, such as using the 
number of URAS to estimate the resources needed to 
provide healthcare for this particular population. We will 
discuss policy implications in later paragraphs.

One of the distinct features of this study is the 
integration of data on Thai populations from 
a previous HWS with the survey on URAS. The results 

Table 1 Demographic Characteristics of the Participants

Variable Thai (n=2941) URAS (n=181) P-value Test

Sex—n (%) 0.975 Chi-square
● Female 1550 (52.7) 95(52.5)

● Male 1391 (47.3) 86 (47.5)

Education—n (%) <0.001 Chi-square

● Up to primary 981(34.6) 115 (3.5)
● Up to secondary 1091 (38.5) 46 (25.4)

● Degree or above 765 (26.9) 20 (11.1)

Religion—n (%) <0.001 Chi-square

● Buddhism 2857 (97.1) 16 (8.8)

● Christ 6 (0.2) 67(37.0)
● Muslim 75 (2.55) 87 (48.1)

● Others 3 (0.1) 11 (6.1)

Median age—years (P25, P75) 42.0 (25.0, 56.0) 23.1 (10.4, 37.7) <0.001 Mann–Whitney U

Age group—n (%) <0.001 Chi-square
● ≤ 15 years 349 (11.9) 68 (37.6)

● >15 but ≤60 years 2033 (69.1) 102 (6.3)

● >60 years 599 (19.0) 11 (6.1)

Median household income—Baht (P25, P75) 30,000 (15,000, 45,000) 6000 (4000, 9000) <0.001 Mann–Whitney U

Household economy <0.001 Fisher’s exact

● Above average 271 (3.9) 2 (1.3)

● Below average 861 (76.1) 151 (98.7)

Insurance status <0.001 Fisher’s exact

● Uninsured 6 (0.2) 177 (97.8)
● Insured 2935 (99.8) 4 (2.2)

Table 2 Chronic Non-Communicable Diseases (NCD) of the 
Participants

Variable Thai 
(n=2941)

URAS 
(n=181)

P-value Test

Having at least 

one disease

642 (21.8) 38 (21.2) 0.085 Chi-square

Number of 

diseases—n (%)

0.376 Chi-square

● 1 375 (58.4) 25 (65.8)
● 2 185 (28.8) 7 (18.4)

● ≥ 3 82 (12.8) 6 (15.8)
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suggested that most URAS were in working age group, 
had lower education, and experienced financial diffi-
culty. Also, almost all of them were uninsured by any 
insurance scheme. The prevalence of NCDs among the 
URAS showed a similar trend with the Thai population, 

however, the prevalence of mental illness was higher 
among URAS. Many foreign studies also pointed to 
the same direction. For instance, Shawyer et al demon-
strated that about half of asylum seekers in Australia 
faced mental illness.34 Similarly, a study in the US 

Figure 1 Prevalence of NCD, tallied by diseases.

Figure 2 Prevalence of NCD service access by participant groups (excluding missing records). 
Note: P-value < 0.001 by Fisher’s exact test.
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found that half of Iraqi refugee women experienced 
anxiety, depression, and emotional stress.35

Another distinct finding is although the NCD preva-
lence between URAS and Thais was nearly at the same 
level, about half of URAS did not receive any treatment or 
were only self-treated. This finding was in stark contrast 
with the Thai participants, where 90% had ever attended 

institutional care. This result was consistent with a study 
by UNHCR using a Health Access and Utilization Survey 
(HAUS) in 2015, which revealed that approximately 27% 
of URAS in Malaysia with chronic disease were unable to 
find treatment.36

From the analysis above, factors that determine better 
access to NCD services were being insured, having faith in 

Figure 3 Prevalence of NCD service access by participant groups (replacing of missing records with the same proportion of treatment modalities in non-missing records). 
Note: P-value < 0.001 by Fisher’s exact test.

Table 3 Factors Associated with NCD Care Access

Factors Bivariate Analysis by Chi 
Square Test

Multivariable Logistic 
Regression

Crude OR (95% CI) P-value Adjusted OR (95% CI) P-value

Insured (v uninsured) 5.0 (2.5–10.1) <0.001 1.7 (0.4–6.9) 0.475

Male (v female) 0.8 (0.5–1.3) 0.364 - -

Age group (v ≤15 years)

● >15 but ≤60 years 1.2 (0.3–4.4) 0.817 1.3 (0.3–6.2) 0.749

● >60 years 2.6 (0.7–10.0) 0.170 2.5 (0.5–12.0) 0.258

Religious (v Buddhist)
● Christ 0.2 (0.1–0.4) <0.001 0.4 (0.1–1.9) 0.232

● Muslim 0.3 (0.1–0.7) 0.006 0.6 (0.2–1.8) 0.350

Education level (v primary education)

● Secondary education 1.1 (0.6–1.9) 0.832 1.2 (0.6–2.3) 0.551

● Degree of above 1.7 (0.8–3.7) 0.178 1.9 (0.8–4.3) 0.126

Below-average household monthly income (v about-or-above average) 0.5 (0.3–0.9) 0.011 0.8 (0.4–1.4) 0.386
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Buddhism, and living in a more affluent household, despite 
the fact that these factors seemed to lose a statistical sig-
nificance in multivariable analysis. Asian URAS tended to 
enjoy NCD services at a greater extent than non-Asian 
URAS.

The difference in NCD access between Asian and non- 
Asian URAS might be a result of cultural differences. 
Asian URAS were likely to get used to the culture and 
living conditions in Thailand rather than non-Asian URAS 
because Thai culture has blended with culture from neigh-
bouring countries as well as China and India for quite 
a long time. Similarly, several studies revealed that the 
ability to adapt to cultures and lifestyles in the destination 
country has positive effect on the health status and quality 
of life of migrants and refugees.37–39 The lack of health 
insurance in URAS caused them to face financial difficul-
ties due to out-of-pocket payments when seeking treat-
ment. Unlike URAS, all Thais are having health 
insurance, according to the law. Our findings (Table 3) 
suggested that being insured displayed a positive correla-
tion with increasing access to NCD health services (even 
though the statistical significance was presented only in 
univariable analysis). Not accessing services was more 
common in less affluent households and non-Buddhist 
participants, who were more prevalent among URAS.40,41 

These factors help explain why URAS with some charac-
teristics were more likely to face barriers in accessing 
services than others (for example, those living in the less 

well-off household could not afford buying the insurance 
or those conforming to non-Buddhist religions might be 
less familiar with the Thai culture).

Our findings, to a certain extent, indicated some gaps 
in policies. Firstly, the majority of URAS were uninsured 
by any insurance scheme and the low volume of access to 
NCD services reflects that Thailand has not truly achieved 
the Universal Health Coverage (UHC) as intended.42,43 

The Thai government should consider expanding health 
coverage to URAS. Experiences of extending the insur-
ance coverage for URAS in other countries, such as 
Malaysia and Iraq, are worth exploring.44,45 Secondly, 
the mental health burden among URAS was huge com-
pared with other diseases. The Department of Mental 
Health of the MOPH should work closely with civic 
groups and play a more proactive role in providing mental- 
health care for URAS rather than waiting for URAS to 
turn up at health facilities. Thirdly, culturally appropriate 
healthcare systems should be taken into account to over-
come cultural barriers, especially among URAS originat-
ing from non-Asian nations. Much literature suggests 
integrating culturally sensitive care with the healthcare 
system of the host country to bridge diverse understand-
ings between URAS (or any minorities in the society) and 
formal healthcare providers.46–48 Of note is that, in multi-
variable analysis, many predictor variables lost a statistical 
significance though the direction of association did not 
change much from the bivariate analysis. This alluded to 

Table 4 Factors Associated with NCD Care Access Among URAS

Factors Bivariate Analysis by Chi 
Square Test

Multivariable Logistic 
Regression

Crude OR (95% CI) P-value Adjusted OR (95% CI) P-value

Asian (v non-Asian) 4.8(0.5–51.7) 0.191 13.8 (0.5–405.9) 0.129

Male (v female) 0.7 (0.9–5.6) 0.736 - -

Age group (v ≤15 years)

● >15 but ≤60 years N/A N/A N/A N/A

● >60 years N/A N/A N/A N/A

Religious (v Buddhist)

● Christ 17 (0.6–523.8) 0.105 10.0 (0.3–327.3) 0.193
● Muslim 8 (0.3–184.4) 0.194 3.2 (0.1–94.2) 0.499

Education level (v primary education)
● Secondary education 0.2 (0.0–2.0) 0.157 0.1 (0.0–2.3) 0.147

● Degree of above N/A N/A N/A N/A

Below-average household monthly income (v about-or-above average) N/A N/A N/A N/A

Note: NA refers to not applicable as those variables were dropped out from the analysis by default of the software due to perfect prediction of outcome.
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the fact that the variables included in the analysis had 
some latent factors lying inside. Such factors might not 
be expressed explicitly in the questionnaire. The likely 
factors might be related to mistrust in the system, travel-
ling difficulties, or fear of being captured by police or 
security officers. Further qualitative research on these 
issues is recommended as it can provide better insights 
and increase the explanation power of the quantitative 
analysis in this study.

Some limitations remained. Firstly, URAS have 
a variety of nationalities and languages. It is difficult to 
guarantee that all questionnaire translation is completely 
correct. However, we have attempted to reduce the bias by 
holding the meeting between BRC volunteer staff who 
served as interpreters in case the participants did not 
understand the questionnaire fully. Secondly, questions 
asked about a person’s history of healthcare visits. Thus, 
some degree of memory bias was inevitable. Thirdly, there 
was no physical visit to households during the interview 
due to the URAS’ need for confidentiality. Therefore, it 
was not possible to directly assess the economic status of 
the URAS’ households. Fourthly, the survey on URAS and 
Thai participants happened in different timeframes despite 
using the same set of questions. However, the time differ-
ence between both surveys was less than a year and in 
2019 there was no significant change in the Thai health-
care system. This meant the information bias which origi-
nated from this might be minimal. Fifthly, this study used 
a cross-sectional approach. Therefore, we could not firmly 
determine the causal inference between the factors of 
interest and the incidence of access to NCD health ser-
vices. Neither could we explore the changes in health over 
time which are definitely influenced by various factors 
including the COVID-19 pandemic. Lastly, the generalisa-
bility power of this study was limited as we included only 
URAS in the BRC roster, and not all URAS in Thailand 
(though the main residential address of many URAS was 
in Bangkok). Additional studies on refugees in other set-
tings (such as detention centers or temporary sheltered 
areas) and on other specific diseases (such as communic-
able diseases, injuries, and mental health) are recom-
mended in order to expand the academic knowledge in 
this field. This include studies on both prevalence, inci-
dence, and causes of certain diseases. More advanced 
methods, for instance, a multiple imputation method, 
should be exercised to deal with records that might be 
caused by missing data.

Conclusion
Overall, URAS were younger, had lower education, and 
greater financial hardship than Thais. The prevalence of 
NCD in URAS was similar to that in Thais, however, the 
prevalence of mental health illness was significantly higher in 
URAS. Almost half of URAS did not receive NCD care at 
formal health facilities. Factors that demonstrated a positive 
relationship with access to NCD services were being insured, 
being Buddhist, and having a more affluent household econ-
omy. URAS from Asian countries were more likely to use 
NCD services than URAS from non-Asian countries. The Thai 
government should consider expanding the insurance coverage 
to URAS, which may prevent public health threats, not only for 
URAS communities but for Thai society as a whole. Further 
studies on the health of other types of refugees and on other 
diseases apart from NCDs are recommended.
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