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ABSTRACT

This thess investigagsthe health status of and health risks to male Nepalese migrant
construction and factory workers in the Middle Ha¥est Asia)and Malaysia. After the

more seasonal migration to India, the Middle East and Malaysia are the second most
popula destinations for Nepalese workers. Differences in the health status and health
risks for Nepalese workers associated with the type of yiade, demographic, soeio
economic and health characteristics have been investigated in this PtisDstudy
adoped selfreporedtools tomeasuregeneral physicaindmental health. These health
risks have been measured in terms of perceived health risks and experience-of work
related accidents at work.

This study usesa mixedmethods approaclincluding questionnaies and irdepth
interviews with male Nepalese migrant workers, upon their return to, or prior to their
departure from Nepal. Questionnaire data (n=403) estimated the health status of migrant
workers and the level of risk to which they are exposed.ifiteeviews (n=20) with a
subsample of thesurveypopulation has offered detailed. Ethical approyanted by

the Nepal Health Research Council.

Nearly half of the respondents (46%) werged20 to 29, most were married (91%),
without formal education or dynhad completed primary education (71%). Most (87%)
rated their health a&ery good/good or faixt More than three quarters (79%) perceived
their work environment aBvery good/good or faix Two-thirds (65%) were satisfied
with their accommodation abrdaThe majority had senrskilled jobs (69%) and 71%
had registered with a doctor; 62% had national insurei®¥ had experienced a work
accident. Overall, age was associated with-reglbrted poor health status as health
appeared to worsen with increagimage. Perceived diet, health risks and the work
environment were strongly associated with -sefforted poor health status. Age,
satisfaction with accommodation, work environment and country of work were strongly
associated with accidents at work. Countsfy work and health insurance were
significantly associated with not visiting a doctor abroad.

The qualitative findings focus on six main themes: (a) push factors of migration; (b) pull
factors; (c) living abroad; (d) working abroad; (e) health and nesdtvices; and (f)
suggestions to improve health and wweding. The irdepth interviews confirmed that
Nepalese migrant workers experienced accidents at work, skin problems, heart attacks,
mental health issues and even death. In general, employers aveeevpd not to value

the health of migrant workers enough and due to the pressures of work many workers
took risks.

A significant minority ofNepalese migrant workers working in the Middle East and
Malaysia have experienced weridated risks, unsafe arafressful working and living



environments and delayed medical treatment. Health and safety at work should focus on
encouraging employers to provide safe work environments by giving health and safety
training to ensure potential harm reduction. Howeves niain evidence from this study

is thatthe majority of Nepalese male migrant workers do report a fairly positive
experience e.g. with therealth, health insuran@nd access to health services, of living

and working abroad. This phenomenon coupled g poor living and working
conditions in Nepal helps explain why workers are willing to work in high risk jobs and

in relatively poor working conditions abroad.
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CHAPTER 1 INTRODUCTION

1.1 Background
Migration is an integral part of human existence (Datta, 2004) and has occurred

across the world since the beginning of human civilisation (Bhattarai, 2005)
bringing millions of diverse and disparate que together(Gushulaket al,
2009).Bhende and Kanitkar (1978) suggest that millions of people leave their
usual place of residence and move to other countries (international level) in
search of better opportunitiesot all migration is permanenai pioportion of
migrans goto work in a different country with the aiof returring to their birth
country in due courseTh i s category is referred
wo r k eviang dnigrant workers fronLow-Income Countries(LIC) work as

low-skilledlabourers in wealthier countries (Benastal, 2011).

An estimated three percent of the global population in 20@8 outside their
country of birth for more than a year (Stilwedt al, 2004). Infrastructural
development, easy transportation and comgation have significantly
increased human migration in recent years at unprecedented rates (Michlael
2006). International mobility has more than doubled over the past four decades,
increasing from about 82 million in 1970 to 214 million in 204@ to 232
million in 2013 migrants move to bothigh income countriegHIC) and low
income countries(LIC) (IOM, 2010 UNDESA, 2013. Neverthelessa small
majority (57%) of migrants settle iIHIC (IOM, 2010). Most recently, Europe
and Asia have receivetivo thirds of internationamigrants In 2013, Europe
received 72 millior(m), Asia 71 m, NorthernrAmerica 53m, Middle East(West
Asia) 26.6m, Africa 19m and Oceani@m immigrants (UNDESA, 2013.
Migration in terms of gender is nearly balanced. In ganehe percentage of
female migrants (49%) @pproximatelythe same as males, but the proportion of
female emigrants is slightly higher in Europe (52.3%) and Oceania (5bi2%)
lower (38%) in the Middle East@M, 2010. In addition,agerelatedmigration

is alsoon theincreag worldwide. The total number of young migrants (< 20
years of age) imow 34.8mcompared with 37m older migrants (aged 60 and
above)in 2013 (UNDESA, 2013).



Similar to general migration, wonlelated migration i.e. temporary migrant
workers, is also growing (Stilwe#t al, 2004) and increasingly visible around
the world.IOM (2011 has definedmigrant workes 6s warkers(skilled, sem
skilled or unskilled)who move fromhome country todestinationcountres for

the purposeof employment.The number of people living and working abroad
continues to rise and there has been a significant growth in temporary labour
migration from theLIC to theHIC (IOM, 2010).In 2010, & estimated 105.5m
migrant workers work outside their cdmy of these,a third of global migrant
workers worked in Europe followed by Asia (29%) and North America (24%)
(ILO, 2010). Several studies iMIC (e.g.,, Canada, Spain, Germany aimdthe
United States) indicathat immigrants are overrepresentedigky occupations
and industries with higher injury and fatality ratése term&isky occupati ono
means immigrantareemployel in physically demandin@igh-risks jobs These
studies have found that immigrants hakvigher levels of several diseases
acciders, injuriesandhearing loss etc. (Orrenidgs Zavodny, 2009; Smitket al,
2009; Soléet al, 2010).Also, migrant workers around the world tend to be
employed in moreisky jobs in selected industries such as agriculture, farming,
construction manufactuing, or transportation(Ahonenet al, 2007; Amuedo
Dorantes& Borra 2013 Dong & Platner, 2004Reid, 2010 Schenker, 2010
and have higher rates of occupational injury than ndior@ workers (Rosanet

al., 2012; Schenker, 2010). At the same tinmemany countries around the
world, remittances are key sources of national income that mothatsending

of semiskilled and unskilled workers abroad. It is estimated that the total
remittances worldwide flowing tblC in 2013is aroundUS $414 billion Ratha

et al, 2013).

1.1.1 Migrants workers from Nepal
Similar to other contries in the world, there iboth internal and external

migration in Nepal. Of the international migrants, those goindHiG like
Australia, Canada, UK and the USA are generallyleskiland often migrate
permanently (BohrMishra, 2011), for example doctors and nurses (Radha,

20092010; Sapkoteet al., 2014). However, in recent years there has been a



significant rise in migration of Nepalese people to the Middle East and South
East Asa mainly as temporary foreign workers (Shrestha, 2(8dme note that

the countries commonly known as the Middle East are perhaps better referred to
as West Asia in geographicaltgm but since the term O6Midd
used tle remainder oftte thesis willuse the term Middle East througholtost
temporary workers migrating to these countriescdassed asinskilled or low

skilled and work in risky occupations such as construction, industry and farming
(Baruah & Tuladhar, 2012The KathmanduPost 2013. Some of thekey
reasonsfor the migration of these temporary workermclude employment
opportunities abroad arabsociatedhigh exchange ratesdeTable 1.1)Joshiet

al., 2011h Rauniyar, 2009p Nepal Rastra Bank, fidConcurrent with the
increase in foreign migrant workers, there has been a significant rise in the
remittances that Nepal is receiving (Kollmair al, 2006; Shrestha, 2011). For
example, in 2013 alone, Nepal received US $4.5 billion remittances from migrant
workers which isequivalent to almost a quarter of its national income (Eileen,
2013).

Tablel.1: Mean exchange rates of Nepalese Rupees for relevant currencies
Time period One wunit of the countryo
US dollar | Qatari Riyal| Saudi Riyal | Malaysian Ringeet
2009 77.78 21.29 20.58 21.92
2010 72.86 20.01 19.43 22.64
2011 74.03 20.40 19.81 24.27
2012 85.13 23.38 22.70 27.55
2013 93.33 25.63 25.05 29.61

*j.e.one US $in 2009 cost 77.78 NRs.

One ofthe biggest issues facing migrant workerghsir health. As many of
them work under poor conditions orin dangerous occupation©irenius &
Zavodny, 2009;Peopleset al., 2010; Perézet al., 2012), the next section

highlights the healtissuesof migrarts around the world.



1.1.2 Health issuesof migrants in general
Migration can have a profound effect on the health and-betig of those who

mi grat e. The 1 mpact of mi gration on migr
broader issues revolving around: (a) ascde health care services; (b)

availability of quality of care; and (c) the types of illnesses they are exposed to

which are directly related to the types of jobs they carry out. Evidence suggests

that migrant workers are at high risk due to hazardouspaticmal exposures,

injuries and death (Tsai, 2012). Similarly, migrant workers face a number of

risks while abroad for work owing to discrimination, language barriers, legal

status, cultural barriers and so@oonomic problems (WHO, 2003). As a result,

m grantsoé health has become a Isstion gl obal
as the volume of migrants has rapidly increased (Gushetakl, 2009).

Migrants often experience social exclusion, lack of health and safety training,
communication problemglifficulties in gaining access to health services in the

host country and a lack of injury compensation (Ahoeéral, 2007). More

importantly, as migrants work away from their family, community and social

network, the lack of social networks and conitew coupled with poor working

and living conditions can lead to physical and mental illnesses (Araindh,

2000; Caplan, 2007; &ateret al, 2009. Also, labourers or unskilled migrants

are often engaged inthe-soal | ed 63 D6 | ondBangemus)f f i cul t
andcan be regularlgxposed to serious occupational health hazards and prone to
accidents Benachet al, 2010;Fernandez & Ortega, 2008oshiet al, 201Db;

Seddonet al, 2003. It is not surprising that lowkilled migrant workers

particularly from LIC like Nepal end up doing the kind of jobs the locals in

receiving countries do not want to do. This is partly due to the low education and
expectations of migrant workers as well as limited employment opportunities at

home. The next sectiowill examinethe healthissues ofmigrants in specific

high riskindustriedike theconstruction, agriculture or farmirsgctors

Often, migrant workers, especially from Ieimcome countries like Nepal, work

in labourintensive industries in the raemg countries, for examplen the

service, agriculturer construction induskes For instance migrant workers in

the Middle East e.g. hited Arab Emirates (UAE)are more likely to experience
4



depression and thoughts of suici@®shiet al., 2000L1b). Work-related issues
including low pay and long working hours are leading causes of depression and
suicide (AtMaskariet al.,2011). Migrant agricultural workers are more prone to
occupational injuries than general migrants (Villarejo & McCurdy, 2008). A
study of immigrarts in Italy and Spain has revealed that migrants who are
employed in agriculture experience more health problems compared to native
workers (Rosanet al, 2012). In thes&outhern European countries, migrants

are alsomore likely to experiece skin diseases and musculoskeletal problems
(ibid). NorthrAmerican studies on migrant farm workers have found that
Hispanic farm workers are more likely to report hearing loss compared to their
English.speaking counterparts (Rabinowgtral., 2005). Ocupational exposures

to noise, mainly from tractors and other machinery are the leading causes of
hearing loss (Rabinowitet al, 2005). Immigrant farm workers in Georgia
(USA) experience high levelof heatrelated illnesses (Fleischet al, 2013).
Musculoskeletal injuries are also common among migrant and seasonal farm
workers in the USA according to Weigel and Armijos (20Bart from work
related ill health, migrants in general also suffer from more general health
problems than the local workers astlined below by studies from Europe and
the USA, although some studies have suggested the corjRatgasingam,
2011 Ujcic-Voortmanet al, 2013.

General studies on migrants and health

Several studies othe health of migrants have identified migta at risk of
various health problems in the countries of their work/residence (Akhtar &
Mohammad, 2008; Arcury & Quandt, 2007; Bollini & Siem, 1995; Ea2004).

A recent review concluded that obesity and diabetes are more common problems
for Turkish aml Moroccan migrants in Europe when compared the local western
European population (Ujcidoortmanet al, 2012).Migrants of Asian origin in

the USA are more likely to suffer from obesity and diabetes than migrants from
Europe (Oz&rank & Narayan, 2012Anotherstudyhasindicated that Nepalese
migrant workers in Indiare at high risk of acquiringuman immuno deficiery

virus (HIV) and/or sexually transmitted infections (ST{Bpudelet al, 2003;
Poudelet al, 2004).



However,not all studiesidentify migrantsas atgreater risk or with worse health
than local populatic®d Somestudies show that migrant workers are less prone to
occupational accidents compared to local counterparts (Ratnasingam, 2011;
Ratnasinganet al, 2012) Also, anumber of studts in HIC including Australia
(Pageet al, 2007), Canada (Chest al, 1996), Germany (Razuet al, 1998)

and the USA (Singh & Siahpush, 2001) report that immigrants Ietter health

than generab r e c e i v i papulatoss tonsomeyhéalth indicats such as
lower mortality rates and higher life expectanthis phenomena is knowrs a
theitheal t hy I mmi giewaimrigraat$ dreftenth@althier.than the
nativeborn population (Biddleet al, 2007;Frisbie et al, 2001;McDonald &
Kennedy,2004).1t is also known that the healthy immigranteet is a temporary
phenomenorand over the years, migrantsve see a decline in their heath
thereby equalizing or even detoriating their health status to that of the local
population (Biddleet al, 2007; Frisbie et al, 2001; McDonald & Kennedy,
2004).

Few studies, have examined the health issues or health experience of individual
migrant workersin particular male Nepalese migrants workers working in risky
occupations such as those in construcsieciors In Europe, a number of studies
have been conducted to understand the views and experiences of health care
professionals and the difficulties of providing care to migrant worlébdtt &

Riga, 2007; Hargreavest al, 2008;Hultsjo & Hjelm, 2005 to improve the

health of migrantsVarious problems including language difficulties, lack of
health insurance, social deprivation and traumatic experiences, lack of familiarity
with the health care system, cultural differences, different ideas about
undestandings of illness and treatment, negative attitudes towards immigrants
among staff and patients, and lack of access to medical history have been
identified as relamg to theaccess or prosion ofhealth care services to migrants
(Priebeet al, 2011)Fe mal e mi grantsé specific health
more detail in the following sectiam highlight thecontext ad risks they face
although theyhave not beempart of the current studgue toits focus on male

migrants



1.1.3 Health issuesof female migrants
Similar to general migrants, female migrants also experience various health

issues. Female migrantace health problems due to their perceived inferior
social status and unique biological characteristiédatiu & Johnson, 2009;
Carballo et d., 1996). Migrant women alssuffer sexual abus, rape and
violence in migranteceiving countries (Joshet al, 201b). The higher
vulnerability of women to sexual abuse and violence also places them at risk of
STIs and HIV Arachchi, 2013;Carballoet al., 1996). Reproductive health is
another serious global health problehat includesmigrants (Carballcet al,
1998; Heet al, 2012; Webber & Spitzer, 2010). Female migrant workers in
China experience a high prevalence of-sefforted reproductive ttainfection
symptoms (Luet al, 2012). In addition, unmarried migrant workers are more
vulnerable to sexual and reproductive health problenfsd)( Another
reproductive health example is that Bthiopiarborn migrants in IsraelThe
abortion rate ofemalemigrantsin this populationis four times higher than local
women and they face difficulty in receiving early care treatments (Dayan &
Shyartzman, 2013Death by suicide is another key issue for migrant workers
around the worldincluding women Seveal studies report that the rates of
attempted and successful suicide are high among South Asian woigremts
(Bhugra, 2002Raleigh & Balarajan, 1992).iterature suggests thatastfemale
migrant wokers around the worldare involved either m the domesic or
agricultural secta (FAO, 2011; ILQ 2013a) The next sectiomighlights the

literature relating tdemale agricultural workers.

Female agricultural workers

Almost half of the global migrants are womeho areemployed mainly irthe
domestic, gricultural or farming sector6~AO, 2011; ILO, 2013aUNDESA,
2009. Women make important contributions to the agricultural economies in all
regions of the world. For example, the agricultural sector globally employs more
than two fifths (43%) of women iits labour market and ialC (FAO, 2011).
Similar to general migrant workers, female migrant agricultural workers also
experience occupational healtbsues(Habib & Fathallah, 2012). Evidence

suggests that migrant women who work in the agricultural sactomore likely
7



to experience reproductive abnormalitiee (la Torre & Rush, 1989; Gwyther &
Jenkins, 1998Hansen & Donohoe 2003; Smith, 1986). A further study on
Mexican women migrant farm workers in the Uighlightsthat they are more

likely to repat anxiety, depression and suicidhbughtsdue to social isolation,
hopelessness and acculturative stress (Magana & Hovey, 2003). The key health
issues for migrant women domestic workers are described in the following

section.

Female domestic workers

In recent years, the demand for domestic workers has increased wortdwide
around 53m domestic workers worldwide (ILO, 2013a). Most of them,, 8886
women employed in many countries across Latin Ameritae Caribbean,
Europe, Gulf countries and the Middieast {bid). Asia is the main domestic
labour supplier for these regions. The Middle East is one of the most popular
destinations for migrant women domestic workers from Asian countries
including e.g. Bangladesh, Pakistan, the Philippines and Sri Lankad#chi,
2013). There are no recorded dataloe number oNepalese female migrants in

the Middle East. Recently, the Nepalese Government banned females (under 30
years of age) from going asigrantworkers to Gulf countriesThe Daily Stay
2010. Howeve, thousands of Nepalese women workers use illegal routes to
enter these countries. It is estimated that about 200,000 Nepali women are
working in Middle Eastern countries and most of them are engaged in domestic
labour BBC News, 2012 Published studiesn migrant domestic workers show
that female workers may experienueémerougproblemsin destination countries
(Jarallah, 2009; Shah, 2004). A study on Sri Lankan migrant workers has
reported that female workeemcountema number of problems in Middieagern
countriesincluding limitedfreedom of movement, lack of social protection, poor
living and working conditiog harassmentviolence and mental illness
(Arachchi, 2013). Another study in Hong Kong has found that Filipino female
domestic workerdace high risks of psychosocial stressors (Leual, 2009).
Family problems, workelated difficulties includingabuse byemployes and
financial difficulties are the leading causes of these psychosocial prolied)s (



The health of women migrants is natways worse in receiving countries
compared with theihome countries Some studies suggest that migrants can

have a positive health experience when they move frtinto HIC (Ny et al.,

2007; Read & Reynolds, 2012; Rice & Naksook, 1998; Shefial.,2012). For

instance, a study on Middle Eastern mothers in Sweaddtheir experiences of
maternal health servisend t heir partnerds invol vemen
immigrants have better health compared to their health when they were in the
Middle East(Ny et al, 2007).Women fromAfghanstan are perceived thave

had more positive experiences of maternity care in Australia (Shadfteal,

2012). Similarly, another Australian study of Thai immigrant women found that

most women experience better matgriservices in Australia than in Thailand

(Rice & Naksook, 1998). In the USA, Mexican and Middle Eastemmi gr ant s 0
womenreport better health than the US&rn population (Read & Reynolds,
2012).Ther e s e a interksein thestopic wilhow be outlired in the following

section.

1.2 My interest in the topic
As a native Nepal | have always been interested in the health and hesditted

issues of my fellow Nepalese citizens. However, my interest in this topic mainly
stems from the curiositl had in myearly life aboutthe lifestyle of people in

different parts of Nepal and their migration. Being raised in the foothills of the
Himalayas, | was exposed to the hardship of the people living there. | have
witnessed how poverty, poor nutrition, lack of edigmg sanitation and health

care services affect the overall health, longevity and lifestyle of people living in

these villages. | was also curious to know why people from rural areas move to

cities and towns. To understand these issues, | initially undek a Mast er 0 s
degree in Population Studies (2000) from Tribhuvan University, Nepal, and
investigateccausesand consequences of riaban migration (Adhikary, 2001).

To improve my wunderstanding further i n
degree in tgalth Services and Public Health Research (2007) from the University

of Aberdeen. As part of ththesis | investigated the health and lifestyle of
Nepalese migrants in the UK (Adhikaey al., 2008). This study provided me

9



with insights on the health arifiestyle of Nepalese migrants in the UKut also
stimulatedme to conducta more indepth study into the health of Nepalese
migrants in the Middle East and Malaysia, wherany Nepalese migrate for
work (Adhikaryet al.,2011)

1.2.1 Issues facing migrant vorkers in the Middle East and Malaysia
Published studies indicate that migrant workers face various health risks, e.g.

work accidents, mental health issues and other lifestyéded risks (AArrayed

& Hamza, 1995; Ciesielskat al, 1991; Kuruvilaet al, 2006; Nandet al., 2009;
Quandtet al, 2001). These studies highlight the need for a more comprehensive
examination of the health status of and health risks to migrant workers.
Currently, over a million Nepalese, mostly males, work in Malaysia artdein
Middle East, mainly in senskilled and unskilled jobs. Poorer people from the
rural areas of Nepal make up a substantial proportion of these migrant workers
(Nepal news 2010). The literature also indicates that the construction and
manufacturingindustries are dangerous sectors to work in globally thode
migrant workersare often at a more disadvantaged position compared to local
workers (Bergdahét al, 2004; Gurcanlet al, 2008; LeineArjas et al, 2002).

Thus, migrant construction and factomprkers, often poor and illiterate, face a
double burden of working in a dangerous sectomfeo disadvantaged position.

Yet there are very few general studies on the health status of migrant workers
from the rural regions of Nepal, and none on Nepaleggamt workers in the
construction and factory industrief the Middle East and Malaysia. Also,
policies to support them are lacking, in part due to limited capacity and capability
within the Nepalese context to research issues of migration, health and
vulnerability of migrant workers. As a student from Nepal, | am interested in
completingresearch to fill these gaps in our knowledge especially around the risk

to migrant workers who are employed in the most risky jobs.

My overall aim therefore,is to eyplore and examinghe health status of and
health risks tanale Nepalese migrant workers. Further detailsmof aims and

objectives ee presented at the end of therature reviewsection(Section 27).
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1.3 Organisation of Thesis
This section outlines thaineindividual chapters of the thasiThis first chapter

has provided an introductory statement on global migration and the health
probl ems of mi grants generally, incl udi
interest in the topic. Chapter two firmly places tetudy within the wider

literature and contemporary research studies. Chapter three explains the
theoretical perspectives on international migration. Chapter four outlines the
methodological framework for this study. Chapters five and six present the
findings and data analysis from this empirical study. Discussion of these findings

iIs presented in chapter seven. The conclusions and recommendations are
included in chapter eight and nine respectively. A briefreary of subsequent

chapters isiow givenbelow.

Chapter 2:This chapter draws together relatadademicliterature onwork,

health and risks tmigrant workers irthe Middle Eastern countries and Malaysia

and Nepalese migrant workers abroad generl. Since migrantworker®
perceptionscannot be unerstood without knowing more about their work
experiences and experiences of health care services, the chapter also reviews the
few available Nepalese occupational health studies. Firadlyhe workplace

focus for this thesis is aime construction andaictory sectors, studies from across

the globe have been included to help understand the inherent risks faced by

workers in such work places.

Chapter 3This chapter outlines and describes the key theoretical perspectives on
international labour migratiorFive key theories have been identified: (a)-neo
classical economics theory; (b) dual labour market theory; (c) the new economics
of migration (d) social capital and network theory; and (e) theories of migration

and mental health.

Chapter 4: This chapteoutlines the methodology and methods usedather
and analyse data for the research presented in this thesis including- mixed
methods studies and their relative strengths and weaknesses. This chapter

provides details of the survey among male Nepaleskermincluding sampling
11



methodsand the questions related to health and risks. Concepts of logistic
regression and its application are also introduced and discussed in this chapter.
For the qualitative idepth interview study, the process of the desagmduct

and analyses, i.e. thematic data analysis are also expémdetkfended

Chapter 5: This chapter describes the quantitative results and presents
demographicsocioeconomicand healticharacteristicendthe living and work
environments of regmdents. The health status of the respondents is described
using indicators of selfated physical health. Similarly, mental health status,
perceived health risks, accidents at work and the utilisation of health services are
also examined. Variations in &léh status (including mental health), perceived
health risks, accidents at work and utilisation of health services by Nepalese
workers according to demographic, seemnomic and occupational health
characteristics, living and working environmeate ato presented based on the

outcomes of logistic regression.

Chapter 6: This chapter summarises the findings from thaepth interview

study. The thematic results are presented based on six key headings: (a) push

factors of migration; (b) pull factorsfo mi gr ati on; (c) mi gr
experiences of living abroad; (d) experiences of working abroad; (e) health and

health services; and (f) migrantso6é sugge:

Chapter 7: Discussion of the findings contained in chagfiees and six is
presented in chapter seven. In this chapter, the quantitative findings are discussed
in the light of the qualitative findings and the wider literature. This discussion
focuses on seven key areas: (a)-sgiforted health status; (b) mentaalth

status (c) workrelated accidents; (d) perceived health risks; (e) visitboctors

(f) reasons for migration; and (g) theoretical explanations. This chapter ends with

a section on the strengths and weaknesses of this Ph.D. research.

Chapter 8:This chapter presents the conclusions of the research. The five key
conclusions centreound: (a) health experience (physical and mental health
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status); (b) perceived health risks; (c) accidents at work; (d) doctor visits; and (e)

reasons for migration.

Chapter 9: This is the final section of this thesis aodtlines the
recommendationemanating fromthe research. The recommendations for this
study are focused on four key areas: (a) recommendations for academics; (b)
recommendations for policy makers) fecommendations for practitioners; and

(d) recommendations for training and education.

Each chapter @s with a short chapter summarfinaly, in the various
appendicesa sample questionnaire anddapth interview guide for the survey
and qualitatre studyand ethical approval letter from NHR&re included in

appendces2, 6 and3 respectively.

1.4 Chapter summary
Overall, this chapter has set the scérethe remaining chapters of thilsesis.

This chapterhashighlighted key issuegelated to genetaglobal migration as

well asthe health issues of migrant workers in particular. This global pidtase

helped to formulate the aims and objectives for this thesis and put them in a

wider perspectiveSection 27). Section 1.13 hasprovided a brief oveview of

health issues in women working abroad for completenessderto put the

research planned for this thesisoia wider perspective. A more reflective piece

(Section 1.2hasoutlinedt he Ph. D. candi dathetégpE ofi nt er e s
healthand migrationand hashelpedt he reader to wunderstand
perspectiveThisincludes a reflection opotential biasesuch as the gender and

education of the interviewer and the selection of target countries, ibsuesill

be returned toin Section 4.4 of the Methods and Sectior7.9.1.2 of the

Discussion Section 1.3 outlirgt each individual chapter sagately. The next

chapter reviews theider literature on the topic of work, migration and health.
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CHAPTER 2 LITERATURE REVIEW

2.1 Introduction
In supprt of the proposed study, this section includegnthesis of théterature

on work, health and risk, issues associated with migration in the Middle East and
Malaysia, issues on Nepalese migrants abroad and workers in Nepal, health care
services inthe home country and the justification for factory and construction
workers being theparticipants in this studyPublished literaturehas been
searched using a strategy (Appendix 1) includingwwember of electronic
databasesnd key word combinations, and plighed books and reports from a
number of United Nations (N) agencies.The bibliographes of published
articles retrieved from electronic searclese also beereviewed and relevant
articles retrieved for further analysihe relevant literature is rewed under

the following sections:

A Work, health and risk

A Migrantworkers n the Middle East and Malaysia
A Nepalese migrant workers abroad
A

Nepal and work

The first section presents relevant literature on work, health and risk.

2.2 Work, health & ris k

2.2.1 Work and health
The work environment is a key factor that affettts health and wellbeing of

many workersacross the globe (Ettner & Grzywacz, 2001; Mojoyinola, 2008)
hence theexistence of occupational health as an academic health discitiise
chapter will provide an insight into some of the woekated healttjphysical and
mental) issues ofWorkers working in different occupation$he first section
highlights work and physical health issude subsequent section of this
chapter highlights @t being a migrant worker is in itself a risk factor (see
2.2.1.5).
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2.2.1.1 Physical health issues in work places
The literature indicates that construction workers suffer from a wide range of

physical health issues that includeye problems as reported amongst
construction workers in, for exampleSouthAfrican (Deaconet al., 2005) and
Lebarese(Nuwayhidet al., 2003) contexts Accidentshaveoften beenreported

in studies of construction workers (Abedkiz, 2001 Al-Arrayed & Hamza,
1995 Murty et al.,2006 and Nuwayhidet al.,2003).

Several studies have shown that long wagkhours lead to accidents and
injuries at work yan der Hulst2003), increased mortality (Steenland, 2000) and
a number of physical health problems including disability retirementug€met

al., 1997), fatigue (Parkt al.,2001) and cardiovascular disease (Liu & Tanaka.,
2002). A studyof the US workingage population reveals that increasing work
hours highegthe risk of hypertension (Yargf al.,2006); whilst aotherreview
study siggests that workers working long hours are higher risk ofcoronary
heart diseases (Virtanest al., 2012). Working long hours andleep problems
are also often reported in other studies. For instance, a study ot3epaite-
collar workers suggestshat long workng hours lead to sleep problems
(Nakashimaet al., 2010). A number of studies have also highlighted that
working long hours causes a sleep disturbance and increased fatigue @asner
al., 2007; Hale, 2005; Kivistét al.,2008).

Other stidies have highlighted thatehlth care professionals also experience
various workrelated health problemsncluding eye problems and sleep
disturbance In Thailand, health care workers (i.e. dentists) experience
musculoskeletal pain, percutaneous injurgye and hearing problems
(Chowanadisaet al., 2000). A Chinese study atme effect of sleep quality on
day-cycle fatigue in ward nurses reveals that the sleep quality of nus&sg
shifts is generally poor (Yanget al., 2008). Another study on sleepality
among health care workers in Iran suggests that workers experience poor sleep
guality and that poor sleep has a significant association with a BRidrscore.
Female, divorced, shift working and older age gsoape more likely to
experience poorleep quality (Ghalichet al.,2013). Norwegian urses working
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on night shift reported more insomnia and chronic fatigue than nurses without
any night shift work experiencedyane et al., 2013). A number of studies
highlight that workersincluding professonal bus driversexperience back pain.
Many professional bus drivens Israel experience lowdrack pain due to
uncomfortable semtg and inappropriateback support (AlperovitciNajensonet

al., 2010). Lowerback pain is als@ major health problem fotaxi drivers in
Japan (Funakoslat al.,2003). Thepossible contributing factors this problem
are the dr i v e-bodyvibratieraand jgb atregbid)wlLiow-skided
and less educated factory workers in Fiji experience various physicah healt
problems including body pains and kidney problems (Chand, 28@8k pain
problems are fairly common as they have also been reportétefmlesestudies
(e.g. Adhikaryet al.,2011; Joshet al.,2011b;NIDS, 2006) and noiNepalese
studies (Ahoneret d., 2009; Azaroffet al., 2004; Ratnasingamet al., 2011)
Most studies discussed in this section are sswale, cover a range of
occupational groups (e.g. health care professionals, drivers andkiibed
workers) and lack wdepth information. Alsostudies are often crosctional
surveys (i.e.offering purely quantitative information rather than additional
qualitative insights) and cover werklated physical health issues of natiosnadi
general workforce Hence, the literature suggests that ¢hex a gap in our
knowledge around patterns of wemdated migration and some of the key
problems faced byheseworkers. In other words, this suggests the need for
further research focusing on migrant workers and their weleted health risks
usinga mixed-methods approacf.hefollowing discussion moves to look at the

existing literature on work and mental health.

2.2.1.2 Mental health issues in work places
Having outlined some of the phyalchealth issues concerningork in the

previous section, this sectiowill focus upon mental health issues and work.
Some factors such as workplace environment, individual factors and poverty
influence thementalhealth of workers (Chopra, 200&raham & Shier, 2010;
Hansenret al.,2012). Mental health problems (includidgpression and phobia)

are often the most prevalent disorders in teneral working population
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(Sanderson & Andrews, 2006). Loyob quality is the leading cause of
depression and anxiety in workers (Sanderson & Andrews, 200@).d efthe

US workingage population reveals that increasing work hdughersthe risks

of hypertension (Yanget al., 2006); whilst a Spanish study shows that men
working long hours (5®1 hrs) experience paarmental health (Artazcoet al.,
2009).The levels of psychiatric ambidity, burnout and work dissatistaon are

high in colorectal and vascular surgeons working in the National Health Service
(NHS), UK these labelsre likely to impact adversely on patient satisbn and
service quality (Sharmet al.,2008).In afurther UK study on mental hith and
stress in the workplade this case of general practi¢6&P), suggests that health
care professionals experience mental disti@slinanet al., 2001) Among
different occupational groups, doctors and managers (30%grierpe more
mental health problems compared to district nurses (27%), health visitors (24%)
and practice nurses (22%) whereas nothealth  workers i.e.
receptionists/administrative/clerical staff ¢19%) havemuch fewer mental
health issuesil§id). Similary, an in-depth stugl of Health Care Assistants
(HCAS) in the UK suggests that these workers experience frustration due to poor
salares and lack of information about their role when thagrt employment

(Vail et al.,2011). Howeverone ofthe positive gperience of HCAs s thegood

supportreceivedrom GP team membe(id).

Low social support at work is another determinant of mental illnésterstm

et al., 2008; Shields, 2006). Nettergm et al. (2008) found the association of

low supportfomcowor ker s and onehaniregsedriskdofsor r e s
depression. Similarly, public higbchool teachers in Tunisia experience burnout

and stress at work lesud) themto experiene psychological distress with the risk

of increasd absenteeismat work. Poor working conditions, administrative

difficulties and difficulties with pupils and their relatives are key factors of

burnout and stress (Chennostfial.,2012).A study ofprimary school teachers

in Cyprusalso found that personality and worklated stressors are associated

with differing dimensions oburnout(Kokkinos, 2007).
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Not all studies report thahe work environment is the leading cause of mental
illness among workersA study ofmale Japanese white collar workers suggests
that lang working hours are negagily associated with the risk dfypertension
(Nakanishiet al.,2001). Thus, this study indicates that working long hours may
not contribute to the development of hypertension. Similari@aaadian study

on the relationship beten work stress and mental disorderghea working
population found thaan imbalance between work and family life is one of the
strongest risk factgrof mental disordersiiworkers (Wanget al., 2008). Some

of the workrelated phygal and mental hedltproblemsandrisk perception at

work will be further discussed in the following section.

2.2.1.3 General health risks at work
Not all work carries the same risk. Working conditions differ widely between

jobs and therefore, as a consequence, workers are wtmtfravith a large
variation in terms of safety and health risks in the workplace (Leoni, 2010). This
section aims to reviewhe wider literature on risk perception in various

occupational groups.

In general, older workers are seen as having a loweryimjsk than younger
workers (Salminen, 2004). However, one European study ssgipestolder
workers (aged 565 year s) arlee dmoacempdavrud dh etroabyoung
as for example, older workers are more likely to perceive weldted health and
sdety risks, and to report mental, physical and fatigue health problems @ones
al., 2017). In South Africa, older construction workengave beerexposed to

dust, noise, chemicals, welding fumes, paint, working at heights and stress
(Deaconet al.,2005).This could simplybe because older workers have been in
the workplace longegndtherefore hag been exposed mom French study of

male railway workers demonstratthat both younger and older workers are at
high risks of faling and injuries due to maling equipment, collision with
mowving objects and using hand tools (Claal.,2009). In addition, this French
study also found that risks to workers decreased with the increment of

employment periodil§id), suggestingthat there is a learning curve. after the
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initial starting phase workers learn to work satgatani (1998)also repors a
higher risk of injury in newly hired workers with limited experience compared to
workers with longer job experiences. firther review study suggestthat
workersworking long hoursare approximately at 40% excess risk of coronary
heart diseases (Virtanen al.,2012). An indepth review study on shift work and
chronic diseases na¢hat female nighshift workers are at high risk of breast
cancer and shift worke generally are at high risk of cardiovascular diseases
(Wanget al., 2011). Similarly, astudy oflrish pig farm workers suggests that
these farm workerare atrisk of developing workelated respiratory disease
(McDonnell et al.,2008). OneEgyptian stidy of agricultural workers highligist

that occupational and environmental exposures to farming insréeseisk of
bladder cancer (Amet al., 2013). A recent Iranian study suggests that several
occupational groups such as truck and bus drivers, skitieidultural, forestry

and fishery workers, metal industry workers, domestic housekeepers and
construction workersre at increased risk of bladder cancer (Khoabial.,
2013). Another study in Irahasfound that workers working in coal minae at

high risks of low blood pressure due to exposure to carbon dioxide gas
(KhodabandetShahraki & Azizzadelrorouzi, 2012).

An Australian study ofgovernment personnel reveals that workers perceived
poor health in terms of musculoskeletal issues, fatigue emmdotivation due to
prolonged sitting (Gilsoet al.,2011).Similarly, an irdepth study oAustralian
construction workers suggests that workers perceive risks of occupational injury
and illness (Lingard, 2002) The majority of workers knowingly took
unrecessary risks and therisks included working at heights without using
correct safety procedures (i.e. using unsafe scaffolding), using power tools and
failing to use correcsafetyequipmentipid). Italian workers perceivethat they

had the greatedtealth risks (i.e. workelated accidents) during the summer
period and the peak of worklated accidents occurred on days with hot weather
conditions (Morabitoet al., 2006). A study of the perception of health risks
among college students in China repdrithat college students perceive high
health risks with motor vehicle accidents, chemical and air pollution, cigarette

smoking and pesticides in food (Zhang & Fan, 20¥8 study ofgas station
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workers in Brazil identified that workeese exposed téour main types of risks:

(a) chemical (i.edust, gases, vapors, fumes); (b) physical (i.e. moisture, noise,
heat, vibrations); (c) physiological (poor posture, repetitive strain, slippery
surfaces); and (d) biological (bacteria, virus, fungi) (Cazaxz et d., 2012). In
addition the majority of workers experience occupational accidents due to fuel
leaks, skin and eye contact with fuabid). Other studieshavehighlighted that
transportation is one of the higher risk occupatidior example, Helmkampt

al. (2012) suggest that US transportation workkace digh risk of obesity and
hypertensionAn Australian study also highlighthat transportation workers are
comparatively ata higher risk of obesity andbeing overweight compared to
administrative or lerical workers (AllmarFarinelli et al, 2010). Amuede
Dorantes and Borra (2013) suggest that immigrants in Spain working in
transportation sectofface higher risks of #healthcompare to native workers.
Although, these stues highlight transportatin is one of the ridker occupatios,

this PhD. study has not includel this sector because most male Nepalese
workers are employed in either construction or manufacturing sectors in the
Middle East and MalaysiaBaruah & Tuladhar, 2012]Joshiet al., 2011h The
Kathmandu Pos®013. Therefore, this review of thetkraturereveas there is a
wider variety of riskperceivedas well as experienced in theork place.
However,it does not cover detaill information about construction and factory
workers. It istherefore important to consider briefly the more risky occupational
groups of construction and manufacturing workerBhe next section looks

closely atthe health risksof and to this populatian

2.2.1.4 Health risks of construction & factory workers
Comparedo the occupations mentioned abgw®nstruction and factory workers

generaly have a higher risk of ill health and accideriés example, construction
workers face a higher risk of occupational disabtltgngeneralskilled workers
(Arndt et al., 2005) Hard physical labourwith frequent lifting and carrying
heavy weights, exposure to vibrations, climatic influences, noise and dust affect
their health ipid). Research of male constructiarorkers in Sweden has found

that occupational exposure increase®rtality due to chronic obstructive
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pulmonary disease, even among those who do not smoke cigarettes (Betgdahl
al., 2004). In additionthe occupational disabilities among workers are mainly
due to musculoskeletal disorders, cardiovascular diseasenanthl disorders
(Arndt et al.,2005). A crosssectional study ofadiographic abnormalities among
Dutch construction workers has revealed that young construction workers
involved in grinding, hammering, drilling, cutting, sawing and polishing face
high risks of radiographic abnormalities (Mf al., 2003). Research in Turkey
has highlighted thatonstructionworkers face high risks of fatal injuries owing

to falls, electric shockand injures fromfalling objecs (Gurcanliet al., 2008).
Research in Fiand found that construction machinery operators are at high risk
of back injuy (Leino-Arjas et al.,2002). A study about occupational fatalities of
Hispanic construction workers ithe US has found that these construction
workers experience significanthygher risks in the workplace than nbiispanic
construction workers (Dong & Platner, 2004). Dong and Platner (2004) also note
thatan almost double proportion of Hispanic construction worlaeslikely to

be killed by occupational injuries comparedtbeir nonHispaniccounterparts.
Other research ofonstruction workers in Malaysia has suggested that young
male construction workers face high risks of deaths, accidents and injuries
(Murty et al.,2006). Another researcttudy (large study, n=5340n Malaysia
suggested that industrial workers (mainly workershiafurniture industry)are

more prone to occupational accideatg. cuts, bruises and sprgRatnasingam

et al., 2011). Chinese construction workers in Mauritare not satisfied with

their waking conditiors in terms ofalack of health and safety and long working
hours (Suntoo & Chittoo, 2011factory workers in Fiji are exploited in terms of
poor pay, poor working calitions, inhuman abusand fear of job loss (Chand,
2006). The next sectiowill outline some of the health issues related to migrant

workers whocope withhigher risls than local workers.

2.2.1.5 Working in another country
Peopleworking in another country (i.e. mignt workers)do soat a higher risk

than local workers (Ahonest al, 2007; Alexeet al., 2003; Bollini & Siem,

1995).Mental health problems including stress and nervousness are common for
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migrant workers in Spain (AgudeBuarezet al.,2009). Research ithe US has
found that foreign workers are at high risk of heddited illnesss as well as
death (Jackson & Rosenberg, 2010). Migrant worlera range of different
industriesare vulnerable in terms of their health stadue to a variety of factors
such as working in low paid and high risk jobs, a lack of healtiramge and
language problems in the host countries (Arcury & Quandt, 2007; Jian, 2010;
Littlefield & Stout, 1987). Research in Indiaas highlightedan increasing
prevalenceof skin diseases among migrant construction workers, agnavork

in a hot and humd climate and in ovecrowded and unhygienic working
conditions (Kuruvilaet al., 2006). Another researcktudy in Lebanon has
revealed that migrant construction workerg at high risk of feet and eye
injuries and being struck by an object whereas fasmore common fothese
workers (Nuwayhicet al.,2003). Asian migrant construction workers face higher
risks of occupational accidents and injury compared with the general population
of Bahrain (AlArrayed & Hamza, 1995). Research Bfngladeshi migran
construction workers in Malaysia has revealed that migrant workers are more
prone to accidents and injuries and work in unsafe conditiompared wittthe
general population of MalaysiéAbdul-Aziz, 2001). Another study ofAsian
factory workers inthe UK suggests that male immigrantsvieéhigher accident
rates thanthe male general population of the UK (Lee & Wrench,8Qp
Similarly, a study ofcar engine factory workers in UK reveals thia accident
rateis higher among Asian workers than West Indiadwhite workers (Baker,
1987). Another stug of migrant contract workers working in the furniture
industry in Malaysiehasrevealed that migrants are aghirisk of cutsbruises
sprairs, sleep disturbance afwmt stress/family tension (Ratnasingaet al.,
2011).These are some of the range of studies highlighting how dangerous it is to
work in construction and manufacturing industries. Ttwees his background
literature gives credence to the focus of tihissisand subsequemeseach on

the constuction and manufacturing indugés. A general overview of migration

in the Middle East and Malaysisiincludedin the next section.
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2.3 Migrant workers in the Middle East and Malaysia
The Middle East and Malaysia are amongst the major migrant receiving

courtries in the world.There is a growing number of illegal migrants globally,
including those in the Middle East aMhlaysia(Castles & Miller, 2009). lllegal
migrants move frontheir country of origin to destination countries not following
the regulatory arms of countries of origin, transit and destination. In other
words, migrants enter host countries illegally (without any documentation or
meeting immigration regulations) in order to stay and/or work esebounties
(IOM, 2011). It is not consideredarctical to approach and collect information
about illegal migrants as it perceived difficult to gain appropriately disclosed
information about their status. Hence, a decision has been made to approach only
legally employed workersor this Ph.D study, athoughit is recognized that
occasionally official dataor studieson migrant workes may inadvertently

include (some of the) illegal migrant workers.

An estimated 26.6 million migrants (of whom 38% are female) were in the
Middle East in 2010, an increagd 4.5 million migrants compared to 2005
(UNDESA, 2009. In the period from 2005 to 2010 the net migration rate still
increased in the Middle East from 9.2 to 9.8 migrants per thouséarite
population (bid). Some Middle Eastern countries have a highre of foreign
workers making uptheir total labour forces.df example, Qatar has one of the
highest (94%)proportion of migrant workers as part of its total labour force
followed by United Arab Emirates (UAE) (83%) and Kuwait (83%) (ILO,
2013%).

Similar to Middle Eastern countries, Malaysia is another popular destir{ation
South East Asian countrieB)r migrant workers. An estimated 1.6 million (7.0
% of total population) migrants were in Malay§®a2000; most of thenn low-
skilled jobs (e.g., costruction, manufacturing and agriculturé)his figure
increased t@.0million in 2005 and 2.4 million in 201QJNDESA, 2009. Most

of the migrant workers in Malaysia are from Asian countries (ILO, 2007). In
recent years, Malaysiaas beerone of themore populardestination for millions

of migrant workers fromindonesia, Nepalabout halfa million Nepdese
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migrants work in Malaysia)Bangladesh, India and Philippin@&he Kathmandu
Post, 2013) These migration data justify the neent theresearcho focuson
migrant workers in the Middle East and Malaysia. Health risks facing migrants in
these areas, thiliddle East and Malaysjare now discussed in the following

section.

2.3.1 Health issues omigrant workers in the Middle East and
Malaysia
Similar to othe countries receiving large numisef immigrants, migrants in the

Middle-East and Malaysia also face difficulties in adjusting to their new society
including adopting safe and healthy igt/les. One study of Middle Eastern
immigrants from Asia has fourttiat migrants from poorer groups are at a higher
risk of mental illness due to their living and working conditions (Arnold & $Shah
1984). A review obccupational injuries in Bahrain has revealed that immigrants
are at higlr risks of having accidents thanational workers and that this risk is
still higher for immigrant construction workers (Afrayed & Hamza, 1995).
Research carried out among Filipino heoage workers in Israel has concluded
that they are at a high risk of workplace injuries, verbalsaband hunger
(Ayalon, 2008). Similarly, the prevalence of pulmonary tuberculosis among
migrant workers in Kuwait is higher than the general population (Akhtar &
Mohammad, 2008). Aeview study in the UAEhas suggested that migrant
construction and domestlabouers are victims of debt bondage and face wage
exploitation. Moreover, domestic workens the UAE have experienced high
rates of physical, sexual and psychological ab&@ntez et al., 2011). A
second study in the UAE has fourttht migrant workes are at riskof mental
illness including depression and suicitt@ughts(Al-Maskariet al.,2011).

Work-related accidents, deaths and suicides are common in Gulf countries and
Malaysia The Himalayan Time2011). It is estimated that two Asians de&x p
day on Dubai construction sites and a case of suicide occurs every four days
(Keane & McGeehan 2B). In addition to thisthe suicide rat@appeas highest
among Indian workers in UAEN 2008; the main reasons behindete deaths
appearto befinancid or psychological (Kannan, 2012)ikewise, independent
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research from the trade construction publicati@gnstruction Weekhas
reported that 880 migrant construction workers (460 Indian, 375 Pakistani and
about 45 Bangladeshi) died in the UAE in 2004t the Dubai Municipality only
recorded 34 deaths in the same period (Human Rights Watch, 2006).

Prevalence of tuberculosis among Asian migrants (mainly from India, Pakistan
and Nepal) working in Qat-khalétal,6 290Gy me nt
Similarly, lower urinary tract symptoms are common in young male immigrants
(mostly of Indian origin) in Qatar (Prasad al., 2006) In addition, a study of
immigrants in food handling occupations has revealed that those immigrants
from the Indian sulzortinent and the Philippines are more likely to carry
hookworms (AbeMadi et al., 2008). Research carried out among Nepalese
migrants in Gulf countries and Malaysia has found that migrants aéigh

risk of stomach pain, malaria, blood pressure, kidnejyure and mental
problems (NIDS, 2006). A recerdtudy of Nepalese migrants in the Gulf
countries has shown that migrants working in construction industries are at a
higher risk of accident and injury (JosBD09). Likewise, another observational
study anong Nepalese workers has found tttiz Nepalese are importers of
Hepatitis E in Qatar (lbrahirat al., 2009). A review paper on immigrants also
suggests that immigrant workens Malaysia (Abaset al., 2011) Singapore
(Bong et al., 1976), Australia (Covalanet al., 1994)and UK (Lee & Wrench,

1980 have worse woliikg conditions than native workers (Salminen, 2011). In
Malaysia, Indian workerare three times more likely to experience occupational
injuries than native workersib{d). Similarly, a study d@out Asian migrant
workers (mainly from Indonesia, Pakistan and Myanmar) working in Malaysia
has found that igrant workers are at higher riskof accidents, multiple injuries

and craniecerebral injuries than the general population (Mettgl.,2006).This
review hashighlighted that migrants working in the Middle East and Malaysia
experiencea range of healthissues Therefore, his combination ofempirical
evidence from two generally risky occupationse.. manufacturing and
constructon industries) driwo geographicahreagustifies the research focus of
this thesison the Middle East and Malaysiblaving examined thaealth issues

experienced by migrant workens general it is considered that further-gight
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on their experience isecessarylhenext section outlines general information on

thosemigrating from Nepalto other countries

2.4 Nepalesemigrant workers abroad

2.4.1 International migration trends andpatternsin Nepal
Although Nepal a landlocked country situated between the populous lands of

China to the north and India to the souémained closetb the outside worldor

many years, Nepalese people started to emigrate from the beginrtimzy16f"
century. The main reasons for migration weeeruitmento the British Army in
former British Irdia (Bhattrai 2007 Subedi, 199} forced labour within the
country, and povertyin general (Kansakar, 2003). However, until 1950,
emigration to countries other than neighbouring South Asian countries was
limited. The collection of data about migratiamthin Nepal started with the
1920 censyshowever,its scope was quite limited unthe first scientific census

of 1952/54. According to the 1952/54 census, 198,130 people (2.3% of
population) were living abroad for more than six months.tl@fse 97.3%
originated fronthe mountain and hiltlistrictsof Nepal. The number of Nepalese
living abroad for more than six monthasincreased rapidly in each subsequent
census reaching 402,977 (2.7%) in 1981, 656,290 (3.7%) in 1991, 762,181
(3.4%) in 2001 and,221,84 (7.25%) in 2011 (CBS, 2002; CBS, 2012).

It is the case thatntil 2001, most Nepalese migrants went to India; 79.4f%
migrants in 195293.1% in 1981, and 89.2% in 1991. Although the absolute
number of Nepalese migrants moving to Indeatinues tancreasein 2001the
proportion of Nepalese emigrants to Ind@uallydecreased to 77.3%. The main
reason for the decrease in the proportion of migrants to India in 2001 was the
flow of Nepalese to other countries such as Saudi Arabia (8.9%), Qat#),(3.2
UAE (1.7%) and Hong Kong (1.6%) (CBS, 2002). As most Nepalese migrating
to India and the Middle East wetteere in searcbf temporary jobs, the majority

were males. The 2001 census in Nepal reported that the proportion of males and

females among Nepade migrants was 89.1% and 10.88gpectively.
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International labour migration from Nepal to the Middle East and Malaysia is a
new phenomenon and started three decades (Bbattarai, 2005). Inthe
beginning,relatively high volume of Nepalese migrants eve concentrated in
Middle Eastern countries (i.e. Gi8tate3 but the direction slightly changed later
with people migrating to Malaysia in the last decaibed). The selection of
destination countries is based orcome and educatiorthg sociceconome
statug of Nepalese migrantas well as the types of work available in the
receiving countrieAdhikary et al., 2008; Adhikaryet al., 2011; Bhandari,
2012; Dhungel, 1999; Gurung & Adhikari, 2004; Joshal.,2011b; Sapkotaet
al., 2014) For examplepeople with poaer status migrateéto India, the Middle
East and MalaysigAdhikary et al., 2011; Joshet al., 2011b) whereas people
with better sociceconomicstatus move towards Europe, America, Australia,
Canada, Japan and South Kofadhikary et al.,, 2008;Bhandari, 2012Sapkota
et al.,2014)

The number of Nepalese migrant workers going to Malaysia and the Middle East
has increased in recent years. To daiest migrant workers ifMalaysia are

from Indonesia followed by those frolepal whichis the second largest labour
supplyingto Malaysia(The Kathmandu PosR010). It is estimated that there are
about 519,000 Nepalese migrant workers in Malaysia, 465,000 in Qatar and
321,000 in Saudi Arabia working in seskilled or manual roles; most amgales

and a substantial proportion are employed in the construction and manufacturing
sectors (Baruah & Tuladhar, 2012; Mohametdal., 2012; Nepal news 2010;

Sani, 20190 The Kathmandu PosR013. This general migration pattern gives
credence to the fosuof this research in the Middle East and Malaysia in the
construction and manufacturing sestoAlong with the increased flow of
migrant workers, therkas alsdbeena concurrent increase in the remittance that
Nepalhasreceived from migrant workerghe equivalent of$2.93n USdollars

(NRs. 209 billion) in 2008 (Rauniyar, 2009b). The next section focuses on health

issues associated with Nepalese migrants abroad.
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2.4.2 Health issues of Nepalese migrant workers abroad
There is a growing literature anternational migration looking ahé¢ health and

well-being of migrant workers, but very little investigating the health and well
being of migrant workers from Nepal. This chapter reviews the general issues
around migration from Nepal and health issuesomlag Nepalese migrant

workers.

Similar to migrant workers from all around the world, Nepalese migrant workers
also experience serious health and safety problems in host countries including
death on some occasions. Thhese beenseveral serious incideas involving
Nepalese migrants working abroad; for example, the massacre of twelve
Nepalese workers by an Iragi extremist group in 2004 (Stillman, 2011). Although
deaths are not commoogcupational deatamong Nepalese migrant workers in

the Middle Eastare commonly reported; more than five hundred workplace
related deaths were reported in the Gulf region among Nepalese workers in 2008
(Infoshop news2008). Poor labour conditions may have contributed to these
deaths. Other reports highlight the deatl2éfNepalese workers in one month in
Qatar alone due to cardiac arrests, respiratory diseases, kidney failure, heart
attack, road accidents or suiciddepal News 2009), and the death of 12
Nepalese and 11 Indian cleaners on a capsized ship in July Igepal (News,
200%). Workplace rtated accidents, including deaths, howewsem to be
officially underreported. For example, 30 Nepalese workers died in the UAE in
2005, yet the employer only recorded one death in the same period (Hadid,
2005). The causeax these deaths according to the Embassy of Nepal in the UAE
includedcardiac arrest (n=13), suicide (n=7), road accidents (n=7) and unknown
(n=2) (bid). In addition, anecdotal evidence shows that high mortality rates
might be associated with large inéskof homemade alcohol and risky jobs
(Joshi, 2009).

A recent study with Nepalese migrant workers returning to Nepal established that
they often work in risky occupations (such as construction) and frequently face
accidents and injuries (Jostti al.,2011b). However, me limitation of this study
is that itwasunable to collecin-depthqualitativeinformation from the Nepalese
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migrant worker as the study only figured out the size of problems in the country
of migration Similarly, cases of industrialcaidents are high in Malaysia.
Research on migrants in Malaysia found that workers experiencerelatkd
accidentsincluding cuts, bruises and sprsi(Ratnasinganet al., 2011). The
Nepalese Embassy in Malaysia has reported that 192 Nepalese |dstgbelue

to industrial accidestin five yearsthe proceedindRauniyar, 2008). Recent
news highlighted that in 2011 over 800 Nepalese workers died abroad in addition
to 160 cases of suicid&lfe Himalayan Time2011).

In addition to occupational injies and deaths, migrant workers are also at risk
of suffering from other infectious or mental illnesses. StudiedNepalese
migrant workers in India (including returnee migrants) identified that Nepalese
migrant workers are not only vulnerable to HIV/SDBI#t also created highsk
situatiors by spreading HIV/STlIs inhefar westerrpart ofNepal (Poudel, 2003;
Poudelet al.,2004; Vaidya & Wu, 2011). There aaésoreports of poor working
conditions forNepalesanigrant workers such awmise, pollution heat at work,

and lack of sanitary and bathroom facilities (Frost, 2004). A recent study of
Nepalese migrants in the UK found that migrants with low levels of education
and an insecure immigration status (e.g. refugee/asylum seeker) are far more
likely to have poor dental hygiene and lack of regular exeritiaa those with
higher levels of education and secure immigration s{@dkikary et al.,2008).

This UK-based study is smadicale and lacks depth as it useda purely

questionnairdasedquantitatve, approach.

General issues identified Wyurungand Adhikary (2004 includekey problems
such as low salas sexual exploitation of women, inadequate protection and
insurance against death and accidents abroad (excluding I8diae studies
have sugested that Nepalese migrant workers working in new environments
with long working hours and poor living and working conditions are more likely
to suffer from accidents and other health probleAdhikary et al., 2011, Joshi

et al.,2011b; NIDS, 2006).Herce, the available literature suggettat there i

gap in our knowledge.e. althoughpatterrs of work-related migration and some

of the key problems workeface are reasonably well documented, there is a lack
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of in-depth insight. This suggedtsatthe needfor furtherfocusedqualitative and
mixed-methodsresearch on the health and weding of Nepalese migrant

workers is highly appropriate.

In order to understand the health of Nepalese workers ghtaadecessary to
understand some of the késsues related to their healtespecially work and
health in Nepal. Theoflowing few sections summaa work, working and living
conditionsand health and health care systémNepal.

2.5 Nepal andwork
According to the latest census (201f)e total poplation of Nepal is 26.5

million and most (83%) live in rural areas (CBS, 2D1Rlore peopleare
beginning tolive in cities as the urban population has increased from 14% in
2001 to 17% in 2011. There are also more people of working age9(¥bars)

in generalas this population has increased from 54% in 2001 to approximately
57% in 2011.

Nepal is one of the poorest countries in the wainidfact i is the 3% poorest
country in the world out of 214 countrie@Vorld Bank 201d) where
industrialsation is still in its infancy.Per capita incomeper yearin Nepal for

2012 was equivalent to US$ 700 (World Bank, 2)l1dhich is very low
compared to many higincome countriesThe major noragricultural sectors of
employment arenanufacturing, trade, govenent jobs, hospitality and tourism,

and these sectors employ about a quarter (24%) of the population. The remaining
three quarters of the population are engagethémagricultual industry(CBS,

2012).

It is, however important to highlight that Nepalesagriculture, which is
principally subsistence farming, igery different than that pracéd in many
western countries. The landholding in Nepal is highly fragmented and small;
average landholding per family &out0.7 ha and more than 75% holdings
have less thad ha of land Nepal, National Planning Commissio203). In
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contrast, the average family size that depends mnrélatively large averagng

4.88 people per family (CBS, 2@). The majority of farmers in Nepal, therefore,
are hardly ableto supply their basic needs from thagricultual existence
Furthermore, the land in Nepa&s beens inherited through generations leading
to further fragmentation of landholdin@Niraula, 19995. However, this also
ensures that almost every family hepiece of land. As a result, most people
who live in rural Nepal have their own family land where they mainly grow
crops for familyconsumption but also cash crops in different seasons when
possible(IFAD, 2013 Karkee, 2008 Farming is therfere a de&ult occupation,

i.e. one is engaged in agriculture until he or she can find a better paid job
elsewhergKayasthaet al.,1999. Therefore, agriculture in Nepakhilst being

the main source of employment providing the income and livelihood for the
majority of the population, is hardly rewarding. This results in a high incentive
for young peopleto look for a job elsewhere, including lepaid labour jobs in

foreign countries.

2.5.1 Living and working conditions in Nepal
Owing to the poor economy of the counttlyge standard of living in Nepal is

low. About a quarter othe population live below the poverty line (UNDP,
2013). Nonetheless, given the landholding system in Nepal, most people in the
rural areas own their own lanilost people(85%) live in their ownhouses.

Only a small fraction (13%) of the total populatiolives in rented
accommodation However, ahigher proportion (40%) of households live in
rented accommodation in urban areas (CBS, 20Apart from some tban
centres, most accomodation is prirgtwith no running watera limited or no
supplyof electricity; no chimneyfor firewood smokeandno bathroom or toilets
(ibid).

In Nepal,the Nepal Living Standard Survey (NLSS) has reportedabatit one
in five households rate their drinking watecility as poor (CBS, 2011b)and
less than half (48%) of households are served by tap/piped (€8&; 2011a).
Other common sources drinking water areéubewell/hand pump (35%) (CBS,
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2012).Firewood is the major source of cooking fuel in Nepal. Thiads (64%)
of households depend on firewood for cooking purp@ges). About half of the
population(44%)have access to electricity and only 5 percent of the recqgll@
have access to electricity from the national giiéb(ld Bank, 2018). More than
a half of the population(57%) do not have toildkatrine facilities at home
(Pradhan, 20011 Having examined living conditionghe review will now move

to look at working conditions in Nepal.

Currently 15 million people (57%) in Nepal are considesedorking age (15

59 years of age). The majority (80%) of the populati®remployed inthe
agricultural sector asmall scale familyarming (CBS, 2012). Less than a quarter

is employed in other sectors such as industry, services, hospitality, trade etc.
Every year more than 300,000 people enter the labour mdskain( 2014).
However, the national economy is contracting with a consequential decrease in
employment opportunitie@bid). Also, conflicts and political instability in the
past decade have eated insecurities among the public resulting in heavy
displacement of workers and their families, and even the closing of limited
industries Do & lyer, 2010.

Very little information is available about the work, workplace environment,
health and safetyand workrelated health problems in Nepal. Occupational or
work-related accidents are reported as one of the major health problems in Nepal
(Kumaret al.,2003). An earlier review of published literature identified a lack of
research in occupational htbaland safety aspects of Nepalese workers (Poudel
et al., 2005). However, a recent revidwas suggested that occupational health
problems are common among Nepalese workers and the overall situation is less
than satisfactory (Joslet al., 2011a). Statistic on workrelated accidents or
injuries are still lacking. Anecdotal reporting has estimated that at least three to
sevenper cent of people die or aigjured every year due to worklated
accidents. People working in the construction, manufacturingagnidulture
sectors are at high risk compared to other se¢ashiet al.,2003; Joshet al.,
2011a; Pun, 2011Research on occupational health is a new field in Negsit

is now being recognised as a growing public health prol{oehi & Dahal,
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2008; Poudelet al., 2005 Skyberg, 2011 The existing literature on work and

health risks in Nepal will be mapped out in the following section.

A recentreview foundthe overall status of occupational safety and health in
Nepal to be quite poqdoshietal., 20113). The main issues are poor health and
safety standards at work, and lack of awareness among the waorkkesrisks
involved i.e. exposure to hazards and preventive measibil. (A study on
possible occupational lung cancer in Nepal suggkegtat lung cancer risk was
higher among workers working in agriculdlirconstruction, transportation and
manufacturing sectors (considered as risky occupgtioompared to less rigk
occupatios such as administrative workers, business, studentb@ned makers
(Joshiet al., 2003). Another study on industrial accidents reported that 21.6%
workers experienced wotelated accidents per yedgumar et al.,2003) Here
poor work environment, exploitation at work (no break time), long working
hours, lack bregular health cheeldps and lack of health insurance were some of
the issues identifiedkid). Young migrant factory workers in Nepal experience
early sexuabehaviorandare more likely to havenultiple partners andot use.
These factorput them atincreased risk oHIV/AIDS (Puri & Cleland, 2006).
People involved in domestic work in rural Nepet more likely to suffer from
respiratory illnesss due to exposure to duparticleswhen compared to urban
people (Kurmiet al., 2008). A Nepalese survegn occupational stress among
high-level managers suggested that managers experience higholesteess due

to work overload, role conflict, poor peer relations, and strenuous working
conditions (Kayasthaet al., 2012). Nepalese porters commonly experéen
diverse illnesses including fever, suspected typhoid, -aitjftude cough,
gastroenteritis, severe anxiety, highitude cerebral oedema (HACE), and

cellulitis-induced septicaemia (Law & Rodway, 2008).

Occupational health risksavealsobeenidentified among medical professionals.
A crosssectional study on occupational accidents of medintalns in Nepal
hasidentified that theyare at high risk of occupational accidents with needles
(Panditet al.,2005). Also, almost half of the interns in tisisidy did nothing to

protect themselves from occupationally transmitted diseases, due mainly to lack
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of knowledge ipid). The occupational exposure to bodily fluids and bibodhe
pathogenss very high among basic health care workers in Néfatilshina et
al., 20171). Additionally, they experience irregular suppliesf materials,
equipment and instruments which prewetitem from using infection control
measures. Tk studyalso shows that health workers ka poor knowledge and
insufficient training regaling safe handling of instrumenéand waste disposal

procedures as outlined in universal precaution guidelib&.(

In addition to occupational health risks, other wpl&cerelated issues that
could influence productivity and motivatioase also dentified in some studies.
For examplea study ofjob satisfaction among hospital nurses suggbsit the
majority of nursesare satisfied with their workShrestha & Singh, 20)0For
them, fibeing considered a resource of healgrovided the highest sse of
satisfication whereaflack of opportunities for further education and traiding
provided the lowest sense of sadcsion (ibid:84). Shrestheet al (2008) also
found that health problenaeconfinednot only to medical staff in hospitals but

to those working in private clinics, e.g. dentists suffered from musculoskeletal
pains such as neckhoulder and back paiimilar problemshave beerfound
amongmedical studentkighlighing inadequate facilities, low salaridsck of
security, issueswith professional developmeng lack ofequipment in health
centres and distance from families a number of workelated problems
(Shankar & Thapa, 2012). These medical students wanted facilities in rural areas
and health centres to be improv@ldid). Having highlighted issues raised by
health care workers and students next section deals specificallyth health

issues and health cgpeovisionin Nepal.

2.5.2 Health issues and health care services in Nepal
This section briefly reviews the major healtBuss and health care services in

Nepal. The majohealth problems from the populatirbealth perspective are
infectious diseasesjalnutrition and lack of access to health care ser(iReset
al., 2002. The Nepal Living StandasdSurvey (NLSS}010/2@.1 reported that

20% of the population experience acute ill@ssand injuries (i.e. sickness with
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cold/fever, diarrhea) and 12% of Nepalese people experience chronic illness
including gastrointestinal diseases, rheumatism related, high/low blood pressure
and asthm&CBS, 2013).

Health care services in Nepal are provided by both the public and private sector
(Raiet al.,2001). The public health service is focused largely on primary health
care (Bentley, 1995Karkee & Jha, 2010 The Government of Nepdas
allocated éss than 3% of the national budget to hlealthsector Regmiet al,
2004. Government health services are not equally distributed in the country. A
number of large hospitals are located in urban areg&autam, 2011).For
example therearethree or four major hospitals in Kathmandu (with specialists
and specialist facilities) and regional hospitals (with limited speciali&es)h
region has a number of districts and eddtrict has amain hospitalwith no
specialistfacilities but is staffed with some medical doctofalthough many
remote district hospitals do not havala c t pmst)dHewever, some of these
district hospitalsare staffed by medical assistafikarkee & Jha, 2010Rai et

al., 2001) People can see doctors or medicsdistants in these hospitals or
heath posts by payingeasonable registration feeéet, paientsdo have to pay

for thar hospital stay and purchase drugs themselVagre are government
supported public health programs, e.g. safe motherhood orchildhood
immunisation programmes for which village health workerssupervised by
medical assistanterganse visits or campaigns in different parts of the country
(Barkeret al.,2007)

Most recently, there has been an expansion of private health ins8tution
including hospitals and nursing homes aiming to provide health services in
wealthy or urban areas (Rai al.,2001). However, rural areas generally do not
have access toigh quality private hospitalalthough limited private practice by
physicians andt medical assistantdoesexists in some rural centrehis is
partly through the growth of private pharmacies, where somstiraned
pharmacists act as general medical adviddesalth care facilities are often of
poor quality, particularly in ruralraas. Moreover, the poor and excludechave

limited access to basic health care services (Hackney, 2012;dWlafy 2013).
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The reasons for this are the high cost and limited accessibility of medical
services, especially in the rural areas where inatertases one has to walk

several hours to see a medical professional. Lack of health awareness also
impedesthnepu bl i c6s access (Nraulahl®%d) t h care seryv

There is also a shortage of trained health professionals to deliver quality health
services mainly in rural parts of the countBafal et al., 2013; Hamal et al.,

2011; IRIN, 2007; Maruet al., 2013). Similarly, public health sdaces are
hampered by low wages amsufficient incentives for government employees to
operate in the fieldOther issues such as financial or +iimancial incentives,
professional advancements, educational opportunities and workplace
environments also affect the delivery of quality health services (Hamal.,
2011).

Mental healthservices receive limitetksources athe government spends only
about 1% of the totdhealthbudgeton the mentalhealth sectorWHO, 2009.
The majority of modermealthcare institutions across the country lack a mental
health facility. The main key challenges for mentatalth servicesin Nepal
according toRegmiet al. (2004)are a lack of

1 adequatduman resources

{ accesgo services across the country
1 public awareness
)l

adequate policy

Furthermore, geographical diversity and poor infrastructural development
includinga lack of airlink services and good quality roads makes the delivery of
health care a particularly difficult problem in many areas of Nepal (Hackney,
2012; Sharma & Ross, 1990). The government yetsto develop effective
planning and policy regardinthe management of health system andaed

human resources.
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Available data suggest that about two thirds (69%) of people suffering from an
acute illness visit or consult a medical practitionier example,about 28%
consult a medical assistant, and a 25% \asioctor However, the level of
consultation with a doctas much higher in urban areas (43%) whertdase

with a medical assistanis higher in rural areas (46%)CBS, 201d). The
possible reasanfor this urbarrural differenceinclude the availability of
different typesof medical professionals (e.doctors being concentrated in urban
centres, and rural areas being served by medical assisthifesing perceptios

of health servicesand levels of education and knowledgaround health and

hygiene.

In summary, the rath services infrastructure gorly funded (Regmet al.,

2004 and access to health care facilities remains low, particulary in rural areas.
Literacy rates among adslare low (66%), andven lower (57%) among women
(CBS, 2012). Edeation is one of the major soegzonomic factors that influence

a persono6s atu,intludidgeattitade thwatde theausei 0b health
care facilities (Weiset al., 1991). In general, the higher the level of education,
the more knowledgible anindividual isabout the use of health services (Lynch

et al., 1997; Vaidyaet al.,2013). These and other so@oonomic factors have
contributed to Nepal s h e al trémainng weiy do sby international
standar ds. For e X ab9 ydrs) morthliey padel D197 perd u | t
1,000 male adult population (World Bank, 20.4This mortality rate is several
folds higher than those recorded in many developed countries. From this figure it
is clear that health indices in Nepal are unaa@ptpoor andneed to be
addressed through a number of interventions and improvenidnits.general
overview of Nepalits health status and health care infrastructwitt help set

the experiences of migrant workers in this study into perspeetigentext ofa
low-income country where disease prevalence is fairly high and occupational
health riskis also high.
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2.6 Chapter summary
Overall, this chapter has presented the existing literature on migration, migrant

workers and health (physical and mental) in general, \@atkrisk perceptias)

health risks to construction and factory workers, health risks to migrant workers
including Nepalese migrant workers in the Middle East and Malaysia and health
issues of Nepalese workers in Nepal. This literature shows that mose of th
workers, both migrants and natives, as well as skilled and unskilled workers,
experience various physical and mental health probsome time in their

lives. The occupational risks range from mild to fatal cases. Common health
problems identified ammg workers include accidents, injuries, or disability,
musculoskeletal pain, eye problems, hypertension, hearing problems, low back
pain and kidney problems. Poor health and safety at workstaiskg and
exposure to chemical, physical and biological sautses are some of the leading
health hazards. Similarly, depression, anxiety, stress, mental distress and burnout
are some of the mental issues experienced by workers. In addition, low wages,
low social support, long working hours, exploitation at worlx kmeals), a lack

of health insurance and poor access to health services are some of the issues

identified that predispose migrant workers to physical or mental illness.

Construction and factory workers are generally at a higher risk of ill health
acrossthe globe The Middle East and Malaysia are popular destinations for
many migrant workersincluding Nepalese ones. Migrant workers working in
these countries do so at higher risk than local workers. For example, most Asian
migrant workers in the Middle dst and Malaysia work in construction and
factoiies and are at higher risk of worlelated accidents, deaths and suicides.
The reader must bear in mind that workers in Nepal are also at a relatively high
risk of accidents and haymor health accessspedally people living in remote

areas of Nepal have difficulties in accessing health care services.

The gaps in the literaturéas highlightedin Sections1.1.1, 1.2.1and 24.2)
suggest the need for research into the health and risks of Nepalese workers

abroad. The detat aims and objectives of the research are listed in the
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following section.The individual methods chosen as part @ thixedmethods

study will beoutlinedin a subsequent chapter (Section 4.2).

2.7 Aims & objectives of thethesis

Aim
This PhD. thesis sets out texplore and analyse the general health status of and

health risks to Nepalese male migrants working in the Middle East and Malaysia.

Objectives
The objectives for the proposed study are divided into two groups; those relating
to the quantitative survey and those more appropriately addressed by qualitative

interview techniques.

Quantitative objectives
1) To describe the general (physical and mental) health status of male
Nepalese migrant workers in the Middle East and Malaysighe
construction and manufacturing sectors, the latter fogusn factory
workers
2) To examine the health risks to male Nepalese migrant workers in the
Middle East and Malaysia in the selected sector
3) To establish the health seeking behaviouthef same male Nepalese

migrant workers in the Middle East and Malaysia.

Qualitative objectives

The final objectives are for the qualitative study whégmed to becompleted

sequentiallyafter thecollection of thequantitativedata.
4) To explore howhe working and living conditions of male Nepalese
construction and manufacturing (focus on factory workers) sector
migrants in theMiddle East and Malaysia affectheir outlook and

expectations of health, lifestyéndtheir healthseeking behaviour.
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5) To link the findings for objectives-4 with existing theories that

attempt to explain labotrelated migration.

The theoretical aspects of migration focussing on the objectives defined in this

section are reviewed in the following chapter.
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CHAPTER 3 THEORETICAL PE RSPECTIVES

3.1 Introduction
This chapter discusses the key reasons for international migration from a

theoretical prespectiveSéction 2.7,0bjective 5). Social theory helps the
researcheand readeto better understand the reasons for international migratio
and the health risks related to this labour migration procBse theoretical
overview in this section (Table 3.1) is constructed basedroappraisal of a
number of previous studies. In the second section, key theories about
international migration &rsynthesisedThis is to help the reader to understand
the researchés interpretation of these theories as the latter are applied to the
analysis in the Discussion of this the&ection 7.8)

Over the last three decades, immigration has emerged amjar force
throughout the world (Massegt al, 1993). Economically more developed
countries are attracting migrant workers from Jmeome countries (Malecki &
Ewers, 2007). As a result, many countries around the world are experiencing
rapid increasgin labour migration (Massegt al, 1993). In many destination
countries, international migrants are an important source of labour supply to

alleviate manpower constraints and facilitate rapid economic growth.

The next few paragraphs outline some of thg keasons why migrant workers

migrate from one region to other or from less developed countries to more
developed countries. Kline (2003) a@immermann(1996) note that people

migrate due to two maisets off easons O6pusho advisbn 6 pul | 6
which is also documentedelsewherein the literature. Several studies.d.

Adhikary et al, 2011; Banerjee, 1983; Boere, 2010; Boyd, 1989; Datta, 2004;
Fawcett, 1989; Thieme, 2007; Wilson, 201Ggve identified a number of
negative f act orfsack wucks@e aften pdsent shhless

developed countries of origin and positiyall factors in more developed

countries of destinatiormTheseare presented in Table 3.1.
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Table3.1:  Common push and puthctors for migrantvorkers

Push factors Pull factors
1 Lack of job opportunities 1 Demand of workers
1 Political instability or conflict i Employment opportunities
I Economic crisis 9 High exchange rate
1 Poverty 1 Savings
1 Security
9 Friends &families

(Sources Adhikary et al, 2011; Banerjee, 1983; Boere, 2010; Boyd, 1989;
Datta, 2004; Fawcett, 1989; Thieme, 2007; Wilson, 2010).

As outlined in the Chapter &) destination countries many migrant workers are
vulnerable to exploitation in terms of fear of lagitheir jobs, extremely low
wages peingunderpaid or nabeingpaid at all and poor accesshealth services
(Adhikary et al, 2011; Joshet al, 201D; NIDS, 2006). In addition tdhese
findings low-skilled migrant workersppeato experience more ah problems

in the host country (Adhikaret al, 2011). Although the relationship between
migration and health has been widely discussed in the literaturspeific
theory hasever been developed on the health experierafelabour migrants.
However, a number of theoretical models with diffey concepts and
assumptions have been developed in the field of international migration, and are

briefly highlightedbelow, the® include:

Neo-classical economics: macro theory
Neo-classical economics: microgbry
The new economics of migration
Duaklabour market theory

Social capital and network theory

Theories of migration and mental health

= =4 4 A A4 A -

Other puskpull theories
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3.2 General theories on international migration

3.2.1 Neo-classical economics: macro theory
This theoy is one of the oldest and bdstown theories of international

migration, aimedat explairing labour migration (Massewt al, 1998). Tie
macro theory suggests that the geographic difference in the supply of and
demand for labour for both migrant sendiagd receiving countries are key
drivers for migration. This theory is based on the following assumptions: (a)
international migration occurs due to wage differences in migrant sending and
receiving countries; (b) migration will not occur in the absencewafe
differentials; (c) labour markets are the primary mechani$onsinducing
movements; and (d) governmaptlicy interventions affect migration in origin

and destination countries.

3.2.2 Neoclassical economics: micro theory
This theory views migrants as indlual rational actorsvho decide to move on

the basis of a codtenefit calculation that leads them to expect a positive net
return (Sjaadstad, 1962). The assumptions of this theory are: (a) migrants are
expected to go where they are able to earn higlages; (b) human capital
characteristics that increase the probability of employment in the destination
countries will lead to increased migration; (c) individual characteristics, social
conditions or technological factors lower migration costs resulting
international movement; (d) international movement does not occur in the
absence of differences in earnings and employment rates between countries; and
(e) controlled international migration through government policléss means
discouraging individua from migrating by ppmoting employment in the origin
countries, reducing employment in the destination countries and increasing the

cost of migration

3.2.3 The new economics of migration
This theory emerged in the 1980s and 1990s and it is the improvedforae

classical migration theory (Stark, 1991). This theory rejectsciassical models

as it challenge themany assumptions and conclusions of-nkssicalmigration
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theories The key messager insight of this theory is that a migration decision is
made by larger units or related people bg. families (not individuals) or
households where people max@niexpected family income, minisa risks to

the family, and overcome barriers to credit and capital. Households are in a
position to control risks ot their economic welbeing by diversifying the
allocation of household resources (Massewl, 1993), secalled family labour.

To maintain economic webeing, some of the family members can be allocated

in the local economy whereas others may be serforeign labour markets.
When the local economy deteriorates and fails to bring sufficient income, the
household can rely on migrant remittances for support. The assumptions of this
theory are: (a) the wage differential is not a necessary conditiontéonational
migration; (b) economic development in the place of origin will not reduce the
pressures of international migration; and (c) governments influence migration
through their policies e.g. labour markets, insurance markets, capital markets and

future markets.

3.2.4 Dual-labour market theory
This theory argues that international migration stems from the intrinsic labour

demands of modern industrial societies. Piore (1979) is one pfdipenens of

this theorywho argues that international migration ¢aused by a permanent
demand for immigrant labour that is inherent to the economic structure of
developed nations. He adds that immigration is not caused by push factors in
sending countries (low wages or high unemployment), but by pull factors in
receivhg countries (a chronic and unavoidable need for foreign workens).
Oduamkani ngi nd6ttwotalbdwral mar ket t hmar yo
markets that exist in developed econonues HIC. There is a primary labour
market (or sector) for skdd educated staff and a secondary labour market for
more less skilledbccupations thaare more likely to be filled by women and
migrant workers $himada, 2006 This builtin demand for immigrant labour
stems from four fundamental characteristics l8fCs0 economies. These
characteristics are: (a) structural inflation; (b) motivational problems; (c)

economic dualism; and (d) the demography of labour supply.
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The following sectioa briefly describe each characteristic Starting with
structural inflation,if there are low wage rises for unskilled native workers
(working in the secondary sector) compared to skilled workerspimary
sectos, local unskilled workemill try to leave the secondary sectgobs for
better ones in the primasector(Piore, 1979 Secondlymotivationalproblems
refers toforeign workersbeing motivated to work in lowskilled jobs forlow
earning, because of theelatively high income these equate tan their home
country, whereas native workers rejecthese kinds ofjiobs (Shimada, 2005)
Thirdly, according to economic dualism there ipermanentwork force and
reserve labar which expands or contracts the economy fluctuate Workers
who are Acapital i nt leenesnployed draine inethe mo r e
primary labar market and those in the secondary labour market are more hired
and fired as required. Thus HICs recruit more or less foreign workers as their
economic situation requird€hamplin & Hake, 2006 Finally, demography of
labour supply,means thain modern sogties, the declinef birth rates and
educational development resulh local young peopléeing less attractetb

work in lower-class jobs. Consequentlihere is alabour shortageTherefore

employers are forced to recruit foreign workers to fill thgeses.

3.2.5 Social capital and network theory
People migratewingto a number of reasons. One of the main reasons for labour

migrationrelates taeconomic forces. Lee (1966) argubkat migration facilitates

the flow of information back from the place of deation to the origin, which
facilitates the passage for later migrants. For example, new migrants may obtain
information regarding employmerd goodplace to live anar residence papers
from friends and relatives at the place of destina{i®ubedi, 199). Further,
movement of people takes place with links such as colonial ties, trade or
investment flows (Castles & Miller, 2009). Massey and colleagues (1993)
revealed sets of interpersonal tegh asonds of kinship, friendship and shared
community orgin connedhg migrants, former migrants, and namgrantsat

both places of origin and destination. In addition, network theory argues that the

interpersonal ties or network among migrants |l@emée costs and risks of
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migration. Network connections estigh a form of social capital that access
employment in thee destination countries (Massey al, 1993). Similarly, this
theory considers that social networks and connections result in exchanges,
obligations and shared identities that in turn providptial support and access

to resources for each individu@ourdieu, 1986) This theory argues that in the
absence of good social networks and connections, midgergsahigher risk of
physical and mental iliness (Arandaal, 2000; Finch & Vega, ZIB; Stewaret

al., 2008).

3.2.6 Theories ofmigration and mental health
This theory is based on the experience of immigrants in the USA. Kuo (1976)

looked theories of migration and mental health an empirical studies with
ChineseAmericans. The assumptiai this theory is that the process of settling

in a new society is stressful and that the tension produced by attempts at
adjustment begins i mmediately wupon the i
threetheoretical notions i.e. (a) social isolatiob) Qoatstriving stress; andc)

cultural changkshock (Bhugra & Ayonrinde, 2004; Kuo, 1976Kuo (1976)

explains how these notionsipact on stresand mental healthThe following

sectiors briefly explain eacmotion.

3.2.6.1 Socialisolation
Social isolationtheory suggeststhat migration involvesnot only physical

separationfrom a place of origin but also separation from mutual rights,
obligations and networks of social interaction. According to this theory, migrants
may experience loneliness (Ponizovsky &sRer, 2004) The most antisocial

and negative experienced the place of destination are all associated with
migration. Bhugra and Becker (2004) write about cultural bereavement when

they discuss migration and mental health issues.

3.2.6.2 Goaltstriving stress
This theory outlines a unique aspect of

called unfulfilled aspiratio® It occurs owing the difference between an
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i mmi grantds expectations and actual achi
Stress increaseswhen animmigrant fails to achieve his or her goals or

aspirations.

3.2.6.3 Cultural change/shock
The cultural change theosxplainsthat cultural change has a distracting effect

on the psychological orientation of immigrants (Kuo, 1976). This theory further
adds that e greater the acculturation, the greatex psychological distress.
Others have expressed tlissa strongermannerand write about cultural shock
rather than just chandParkeret al.,1969; Waxler, 197/ Cultural shock theory
postulates that those mimigrants who enter inta society which isdifferent from
their own native communityexperiencegreaterdifficulty in adjustng compared
to those immigrantentering a new society with similar cultural background
(Bhugra & Jones, 2001; Parket al, 1969). So, in the contextof this thesis
Nepali workers going to Indjaa somewhat similar culture to Nepdhce less
difficulty adjusting than Nepali workers going to the Middle East/@and
Malaysia aghe contrast in thesmulturesis greaterThis theoy also suggests that

the shorter the immigration period, the greater the shock and mental distress.

Kuo@86)main findings are: (a) i mmi grants
associatios with social status; (b) the stress of adjusting and adaptinge alo

exerts substantial negative effects on mental health; (c) geographical mobility
correlates with poor mental health; (d) gstilving stress tends to increase

symptons of psychiatric distress.

3.2.7 Other push-pull theories
Lee (1966) explaimthat migraton is a result ofipusid andfipullo factors at both

the area of origin and destination (Table 3.1). The formerfiseaative® factor
tending to force migrants to leave aed origin while the latter isfipositiveD,
attracting migrants to destination eéxpectation of improvinghe quality oftheir
lives According to Lee, the decision to migrate and the process of migration are

determined by four factors. Teéeare: (a) factas associated with the area of
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origin; (b) factos associated with the area ofedination; (c) intervening

obstaclesand (d)otherpersonal factors.

Fawcett (1989) introduced the concept fiiinkage® into the international
migrationliterature. He suggests thiiie movement of people from one country
to another increaseowing to certain factors, soalled Alinkage®, otherwise
labelled aginetworlo or ficonnectiond. He classifis theseflinkage® into four
categories: (a) state-state relations; (b) mass culture connections; (c) family
and personal networks; and (d) migrantrageactivities. Onenay view these

so-called linkages as thpull-factor® listed in Table 3.1.

Ravenstein (1989) propase@ number offiLaws of migratio®. This theory is

based on the historical experience of We
laws, people move from areas of low economic opportunities (i.e. push dactor

to thoseof high economic opportunities.€. pull factors). In this theories or

0 | a, wotuie of migration depends on distance, i.e giteaterthe distance, the

lowerthenumber of migrantdecause migration cost (travel) is more expensive

Furthercritical discussion of theoretical explanatsoof labour migration and its
contributionto understandingfNe pal es e mi g rs&sprésenfednehe per i enc

Discussiorchapter(seeSection 7.8).

3.3 Chapter summary
Overall, this chapter haexplainedsome of thekey theoretical viewsabout

international migration. Neolassical economic theory suggests that
international labour migration is simply a result of supply and demand wkere a
dual labour market theory posits that migration is driven by a demand fer low
level labour that citizens the local labour marketre unwilling to satisfyThe

main insight of the new economics of migration is that migration decisions are
made by largeunits of related people i.e. family or households where people
maximise expected family income and minimise risks to the family. Similarly,
social capital and network theory reveals that migration takes plaiog tosets

48



of interpersonal ties for botblaces of origin and destination. Migratitdreories
related tomental health suggest that settling into new environments is stressful
andcan besocialy isolating. Negative experiences from the destination countries
may alsampact the mental health ofignants.

A range of thesenodelswill be used in Chapter 7 to help interpret the research

data from a more theoretical perspectiVee detailedesearch methodology and
method applied in this thesis is presented in the following chapter.
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CHAPTER 4 METHODOLOGY & METHODS

4.1 Introduction
This chapter discusses both the methodology and methods applied in this Ph.D.

study. The chapter begins with the case #omixedmethodsapproach to
achieving the study aims and objectivébe research design, study site, study
periad, target population and research tools (methods) used in the study are also
described. Similarly, the sampling process and data collection are also discussed.
Finally, the pilot study and its implications for the main study and ethical

considerations aralso incorporated.

4.2 The case formixed-methods
Quantitative and qualitative reseanttethods originatérom different traditions

(Johnsonet al, 2007; Lingard, 2008). Quantitative research begins with
predetermined, instrumebbased questions, designedtést a priori hypotheses.

In contrast, qualitative methods typically involve naturalistic or holistic
collections of data through observation or from the perspective of the participants
(Testaet al, 2011). Mixedmethods research is characded as resarch that
contains elements of both qualitative and quantitative approaches (Denscombe,
2010; Lingard,et al, 2008; Patton, 1990; Rocat al, 2003). Creswell and
PlanaClark (2007) and Leech and Onwuegbuzie (2009) define mixetthods

as a process obtlecting, analyzing and mixing both quantitative and qualitative
data in a single study or series of studies. Recently, there has been growing
international interest in combining qualitative and quantitative methods in a
single study; saalled mixedmetto d s resear cehal (2@3)Clat hai n
addition, mixed methods studies are common in health services reseabid)) (

but there is still limited direction on and much confusion about how to combine
qualitative and quantitative research techniques @awdki, 2000). However,
researchers mention different wagé mixing methods andat many levels
including both quantitative and qualitative elements in a single study (Creswell,
2009;Lingardet al, 2008; Roccet al, 2003;Sandelowski, 2000). For exate,

Sandelowski (2000) suggests a combination of methioalsdemonstrate how
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mixed-methods studies miglupeate at various stage i.e. within (a) sampling:
combinatiors include criterion sampling from instrument scores, random
purposeful sampling, andtratified purposeful sampling; (b) data collection:
combinatiors include the use of instruments for fuller qualitative descrigfion

for validation, as guides for purposeful sampling, and as elicitation devices in
interviews; (c) data analysis: combinat#o include interpretively linking
qualitative and quantitative data selgst asmportant is the justification of why

to mix these aspectf2ublished studies descrilariousrationales of mixing two
methods in a single study. For example, Greeal (1989) suggest five broad
purposes of mixingmethods (a) triangulation (i.e. seeking convergence and
corroboration of results from different methods studying the same phenomenon);
(b) complementary (i.e. seeking elaboration, enhancement, illustration,
clarification of the results from one method with results from the other method);
(c) development (i.e. using the results from one method to help inform the other
method); (d)initiation (i.e. discovering paradoxes and contradictions that lead to
the framingof the research questigrgnd (e)expansion (i.e. seeking to expand
the breadth and range of inquiry by using different methods for different inquiry
components). In addition, methods are mixed to expand the scope or breadth of
research and improve theadytic power of their studiesS@ndelowski, 2000) and

to better understand, explain or build on the results from the other approach
(Creswell, 2009). The overall strengths and weaknesses of sm&ttbds

research are presented in Table 4.1
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Table 4.1: Strengths & Weaknesses of Mixdtethods Research

Strengths

OProvides a better understanding
alone.

0O Strengthens research resul ts:
Mixed-methods research prdes strength that balances the weaknesses of
guantitative and qualitative research. For example, quantitative reseayche
weak in understanding context because the voices of participants are not
heard Personal (researcher) biaslesslikely to affect the quantitative results
the researcher is in the backgrou@uialitative research could alleviate some
these weakness. Similarly, it is difficult to generatie findings in qualitative
research. The reasounsderpinninghisrelake ta (a) researcher bias; the perso
interpretation made by researcher; and (b) small sammg not represent larg
populatiors. Quantitative researatftendoes not have these weaknesses. He
a combination othe two approaches cahnelp balance te weakness of eithe

approach.

0 Ad dr differerdresearch questions:

Mixed-methods research can address research questions a single me
unable to.It provides more comprehensive evidence for studying a res
problem than either quantitative or qualitative research alonsedRehers ar
free to use any kinds of tools of data collection that are associated
qualitative or quantitative research.

0 | fpracticab:

The researcher is free to usemitentialmethods to addressresearch problen
Researchers can use wordslaaumbers to solve research problems. They,
also employ certain skills i.e. observing people or recording behaviour. H
mixed-method is one of the preferred ways of understanding the world an
use of words and numbetanprovidea morecomplde picture othearea unde

scrutiny.
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Table 4.1 Continued.

Weaknesses
OTakes more time and r & dahuquanttaive an

qualitative data.

oCan be difficult for a single 71
guantitative research, especially if two or more approaches are expecte(
used oncurrently (i.e. it might require a research tesgproach

0O The researcher has to | earn af

understand how to mix them appropriately.

0Some of t he -nkthddaesehrsh remnhin tonbe xverkced out iy
research methodologists (e.g. problems of paradigm mixing, how to qualitg
analyse quantitative datandhow to interpret conflicting results).

(Source: Johnson & Onwuegbuzie, 2004)

Some of the issues highlighted by Johnson and Onwuegbuzie) (26®4ot
widely reported in the general literature on mbredthods, but other strengths

and weaknesses are widely recognized by other researchers such as Creswell

(2009) and Denscombe (201®s previously discusseimh Sectiors 2.3.1 and

2.4.2 there isesearch problemelated tomigrant workersPrevious studiefiave

highlighted the need for a more comprehensive examination of the health status

of and health risks to male Nepalese migrmotkersworking in Middle Eastern
and Malaysian constructioand manufacturingindustries. A mixed-method
approach is a more comprehensive wagddresgheaims of this studySection
2.7) than either quantitative or qualitative research aloFiee next section
summarses the research design oistthesis
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4.3 Researd design
This study haa crosssectional design whereby both quantitative and qualitative

research techniques, methods and conceat® beercombined into a single
study (Johnson & Onwuegbuzie, 200Fhis PhD. study is based on mixed
methods comprison (1) a quantitative questionnaibased study to establish the
kind of issues and the size of the respective problems experienced by Nepali
migrant workers; and (2) a qualitative interview study with asarple of those

who completed the questionnaite gain indepth insight in the underlying
reasons and explanationhe mixing of methods in this thedissoccurred in
participant selectigndata collection as well aturingthe analyical stages. The
guantitative part of the studis based on a crosectional survey ofmnale
Nepalese migrani$egal migrantsyvorking in factories or construction sectors in

the Middle East (Qatar and Saudi Arabia) and MalaySipecifically, the
interviewees for the qualiige portion of the study (i.daceto-face nterviews)

have beerselected as a stgample from those participants who had completed
the survey. These interviewees were selected on the basis of a number of key
characteristics. In the anéilyal stage the interpretation of the quantitative
survey reslts has beensupported by analgsof the qualitativedata. Both
elements of theemixed-methods approaelsare described below in detalil.

The mixedmethodsapproach used in this studyas combined both a survey
(Bowling, 2002) and irdepth interview (Silverman, 2009; van Teijlingen &
Forrest, 2004). A crossectional survey is a valuable social scigiocéto gather
pertinent informatiorfrom a population by studying a sample of that population
(Creswell, 2009). A crossectional survey can provide kegformation on
associations and risk factors (Pedtal, 2002). In addition to this, a cress
sectional survey iperceived asosteffective (Creswell, 2009), easy to conduct
and can provide timely results (Peatl, 2002).

However, a structured gstionnaire used in such studies may not be detailed
enough to gather information on specific areas that are likely to vary significantly
betveen individuals such as healimd in particular, mental health issues and

lifestyle behaviours. Hence, a detailgahlitative interview (irdepth interviews)
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to gather additional factors is considered necessary becadsgtm interviews

can provide rich and tdepth information about the experiences of interviewees
(DiCicco-Bloom & Crabtree, 2006). Is consideredhat faceto-faceinterviews

are more feasible than conducting focus group discussions with groups of
construction and factory workers because of the inclusion of mental health and
stress issues which are more difficult to discuss for Nepalese men iic publ
places Devkota, 2011Nishi, 2013). Furthermore, organising focus groups may
not havebeen feasible when some of the interviews were likely to be conducted
at the airport (see below). The next section describes the study site, study period

and target ppulation in more detalil.

4.4 Study site, study period and target population
It would have been ideal to interview migrant workers in their host countries. For

this reasona number ofuniversities in destination countries (e@atar and
Malaysig were appoached to obtaipotentialaccess andthical approvafor a

study. A contact at a university in Qatar seemed interested but actual support was
not forthcoming. As there were no positive responses from the host countries, a
decision was made to approactgrnant workers in Nepal when they returned for
holiday or for good from the Middle East and Malaysia. The study population for
this studyis thereforemale Nepalese migrant workers (labourers through to more
senior workers) in construction and fagt@ectas, working in the Middle East

and Malaysia and who were returningaioleavingNepal.Based on the number

of Nepalese migrant workers in the Middle East, it was originally envisioned to
interview migrants in Saudi Arabia, Qatar and Baharaee @Appendix 2)
(Baruah & Tuladhar, 2012; Toumi & Chief, 2013 owever, during the study
period migrant workers returning from Bahrain could not be identified. Hence,
the study participants included Nepalese migrant workers in Saudi Arabia, Qatar
and Malaysiaonly. Also it was important that people had enough work
experience abroad to be able to talk about it, hence it was decided to only recruit

migrant workers who had been abroad for at least six months.
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The study was conducted between July and October 2011re@ken behind
carrying out fieldwork in this time frame was that these are the festive seasons
(months) in Nepal when more workers were likely to return to Nepal. Ethical
approval for this study was obtained from the ethical committee of the Nepal
Health Research CouncilseeAppendix3). Survey data were collected at three
different locations in Kathmandu. The three locations where study participants
were identified were: (a) Tribhuban Internationalrport, Kathmandu; (b)
hotels/guest houses/lodges ndae airport; and (c) referrals from the already
enrolled study participantise. snowball samplingBowling, 2003. Tribhuvan
International Airport is the only international airport in Nepal where study
participants could easily be approached during thmairsit through the airport.
Potential study participants were approached at the airport upon their arrival or
before their dearture, recruited for the studynd subsequentlynterviewedas
appropriate However, due to the limited time people dpem the airport,
interested participants were asked to meet later and upon their consent,
interviewed at temporary residences (e.g. guest houses/hotels/lodges) in
Kathmandu where thegften spend a few days. Additional study participants
were identified through eferrals; enrolled participants could refer their

colleagues returning from the Middle East and Malaysia to Nepal.

The following criteria were used to identify study participants:
Alnclusion criteria: Adult males from Nepal over the age of 18 years,
who hal worked abroad for at least six months awdre currently
working or worked as their last job (before returning to Nepal for good)
in the construction and manufacturing sectafrshe threeselected three
countries i.e. Malaysia (from South East Asi®@atar or Saudi Arabia
(from the Middle East) andiere currently in Nepal either temporarily or

permanently.

AExclusion criteria: Adult males from Nepal who have worked less than
six months and who have left work in the construction and manufacturing
sectors (e.g. factory workers) more than three months ago were excluded

from the study. Similarly, Nepalese working in countries other than those
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three listed above and all female workers were also excluded from the

study.

In the next section, sampling, spl®@ size and the sampling process will be

discussed.

4.5 Sampling, sample size and sampling process

4.5.1 Sampling
Sampling is the process of selecting a-sabof cases of the total population to

represent the entire population in a study (Aldridge & Levin®120As this
study usedmixed-methods two different sampling procedures were used.
Convenience sampling was used to recruit study participants for the
questionnaire (quantitative) survey and purposive sampling was used for the
qualitative part (facgo-face interview) of the study.

4.5.2 Sample sizeand samplingfor the quantitative study
The aim of this studjpasbeento find out the health status of and health risks to

maleNepalese migrant workers in the Middle East and Malaysia. In the absence
of precise dta, it was considered that health servicessatibn would provide

an indirect indication of the health status of the migrant worKérsrefore, the
percentage of Nepalese migrants (45%) visiting a physician within a year in a
host countrybased orat previous study (Adhikgr, 2007) has beemused as a
basis forthe sample size calculation. Consequently, the number of participants
(with 95% confidence) required to estimate health services utilisation, which
would indirectly measure health status andltterisk, for the Nepalese migrant
workers with a 5% allowable variatigns estimatedat betveen365- 380 (Table

4.2) using a standard sample size calculation formula (Masthah, 2008). The
number of samples required with different assumptionsesemted in Table 4.2.

As the sample size was estimated using an indirect measure rather than the poor
health status itself, the worst case scenaridlfesample size estimatiowith a

5% allowable variation (i.e., 38Q)as considered necessary for sady.
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Table4.2: Estimation of sample size with different percentage of allowable

variation with 95% confidence

% of Nepalese utilising health service Allowable variation in one side
(Estimate) 5% 7%
40% 365 187
50% 380 195
60% 365 187

The sampling process could not be random as there wasmpletesampling
frame e.g. of a list of individual Nepalese workers meeting the
inclusion/exclusion criteria from which a random sample could be drawn.
Therebre, for the questionnaire stydy convenience samplingpproachwas
used to select the participan®ogling, 2003. The researcher approached four
hundredandthree (n=403) study participarfts this questionnaire study.

4.5.3 Sample sizeand samplingfor qualitative study
Interviewbased studies involving a small number of respondents are more

common in social science research (Crouch & McKenzie, 2006). Since the aim
of this qualitative study was to explore and examine the general health status of
and heah risks to Nepalese male migrant construction and factory workers, the
selection of participants was highly focused. Twenty participemt20) were
approached for a further -thepth interview to gain a deeper understanding of
their health status, lifedsy and living and working conditions in the host
country. Key characteristics including aggy¢ rangg part of world where they

were working (Middle East or Malaysia), experience of accidglyes or no),
selfreported health statu@zery good/good/fairor poor/very poor) andelf
reported work environment (very good/good/fair or poor/very poor) were
stratified in order to achieve maximum variation among the study participants.
The sample size for this part of the study is based on thieasb | ed &écompl e

coll ectiondo wakfluirctkh,erl 9gou8i)deadndoy my superyv

Therefore, thesample for the interview studg a subsample of the quantitative

study and based on purposive sam@@ec(ion4.3). Since it was estimated that
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there are early double the numbers of Nepalesigrant workersn the Middle
East compared to MalaysiNepal news, 2010)the proportion ofinterview

participants working in Malaysi& half of that from the Middle &st.

4.6 Data collection tools

4.6.1 Logistic considerdions
Contacts were developed in Nepal for identification of the study population.

Tribhuvan international airport, guest houses, hotels and lodges near the airport
and the recruitment agency were contacted in order to act as a conduit for this
research. &ticipating guest house and hotel owners offered access to premises

and offered contact details of guests they had staying with them.

4.6.2 Ethical considerations
The study was put forward for ethical approval to the Nepal Health Research

Council (NHRC). Ethical approval was obtainegrior to the studyfrom the
NHRC, Nepal (Ref no: 46and Ref no: 119@ee letter: Appendi8). A recent
publication remindedhe researcher that applying for ethical approval in a LIC
such as Nepal is of great importance (vanlifgign & Simkhada2012). The

need to apply for research ethical approval in Nepal meant that separate approval

from Bournemouth University was not formally required.

Again prior to the onset of #researchn this thesisconsent was obtained from
Tribhuvan International Airport and hotels/guest houses/lodges near to the
Airport to gain access to migrant workers in these areas. Similarly, participants
were personally requested to consent to their participation in the study either in
writing or verballyonce the participant information sheet had been oeadad

out. It should be noted that some migrant workers had poor literacy skills. The
participant information sheet that included the research purpose was explained to
the participants and it was clgahighlighted that participation in the study was
voluntary. Confidentiality and anonymity ere guaranteedas names of

interviewees or exact locations mentioned in the interviews, such as names of
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villagesthey came fromor companies they worked farerenot included in the

transcripts or the final thesis

4.6.3 Instruments
For the quantitative part of the study, a structured andested questionma

was administered to fulfil Bjectives 13. Thesurveyquestionnairevhich was
translated into Nepals provided in Appendix 2 Pretesting (van Teijlingen &
Hundley, 2001) was conducted to test and refine study questions, methods and
tools for data collectignas explained in Section&43 on the pilot study and pre
testing

For the qualitative part of th&tudy, an interview guide was developed based on
the outcomes ofa) the survey pilot study(b) theliteratureread for this thesis;
and (c)personal experienceand insights. The interviews were sestructured
(van Teijlingen & Forrest 2004) and the gtienswere, as much as possible,
opentended (Walforcet al, 2010). The senstructured interviews were used to
explore health, work and life experiences and actesand use of health
servicesThe interview schedule is provided in Appendix 6.

4.6.4 Data colection
Data were collected quantitatively through the application of a structured

guestionnaire and qualitatively throughdapth interviews. Thus, a structured
questionnaire for data collection and analysis was used for the larger sample
(DovonaOpe, 2@8). This questionnaire solicited generic demographic,
socioeconomic, health and lifestyle related information from respomdint
addition to the questionnaire addressing working conditignestions otiving
conditionsand health services utilisationere also incorporated in the later
sectionsMost respondents were approached at the international airport, followed
by hotels/lodges/guesthouses. No incentiwgh as moneywere offered to

participants who consented to participate in this research.
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The interview guide consisted of three main sections. The first section covered
the background of study participants that inclutteglp a r t i dackgeountl s 6
andtheir experience of thkost countryThe second section focused on research
topics that ceered (a) workag conditions; (b) living conditions; (c) health and
health experience; (d) access to health services; and (e) use of health services in
the host countries. The third section summarised the research i.e. the author
summarised the coent of the interview. Finally, thaesearcheiprovided an

opportunity for participants to asyquestions

Migrant workers completing the survey questionnaire were asked if they were
interested intaking part ina further individual interview at a latéime. They

were asked for contact details to arrange the interview either on the same day or
the following day after the survegll interviews were conducted in a quiet place
without interaction of other people either in the hotels/guesthouses/lodgea or in
responder@t demporary residence. Most interviews took place either in the
morning or early evening at a time suitable to each participant. The length of the
interviewsrangedbetween 1 hour and 1 hour and 45 minutes. All twenty-semi
structured interviewsvere recorded usingdigital audio recordem Nepali and

wereconducted by theesearchewho isanative Nepali speaker.

4.6.5 Reliability and validity for the quantitative study
AReIiabiIity: The questionnaire was ptested among Nepalese migrants

who had work experience in the Middle East and Malaysia to check the
reliability of the research instrument. The questionnaire was then revised
and amended following the ptesting (see Sectiof.68.5) and the final
version of the questionnaire was used ia thain study(Kimberlin &
Winterstein, 2008).

AVaIidity: To ensure the face validity and content validity, the

guestionnaire was reviewed based on existing literature and consultation
with experts in the field (McCokt al, 2001).Furthermore, dcevalidity

refers towhether "on its facethe instrumenseems a good translation of
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the construgtthis wasensured througltonstructivecriticism from the
supervisory team and colleagues who had experience in the field of
public health researciContent valdity is different from face validityas

the formerfocuseson the quality of itemghat have beerdeveloped to
measure the construct of interest (Kimberlin & Winterstein, 2008).
Content validity usually depends on the judgement of experts in the field.
Here, the content validity of the instrument was ensured through the
regularreview and critical observatiorfisom the supervisory teaas well

as the piloting of the instrumerfigction4.6.8.

4.6.6 Data quality assurance mechanisms fothe qualitative part of
study

The issue of how to assess quality is an important issue in the field of qualitative
research (Flick, 2009; Patton, 2002). In this thesis, the author appliedata
quality assurance mechanisms: (a) credibility; (b) transferability; (c)
dependabity; and (d) confirmability to ensure thealidity andreliability of the
results Flick 2009; Lincoln & Guba, 1985). A brief description of the above
mentioned data quality assurance mechanisms is presented in the following

sectiors.

4.6.6.1 Credibility
Silverman (2000) suggests that the ability of a researcher to evaluate his or her

findings compared to existing studies is a key critefrom whichto examine

credibility. Similarly, Lincoln and Guba (1985) state that credibility is an
evaluationas towhetheror not the research findings represenficaedibled
interpretation of the datlRenstombenf20l0he par't
Flick (2009),Lincoln and Guba (1985), Pattd2002)and Silverman (2000xll

use a number of techniques to ensure cildgibin qualitative research.

However, in this thesis, thesearcheused twomaintechniques: the credibility

of the researcher (Lincoln & Guba, 1985; Patton, 2002)amexamination of

previous research findings (Lincoln & Guba, 1985; Silverman, 2000)
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(@) Credibility of the researcher

Patton (2002) andincoln and Guba (1985) note that background, qualifications
and experiences of the investigaémeimportant elemeistto ensure credibility in
qualitative research. Patton (2002) sdtiat the invetigator is the major
instrument of data collection and analysis in qualitativeistu@onsideringthe
views of Lincoln and Guba (1985) and Patton (2002),rdsearcheattended
research training including research methods and data analysis duringis P
journey. In addition to this, the supervisory team wilieir experience in
qualitative research, examined the research instrument and reviewed coded data
developed bythe author in this thesis. Also, the author and the supervisors
compared and discsed differences between codingo-called intefrater
reliability) and then clarifiedubsequentodes

(b) Examination of previous research findings

Silverman (200) suggest that the ability of the researcher to relate his or her
findings with existingstudies is another key criterion for evaluating works of
qualitative inquiry. The author examined the findings of this Ph.D. study with the

findings of previous research to ensure the credibilithetualitative inquiry.

4.6.6.2 Dependability
Flick (200) sugyess that dependability in qualitative research is checked

through a process of auditing that includes the raw data, data collection and
recording, data reduction and summary of results. In this thesis, the author
ensured dependability with careful tranption and analysis of the data.
Moreover a detailed report about the process @ #tudy including irdepth
methodological descripti@to enhance dependabilihas been provided in this

thesis

4.6.6.3 Confirmability
Confirmability or objectivity is interpeted as consistency of meaning (Flick,

20M0) when two or more independent researchers analyse the same data and
arrive at the same conclusions. In this Ph.D. study, a secdimtjloal Nepalese
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individual with a research background in Public Health tratesl back into
Nepali a portion (20%)of the translated transcripts by the Ph.D. student for
quality-control to ensure the accuracy of the translation by the Ph.D. candidate;
so-called backranslation (Sechrest al, 1972).This scond translator cameu

with almost identical wordg/hich verified my translations and gave assurance of

the quality ofhis original translations.

4.6.6.4 Transferability
Transferabilityis another data quality assurance mechamsthin qualitative

researchand is equivalent to geraisability in more quantitative researchhe
transformation of qualitative results from one context to another is called
transferability. The author of this Ph.D. study used technitudslly describe

fiall the contextual information about the fieldrk site® as recommended by
Guba and Lincoln (198816) to ensure transferability. In addition to this, data
collection methods, number and length of the data collection sessions and data

collection periochave also beedetailed in this thesis.

Theautor 6s previous r esear c hhava hetpederssirea c ol | e
high quality data colle@dn. Moreover, the use of audio record deviceshelped
theresearcheto check the quality of the data collect@the recordings allowed

for transcription ad this helped to establish an accurate record of each interview.

4.6.7 Data quality assurance mechanisms for quantitative study
The author spot checked completed survey questiondaiedo minimise errors

or missing informationlntensive supervision dung entry of the survey data
reduced data entry errors and duplication in data entry before data analysis.
questionnairesvereentered ora databasendten percent of theewere entered
twice to check the quality of the data entering process. The miv@e® were
subsequentlycompared for each variable and discrepant results were checked
against the originajuestionnaireThere wergust two typing errorsfound in this
checking processThis double entry process standard practice in quantitative
dat entry (Reynolds$iaertle & McBride, 1992).
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4.6.8 Pilot study and pre-testing

4.6.8.1 Background

Pilot studies or pr¢esting play a pivotal role in the planning of largeale
studies (Lancasteaat al, 2004). Moreover, pilot studies enable researchers to test
ideas evaluate and refine methods, assess participant and investigator burden and
benefit, refine project timelines and identify unanticipated problentesbrout

cost effective solutionsomparedvith large studes(Carfootet al, 2004; Fox &
Venture, 1983van Teijlingenret al, 2001).

In social science research, researchers mainly use pilot studies in two different
ways a) in small scaldeasibility studiesand b)in pre-testing particular research
instrumensg (van Teijlingen & Hundley, 2002). Ehpilot testingof this Ph.D.
studyhas beenmmportantin establising the content validity othe questionnaire

and to improvethe wording and format afurvey questions (Creswell, 2009).
Another important benefit of conducting a pilot study is that it mighkie g
advanced warning of where the main research project could fail, where research
protocols may not be followed, or whether proposed methods or instruments are

inappropriate or too complicated (van Teijlingen & Hundley, 2002).

Although weltdesigned anavell-conducted pilot studies can inform the research
process and occasionally likely outcomes, there are some limitaDmesmust
remember thaficompleting a pilot study does not guarantee the success of the
full-scale survegy(van Teijlingen & Hundley2005 220). Similarly, a pilot study

can beftime-consuming, frustrating, and fraught with unanticipated probdems
(ibid: 221). Nonethelessiit is important to deal with them before investing a
great deal of time, money and effortafull studyo (ibid: 221). Therefore, a pilot
study was undertaken during the second and third week of November 2010 to

test thedraft structured questionnaire

4.6.8.2 Research instrument
As previously discussef(see Section 1.2)1there are limited studies on the

health statusrad risks to Nepalese migrants who work in the Middle East and

65



Malaysia as construction and factory workeétswever, therdave beerstudies
conducted with Nepalese migrants in other countries (e.g. UK) and with non
Nepalese migrants elsewhere. As a residt draftquestionnaire was developed
by adapting questions fromhealth andifestyle survey of Nepalesenigrants in

UK (Adhikary et al, 2008),a cial survey of Chinesemigrantsand views on
thar work, education, andiving conditions in Russia (L&, 2009) and the

Viethammigrationsurvey (GSO, 2004).

Additional questions were identified based thie review ofthe literature and
were incorporated into the final questionnaire. Researchers with similar research
backgrounds were requested to previtkedback to improve the research
questionnaire. Questions found from studies conducted elsewhere in the world
were also adapted for the Nepalese context. After thi®cessthe whole
instrument was translated into Nepali. uBh the developedstructured
guestionnaire wapre-tested in tk pilot studyas thiswas considered an essential
elementn guiding the desigrof the studyvan Teijlingen & Hundley, 2002).

For the quantitative part of the study, pestinghasbeenused to test and refine
the studyquestions, methods and tools for data collection (van Teijlingen &
Hundley, 2001). Prgesting for the questionnaire was done in Nepal with
migrant workers who had experience of working in the Middle East and
Malaysia. Faceo-face interviews were condett using a draft structured
questionnaire. Similarly, the questionnaire was-tpsted with five migrant
workers over the telephone by the researcher.

Prior to the pretesting researchers with similar research backgrounds to the
Ph.D. student were requed to provide feedback to improve the interview
guide. This resulted in very few minor changesthe wording of the draft
interview guide.The semistructured interview guide wasubsequentlypilot

tested by the researcher in twedapth interviews; batwere held in Nepal with
migrant workers employed in Qatar. These pilot interviews were aadarded
transcribed and analysed. The pilot highlighted a few minor issues that were used

to refine the interview schedule for the full stuéyso for the quétative part of
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the studytheinterview guide was developdbm andbased on the outcome of
the literaturereview and prettesting of thequantitative questionnairas well as

from personal experiences/insights.

4.6.8.3 Access to population for pilot study
For this pilot study, theesearchehad contacted colleagues and other possible

personal contacts in Kathmandu city and diffefdiddle Eastern and Malaysian

cities to explore thegossiblenumber of Nepalese workers still working and

living in the Middle East and Malaysia, or those whad returned to Nepal

either on holiday or for good. Arrangements were made to recruit study
participants at the gathering for the Ne
normally falls in the months of October or Wanber. Migrant workers were

more likely to be in Nepal in festive seasons either for a holidégr@ood and
therefore it was considered that o6Tiharo

study participants.

4.6.8.4 Implementation of the pilot study
Potertial study participants were identified from the contact list providea by

number of recruitment agencies and from the s e a rmetvoek rofdNspali
contacts Participants were given more comprehensive written and verbal
explanations about the pilot peait and asked whether they agreed to participate.
Once informed consent was obtained, the pilot study included five telephone
interviews (in host countries) and by distributing paper copies of the
qguestionnaires to five participants (in Nepal) during a tweek period in
November 2010. The reason behind conducting telephone interviews was to
increase the participation raa@dinclude participants who kébeen working in
the destination countries during the pilot study period. Furthermore, participants
werealso requested to give feedback and comments on any unclear or ambiguous
guestions/terminology; whether variations would be required to capture reality as
well as the flow of the questisrwhetherthe questionnairevas of acceptable
lengthh and whether istructions to skip certain questions were necessary for
selected respondents.
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4.6.8.5 Findings of the pilot study
All ten participants (five by phone and five in person) completed the

questionnairePar t i ci pant sé6 responses were exami
instrument for the main study. Although there were no major chatmése

structure of the questionnaire, several questions wewerged to makehese

clearer and a number of additional questions were considered as highly
appropriate and included in thitudy (e.g.see questioi6, 22 and 43 in Table

4.3). Thus, the following major revisions were maddhe questionnaire based

on the pilot study feedback (Table}.

Table4.3: Questionnaire changes aftelop study

Before After

Q No. 17 Compared to one year ago, how wg Q No.16 In general, how would you rate your hea

you rate your health in general now? now compared to that before going abroad?

Q No. 19 Do you smoke? Q No. 18 Do you smoke cigarettes or tobacco abroa|

filf yes, how many cigarettesodyou smoke| filf yes, how would you rate your smoking: hea

during an average dagy? nor mal, weako & dondt kn
Q No. 20 Do people you work with smoke cigarettes
tobacco?

Q No. 21 Do you drink alcoh® Q No. 2L Do you drink alcohol abroad?

Q No. 22 Have you ever felt drunk whilst drinkin
alcohol abroad? : Yes, No, Not suréNew question
added.

Q No. 25 Do people you work with drink alcoh
abroad? New question added.

Q No. 27 How do you usually ake the wateil Q No. 28 How do you usually make your drinki
pure to drink? water clean abroad?

-a new option i.e. clean tap water (not necessar
clean) added

Q No. 31 How do local people behave towa| Q No. 32 In general, how do local peopleywur host
you? country behave towards you?

Q.N0.43 Over the last 12 months, have y¢ Q No. 43 Over the last 12 months, have your frien
friends experienced any worklated accidenty experienced any wortelated accidents abroad?
abroad? If yes, what kindof work-related accident? 1. Rog
accident 2. Fall 3. Electric shock 4. Heart attack
Attempted suicide 6. Burn 7. Cut 8. Fractures 9. Otk
T A new question added.

Q No. 49 If you get ill, what would you do firstd Q No. 54 Ifyou get ill, what would you do first?
fisee a physician/docior figo to government hospitalslightly modified
fiSee a company Nurée an extra option added.

Q No. 50 What is your main concern or wotl Q No. 55 What is your main concern or worry ab
about working abroad? working abroad?

-added extra optionfino future, for people thinking
there was no future for them a migrant workers

1 Question number 1fHCompared to one year ago, how would you rate
your health in general now®as evaluatedParticipantresponses tthis
guestioncentred on a lack of clarityo the structure of the question was

changed ta@iln general, how would you rate your health now compared to
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that before going abroad?(Question number 16 in the final

questionnaire).

2 Most of the respondents recommded for question number 18Do you
smoke® to be revisal to include the wordsficigarettes or tobacco
Similarly, the second part of guest i
how many <cigarettes do youf ifsyesspke duri
how would yourate your smoking: heavy, normal or weaKkQuestion
number 18 in the final questionnairelrurthermore, an additional
question iDo people you work with smoke cigarettes or tobaoco?

(Question number 20 in the final questionnaire) was included.

3 For qiestion number 21, (Question number 21 in the final questionnaire),
fiDo you drink alcohol@ an extra questiofiHave you ever felt drunk
after drinking alcohol® (Question number 22 in the final questionnaire)
was added. The main reason for including thditeonal question was
that this question indicated ihgerception towardsrohking. Similarly,
an extra questioriiDo people you work with drink alcohol abroad?
(Question number 25 in the final questionnaire) was added on the later
part of the questioin the final questionnaire. T additional question

further investigated the drinking habdf their colleagues

4 For question number 27 (Question number 28 in the final questionnaire),
fiHow do you usually make the water pure to drink®as changedo
fiHow do you usually make your drinking water clean abroa&hew
extra option addedséeTable4.3).

5 For question number 31 (Question number 32 in the final questionnaire),
respondents advised a minor chamgéhe questiorto filn general, how

do local people in your host country behave towards gou?

6 Almost all respondents recommended for question number 39 (Question

Number 43 in the final questionnaire) to include an additional fellpw
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7

Questionfif yes, what kind of work relad accident have you
experiencedroad accident, fall, electric shock, heart attacknmitting to

Suicide burn, cutf r act ur e,0. ot her séé?

In question 49 (Question number 54 in the final questionndileyou

get ill, what would you do fgt 20 an e xfiSeeaa canpany o n
Nurse or camp boeéswas provided, and another optioiisee a
physician/doctay was slightly changed tiigo to government hospitain

the final questionnaire.

In question 50 (Question number 55 in the final questioendWhat is
your main concern or worry about working abroadih additional

responsef fino future was addedo the final questionnaire.

Most of the pilot study respondents commented that the employer
provided health cards or medical cards once theelystarted their job
abroad. They used this card for medical problems to see clinicians in the
company they worked for and to see physisiarhost countryhospitas.

Some @t free healthcaretreatment. Accordiny, the researcher added
two questions (Quésn number 47 and question number 49 in the final
guestionnaire.), namefDo you have life insurancéandfbDo you have

health/medical cards?

The pretesting provided important feedback for timely corrections, revisions and
improvements of the studypstruments, although it did not indicate a need to

majorly revise the study design before the deployment of the full scale study.

4.6.9 Data managemenof main study
The researchercollected all the quantitative data (survey questionnaires) and

qualitative dé&éa (indepth interviews). Once theuestionnaire had been
administeredeach questionnaire wasmediatelyscanned for missing dasand

general completion accuracy The researcher approached the respondents
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immediately to ask any missing questions and seeif there wereany problers

in the completion of the questionnaire. All the completed questionnaire surveys
were collected and compiled@he next step was the coding of the responses in
preparation for data entrythe raw data were then checked foroesrand any
errors corrected. A code was given for each variable and a missing value if
applicable. The quantitative data were entarethgthe Statistical Package for

the Social Sciences (SPSS Inc. 2009) version 18.0 for data analysis (Field, 2005).
Following data entry, the supervisory team randomly verified just under ten
percentof questionnairefo seeif there were any errors in the data entry process
as previously stated in Section Z.6Theplan was to code thiew operiended
questions in the quesnnaire quantitatively by hand (Creswell, 2009).
However, in the end there were so few opaded answers that the decision was
made to ignore them and get the moredépth information through the

interviews.

For the qualitative study, the tapecorded interviews with the migrant workers
were transcribed verbatimtmmNepali to ensure that the transcripts represented
the written text (Poland, 1995). Thesearcheread the transcribed material
Nepali at the same time as listening to autBeordedmaterial, and made
corrections if necessaryhe transcptionswerethen translated into Engligfor

quality controlof thetranslation pleasesee Sectiod.6.6.3.

4.6.10Data analysis

4.6.10.1 Quantitative data analysis
Most of the structured questions fihe quantitative study had multiple choice

responses. Cross tabulations were generated between various explanatory
variables e.g. demographic variables, occupation and -scoieomic
characteristics and outcome variables. The main outcome variablésfstudy

were selfreported health status (physical health), mental health (had a mental
health problem in the last month abroad), perceived health risks at work,
accidents at work and visito the doctor (utilisation of health care services).
Health cae utilisation was captured by whether respondents had visited a doctor

in the last twelve months or not. A code book consisting of the original coding
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used in the questionnaire amahy re-coding for the analysi®f each of the
explanatory variables and @ome variables is presented in AppendiXsee
Tables 4.4 to Table 46). Chisquare tests with continuity correction were applied

to investigate the association between variables in 2 by 2 tabletheddarson
Chi-squaretestwas applied to other forms tables (e.g. 3 by 2 tables). A €hi
square test for trend was applied to investigate the association between ordinal

and categorical variables or binary outcome variables (Field, 2005).

Multiple logistic regression using the enter method was usedvéstigate the
associations between major independent prediatmithe dichotomous outcome
variables. The reason behind using the enter method was to dontvakiable
selection ipid). Outcome variables were dichotomised with the coding in the
same diection of worsening health stategyverg goodgood/fair coded as 0 and
poor/very poor as 1 for seléported health statusde Table %). Similarly, the
explanatory variables were coded in the same direction to ensure consistency of
coding with the otcome variable®.g. very good/good/fair as 0 and poor/very

poor as 1 for selfated work environment (see Tabld}.

The researcheused multiple logistic regression because cross tabusabioky
provide a simple association between outcome varialkdesl independent
variables (predictor) Whereas regression analysis is an accepted statistical
method for assessing the association between independent variables (risk factor)
and outcome variables, statistically adjusting for potential confounding effiects
other covariates (Lee, 1986). Furthermore, logistic regression is the most popular
technique available for modelling dichotomous dependent variables (for

example, Hosmer & Lemeshow, 2000; LaValley, 2008).

Ordinal regression analysisas not approprige for this study as some of the
outcome variables (@, selfreported health status and mental health problems)
have small numbers and small numbers do not strengthen the analysis. Hence a
decision was made to use simple logistic regression analysis rabirdag

outcome variables into two groups (Mambral, 2000; Petrie & Sabin, 2009).
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For the analysis, independent variables were added in blocks of demographic,
sociceconomic type of job (whichcorrelates highly witltountry) country of

work, healh and lifestyle characteristiche researcher used SPSS to sdlext
parsimonious modelising theenter methodA parsimonious(simpler) model
(Field, 2009 was then selected including only those explanatory variables which
were found to be statisticajl significant (p<0.05) in the preliminary analysis.
This process, in theorghould lead to a model with stronger associations (i.e. we
can be more certain that the findings significan), though it is noted that this
method doegerhaps explain a slitif smaller part of the associations found.
The Nayelkerke R-squaretest was used to measure the variance in the data
explained by the models i.e. homell the model fits the datéinner & Gray,
2010). For the purpose of analysis, the outcome variablé-{gported health
status) originally consisting of five categories was dichotomised (see code book
in Appendix4, Table 45), with those reporting poor or very poor healttijasor
general health recoded as 1 versus those who reported their health as
fifair/goodd asno cases reporteatieir healtha s fi v e ranydregpded as ®.

The other outcome variable of mental health problems (i.e. reported feelings of
nervousness, hopelessness, restlessness, depression, everything was an effort and
worthlessness ithe last month abroad) originally consisting of six categories (all

of the time, most of the time, some of the time, a little of the time, none of the
time and dondt know) was grouped into
responsesall of the timémost of the time/some of the time/a little of the time
Similarly, category 2 consisted éhone of the timé (no cases reporteil o n 6 t
knowo). In the analysis, respondents who wesituatedin category lwere
recodedas 1 versus those wlamsweredcate@ry 2 andwererecoded as 0 (see

code bookAppendix4, Table 46).

The outcome variable perceived health risks at work consisted of three
categories. Théd o n 6 t 0 gkompomas combined witthe finod group It is
considered thafid o n 6 t 0 hedverywfew cases (only three responses) and
therefore it was not appropriate to make a different group @attalysis.In the

analysis, respondents who perceitedavehealth risks at worlkvererecoded as
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1. At the same timehose who did noperceive to havedalth risksandthose
who reportediid o n 6 t 0 wene ceeoded as 0. The next outcome, variable
accidents at work (have you experienced a welated accident abroad?),
consisted of two categories. In analysis, respondents who regydetwere
recoded ad whilst those who reportetihoo wererecoded as 0 (seppendix4
Table 45).

Similarly, another outcome variable, health care utilisation or doctor visit (how

many times in the last 12 months have visigedoctor in your host country?)

was categorigk into two groupsIn analysis,respondents who did not visit
doctorwererecoded as Whilst those who visited doctavererecoded as 0. The

explanatory variables health insurance and doctor registration, originally

consising of three categories, werell@apsed into twayroups Respondenta/ho

reportedin o / d o n 6werelecodedvas andthose who reportefiyed were
recodedasOThe reason behind combining the dAd:
Ainood category was that Betwhodadsotlknews umed m
whether they had health insurance (or registration with a doctor) did not have

any.

4.6.10.2 Qualitative data analysis
All qualitative data (irdepth interviews) were recorded on a digitaldio

recorder. These data were transcriberbatim, translated into English and coded

to each question according to the responses of participants (Creswell, 2009;
Poland, 1995). The translator was theitgual researcher in ordé¢o strengthen

the rigour of languagbased inquiry (Larkiret al, 2007) This work aimedo

convey the true meanisag of participantséo

The qualitative data in this thesis were analysed using thematic analysis
techniques (Bradlegt al, 2007; Braun & Clarke, 2006; Creswell, 2009; Forrest
Keenanret al, 2005) This method was used due to its flexibikyd accessibility

to researchers withittle or no experience of qualitative research (Braun &
Clarke, 2006). Also, thematic analysiss considered an appropriate tool as it

aims tosummarise key features arge bodies of dataAftride-Stirling, 2002.
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In this thesis, thematic analysis was completed in six phases (Braun & Clarke,

2006). These six phases a@v explained in the following sectign

Phase 1: familiarisation with the data

In this thesis, famiarisation with the data wasdertaken in fourmain ways.

First, the author made himself familiar with the depth and breadth of the content
(Braun & Clarke, 2006py listening to the collected dat8econdly, the author
familiarisedhimselfwith the datawvhile transcribing and translatirigeinterview
based data (Creswell, 2009). Next, the author checked the transcripts back
against the original audio recordings for accuracy (Braun & Clarke, 2006).
Finally, further familiarity with the transcribed datasvgained through reading
and rereading the dateas advised b¥reswell(2009) to generate initial codes
and to develop potential themes (Braun & Clarke, 2006; Forrest Kestrein
2005).

Phase 2: generating initial codes

The process of generatingdas is part of thematic analysis (Forrest Keeetan

al., 2005; Miles & Huberman, 1994). Generally, codes identify a feature of the
data that appears interesting to the analyst (Braun & Clarke, 2006). Therefore,
the researcher read andread the entire anscripts to generate codes (Forrest
Keenanet al, 2005). In this phase, lists of ideas or segments of text were
generated manually to develop initial codes (Creswell, 2008. supervisors
independently also developed draft cod@&sen, higher level codes were
developed from tis list of ideas. The supervisory team also examined the codes
developed by the auth@nd checled these against their owthis process is

often refered as intaater reliability (Mays & Pope, 1995).

Phase 3: searching for theas

In this phase, the author sorted the different codes i.e. the list of codes developed
in Phase 2 to create potential (Creswell, 2009) or basic themes (Atnitilieg,

2001). Different coloured highlighter pens and pencils were used to highlight
different themes (Forrest Keenahal, 2005). A thematioverview (igure see
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Section 7.7p178) has constructed after reviewirlge siftedand sortedhemes
(Braun & Clarke, 2006; Forrest Keenanal., 2005).

Phase 4: reviewing themes

This phase involvedeviewing and refininghe themes. In this phase, the author
continued to revisit the themes that were developed in Phase 3, and examined
whether the extracted data fully supported these themes or not andgonest
themesas necessary. Attrid&tirling (2001395 called this stagéiorganising
themes in orderto reveal more of whdtasgoing on in the textual data. For this
stage the author read all the collated extracts for each theme and also read the
literature. Finally,refined themes were develogeduring this phase. Regular
feedback from the supervisory team also helped to refine the themes in this

phase.

Phase 5: defining and naming themes

The author began to extract data and themes developed in phase 4 and organised
them into a coherent andtémnally consistent account with accompanying
narrative (Braun & Clarke, 2006). Indeed, these are macro themes which are
often called global themes by Attricirling (2001). These global themes are a
summary of the main themes of Phase 4 and a revealiegretation of the

texts (bid.). During this process, the author identified mair themes arising

from this qualitative part of the study

Phase 6: producing the report

This is the final phase of data analysis where the author interprets thia diis.
phase, when all the data has been sifted and maygdeglkey themes, a report

of the data is produced, and the data seh asole is interpreted (Braun &
Clarke, 2006; Creswell, 2009). &trefore in summary, the following stages:
familiarisationwith the data, development of codes and themes, construction of a
thematic map and production af final report have beencompleted in this
thematic analysis (Bradlest al, 2007; Braun & Clarke, 2006; Creswell, 2009;
Forrest Keenant al., 2005).
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4.6.11 Combining the two methods in this thesis
Combining quantitative and qualitative approaches in this thesis has occurred in

sample selection (Section 4.3) and data analgsst{ion7.2 to 7.6) Although,
the quantitative and qualitative fimdjs are preseed sepataly in the following
chapters, lte discussion chapter combines these aeslyg presenig first the
guanitative datafollowed by the quatative data as part odn attempt to add
explanatory depth to the study line with the work ofTashakori and Teddlie
(1998).

4.7 Chapter summary

In this chapter, the reasons for selecting a mmethods approachave been
summarsed. Forinstance a mixedmethods approachas aimed toprovide
guantitative data to help assess the size of the prolbleitst at the same time
offering further detailed insight into the problem througkdépth interviews
with a subsample of the target population. A structured survey questiorimasre
beenused to measure the relationship between health risks factopseictive
factors. In addition, the health status of and health risks to male Nepalese
migrants has been explored using irdepth interviewswith a subsample of
guestionnaire respondeni®&e key reason for conductingpe research in Nepal
hasbeendiscused although attemplegve beemade to carry out the research in
the Middle East and Malaysia. The data collection period for this study was from
July to October 2011. The reason behind this time frasnéhat these are
importantfestive seasons when mos@rkers were likely to return to Nepal. The
target population for this studg those workers who have worked for at least six
months in host cauries and who worked in the construction or manufacturing
sectos. Also, the process of selecting study paptintshas beensketched out.
Additionally, the sample selection criteria for qualitative part of the stthdy
design of theinterview guide and thegeneraladminisering of the research

processeblavealsobeenoutlined.

This chaptehasalsodescriled how the survey questionnainasbeendeveloped
and modified. The reasons for using a pilot study to test the quest®mandiits

outcome on slight revision of the questionndiezre been includedrinally, the
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chapter has explained how the qualitatie and quantitative dathave been
analysed.In the following chapter theanalysisof the questionnaire survag

presented
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CHAPTER 5 RESULTS QUANTITATIVE
RESEARCH

5.1 Introduction
The previous chapter discussed the research methodology adopted in this thesis.

The nexttwo chapters will present the quantitatimesurvey results of this study.
The first section describes the demographic and smmaomic characteristics,
health and lifestyle profiles, and living and working conditions of the study
subjects i.e. Nepalegnigrant workers working in the Middle East and Malaysia.
The second partSéction 5.3 onwards) presents the relationship between the
independent variables (e.g. demographic, occupation and-ecm@mic and
lifestyle characteristics) and dependent \#ga (e.g. health outcomes, accident
at work, perceived health risks and health care utilisptéyppropriate statistical
tests and logistic regressiohave beerapplied to assess the association between
explanatory variables and independent variabtesethods obtatistical analyis

havealreadybeen described in detail in Chapder

5.2 Descriptive Statistics

5.2.1 Response Rate
423 study participants were approached at the research site in Kathmandu, Nepal.

Four hundred and three (8%0) gave informed cons¢ and completed the
survey questionnaire. Hence, a total of 403 completed questionraiees
included for analysis in this study. The twenty people who declined to participate

were generally too busy to undertake the survey.

5.2.2 Demographic characteristics
The demographic characteristics of the 403 respondents are presented in Table

5.1. Nearly half of the respondent$@6) arein the age group between 20 and
29 years. Almost all respondents (#b) aremarried. Almost a quarter (24.6%)
of respondents hado formal education. Less than half had received primary

level education and only.@6 had completed higher secondary levels. The
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majority of respondents (68%) had a semskilled job e.g. factory workers,

carpenters and electricians, whilst the rest wdrk unskilled jobs abroad.

Regarding the caste/ethnic origin of respondents, the higher caste
Brahmins/Chhetris comprised just over a quartd.8%) of the respondents
followed by Gurung/Tamang/Sherpa (17.4%) and Madhesi/Tharu (15:9%g
analysisseveral ethnic groups from the more mountainous areas, i.e. Gurung,
Tamang and Sherpa are combined as these are smagliauyss in the study with
some shared social and cultural characterissicailarly Madhesi/Tharuvhich

are both ethnic groups fromeahsouthern plains with shared characteristic are
combined (see Table 5.1Almost all respondents (96.5%) were born in Nepal,
though a few (3.5%) were born in neighbouring India (i.e. outside Nepal). Of the
five development regions of Nepah numerically higher proportion of
respondents (29%) were from the eastern development regiorcdmparison

very few (0.7%) were from the far western development region of Népal.
equal proportion (33.3%) of respondents worked in Qatar, Saudi Arabia and
Malaysia. The reason behind choosing an equal proportion of participants in
these countrieBas been tmaintainabalancen the numbers from each country

As the proportion of people in the Middle East is almost double that from
Malayisa (Nepal news 2010) a doubé proportion of study participants were
selected fronthe Middle East
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Table5.1 Demographic characteristics of the respondents (n=403).

Variables Number | Percentage
Age group
20-29 yeas 185 45.9
30-39 years 158 39.2
40+ years 60 14.9
Marital status
Married 368 91.3
Unmarried 35 8.7
Education
None 99 24.6
Primary 186 46.2
Secondary/School Leaving Certificate (SLC) 110 27.3
Higher Secondary Education 8 2.0
Occupation in host countries
Semiskilled including factory workers, plumbers, 279 69.2
carpenters, painters, bricklayers, electrician, supervisor
Unskilled including labouring 124 30.8
Caste/Ethnicity
Brahmin/Chhetri 108 26.8
Gurung/ Tamang/ Sherpa 70 17.4
Madhesi/Tharu (Terai ethnic group) 64 15.9
Others 56 13.9
Magar 52 12.9
Rai/Limbu 33 8.2
Newar 20 5.0
Place of birth
Eastern Development Regi (EDR) 118 29.3
Western Development Region (WDR) 105 26.1
Central Development Region (CDR) 94 23.3
Mid-Western Development Region (MWDR) 69 17.1
Far Western Development (FWDR) 3 0.7
India 14 3.5
Country of work abroad
Qatar 135 33.5
Saudi Arabia 134 33.3
Malaysia 134 33.3

The following section describes the seewonomic characteristics of the

respondents.

5.2.3 Sociceconomic characteristics of respondents
Sociceconomic characteristics such as incodependent children and duration

of stay in the host country havedretabulated in Table 5.2. Whilst working

abroad, two fifths ofrespondents hadn income in Nepalese Rupees (NRSs)
&200,000(2,366 USD)per annumandmore than a quarter (Z36) had income
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less than NRsSO 1 @@ (1,183 USD)per year Nearly half (49%) of the
respondents had three or more dependent children in Nepal. About two thirds

(63.0%) of respondents had been aaidorthree years or more.

Table5.2: Distribution of respondents (n=403) by seeiconomic

characteristics

Variables Number Percentage
Total income (Nrs) (per annum)
0100, 000 (1,183 118 29.3
100,001199999 (11842365 USD) 123 30.5
(200,000 (2,366 USD) 162 40.2
Dependentchildren in Nepal
One 67 19.0
Two 112 31.7
Three or more 174 49.3
Duration of stay abroad
O2 years 149 37.0
3-4 years 171 42.4
>4 years 83 20.6

The key hedh characteristics of respondents are described below.

5.2.4 Health characteristics of respondents
The health characteristics of respondents are presented in Tabll 5t8s

survey rarly half (8.9%) of the respondents rated their health fifsro,
whereas38.0% of respondents rated their healthfigeod or very goodl The
majority of respondents (70.5%) rated their present health as about the same
compared to when they lived in Nepal, whereas nearly a quarter of respondents
rated their present health asma® compared to when they lived in Nepal. The
percentage who reportembt havingmental healthissues ismore than three
quarters (7:0%). Most respondents (70.5%) registered with a doctor abroad, and
64.0% of the respondents had visited a doctor in tse1@ months. Nearly two
thirds of respondents were covered by health insurance. However, a very low

proportion (4.5%) of respondents had life insurance.
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Table5.3: Health profile of respondents (n=403)

Variables Number Percentage
Health (physical health)
Very good/Good 153 38.0
Fair 197 48.9
Poor/Very Poor 53 13.2

Present health compared to when lived ang
worked in Nepal

Much better 22 55
About the same 284 70.5
Worse 96 23.8
Candét say 1 0.2
Had a mental health problem 93 23.0
Registered with a doctor 284 70.5
Had a medical check in the last 12 months 258 64.0
Had a health insurance 251 62.3
Had a life insurance 18 4.5

A description othelifestyle-related characterisicof respondents is presented in

the following section.

525 Respondentsd |ifestyle
The lifestylerelated characteristics of the respondents are summarised in Table

5.4. More than half of the respondents.{88) perceived that they had a fair diet
while a qarter (26.6%) considered it poor. Most respondentst¥®) used a
water filter when drinking water abroad. Almost three quarters2¢@3 of
responde 6 r esi de nc e sandlalmadst ad of thent (%%%o)ashhared n e
this toilet with other people ateilr residence. Two thirds of respondents smoked
while half consumed alcohol; most of them .@6) consumed alcohol
occasionally. Nearly all respondent2 @) did nottake exercise most days
The possible explanation of havirgy high percentage of peopleot doing
exercise is discussed more detail irnthe discussion chaptébection7.2). More

than half of the respondent$5(6%) expressed their main concern abroad related
to economic hardship. Only a very small proportion of respondents (3.5%)

engagedvith Nepalese soctoultural organisations abroad.
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Table5.4: Lifestyle characteristics of respondents (n=403)

Variables Number | Percentage
Perceived diet

Very good/Good 82 20.3

Fair 214 53.1

Poor/Vey Poor 107 26.6
Method for obtaining clean drinking water

Boil/Add chlorine/Clean tap water 34 8.5

Use water filter 369 91.6
Toilet facility at residence

Flush or pour flush toilet 108 26.8

Pit latrine/ Bucket toilet 295 73.2
Sharing the toilet 400 99.3
Smoking habit 266 66.0
Alcohol drinkers 202 50.1
Frequency of alcohol consumption among drinkers

Daily/ Almost Daily 3 1.5

2-3 times per week/Once a week 65 32.2

Occasionally 134 66.3
Exercise most days abroad

Yes 29 7.2

No 374 92.8
Main Concern/Worry working abroad

Lack of social support 35 8.6

/ Fear of losing job/ No future

Economic hardship 228 56.6

Mechanistic lifestyle 61 15.1

Climate 79 19.6
Association with Nepalese communities 14 3.5

Some ofthe key characteristics related to working conditions of the respondents

are summarised in the following section.

5.2.6 Working conditions of respondents

The working conditions of respondents are presented in Table 5.5. More than

half (51.9%) of respondentgated their work environment as fair whereas just a

quarter (B.8%) rated their work environment as good or very good. Less than

half of respondents (48%) reported that their health had been at risk at work.

About onesixth of respondents (1¥6) had eperienced workelated accidents

and one fifth of respondents had visited an accident and emergency department

during the last 12 montlmvingto work-related incidents.
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Table5.5: Working conditions of respaents (n=403)

Variables Number | Percentage
Work environment
Very good/Good 108 26.8
Fair 209 51.9
Poor/Very Poor 86 21.3
Perceived health risks at work 187 46.4
Experienced work-related accidents 69 17.1
Visited accident and emergency departmen 84 20.8

The next section depicts the living conditions of respondents.

5.2.7 Living conditions of respondents
Respondentsperceptios of living conditions are presented in Table 5.6. More

than three quarters (896) of respondents reported that most loé migrants

from different parts of the world who worked with them were not quite satisfied
or absolutely unsatisfied in terms of their health and safety, accommodation,
food etc. Howeverfocusing on living conditions onlytwo thirds (653%) of
survey rspondents were satisfied with their accommodation. Nearly a quarter
(23.3%) of respondents reported that the local people were friendly whereas
more than a third @7%) of respondents reported that local people were not
friendly. However, 181% of respondnts reported that they did not have any

contact with local people.

Table5.6: Living conditions of respondents (n=403)

Variables Number Percentage
Respondent perceptios of other migrants living abroad
Satisfied 75 18.6
Not quite satisfied/ Absolutely unsatisfied 324 80.4
Difficult to answer 4 1.0
Accommodation abroad
Satisfied 263 65.3
Not quite satisfied 129 32.0
Absolutely unsatisfied 8 2.0
Difficult to answer 3 0.7
Perception to local people
Friendly 94 23.3
Neutral 49 12.2
Not friendly 140 34.7
Hostile 40 9.9
No contact 74 18.4
Difficult to answer/ don 6 1.4
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528 Summary of section: mespondentsao

This sectionhas presented the profile of Nepalese migrants working abroad.
Overall, most of the migrant workers are less than 40 years old, married and very
few of them hae completed higher education. More than two thirds of migrants
have worked irsemiskilled jobs. Most of thenperceive theyhave a fair diet,
health and work environmerind themajority are covered by health insurance.
Nearly two thirds of Nepalese workers are satisfied with their accommodation
abroad. The next section goes on xaraine the factors associated with health

among the Nepalese migrant workers.

5.3 Analysis of factors associated with health status and risks
This section describes the associations between the demographic; socio

economic, and lifestyle explanatory chaeaidtics and the health outcomes of
interest (physical health status, mental health status, health risks at work and

health services utilisation (doctor vssih the last 12 months abroad).

5.3.1 Factors associated with physical health status
The associatio between health status and demographic variables, occupation and

sociceconomic characteristics and health and lifestyle characteristics (Table 5.7)
will now be examined. Therareseven variables, namelgge, satisfaction with

the accommodation abroasinoking habit, diet, perceived occupational health
risk, work environment and working hours (per week) with a statistically

significant association with physical health status.

Age is highly significantly associated with seakported physical healthattis
(P=0.008). About twice as many respondentsQ%7J in the age group 389
years rated their own health as poor or very poor compared to the respondents in
the age groupof20 9 year s ( 9 %) .0%)rdconparidiadhneghe a r s
twice as many @.6%) respondents not satisfied with their accommodation rated
their health as poor or very poor compared to 1008%&spondents satisfied with
their accommodation abroadgain this isstatistically significant (P=0.028). In
other wordsself-rated heah and selrated accommodation appear to be related.
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Surprisingly, a comparatively higher proportion (18.2%) of respondents who did
not currently smoke reportgmborer poor or very podrhealth than respondents
who did smoke (10.5%)again another statigtally significant association
(P=0.044). Health status also differed between workers who positively or
negatively rated their diet. Approximately a quarter (23.4%) of respondents who
rated their diet as potwery poor also ratedheir healthas poorvery poor.
Interestingly,9.5% of respondents who rated their diet agdaodvery good
ratedtheir health as poor/very poohgain, this isa highly significant finding
(P=0.001).

Approximately a quarter (22.5%) of respondents who perceived health tisks a
work rated their health as poor or very poor compared to the respondents who did
not (5.1%)againahighly significantassociatior{P<0.001). More than one third
(36.0%) of respondents who rated their work environment as poor or very poor
also ratedheir health apoor or very pogrcompared to a much lower proportion
(6.9%) of workers who rated their work environment as food or very good.

The work environment abroas also highly significantly associated with health
status (P<0.001). Respondenvho had a poor or very poor work environment
are more likely to experience poor or very poor health. A significantly higher
proportion (18.2%) of respondents who had worked more than 70 hours per week
rated their health as poor or very poor compared @5 of) those who worked

less than or equal to 70 hours per week. The health status of respondents
significantly deteriorated as the working hours incregged.028).Remaining
factorssuch as ethnicity, marital status, education, occupation, incorartrgo

of work, duration of stay, health insurance, doctor registration, alcohol
consumption and takg part in exercise most daybeld nonsignificant

association$P>0.05) with selreported health status.
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Table 5.7: Association between demographic,sociceconomic, lifestyle
characteristics and selreported health status

Variable Self-reported health status | p-
Demographic variables Poor/ Good/fair value
very poor
No. % | No. %

Age

20-29 years 16 8.6| 169 91.4

30-39 years 27 17.1] 131 82.9

40 + years 10 7.9| 50 83.3| 0.008
Ethnicity

Brahmins/Chhetri 9 8.3 99 91.7

Others 44 14.9 251 85.1| 0.118
Marital status

Married 51 13.9| 317 86.1

Unmarried 2 5.7| 33 94.3| 0.271
Satisfaction with accommodation abroac

Satisfied 27 10.3 236 89.7

Not satisfied 26 18.4 114 81.4| 0.028
Education

Sec/SLC/HS 13 11.0| 105 89.0

Primary 23 12.4| 163 26.1

None 17 17.2| 82 82.8| 0.373
Occupation and socteconomic
characteristics
Current occupation in host countries

Semiskilled job 36 12.9| 243 87.1

Unskilled job 17 13.7| 107 86.3 0.951
Work environment

Very good/good/fair 22 6.9 | 295 93.1

Poor/very poor 31 36.0 | 55 64.0 <0.001
Country d work/

Malaysia 20 149 | 114 85.1

Middle East 33 12.3 | 236 87.7 0.557
Duration of stay abroad

<4 years 32 13.3 | 209 86.7

4 years 21 13.0 | 141 87.0 1.000
Work hours (aerage per week)

070 hours 25 10.0 | 224 90.0

>70 hours 28 18.2 | 126 81.8 0.028
Income in Nepalese Rupees (per annun

>150000 ($1701) 16 9.9 | 146 90.1

Q150000 ($1701) 37 154 |204  84.6|0.149
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Table 5.7 Continued.

Health insurance

Yes 30 12.0 | 221 88.0

No 23 15.1 | 129 84.9| 0.445
Doctor registration

Yes 36 12.7 | 248 87.3

No 17 14.3 | 102 85.7| 0.784
Percéved health risks at work

No 11 5.1 | 205 94.9

Yes 42 22.5 | 145 77.5 | <0.001
Health and Lifestyle Characteristics
Diet

Good/fair 28 9.5 | 268 90.5

Very poor/poor 25 234 |82 76.6 | 0.001
Current smoking status

Non-smoker 25 18.2 | 112 81.8

Smoker 28 10.5 | 238 89.5| 0.044
Alcohol consumption/Drinking habit

Nonalcoholic 29 14.4 | 172 85.6

Alcoholic 24 119 | 178 8.1 | 0.543
Take part in exercise most days

Yes 5 17.2 | 24 82.8

No 48 12.8 | 326 87.2| 0.696
Notes:

Sec Secondary
SLC- School Leaving Certificate

HS- Higher Secondary (including College and University)
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Multivariate logistic regression analydms beerused to adjust for all factors

and to find out whichare independently significantly associated with self
reported physical health status (details of the modelling prolcags been
describedalread in Section 4.6.0.1). Results indicate that theage four key
statistically significant variableassociatedvith physical health status. When
controlling for all other factors, overall, age highly significantly associated

with selfreported health tatus (P=0.007). Interestinglyhose inolder age
groups i.e. 389 years (OR=4.0;95% CI=1¥. 6) and O40 years
CI=1.09.0) aressignificantly more likely to self report having poor or very poor
health compared to those agedZ®years. Sintarly, respondents who rated a
poor or very poor work environmemtre 6.8 times more likely (95% Cl=3:2
14.6)to perceive poor or very poor health than the respondents who rated a very
good, good or fair work environment. Respondents who perceived hazatify h

risks at workare4.7 times more likely (95% CI = 210.5) to experience poor or

very poor health compared to the respondents who did not perceive health risks
at work. Surprisingly, respondents who did not take exercise most aays
significantly less likely (OR=0.1; 95% CI = 0:0.5) to perceive poor or very
poor health (Table 5.8). The remaining factoodd non-significantrelationshis
(P>0.05) with selfeported health status.
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Table 5.8: Odds ratios (OR) with 95% confidene intervals (Cl) and P
values from logistic regression model of selfeported health statusof 403
Nepalese male migrant workers working in the Middle East and Malaysia,
Nepal 2011.

Variable OR 95% ClI p- value
for OR

Demographic variables
Age 0.007

20-29 years (RC) 1.000

30-39 years 3.998 | 1.6609.628 0.002

40 + years 3.019 | 1.0148.988 0.047
Ethnicity

Brahmins/Chhetri (RC) 1.000

Others 2.318 |0.8746.149 0.091
Marital status

Married (RC) 1.000

Unmarried 1.110 |0.1956.315 0.906
Satisfaction with the accommodati
abroad

Satisfied (RC) 1.000

Not satisfied 2.000 |0.9714.122 0.060
Education 0.741

Sec/SLC/HS (RC) 1.000

Primary 0.811 | 0.3252.022 0.652

None 1.127 | 0.3753.389 0.832
Occupation and socteconomic
characteristics
Current occupation in host countries

Semiskilled job (RC) 1.000

Unskilled job 1.353 | 0.5513.321 0.509
Work environment

Very good/good/fair (RC) 1.000

Poor/verypoor 6.831 | 3.18714.639 | <0.001
Country of work/

Malaysia (RC) 1.000

Middle East 0.650 |0.2331.814 0.411
Duration of stay abroad

<4 years (RC) 1.000

4 years 1.282 |0.6092.700 |0.514
Work hours (average per week)

O70 hours (RC) 1.000

>70 hours 1.289 | 0.5622.955 0.549
Income in Nepalese Rupees (per annun

>150000 ($1701) (RC) 1.000

0150000 ($1701) 1.612 | 0.7063.680 0.257
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Table 5.8 Continued.

Health insurance

Yes (RC) 1.000

No 0.976 |0.4282.223 0.953
Doctor registration

Yes (RC) 1.000

No 1.231 | 0.5272.877 0.632
Perceived health risks at work

No (RC) 1.000

Yes 4706 |2.10610513 | <0.001
Health and Lifestyle Characteristics
Diet

Good/fair (RC) 1.000

Very poor/poor 2.023 | 0.9604.265 0.064
Current smoking status

Non-smoker (RC) 1.000

Smoker 0.532 |0.2451.156 0.111
Current alcohol consumptionastis

Non-alcoholic (RC) 1.000

Alcoholic 0.830 |0.3741.841 0.646
Take part in exercise most days

Yes (RC) 1.000

No 0.148 | 0.0410.535 0.004
Nagelkerke RSquare=.375
Notes

RC-Reference Category

Sec Secondary

SLC- School Leavirg Certificate

HS- Higher Secondary (including College and University)

The parsimonious logistic regression model included only those explanatory
variables significantly associated with sedported health status. Overall, age
significantly associateavith selfreported health status. Age groups i.e-3%0
years (OR=3.0; 95% CI=1-8.3) and 40+ years (OR=3.1; 95% CI=B2) are
significantly more likely to perceive poor or very poor health comparedose

aged 20-29. Similarly, respondents who rated poor or very poor work
environmentare 7.5 times more likely (95 % CI=318.8) to perceive poor or
very poor health than respondents who rated a very good, good or fair work
environment. Respondents who perceived health risks atan®ek 9 times more
likely (95% CI = 2.310.4) to experience poor or very poor health compared to
respondents who did not perceive health risks at work. Surprisingly, respondents

who did not take exercise most daye significantly less likely (OR=0.2; 95%
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Cl = 0.1:0.7) toperceive poor or very poor health compared to those who did
(Table 5.9). Since the four explanatory varialdesthe same in the multivariate

and parsimonious logistic regression, the results are very similar.

Table 5.9: Odds ratios (OR) with 95% confidace intervals (Cl) and P
values from parsimonious logistic regression model of seleported health
status of 403 Nepalese male migrant workers working in the Middle East
and Malaysia, Nepal 2011.

Variable OR 95% CI for | p-
OR value

Age 0.010

20-29 years (RC) 1.000

30-39 years 2.955 | 1.3986.249 0.005

40 + years 3.091 |1.1698.174 0.023
Work environment

Very good/good/fair (RC) 1.000

Poor/very poor 7.467 | 3.76314.815 <0.001
Perceived health risks at work

No (RC) 1.000

Yes 4.867 |2.27110.431 <0.001
Take part in exercise most days

Yes (RC) 1.000

No 0.221 | 0.0700.694 0.010
Nagelkerke RSquare=.302
Notes

RC-Reference Category

A Nagelkerké R-square teshas beemusedas ameasureof the variance in the
dataasexplained by the modeThe Rsquare value .302 indicates that 30% of
variance in the datanay beexplained by four variablega) age (b) work
environment (c) perceived health risks at worknd (d)taking part in exercise
mostdays This R-square valueés slightly less than the 37.5% of the variance
that is explained by alariables The Rsquare value tells ubat the variance
can be largelyexplained bythe four variableslisted above; i.e. 30% of the
variation in the datasiexplainedby only four variables and that all the other
variables together explained only a furt@es% of the variation.The following

section describes the factors associated with mental health.
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5.3.2 Factors associated with mental health
The associatio between mental health problems and other factors is presented in

Table 5.10.Three variables, namely perceived health risks at work, work
environment and registration with a doctare significantly associated with
mental health problem# respondent @oring health problemss more likely to
report mental health problems too. As the proportion of respondents reporting
mental health problems was much higher amtrggewho perceivedhaving
health risks at worK34%) compared to just 13% of respondentsowdid not
perceive health risks at work.is interesting to notéhat perceived health risks

at work are highly significantly associated with mental health problems
(P<0.001). Just one third (33%) of respondents who had a poor or very poor
work environnent experienced mental health problems compared to one fifth
(21%) of respondents who had a very good or good or fair work environment.
Therefore thereis a significant association between mental health and work

environment (P=0.027).

Nearly one third 30%) of respondents who had not registered with a doctor
experienced mental health problems compared to one fifth of respondents who
had registered,again a statistically significant association (P=0.037). The
remaining factorssuch as age, ethnicity, miali status, satisfaction with
accommodation abroad, education, occupation, country of work, duration of stay
abroad, work hours, income, health insurance, diet, current smoking status,
current alcohol consumption status andrghkpart in exercise most dsyareall

hold nontsignificantassociation$P>0.05)
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Table 5.10: Association between demographic, soeszonomic, lifestyle
characteristics and mental health

Variable Mental health p- value
Demographic variables (mental problem)
No. %

Age

20-29 years 51 27.6

30-39 years 31 19.6

40 + years 11 18.3 0.140
Ethnicity

Brahmins/Chhetri 29 26.9

Others 64 21.7 0.340
Marital status

Married 83 22.6

Unmarried 10 28.6 0.550
Satisfaction with accommodation abroad

Satisfied 58 22.1

Not satisfied 35 25.0 0.586
Education

Sec/SLC/HS 29 24.6

Primary a7 25.3

None 17 172 0.273
Occupation and socteconomic]
characteristics
Current occupation in host countries

Semiskilled job 62 22.2

Unskilled job 31 25.0 0.629
Work environment

Very good/good/fair 65 20.5

Poor/very por 28 32.6 0.027
Country of work/

Malaysia 24 17.9

Middle East 69 25.7 0.107
Duration of stay abroad

<4 years 55 22.8

O4 years 38 23.5 0.978
Work hours (average per week)

O70 hours 56 22.5

>70 hours 37 24.0 0.815
Income in Nepalese Rupees (per annurm|

>150000 ($1701) 41 25.3

Q150000 ($1701) 52 21.6 0.453
Health insurance

Yes 56 22.3

No 37 24.3 0.728
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Table 5.1Q0 Continued.

Doctor registration

Yes 57 20.1

No 36 30.3 0.037
Perceived health risks at work

No 29 13.4

Yes 64 34.2 <0.001
Health and Lifestyle Characteristics
Diet

Good/fair 72 24.3

Very poor/poor 21 19.6 0.393
Current smoking status

Non-smoker 33 24.1

Smoker 60 22.6 0.825
Current alcohol consumption status

Non-alcoholic 43 21.4

Alcoholic 50 24.8 0.495
Take part in exercise most days

Yes 7 24.1

No 86 23.0 1.000
Notes:

Sec Secondary
SLC- School Leaving Certificate

HS- Higher Secondary (including College and University)
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Multivariate logistic regression analysias beempplied to find out what factors

are independently significantly associated with mental health after controlling for
other variables (please see results in Table 5.11). When adjusting for other
factors, thereare justtwo key statistically significant variablesssociatedvith
mental health statu3he first is @rceived health risk at worRespondents who
perceived health risks at wodke 3.3 times more likely (95% CI=1-8.6) to
experience mental health ptems than those respondents wdwnot perceive
health risks. The second variablework environment holds borderline
significance (P=0.049). Respondents who ratedework environments poor

or very poor arel.8 times more likely (95% CI=1-8.4) to eyerience mental
health problems than those respondents who rated their work environment as
very good good or fair.Remaining factorsuch as age, ethnicity, marital status,
satisfaction with accommodation abroad, education, occupation, country of work,
duration of stay abroad, work hours, income, health insurance, diet, current
smoking status, current alcohol consumption status andgtplart in exercise

most daysareagainall hold nonsignificantassociationgP>0.05) ( Table 5.11).
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Table 5.11: Odds ratios (OR) with 95% confidence intervals (Cl) and P
values fromlogistic regression model of Mental healtrof 403 Nepalese male
migrant workers working in the Middle East and Malaysia, Nepal 2011.

Variable OR 95% ClI p- value
for OR

Demogaphic variables
Age

20-29 years (RC) 1.000

30-39 years 0.573 |0.3191.028 0.062

40 + years 0.640 |0.2781.473 0.294
Ethnicity

Brahmins/Chhetri (RC) 1.000

Others 0.723 | 0.4011.304 0.281
Marital status

Married (RC) 1.000

Unmarried 1.434 | 0.5863.513 0.430
Satisfaction with the accommodati
abroad

Satisfied (RC) 1.000

Not satisfied 1.040 |0.6121.765 0.886
Education

Sec/SLC/HS (RC) 1.000

Primary 1.089 |0.5892.013 0.787

None 1.048 | 0.4582.400 0.912
Occupation and socteconomic
characteristics
Current occupation in host countries

Semiskilled job (RC) 1.000

Unskilled job 0.925 |0.4961.726 0.807
Work environment

Very good/good/fair (RC) 1.00

Poor/very poor 1.841 | 1.0063.387 0.049
Country of work

Malaysia (RC) 1.000

Middle East 1.593 |0.7883.222 0.195
Duration of stay abroad

<4 years (RC) 1.000

4 years 1.155 | 0.6821.955 0.592
Work hours (average pareek)

O70 hours (RC) 1.000

>70 hours 1.188 | 0.6732.098 0.553
Income in Nepalese Rupees (per annun

>150000 ($1701) (RC) 1.000

0150000 ($1701) 0.843 | 0.4881.456 0.540
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Table 5.11 Continued.

Health insurance

Yes (RC) 1.000

No 0.918 |0.5021.679 0.781
Doctor registration

Yes (RC) 1.000

No 1.524 |0.8192.835 0.184
Perceived health risks at work

No (RC) 1.000

Yes 3.267 | 1.8965.628 <0.001
Health and Lifestyle Characteristics
Diet

Good/fair (RC) 1.000

Very poor/poor 0.582 | 0.3121.087 0.089
Current smoking status

Non-smoker (RC) 1.000

Smoker 0.973 | 0.5401.756 0.928
Current alcohol consumption status

Non-alcoholic (RC) 1.000

Alcoholic 1520 |0.8662.667 0.145
Take part in exercise most days

Yes (RC) 1.000

No 0.756 | 0.2802.041 0.582
Nagelkerke RSquare=.160
Notes

RC-Reference Category
Sec Secondary
SLC- School Leaving Certificate

HS- Higher Secondary (including College andJniversity)
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The parsimoniougmore simple)logistic regression model incled only those
explanatory variables significantly associated with mental healtbnevariable
(perceived health risk at woékRespondents who perceived health gigk work
are3.2 times more likely (95% CI=1-8.2) to experience mental health problems
than those respondents who did not perceive health risks (Table/Agah), the
two explanatory variableare the same in the multivariate and parsimonious

logistic regressionsothe results are very similar.

Table 5.12: Odds ratios (OR) with 95% confidence intervals (Cl) and P
values from parsimonious logistic regression model of mental healtbf 403
Nepalese male migrant workers working in the Middle East and Miaysia,
Nepal 2011.

Variable OR 95% CI for | p-
OR value
Perceived health risks at work
No 1.000
Yes 3.150 | 1.9025.214 <0.001

Nagelkerke RSquare= .096

Again, theNagelkerké R-square teshas beerapplied to measure thariance
explainedby the modelThe Rsquare value .096 indicates that 10% of variance
in the data is explained by one variglgerceived health risks at workompared

to 16%includingall variables.
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5.3.3 Factors associated with perceived health risks at work
The asociation between perceived health risks at work and demographic

variables, occupatigsocioceconomic and health and lifestyle characteristiitis

now be examined (Table 5.135x variables (i.e. marital status, accommodation
in the host countries, diework environment, country of work and occupation in
host countriesare statistically and significantgssociated with perceived health

risks at work.

Nearly half (48%) of thenarriedrespondents perceived they had health risks at
work compared tomy 29% of the respondents who were unmarried (25%6).
marital statusis significantly associated with perceived health risks at work
(P=0.042). More than half (54%) of the respondents at@not satisfied with
their accommodation reported that theiralie is at risk compared to the
respondents whaare satisfied with their accommodation (43%igain, a

statistically significant association (P=0.045).

A higher proportion (56%) of respondents who rated their diet as very poor or
poor perceivedyreaterhedth risks at work compared to respondents who rated
their diet as very gogdjood or fair (43%)Perceived dietis therefore,highly

significantly associated with perceived health risks at work (P=0.026).

It is interesting tanotethat more respondentsher had a poor or very poor work
environment (67%) reported health risks at work than those who worked in a
very goodgoodfair work environment (41%). Thus, thaeea strongsignificant
association between work environment and perceived health risksorit w
(P<0.001). Alspa higher proportion (50%) of respondents who worked in the
Middle East(construction sectors) reported that their health was at risk because
of their work environmentcompared to those who worked in tMalaysian
factory sector (39%)So, here isalso a statistically significant relationship
between country of work and perceived health risks at work (P=0.04®s to
beremembered thahigrationtarget countryand type of work arkighly inter
related, due to the nature of jobs dablieto Nepalesenigrant workers in
Malaysia and the Middle EasAs expected, respondents who had an unskilled
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job (56%)are at a higherrisk compared to those whaith a semiskilled jols
(42%). Trerefore,occupation skill levels highly significantly associated with
perceived health risks at work (P=0.018). The remaining fasioch asage,
ethnicity, education, duration of stay abroad, work hours, income, health
insurance,  doctor registration, current smoking status, current alcohol
consumption stats and take part in exercise most days m@oe-significant
(P>0.05) with perceived health risks at work.

10z



Table 5.13: Association between demographic, soeszonomic, lifestyle
characteristics and perceivedealth risks at work

Variable Health Risks p- value
Demographic variables
No. %

Age

20-29 years 88 47.6

30-39 years 77 48.7

40 + years 22 36.7 0.255
Ethnicity

Brahmins/Chhetri 49 45.4

Others 138 46.8 0.890
Marital Status

Married 177 48.1

Unmarried 10 28.6 0.042
Satisfaction with accommodation abroad

Satisfied 112 42.6

Not satisfied 75 53.6 0.045
Education

Sec/SLC/HS 50 42.4

Primary 96 51.6

None 41 41.4 0.150
Occupation and socteconomic]
characteristics
Current occupation in host countries

Semiskilled job 118 42.3

Unskilled job 69 55.6 0.018
Work environment

Very good/good/fair 129 40.7

Poor/very poor 58 67.4 <0.001
Country of work

Malaysia 52 38.8

Middle East 135 50.2 0.040
Duration of stay abroad

<4 years 119 49.4

4 years 68 42.0 0.174
Work hours (average per week)

070 hours 112 45.0

>70 hours 75 48.7 0.532
Income in Nepalese Rupees (per annurm|

>150000 ($1701) 74 45.7

Q150000 ($1701) 113 46.9 0.891
Health insurance

Yes 113 45.0

No 74 48.7 0.541
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Table 5.13 Continued.

Doctor registration

Yes 123 43.3

No 64 53.8 0.070
Health and Lifestyle Characteristics
Diet

Good/fair 127 42.9

Very poor/poor 60 56.1 0.026
Current smoking status

Non-smoker 72 52.6

Smoker 115 43.2 0.095
Current alcohol consumption status

Nonalcoholic 98 48.8

Alcoholic 89 44.1 0.398
Take part in exercise most days

Yes 9 31.0

No 178 47.6 0.126
Notes:

Sec Secondary
SLC- School Leaving Certificate

HS- Higher Secondary (including College and University)

Multivariate logistic egression analysibas beerapplied to control for other
factors. Therare justtwo key statistically significant variables associated with
perceived health risks at work. Marital staigssignificantly associated with
perceived health risks (P=0.022)nmarriedrespondentsre significantly less
likely (OR=0.4, 95% CI=0.0.9) to perceive health risks at work. Respondents
who ratedtheir work environment aa poor or very pooare 2.5 times more
likely (95% CIl=1.54.4) to perceive health riskat work (Table 5.14). The
variables previously found significarfe.g. current occupation in the host
countries)hold nonsignificantassociation(P>0.05) with perceived health risks

at work when controlling for other factors.
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Table 5.14: Odds ratios (OR) with95% confidence intervals (Cl) and P
values from logistic regression model of perceived health riskoof 403
Nepalese male migrant workers working in the Middle East and Malaysia,
Nepal 2011.

Variable OR 95% ClI p- value
for OR

Demographic variables
Age 0.261

20-29 years (RC) 1.000

30-39 years 0.869 |0.5351.413 0.572

40 + years 0.563 | 0.2831.120 0.102
Ethnicity

Brahmins/Chhetri (RC) 1.000

Others 1.229 |0.74%12.040 0.425
Marital Status

Married (RC) 1.000

Unmarried 0.356 | 0.1480.860 0.022
Satisfaction with accommodation abroac

Satisfied (RC) 1.000

Not satisfied 1.461 | 0.9272.302 0.103
Education

Sec/SLC/HS (RC) 1.000

Primary 1.217 |0.7122.081 0.473

None 0.802 | 0.4061.581 0.524
Occupation and socteconomic

characteristics

Current occupation in host countries

Semiskilled job (RC) 1.000

Unskilled job 1.261 |0.7372.157 0.397
Work environment

Very good/good/fair (RC) 1.000

Poor/verypoor 2.548 |1.4704.415 0.001
Country of work

Malaysia (RC) 1.000

Middle East 1.713 |0.9493.092 0.074
Duration of stay abroad

<4 years (RC) 1.000

4 years 0.790 | 0.5061.234 0.300
Work hours (average per week)

O 7 0 urh(RC) 1.000

>70 hours 1.203 | 0.74%11.953 0.455
Income in Nepalese Rupees (per annun

>150000 ($1701) (RC) 1.000

0150000 ($1701) 1.203 |0.5901.521 0.821
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Table 5.14 Continued.

Health insurance

Yes (RC) 1.000

No 0.93% | 0.5561.567 0.795
Doctor registration

Yes (RC) 1.000

No 1.548 | 0.9002.663 0.114
Health and Lifestyle Characteristics
Diet

Good/fair (RC) 1.000

Very poor/poor 1.394 | 0.8432.305 0.196
Current smoking status

Non-smoker (RC) 1.000

Smoker 0.674 |0.4091.113 0.123
Current alcohol consumption status

Non-alcoholic (RC) 1.000

Alcoholic 0.975 |0.6061.568 0.917
Take part in exercise most days

Yes (RC) 1.000

No 1.896 | 0.7864.576 0.155

Nagelkerke RSquare= .166

Notes

RC-Reference Category

Sec Secondary

SLC- School Leaving Certificate

HS- Higher Secondary (including College and University)

The parsimonious logistic regression incaddonly those explanatory variables
significantly asociated with perceived health risks at work. Unmarried
respondentarehalf aslikely (OR=0.5; 95% CI=0.2.9) to perceive health risks.
Similarly, respondents riag work environment apoor or very pooiare three

times more likely (95 % CI=1:8.9) to perceive health risks at work than
respondents who rated a very good, good or fair work environment (Table 5.15).

Since the two explanatory variablese the same in the multivariate and

parsimonious logistic regression, the resultsagi@nvery similar.
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Table 5.15: Odds ratios (OR) with 95% confidence intervals (Cl) and P
values from parsimonious logistic regression model of perceived health risks
of 403 Nepalese male migrant workers working in the Middle East and
Malaysia, Nepal 2011.

Variable OR 95% CI for | p-
OR value

Marital status

Married (RC) 1.000

Unmarried 0.455 | 0.2090.989 0.047
Work environment

Very good/good/fair (RC) 1.000

Poor/very poor 2.967 | 1.7894.921 <0.001
Nagelkerke RSquare= .077
Notes

RC-Referernce Category

The Nagelkerké ®-square valu®.077suggests that nearly half the variance in
the datais explained bytwo variables- marital status and work environment
Theseexplain 7.7% of the varianaeompared tdl6.6% when all variablesare
included The next section examines the association between accidents at work

and several independent variables.

5.3.4 Factors associated with accidents at work
The association between accidents at work with different factors is presented in

(Table 5.16).There are three key statistically significant variables associated
with accidents at work. Respondents wdr@ youngerare less likely to have
experienced a workelated accidentThis association with ages statistically
significant (P=0.022). A lower proportion (14%f respondents wharesatisfied
with their accommodation compared to a quarter (24%) of respondentaresho
not satisfied, experienced wer&lated accidents. It is interesting to note that the
proportion of accidents increased with the status of acawation and
accommodation abroad strongly associated with accidents at work (P=0.018).
It is also interestinghat respondenivho perceiveda poor or very poor work
environment experienced more accidents (34%) than those who worked in very
good good orfair work environmerd (13%). Sq, thereis a highly significant
positive association between work environment and accidents at work (P<0.001).
Remaining factorssuch as ethnicity, marital status, education, occupation,
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country of work, duration of stay edmd, work hours, income, health insurance,
doctor registrationgiet, current smoking status, alcohol consumptiabit and
taking part in exercise most dayold nonsignificant (P>0.05)statistical
associationsvith accidents at work.
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Table 5.16: Association between demographic, soeszonomic, lifestyle
characteristics andaccidents at work

Variable Accidents at work] p- value
Demographic variables
No. %

Age

20-29 years 24 13.0

30-39years 28 17.7

40 + years 17 28.3 0.022
Ethnicity

Brahmins/Chhetri 20 18.5

Others 49 16.6 0.763
Marital status

Married 65 17.7

Unmarried 4 114 0.482
Satidgaction with accommodation abroad

Satisfied 36 13.7

Not satisfied 33 23.6 0.018
Education

Sec/SLC/HS 19 16.1

Primary 36 19.4

None 14 14.1 0.507
Occupation and soctecanomic
characteristics
Current occupation in host countries

Semiskilled job 48 17.2

Unskilled job 21 16.9 1.000
Work environment

Very good/good/fair 40 12.6

Poor/very poor 29 33.7 <0.001
Country of work/Work place abroad

Malaysia 17 12.7

Middle East 52 19.3 0.127
Duration of stay abroad

<4 years 45 18.7

O4 years 24 14.8 0.383
Work hours (average per week)

O70 hours 39 15.7

>70 hours 30 19.5 0.394
Income in Nepalese Rupees (per year
annum)

>150000 ($1701) 25 15.4

Q150000 ($1701) 44 18.3 0.546
Health insurance

Yes 43 17.1

No 26 17.1 1.000




Table 5.16 Continued.

Doctor registration

Yes 55 19.4

No 14 11.8 0.089
Perceived health risks at work

No 30 13.9

Yes 39 20.9 0.086
Health and Lifestyle Charaeristics
Diet

Good/fair 49 16.6

Very poor/poor 20 18.7 0.724
Current smoking status

Non-smoker 29 21.2

Smoker 40 15.0 0.159
Drinking /alcohol consumption habit

Non-alcoholic 38 18.9

Alcoholic 31 15.3 0.414
Take part in exercise most days

Yes 2 6.9

No 67 17.9 0.198
Notes:

Sec Secondary
SLC- School Leaving Certificate

HS- Higher Secondary (including College and Univesity)
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Multivariate logistic regression analysig|as beenapplied to findout which
factors are significantly associated with accidents at work when adjusting for
other variables. Therare four key statistically significant variadé associated
with accidents at workThese ive are: (a) age; (b) accommodation; (c) country
of work; (d) work environmentand (e) doctor registrationinterestingly,
respondents aged 40 and owaee four times more likely (95% CI=1-9.7) to
experience wrk-related accidentcompared withthose aged 2Q9 years.
Accommodations significantly associated with accidents at work. Respondents
not satisfied with their accommodati@me significantly more likely (OR%.9,

95% CI=1.%®-3.4) to experience accideraswork.

Similarly, respondents who worked in the Middle Ea®t3.6 times more likely
(95% CI=1.58.5) to experience wortelated accidents compared to those
respondents who worked in Malaysia. Th&yea strong significant association
between the wérenvironment and accidents at work. Respondents who reported
their work environment as poor or very p@we 3.5 times more likely (95% ClI=
1.86.7) to experience workelated accidents. Respondents whoe not
registered witta doctoraresignificantly less likely (OR=0.3, 95% CI=0:0.7) to
experience a workelated accidentompared witlthose whahadregistered gee
Table 5.17). The remaining factaesenon-significantly associated (P>0.05) with

accidents at work.

111



Table 5.17: Odds ratios(OR) with 95% confidence intervals (Cl) and P
values fromlogistic regression model of accident at work03 Nepalese male
migrant workers working in the Middle East and Malaysia, Nepal 2011.

Variable OR 95% ClI p- value
for OR

Demographic variables
Age 0.007

20-29 years (RC) 1.000

30-39 years 1.647 |0.82%:3.304 0.161

40 + years 4.047 | 1.6879.710 0.002
Ethnicity

Brahmins/Chhetri (RC) 1.000

Others 1.004 | 0.5081.985 0.990
Marital Status

Married (RC) 1.000

Unmarried 0.872 | 0.2532.999 0.828
Satisfaction with accommodation abroac

Satisfied (RC) 1.000

Not satisfied 1.893 | 1.05%:3.411 0.034
Education

Sec/SLC/HS (RC) 1.000

Primary 1.477 |0.7093.077 0.298

None 0.774 | 0.301-1.992 0.595
Occupation and socteconomic
characteristics
Current occupation in host countries

Semiskilled job (RC) 1.000

Unskilled job 0.596 |0.2921.215 0.154
Work environment

Very good/good/fair (RC) 1.000

Poor/vey poor 3.458 | 1.7836.708 <0.001
Country of work

Malaysia (RC) 1.000

Middle East 3.592 |1.5128.534 0.004
Duration of stay abroad

<4 years (RC) 1.000

4 years 0.618 |0.3221.150 |0.129
Work hours (average per week)

O70 hours (RC) 1.000

>70 hours 1.645 | 0.8393.227 0.147
Income in Nepalese Rupees (per annun

>150000 ($1701) (RC) 1.000

0150000 ($1701) 0.933 |0.4841.799 0.836
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Table 5.17 Continued.

Health insurance

Yes (RC) 1.000

No 1.419 |0.71%:2.830 0.321
Doctor registration

Yes (RC) 1.000

No 0.306 |0.1390.676 0.003
Perceived health risks at work

No (RC) 1.000

Yes 1.213 |0.6632.219 0.532
Health and Lifestyle Characteristics
Diet

Good/fair (RC) 1.000

Very poor/poor 0.616 | 0.31%11.222 0.166
Current smoking status t

Non-smoker (RC) 1.000

Smoker 0.667 | 0.3461.288 0.228
Current alcohol consumptiomasus

Non-alcoholic (RC) 1.000

Alcoholic 0.893 |0.4711.693 0.728
Take part in exercise most days

Yes (RC) 1.000

No 2.793 |0.58613.307 | 0.197

Nagelkerke RSquare=.219

Notes

RC-Reference Category

Sec Secondary

SLC- School Leaving Certificate

HS- Higher Secondary (including College and University)
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The parsimonious logistic regressiopalculation has includednly those
explanatory variableshat aresignificantly associated with accidents at work
Thereare five key statistically significant variables with accidents at wéwge

is significantly associated with accidents at work. Respondents aged 40+ years
are2.8 times more likely (95% CI=1-8.0) to experience workelated accidents
than those respondents evhare aged between 20-29 years. Similarly,
respondents wharenot satisfied with their accommodatiane twice as likely
(95% CI=1.123.5) to experience workelated accidents. Respondents who rated
their work environmentas poor or very pooare 3.7 timesmore likely (95%
Cl=2.1-6.6) to experience wortelated accidents than those respondents who
rated a fair good or very good work environment.i¢t noted that respondents
who worked in the Middle Eastre nearly twice as likely (95% CI=136) to
experence workrelated accidents than those respondents who worked in
Malaysia. Respondents whare not registered with a doctaare less likely
(OR=0.5; CI=0.20.9) to experience workelated accidents than those
respondents registered with doctor abroad (Tae 5.18). Since the four
explanatory variablearethe same in the multivariate and parsimonious logistic

regressionagain,the results are very similar.
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Table 5.18: Odds ratios (OR) with 95% confidence intervals (Cl) and P
values fraom parsimonious logistic regression model of accidents at wordf
403 Nepalese male migrant workers working in the Middle East and
Malaysia, Nepal 2011.

Variable OR 95% CI for | p-
OR value

Age 0.025

20-29 years (RC) 1.000

30-39 years 1.543 |0.8292.873 0.171

40 + years 2.828 | 1.3326.003 0.007
Satisfaction with accommodation abroad

Satisfied (RC) 1.000

Not satisfied 2.000 | 1.1433.500 0.015
Work Environment

Very good/good/fair (RC) 1.000

Poor/very poor 3.684 | 2.0586.594 <0.001
Country of work

Malaysia (RC) 1.000

Middle East 1.930 | 1.0213.648 0.043
Doctor registration

Yes (RC) 1.000

No 0.474 |0.2430.924 0.028

Nagelkerke RSquare=.156

Notes

RC-Reference Category

Sec Seconday

SLC- School Leaving Certificate

HS- Higher Secondary (including College and University)

The Nagelkerké ®-square value .156 indicates that 16% of variance in the data
is explained by five variablgs.e. age, satisfaction with accommodation abroad,
work environment, country of work and doctor registraticojnpared to 22%

whenall variablesare included
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5.3.5 Factors associated with a doctor not being visited abroad
The association between not viisg a doctorabroad and demographic variables,

occumtion and sockeconomic characteristics and health and lifestyle
characteristics (Table 5.19)ill now be examined. Therés one single variable,
namely health insurangcéhat isstatisticallyand significanty associagd with a

doctor being not visitedbsoad (P<0.001). More than double the proportion of
respondents (54.6%) who had no health insurance had not visited a doctor abroad

compared to 24.7% of respondents vidodd health insurance abroad.
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Table 5.19: Association betweendemographic, socieeconomic, lifestyle
characteristics and dctor being not visited (utilization of health care)
abroad

Variable Doctor being not| p- value
Demographic variables visited abroad
No. %

Age

20-29 years 61 33.0

30-39 years 66 41.8

40 + years 18 30.0 0.138
Ethnicity

Brahmins/Chhetri 38 35.2

Others 107 36.3 0.933
Marital Status

Married 135 36.7

Unmarried 10 28.6 0.440
Satisfaction with accommodation abroac

Satisfied 100 38.0

Not satisfied 45 32.1 0.288
Education

Sec/SLC/HS 42 35.6

Primary 70 37.6

None 33 33.3 0.767
Occupdion and socieeconomic

characteristics

Current occupation in host countries

Semiskilled job 98 35.1

Unskilled job a7 37.9 0.672
Work environment

Very good/good/fair 120 37.9

Poor/very poor 25 29.1 0.168
Country of work

Malaysia 40 29.9

Middle East 105 39.0 0.089
Duration of stay abroad

<4 years 89 36.9

O4 years 56 34.6 0.705
Work hours (average per week)

070 hours 85 34.1

>70 hours 60 39.0 0.382
Income in Nepalese Rupees (per annun|

>150000 ($1701) 59 36.4

Q150000 ($1701) 86 35.7 0.964
Health insurance

Yes 62 24.7

No 83 54.6 <0.0aL




Table 5.19 Continued.

Perceived health risks at work

No 72 33.3

Yes 73 39.0 0.278
Health and Lifestyle Characteristics
Diet

Good/fair 113 38.2

Very poor/poor 32 29.9 0.159
Current smking status

Non-smoker 54 39.4

Smoker 91 34.2 0.357
Current alcohol consumption status

Non-alcoholic 72 35.8

Alcoholic 73 36.1 1.000
Take part in exercise most days

Yes 11 37.9

No 134 35.8 0.979
Notes:

Sec Secondary
SLC- School Leaving Certificate
HS- Higher Secondary (including College and University)

Multivariate logistic regression analydias beerapplied to find out the factors
significantly associated wita doctor being not visited abroad when adjusting for
other variables. Therare two key statistically significant variables associated
with a doctor not being visited abroadCountry of work is significantly
associated with a doctor being not visited aliraad interestingly, respondents
working in the Middle Easare twice adikely (95% CI=1.13.9) notto have
visited a doctor than those respondemtsking in Malaysia. Similarly, there is a
strong significant association between health insurance andtar dwtbeing
visited abroad. Respondents who had no health insurance adyeo&dtimes
more likely (OR=5.0, 95% CI=3-8.3) not to havevisited a doctor abroad than
those who had health insurance (Table 5.20). The remaining fartomot

significantlyassociated (P>0.05) with a doctor beingvisited abroad.
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Table 5.20: Odds ratios (OR) with 95% confidence intervals (Cl) and P
values from logistic regression model of doctor being not visitedf 403
Nepalese male migrant workers working in theMiddle East and Malaysia,
Nepal 2011.

Variable OR 95% ClI p- value
for OR

Demographic variables
Age

20-29 years (RC) 1.000

30-39 years 1.531 |0.9122.573 0.107

40 + years 0.825 | 0.3931.731 0.610
Ethnicity

Brahmins/Chbtri (RC) 1.000

Others 1.066 |0.6151.848 0.820
Marital Status

Married (RC) 1.000

Unmarried 0.550 |0.2201.378 0.202
Satisfaction with accommodation abroac

Satisfied (RC) 1.000

Not satisfied 0.624 | 0.3801.026 0.603
Education

Sec/SLC/HS (RC) 1.000

Primary 0.890 | 0.5031.573 0.688

None 0.723 | 0.3501.494 0.381
Occupation and socteconomic

characteristics

Current occupation in host countries

Semiskilled job (RC) 1.000

Unskilled job 1.161 | 0.6562.053 0.608
Work environment

Very good/good/fair (RC) 1.000

Poor/very poor 0.582 |0.3191.065 0.079
Country of work

Malaysia (RC) 1.000

Middle East 2111 |1.1363.924 0.018
Duration of stay abroad

<4 yeas (RC) 1.000

4 years 0.990 |0.6151.596 0.968
Work hours (average per week)

O70 hours (RC) 1.000

>70 hours 1.655 | 0.9942.756 0.053
Income in Nepalese Rupees (per annun

>150000 ($1701) (RC) 1.000

0150000 ($1701) 0.836 | 0.5041.386 0.487




Table 5.20: Contined.

Variable OR 95% ClI p- value
for OR

Health insurance

Yes (RC) 1.000

No 5.085 | 3.0958.354 <0.001
Perceived health risks at work

No (RC) 1.000

Yes 1.236 | 0.7691.986 0.381
Health and Lifestyle Charactestics
Diet

Good/fair (RC) 1.000

Very poor/poor 0.628 | 0.3661.077 0.091
Current smoking status

Non-smoker (RC) 1.000

Smoker 0.627 | 0.3691.065 0.084
Current alcohol consumption status

Nontalcoholic (RC) 1.000

Alcoholic 1.224 |0.7392.029 0.433
Take part in exercise most days

Yes (RC) 1.000

No 1.081 | 0.4342.692 0.868
Nagelkerke RSquare= .216
Notes

RC-Reference Category

Sec Secondary

SLC- School Leaving Certificate

HS- Higher Secondary (includng Collegeand University)

The parsimonious logistic regression motsincluded only those explanatory
variablesfound to besignificantly associated with a doctor no¢ing visited
abroad Thereare two key statistically significant variables withdactor not
being visited abroad country of work and health insuranceRespondents
working in the Middle Eastre 1.8 times more likely (95% CI=22.9) not to
havevisited a doctor abroad. Similarly, respondesith no health insurancare
four times moe likely (95% Cl=2.66.2) not to have visited a doctor abroad
(Table 5.21). Since the two explanatory varialakesthe same in the multivariate

and parsimonious logistic regressitime results aragain,very similar
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Table 5.21: Odds ratios (OR) wih 95% confidence intervals (Cl) and P

values from parsimonious logistic regression model of doctor being not
visited abroad of 403 Nepalese male migrant workers working in the Middle
East and Malaysia, Nepal 2011.

Variable OR 95% CI for | p-
OR value

Courtry of work

Malaysia (RC) 1.000

Middle East 1.850 | 1.1502.976 0.011

Health insurance

Yes (RC) 1.000

No 3.992 | 2.5686.204 <0.001

Nagelkerke RSquare= .139

Notes

RC-Reference Category

The Nagelkerké ®-square value .139 indates that 14% of variance in the data
Is explained by two variablesountry of work and health insurane®mpared to

22%whenall variablesare included
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5.3.6 Factorsassociated with health status and riskssummary
This sectionhas presened the factors associated with health status (including

mental health), perceived health risks and accidents at wiak.is highly
significantly associated with seléported poor health statu¥his meas that
older respondents report having poorer lealiatus than younger ondsiet,
perceived health risk and work environmeme strongly associated with self
reported health status. Thei® also a strong association between perceived
health risk and meat health. It seems that respondents who pesde@alth risks

at workare more likely to experience mental health issMéstk environments
also associated with mental healthlowever, income, education léydealth
insurance and doctor registrati@me not associated witlself-reportedhealth

statts.

Age, accommodation and work environmené strongly associated with the
reporting of accidents adaremare tikely to Thos e
experience workelated accidents compared to younger age groups. Similarly,
respondents where not satiBed with their accommodation and who workan

poorerwork environmentre more likely to experience worklated accidents.

5.4 Chapter summary
The first part of this chapter presented the overall profile of Nepalese migrant

workers in the Middle East drMalaysia. It shows that most of the migraares
youngi.e. under the age of 4@arried and with primary or no education. The
majority of the workergperceive themselves toave avery good/good or fair

diet, work environmentand health statudNearly half of the Nepalese workers
perceived health risks at work. The study also demonstrates that Nepalese
migrant workers have reasonable access to health care seiMasy. are
covered by some kind of health insurance, bat all migrant workers are

coveredor in some casethe insurance iperceived as sufficient

The second part of this chapter examined the factors associated with outcome
variables i.e. health status (including mental health), health risks, accidents at
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work and doctor vis# in the last 12 months. Overall, age, perceived diet,
perceived health riskand work environment are significantly associated with
selfreported health status. Perceived health risk is significantly associated with
mental health. The statistical analyses also detnate thathe age group(e.g.

40+ years)of the workers, satisfaction with accommodation in the country of
work, perceived work environment, work location and registration with a doctor
are significantly associated with wer&lated accidents. Howevernlg work
location andhavinghealth insurance are significantly associated wahseeing

a doctor abroad.
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CHAPTER 6 QUALITATIVE RESULTS

6.1 Introduction
This chapter describes the qualitative results in main sections. The first

presents the socidemographic fearacteristics ofthe intervieweesand the
second summarises the key themes generfabed a thematic analysis of the

interviewdata

6.2 St udy par t i-dempgeaphic sharacterstics o
A total of 20 study participants participated in thedepth inteviews. Of these,

15 were married and five were unmarried. Their ages ranged from 20 to 49 years,
with the majority (60%) less than 30 years old. Half of the participants were from
privileged main stream groups (Brahman/Chhetiije were from different
privileged ethnic groupsuch asTamang Limbu or Magar, four were from a
disadvantaged ethnic groypalit); and one belonged to a Terai caste (Table
6.1). Half of theintervieweeseither had no education or a primary level of
education. Two thirds of themvorked in the Middle East and one third worked

in Malaysia. More than half (55%) rated their health as fair or good. The majority
(60%) rated their work environment as fair or good. Nearly half had experienced

work-related accidents.
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Table6.1:

Sociodemographic characteristics of study participants

ID | Characteristics
Place Age | Acci Health | Work Ethnic. | Edu. MS | LS

3* | Qatar 28 No Fair Poor B/C +12/LA| M 2

4 Saudi 29 No Good Fair B/C Pri M 10
Arabia

5 Malaysia | 23 No Good Good D SLC M 4

6 Saudi 48 Yes Fair Fair D No M 8
Arabia

7 Saudi 49 Yes Poor Good Cha SLC M 13
Arabia

8 Malaysia | 42 Yes Fair Fair Lim SLC M 2

9 Qatar 41 Yes Poor Poor Ta No M 6

10 | Malaysia | 20 No Poor Poor B/C SLC M 1

11 | Malaysia | 25 No Poor Poor B/C Pri M 3

12 | Saudi 40 Yes Very Poor B/C No M 5
Arabia Poor

13 | Qatar 23 No Good Good B/C SLC UM | 4

14 | Saudi 21 Yes Very Poor Lim Pri UM | 2
Arabia Poor

15 | Malaysia | 35 Yes Very Poor B/C SLC M 1

Poor

16 | Malaysia | 25 No Good Fair D Pri UM |6

17 | Malaysia | 38 No Poor Fair Ta Pri M 2

18 | Qatar 40 No Poor Poor D Pri M 6

19 | Qatar 29 No Good Good B/C Pri M 3

20 | Qatar 27 No Good Good B/C SLC M 2

21 | Qatar 22 Yes Good Good Ma SLC UM | 2

22 | Qatar 21 Yes Good Good B/C SLC UM | 2

Legend

Acci- Work-related accident,

Work -Working condition

Ethnic Ethnicity, B/Cs Brahmin and Chhetri, DaDalit, Ta Tamang, LimLimbu, Ma-Magar,

ChaChaudhary

Edu- Education, No EduNo Education, Pri EdiPrimary Education

SLC- School Leaving Certificate, |.A2 orIntermediate level

MS-Marital Status, M=Married, UM=Unmarried
LS-length of stay(in a year)

* ID numbers start at 3 as two pilot interviews are not included here.
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6.3 Key themes
The analysis of the interviews revealed severaltBeglmes which are discusse

below under six broad headings:

1 push factors of migration

pull factors of migration

experiences of living abroad

experiences of working abroad

health and health services

suggestions to improve health and waeding

= =4 4 4 2

6.4 Push factors of migration
Factors #ecting migration are very complex. People move for a combination of

reasons. However, the following stliemes emerged under the broad heading
fipush factors of migratian economicandbr financial difficulties; political

instability or conflict; and erauragement from friends and relatives.

6.4.1 Economicand/or financial difficulties
Economic factors play an important role in any migration process. The economic

push factors that motivate Nepalese migrants to leave their cauatriack of
jobs andopporunities;the need to support famijyand individual circumstances

(self-sufficiency). These are described briefly below

Lack of jobs and opportunities

Many participants in this study thought that economic hardship in Nepal
caused by having few locpb opportunitiesand ths affectsthe lives of people
greatly Some said that they could not earn mooeyng to the lack ofiob
opportunities anthatthey experiened economic difficulties in maintaining their
livelihoods. Other participants suggestbdt they strugg to meet the needs of

their family, for example:

I di dnot compl ete any higher educati
situation of the country was not good and | went abroad.
(B/C, SLCGood health, Middle East, Ad®, Participant 20)

12¢



A construction worker from Saudi notédw his low income in Nepamade it

difficult for him to surviveand failure to meet the needs of his family

| worked as a labourer in Nepal. My average income was about NRs 50
(US$0.55) per dawhich was not sufficient for our livelihood. | had no
money to fulfil the demands of my son, wife and mother which made me
unhappy in Nepal. Hence | decided to go abroad for work.

(B/C, Low edu. Good health, Middle East, Age 29, Participant 4)

Althoudh workers have a very low income in Nepahuanber ofworkers either

borrow money from friendandfamily or sell propertye.g. landYo go abroad.

Needs to support family

A number of participants explained that although their secamomic status for

the often agrarianbased Nepalese lifestyle was considered not too bad, they
experienced financi al difficulties iIin pa
meeting extra family needs that caused them to seek work abnoattheASaudi

constructiorworker noted pressure frohis family:

| lived in [an] extendedamily, with my father and mother, my wife and
children, my brother and sister and
was not sufficient for our livelihood. Apart from this, my father and
mother, my son and daughter had their own need for money. My income
was not enough for their demands so | went abroad to earn more money
and to fulfil the demands of my family.

(Cha, SLCPoor health, Middle East, Age 49, Participant 7)

Although afactory worker in Malaysia did not have great financial probléms

Nepal he stillneeded momoney to pay for his childrent
The economic situation of my family was okay. We are farmers so we
dondét have any <choi ce e xwasgufficieitar mi ng.
to manage our | ivelihood. We wanted t
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schooling and to improve their future. So, in fact, | went abroad to
improve our future.
(Ta, Low edu. Poor health, N&gysia Age 38, Participant?)

Seltsuffiagency

There was one specific interviewee, who was somewhat different from the rest;
what we may call in qualitative terms a disconfirming case (Mays & Pope,
2000), as he reported becoming slfficient as the reason for migration. A
young 2lyearold paticipant articulated thassan abandoned orphan and fully
dependent on his grandmothée decided to travel abroad to seek a brighter

future:

My father passed away when | was two and my mother got married to
someone else. | was dependent on my grarttin@ind she was hardly
able to make ends meet. Then | went abroad to earn money

(Lim, Low edu. Poor health, isfidle East, Age 21, Participant 14)

Overall, participants experienced financial difficulties in managing their
livelihoods, providing financiakupport to their family (including parents) and
childrends schooling. These are some of
migrants to work abroad. For these men, economic hardship in Nepal and their

desire to improve their financial stataethe man reasosfor working abroad.

The next sudheme 6 pol i t i cal i nst abiislidentiyed asr conf |

another push factor of migratipasdescribed below.

6.4.2Political instability or conflict
Many participants argued that the politically uibétasituation in Nepal s

created many problems. Participants told many stories about political burdens,
the uncertainty of their lives in Nepal and their decisions to leave the country.

One quote highlights this to good effect:
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Nepal experienced palial instability over the last decade as there were
no more job opportunities. Frequent strikes and rallies disturbed our
daily life and there was no security. Thus | went abroad to work.

(B/C, Low edu. Good health,ititlle East, Age 29, Participant 4)

Another factory worker in Malaysia experienced his life being in serious danger
despite previously having a good social reputation and economic status. He
expressed his situation like this:

| was involved in local politics in Nepal as | had a good repatain the
community. Later, the political situation of the country deteriorated and
life was not safe. Then | decided to go abroad

(Limbu, High edu. Fair health, Malaysia, Age 42, Participant 8)

A number of participants experienced the direct impégolitical instability on

their livelihoods. For example, feeling insecure and the frequent disturbance in
their daily |ives oO6forcedd them to | eave
in the country is aother motivator for Nepalese migrants txplore work

abroad.

6.4.3 Encouragement from friends and relatives
Nepalese society has largxtendedfamilies and family members are often

dependent on each other for moral and financial support, help and advice.
Consequently, decisions are made for thikective good will of the familyand

family members might be wiclolrinmbg ntom elye i
other members to explore a better paying job or business (Thieme, 2007).

Several participants in this study articulated that they receivedl naod
financial support from friends and family members to go abroad with the hope of
better overall returns on their original investment. The following expression from

one ofthemexemplife a famil yés role in migration:



| completed school up to graggght. Then | worked in the transportation
sector (helping hand), but was not happy with the job, quit it and stayed
home. My father encouraged me to go abroad.

(B/C, High edu. Poor health, Malaysia, Age 20, Participant 10)

A construction worker in Sali Arabia was encouraged by his friends who also

lent him money:

| received moral and financial support from my friends. Then | went
abroad for work.
(B/C, Low edu. Good health,ititile East, Age 29, Participant 4)

Therefore, several participants expaced positive encouragement from friends
and families to go abroad. Friends and families have offered moral and financial
encouragement to work abroad, indicating their role as a key motiuator

migrationdecisions

6.4.4 Summary of push factors
Overall, @onomic problemsnda poor economgremajor reasosfor Nepalese

workers seeking to migrate abro&m work. Nepalese migrant worketsave

experienced financial difficulties in managing their livelihoods, providing

financial support to their family and fr childrends schooling
major reasons for moving to the Middle East and Malaysia include political
instability and support from friends and relatives. A number of migrant workers

who experienced insecurity in their livesving to political uncertainty also

sought employment abroad. A minority of workers received moral and financial

support from friends and relatives to explore betteojoortunitiesabroad.

6.5 Pull factors of migration
In addition to the push factors described above,dtidy has identified various

fipull factor® for Nepalese workers in seeking employment abroad. Major

themes identified within the pull factoisclude employment opportunities,
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foreign currency exchange rates and networks and support. Thesemds are
briefly highlighted below. The first suiheme relates to employment
opportunities.

6.5.1 Employment opportunities
A majority of study participants state that there are more job opportunities in the

host countries, andheseworkers are attracted bthis emgdoyment andin

particular byearning higher wages. For example:

Economic reason drives people to go abroad and they have a dream of
earning more money. | was also excited to earn more money and | went
abroad.

(Lim, Low edu, Poor health, isfidle East, Age21, Participant 14)

Another construction worker in the Middle East dfge demand for unskilled
workers:
There are no job opportunities in Nep
was poor. There is a demand for workers and unskilled labourers in
Saudiabour market. Thatdés why | went t
(Dalit, No edu, Fair health, Midle East, Age 48, Participant 6)

The next suldheme relates to currency and money.

6.5.2 Foreign currency exchange rates/saving
A number of participants also consideredatthhe exchange rate for foreign

currencies isperceived ashigh and sotranslates into a substantial Nepalese
income. For examplejuring the data collection period in 20%he exchange
rates of one QataRiyal equalsNRs=2040 ($ 0.23) one Saudi Riyals worth
NRs=1981 ($ 0.22), and 1 Malaysian Ringgi worth NRs=2427 ($ 0.28)
Consequently a small saving in the host country could translate into a large

amount of Nepali rupeeshis has clearlynspiredsometo go abroad:
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I dondt t hinmdoeyv we go sorindia Athink we can earn
more money in Malaysia than Nepal and India because the currency
exchange rate is higher.

(Dalit, High edu. Good health, dle East, Age 23, Participant 5)

In the eyes of many workers there wi# more savings that can be sent back to

their family while working in Saudi Arabia. One quoted:

As far as | know, workers can save more money in Saudi. For example, if
workers earn 500 Riyal ($ 137), monthly, they can save the whole
amount. So, working iBaudiArabiais highly advantageous.

(B/C, Pri edu. Good health, isdle East Age 29, Participant 4)

A possible reason behind thisn di vi dual 0 sis tlaba rduinberyof t o
workers working in larger compms receive benefits such as free
accommodation and foofitom the employerAs a result, thegre able tsave all

themoneythey earrin Saudi Arala.

6.5.3 Networks and support
A number of participants suggested that tleye beerencouraged to move

destination countries by their colleague®l friendsOneconstruction worker in
Saudj for example,had received help from friends and then decided to work
abroad. This illustrates the importance of networksintgik easier for Nepalese
workers to migrate Socially speaking existing circle of friends in the host
countriesare able tateach newcomers about the culture of the country, work
environment, wages and information about shopping assathisconstruction
workerin SaudiArabiaquoted:

| think Saudi is the best country to work in. ¥fiends who already

worked in Saudi encouraged me to apply for work there. They have

provided information about the high salary and probability of saving

more money than in other countries.

(Chaudhary, High edu. Poor health,iddle East Age49, Participant 7)
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6.5.4 Summary of pull factors
A majority of migrant workers expect better salaries in the host countries. The

prospect of employment and earning higher wages attracted most Nepalese
migrant workers interviewed. The high exchange rate iidgo currencies and
network and support of friends are other pull factors for Nepalese migrants.
Existing circles of friends and their networkiselp not only to attract Nefese
migrants abroad bulso help to settle these workersito their fost countres

once they have arrived.

Having outlined the pull factors, the next section focusethetife experiences

of migrants in thie host counties

6.6 Experiences of living abroad
The following subthemes emerged under the broad headin@gxperiences of

living abroad: living with close friends, leisure time, recreation and social
activities and accommodation status at the country of work. They are described

and illustrated below.

6.6.1 Living with close friends
Most participants mentioned that they shaaedapartment with other Nepalese

friends. Living in the company of Nepalese friends provided théth the
opportunit to sharetheir feelings, have fun together and also share meals. This

made their living abroad relatively pleasant. One of the factorkevs said:

It was not too bad to live abroad. The company provided four rooms for
us. Three rooms were occupied by Nepalese workers and we maintained
our cleanliness. People who shared the apartment were very close friends
and we enjoyed being togethafve lived happily abroad.

(B/C, High edu. Poor health, N&ysia, Age 20, Participant 10)
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6.6.2 Leisure time, recreation and social activities
Many participants in this study explained that thegl Yary limited leisure time

i.e. mainly on a Friday inhe destination Muslim countries. They spent their
leisure time resting, watching TV, playing sports, reading newspapers, visiting
markets and listening to music. Some workers also gave priority to bathing,
laundry and cleaning their rooms whereas othev® gmiority to finding extra

work over and above their regular work.

A construction worker in Qatar said:
We had a day off on Friday which we partly used to wash clothes and to
clean the apartment. | preferred to watch TV. Normally weptaened
Friday activities on Thursday and went to see friends and visited markets,
the zoo and gardens. We were bored by our routine work and we went out
on Friday to rejuvenate.
(Magar, High edu. Good health,ititlle East, Age 22, Participant 21)

6.6.3 Accommodation
Many participants in this study said that they lived in apartments with limited

facilities. Forinstance apartmerts were perceived as not haviegough space

for the amount of peopleSeveral participants also often experienced sleep

disturbance and mentioed pollution or poor hygieneissues,including the

clearliness oftoilets and bathrooms. For example:
The employer provided a small, congested room near the rubbish. The
mosquitoes and rats bit my ear during the night and they disturbed our
sleep. We sawnakes outside our room. Our room was nhear a jungle.
People threw waste nearby. We didnoét

(Limbu, High edu. Fair health, Malaysia, Age 42, Participant 8)

Another migrant worker in Qatar reported:
It was difficult to live abroad. We were about-26 workers in a single
dormitory. We have to clean the dormitory ourselves. We were

responsible for preparingur own food. We worked all day. We returned
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to our room in the evening and prepared a meal. Sorastive went to
bed without food. We had a complex life abroad.

(Tamang, No edu. Poor healthjddle East Age 49, Participant 9)

In contrast, some other employers provided better accommodation for their
migrant workers. They providetkcent sized rooms with Air Conditioning (AC),
filtered water and cleaners. One migrant worker mentioned this type of living
experience:
The company provided a good size room with an AC facility. We were
eight friends sharing a dormitory, cooked our owod, maintained its
cleanliness and lived happily. The company also provided a Nepali
cleaner to clean the dormitory.
(Limbu, Low edu, Poor health,itille East, Age 21, Participant 14)

Here is another story shared by a migrant woirk&atar:

The company provided meat, fruits and food daily. We had a water filter.
There were three buildings in our camp with four security personnel and
five camp bosses. The camp boss ensured the cleanliness of the camp.
They hired six to seven cleasalaily for cleaning. The shopping centre
was inside the company. The hospital and the bank were within walking
distance of our residence.

(B/C, High edu. Good health,ititlle East Age 29, Participant 19)

6.6.4 Summary of living conditions
The experience of Nepalese migrant workers regarding their living conditions

abroad was diverse. While several Nepalese migrant workers reported that they
lived in poor maintaineccrowded housings and had limited time for recreation

and social activies, others had rather positive experiences. Some men stated that
their accommodation had good amenities and was properly maintained. They
were happy to share apartments with their close friends. Most interviewees spent

spare time on leisure activitiesasiting places.
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The following section explains the working conditions of the migrant workers

abroad.

6.7 Experience of working abroad
Thissectondescri bes the Nepalese workersbo

These experiences range from very positivejuding learning new skills, to
very negative, such as being put under pressure by managers in foreign
workplaces. The following suthemes emerged under this heading: ie@rnew
lessons, health and safety, pressure at work, income;nelated accidds, the
poverty trap, temperature at work, working hours and communication. The first

subtheme highlights the kind of skills acquired and lessons learnt.

6.7.1Learning new things

Onapositivenote many study participants in all three countries sh#nat they
gained new experiences; for example, developing their skills and ability to do
certain work, improving their communication skills and increasing their levels of
confidence. It is interesting to note that a number of migrant workers learnt about
the value of money and friendship. Oligerate study participant mentioned his

experience:

| have learnt the lesson that if we worked in Nepal as hard as we do
abroad, we can also develop our country which would help to improve
our economic situatian

(Dalit, No Edu. Fair health, didle East, Age 48, Participant 6)

A factory worker in Malaysia observed:

In Nepal people waste time, for example, playing cards and carom board
in the street, drinking alcohol, not helping their parents and wife éir th
daily work. People who have been abroad have learnt the lesson i.e. if we
work hard we can harvest gold in our country.

(Limbu, High Edu. Fair health, Malaysia, Age 42, Participant 8)
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In short,some migrant workers have displayed changes in th#udes towards

working in and i$ potentiaimpact on Nepal.

6.7.2Health and safety
The health and safety of migrant workers depends largely on the commitments

and the choices of their employers. Many participants in this study reported that
larger empoyers are better than smaller ones. Larger companies provided safety
equipment, break times and appeared to give priority to the workers. Three of the
interviewees in this study said their employers were very supportive and
provided all necessary faciis. One of them explained:

The work environment in my company was good as the engineer stayed
with us all the time at our work place. The company provided two hours
break during eight hours of duty. There was provision of good security
and supervision obur work. The company provided safety shoes, safety
glasses, helmets, masks and hand gloves to workers.

(B/C, High edu. Good health,ititlle East Age 29, Participant 19)

In contrast, there are several stories of employers notdingvisafe working

environments. One quoted:

The safety was only in the big companies. Our company was small and
we didndét have any safety regulations
and clothes | had taken from Nepal. Sometimes, | got cuts and injuries
my legs from the nails. We worked at a height of three to four flats
without safety precautions. So it was very risky to work abroad.
(TamangNo edu. Poor health, Mdle East Age 41, Participant 9)

Another factory worker in Maysia added:

| worked in an iron factory as a machine operator. My job was risky as |

came in frequent contact with chemicals. My main role was opening and

137



closing the door of the machine and putting in raw materials for

production, thereby exposing mifde chemical fumes and liquids which

could increase the risk of tuberculosis, skin problems, burns and injuries.
(B/C, High edu. Poor health, N&ysia Age 20, Participant 10)

6.7.3Pressure at work
A small number of migranworkers experienced undue pressure at work from

senior staff members. On some occasions managers or employers had threatened
workers that they would cut their salary if workers were unable to complete a
task within a fixed time. One of them reflected:

There is a strict work environment. The employer puts a great deal of

pressure on us. The manager or owner has threatened us that they will

reduce our salary if we are unable to complete a task within a fixed time.
(Dalit, No edu. Fair health, Midle East, Age 48, Participant 6)

6.7.4Perceived discrimination
Some workers were not happy with members of staff especially maneitfars

their work environment. They perceivedeir behaviour as discrimirey. For

example:

The supervisor and seniorast put pressure on workers. They dominated
us as we were from Nepal. They used to make derogatory comments like
Afyou came to work here because you
upset but we could not do anything except work. We worked for three
yearsin that environment.

(B/C, Low edu. Poor health, N&ysia, Age 25, Participant 11)

Not all migrant workers perceived discriminationly within their hostcountry.
A number of migrant workersalso experienced discrimination from the
recruitment agesies in NepalUpon their arrival abroad migrants experienced a

different reality to the one they had been expectine interviewee explained:
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The recruitment agencies are selfish. They charge a lot of money and
send migrant workers with false statensthelief For example,
recruitment agencies issues visa for one fgdt) but when workers
reached their work place, the companies give different jobs.

(Ta,Noedu. Poor health, Mdle East Age41, Participant9)

6.7.5Income
A number of study @rticipants in this study reported that they were happy with

their wages and were able to save money. One of them on a good salary shared:

My experience is not too bad as | went to work abroad on a wage of 700
Riyals ($192) per month. Now it is increaged1320 Riyals ($364) per
month after three and half years. Sometimes, | receive around1/&I0
Riyals ($440467) per month if | work overtime and | save around 1000
to 1100 Riyals ($27302) monthly.

(B/C, High edu. Good health,ititlle East Age 23, Participant 13)

In contrast, many participants suggested that they were paid poorly and often did
not receive their salary regularly. They reported their salary to be quite low,
ranging from 300 to 500 Riyal ($ 80 to $ 133) per mortimgared to workers

from other employers or countries. Some of these workers shared that they had
to spend most of their wages on food and clothing and could hardly save any

money to send home.
A construction worker in Saudi Arabia expressed his views:

Nepalese workers are working in the low wage bracket which ranges
from 300 to 500 Saudi Riygl 80 to $ 133)monthly compared to
workers from other countries i.e. 1400 Saudi Riy&B73.00) for
Philippines and 1000 Saudi Riy@267.00)or Indian workes.

(B/C, Pri. edu. Goothealth Middle East, Age 29, Participant 4)



A factory worker in Malaysialsoshared his experiences as follows:

| struggled for up to three years as | was a new member of the staff and
experienced difficulties in igking up the work. In addition, they
suspended me and underpaid me. The recruitment agency in Nepal fixed
my wages at 481 ($151) Malaysian Ringgit per month but the employer
underpaid i.e. paid only 380 ($119) Malaysian Ringgit per month.

(Dalit, Low edi. Good health, M&aysia Age 25, Participant 16)

Another worker suggested the need ifmdustrial action to receive the earned
salaries:
Someti mes we didndt get our wages
to resolve these problems.
(Limbu,High edu.Fair health, Mdaysia, Age 42, Participant 8)

6.7.6Experience of workrelated accidents
Work-related accidents are also a major health concern for many migrant

workers. Almost 10% of Nepalese migrant workers in the Middle East and
Malaysia eported having a workelated accidentseeChapter 5Section5.2.6.

As the experience of accidents was of critical interest to the aims and objectives
study participants were purposively selected so that almost half of the
participants had experienceanse sort of accidents (e.g. cuts, falls, fractures and
other injuries) at workThe findings described here are meant to highlight the
study parti ci gfworkredated acoidpnesrandemideetiy factors
that study participants perceived akared totheseaccidents. The results should
therefore not be interpreted as an indication of the volume of accidentbe

issues associated with them
The workrelated accidents described ranged from minor accidents with no long

lasting impact to seyus incidents causing lf®ng disability. Not all accidents

happened due to the poor wardated safety standards of the employers: some
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study participants noted that they experienced accidsvitsgyto communication

issues with colleagues and frieratsd managers, and by taking risk themselves.

A young construction worker who had experienced a very serious accident

recalled:

One day one of my colleagues asked for help to fit a 2000 ton machine on
the top of a building. Actually that was not partnay job but | agreed to
help him. Then we tried to put the machine on the stand using a forklift
although normally workers used a crane for such work. The machine
however did not fit properly on the stand and the machine fell down and
crushed half of my laty.

(Limbu, Low edu. Poor health,ititlle East Age 21, Participant 14)

He was no longer able to work either abroad or in Nepal as he is now seriously
disabled. When he was asked about the impact of the accident he explained that
the accident had rugd his life:

I am unable to wal k, candot go to meet
go to the toilet, take a shower or go outside. | need help for this. | am
disturbed mentally. | am single and question myself how can | survive. |
am thinking of askig the government for facilities as a disabled person.
(Limbu, Low edu. Poor health,itlle East Age 21, Participant 14)

One of the study participants working in a factory in Malaysia said, pointing to

his right hand, flexdlamedinsomgdefabur fi nger so,

| worked in a biscuit factory. My supervisor was Chinese and he put
pressur e on me at wor k. I di dnot un
preparation of cream to make the biscuits | was trying to put sugar in the

mixture. | always sipped the machine while putting items in it but that

day my supervisor told me to put it in while the machine was still

141



running. He was standing at my side. | poured the sugar in the running
mixture, and it cut four of my fingers.
(Limbu, High edu. Faihealth, Mdaysia Age 42, Participant 8)

Another participant had also experienced a different accident:
One day | was working on a hole to pass the sewage pipe through the
wall to the fourth floor. | was not wearing a safety belt or helmet that
day. | dipped and fell fronthe fourth floor and was trapped in the hole.
My back bone, legs and hands broke. | also lzavision problem.
(B/C, No edu. Poor health, iNtle East, Age 40, Participant 12)

When he was asked about his feelings during andtageaccident he reflected:

I t hought I was at the final stage of
would live. | was really worried whenever my friends visited me. Later |
felt a little better although | had no hope for my life and the future.
Sometims, | thought it would have been better if | died rather than
staying in this situation.

(B/C, No edu. Poor health,iNtle East Age 40, Participant 12)

After the accident, héelt bitter as hehad beemplaced in the worst possible
situation economichl. He argued:
I have borrowed NRs 300,000 (%$3281)
sufficient funds or property to repay. | feel sad. | have two sons aged 13
and 11. | cannot imagine how my children will pay back that money.
(B/C, No Edu. Poor health, isldle East, Age 40, Participant 12)

6.7.7Temperature at work
Most of the construction workers in this study experienced very high

temperatures at work because they were based in the Middle East and worked

outside. One of the construction workers articulated:
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The work environment was very hot. We sweated all the time because of
high temperatures. Sometimes we wanted to leave the job and return to
Nepal.

(Chaudhary, High edu. Poor health.iddle East Age 49, Participant 7)

In contrast, factory workers in N&ysia were more positive about temperatures
at work because they were based in Malaysia and worked inside. One of them
shared his view:
The work environment in my company was not too bad. The company
provided a fan. So, the environment was okay.
(Ta, Lav edu. Poor health, Maysia, Age 38, Participant 17)

6.7.8Working hours
Several study participants in both Middle Eastern countries mentioned that they

worked long hours. One of the construction workers in Qatar said:

We worked from 5am in the mornit@5 pm in the evening. We only got
our lunch at 2pm in the afternoon. All the other time, we only drank water
and worked without any snacks.

(Tamang, No edu. Poor healthjddle East Age 41, Participant 9)

In contrast many factory workein this study explained that they had an option

of working short shifts. One of them said:

It is difficult to work 12 hours shifts. | preferred to work short hours, i.e.
8 hours per day. A short shift I s
work.

(Dalit, High edu. Good health, idle East, Age 23, Participant 5)

6.7.9Communication problem
Many participants noted that upon their arrival Nepalese people had limited

knowledge of the nature of their job and poor communication skills with
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colleagues and members of senior staff. Workers were neither confident in
English nor understood the language of the host country. A number of study
participants in this study believed that communication difficulties with
colleagues and supervisors might hawereased the risk of accidents and

injuries at the work place. One of the factory workers explained:

Workers also face accidents because of language problems. There are
many supervisors and managers from different countries, for example,
from China. Soijt is difficult to understand their language and people
work differently than is recommended, thereby increasing the risk of
accidents at the work place.

(B/C, High edu. Poor health, N&ysia Age 20 Participant 10)

An interviewee working in the Midd East specifically mentioned language and

translation problems:

The main problem is communication between workers to workers and
senior to junior workers; although, the employers provide information
about health and safety at work, workable temperaeiee Nepalese
workers do not understand the languagé¢hefhost country.

(B/C, High edu. Fair health, Mdle East Age 28Participant 3)

A migrant worker in Malaysia said something similar as he implied that Nepali
migrant workers worked largely vibut clear instructions and communication as

they did not understand the local language:

The work environment was not good.

We only worked.
(B/C, High edu. Poor health, N&ysia Age 35, Participant 15)
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6.7.10Summary of working abroad
Overall, interviewees shared a number of work related issues including pressure

at work, communication problems, underpayment, long working hours, high
temperatures and poor health and safety standards. Howeverw#rersome
positive experiences some reported that theipad learnt new skills and
techniques, saved money, received compensation and had safe work

environments.

The following section explains mi grants
services abroad.

6.8 Health and healthservices
This section presents the findings with

general health and health services in the host countries. Teesubs physical
health, mental healfhmedical cost and experience of health services abroad
emerged uder this theme. The first sttheme below relates to physical health.

6.8.1 Physical health
When workers were asked to describe their physical health in the host countries,

several migrant workers in the -depth interviews reported that they had
experienced leest pain, indigestion, vomiting and gall stones. Others explained
that they had experienced high blood pressure, severe pain, sore legs, back pain
and abdominal pain. Workers who have had serious accidents told of their poor
health abroad for obvious resss. Two migrant workers, whdad not
experiencechave accidents, considered their health deteriorated while working
abroad compared to their health when they were in Nepal. One of the factory
workers in Malaysia blantehis working conditions for the deteration of his

health:

| suffered from pain in the chest, hands, legs, joints and fingers. The work

environment of the factory was not go
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wor ked continuously. The empl oyer
welfare.The polluted environment had a negative impact on our body.
(B/C, Low edu. Poor health, Malaysia, Age 25, Participant 11)

In contrast, two migrant workers experienced better health in the destination
countries than when they lived in Nepal. In repdythe question about the
probable reason for having better health abreamhnstruction worker in Qatar

said he had changed his lifestyle abroad:

In Nepal, | experienced indigestion, frequent passing of stools and
vomiting. | was a heavy smoker and rkaa lot of alcohol but | stopped
these activities in Qatar as | judged myself that | was abroad and this was
not a healthy lifestyle for me. | controlled myself and was then free from
these problems. | had a good appetite and | had a good experience of a
healthy life abroad.

(B/C, Low edu. Good health,ititlle East Age 29, Participant 19)

Thus working abroad brought lifstyle changes and health benefits to a minority

of migrant workers.

6.8.2 Mental health
Apart from physical health experiencéstierviewees were also asked to share

about their mental health experiencdsgeneralinterviewees considered that
they did not haveery seriougnental health issues. Howevarjetailed analysis

of their responsebasidentified someimportantmental kealth issues that they
experienced. Thee include hopelessness, loneliness, tension, depression and
stress. A common belief among the Nepalese migrants was that the mechanistic
lifestyle in the host countries had adverse effectgsheir mental health stas
(Schor, 1991). Most of the participariislievedthat their busy lifestyle abroad,
accidents at workbeing away from family and insufficient leisure tinmtead

caused these problems. One migrant woskekeabout his mental health:
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| had no experiencef mental problems but | was nearly at the stage of
depression because of an accident. | went abroad to earn money, instead
| had an accident and had no earning

(Limbu, High edu. Fair health, Malaysia, Age 42, Participant 8)

When asked about thetisation of mental health among other Nepalese workers,
he added:
Young age groups and unmarried are at high risk of depression. Even
some Nepalese who were already married and had children in Nepal had
affairs or got married in Malaysia. The foreign ladi®ften kept their
passports, collected their salaries and the Nepalese workers fell into a
trap; unable to return to Nepal and were depressed.
(Limbu, High edu. Fair health, Malaysia, Age 42, Participant 8)

The latter problem of relationships withcld women is duture possiblesocial
research topic

6.8.2.1 Playing it down
Some migrants did not want to be labelled as having mental health problems nor

did they want to see themselves as mentally ill but they quoted having symptoms
that equate to mental liness/distress. A number of workers said they
experienced stress or homesickness at specific times, for example around
important religious festivals in Nepal, thus a construction worker in Qatar

expressed:

| did not have any major mental problems. | fedpeless during a festive
season in Nepal. | missed my friends and family.
(B/C, High edu. Good health,ititlle East Age 23, Participant 13)

6.8.3 Experience of health services abroad
On this suktheme, migrants noted that they had mixed experievict® use of

health services. Many participants in this study stated that health care provision
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was dependent on the nature of the companies they eddid. Most of the
interviewees experienced that the larger compangre better than the smaller
onesas they provide health insurance, health costs (many of them have their own
clinics in the company and health services free of charge) and transportation
facilities for any serious medical problems. The smaller compaticknot
provide these facilities foworkers. A migrant worker in Qatar withnessed the
accident of his friend and reported that the employer provided quality health
services, as well as compensation for this workemdferted

One of my friends had an accident in building constructiooualiwo
years ago. He stayed for two years i
nearly dead but he got all health care from the host country and he
became normal after two years. The company provided one hundred
thousand Riyals ($27,472.53) and he returneNépal, built a house and
he is planning to start a business in Nepal.

(B/C, High Edu. good health, itlle East Age 23, Participant 13)

Another older construction worker in Saudi Arabia expressed his view very

positively. He said:

| am happy with the health services that | used last time abroad. The
doctor and nurse came for regular chagbs. Sometimes, while
hospitalized, medical personnel came every ten minutes to check on my
health situation.

(Dalit, No Edu. Fair health, Ndidle Eag, Age 48, Participant 6)

Despite the above reports of good quality health care and health insurance
abroad, some participants commented on a number of obstrutiieynsaced
regardingaccess to and use bfeal t h ser vi ces. Paast i ci pan
associated with financial problems as they were usually not covered by health
insurance. They also highlighted that migrants whodddiealth insurance or

had low class insuranaeereless likely to obtain free health care services and a
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number of migant workers returned to Nepal for medical treatment. A factory

worker in Malaysia highlighted that:
The employers provided 3 Malaysian Ringgit ($&$11) per month for
each worker for their medical problems. The money provided by the
employer would cove minor health problems. The workers are
responsible themselves for major health problems abroad. Many
Nepalese cancelled their work permit and returned to Nepal for treatment
during major health problems. If they suffered from kidney problems,
jaundice et. they had to sell land and property in order to pay for
treatment in Nepal.

(Limbu,High edu. Fair health, Malaysia, Age 42, Participant 8)

Similarly, study participants indicated that many migrant workeese not
comfortable speaking either in Hislp or in the host language and expressed
difficulties in communicating with a physician during their health chgzk
Several participants noted that Nepaleseenot getting quality treatment due to

a communication gap with physicians. For example:

New workers experience more problems as they are less confident and
struggle to communicate in the host language during medical etk
(Dalit, Low edu. Poor health, Mdle East Age 40, Participant 18)

Others articulated that workers workingainly in the smaller companiegdchot
often have access to transport to go to the governmental hospital for the use of

health services. A young construction worker in Qatar explained:

I had health problems for a ebuple of
was unfit for work. | requested the company for treatment but the
company refused as they had no vehicle to take me to the governmental
hospital. Then | went to the private clinic which was very expensive. |
spent 1000 to 2000 Qatari Riyals ($275 t&8h

(Ma, High edu. Good health,iltle East Age 22, Participant 21)
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In addition to this, a number of migrant workers experienced difficulty in getting
timely treatment as the employer gave less priority to take tbhdmospital on
religious grounds. QO construction worker in Saudi Arabia reported that his
employer hadhot takenhim to the hospitaswiftly when he hadada serious

accident. For example:

I had a serious accident. |l fainted

from my friends that thyetook me to the hospital a little bit too late. The

employer tried to sort out my religion first. Later | came to know that they

give priority to Muslim people. In general Muslim people dominate

Hindus. Similarly some people said that because he is auHihd

shoul dndét be taken to the hospital
(Limbu, Low edu. Poor health,ititlle East Age 21, Participant 14)

This is another incidence of discriminatigat holds a different contextto the
economic discrimination noted Bection 67.4

6.8.4 Summary of health and health services
Interviewees reported various health problems including chest pain, indigestion;

gall stones, high blood pressure, and back pain. In addition, some also
experienced discrimination and mental health problems including lsspeles,
loneliness and stress. Some participants did not have medical insurance and faced
problems with transportation, communication and delayed treatment. However,
not all responses were negative. A number of migrant workers received free
medical treatmet as well as compensation for the health problems/accidents
abroad. In addition to this, some men reported better health whilst working

abroad. The possible reasons for this will be discussed foltbeing chapter

a

6.9 Mi grant sdé sugges tthiandwsll-béing i mpr ov e

All migrant workers in this study were asked for suggestions to improve the
health and welbeing of Nepalese workers abroaibarly halfof them suggested

that the workers, employers, host government and Nepalese government all had
15C



roles to play to improvehe health and welbeing of workers A number of
workers highlighted the impact of lotwgorking hours and unhealthy lHgyles
(i.e. food, diet, smoking and drinking) on health and aweihg whereas others
emphasized the lack of lagrence to health and safety rules at work and
inappropriate training to minireé accidents and injuries. A construction worker
in Qatar perceived the solution to be very individualistic in his recommendation
that workers should change their attitude:
To improve the health status of workers, workers should be responsible
for themselves. Many workers were stressed as they worried too much
about thé family back home and their life abroad. So it is important to
take positive thinking, to give priority to Heéey food and fruits, not get
involved in illegal drinking, smoking and gambling
(B/C, Low Edu. Good Health, ifdle East, Age 29, Participant 19)

A construction worker in Saudi Arabia suggested that governments (both
Nepalese and host countieshould take greater responsibility to ensthe
health safety of workers. He said:
It is important for the Nepalese gove
and recruitment agencies to take all responsibilities regarding the health
issues of workers.
(B/C, No Edu. Poor health, isldle East, Age 40, Participant 12)

Another worker in Qataralso added the importance of employment agencies
particularly in providing transparent information, and perhaps better government
rules to protect them. He explained:
There are many things regarding this. Workers were selected for one job
but they didndét get the promised job
false statements and the workers were in a trap and experienced
problems. Similarly, Nepalese workers were updgl compared to
workers from other countries. So it is important to improve in these
sectors.
(B/C, High Edu. Good health, ifitlle East, Age 27, Participants 20)
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691 Summary of migrantso6 sugges-tions

being
Overall, nearly half of all interviewees suggested thabrkers, employers, the

Nepalese government, recruitment agencies in Nepal and host governewsht
to take(more)action to promotéhe health and welbeing of workers abroad.

6.10 Comparison between Middle East and M&aysia
There are a number of similarities and differences between working in the

Middle East in construction and in Malaysia in factari8emerelate © the
nature of the jol{e.g being outsiden extreme temeraturey, others to the way
work is organisd e.g thesizeof thecompany and the culture of the host society.

The table below highlights teesimilarities and differences.

Table 6.2 Similarities and differences between working in the Middle East

andMalaysia
Similarities Differences
1 Long working hours 1 Outdoor employment in the
Middle East compared with
indoorwork in Malaysia
1 Pressure on wogks 1 Accommodation in the Middls
East is overcrowded compare
to Malaysia
1 Low wages 1 More serious accidents in tt
Middle East compared
Malaysia
1 Communication issues T A comparatively  higher

accident rate in the Mdle East

compared to Malaysia

71 Insurance issues 1 High temperature in the dle
East compared to Malaysia

1 Workers get more falities in

1 Accommodatiorsharing with bigger companies in the Midd
Nepalese friends East which is not a case
Malaysa
1 Workers in the Middle Easg
1 Lessomslearnt take morerisks

1 There is a evidence of dlayed
treatment in the Middle Ea
compared with Malaysia.
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6.11 Chapter summary
Overall, economic difficultyis a key driver (or push factor) of migration for

Nepalese workers. Other reasons for going abroad include political instability
and support from friends and relatives. The prospect of employment and earning
higher wages attracted most Nepali workers abrdaesecanall be classed as

pull factors. In ther host countries, many workers are not happy with their living
and working conditions as they contend with poorly maintained housing, limited
time for social activities, pressure at work, communicatiooblems, long
working hours, underpayment, poor health and safety standards and hot
temperatures. Some mentioned experiencing more general discrimination.
Nepalese migrants experiedcearious health problems including chest pain,
back pain, indigestion, fastones, stress, loneliness and hopelessness and
delayed treatmentAlmost half of the participantssuggested that workers,
employers, the Nepalese government, recruitment agencies in Nepal and host
governmert need to take action to improve the heald svellbeing of workers
abroad. However, not all workers were negatbeut their experienceSome
migrant workers reported that they learnt new skills at work, saved money,
received compensation and experienced safeinggavironments. Similarly, a
number of migrant workers received free medical treatment as well as
compensation for the health problems/accidents abroad. In addition to this, some

experienced better health whilst working abroad.
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CHAPTER 7 DISCUSSION

7.1 Introduction
In this chapter the quantitagévfindings are compared and contrasted with the

qualitative findings and the wider literature. This discussion focuses on six key
areas: (a) selfeported health status; (b) mental health; (c) wetkted
accidents; (d) perceived health risks; (e) dootmits, and (f) reasons for
migration. The chapter finishes with a more methodological reflection section on
the strengths and weaknesses of thiDPtesearch. The first key area centres

on health status.

7.2 Selfreported health status
Selfreported hedh statusis a common health measurement tool siocial

science researdffrrisbieet al.,2001;Lim et al.,2007;Manor et al.,2000).The
selfreported health status in this studys beerdichotomized as poor (reported
as very poor or poor) and good (ogted as fair, good and very good) health for
further analysegSection 4.6.0.1). A high proportion (87%) of study participants
reported their health status as good. However, compargeneral populatics)
migrant workers are considered to have relffiveore health problems (Akhtar

& Mohammad, 2008; AArrayed & Hamza, 1995; Eaton, 2004e & Wrench,
1980; Reijneveld, 1998). Selfeported poor health among Nepalese workers in
the Middle East and Malaysia is further discussed together with simildtsresu
reported in other studies. The survey results indicate that the prevalence of self
reportedfipoor healtlh among Nepalese migrants is 13% overall, 15%tiose
working in Malaysia and 12% for the Middle East. €éHe percentage are
comparable to that perted for immigrant studies in the USA (11% for Chinese,
12% for Filipino, 14% for Asian Indian and 17% for Koreargrantg (Frisbieet

al., 2001), Pakistan (14% fdhe general male population) (Ahmad, 2005) and
Russia (17%) (Bobalet al, 1998). Although the percentage of Nepalese
migrants reportingipoor healtl in this study is greater than that reported for
many otheiimmigrant studies Thus the percentage gfoor healtl reportedin

Vietnamwas 6% (GSO, 2004), China (1% for rural to urban Chinesgrants,
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7% for the rural Chinese populatioand 3% for the urban Chinese populatign)
(Heskethet al, 2008), Hong Kong5.5% for South Asian immigranjs(Yan,
2009) Singapore (1.5%) (Linmet al, 2007) Syria (9%) (Asfaret al, 2007)
Further studiesncluded seven percent reportifigoor healtld for the general
male populationin Sweden(Molarius et al., 2006) andagain seven percent for
the general population iBngland(Aresu et al., 2010. Similar to this PID.
study Adhikary et al. (2008), Ahmad (2005), Bobaket al. (1998), Frisbieet al
(2001), Kennedyet al (1998), Hesketlet al. (2008) and Yan (2009) have all
used a fivepoint scale (very good, good, fair, poor and very poor) to measure the

overall health of study participaniseeSection4.6).

The selfreportediipoor health status by Nepalese migrants in the Middle East
and Malaysia in this study is lower than that reported in Nepalese migrant studies
in the UK (Adhikaryet al, 2008) and the USA (Bhatta, 2006). Similarly, the
prevalenceof selfrated fipoor health status in this study is lower than that
reported for other nehlepalese migrants; for example 36% for Arabian migrants
in Israel (Daouckt al, 2009) Gypsies and Travellers (30%) in the UK (Pagty
al., 2006)or immigrants (22) in Netherlands (Reijneveld, 1998Jhere are a
number of possible explanations for the differences in theregatfrted health
status of migrants ithese wide rangingtudies. First, the setated health in
this studyhas beenlichotomisedaspoor orgood, with those reporting poor and
very poor health aBpoor healtld and those reporting fair, good or very good as
figood health. In contrast, some other studi@org & Kristenseret al., 2000;
Daoudet al., 2009; Frisbieet al., 2001; Kennedyet al., 1999 categorise&ifair
healtrd with fipoor healtb i . e . Afairo, Apooro and
together Also, the socieeconomic characteristics of the study population in this
studyare differentfrom those of other studies. For example, in Nepatheggant
studies in the UK (Adhikargt al, 2008) and the USA (Bhatta, 2006), the study
population consisted mainly of highly qualified (including psstondary
students) individuals from higher income groups (skilled or seskilled
workers). Study partipants in the present studye unskilled or semskilled
labourers. This study indicates thatthose working in the Middle East and

Malaysia manly have low educational statueoplewith highereducationmay
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be moreinterestedn going to developed coumes for skilled or technical jobs
(BohraMishra, 2011 Sapkotaet al.,2014). Most of the people in this study are
from rural parts of Nepal where the literacy rate is comparatively low. In addition
to this, peoplevith lower educatioal statusare mordikely to fit and fulfill the
labour needsof the Middle East and MalaysiadAs was to be expectedhe
perception and rating of health status in these groups ,d#fiece ndividuals

with poor socieeconomic status are more likely to experience poor lindia#n
those with higher socieeconomic statusA similar difference inhealth status
linked to sociceconomic statubasalso beenreported by Feinstein (1993) and
Houseet al. (1990).

To gain further insight into the health status of migrant workées,irtdepth
interviews explored questions related to their health expesehterviewees
reportingfipoor healthh described various health problems, including chest pain,
indigestion, gall stones, high blood pressure, sleep disturbance and bacdk pain.
typical comment from an interviewee would b#: suffered from pain in the

chest, hands, legs, joints and fingers. The work environment of the factory was

not good. We didnét have a rest ti me.

workers. The polluteénvironment had a negative impact on our led/Cs,
Low edu., Poor health, Malaysia, Age 25, Participant (sBe Section 6.8.1).
Similar health problembavealsobeenreported for immigrant workers in other
Nepalese studies (Adhikamst al, 2011; Joki et al, 2011b; NIDS, 2006) and
non-Nepalese studies (Ahonen al, 2009; Azaroffet. al. 2004; Ratnasingaret
al., 2011), where immigrants report experiencing fatigue, chest pain, back pain,
physical and mental stress and slessues It is worth remenbering that similar
health problems are also found among-nugrants in various studies on health
care professionals (Chowanadisaial, 2000; Ghalichet al, 2013; Yanget al.,
2008) and nothealth care professionals (Chand, 2006; Deatai, 2005 Park

et al, 2001). However, not all responses iis gtudy were negative. Some men
reported better health whilst working abroad (Seetion 68.1). Possible reasons
for this include life-style changes angubsequenthealth benefitsfor some

migrant workers.

15¢

Th



The next few pages (128-131) outline the associations between selforted
health status with demographic, waeated characteristics and lifestyle factors.
Overall, he selfreported fipoor healtld status in the current study among
Nepalesemigrants in the Middle East and Malaysia is significantly associated
with age, satisfaction with tire accommodation abroad, smoking status,
perceived diet, perceived occupational health risks at work, work environment
and working hours (per week) in tlhwaivariate analysis. The results of logistic
regression also indicate that selfed poor health status is significantly
associated with age, work environment, perceived health risks at work and not

taking regular exercise.

Demographic characteristics

In the study presented in this thesis, age is significantly associated with self
reportedipoor healtb status. People in the &9 and 404age grou@re O 3imes
more likely to reporfipoor health than people in the 2R9 age groupAge has
been reportedis a factor consistently associated with poealth outcome in
multiple studies Ahmad et al, 2005; Asfaret al, 2007; Borg & Kristensen,
2000;Frankset al, 2003;GSO, 2004Kelleheret al, 2003;Lim et al, 2007. A
survey of migrant workers in Vieam has revealed that older peogle more
likely to reportfipoor healtl irrespective of whether thegre migrants or not
(GSO, 2004)Brenner & Ahern (2010), de Zwaet al, (1999) andNiedhammer

et al, (2008) have also reported that fraigrant olde workers experience poor
health. Workplace studies in higlhcome countries have also clearly identified
older workers to have more days off (letegm sickness absence) per year due to
ill health Brenner & Ahern, 2000Niedhammeet al, 2008). In addion, a study

on senior workers in the Dutch construction industry highlights that workers
experience more health problems with advancing age (de Awai, 1999).
Therefore the reportefipoor health in the 30+ years age group in this study
could be a nmiversal phenomenon (biological factor) as the health of human
beingsappears taet worse as age increases (Deaebal., 2005; Lindleet al,
1997).



The results of this survey indicate that some demographic variables, particularly
marital status, edation, income and ethnicitsre not significantly associated
with fipoor healtlh outcomes. These findings aae odds withthosefrom other
studies e.g. (Daouet al, 2009; Farmer & Ferraro, 2005; Lindstramnal., 2001)

who all reported significant assm@tions between fipoor healtlb and these
demographic variables. One possible explanation as to why marital istatits
associated withfipoor health is that so many Nepalese migrant workers are
already marriedNepalis part of a culture where marriageaisnost universal and
where many people marry at a young age (Caltabiano & Castiglioni, 2008).
Another explanation might be that other factors such as (a) marital status and (b)
duration of stay abroad are age related, in other wtindse variables intact.

The older the migrant workethe more likely he ig0 bemarried, ando have

more experiencef working abroad. Finally, there is always the possibility that
the sample was too small to measure some gkih8uences.It would not have
beenpossble to conduct a largexcalestudywithout increasing study resources,

in particular the time spent collecting data

Work environment

This study also found a strong association betwseitreported work
environment and seleportedhealth status. Petgp who reportedtheir work
environment agpooro r v e r were gevem tinges more likely to repgpoor
healthd than those whoeportedtheir work environment a8 v egoog good or

f a i The& association between work environment dpdor health is ako
substantiated by the findings of the qualitative study. Interviewees raised the
issues of lack of safety at work, high temperatures, general exploitation (
working long hours without breaks), workelated accidents and pollution. A
number of intenewees had experienced serious accidents leading to disabilities.
As expected, migrants who had serious accidents at work were more likely to
reportfipoor healtd. Others reported experiencing indigestion, chest pain, high
blood pressure andthersevere p@. The findings of this study are consistent
with Danish (Borg & Kristensen, 2000), Swedish (Molariess al, 2006)
Mauritian (Suntoo & Chittoo, 2011and Spanishworkplace studiegAgudelc

Suarezet al, 2009) The study of Chinese construction workémsMauritius
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reported that most &s not satisfied with their working conditions, their main
concernsbeing lack of workplace health and safety and long wgrkours
(Suntoo & Chittoo, 2011)

The analyses of the -depth interviews in this study idengfi work
environments, exploitation (e.g. lack of regular breaks) from the employer and
work-related accidents as reasons for goealth among the study participants.
This would support study participansuggestions that the health status of
migrant workes could be improved if the Nepalese Government edkosely

with host governments to implement weedated education and training
programmes including refresher training and improving awareness on and/or

adherence to workplagelated health and safetyandards.

Similarly, this study has also identified the relationship between perceived health
risks at work and selfeported health status. The findings conclude tleapfe

who perceived health risks atork werefive times more likely to reporiipoor
healthd than those whalid not perceive health risks at wolik is well known

that long working hours and polluted work environments increase the risk of
health problems including skitroubles (Kuruvila et al, 2006). The strong
association between seHportedipoor healtlh and perceived work environment

is an important issue that policy makers in Nepal and destination couaries
required to address in ordén improve the workplace safety and health of
Nepalese migrant workers. In spite of the nigaexperiences expressed by
some study participants in their discourses, tiheedso positive feedback from
some study participantsSome reported that they learnt new skills and
techniques, saved money, received compensation and had safe work

environmnents (se&ection 67 for detail).

Lifestyle factors

The results of this study indicate that selportedfipoor healtl is not associated
with smoking statusr alcohol consumption an$ negatively associated with
taking part in exercise most days.tBmf these findings are unexpectel.is

surprising given the fact that not taking part in exercise, smoking and alcohol
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consumption are known risk factors for several diseaseshealth problems
(Bobak et al, 1998). It should be noted that only 2@dst participants (7%)
reported taking regular exercis®ne plausible reasorfor this is that most
workers had outdoor jobs in the building industry with long working hours and
so did not have time or energy for further exercisetherpossible explanain

is due tothe small sample sizéOwing to the relatively moderatenumber of
study participants(n=403) the chance of finding statistically significant
differences in rare events, i.e. with a relatively low prevalence is itselfTbis.

is due to the &called law of large number#& larger sample size implies that
confidence intervals are narrower and that more reliable conclusions can be
reached (de Winter, 2013)There is always the possibility oélection biasfor
example, respondents who were dléy, smoked and consumed alcohol
volunteered to take pawthile thoseperceiving their health to be pooright not
have volunteeredThis selection biasnay reflect the study populatien so the
findings maynot be generadiableto all Nepalese migrantbroad andtherefore,
should be interpreted with cauti¢Winship & Mare, 1992Yan, 2009.

Overall, the health status of Nepalese migrants investigated in this thesis is fairly
good compared to previous Nepalese studies (Adhiagy, 2008; Joshet al.,
2011b; NIDS, 2006) but poor compared to several-hNapalese studieé\éfar et

al., 2007; Hesketret al, 2008;Kennedyet al, 1998;Lim et al, 2007;Yan,
2009). Although various health problems including chest pain, indigestion, gall
stones, backpain and sleep disturbandeave beerreported in the idepth
interviews, not all responsemre negative. Some men reported better health
whilst working abroad. This study found a strong association between work
environments,perceived health risks at wgrlage group and sefated poor
health statusWhile the age group of the workers might be ratthéficult to
address in policiespolicy makers could at least address the issues of work
environment and health and safety standards at work to improves#ith lof

their workforces.
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7.3 Mental health
The survey results identified that the prevalence of mental hisaliesamong

Nepalese migrants is 23% overall, 18% toose working inMalaysia and 26%

for Middle East. Due to a lack of sufficiergsearchiterature on mental health in
Nepal, the findings of this study can only be compared with those of studies in
countries other than Nepal. Moreover, there is a limitation regarding the mental
health comparisons as this .Bh study only contains one basic fsetport
qguestion about mental health in amongst a range of questions on other issues.
Many studies quotethelow focused solely on mental health issues and these
studies often used a range of medfiahlth related questions and scales.

The prevalence oimental health problems reported in the recent study is
comparable to the general population (20%) of Nepal (Staff Reporter, 2008),
rural to urban migrant workers in China (24%) (Yaetgal, 2012), Australia
(18%) (Australian Bureau of Statistics, 200iHe USA (20% overall, 23% for
women & 17% for men) (Conley, 2012), Lebanon (20%ance (23%), Italy
(25%) and Spain (19%) (Alonst al, 2008).

The prevalence of mentakalth issue# this study is slightly lower than those
reported in a crossectioral study on mental health among the general
population in rural postonflict Nepal (i.e. 28% for depression and 23% for
anxiety) (Luitelet al, 2012), and those reported in the World Mental Health
Survey for Colombia (30%), Mexico (32%), New Zealand (28%d USA
(37%) (Alonsoet al, 2008). However, the level of mental health problems
reported in this study is higher thanIndian immigrant study in Australia (15%
reported high to very high levels of psychological distress) (Maheshwari & Steel,
2012) anl those reported in the World Mental Health Survey for Nigeria (7.8%),
Japan (11%) and Germany (14%) (Aloneb al, 2008). Interestingly, the
prevalence rate of mental health in this study is dramatically lower than that
reported by Thapa and Hauff (200880% for depression and 81% anxiety
disorder) among displaced people during the conflict in Nepal. Although this
study used different mental health measuring instruments than that of Thapa and

Hauff (2005), their study waalso conducted among populatiorxposed to
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mass conflict and violence in contrast to this study where apparently healthy

workers headed for work abropdrticipated

The indepth interviews tried to explore types of mental illness experienced
among Nepalese migrant workers in the MédBast and Malaysia. Depression,
hopelessness, nemsress, and stressare common issues among workers in
destination countries. The qualitative part of the study also investigated the
possible causes of mental problems in the study populaktwost of tre
intervieweeshad busy lifestyles in the host country, were away from families,
had insufficient leisure time, experienced pressure at work and worked in poor
work environments leading them to suffeith mentalissues As for example, a
young constructin  worker in the Middle East (e.g. Qatar) experienced
hopelessesshe saidil f el t hopel ess during a festi
my f r i ends- (B Highfedun®iodd yheéalth, Middle East, Age 23,
Participant 13 (see Section 6.8.2.1This indicates that Nepalese people give
importance to theireligious festivals (Subedi, 1991Being away from family
matuing to mental illnessOthers experienced mentaalthdifficulties owing

to work-related accidents that caused disabilities. Similadifigs have been
reported by other investigators (e.g. AgudBlsarezet al, 2009). Immigrant
workers in Spain experiencedental healthssuesincluding nervousness, stress
and emotional instabilityhat affected their health and quality of life negativ
(ibid). Mental healthtroublesin the Spanish study linkeh migrantsworking

and living conditions.lt is known that discussing mental health issues is
considered a taboo in many Asian cultures including Nepal (Devkota, 2011;
Lamichhane, 2011; Nishi2013; Shakya, 2011)This may be a reason why

Nepalese migrant workemsay haveperhaps under repodenental health issues.

The study presented in this thesis found a strong association between perceived
health risks and mental health, and waeak association between work
environment and mental health. People repgtheir work environment as poor
andthoseperceiung health risks at worlaremore likely to report mental health
complications The qualitative study identified a number of powork

environment related factoesg.lack of safety, pressure at work, long work hours
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etc.) that contributed to stress and mental health problemse Tinelepth
interviews alsaevealedthat Nepalese workers in the Middle East and Malaysia
areless eduated and less confident in their communication witiwookers and
senior staff members (se&ection 67.9 for detail). Owing to this theyare
perhapdess likely to complain about risks in their workplace, which in taay
havecreated increased ment#ess for them. Other Asian migrant workers who
worked to the Middle Eastern countrieavealso reported to be at high risk of
mental illness due to their living and working conditions (Arnold & ShaB4).
Some previous studies also support the finslimg this study that migrant
workers experienced mental disorsldyecause ofpoor living and working
conditions (Adhikaryet al, 2011; Arndtet al, 2005; Gurunget al, 2004; Joshi

et al, 201b; Keane & McGeeham, 2008; NIDS, 2006). Poor vimgk
environnens include a factors such dsw social support at work, long warky
hours and low wageall leading causes of mental illness reported seaesof
non-migrant studies (Artazcoet al, 2009; Nettersgtrnet al, 2008; Shields,
2006; Vall et al, 20121 Yanget al, 2006). Althougtthis study did not collect
information about suicidal deaths, recent news reports have announced over 160
suicides (100 in Saudi Arabia, 28 in Malaysia,i@@atar and 12 in UAEYf
Nepalese migrant workers in Middle Eastezountries and MalaysiaThe
Himalayan Times2011). Similarly, anothesourcehasnotedthat 120 Nepalese
workers committed suicide and 1B8ve beemurdered in host countriesich as
Malaysia, Qatar, Saudi Arabia and Kuwiait2012 (Sedhai, 2012). Stresdated

to poor acculturation, relationship with advisor and being single (i-enamed)

are leading causes of perceived stress for other Nepalese migrantab@an
workers or student migrants) in South Korea (Bhandari, 20d2he latter study

an advisor is someoneffering advice and supt to international students.
Bhugra (2003) found social vulnerability and culture changes may lead to a sense
of isolation in the host country. He added that the perception of loss of family
home and social @ronment may contribute to depressi@meimmigrant study

in the UA alsofound that having suicidal ideavakingplans to commit suicide
and suicide attempts aessociated witlanxietyrelatedissuesamong Mexican
migrants (Borgeset al, 2009). Although this study did not investigate the

possible reasons for suicide, frustrations among workers (Wegndonot find
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things asthey expected), depression, isolation, and-gxesting mental health

problemsmay contribute to such an outcome.

Overall, he mental health status of Nepalese migrants in this study is fairly
similar to that reported for the general population of Nepal, Arabic coustges
Lebanonand some European countriesg(eFrance, ltaly and Spain) (Staff
Reporter, 2008; Karamt al, 2008; Alonscet al, 2008).The n-depth interviews

have identifiedthat hopelessness, loneliness, tension, depression and @teess
among mental health issues experienced by Nepalese migrant workers. Most
participants viewed that their busy lifestyler@dd beingaway from family and

havinginsufficient leisure times causinghese problems.

7.4 Work -related accidents
This study found that almost 17% of Nepalese migrant workers experience work

related accidents in the host countries. The prevalencefnelated accidents
is higher among the migrant workers in the Middle East (19%) than in Malaysia
(13%). A review article on Nepalese migrant workers in Middle Eastern
countrieshassuggested that migrant workers experiehigger levels ofwork-
related accidentsthan local worker or than other migrant&dhikary et al,
2011) This is supported by the finding thatound 21% of Nepalese workers
report visitng accident and emergency departnsantthe past 12 monthsee
Section 5.2.6. The prevalence ofvork-related accidents in the current study is
lower than that recorded in a previous study (RB¥hong Nepalese migrants
working in Gulfcountries (Joshet al, 201b) and among Nepalese workers in
Nepal (Kumaret al.,2003) Thelatterstudy (Kumaretal., 2003) reported that an
average 22%of factory workers experiencaccidens per year However,the
accident rate reported in this thessscomparable to the findings of studies
among construction workers in developed countinekiding 20% in the USA
17%in Australia and 14%n New Zealand (Feyest al, 2001) Whilst a study
of Mexican migrants in the USfeported thatl8% hadexperienced jolvelated
injuries (Ganyet al, 2011). The prevalence of workelated accidents in this
Ph.D. thesis ishigher than that recorded among manufacturing workers in
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Australia (10%) and New Zealand (9%) (Fegeral.,2001).1t is noted that Al
Arrayed and Hamza (1995) have reported a much higheb{%) rate of
accidents among construction workers in Bahrain @nohterest to this PD.
study that migrant workersre more likely to experience accidents than local

workers.

The age of the workers, satisfaction with accommodation in the country of work,
perceived work environment, country of work and registratiaih widoctorare
alsoassociated with workelated accidents. The results of this study indicate that
older migrants(40+ years)re four times more likely to have woegtacerelated
accidents than young age greu20-29 years). Older age as a risk factor
work place accidents has also been identified by Fetyalr, (2001),Joneset al,
(2011); Joshet al (2011b); Loweryet al, (1998) andsalminen(2004). Findings

to the contrary, i.ethat young age groups(<30 year} are more likely to
experiencavork-related injuries hae been reported by other€ijauet al, 2002;

Nij et al, 2003; Tadesse & Kumie, 2007). Limited training ageneral
inattentivenessmay be the causg higher rates of accidents among tke
younger workers. However, most partigips in this study areclassed as
unskilled or semskilled, andhad beerfon the joldfor relatively short periosl of
time, although all had been working more than six months in their. jobs
therefore likely that older Nepalese migrant workers stuidi¢klis thesidhad not
been able to accumulate the necessadiditional skills when compared to
youngerworkers This is counter intuitive, but the underlying explanations are
firstly that older workers abroad dwt bring with them skills from Nepal tha
give them an advantage over younger migrant workers. Secondly, perhaps the
jobs abroad r@: (a)very different from what they have done in the past in Nepal
and(b) so lowskilled that there is little opportunity to learn new skills that may
give a corparative advantage ain more experiencever youngerworkers.In
contrast, theymay havehad physiological changes associated with aging. It is
known that muscle strength starts to decline through increasing age (Fetntera
al., 1991; Lindleet al, 197). Therefore, the increased risk of having an accident
in oldermigrants especially amonthose aged0+ could be due to physiological

changes in the body associated witkiiag. Further, older age grosimighthave
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additional risk factors that make themore prone to acciden{arndt et al.,
2005 Deaconet al., 2005. In this study, as in the rest of Nepal most migrant
workers in the& forties and over are married and he greater family
responsibilies and therefore could be experientng more anxiety as a
consequenceThis could another reason for them to be more prone to-work
related accidents than the younger age gotlihe occurrence of wostelated
accidentds significantly related to satisfaction of accommodation in the country
of work. Poor acommodatiormay lead to pooer sleep or rest and peopleamn

not be as alert at workompared tahose who are well rested. Wer&lated
accidents associated with sleep disturbance are well documented in the literature
(Akerstedtet al, 2002; Lavieet al, 1981; Martikaineret al, 1998).

Similarly, people who perceive their work environmenfyasor or fivery poon

may be more likely to report accidents than people who work fiuery
good/goo or fifaird work environments. Workelated accidents and injas
associated with a poor work environment are well documented in the media
(Nepal news2008; Hadid2005) More importantly, a poor work environmeist

a welkrecognised risk factor for wottelated accidents in a number of Nepalese
(Gurung& Adhikari, 2004; Joshet al, 201Db; NIDS, 2006) and noiNepalese
studies Abdul-Aziz, 2001;Al-Arrayed & Hamza, 1995Arnold & Shah, 1984;
Murty et al, 2006). Chengand Wu (2013) also found that a poor work
environment includingan absence of safety measures agdigment, incorrect
operating procedures, inadequate hazard awareness, and insufficient use of
protective equipmentresults in more accidents and disability mainly in
construction and manufacturing indussr Proper implementation of safety
regulations atindustrial sites andmaking work environmerg safer should
therefore be a priority for employers and policy makers (Bemdch., 2011,
Giuffrida et al, 2002). Additionally, workers should be trained adequately in

their jobs as well as in the applicatiof anysafety measures.

In this study,another unexpected finding has been tthattor registrations
negatively associated with accidents at waitkus, people who are not registered

with a doctorareless likely to report workelated accidents comqeal to tlose
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who did register. The first possible explanation for this could be due to the
insurance coverage policy of the company for they workBerdahl & Zodet,
2010; Mou et al, 2009) e.g. migrant workers who are covel®d health
insurance are régiered witha doctor andso have easier access ¢me. Thus
workers who are not registered with the doctor may heeslself medication
and/or home treatmetgchniquesn thear host country (Naingt al, 2012). This
explanation would only explain sont# the minor accidents that people may
have 6forgottend to r epor-teportimgModket quest.
al., 1999;Parkeret al, 1994; Pranskegt al, 2010). Some of theerceivedunder
reporting mightalsobe due to misconceptions amdsunderstandings as to what
constitutes an accident or workers hiding the fact that they were involed in an
accident due to fear of losing their job (Pranskwl, 2010).Someinterviewees

in this PhD. studynoted thatuninsured workersre less likelyto seek advice
from adoctor in thehostcountry. In additionthe interviewsincludeda small
number of migrant workers with very serious accideatel who had no
insuranceand thereforehad toreturn home to Nepal for treatmemtever to
return to the bst country. Thus, the qualitative findings also help explain the
survey findings i.e. uninsured workea® less likely to visit a doctor even in the

case ofanaccidentbecause they are not registered with Qrable 519).

A second explanation couldebthat uninsured workers are more aware of
potential accidents because itheompany does not provide medical costs and
compensation. Due to the lack of insurance coverage and doctor registration they
may have beemmore careful to avoid accidents, becausethe negative
consequenceslthough this sounds unlikely arere is no known academic

literaturesupportingto this possible explanation

The work location or country of woris also associated with accidents at work.
Migrant workers who worked in ¢hMiddle Eastare 3.6 timesmore likely to
experience workelated accidents than those working in Malaysia. The possible
explanation of high accident rates in the Middle East compared to Malaysia
undoubtedlydue to the nature of the job, work enviromhand health and safety

at work. Nepalese people in the Middle East vedik buildingandconstruction
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whereas people in Malaysia wexk in factoies The literature on migrant
workers indicates that the construction industry igesy dangerous business
nearly everywhere in the wotldertainlycompared to other industries (Gurcanli

et al, 2008; Murtyet al, 2006; Nijet al, 2003; Shibanet al, 2013). The second
possible reason for high accidents in the Middle East could be due to heat
exposure Mary migrant workers in the Middle East work outsidéere they
experience very high detyme temperaturesiso documented in the literature as

a risk factor (AtArrayed & Hamza, 1995; Josht al, 201Db). Similarly, a third
possibleexplanation for higherarident rate could also be the influence of a
difference in health and safety standards in these two different locations (Habib,
2007). This would suggest that Malaysia has higher health and safety standards,
but there is no available published evidetabackup this assertion

The qualitative analysis identified the nature of accidents experienced and the

injuries sustained by Nepalese migrant workers. Welkted accidents

described ranged from minor with no long lasting impacts to seriougesjur

causing lifelong disabilities. The main causes of reported accidemisided

poor workrelated safety standards, poor communication skills (language
problems) with cewvorkers and senior staff members, amorkerstaking risks

(i.,e. not following the reammended safety precautions). Another qualitative

study among immigrants in Spain reported that immigrants experienced work

related accidents and injuries due to poor working conditions (Aheheth,

2009), also confirimg the findingsfrom this study.It is also worth mentioning

the views of workers regarding.FRorheir emj
example, in the interviews some stated their employers did not seem tOware.

illustrative and shockingjuote highlights this dilemma | Worked in a Iscuit
factory. My supervisor was Chinese and h
understand his language. During preparation of cream to make the biscuits | was

trying to put sugar in the mixture. | always stopped the machine while putting

items in itbut that day my supervisor told me to put it in while the machine was

still running. He was standing at my side. | poured the sugar in the running

mixture, and it cut four of my fing@rgLimbu, High edy.Fair health, Mdaysia,

Age 42, Participant 08)seeSection6.7.6)
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Chi (1985) and Leet al. (2010) hae alsoreported that immigrants ithe USA
experiene delayed treatment becausingaoack of employer care i.eot having
medical insurance, problems with transportation and communicafigain
these findings confirm thoskeom this study however, not all responseas this
study were negative. A number of migrant workers received free medical
treatment as well as compensatidqeee Section 6.8.3 for the health

problems/accidenthat had arisen ayccurredabroad.

As this study only interviewed participants returning to Nepalhas not
accouned for any work-related mortalities of Nepalese migrant workers abroad.
Other reports have estimated that over 800 Nepalese workers died abroad in 2010
and around 600 in 2009The Himdayan Times, 2011 Most of the deaths
occurred in Middle Eastern countries (3B83Saudi Arabia, 192n Qatar and 84

in theUnited Arab Emirates) and in Malaysia (8#id). It is reported that most
deathsare due to workelated hazards, road accidents and frustration among
workers leading to suicide. Aore recenhews reportiashighlighted that over

1300 Nepali migrants working abroad have died in the past three and half years
due to workrelated accidents, road accidenssijcides and murders (Sedhai,
2012), and most of the deaths i.e. over a thousand (1120) occurred in the Middle
East i.e. 350 in Saudi Arabia, 306 in Qatar and 125 in UAE and 441 in Malaysia.
It has been suggested that most deaths occurred daelack of cultural
awarenessilfid), and that soméatalitiescould havebeen avoided or reduced by
proper predeparture orientation classes on workplace and road safety and on
ways to deal with adverse climatic conditions.

Study participants who returned to Nepath serious injuries complained (see
Chapter6.8.3 for detai) that they were not properly compensated. Whether lack
of proper compensation for worklated accidents overseas was due laxk of

legal provision, exploitation by Nepali labour agen@es/or by the employers
themselves, #ack of understanding by the employees regarding their rights, or
some other factors beyond the scope of this study. Published articles (e.g.
Rauniyar,2009a) suggest that there is a lack of awareness among workers o

their kin who are not aware of their legal rights or processes. For instance, under
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Malaysian law, the next of kin of those killed in industrial accidents is entitled to
receive NRs 500,000 ($5864), whereas injuretividuals should receivabout

NRs. 20,000 ($2346) in compensation. However, many are not compensated as
their kin are not legally aware or do not know how to claim compensation
(Rauniyar, 2009a)The low education level of the migrant workers reflemis

the likely low education of their failies. This helps us understand why the
families do not claim compensation. They are unlikely to know about the
existence of this kind of compensatiand evernif they did know about itthey

would be unlikely tcknow how to go about claiming for it abiba

Overall, this studyhasidentified a17% occurrence of workelated accidents
among Nepalese workers in the Middle East and Mald$&ation5.2.6. These
accidents ranged from minor with no long lasting impacts to serious ones causing
life-long disdilities. Poor workrelated safety standards, poor communication
skills (language problem) with emorkers and senior staff members and not
following work place safety procedurese identified as major reasons for such
accidents. Proper training and otigion of migrant workers both in safety
precautions and communication, and bgttdicies andmplementation of work

place safety standards could reduce such injuries and should be considered a
priority by policy makers and governments. Reducing thesriskhe first place
would require a more fundamental change and reducing the exploitation of

migrant workers an even more basic changglobal power relations

7.5 Perceived health risks at work
In the multivariate analysis, perceived health risk at wiorkthis studyis

associatd with marital status and work environmeatpngsidesatisfaction with
accommodation, current occupati@ountry of work, and diet in the univariable
analysis. A higher proportion (48%) of married pedplmore likely to perceie
that they had health risk at work companedh unmarriedindividuals (see
Section 5.33). Unmarried migrant workers may simply perceive fewer risks

because they have fewer social and responsibilities if something goes wrong.
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Similarly, workers rahg ther work environment as poare three times more
likely to perceive health risks at work than those who rater tiaerk
environment as good. People who hadvork long hourswith no safety training
and communication difficulties either in the host laage or in English at work
could experience health risks at work. Associasibetween workg conditions

(i.e. long working hours, language problems, lack of safety training) and health
problems including accidents at work are well documented in thetliter
(Dembeet al, 2005; Orrenius & Zavodny, 200%irtanenet al, 2012 Wong,
1994). Indepth interviews in this thesis identified perceived health risk factors
due toworking under pressureyorking long hours in high temperatures, and
with poor healh and safety regulationSéction 67). It is not surprisinghenthat

the work environments a significant factor associated with perceived health
risks It is save to conclude thdid poorer the work environment, the greater the
perceived risksAs areminder, the first quote below illustrates the pressure put

on Nepali worker by local employer

There is a strict work environment. The employer puts a great deal of

pressure on us. The manager or owner has threatened us that they will

reduce our salaryf we are unable to complete a task within a fixed time.
(Dalit, No edu. Fair health, Midle East Age 48, Participant 6)

The next qote highlights the poor environmentof working in extreme

temperaturesoftentoo difficult for some Nepakvorkersto copewith:

The work environment was very hot. We sweated all the time because of
high temperatures. Sometimes we wanted to leave the job and return to
Nepal.

(Chaudhary, High edu. Poor health,iddle East Age 49, Participant 7)

This last quote refes to the very long hours some migrant workanesforced to

work:
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We worked from 5am in the morning to 5 pm in the evening. We only got
our lunch at 2pm in the afternoon. All the other time, we only drank water
and worked without any snacks.

(Tamang, No edu. Poor healthjddle East Age 41, Participant 9)

An exploratory study in Spain found that migrant workers, mainly working in the
construction and agriculture sectors, considered potential accidents and injuries
caused by falls, cutsalling objects and carrying heavy objects as key health
risks at work (Ahoneret al, 2009). In addition some of workers were exposed to
dust and chemical@bid). Findings of this study are to some extent consistent
with previous studiese(g. Adhikary et al., 2011;AgudeloSuérezet al, 2009;
Ganyet al, 2011 Joshiet al, 201D) in terms of perceived health risks, though

previous studiebBavenot directly investigatgperceived health risks at work.

7.6 Doctor visits
The surveyresultsreveast that alnost two thirds (64%) of respondents had a

medical checlup in the last 12 months. The percentage of migrant workers
visiting a doctor in this study is comparable to that of Burmese immigratiie in
UK where al most 57% i mmi gnicauwingsthevastnt t o
episode of illness (Aungt al, 2010) These figures arkigherthoughthan that
reported for Nepalese migrants in Gulf countries (47%) and the UK (45%)
(Adhikary, 2007; Joshet al, 201D). From thequalitative findingsit is clear
there have beera number of positive responses fronterviewes regarding
access to medical care. Many study participants received free medical treatment
as well as compensation for health problems abroad. Waskersore likely to
see a doctor if they wked in larger companies, when they were insured and
when treatmentareoffered by employeréseeSection 6.8.3) These findings are
alsoconsistent with the findings of other migrant studiese(et al, 201Q Mou
et al, 2009). Despite a reasonable patage of study participants reporting a
doctordés visit, the qualitative study
medical insurance and faced problems with transportation, communication,
delayed treatment, lack of financial resouraest havinghedth insurance or
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experiencingexpensive health care costs as also reported byt aé (2010).
The following quoteused in Section 6.88ighlightedthat some workers did not
geteasyaccess to a doctor or health care:

Al had health problems foraoop|l e of days and | di
was unfit for work. | requested the company for treatment but the
company refused as they had no vehicle to take me to the governmental
hospital. Then | went to the private clinic which was very expensive. |

spent1000 to 2000 Qatari Riyals ($275 to $560f{Ma, High edu. Good
health, Mddle East Age 22, Participant 21)

Thereis a strong association between a doctor not being visited gkvealtth

insurancestatusand country of workMigrantsnot hawng anyhedth insurance

are five times less likely to visit a doctor than thesth health insurance. This is

not surprisinggiven the low paid (unskilled) jobs most study participants had

which may not cover the cost of medical treatmenthmabsence of medical

insuranceThe qualitative analysisighlightedthat some workers are not getting

full treatmentdue totheir host countryinsurance status. sAoneinterviewee
stated(seeSection 6.8.3

fiThe employers provided M Malaysian Ringgit ($&11) per month

for each worker for their medical problems. The money provided by the
employer would cover minor health problems. The workers are
responsible themselves for major health problems abroad. Many
Nepalese cancelled their work permit and returned to Nepatdatrhent
during major health problems. If they suffered from kidney problems,
jaundice etc. they had to sell land and property in order to pay for
treatment in Nep@ (Limbu, high edu. Fair health, Malaysia, Age 42,
Participant 8)

Other studies have alseported that uninsured factory workers less likelyto

visit a doctor when sick and use the health care system ¢l 2009).
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Compared to migrant workers in the Middle East, those in Malaysidess

likely to visit a doctor Possible resonsfor this couldincludethe nature of work

they completedand thepolicy of companies employing them. The majority of
study participants in the Middle East were construction workers, perhaps
employed by larger companies. -depth interviews frequentlyeported a
difference in health insurance between workers in larger and smaller companies;
the former being more likely to be insured than the |ggee Section 6.8.3)
Whether the limited or no health insurance provided by the Malaysian companies
is dueto their smaller size or the differences in labour laws in Malaysia and the
Middle East could not be confirmed, although these are possible reasons for such

differences.

Overall, participantsn this study have reasonable access to doctors abroad. In
fact, theyappearto have better medical access than those in other previous
studies Adhikary et al, 2008;Aung et al, 2010; Joshet al, 201Db). However,

the qualitative part of the study found mixed responses on access to treatment.
Some workers reptad poor access to treatment (e.g. delayed treatment) or no
treatment whilst a number of workers received free treatment with fairly good
compensation. It is interesting to note that workers were more likely to see a
doctor if they worked in larger compasi when they were insured and when

health facilitiesandhelp with travel to a clinievere offered by employers

7.7 Reasons for migration
The guantitative part of the study did not collect any information regarding the

reason for migration; however, thealitative part of the study identified some
reasons for workelated migrationOn the one hand,cenomic hardshipmnd
perceptions of @oor economyarethe major reasa@(push factos) for Nepalese
workers seeking work abroad. They experienced diffiesii Nepal providing
financial support to their family and foheirc hi | dr ends school ing.
hand, the prospect of employment and earning higher wages acted as pull factors
attracting most Nepali migrant workers overseas. For example, thengecha
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rates of host countridgave been very advantageous Nmpalesavorkersrupees
during the data collection period (s&ection 65.2)

Economic factors hee been consistently identified in previous studasskey
reasons for migratiorStudies of Bangldeshi migrants (illegal migrants) in India
(Datta, 2004), Indian migrant workers in the Gulf, Singapore and Malaysia
(Boere, 2010), Nepalese labour migrants in Indvailler-Boker & Thieme,
2004; Subedi, 1991Thieme, 2007; Thiemet al, 2005; Thime & Wgs, 200%

and Nepalese migrants in the USA (BoMishra, 2011; Sijapati, 2002010)
have all suggestedan underlying economic cause as the main reason for
migration. Additionally, newspaper articlesomplain that the Nepalese
Gover nment 0s e énmploymenbpportinitieshasresudted in a huge
migration of the youth workforce. For example, more than four hundred
thousand Nepalese youths left the country in antenth period in 2012 in
search of jobs; most to the Middle East and Malay$le Himalayan Times
2012). Another article highlighthe main rationale for migration for most Nepali
migrant labourers to IndiaseconomicpressurgShrestha, 2011)A qualitative
study with Spanish migrants also conclsitteat peopleare motivated to migrat
because oéconomimecessitfAhonenet al, 2009).The quote belovhighlights

that how low income in Nepal is thenain reasonfor migration:fil worked as a
labourer in Nepal. My average income was about NRs 50 (US$0.55) per day
which was not sufficierfor our livelihood. | had no money to fulfil the demands
of my son, wife and mother which made me unhappy in Nepal. Hence | decided
to go abroad for worl-(B/C, Low edu. Good health, Middle East, Age 29,
Participant 04) (see Section 6.4.1).Possible ways in which these workers
receiving low incomes in Nepal havéeen enabled to go abroad include

borrowing moneyrom friends or family and/or selling property.

In the present study, most participa@te unskilled or serrskilled workers.
Studies of skillechealth professionals suggest that the main reason for migration
of skilled people is also socmconomic. For them, quality of life, better
opportunities, higher salaries and training opportunitiess someof the key

driving factorsbehindmigration (Awagset al, 2004; Dodani & LaPorte, 2005
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Sapkotaet al.,2014). Thus reasons for migration for skilled health professionals
are fairly similar tahosesemiskilled and unskilled Nepalese migrant workers in
this study.Thisindicates that migrants whethiiey are skilled or serskilled or
unskilled take part in migration to improve their econostatus.

Other reasons for moving to the Middle East and Malaysia for imatks study
include the political instability in Nepal and support from friends ratatives. A
number of migrant workerdid experience insecurity in their lives due to the
political uncertaity in Nepal The following quotehelpsthe readeunderstand
how political unstability in Nepatanforce potential migrant$o work abroadfil

was involved in local politics in Nepal as | had a good reputation in the
community. Later, the political situation of the country deteriorated and life was
not safe. Then | decided to go abroad (Limbu, High edy. Fair health,
Malaysia, Age 42, Participg 8) (seeSection 6.4.2).The findings of this study
are supported by other studies; for example, a study in South Asia by Datta
(2004) highlighing that political instability in Bangladeshperceptions of
insecuity life and political threatare key reasors causingmigration to India.
Several other studiesn migrants (BohraMishra, 2011;Dodani & LaPorte,
2005; Muller-Boker & Thieme, 2004Sijapati, 20092010; Stilwell et al, 2004;
Thieme, 2007; Thiemet al, 2005 also reveal that political instaliii in the
home country is a reason for migratidso, this finding is consistent with that
of Williams and Pradhan (2009) who report that emigration in Nepal ha
increased during perisdof violence and political instability. In addition,
Nepalesepeoplehave beersubject tathreas, kidnappng and killings during the

10 yeas of Maoistpolitical insurgency (rebellion) (Adhikari, 2012; Do & lyer,
2010). New jobs were not createédring this timeand even people who had jobs
would not havehad a regular icome because dhe frequentpolitical strikes
(ibid).

Families and friendbavealso played a role in migratiashecisions On the one
hand, a minority of workers received moesicouragemerdgnd financial support
from friends and relatives to explorebatter job abroad. On the othkand,

existing circles of friends and their networks abroddhve further attracted
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Nepalese migrants to go overse@ke quotebelow refersto the support from
friends and familyas the reasorior going abroad: il received moral and
financial support from my friends. Then | went abroad for worKB/C, Low

edu, Good health, NMidle East Age 29, Participant 4{seeSection 6.4.3).The

role of friends and families in migration has been consistently highligieeal
common temeby Boere (2010), Boyd (198Miller-Boker & Thieme (2004),
Sijapati (20092010) Subedi (1991and Thiemeet al (2005) In the absence of a
state sponsored welfare system for the elderly and other vulnerable people,
working aged men, such as the naigirworkers in this PB. study, are often the

sole breadwinners fan extendedamily (Robins, 2011; Wangt.al, 2008).

Overall, economic hardship (Graner & Gurung, 2003; Seddah, 2002)is the
major factor motivating Nepalese workers to seekkwabroad. Employment
opportunities and highwage levelsof foreign currencies are the centre of
economic attraction. Political instability in Nepal and support from friends and
relatives played additional roles in attracting Nepalese migtantise Middle
East and MalaysiaKnowing why people seek relativé8 DGob abroad
(Fernandez & Ortega, 2008ives us some in sight into why migrant workers are
willing to accepta possibly lowerhealth status and associatedksisvhilst
abroad.

Figure7.1 &cheméc overview of key issues in analy8igrovides aschematic
overview of the key factors identified the analysis othis thesis on the topic of
malemigrant workers from Nepal in Malaysia and the Middle East.
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7.8 Theoretical explanations

The following section discusses some of the theoretical explanatanhelp

understand the substantive topic of this.CPhresearch projectThere are a

number of theoas thatattempt to expla issues of migration. The question for

this thesis is whetheand how theories of labour migration can help us
understand the Nepalese migrantsodé exper.i
studying international labour migration will now be discussednébclassical

economics; (lI) dualabour market theory; (lll) social capital and network

theory; and (IV) theories of migration and mental health (e.g. social isolation

theory). Each approach contributes something to our understanding of how

labour migraibn to the Middle East and Malaysia affects Nepali peoplevhy

Nepali people seek work abroad

Neoclassical economic theosymply views international labour migration as a
matter of supply and demand, @push and pudl factors. According to Lee
(1966, migrants are pushed out from underdeveloped areas by low wages, high
population density, and economic fluctuations and are then attracted to
developed areas by highwages andoetterjob opportunities. Todaro'sore
sophisticatednodel (1969) idasedon the same notions althoughaws on the
concept of expected inconme the mathematical product of the wage difference
and the probability of finding a job in the host country. Migration will occur
when the expected income is higher in the host couné&rywhen the prevailing
wage multiplied by the employment rate in the destination area is greater than the

prevailing wage in the sending area, where employment is supposedly certain.

Having outlined this theory, the next few paragraphs show some dfethe
factors among Nepalese migrant workers that resonate with thepplisactors.
Regarding the Middle East and Malaysace the oil boom and rapid economic
growth (pull factors) in the 1970s and 1980s millions of workers arrived due to
high unemploynent in their home country (push factor). Host countries offered
higher wages, somethirtgat hasdefinitely beenimportant in attracting migrant
workers to the Middle East and Malaysia. Indeed, higher wages would have no
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doubt been important in attractimgany Asian immigrants to the Middle East

and Malaysia, especially from Sowlsian countries including India,
Bangladesh, Srianka and Pakistan. Similar to migrants from other countries,
Nepalese migrants migrated to the Middle East and Malaysia duebto |
opportunities, higher wagesd being able to savkeir earning as highlighted

in Section 65 (pull factors of migration). Hence, the tools of neoclassical theory
thus help us to understand the movement of Nepalese workers to the Middle East
and Malagia; but these theories seem to be of less use when trying to explain
some of the health experiences and status of Nepalese workers in their host

countries. The next sectidmiefly outlinesdual labour market theory.

Drawing on the dual labour markdtebry of labour migration, Piore (1979)
argues that native or local workers reject jobs at the bottom of the local status
hierarchy, often preferring unemployment o¥idegrading work in production

or processing firms where employment is unstable,-paw, and often
unpleasant. Employers who cannot find native workers start seeking migrant
workers who are willing to accept lestatus jobs because they do not see
themselves as part of the local status hierar@imgy are motivated solely by
wages, which a& higher than what they could earn in their country of origin.
Nat i v e stoawbid lswstates jobsarereinforced when certain occupations
become dominated by migrants, further lowering the status of thoseAlehe (

et al, 2003; Bollini & Siem, 195; Salminen, 2001 The basic point of dual
labour market theory, then, is that migration is driven by a demand feleled
labour thatlocal citizens are unwilling to satisfy. The dual labour market
approach has much to offer in the Middle East andaisad. For example, many
Nepalese migrants have worked in lstatus jobs (i.e. serskilled or unskilled

jobs) that are poorly paid and experience pressure at work as highlighted in
Section 67 (experience of working abroad). This theory helps us to stefedt
some of the work experience of Nepalese migrants in the Middle East and
Malaysia; but the theory is still not sufficient to explain the health experiences

and status of Nepalese workers in their host countries.
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Social capital and network theorigfsawcett, 1989; Lee, 1966; Massey al.,

1993; Palloniet al, 2001) suggest that migration happens due to sets of
interpersonal ties i.e. bonds of kinship, friendship, and shared community origin
that connect migrants, former migrants, and-nogrants 6 both places of origin

and destination. These interpersonal ties or networks among migrants not only
lower the costs and risks of migration but also offer support for employment in
the destination countries (Massey al, 1993).Mi gr an't worlker so
reveals that social networks and connections result in exchanges, obligations and
shared identities that in turn provide potential support and access to resources
(Bourdieu, 1986) for each individual.

Regarding Nepalese migrants, social capital aetdork theorymight behelpful

in explaining the reason behind migration to the Middle East and Malaysia.
Many Nepalese workers have made migration decisiorwder to or indeed
because othe support offamily and friendsas highlighted in Chapter 6 €.
Section 65.3 networks and supp@rt This support inclues information about
jobs, country of work, financial support and motivation. Hence, social capital and
network theory is useful to some extent to understand labour migration from
Nepal to the Midle East and Malaysia; but less useful to explain the health
experiences of Nepalese workers in the host couAtep as detailed inTable

5.4 only 8.6% of respondents to the questionnaire mention lack of social
supportfear of losing job/no futureas a main concernor worry related to
working abroad.The final sectionof this discussion chaptdéocuses orsocial
isolationand dual market labotineory.

Social isolation theorist¢e.g. Kuo, 1976) start with the assumption that the

process of settling il new society is stressful and that tension may manifest

t

h €

i mmedi ately wupon the i mmigrantds arrival

local community and social network, the lack of social networks and connections
coupled with poor working conditions can dep poor physical health, mental
illness, unemployment, family conflicts (Arandda al, 2000; Caplan, 2007,
Finch & Vega, 2003; Stewast al, 2008).In the absence of mutual rights,

obligations and networks of social interaction, migra@sexperiene the most
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antisocial and negative experiences inrti@st country. Concerning Nepalese
workers, social isolation theorgould be helpful in explaining mental health
problems. Many Nepalese migrant workers experienced mental health problems
and problemsancluding stress, loneliness, hopelessness and frustration in the
Middle East and Malaysia as hightlighted in Chaptefpérticularly Section
6.8.2). As mentionedabove only 8.6% of questionnaire respondemitsried

about working abroatlecause of th&ack of social suppoftear of losing job/no
future (Section 5.2.5).

Dual labour market theory is less useful to understand the health experience of
Nepalese workers but useful to help understand work experiencesldssial

and social capital and netwotlkeory helps to understand reasons for migration
(push/pull factors); buagain isless useful to understand the health experiences
and status of Nepalese migrants inithest countriesPerhapsapplying social
isolation theory to migrant workers more helpful to understand the mental
health experience of Nepalese migrants in the host coutries; but still less useful to
explain physical health status and experience. Stress, loneliness, hopelessness
and frustration are some of the mental health isseperted by Nepalese

migrants Perhaps social isolation theois/more abléo explain these issues

7.9 Reflections on the study
It is important for any researcher to reflect on the strengths and limitations of

their work (Grbich, 1999). In general, in quative research this involves
reflecting on the role and influence the researcher will have played in the
research process (Denscombe, 2@iAgwall et al, 1998;Watt, 2007) itself, i.e.

from the process of data collection, to decisions taken about nsetuod
analytical approaches used, through to interpretation and conetirsising. In

doing so, the researcher enables others to understand and make sense of the work
and draw their own conclusions about its findings and validity (Rxpal,

2000).
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7.9.1 Strengths and limitations of the research
This study is based on a cressctional survey of Nepalese migrants working in

factories or constructiogectordn the Middle East (Qatar and Saudi Arabia) and
Malaysia.Participants were interviewedpontheir raurn (either on vacation or

for good) to Nepal. This thesis investigated the health and lifestyle of migrant
workers while abroad. This section highlights Key strengths and weaknesses

of this study.

7.9.1.1 Strengths
A major strength of this study is that itsed a mixedmethod approach

combining both quantitative and qualitativeethodsto explore the health status
(including mental health) of and health risks to male Nepalese workers in the
Middle East and Malaysia. The particular strength of mixedhodsin this
thesis is to broademan understanding of the research problem. This study
surveyed a large number ofigrant workerdor the quantitative analyseshis

study is still the only one of its kind on the target population of Nepali migrant
workers. Sige the major trends in the flow of migrant workers and working
conditions in both the Middle Eaandbr Malaysia have not changed over the
past five years the findings are still highly relevant.

For the qualitative part of the study, interviewéesl ben identified based on
certain preselected criterigsuch ashost country age accidents, health status

and working conditions) to explore and develop a deeper understanding of the
living and working conditions of Nepalese migrants irithest countris. While

the quantitative analyses explored associatim@iween various risk factors and

the outcome, the qualitative analyses investigated in detail the reasons behind the
migration, risk factors associated with working in construction or facectors

and the reasons that made Nepalese workers more vulnerable to these risks.
Consequently, this studyas beenable to identify significant risk factors
impacting on the health of migrant workers, qualitatively describe them and

identify issues for governmés and policy makers to address.
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Although study participantsavenot beenselected based anrandom sampling
basis (see Section 79.1.2 weaknesses section below), this stuilyes have
considerableanethodological strengths. A structured questionnaasebeerused

to collect the data. Questions relating to health status (physical and mental
health), perceived health risks and working and living conditionsigfant
workershave beerdeveloped to suit Nepalese migrants based on a survey of
current liteature. The questionnaitead beerdeveloped by adapting questions
from similar conductedsurveys, e.ghealth andlifestyle survey of Nepalese
migrants in UK, 2007 (Adhikaret al, 2008),social survey on Chinesgigrants:

their views on thework education andliving conditions in Russia 2007 (Larin,
2009), the Vietnammigration survey, 2004 (GSO, 2004) anthe European
working condition survey, 2010 (EWCS, 2010) to allow international
comparisons. Thailingual questionnaireincluded statements iknglish and
Nepali to allow for effective communicationPerhaps mre importantly, the
questionnairdnad beerestedin a pilot study and revised the processo make

it suitable for its purpose (see ChapteBdction 4.68).

A further strength of the studys that the researcher is-lmgual, thereby
improving the rigour of languagbased inquiry (Larkiret al, 2007)i.e. the
findings aremor e | i kely to represent t he meani
Moreover, the researchaoldsexperience from his MSin conducting a large
scale studywith Nepali migrants albeit in the UK (Adhikast al, 2008). This
Ph.D. study also involvedthe implementation of quality controhds regards
questionnaire translation; a second -bngual Nepalese with a research
backgound in Public Health translated back into Nepali some of the transcripts
translated to English by the researcher. Such a quaiyrol mechanismso
called backiranslation, has been shown to strengthen the quality control of
research by ensuring thecarracy of the translation by the researcher (Sechtest
al., 1972).This approachhas beervery useful because the second translator
came up with very similar results vefiig thetranslationsthereby giving

assurance of the quality tfeoriginal trangations.
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As attempts to conduct the study in host countries were unsuccessful and a true
sampling frame of returning workers to Nepal was impossible, this s$tagy
beenbased on a convenience sampling frame. The lack of access for this research
in the Mddle East is regrettable but understandable as it does not show the
receiving countries in a good light. For example, the recent (late-&a1\3

2014) media attention on the working conditions of Nepali migrant workers in
Qatar in the build up to the 2PZootball World Cup suggested that in 2013
alone 185 Nepalese workehad died in Qatar (Gibson & Pattisson 2014).
Moreover, the study result€dmpletel in 2011) are still relevant because of
ongoing trends in migration in the Middle East and MalayStagstha, 2014

and the experience of workelated accidents or injuries by these gsowp
migrant workers Booth, 2013;Shrestha, 2014 The issue of highisk jobs,
demonstrated by the high mortality rate among the workforce (Section 2.3.1) and
recentlyin the news of the building of stadiums in Qatar as part of the 2022
Football World Cup (Booth, 2013) highlight another key issue in the study of
work-related migration namely the deliberate undgrorting of accidents and
deaths by host countries (andmuanies).

However, in conducting the research in Nepal, several efiadsbeemmade to
ensure a representative study sample, including participants working in different
environments, countries, age groups, ethnicity and length of stay (see Chapter 4,
Section 44). Theseincluded identification of study subjects by the researcher at
Tribhuvan International Airport in Kathmandu (the researcher had permission
from the airport authority to access the arrival and departure lounge of the
internationalairport) and at hotels/lodges frequented by the returning migrant
workers. Additional participants were identified through referrals by the enrolled
participants. The use of multiple sites for interview (airport or hotels/lodges)
helped to improve the responseerégee Chapter &ection 44).

The achievement of a 958ésponse ratamong the participants contacted should
be considered a success; the literature suggestsa thiglh response rate for
surveysusing a face to face approach for subject recruitmeatasnd76.7%

(Sitzia & Wood, 1998)The higher response rate can be partly explained by the
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location i.e. where migrant workerswere simplyhanging around waiting for
flights or luggageand hadtime on their hansland particularly by the fact that
many ofthese migrant workers would never before have been asked for their
views or opinions by any researchers any where. Hence, it was probably also a
novdty.

As the respondents participating in this study represented different age groups,
castes/ethnic groupand educational backgrounds the internal validity of these
findings is considered acceptable and reliable. Although traditionally India has
been for centuries, and still remains, the major destination for Nepalese migrant
workers, the Middle East and Mgka have beenthe fastest growing
destinations foNepalesemigrant workersin recent yearsHowever, there are
limited studies on the risk factors to health and the -bgilhg of Nepalese

workers there.

This study therefore can be considered timelynfrive perspective of both the
host countries as well as Nepal. Another particular strength of this study is that
both survey and hdepth interviewshave beenconducted by the researcher,
himself a native speaker. Therefongarticipants could be put at s and
encouraged to share their experiences in their mother tongue.

7.9.1.2 Weaknesses of the study
Apart from the strengths highlighted above, there are number of limitations to

this study which are worth mentioning. First, this is a eceesgional study and
is impossible to establish causHect relationships between health status and
health risks and the various so@oonomic factors. Thus, a longitudinal study is
needed to ascertain afyture causatelationshipssucha studyis likely to be

outsidethe scope and time frame of aPhstudy

Secondly, he questionnaire awith any research tool kaits own strengths
(Section 79.1.1.) and weaknesses. One weakness as mentioned in the thesis

(Section 7.3) is that mental health was only assessed by qoeestion. In
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conducing an overview survey of this kind, each health aspect coaleé ever

only been addressed by a limited miber of questions. Furthermore, as
highlighted inSection 4.6.10 there were so few answers provided to the- open
ended questioon the questionnaire, that it became impossible to analyse these
data meaningfully. The decision was made to use the qualitative interviews to get
the more irdepth information that would help explain some of the quantitative

statstics.

Thirdly, thisstudy was carried out in Nepal rather than in the host countries. The
researcher approachadnumber of Universities in the host countries (Qatar

and Malaysia for research support and ethical approvals of this study (see
Chapter 4,Section 44). However, there were no responses fromséheost
countries. As a result, the study whasrefore,conducted in Nepal. Further, due

to the time and resource constraints and the lack of a complete list of Nepalese
migrants in the destination countrieswibuld have beerdifficult to conduct a
longitudinal or randomised study.

The study population available comprised those coming to or returning from
Nepal during the survey time frame. Also, due to the transient nature of the study
population visiting Nepal, eomplete database of the returning workers could not
be created. Hence, the participants in this study were selected based on
convenience sampling rather than a random sampling procedure. Therefore,

selection bias could be a potential limitation of thigly.

This study population was composed only of males and restricted to those people
who worked in factories and building construction. Although this could be
argued as potential selection bias, this is unlikely to affect the validity of the
research fidings. Nepal only allows women older than 30 to work in the Middle
East BBC News 2012). Further, it is very uncommon for Nepalese women to
work abroadin the construction industry. In addition to this, the Nepalese
Government has banned females from wuaykas labourexin the Middle East

(The Daily Star 2010); they are only allowed twork as domestiemployees

Therefore, Nepalese women, if any, would represent a very small proportion of
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the target study population. Hencthe fact that the study popuion is
comprised solely of males is nodnsidered to havieadany major impact on the
validity of the research findings. Additionally, as study participants worked in
factories and construction, the results may not represent the situation of workers
in other sectors. However, as the work in fagtand construction industries is
considered to be more risky in terms of health and welfare of the workers, such a
population would be more likely to reveal major health and safety related risks
than otheindudries. This approachmay havebeen moreusefulto policy makers

and governments

A general extension of these findings to migrant workers or to construction and
factory workers in other countries has todoenpletedwith caution as the work
environment m different countries vas greatly (Barsset al., 2009; Human
Rights Watch, 2014; Sallebt al., 2012. These workplace variations could
include the physical workplace as well as legislation and adherence to health and
safety rules. Also, the sociconanic status of migrant workers including their
level of education and training might vary greatly. These external factors could

potentially limit the external validity of these research findings.

One of the limitations othis mixed-method approachis tha the researche
time and effort is divided between two methods (Johnson & Onwuegbuzie,

2004). If there had only been a quantitative element, the study could have

included more participants and some of the stasisanalyss may have have

shownstronge associationwith a larger sample. Similarly, if there had only

been a qualitative element, the study could have included more interviews,

perhaps from other sectors or female migrant workers as mentioned above. This

would, howeverhave made it a diffent study and arguably a less robust one.

Focus group discussions (Gdt al, 2008; Perilleet al, 1998) and observational
studies (Bowling, 2002) are other means of identifying issues associated with
migrant populations. W8t an observational stydwas not feasible for the
current study population (without approval from a host country), focus group

discussions weralso ruled outThis is mainly because personal health, and in
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particular mental health, issues are very difficult topics for Nepate=e to
discuss in public (Devkota, 2011).

Recall bias is also considered a potential bias in this study. This is because the
question regarding workelated accidents covered a period of the last 12 months
abroad. Considering a longer duration of timenthiaat in which the data was
collected, it is possibl¢éhat participarg underrepored accidents(Harel et al.,
1994; Landen & Hendricks, 1995; Mookt al, 1999). Additionally, some
people, especially those who hawednegative experiences abroad, akely to
overreport and migeport some of the events (Epalal, 2010). Similarly, the
health status in this survey was seported, rather than substantiatei
medical records. Hence, there could be validity constraints efegmfted health
staus (Benyamini, 2008; Pringt al, 2012).

This survey interviewed mainly unskilled or seskilled migrant workers with

low levels of education. Whether highly educated migrants in skilled jobs also
face similar health issues or heafdtated risks cald not be ascertained by this
studydés findings. Hence, the results
skilled, Nepalese migrant workers in these countries or in other parts of the

world.

7.10Key discussion points
This chaptethasprovided a sumiary of the findings of this thesiandhasthen

discussed them in relation to the wider literature on health status including
mental healthhealth risksand access to health cafiéhe physical and mental
health issues, risk and access to health aneigrants investigated in this thesis
arefairly similar compared toother studiedased in Nepal but also elsewhere.
Again, the indepth interviews have identified that Nepalese migrant workers
have experienced problems with physical pain as wellwah sleepng.
Similarly, mostintervieweesexplainedthat thebusy lifestyleat their country of

work and being away from familyand societycausedmental stresses|t is

interesting to note that some migrant workdoshave positive experiences in
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terms of bette salares compared toworkers in Nepalincreasedsavings and

betterself-reportedhealthstatus

This study foundhat older workers, workers who have a poor work environment
or who perceive their diet as poor or their health is at risk are more tikely
experience poor health (physical health). Similarly, mental health issues are more
common for workers who perceive their health is at risk. Again, weleted
accidents are mormmonto olderworkers,workers who are not satisfl with
accommodatiom their host countrywho pereivea poor work environmerdnd

who are notegiseredwith a doctor In addition, the in-depthinterview part of

this study identifiedhat por workrelated safety standards, poor communication
skills with co-workers and asnior wokersand not following work place safety
proceduresare the key reasonfr accidents at work. The fact that people
without health insurance are less likely to visit doctor in the host cobasralso

beenidentified by this studgs a potentiaksue

This studyhas alscexplored and discussed some of the theoretical explanations
that may relate to these findingdthoughseveraltheories (se8&ection 7.8) have
beenapplied to understand the health experiences and health status of Nepalese
migrants abroadthese are generallless useful.Of all the theories, social
isolation theoryseems tde themost usefuin helpingunderstand mental health
issuesand the experience of Nepalese migrantgluding stress, loneliness,

hopelessness and frustuoati

This chapterhasended with personal reflections in terms of the strengths and
weaknesses of the studyhe key strengths of this study are: (a) this stody
usal a mixedmethods approach to explore health status and healthwittks
male Nepalesevorkers and (b) a bi-lingual researcher with previous research
experiencehasstrergthened thequality of the research. Thmain weaknessf

this study are: (apot beingable to establish causdfect relationships between
health status and health risesd the various socieconomic factors(b) an
observational study was not possible withtlw approval from host counés

and (c) the study only included male workers amdas restricted to those
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migrantswho worked in factories and the building congructionindustry. The

overall conclusions of this thesis are presented in Chapter 8.
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CHAPTER 8 CONCLUSION

8.1 Introduction
This chapter concludes the thesis under six key research headings:

i Selfreportechealth status
Mental health

Accidents at work
Perceived hedh risks

Doctor visis

=A =4 =24 =4 =

Reasons for migration

8.2 Selfreported health status
This thesisreports the results of a study on the health status of and health risks to

Nepali migrant workers working in the Middle East and Malaysia. Overall, the
proportion of respndents reporting their health &gery good/good or fifairo is

very high (87%), higher thathatreported for other Nepalese migrant studies in
the UK and USA and lower than that reported for otherdepalese studiesg.
Adhikary et al., 2008; Bhatta2006; Daoucdkt al.,2009; Paryet al., 2006) (see
Section 7.2). Only a small proportion of respondents rated their health as
fipoor/very pood in this thesis. The qualitative interviewees provided useful
explanationssparticipantgeportedipoor health in terms ofa variety of health
problems, including chest pain, indigestion, gall stones, high blood pressure,
sleep disturbance and back pdinis concludedthat such health problems are
fairly common as thehavealsobeenreported for immigrant workerns other
Nepalese studies.g.Adhikary et al.,2011;Joshiet al.,2011b;NIDS, 200§ and
nonNepalese studig®\honenet al.,2009; Azaroffet al.,2004; Ratnasingamet

al., 2011)(seeSection 7.2).

Some migrantsreport better health whilst workingoead. This leads to the
conclusion that not all migrant workers have negative health experiences whilst
abroad. The possible reasons for this could be due tstjife changes and
health benefits to some migrant workers as outlinegettion 7.2.The findings
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also suggest that not all work conducted by Nepalese migrant workers is negative
associated with working abroad. This may in itself help explain why some
migrants decide to cope witfenerally poor/low statusork and relatively high

risk jobs.

Associations between factors

The results of logistic regression indicate that-emtd poor health status is
significantly associated with age, work environment, perceived health risks at
work and not taking regular exercise. People with increasing ageperaeive

their work environment as poandwho perceive health risks at woake more

likely to experience poor health. Age has been reported as a factor consistently
associated with podrealth outcome in multiple studiés.g.Ahmadet al,, 2005;

Asfar et al, 2007; Borg & Kristensen, 2000; Frangs al, 2003; GSO, 2004,
Kelleheret al, 2003; Limet al, 2007)(see Section 7.2).Analysesfrom the in

depth interviews reported in this study identified work environments,
exploitation from the employernd workrelated accidents as reasons for poor
health among study participants. In spite of the negative experiences expressed
by some study participants in their discourses, there was some positive feedback
from theseNepalesamigrants.Some report that ey havelearnt new skillsand
techniques, saved money, received compensation and had a safe work
environmentThe lattercomment needs to be seen in the light of the fairly-high
risk work environment these workers will be familiar withNepal §eeSection
2.5.1).The authothas been careful not to assess the risk of working in Malaysia
and the Middle East biguropearhealth and safety standards.

8.3 Mental health
There is a difference in the level of reported mental health problems between

Malaysia(18%) and the Middle East(26%), it is unclear why this might be the
case.The prevalence of mental health problems reported in the recent study is
compaableto previous studie§Alonso et al., 2008; Conley, 2012; Yanet al.,
2012)(seeSection 7.3).
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The qualative analysis found that depression, hopelessness, and ateess
common issues among workers in the destination countries. This study also
found that busy lifestyles in the host countryheing away from families
insufficient leisure time and poor woenvironmerd are the main reasorfer

mentalhealth issues.

Associations between factors

The researchpresented in this thesis found a strong association between
perceived health risks and mental health. The study concludes that people who
report a poowork environmenaremore likely to report mental health problems.
The qualitative studyhighlights a number of poor work environment related
factors €.g. lack of safety, pressure at work, long work houetc.) that
contribute to stress and mental hlegbroblems. Moreover, analysis tfe in-

depth interviews reveglthat low levels of education, lack of confidence and
language difficulties are the leading causes of memalblems for Nepalese

workers.

8.4 Accidents at work
This study found that almosbne in six (17% Nepalese migrant workers

experience workelated accidents in the host countries (Seetion 5.26). The
prevalence of workelated accidents higher among the migrant workers in the
Middle East (19%) than in Malaysia (13%). The prevaleotevork-related
accidents in this Ph.D. study is lower than that recorded in a previous study
among Nepalese migrants working in Gatfuntries(Joshiet al.,2011) anda
nonNepalese study in the Middle E4#d-Arrayed & Hamza, 1995However,

it is camparable to findings of studies in the developed counfeas Feyeret

al., 2001) (see Section 7.4).Analysis ofthe interviews found that Nepalese
migrant workers experience werklated accidents that range from minor with

no long lasting impacts toedgous injury causing lifédong disability. Not all
accidents happened due to the poor wethted safety standards of the
employers: some study participants noted that they experienced accidents due to
communicatiordifficulties with friends and seniortaff members, and by taking

risks themselvegeeSection 6.7.6) This study also concludes that other possible
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reasons for accideniaclude long working hours, insufficient break time and

high temperatures.

Associations between factors

The results oflogistic regression indicate th#te age group of the workers,
satisfaction with accommodation in the country of work, perceived work
environment, work location or country of work and registration with a daotor
associated with workelated accidentsThis study concludes that older people
(40+ years)are much more likely to have woyace related accidents than
younger ones, a finding supported by the literaterg. Joneset al., 2011;
Loweryet al.,1998; Salminen, 200&ee $ction 7.4

The stug also found that migrant workers whare not satisfied with their
accommodationare more likely to experience worklated accidents. Poor
accommodatioms mentioned in the interviewsaylead to poor sleep or remshd
people might not be as alert at wdhat those who are well restéskeSection
6.6.3).The relationship between worklated accidents and sleep disturbaisce
well documented in the literatufgavie et al., 1981 Martikainenet al., 1998)
(seeSection 7.4).

Again, this study found thadccidents and injuries are comparatively raghong
those Nepalese migrants who penorei ved
fiv e r y Phe media have picked up on this relationship and have highlighted

the association betweenovk-related accidents anihjuries and having poor
working conditions (Hadid, 200%epal news2008). More importantly, studies

in both Nepal and elsewhere have recognised a poor work environment as a risk
factor for workrelated accidents (Gurgr& Adhikari, 2004; Murtyet al., 2006;

NIDS, 2006) (Section 7.4).

This study found & unexpectethegative association between doctor registration
and accidents at worKhus, people who are not registered with a doateless

likely to report having had experience of woelated accidnts compared to
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people who are registered. There is some qualitatngence(seeSection6.8.3

that several uninsured workers were less likielyvisit a doctor in the host
country. In addition, in thex-depthinterviews a number of migrant workerstiwi

very serious accidents had no insurarace returned home to Nepal for
treatment never to return to the host country. Thus, the qualitative findings also
suggestthat uninsured workerappearless likely to visit a doctor even in the

case ofanaccident

Also, migrant workers in the Middle Easte more likely to experience work
related accidents thahoseworking in Malaysia. The higér accident rate in the
Middle East compared to Malaysia could be due to the nature of the job, work
environment and dalth and safety at work. Nepalese people in the Middle East
work in the constructiomdustrywhereas people in Malaysia work arfactory.

The literature not just on migrant workersreinforcesthat the construction
industry is a dangerouglobally (Bergdahlet al., 2004; Gurcanliet al., 2008)
(seeSection 2.21.4). The second reason farhigh accidentatein the Middle

East could be due to heat at work, as many migranthe Middle Eastvork
duringvery high daytime temperaturesThis consideratinis also documented in

the literature (see Section 2.3) The qualitative evidence from this study also
suggest that thereare more accidents in the small companies compavitd
larger companies This maybe becausesmaller companiespay less regard to
health and safetyfactors at work. This could also explain the reason for the
increased number of accidents in the Middle East as compared with those in
Malaysia(seeSection7.4).

8.5 Perceived health risks
The survey results indicate that nearly half of thggrant workers have a

perception of health risks at work in thbost counties The analysis ofaceto-
faceinterviews provide more indepthinformation regarding the perception of
health risks at work ggarticipantddentified workinglong hoursunder pressure,
in high temperatures and working with poor health and safety regula®ns
causal.
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Associations between factors

The results of logistic regression indicate that perceived health risk at work is
significantly associated with marital status danvork environment.It is
concludel that married peoplere more likely to perceive health risks at work.
One possible explanation for this that married workers are more stredsas

they haveincreaseddemandg from family back home and may feel more

regponsiblefor their children and other dependants.

Similarly, workers who report tlirework environment aspoor are more likely

to perceive health risks at work. Long working hours, no safety training and
communication difficulties either in the host ¢arage or in English at work
might lead toa perception of increasdtkalth risk at workThis link between
poor work environment and perceived health ribkes beencorroboratedby
some of the interviewees highlighted irBection 7.5.

8.6 Doctor visits
Participants of the studies presented in this thesis had reasonable access to

doctors while abroad. However, the qualitative part of the study found mixed
response$o treatmenticcessSome workers reported slower access to treatment
(e.g. delayed treatménbr no treatmentt all, whilst a number of workers
received free treatment with fairly good compensation. It is interesting to note
that workersare more likely to see a doctor if they work in larger companies,
when theyare insured and whermancillary facilities e.g. transport to medical

centres areffered by the& employers (se8ection 7.6).

Associations between factors

This study found a strong association between a doctor not being visited abroad
and health insurancgtatusand the country of workPeople who d not have
health insurance and who worked in Malaysia less likely to visit a doctor. All
Nepali migrant workers in Malaysia are factory workers. This study concludes
that access to health care and issues of health insurance are fairhpcoas

issues of health insurance and doctor sikidvealsobeenreported in the study
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of factory workers (se8ection 7.6). The possible reasons for this could be due to

the difference in labour migration policy in the Middle East and Malaysia.

Similarly, other possible reasons could be due to the nature of work they do and
the companies employing them. The majority of study participants in the Middle
Eastconsistsconstruction workers, perhaps employed by larger companies. The
qualitative analysis ported the difference in health insuramstatusbetween
workers in larger and smaller companies; the former being more likely to be
insured than the latter. Whether the limited or no health insurance provided by
the Malaysian companies is due to their Benaizes or the differences in labour
laws in Malaysia and the Middle East could not be confirmed, althougkdhe
possible reasons for such differences.

8.7 Reasons for migration
The gquantitative part of the study did not collect any information regatte

reason for migration; however, the qualitative part of the study identified some
reasons for migration supported by the literatufbe qualitative analysis
concludes that economic hardskapd a poor Nepali economyare the major
reasos for Nepalese workers seeking to migrate for work abroad. The study
found that migrant workers experienced difficulties at home in providing
financial support to their family and fechoolingtheir childrenand these factors

encourgedhemto work abroad.

Other rasons for migration for Nepali workemsclude political instability in

Nepal and support from friends and relatives. These are of course, not mutually
exclusive One migrant worker may experience various push and pull factors.
This study concludes thatasons for migration of Nepali workers are fairly
similar to thosementioned in the previous studié®odani & LaPorte, 2005;
Stilwell et al., 2004; Thieme, 2007 (see Section 7.7). As there was no
guantitative data on reasons for migration, statisticabc&sons amot be
calculatedlt is important to understand why people migrate for work in order to
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understand what they perceive to be risky work situatarswhat risks they

mighttake at work

8.8 Chapter summary
This study concludethat a significab minority of Nepalese migrant workers

working in the Middle East and Malaysia experience a variety of health
problems, workrelated risks, unsafe and stressful working and living
environments and delayed medical treatment. In other words, too many migrant
workers experience poor health and/or working and living conditibims living

and working conditions in both the Middle East and Malaysia appear harsh, but
we need to bear in mind that these are not necessarily much worse than those that
the migrant wdters have left behind in Nepal. In other words, these migrant
workers often have experience of working and living under similar risk situations

at home. InterestinglyntanyNe pal es e mal e mi grant wor ker s
experience e.g. with their hdalthealth insurance and access to health services,

of living and working abroad. The latter partly helps explain the appeal to new
migrant workersof staring work to abroad.Some of the theories applied to the
analyses in this thesis help to understandhgges why Nepali migrant workers

taketherisks they do and accept the working condititmesy find

| hope my analyses will contribute new knowledge to thiernationalmigrant

worker literature.As part of my furtherefforts | aim to produce a seried o
articles, book chapters and conference papers based on this analysis in order to
disseminate the knowledge on the topibhe3ewill focus on number o$elected

health issues ahigrantworkers from Nepal to the Middleast and Malaysias

analysed in tHd thesis.



CHAPTER 9 RECOMMENDATION S

9.1 Introduction

The recommendatiaresulting fronthis Ph.D. study focus on four key areas:
Recommendations for research

)l

1 Recommendations for poliemakers

1 Recommendations for migrant workers amdployers
)

Recommendations fdraining and/or education

9.2 Recommendations for research
This Ph.D. thesihasfocused on the health status of and health risks to male

Nepalese migrant workers who immigrated for work to the Middle East and

Malaysia. International labour recruitment arabour migration is of prime

importance because it changes secioonomi ¢ st atus i n both n
countries and receiving countries. It is therefore recommended that further

research should be carried out to investigate the following:

First, trere is a need to study the perception of employers in host @suntr
towardsthe recruitment of Nepali migrants and their experiences of working
with Nepali workers. Sucin-depthstudes may be able to establish causes of

bitterness, perceived discrimimat at work and suggest ways of managing it.

Secondly, a studis requiredto investigatehe attitudes of managers and senior
members of staff towards migrant workers to identify how their attitudes
influencetheimplementation of arviliscrimination pactices. This would help to
identify whether institutional racism is a cause of negative experiences reported

by Nepalese migrants.

Thirdly, supervisors and managers could be interviewed regarding their
experiences to establish what can be done to wepn@rking relationships with

migrant workers.
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FourtHy, we often study problems by focusing on people wtiain issuege.g.
being a migrant worker abroad) but it is worthwhile to establish those féotdrs
are associated witlmprovedhealth abrod asin the minority of Nepali migrant
workers Gection 8.2).Hence it is worthwhile studying migrant workers who
have experiencka change in theihealth statusabroadin orderto learn from

them.

Fifthly, more research is neededcoverall migrant wakers, i.e. female migrant
workers and illegal workers, not just male legal migrant workers in the host
countries(seeSectiors 1.2.1 and 2.4.2)Moreover, there is a need for research
into the dayto-day living and workingconditions of migrant workers wh
fieldwork in the host country (something which may be difficult to achieve

considering the way some host countappear tdreat their migrant workers).

Finally, this thesis found some mental heaksuesamong Nepalese workers.
Therefore further research is needed using longitudinal fieldrk, utilising

depression and anxiety scaleith large sample size

9.3 Recommendations for policy makers
Some of the recommendatiohslow are aimed at the governmemf sending

counties (not only Nepal)and othersare more relevant to the governments of
receiving countries. The findings of this research suggest a number of key areas
that need to be focused on by policy makers to improve the existing situation of

migrant workers.

First, the strong associah betweenperceived work environment and perceived
health risks with health status including mental health and accidents at work
suggests that this is one area for action in terms of improving theingork
environment in host coumés Thus, me main reommendations to review the
conditions of contract workers regarding their health and safety at work. The host
country should take the responsibility of ensuring that any existing or new
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policies devised are translated into effective actions for the ibeieforeign

workers(seeSection 7.5).

Secondly, the findings of this study conclude that mamyployers are not
providing health insurance; a number of workers @oé gettingappropriate
treatment in their country of workand some workers are not geig
compensation during cases of serious accidentas, T employers in host
countesneed to take action to develop p
offer easy access to healthcare for all workers. There is a further
recommendation to host govements to ensure legislation covers compulsory
health insurance for foreign workers and that a system of fair compensation is in

place.

Thirdly, although the Nepalese government has implemented government
mandated preleparture programmes for migrant werg they are poorly
implemented in practice. Thus the Nepalgeeernment needs to take effective

action to implement them for the benefitsatifmigrant workers.

9.4 Recommendations for migrant workersand employers
The quantitative study concludes that proportion of migrant workers

experienced workelated issuegSection5.2.6 and many more talked about it in

the qualitative interviews (Sectigh7). Such issuemcluded pressure at work,
communication problems and poor health and safety standatdsd¢heased the

risks of accident. Not all accidents happened due to the poor work safety
standards of the employers: some noted that they experienced accidents due to
communication issues with friends and senior staff. Therefore, thera are
number ofkey recommendations for migrant workers and those working with

them.

Firstly, Nepali migrant workers often worked without clear instructions as they

did not understand the local language. Thus employdheihost countrghould

be requiredo provide veryclear instructions (with the provision of a translator
20z



or where possible employ a Nepali speaking foreman) to nseirfuture

accidents

Secondly, employers in the host country need to follow up the implementation of
health and safety standards at wooknbaintain the health and wddeing of
workers. Proper implementation of safety regulations at the factmgor
construction sites and improving the work environment should therefore be a

priority for employers.

Thirdly, workers should be trained adetgly in their jobs as well as in the

application of safety measures.

Fourthly, as migration is likely to continaad increasé the future, there seems

to be a necessity for the host government and employers to revisit their strategies
regarding contrets of employment in relation to the working and living
conditions of foreign workers with a view to impiog them and makg

provision for the effective social integration of the migrants ihe host society.

Finally, this study also identified thatmgloyers are not providing health
insurance for many Nepalese workers which indicates that there is a lack of
protection for migrant workers; thus employers in the host country need to take

action to protect them.

9.5 Recommendations for training/ education
This study found that majority of migrant workers had either no education or

only a primary level of education. Workemhay be less confident to
communicate in the host language or in English. In addition to this, many
workers leae their home country witout any proper knowledge of their work
and work environment. This cawgsthem frustration and increasthe risks of
work-related health problems including mental health issues and accidents (older
workers are more likely to experience accidents at w@&ikjilarly, a number of
workers taking risk by themselvefiavealso experienced health problers a
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result The findings of this study suggest a number of key areas that need to be
focused on by employerand governmest of the host counies and the

Government of Nepal.

Firstly, migrants should be better informed abth&health consequencesdue
taking risks at work. Therefore, a health promotion prograrfonemployes

(that includes a health and safety training pack&yeg@quiredto train themm
being culturally sensitive to large ethnic minority communities in host deantr
The health and safety training programroeuld be implemented by the
Government of Nepal before leaving amdby the host government before
starting work. Implementatioaf this educational training would help to protect
workers from accidents and disabilitysee Section 7.4).Perhaps recruitment
agencies in Nepal should bear responsibility for such culturally appropriate

training.

Secondly, theGovernment of Nepal shoulgrovide betterageappropriate

training and support for this older workforce when tdeydecide t@o abroad.

Thirdly, educational programmes designed to educate migrant worketeeand
managers about different cultures could be implemented and &dhloaassess
its effect on the relationship between migrant workéheir supervisors and

managers.

Finally, public awareness programmes should be implemented through the media
(i.e. audio, visual and print media) to provide information regarding foreig

employmentand health andafetyat workfor potential migrant workers

9.6 Chapter summary
The findings of this studhaveprovidedcomprehensive evidente academics,

policy makers, trainers/educationalistworkers andemployers. This Ph.D.
research ads to our understanding of the experiences of Nepalese migrants
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