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1.  INTRODUCTION 

“Migrants make significant and essential contributions to the economic, 

social and cultural development of their host countries and their communities 

back home. But too often these contributions go unrecognized...”- Guy Ryder, 

ILO Director-General. 

 Migration means the movement of people from one place to another. 

Migration is as old as our civilization where we had a primitive life, wandered 

from one place to another in search of food, safety and better life. It is one of the 

most important factor which affects demography and influence the social, 

political and economic life of the people. 

Working population constitute about 50% of the world‟s population and a 

significant proportion of the morbidity in working population is related to their 

work. Globalization led to new employment patterns, different working 

conditions, international and inter- state migration which often presents a global 

challenge to the protection and promotion of health among workers.(1) 

According to ILO, there were 232 million migrants in the world in 2013. 

Around 150 million migrants were economically active.(2)Globally 60 % of the 

work force constitute informal workers and are the most disadvantaged people 

which is aggravated by the weakly enforced labour laws.(3) Nearly 50% of the 

informal workers engage in non- agriculture work in Asia. Due to low level of 

literacy, lack of employment opportunities in rural areas, raising landless 
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farmers, seasonal jobs, often affected by natural calamities the informal workers, 

are exposed to extreme poverty and hence people migrate to urban areas for 

better jobs.(4) 

As per 2001 Census 19% of the Indian population are internal migrants 

who had moved to other districts or other Indian states. The most common reason 

for such migration among males is in search of employment.(5) 

In India, at the state level, there is a marked variation in the level of 

urbanization. Highly urbanized states like Tamil Nadu and Punjab show a higher 

level of in-migration than states like Bihar, Assam and Himachal Pradesh where 

the urbanization level is low.(6) 

Next to agriculture these workers engage in construction work which is 

entitled as 3D job-- dirty, dangerous and difficult job.(7) Migrants have a 

different disease profile compared to those of their native place, often engages in 

dangerous construction works and limitations in accessing health care services 

like long working hours, low income, language barrier, social insecurity, lack of 

time and knowledge about public health care facility increases the vulnerability. 

 Over 90% of urban construction workers are rural migrants, and about 

one third of rural migrants work in construction industry. Working hours, pay 

and irregular labour recruitment practices makes the construction industry 

different from others. Construction workers have suffered from various problems 

like delayed payment of salaries, exclusion from social security schemes and 

poor health.(8) 
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Migrant construction workers are potentially a vulnerable population in 

relation to their health needs. A key driver of poorer health is inadequate access 

to health care and coverage, decreased awareness, which combined with higher 

health risks increase vulnerability in migrant workers, who may also face legal 

obstacles and are least likely to seek services.(3) 

Illness and injuries create hardship among families due to loss of income 

and expenses incurred in the course of treatment particularly for chronic or 

debilitating conditions; yet delaying care also has costs related to an increasing 

severity of conditions requiring more expensive care.(3) 

As Chennai is the fourth largest metropolitan city, with huge migrants as 

labourers in construction sites who are living in slums and pavements, the present 

study concentrates on migrant construction workers to know the facilitators and 

barriers in seeking health care which will help to promote their health and for 

making appropriate interventions. 

  



 

4 

2. OBJECTIVES 

2. Primary Objective: 

 To determine the health seeking behaviour among the migrant construction 

workers at Chennai. 

2.1 Secondary Objective 

 To determine the factors influencing health seeking behaviour among migrant 

construction workers. 
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3.  JUSTIFICATION 

Migration is increasing worldwide and International Labour Organisation 

Global estimates on Migrant workers states that the estimated migrants in 2010 

were 232 million, 150 million among them were economically productive.(2) 

In developing countries, more than half of the migrants engages in 

informal work and short term migration is the trend in India nowadays.The 

relationship between informal employment and health issues (either related to the 

insecurity and vulnerability of informal work or due to occupation‐specific health 

outcomes) are not heavily studied or reported in the literature.(3) 

Mostly the migrant informal worker engages in construction and 

manufacturing industry. India has a Worker‟s Welfare Fund for construction 

which registers workers and includes them in welfare schemes such as health 

insurance. When social protections are theoretically available, such as voluntary 

membership in a government scheme, construction workers often don‟t know 

about them or are too poor to access them.(3) 

When compared to other states, Tamil Nadu ranks first in urbanization 

level with 48% and Construction industry shows a tremendous growth. Among a 

million of migrant workers in Tamil Nadu, 11.4% involves in construction work 

and mostly the informal workers are inter – state migrants(10). But the 

construction workers are disadvantaged, due to the dangerous job, poor living 
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conditions, inappropriate and inadequate social security schemes which pushes 

them into highly vulnerable group. 

Hence they face greater job insecurity and stress than workers who are 

formally employed, and have limited access to affordable, quality health care. 

These conditions increase informal worker vulnerability to poor health, injury 

and illness. Furthermore, working conditions are often unsafe and unhealthy. 

Accessing health care requires leaving work, which reduces the income of 

informal workers and adds health care expenses.(3)Migrant construction workers 

suffer from a multitude of problems like delay in getting the payment for their 

work, poor living conditions which poses them to increased risk of developing 

disease. Being not covered by social security schemes like health insurance leads 

on increased out of pocket expenditure for health which prevents them from 

seeking health care.(8) There are no studies in Tamil Nadu on health seeking 

behavior among migrant construction workers. 

Hence this study concentrates on the health seeking behavior and factors 

influencing the behavior of migrant construction workers in the capital city of 

Tamil Nadu. 
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4. REVIEW OF LITERATURE 

4.1 MIGRATION 

According to International Organisation for Migration [IOM], Migration 

is defined as “a process of moving, either across an international border, or 

within a state.” It is a population movement which includes any kind of 

movement of people, irrespective of its distance, composition and causes. It 

includes the migration of refugees, displaced persons, uprooted people and 

economic migrants.(11) 

Migrants may remain in the host country (“settlers”), move on to another 

country (“transit migrants”),move back and forth between the home and host 

countries (“circular migrants” such as seasonal workers)(12) 

 Internal migration is the movement of people from one area to another area 

within one country. Migration between countries is called as International 

migration.(13)  

4.1.1MIGRANT WORKER 

According to ILO, Migrant workers are people who migrate from their 

native place to other areas in search of work. They are called „domestic‟ or 

„internal‟ migrant workers when they move within the country and „foreign‟ or 

„international‟ migrant workers when they move out of country.(14) 
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The UN Convention on the Rights of Migrants defines a migrant 

worker as a "person who is to be engaged, is engaged or has been engaged in a 

remunerated activity in a State of which he or she is not a national." (13) 

4.1.2 TYPES OF MIGRANTS 

Common categorisation of international migrants: 

 Temporary labour migrants(15) 

 Highly skilled and business migrants (15) 

 Irregular migrants: Migrant workers without any necessary documents and 

permits.(15) 

 Forced migration: Migrants who are forced to move because of external 

factors like  environmental catastrophes or development projects.(15) 

 Family members (or family reunion / family reunification migrants). (15) 

 Return migrants: people who return to their countries of origin after staying 

some period in another country. (15) 
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4.1.3 REASONS FOR MIGRATION 

A study by P.Deshingkaret al “Circular Internal Migration and 

Development in India” (2009)(16)states that there are several push and pull 

factors such as declining job opportunities in agriculture, land fragmentation, 

ground water scarcity, increasing natural calamities, decreases the purchasing 

power of  agricultural workers lead to rise in the informal economy. 

The Census as well as the National Sample Survey (NSS) points to the 

fact that the migration is highly influenced bylabourmarket as  more than one 

third of migrants moved with employment and business motives. Nearly 50% of 

these male migrants shifted to urban areas of whom  69.2% of migrants migrated 

for employment reasons(9). 

 A study by Sandhya rani et al “ The Changing Pattern of Internal 

Migration in India Issues and Challenges”(17)shows an increasing trend in 

migration to urban areas especially among males who belongs to lower socio-

economic class. 

4.1.4GLOBAL RESPONSE TO MIGRANT WORKERS 

At the World Health Assembly in May, WHO agreed on four strategies to 

address the vulnerabilities and health-care needs of migrants.(18) 



 

10 

 Advocacy and policy development  to ensure equitable access to health 

services among migrants.(18) 

 Improving health information systems to assess the trend in migrants 

health to identify and fill gaps in service delivery.(18) 

 To sensitize the policy-makers and other stakeholders on migrant health 

issues to improve service delivery thereby reinforcing migrant-friendly 

public-health services.(18) 

 To establish the minimum health-care standards for all migrant 

workers.(18) 

The International Labour Organisation promotes opportunities for all 

workers irrespective of their gender and migration status to obtain decent and 

productive work with freedom, equity, security, and human dignity.(14) 

According to International Labour Organisation, decent work for migrant 

workers means that they should have fundamental human rights at work like the 

right to be protected against discrimination, protection against accidents or 

injuries, protection with social security schemes and social inclusion. Even 

irregular migrant workers should be entitled to their human rights at work.(14) 
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4.1.5 INDIAN SCENARIO 

India is a federal country which comprises 29 states and 7 union territories 

now. At the state level, there is a marked variation in the level of urbanization. 

States like Bihar, Assam and Himachal Pradesh are at the bottom of the ranking 

where the urbanization level is less than 15 percent compared to the states of 

Tamil Nadu, Punjab, Maharashtra and Gujarat where there is highurbanization 

level, 37% in Punjab to 48% in Tamil Nadu which is higher than the national 

average. These highly urbanized states show a higher level of per capita income 

and also a higher level of in-migration.(6) 

A discussion paper by UNESCO on “Internal Migration and Youth in 

India: Main Features, Trends and Emerging Challenges” (2013) states that India 

experienced rapid urbanisation with 31.8% growth in the last decade. Migration 

in India is likely to steadily increase in the foreseeable future. Around 400 

million migrants were expected in 2011 which accounts for one third of the total 

population of our country.(19) 

A study by Usami et al “ Migration in India: Trend and Patterns, Profile of 

Migrant Workers and Ties with Native Place”  states that the major pattern in 

north India (Punjab and Delhi) was inter-state migration from Uttar Pradesh, 

Bihar and Himalayan foothill states, while intra-state migration was the dominant 

pattern in south India especially in Tamil Nadu.(20) 
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 Emerging Patterns of Migration in India  

 Short term migration is the recent trend in our country. A short term 

migrant is an individual „who had stayed away from the village/town for a period 

of 1 month or more but less than 6 months during the last 365 days for 

employment or in search of employment are termed as short-term migrant‟.(21) 

This is mainly due to the seasonal job nature in agriculture and lack of skills and 

low literacy pushes rural workers to urban areas. The short term migrants move 

from agriculture to construction sector as there is a tremendous growth in the 

construction sector and easy availability of temporary jobs in this industry.(21) 

  



 

13 

 

Figure 1.  Internal Migration Flows in India, 2001 
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Source from reference(22) 

A study by Subramani T et al “Analysis of Construction Workers Migrate 

from Industries” states that around 18% of the workforce are being employed in 

industries like manufacturing, construction and mining which produces about 

27% of the domestic output. The construction industry is important for 

accentuating internal migration among Indians. Over 90% of urban construction 

workers are rural migrants, and more than one third of those engages in 

construction work. The qualitative component of this study demonstrated the 

risks as well as the states inability to handle such risks. Construction workers 

have suffered from various problems like delayed payment of salaries, exclusion 

from social security schemes and poor health.(8) 

4.1.6 STATE SCENARIO: 

In Tamil Nadu, there are more than one million migrant workers.(10) 

The Tamil Nadu labour department conducted a survey in 2016 through a 

private consultant shows that there are 10.67 lakh migrant unskilled workers in 

the state. The three major sectors which employs these workers are 

manufacturing sector (27%), textile industries (14%) and construction 

sector(11.41%). These data will help the policy makers to improve the healthcare 

and other benefits to the migrant workers.(10) 

A study by Mahendran. G et al “An Economic Analysis of The Migrant 

Workers with special reference to Thanjavur District, Tamil Nadu” states that the 
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agriculturists and related workers have limited purchasing power due to seasonal 

jobs.  Natural calamities and working in unorganized sector makes things worser 

which forces them to migrate towards urban regions.(4). 

4.1.7 STRUCTURAL BASIS FOR POLICY IMPLEMENTATION 

National 

The State Ministry of Labour and its departments are responsible for 

policy framing and implementation of various schemes to protect the migrant 

workers from exploitation and to improve their working conditions. 

Some of the Labour legislations in our country are: 

 The Inter State Migrant Workmen Act, 1979.  

 The Minimum Wages Act, 1948. 

 The Contract Labour Act, 1970. 

 The Equal Remuneration Act, 1976.  

 The Building and Other Construction Workers (Regulation of 

Employment and Conditions of Service) Act, 1996. 

 Both the Central and State Governments are responsible in enforcing the 

laws. At the central level, the Chief Labour Commissioner and in the states, the 

Labour Commissioners and their field offices are held responsible. The other 
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related departments are Health and Family Welfare department in provision of 

accessible, quality care services, Human Resource Development, Food and 

Consumer Affairs, Urban Affairs and Social Justice. The Ministry of Home 

Affairs is the responsible department for immigration.(9) 

International 

The external labour migration flows in India is being regulated by 

Emigration Act. The Ministry of Labour and the Protector of Emigrants are 

empowered to regulate the procedures for foreign employment. The state should 

ensure nationals obtain legally valid employment oppurtunities which is 

acceptable. The allied ministries in emigration of workers in our country are the 

Ministry of External Affairs (MEA) and Ministry of Home Affairs. The control 

of exit is regulated by immigration department under the Ministry of Home 

Affairs. The Police Department is responsible for investigations regarding 

complaints on recruitment or any abuses in India.(9) 

4.2. DIFFICULTIES FACED BY MIGRANTS 

4.2.1 LIVING CONDITIONS 

 Most live in open spaces or makeshift shelters without safe drinking 

water and sanitary facilities in spite of the Contract Labour Act which stipulates 

that appropriate accomadation should be provided by the employer. In addition to 

seasonal workers, migrant workers also live in parks and pavements. Migrant 
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workers are not able to access public distribution system and hence they need to 

spend more for their food.(9) 

4.2.2 HEALTH  

 Informal workers work in harsh circumstances and they live in unhygienic 

conditions which adversely affects all aspects of their health and make 

them easily susceptible to diseases. 

 People working in mine quarries and constructions sites are more 

vulnerable to respiratory, musculoskeletal and skin diseases. 

 Violation of safety measures by the employer increases the incidence of 

workplace accidents. 

 Due to their temporary residential status, migrant workers often find it 

difficult to access the benefits of various healthcare programmes.  

 Workers of brick kilns and tile factories often suffer from occupational 

hazards like myalgia, sunstroke and skin irritation. 

 Psychosocial problems are also common as many people migrate leaving 

their family and more susceptible to malnutrition and substance abuse.(9) 

A literature review by Pratik Adhikary et al on “Health Issues among 

Nepalese migrant workers in the Middle East” stated that the working and living 

conditions of Asian migrant workers were poor. It was also found out that 
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migrant workers faced risks of anxiety, depression, tuberculosis and eye injury. 

They had high risks of workplace injuries, suicide attempts, cardiac arrests, 

mental illness and high death rates. (23) 

4.3. CONSTRUCTION AND CONSTRUCTION WORKERS 

• The term construction includes the following: 

(i) building which includes excavation, structural alteration, renovation and 

repair of old buildings and demolition of all types of buildings; 

(ii) civil engineering which includes excavation, structural alteration, renovation, 

repair, maintenance and demolition of public constructions like airports, docks, 

harbours, inland waterways, dams, river and sea defence works, roadways, 

railways, bridges, tunnels, viaducts and works related to the provision of services 

such as communications, drainage, sewerage, water and energy supplies; 

(iii) The erection and dismantling of prefabricated buildings and structures, as 

well 

as the manufacturing of prefabricated elements on the construction site;(24) 

• Construction site can be defined as “any site at which any of the processes 

or operations described above are carried on” (24) 

• Workplace can be defined as a place under the control of an employer 

where employees need to go for their work.(24) 
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• The term employer describes a person who: 

i. Physically or legally employs one or more workers on a construction site 

under his control 

ii. May be a principal contractor, contractor or a subcontractor depending on 

the context.  (24) 

• Competent person is one who possess sufficient knowledge, experience, 

skill and qualification to perform a work safely and efficiently. The 

designation and duties of such person will be defined by competent 

authorities.(24) 

 Construction industry offers numerous employment opportunities for the 

lower socio economic group worldwide. It is considered as the largest industry 

after agriculture and it is the primary one in urban region. Construction work 

often require involvement of numerous labourers both for new building and for 

maintenance works. 

The construction industry contributes positively to the economy of a 

country. The annual output of the industry was estimated to be 3,000 billion USD 

worldwide. The industry employs more than 110 million people worldwide. The 

industry holds a special place in developing countries like India, since it combats 

the high levels of unemployment. The construction industry mainly involves 

informal workers and absorbing surplus labour from the rural areas.(25) 
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Most of the construction workers are unskilled. They comprise only 

around 5 to 10% of the manpower in developed countries as most of the tasks are 

machines based. Worldwide, over 90% of construction workers are males. In 

developing countries, mostly migrant workers engages in these industry as it 

provides good payment and also offers financial security.(26) 

The major economic output of the construction industry is from the 

developed countries. About 30% of global output is from Europe, 21% from 

United States and 20 per cent from Japan. Even though there is rapid economic 

growth and surplus manpower in developing countries, 6% of global output is 

from China and only 1.7 per cent from India.(25) 

4.3.1 Work Organization and Labour Instability 

Construction projects involve workers temporarily and the workers may 

spend a few weeks or months in that project with a nearby shelter and the 

working hours are long with high risk when compared to other sectors.(26) 

The construction projects may employ a large proportion of migrant 

workers who may be temporary and inexperienced.  They may not be well versed 

in the common language used in their work place which makes difficulty in 

developing effective, safe teamwork which is essential in construction sites.(26) 
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4.3.2 Construction Hazards 

Construction hazards can be classified into the following four classes:  

 Chemical 

 Physical 

 Biological  

 Social.(26) 

1.Hazards due to chemicals 

Chemical hazards occur as a result of exposure to dusts, fumes, mists, 

vapours or gases at work site either by inhalation or by absorption through intact 

skin (e.g., organic solvents). Hazardous chemicals may be a liquid or a semi-

liquid like glues, adhesives and tar or a powder like dry cement.(26) 

Workers exposed to asbestos are more prone to deaths due to cancer of 

lung and respiratory system. Painters and bridge rehabilitation workers are 

susceptible to lead poisoning. Roofers and workers involved in hazardous waste 

cleaning activities are exposed to heat stress. Workers using vibrating drills like 

stoper drills among tunnellers may acquire Raynaud‟s syndrome.(26) 
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2. Hazards due to physical agents 

Every construction project has physical hazards which may include the 

following: 

1. Noise 

2. heat and cold 

3. ionizing and non-ionizing radiation 

4. vibration 

5. barometric pressure 

Construction work often need to be done in extreme weathers irrespective 

of time. (26) 

3. Hazards due to biological agents 

Hazardous biological agents encountered in worksite are infectious 

organisms, toxic substances or animal attacks. The common contagious diseases 

that occur among construction workers are histoplasmosis (by a soil fungus), 

influenza, tuberculosis and vector-borne diseases like yellow fever, malaria or 

Lyme disease. These diseases occur mainly due to poor working and living 

environment with inadequate safety measures.(26) 
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4.Social hazards 

Social hazards appear as a result of disturbed social organization in the 

industry. Employment is often temporary. In addition, employee also keeps 

changing his work frequently. Most of the projects require the worker to live in 

work campus away from home and family. This makes the employee to lose his 

dependable social support. 

Workers who lack psycho-social support are unlikely to perform 

effectively. Irresponsibility of a single worker may threaten the safety of other 

co-workers. This makes the work so dangerous. 

The above hazards are common to all construction workers in one way or 

another and may result in serious consequences.(26) 

4.3.3.MAJOR HEALTH ISSUES AMONG CONSTRUCTION WORKERS 

1.High incidence of injuries from accidents is the most common health risk, 

resulting from unsafe work sites, and lack of appropriate protective equipment 

and training. An estimated ¾ to all of informal construction workers are exposed 

to occupational hazards. Accidents are so common that they are considered an 

inevitable part of the work. WIEGO estimates 16‐18% of workers are injured in 

south Asia each year. Workers bear responsibility for their health in the aftermath 

of accidents.(3) 
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2.Stress - HSE defines stress as “an adverse reaction to excessive pressure”. 

Stress plays a major role in the safety of workers and their health(27) 

As per HSE, the top five reasons for stress in construction site are as 

follows: 

1. Expectation of too much work in a limited time period 

2. Travelling from one place to other 

3. Responsibility of other workers‟ safety 

4. Lengthy working hours and 

5. having a hazardous job.(27) 

3.Hand-arm vibration: 

Hand-arm vibration (HAV) is vibration transmitted into someone's upper 

limbs as a result of work activity which involves tools and machinery. Constant 

exposure to this type of vibration may lead to irreversible health 

consequences(28) 

4.Respiratory disease: 

The common work-related lung diseases in the construction industry are 

Chronic Obstructive Pulmonary Diseases (COPD), silicosis and asthma. (29) 
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5.Asbestos 

Asbestos exposure can lead to life threatening diseases. Hence, 

construction site should be thoroughly commissioned for any Asbestos 

Containing Materials (ACMs). Asbestos exposure commonly occurs during 

demolition and refurbishment work. Proper records should be maintained for 

ACMs at the construction site to ensure that the level of asbestos exposure is 

under control. (27) 

6.Dermatitis: 

As Construction work involves chemicals like cement and organic 

solvents, irritant contact dermatitis is more common among the workers. 

Dermatitis will be further aggravated if the exposure continues.(27) 

7.Chemical exposures: 

These are common and can cause metal poisoning, damage to the central 

nervous system and liver, dermal and respiratory allergies, cancers and reproductive 

disorders.(3)  

8.Musculoskeletal injuries and disorders: 

These include back injuries from carrying heavy loads, and joint pain.(3) 
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9.Poor living conditions: 

Many workers need to live onsite and they are exposed to overcrowding, 

poor sanitation, high prevalence of disease vectors such as rats and mosquitoes, 

and continued exposure to construction dust, leading to water‐borne disease, 

dengue fever, and respiratory problems.(3) 

4.3.4. INDIAN SCENARIO AND RESPONSE 

In India, construction industry has become an integral part of the nation‟s 

economy. It is the second largest employer in our country, next to agriculture. 

Nearly 18 million and 14 million people are employed in this industry directly or 

indirectly respectively. It constitutes about 40% to 50% of India's capital 

expenditure on projects in various sectors such as highways, roads, railways, 

energy, airports, irrigation, etc(30) 

In 1996, The Building and Other Construction Workers (Regulation of 

Employment and Conditions of Service) act and Building and Other Construction 

Workers Welfare Cess act were enacted to regulate the employment and to 

provide proper safety and welfare measures for construction workers.(31) 

Tamilnadu State Governments have constituted Building and Other 

Construction Workers Welfare Boards. This board provides timely assistance to 

the worker in case of accident, pension, sanctioning loans for housing and 

education, maternity benefits, healthcare expenses etc. It is the responsibility of 

the state in collecting funds and its proper utilisation for workers‟ welfare.(31) 
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This board also states that the person is a construction worker if he/she 

engages in any of the following construction work: 

1. Cutting, breaking and crushing of stone 

2.  Cutting and polishing of slabs/tiles 

3.  Wood work including painting varnishing etc. 

4. Sewerage and plumbing work 

5. Electrical works including wiring, distribution, panel fixing etc. 

6. Installation and repair of fire fighting systems 

7. Installation and repair of cooling and heating systems 

8. Installation of lifts, escalators etc 

9. Installation of security gates, devices etc. 

10. Fabrication and installation of iron/metal grills, windows, doors 

11. Construction of water harvesting structures 

12. Interior work including carpeting false ceiling, lighting plaster of paris 

13. Cutting glazing and installation of glass panels 

14. Making of bricks, roofing tiles etc. not covered under Factories Act, 1948 
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15. Installation of energy efficient equipment like solar panels etc. 

16. Installation of modular units for u se in places such as kitchens 

17. Making and installation of pre-fabricated concrete modules etc. 

18. Construction of sports / recreation facilities including swimming pools, 

golf courses etc. 

19. Construction/erection of signage, road furniture, bus 

shelters/depots/stands, signalling systems etc. 

20. Construction of rotaries, installation of fountains etc. 

21. Construction of public parks, walking tracks, landscaping etc. 

4.3.5 STATE SCENARIO AND RESPONSE 

In Tamil Nadu, more than 25 lakhs of workers are approximately involved 

in various construction activities. Experts say relatively better wages and 

employment opportunities in Tamil Nadu draw workers from West Bengal, 

Odisha, Bihar, Jharkhand and Assam.(10) 

According to the migrant worker survey, most of them work in 

manufacturing companies. The top three districts -- Kancheepuram, Chennai and 

Tiruvallur -- houses 51.3% of the migrant worker population. Real estate projects 

and the metro rail work have attracted migrant labour.(10) 
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Under a central law, states have set up welfare funds for construction 

workers. The states can collect a cess on construction projects and transfer the 

amount to the welfare funds which covers the welfare schemes like health 

insurance educational scholarship for the registered construction workers.  

In Tamilnadu, there are more than 16 welfare boards and schemes which 

involves informal workers from various other sectors.(32) 

 The board was funded by a tripartite arrangement with equal contribution 

from employers, trade unions and government. The employers should pay the 

contribution at the time of plan sanction. Tamilnadu government collects 0.3% 

cess instead of 2% as advised by central government rules, thereby limiting the 

funds and hence limiting the scope of its welfare schemes.(33) 

As on date, the board has only 40,000 construction workers out of 23 lakh 

registered workers from 30 districts of Tamilnadu. Benefits for these workers 

include accident insurance, death benefit, education, maternity benefit, pension, 

medical facilities, housing subsidy, crèche facilities are being provided under this 

scheme.(34) 

4.4. HEALTH SEEKING BEHAVIOUR 

Health seeking behavior accepted by the North American Nursing Diagnosis 

Association, defined as “a state in which a person in stable health is actively 

seeking ways to alter his or her personal habits or environment in order to move 

toward a higher level of health”. Stable health is defined as “the achieving of age 
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appropriate illness prevention measures, with reporting of good or excellent 

health, and signs or symptoms of disease, when present, being controlled.”(35) 

A study by Shaikh BT et al “Health seeking behaviour and health service 

utilization in Pakistan: challenging the policy makers”. (2004) states that the 

health care system utilization either public or private by formal or informal 

workers depends on various factors like socio-demography, education, cultural 

beliefs and practices, environmental conditions, and the prevalence of disease 

and the framework of health care system.(36) 

A study by A. H. M. Zehadul Karim et al “Health Seeking Behavior of the 

Bangladeshi Migrant Workers in Malaysia: Some Suggestive Recommendations 

in Adjustive Context” a survey conducted in Kuala Lumpur city of Malaysia by 

snowball technique on 200 workers by convenient random sampling and by face-

to-face interviews, with the help of structured questionnaire long with some 

Focus Group Discussions. The Bangladeshi migrant workers working in 

Malaysia were fully devoid of any health care facilities from their place of 

employment. 87% of Bangladeshi workers did not receive any health protection 

measures at times of necessity and crisis.  Many illegal workers were often 

denied access to this medical support due to the unavailability of legal records 

regarding their employment.(37) 

A study by Chu-Hong Lu et al “Health-Related Quality of Life and Health 

Service Utilization in Chinese Rural-to-Urban Migrant Workers”. This was a 

cross-sectional comparative study involving 2315 rural-to-urban migrant workers 
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and 2347 workers from local urban residents in China in 2013. Health Related 

Quality Of Life (HRQOL) and self reported health service utilization was 

assessed. The migrant workers had significantly lower scores in all domains of 

Health Related Quality Of Life, more likely to report chronic illnesses and recent 

two-week morbidity but less likely to see a doctor.(38) 

A study by Thet Aung et al “Health seeking behaviours among Myanmar 

migrant workers in Ranong province, Thailand” done in 2009, involved 388 

Myanmar migrant workers with a structured questionnaire. The most common 

health seeking behaviour for the perceived minor health problems were buying 

drugs without medical advice. Nearly 50% of workers stated that if health 

condition gets worse or for major health problems, they go to health centers. 

Apart from socio demographic and individual characteristics, the presence of 

health insurance, travelling time to the health centers and consultation fees were 

also significantly associated with the health seeking behaviour of the 

workers.(39) 

A study by Yingchun Peng et al “Factors associated with health-seeking 

behavior among migrant workers in Beijing, China” involved 2,478 workers by  

multi-stage stratified cluster sampling method. Face-to-face interviews were 

conducted using a structured questionnaire survey. Only 4.8% of workers sought 

medical advice in the past 2 weeks which accounts only 36.4% of people who 

had illness in the last 2 weeks. Nearly 33.3% of the migrant workers chose self-

medication and 30.3% of workers did not take any measures while ill within the 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Peng%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=20298613
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past two weeks.  The perceived obstacle to health-care access was the high cost 

of health service and this was reported by 40.5% of the migrant workers who 

became sick. Above all, only 6% of workers had insurance coverage in Beijing 

which adversely affects the health-seeking behaviour significantly among 

migrants. The per capita income and working hours  also affect the rate medical 

visits among the migrant workers in Beijing.(40)  

4.4.1 BARRIERS IN HEALTH SEEKING AMONG CONSTRUCTION 

WORKERS 

A study by Weixian Lee et al “ Health seeking behaviour of male foreign 

migrant workers living in a dormitory of Singapore” (2011) a cross sectional 

descriptive study involving 525 male migrant workers of age, 21 years or more 

showed that 71% of participants did not have or aware of health insurance. The 

number of rest days, higher basic monthly salary are significantly associated with 

consultation of doctor.  84% of respondents did the consultation as they felt that 

the medical care would help to improve work efficiency.(41) 

A study by D. Maneze et al “Facilitators and Barriers to Health-Seeking 

Behaviours among Filipino Migrants: Inductive Analysis to Inform Health 

Promotion” included 337 of the 552 survey respondents.  The major personal 

facilitator of health-seeking behaviour was the awareness of practices that 

enhance health.  The perceived as barriers were competing priorities of daily 

living, cultural beliefs and practices, but in new migrants and elderly 

communication difficulties was a barrier to access health services.(42)  

https://www.hindawi.com/52405490/
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5.  METHODOLOGY 

5.1. Study Design:  

The study was conducted as a community based cross sectional to 

determine the health seeking behaviour and the factors influencing health seeking 

behaviour among migrant construction workers in Chennai – Tamil Nadu. 

5.2.Study Place:   

 The study was conducted at construction sites in Chennai.  

5.3.Study Duration:  

 The study was carried out from February 2016 to September 2016. The 

period of field study was from May 2016 to July 2016.   

5.4.Study Population:   

The study population comprised of migrant construction workers (16 

years and above) in Chennai.   

A. Inclusion Criteria:   

 Migrant construction workers - construction workers who have been away 

from the native place for a minimum period of 6 months till date of 

interview. 

 Who give consent 



 

34 

B. Exclusion Criteria:  

 Those who were not present on two consecutive visits. 

5.5.Sample Size: 

 Calculated sample size: 425 individuals  

  Sample size covered: 425 individuals.   

Sample size is calculated using the formula; 

     1.96 x 1.96 x 36 x 64 

Z
2
pq/ d

2 
= ------------------------------- 

      5x5 

    = 353.89 = 354 + 71 (20% Nonresponse rate) 

    =  425 

Sample size was calculated with the prevalence of 36% from the study 

titled “Health-seeking behaviour of male foreign migrant workers living in a 

dormitory in Singapore” with the confidence level of 95% and relative 

precision of 5%. Sample size is derived after adding 20% of nonresponse rate. 
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5.6.Sampling Method:  

 The first stage involvedthe line listing of major construction sites in Chennai 

 The second stage involved selecting a construction site by simple random 

sampling. 

 In the third stage, all the construction workers  involved were approached for 

the study 

 The second and the third stages were repeated till reaching the estimated 

sample size 

  The data collection was done in two construction sites to achieve the 

estimated sample size 

5.7.Study Tool: 

 Questionnaire was obtained from Dr. Jerald Chkoh, Associate Professor, 

Yong Loo Lin, School of Medicine, Singapore and Dr. Joash Chong. The 

questionnaire was modified according to the local needs. 

The study was conducted as one to one interview with the questionnaire. 

Questionnaire:   The questionnaire for the present study contained 3 major 

parts and in three languages viz., English, Tamil and Hindi. 

 The first section covers personal and socio-demographical information 
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like age, nationality, marital status, education, salary and working 

conditions. 

 The second section covers how they would respond to illness which was 

elucidated by four hypothetical illness or injury scenarios: 

1. An upper respiratory tract infection (URTI), 

2. An URTI lasting three days and complicated by high fever(38 degree C).  

3. A worksite injury to the foot with some pain but no functional 

impairment, and  

4. The same worksite injury but with pain so severe as to cause functional 

impairment.  

 The third section covers previous health seeking experience based on 

participants response to a previous illness or injury and their reasons for 

and not seeking medical attention. 

 The questionnaire was translated with assistance from volunteer 

translators from amongst the workers at the survey site to answer 

participants queries. 
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5.8 Variables of Interest & Operational Definitions:  

Socio demographic variables  

  Age: Completed age at the time of interview was considered for the study   

  Smoker : Every individual who declared himself a smoker during data 

collection is considered smoker, regardless of the number of cigarettes 

consumed; 

 Migrant: People who are away from native place either intra - state or 

inter – state and from other countries were considered as migrant 

 Construction workers: Workers in construction industry for a minimum 

of 6 months were approached. The International Labour Organization 

(ILO) classifies the construction industry as government and private-

sector firms erecting buildings for habitation or for commercial 

purposes and public works such as roads, bridges, tunnels, dams or 

airports. 

 Health seeking behaviour:Health seeking behaviour from a public health 

perspective explains the reasons behindthe delay in receiving treatment 

and care, non-compliance with treatment or the nonutilizationof 

preventive measures 
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5.9. Data Collection and Methods:  

a.  Data collection was done in the study area after obtaining prior permission 

from the Director, Institute of Community Medicine and The Dean, 

Madras Medical College and approval of Institution Ethical Committee, 

Madras Medical College. (Annexure)  

b.  Data collection was done in the construction site after obtaining prior 

permission from concerned authorities (Annexure)   

c.  Each participant was given a brief introduction about the study and 

informed written consent was obtained from all participants (In illiterate 

elders, a thumbprint was taken in front of witnesses).  

d.  Data was collected from the individuals by one to one interview, asking 

the questions in their language with the help of translators. (Students of 

Madras Medical College as well as amongst workers who are willing to 

translate) 

e.  Relevant information was obtained from the respondent using the 

questionnaire at the dormitory near the construction site in the evening 

time. Questions were read out to the study subjects in exactly the same 

order as listed in the questionnaire and sufficient time was given to the 

subjects to respond. If the study subject haven‟t understood the question, 

the question was repeated in the same manner without probing for the 

answer.   
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5.10. Services rendered:  

 Health education about personnel hygiene like hand washing before food 

intake, after handling construction raw materials, to use gloves in workers 

having skin problems was given and to wear hard hat always during 

working hours, ear muffs in operating machineries, face mask in dusty 

work environment, to wear goggles during welding and metal cutting and 

to stop smoking and alcohol.  

 Health education was given along with the family members about 

nutrition, proper vaccination to children, the importance of environmental 

hygiene in preventing outbreaks of diarroheal disease, flu, mosquito borne 

diseases like dengue, malaria etc.,  

 Health education was given about the nearby public health facility, the 

availability of 24*7 emergency services and speciality services. The 

availability and services of 108 and 1096 were explained in detail.  

 Participants and their family members were treated for minor ailments and 

appropriate referral service was offered. 
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6. DATA ENTRY & ANALYSIS 

6.1. Data Entry  

The data collected from the questionnaires were entered in Microsoft 

Excel 2013 version and the master chart was framed. The data entered were 

double checked for any errors. The data from the master chart were exported to 

Statistical Package for Software Solutions (SPSS) version 16 for analysis. Totally 

data was collected from 439 people. After checking for non- response and 

erroneous data, 14 individuals‟ data were removed from the study accounting to a 

total of 425 people.   

6.2. Data Analysis  

Categorical variables were presented in the form of frequency 

distributions and percentages. Association between categorical variables are 

tested using Chi square tests and Fisher exact tests.  

6.3. Data presentation  

 The distribution of categorical data in the study were represented by 

tables, pie chart and bar charts.   
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7.  RESULTS 

7.1. SOCIO-DEMOGRAPHIC DETAILS OF STUDY POPULATION 

7.1.1. Age and gender distribution of study population 

Table 1 Distribution of age among study population 

Age category Number of participants  

(N=418) 

Percentage (%) 

16 to 30 years 284 67.9 

31 to 45 years 90 21.5 

46 to 60 years 40 9.6 

More than 60 years 4 1 

  

Most of the construction workers in the study group belonged to the age 

group 16 to 30 years.Only one percent of the study group were above 60 years of 

age. Only 31 (7.4% of the study participants) were female. Mean age of the study 

population was 29.3 ± 11.1 years 
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7.1.2. State of origin 

Table 2 State of origin of the study population 

State of origin Number of participants (N=418) Percentage (%) 

Andhra Pradesh 31 7.4 

Assam 2 0.5 

Jharkhand 90 21.6 

Madhya Pradesh 10 2.4 

Maharashtra 11 2.6 

Orissa 47 11.2 

Pondicherry 2 0.5 

Tamil Nadu 125 29.9 

Uttar Pradesh 9 2.2 

West Bengal 89 21.3 

 

 Nearly 30% of construction workers were intra-state migrants from 

various other places of Tamilnadu. Almost 22% and 21% of study participants 

had migrated from Jharkhand and West Bengal respectively. 
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7.1.3. Distribution of religion: 

 

Figure 2 Distribution of religion among study population 

 Most of the migrant construction workers studied belonged to the religion 

Hindu (87%). 11.5% belonged to the religion Muslim, 1.2% belonged to the 

religion Christian and 0.2% belonged to the religion Jain. 
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7.1.4. Marital status 

 

Figure 3 Marital status among study population 

 Among the study population, majority of them (54%) were married and 

46% of them were single. 
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7.1.5. Educational status 

 

Table 3 Educational status among study population 

Educational status Number of study participants 

(N=418) 

Percentage 

(%) 

No formal 

education 

115 27.5% 

Primary 185 44.2% 

Secondary 75 17.9% 

Diploma 19 4.7% 

Degree 24 5.7% 

 

 Nearly 28% of study participants had no formal education. Most of them 

(44%) had primary school education. Only 10% had degree or diploma. 
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7.1.6. Number of family members supported 

 

Figure 4 Number of family members supported by the study participants 

 Nearly half of the study population supported 4 to 6 family members. 

Almost 11% of them supported 7 or more members.The average number of 

family members supported by the study population was 1.7 ± 0.6. 
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7.2. OCCUPATIONAL DETAILS OF STUDY POPULATION 

7.2.1. Details of working hours 

 

Table 4 Occupational details of the study population 

Occupational 

detail 

Number of study participants 

(N=418) 

Percentage 

(%) 

Average working hours per day 

8 hours or less 160 38.3 

9 to 12 hours 242 57.9 

More than 12 hours 16 3.8 

Working hours per week 

Less than 48 hours 88 21 

More than 48 hours 332 79 

Duration of interval 

Less than 1 hour 6 1.4 

1 hour 402 96.2 

More than 1 hour 10 2.4 

 

 Nearly 58% of the study population worked on an average of 9 to 12 hours 

whereas only 3.8% worked for more than 12 hours. 

 Nearly 79% of the study population had working hours more than 48 

hours in a week. 

 Almost all the migrant construction workers had interval in between 

working hours. Most of the migrants had an interval of duration one hour or 

more. Only 1.4% of migrants had interval less than one hour. 
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7.2.2. Type of work 

Table 5 Type of work by the study population 

Type of work Number of participants (N=418) Percentage (%) 

Masonry 240 57.3 

Machinery / fitting 38 9.1 

Supervision 37 8.8 

Electrical 30 7.2 

Metal cutting 25 6 

Welding 19 4.5 

Painting 17 4.1 

Sand/water blasting 4 1 

Chemical cleaning 4 1 

Carpentry 3 0.7 

Piping 2 0.5 

 

 Majority of the study population (57%) were working as masonry 

followed by machinery / fitting 9%, supervision 9% and electrical work 7%. 
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7.3. HEALTH BELIEF OF THE STUDY POPULATION 

7.3.1. Response to Scenario A: Sneezing/coughing/having a runny nose 

without a fever 

 

Figure 5 Response of study population to sneezing/coughing/runny nose 

without fever 

 The above figure shows that nearly 75% of migrant construction workers 

studied will not go to work, only 36% will report their illness to supervisor and 

85.4% will see a doctor for illness if they get sneezing/coughing/runny nose 

without fever. 
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7.3.2. Response to Scenario B: [3 days after Scenario A] + High fever of 

38
0
C, with sneezing/coughing/having a runny nose 

 

Figure6. Response of study population to High fever and 

sneezing/coughing/runny nose for 3 days 

 The above figure shows that almost 80% of the study population will not 

go to work, nearly 73% of them report their condition to supervisor and 90% of 

them will see a doctor when they get high fever and sneezing/coughing/runny 

nose for 3 days. 
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7.3.3. Response to Scenario C: Experiences pain when his foot is hit by a 

heavy object, but still able to walk 

 

Figure 7 Response of study population to pain when his foot is hit by a heavy 

object, but still able to walk 

 The above figure shows that 86% of study population will not go to work, 

77% will report their illness to supervisor and 79% of them will see a doctor 

when they experience pain due to hit by heavy object and still are able to walk. 
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7.3.4. Response to Scenario D: [3 days after Scenario C] + Unable to walk 

anymore 

 

Figure 8 Response of study population to pain when hit by a heavy object 

and not able to walk anymore 

 The above figure shows that 95% of migrant construction workers studied 

will not go to work, 82.5% of them will report to supervisor and nearly 86% of 

them will see a doctor when they experience pain due to hit by a heavy object 

and not able to walk anymore. 
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7.3.5. Payment for healthcare in different scenarios for the study population 

 

Figure 9 Payment for healthcare at different scenarios for the study 

population 
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The above table shows the belief of the migrant workers in the payment 

for healthcare in case they are falling ill. Nearly 50% of the migrant workers 

believes that they have to pay themselves for their healthcare in all the four 

scenarios. Nearly 20-25% of them believes that their company will pay for 

healthcare. About 24 to 26% of them believes that he/she together with the 

company has to pay for their healthcare. Nearly 2.5% of the workers did not 

know who will pay for their healthcare expenditure. 

7.4. HEALTH SEEKING EXPERIENCE OF STUDY POPULATION 

 Among the study population, only 98 migrant construction workers had 

fallen sick or got injured after starting to work. The health seeking experience for 

those 98 migrant construction works was analysed. 
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7.4.1. Types of symptom experienced 

Table 6 Types of symptoms experienced during the most recent episode of 

illness 

Type of symptom 
Number of study 

participants (N=98) 
Percentage (%) 

Fever 26 26.5 

Cough 23 23.5 

Blocked/runny nose 19 20.4 

Sore throat 18 18.7 

Stomach ache 18 18.7 

Injuries 18 18.7 

Body/joint pain 13 13.2 

Skin problems 10 10.2 

  

The most common symptom experienced by the study population was 

fever (26.5%), followed by cough (23.5%), blocked/runny nose (20.4%), 

stomach ache (18.7%), sore throat (18.7%) and injuries (18.7%). 

  



 

56 

7.4.2. Timing of last sickness/injury 

 

Figure 10 Timing of most recent illness episode 

 Among the participants who experienced illness, around 30% of them had 

illness less than 2 months ago and remaining 70% of them had illness more than 

2 months ago. 
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7.4.3. Severity of the most recent episode 

 

Table 7 Severity of the last episode of illness 

Severity of the episode 
Number of participants 

(N=98) 
Percentage (%) 

Not serious at all 48 49 

A little serious 22 22.4 

Quite serious 24 24.5 

Very serious 4 4.1 

 

 Nearly half of the migrants experienced illness that was not serious at all. 

Out of the remaining participants, 4 of them had experienced a very serious 

illness. 
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7.4.4. Delay in seeking medical advice 

 

Table 8 Time taken to seek medical advice for the study population 

Delay in seeking 

medical advice 

Number of participants 

(N=98) 
Percentage (%) 

3 days or less 46 48 

3 days to 1 week 13 13.3 

More than 1 week 5 4.1 

Did not remember 2 2 

Did not go to the clinic 32 32.7 

 

 Among those who had an illness, 48% of them sought medical advice 

within 3 days. Nearly 33% of them did not seek any medical advice for their 

illness. 
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7.4.4. Healthcare facility visited 

 

 Only 66 of those who had illness (67%) visited health care facility for 

treatment.  

 

Figure 11 Healthcare facility visited by the study population for the recent 

illness 

 Among the 66 migrant workers visited the healthcare facility for the 

recent illness, most of them visited private healthcare facility. Only 3 visited 

workplace doctors for their illness. 
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7.5. FACTORS INFLUENCING THE HEALTH SEEKING BEHAVIOUR 

7.5.1. Influence of working hours per day 

 

Table 9 Influence of working hours per day on health seeking behaviour 

Working hours 

per day 

Visited 

healthcare 

facility 

Did not visit 

healthcare 

facility 

Total 

Less than 9 hours 24 (53.3%) 21 (46.7%) 45 

More than 9 hours 42 (79.3%) 11 (20.8%) 53 

Total 66 32 98 

p value – 0.009, Fisher’s Exact test 

  

The above table shows that there is a significant association of working 

hours per day with the health seeking behaviour of the study population. That is, 

more proportion of workers with working hours of more than 9 hours per day 

sought healthcare facility more than those with working hours of less than 9 

hours per day. 
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7.5.1. Influence of severity of the illness in visiting healthcare facility 

 

Table 10 Influence of severity of illness on health seeking behaviour of study 

population 

Severity of the 

illness 

Visited 

healthcare 

facility 

Did not visit 

healthcare 

facility 

Total 

Not serious at all 22 (45.8%) 26 (54.2%) 48 

A little serious 18 (81.8%) 4 (18.2%) 22 

Quite serious 23 (95.8%) 1 (4.2%) 24 

Very serious 3 (75%) 1 (25%) 4 

Total 66 32 98 

p value <0.001, Fisher’s Exact test 

  

The above table shows the proportion of migrant construction workers 

visited who visited healthcare facility based on the severity of their illness. It can 

be seen that there is a statistically significant association between the severity of 

the illness and healthcare facility visit. That is, as the illness gets more severe, 

more number of migrant construction workers visited healthcare facility for their 

illness. 
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7.5.2. Influence of severity of illness on time taken to seek healthcare facility 

 

Table 11 Time taken to seek healthcare facility based on the severity of 

illness 

Severity of 

illness 

Time taken to seek healthcare facility 

Total 
Less than 3 

days 

More than 3 

days 

Did not seek 

at all 

Not serious at 

all 
14 (29.2%) 8 (16.7%) 26 (54.2%) 48 

A little serious 12 (57.1%) 5 (23.8%) 4 (19%) 21 

Quite serious 17 (73.9%) 4 (17.4%) 2 (8.7%) 23 

Very serious 3 (75%) 1 (25%) 0 4 

Total 46 18 32 96 

p value – 0.001, Fisher’s Exact Test 

 

 The above table shows the time taken to seek healthcare facility during the 

illness among the study population. Since 2 of the migrant workers did not 

remember about the time taken to seek healthcare facility, they were excluded 

from the analysis. It was found that there was a significant association between 

the severity of illness and the time taken to seek healthcare facility. That is, 

workers with more serious illness visited healthcare facility earlier than others 

who did not find their illness to be serious. 
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7.5.1. Reasons for seeking healthcare for illness 

Table 12. Reasons cited for seeking healthcare among those who had illness 

(N=66) 

Reason 

Number of 

participants 

(N=66) 

Percentage (%) 

I am willing to listen to doctor‟s 

advice about medication and 

lifestyle change 

42 63.6 

I think this is a dangerous 

condition and I might die from it 
34 51.5 

Seeking a doctor will help me do 

my work better and feel better 
24 36.4 

It has affected my work and/or 

sleep and/or leisure activities 
21 31.8 

I must take care of my body 21 31.8 

My friends saw a doctor when 

they had similar sickness 
14 21.2 

I have been told by 

friends/employer to see a doctor 

if I am sick 

13 19.7 

I have previously had this 

condition and it worsened 

without seeing a doctor 

13 19.7 

I might get sent back to my place 

if the illness is not treated 
9 13.6 

 

 Among those who had visited healthcare facility for their illness, most of 

them cited the reason that they were willing listen to doctor‟s advice. Other 

common reasons for seeking healthcare were fear of illness, being not able to 

work efficiently and peer influence. 
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7.5.2. Reason for not seeking healthcare for illness 

 

Table 13 Reasons cited for not seeking healthcare among those who had 

illness (N=32) 

Reason 
Number of participants 

(N=32) 
Percentage (%) 

I don‟t think my illness is 

serious 
18 56.3 

I don‟t have enough 

money to pay for visit to 

the doctor and 

medication 

9 28.1 

I previously recovered 

without seeing a doctor 
5 15.6 

If I miss work, I might 

lose my job 
5 15.6 

I don‟t know where to 

find a doctor 
3 9.4 

No one has told me to see 

a doctor if I am sick 
3 9.4 

No one I know saw a 

doctor because of this 
3 9.4 

I might get sent back to 

my place for being sick 
2 6.3 

I don‟t think Chennai 

health care system is 

good 

1 3.1 

 

 Among those who did not seek healthcare for their illness, most of them 

cited the reason that their illness was no serious. Other common reasons were 

financial constraints, past experience of same illness and inadequate awareness 

about the healthcare facility. 
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8. DISCUSSION 

 This study was a cross-sectional done among the migrants construction 

workers which is often a neglected and vulnerable population. This study was 

done at Chennai, Tamilnadu. This study aimed to study the health seeking 

behaviour of migrant constructions workers at Chennai. It also aimed to study the 

factors that influence the health seeking behaviour among the same population. 

 Majority of the study population (90%) belonged to the economically 

productive age group 16 to 45 years. Most of them could be single earning 

member of the family on whom the family could be entirely dependent 

financially.  

Nearly 93% of the migrants were males. Several studies also showed that 

most of the migrants were males (17). Majority of them (68%) belonged to the 

age group 16 to 30 years of age. This can be because of unemployment 

prevailing in the rural areas.  

Almost 30% of them were intra-state migrants. Since Tamilnadu has an 

urbanization level of around 48%, it has higher level of in-migration from other 

states in addition to the intra-state migration from rural areas to urban areas(6). 

Higher proportion of migration from Jharkhand, West Bengal and Orissa can be due 

to relatively better wages and employment facilities at Tamilnadu as seen in a 

previous study (10). 
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As 68% of the study population belonged to the age group 16 to 30 years, 

a relatively higher proportion (46%) were found to be single. 

The educational status of the study population was found to be poor with 

28% of them having no formal education. This was consistent with the report of 

UNESCO which showed higher proportion of migrants to be illiterate. However, 

the proportion of illiterate in our study was found to be much lower than that in 

UNESCO report (19). This can be because our study population had 30% intra-

state migration from within Tamilnadu which has a better literacy rate.  

Most of them supported 4 to 6 family members financially. Low 

educational status and higher financial responsibility in the family could have 

forced these people to migrate to urban areas where there is higher level of per 

capita income and more employment opportunities(6).  

8.1. Occupational details of the study population 

 The current study showed that nearly 62% of the study population had 

more than 9 hours of average working hours per day. Almost 80% of the study 

population had more than 48 hours of working hours per week. But the study 

population had a good duration of interval in between working hours. Almost 

most of them had an interval of at least half an hour during the working hours. 

 As the working hours increase, it can ultimately reflect in the health-seeking 

behaviour of the study population. The migrant workers tend to rest during the 

available free time rather than seeking healthcare for their illness. The heavy 
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working hours also affect the health status of the migrant workers and aggravates 

any illness if present. 

8.2. Health belief of the study population 

 In our current study, the study population was given four different 

scenarios and asked for the participants‟ response to each scenario. The response 

of the participants was found to be good in scenario C and D (a scenario of 

getting injuries) when compared to scenario A and B (a scenario of 

sneezing/coughing/having runny nose/fever). This shows that the migrant 

workers gave more importance to injuries rather than to infectious diseases. 

 It was also found from the hypothetical scenarios that the study 

participants would visit a doctor if the illness gets severe. This shows that the 

migrant workers are able to take better care of their own health and are aware of 

the danger signs. This result seems to be better when compared to a study that 

showed half of the migrant workers would go to the healthcare facility only when 

their illness gets severe.(39) 

 However, it was found that nearly 17.5% and 27% of workers would not 

report to their supervisors if their injuries or infection respectively get worse. 

This may cause delay in access to healthcare leading to worsening of conditions. 

This also shows communication gap prevailing in the construction site that may 

compromise work-site safety. Infectious diseases like malaria and dengue also 
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keep spreading to other workers if no proper information to the 

supervisors/employers is given. 

 Nearly 2.5% of the workers were ignorant of who will pay for their 

healthcare if they get any illness. Only 20 to 25% of the workers had confidence 

in their company in terms of healthcare payment. Participants who thought that 

they have to spend themselves for their healthcare might feel financially insecure 

and hesitate to approach healthcare facility for their illness. 

8.3. Health seeking experience 

 Current study showed that only 24% of the study population have had an 

illness episode after being employed in the construction site. This proportion can 

be an underestimate since only self-reported illness were included.  

Most of the illness reported were mainly of infectious origin. This shows 

the increased susceptibility of the migrant workers to infections due to poor 

living conditions. However, the proportion who sought medical advice was found 

to be consistently similar for all the type of symptoms reported. This finding is 

similar to that of a study done among migrants at Singapore. (41) 

Almost 50% of the illness reported were perceived as not serious by the 

migrant workers. Half of the workers who had illness had sought healthcare 

facility within 3 days of illness. Nearly 33% did not seek healthcare facility for 

their illness. This proportion seem to be far better than the proportion found in a 

study done among Bangladeshi and Chinese migrant population (37)(40) 
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Most of them used private healthcare facility for their healthcare. This 

fining is similar to that of a study done at Thailand where most of them preferred 

private health facility(39)This shows that the migrant workers are not aware of 

the healthcare services available at subsidized costs in government healthcare 

sectors. 

8.4. Factors influencing health seeking behaviour 

 In the current study, it was found that more number of migrants working 

for more than 9 hours sought medical advice for their illness as compared to 

migrants working for less than 9 hours. It was also seen that migrants getting 

severe illness were more likely to seek healthcare facility.  

It can be concluded that migrants working for more than 9 hours gets 

severe illness because of their work stress and hence they seek healthcare more 

than others. Also, migrants working for more number of hours earn more and it 

can be a financial reason that they seek healthcare. 

The time taken to seek healthcare for an illness was found to be less for 

those who perceived their illness to be serious. This shows that there is 

availability of affordable and accessible healthcare services around their working 

site. This finding correlates well with the reason cited by the study population for 

not seeking healthcare. 

The most common reason for seeking medical advice for illness was that 

they were willing to listen to doctor‟s advice. This suggests the positive attitude 
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of the migrant workers towards adopting healthy lifestyle. What needs to be done 

is to sufficiently educate them about the available healthcare services and healthy 

lifestyle. Other common reasons for seeking healthcare were fear of illness, being 

not able to work efficiently and peer influence. The reasons cited for seeking 

healthcare was more consistent with the study done at Singapore (41). 

The most common reason cited for not seeking healthcare was that their 

illness was not serious. This finding is consistent with the finding of previous 

study done at Singapore among South Asian migrants (41). Other common 

reasons were financial constraints, past experience of same illness and inadequate 

awareness about the healthcare facility. Financial reasons could have been mostly 

cited by migrants with lower income as in the previous study done at Singapore(41) 
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9.  SUMMARY AND CONCLUSION 

A community based cross sectional survey was conducted among 418 

migrant construction workers of 16 years and above working in two construction 

sites in Chennai to determine the health seeking behaviour and the factors 

influencing the health seeking behaviour among the study population.  

 A semi-structured questionnaire was used to collect information regarding 

the socio-demographic details, health belief, health seeking experience in the 

recent past illness and perceived facilitators and barriers in health seeking 

experience.  

The study revealed the following findings:  

1. Nearly 89% of the study population belonged to the age group 16 to 45 

years of age. 

2. Almost 30% of the study population were intra-state migrants.   Most of 

the inter state migrants were from Jharkhand, West Bengal and Orissa. 

3. Majority of them had only primary level of education. Almost 28% of 

them had no formal education. 

4. Nearly half of them found to support 4 to 6 family members financially. 

5. Almost 62% of them were working for more than 9 hours a day. The 

duration of interval seemed to be sufficient with almost 99% of them 

getting an interval of duration more than half an hour. 
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6. The health seeking behaviour seemed to be better for injuries when 

compared to that for infectious diseases. 

7. The migrant workers seek health care when the illness is getting worse. 

8. Nearly 2.5% of the study population had no idea of who will pay for their 

healthcare. Half of the study population did not have confidence in their 

company in terms of healthcare payment. 

9. Only 98 migrant construction workers had illness episode after starting to 

work in the construction site. 

10. Almost 27% of the study population reported to have had fever, 23% have 

had cough, followed by blocked/runny nose (20.4%), sore throat (18.7%), 

stomach ache (18.7%), injuries (18.7%), body/joint pain (13.2%) and skin 

problems (10.2%). 

11. Nearly half of the illness was perceived as not so serious by the study 

population. Only 4% perceived their illness as very serious. 

12. Majority of them (48%) sought healthcare within 3 days of illness. Nearly 

33% did not seek healthcare facility at all for their illness. 

13. Out of 66 migrant workers who sought medical advice, 40 of them visited 

private healthcare facility for their illness. 

14. Migrants working for more than 48 hours a day sought medical advice 

more than those working for less than 48 hours a day 
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15. Migrants who felt their illness to be very serious sought healthcare more 

than others who felt their illness to be less serious. 

16. Migrants who felt their illness to be very serious sought healthcare more 

readily, that is, within three days than migrants who felt their illness to be 

less serious. 

17. The most common reason cited for seeking health care was to obtain 

medical advise for their illness. 

18. The most common reason cited for not seeking medical advice was that 

the workers did not find their illness to be serious. Financial constraint 

was the second most commonly cited cause. 

To conclude, the health seeking behaviour of the migrant construction 

workers at Chennai was found to be relatively good when compared with the 

previous studies done at Singapore and Beijing (41)(40). The health seeking 

behaviour depends mainly on the perceived severity of the illness. Financial 

constraint was cited as a reason for not seeking healthcare. This should be 

addressed to the employer and necessary healthcare facilities should be made 

available for vulnerable low income group. 
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10.  LIMITATIONS 

1. Most of the details provided by the study participants were self – reported 

which was not cross verified due to paucity of medical records. 

2. There was a possibility of recall bias in the information provided. 

3. Since this study was done in a metropolitan city where the health facilities 

are high with good accessibility, this study cannot be generalized to other 

sub – urban areas of Tamil Nadu.  

4. Although well trained translatorswere used to avoid linguistic 

difficulties,there may be a chance of information bias. 

5. Other factors influencing health seeking behaviour like health insurance, 

other social security schemes has not been covered in this study. 

6. The health seeking behaviour of the family members supported by the 

participant has not been studied. 
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11.  RECOMMENDATIONS 

1. Pre-placement and periodic health examinations should be conducted and 

health education must be given regarding the expected health problems 

and preventive measures 

2. Health education regarding Ergonomics is important in reducing risks to 

worker‟s health. 

3. Sickness register and accident register should be maintained in the office 

with complete details. 

4. Workplace doctors must be employed within the construction site for 

periodic health examination and health education to improve their health 

seeking behaviour. 

5. The migrant construction workers should be ensured access to health care 

by providing social security schemes like health insurance.   

6. Further studies are needed to assess the utilization and efficiency of social 

security schemes available, qualitative research to assess the Worker‟s 

unmet needs.  
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ANNEXURE 1 

INFORMATION SHEET 

A CROSS SECTIONAL STUDY TO DETERMINE THE HEALTH SEEKING 

BEHAVIOUR AMONG MIGRANT CONSTRUCTION WORKERS, CHENNAI -2016. 

            International movement of migrant labour is an increasing global 

phenomenon, with approximately half of about 175 million migrants around the world 

being migrant workers.  The increasing number of migrant workers in high risk 

occupation like construction in Chennai and their long working hours may elevate the 

risk of occupational accidents. They are also at risk from occupational skin and lung 

diseases, and work related musculo-skeletal disorders. Additionally, outbreaks of 

infectious diseases such as dengue, pneumonia and leptospirosis and typhus fever 

have been  documented, possibly due to high density living conditions and poor 

sanitary living conditions. The high risk of health related problems may be 

compounded by issues with inadequate and delay in access to health care, particularly 

in lower income workers.  

In this study, we will be assessing the health seeking behaviour among migrant 

construction workers at Chennai by asking questions under the domains such as your 

demographic profile, health belief, and health seeking experience. The privacy of the 

participants in the research will be maintained throughout the study. In the event of 

any publication or presentation resulting from the research, no personally identifiable 

information will be shared. 



 Taking part in this study is voluntary. You are free to decide whether to 

participate in this study or to withdraw at any time. Your decision will not result in 

any loss of benefits to which you are otherwise entitled.The results of the special 

study may be intimated to you at the end of the study period or during the study if 

anything is found abnormal which may aid in the management or treatment or 

prevention. 

 

 

Signature of investigator   Signature of the participant 
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ANNEXURE 2 

INFORMED CONSENT FORM 
 

A CROSS SECTIONAL STUDY TO DETERMINE THE HEALTH SEEKING 

BEHAVIOUR AMONG MIGRANT CONSTRUCTION WORKERS, CHENNAI -2016. 

Name of the participant:       Age/Sex: 

Study ID No:        Date: 

(1) I have been explained in detail about the study and its procedure. I confirm that I 

had completely understood the study and have had the opportunity to ask questions 

(2)  I understand that my participation in the study is voluntary and that I’m free to 

withdraw at any time, without giving any reason, without their medical care or legal 

rights being affected. 

(3) I understand that the principal investigator, others working on the investigator’s 

behalf, the Ethics Committee and the regulatory authorities will not need my 

permission to look at my health records both in respect of the current study and any 

further research that may be conducted in relation to it, even if I withdraw from the 

trial. I agree to this access. However I understand that my identity will not be revealed 

in any information released to third parties or published. 

(4) I agree not to restrict the use of any data or results that arise from this study 

provided such a use is only for scientific purpose(s). 

(5) I agree to my participation in the above study. 

 

Signature of investigator               Signature or Thumb  

       impression of the participant 

Date: 



 

 

 



 

-  

 - 

/  - 

ID No. - 

 - 

1. -

 

2. 

 

3. 

 

4. 

 

5.  

 

 

 / 

  

 



ANNEXURE 3 

A CROSS SECTIONAL STUDY TO DETERMINE THE HEALTH SEEKING 

BEHAVIOUR AMONG MIGRANT CONSTRUCTION WORKERS, CHENNAI -2016. 

QUESTIONNAIRE 
SECTION A : GENERAL 
         S.No.  :_______________ 
 

Age    :      Site   : _______________ 
 

State   :      
Gender   :  Male   Female 
 

Religion   :  Christian / Catholic  Hindu  Muslim  None 
    Others :__________________ 
 

Marital Status  :  Single  Separated  Married  
 
widowed.__________________ 
 

Number of people you are supporting with your salary : ____________________________ 
 

How long have you been working in the present site : _______________________________ 
 
Main type of work in  :  Oiling  Painting  Welding     Sand/Water blasting 
the last 3 months    Piping  Metal cutting  Electric Work 
     Chemical cleaning  Machinery / Fitting  Supervision 

masonary . 
 
Highest level of education :  None  College  Primary  Diploma 
     Secondary  Degree 
 
Average number of working :   48 hours or less  42-45hrs  45-48 hours 
Hours per week (including overtime)  More than 48 hrs 
 
How many hours do you work per day : 
 
Do you get interval during your work : Yes   No 
 
If yes, how long is your interval? : ____________________ 
 
SECTION B : HEALTH BELIEF 
1. If your work made you fall sick or get injured, are you more likely to see a doctor?  Yes  No 
2.Will you see a Doctor IF 

a)You had itchy skin in the groin area.       Yes  No 
b)You had fingernail problems.       Yes  No 
c)You had itchy / painful skin on your hands      Yes  No 
d)You had a skin lump that was red and painful     Yes  No 
e)you had injury         Yes  No 
3a. If you are sneezing / coughing / having a runny nose but you have no fever, you will: 



 Go to work as usual        Yes  No 

 Report condition to supervisor       Yes  No 

 See a doctor         Yes  No 
 

3b. Even If your supervisor says not to see a doctor, will you still see a doctor?  Yes  No 
 

3c. If you see a doctor for this, who will pay for it? 
  I Pay  Both company and I pay  Company Pays  I don’t know 
 

 
4a. If 3 days later, you have a high fever of >38oC, sneezing / coughing / runny nose, you will: 

 Go to work as usual        Yes  No 

 Report condition to supervisor       Yes  No 

 See a doctor         Yes  No 
 

4b. Even If your supervisor says not to see a doctor, will you still see a doctor?  Yes  No 
 

4c. If you see a doctor for this, who will pay for it? 
  I Pay  Both company and I pay  Company Pays  I don’t know 
 

5a. If a heavy object hit your foot and it is painful, but you can still walk, you will: 

 Go to work as usual        Yes  No 

 Report condition to supervisor       Yes  No 

 See a docor         Yes  No 
 

5b. Even If your supervisor says not to see a doctor, will you still see a doctor?  Yes  No 
 

5c. If you see a doctor for this, who will pay for it? 
  I Pay  Both company and I pay  Company Pays  I don’t know 
 

6a. If 3 days after an object hits your foot, and you cannot walk anymore, you will: 

 Go to work as usual        Yes  No 

 Report condition to supervisor       Yes  No 

 See a docor         Yes  No 
 

 
6b. If you see a doctor for this, who will pay for it? 
  I Pay  Both company and I pay  Company Pays  I don’t know 
 
SECTION C : HEALTH SEEKING EXPERIENCE 
 
1. Have your ever fallen sick or gotten injured since you’ve started working in Chennai. 
         Yes  No (if no Go to Section D) 
 
2.  When was the last time you fell sick or got injured? 

 Less than 3 months ago   More than 3 months ago 
3) During the episode did you have: 

a.  Fever?         Yes  No 
b.  Cough?         Yes  No 
c.  Blocked or Runny Nose?       Yes  No 
d.  Sore throat?         Yes  No 
e.  Stomachache?        Yes  No 
f.  Body or Joint pain?        Yes  No 
g.  Injuries?         Yes  No 



h.  Skin problems (e.g. itch, pain)      Yes  No 
 
4.  How serious do you thing that episode was? 

 

1 

 

2 

 

3 

 

4 

 

5 

Not serious at all A little serious Quite serious Very serious Extremely serious 

 
 
 
5.  How long did you take before getting medical advice? 
  3 days or less   3 days to 1 week  Less than 1 month but more than 1 week 

1 month or more  I don’t know   I did not go to the clinic 
 
6a. Did you see a doctor when you had this condition?    Yes  No 
 
6b. Where did you see a doctor? 
 Government hospital 
 Private clinics  
workplace doctorss 
  
If you saw a doctor, go to 7, skip 8. 
If you did not see a doctor, skip7, go to 8. 
 
7. Why did you see a doctor?  

a) I might get sent back to my place if the illness is not treated.    Yes  No 
b) Seeking a doctor will help me do my work better and feel better.   Yes  No 
c) It has affected my work and /or sleep and / or leisure activities.    Yes  No 
d) I am willing to listen to doctor’s advice about medication and lifestyle change  Yes  No 
e) I think this is a dangerous condition and I might die from it.    Yes  No 
f) I have been told by friends / employer to see a doctor if I am sick   Yes  No 
g) I have previously had this condition and it worsened without seeing a doctor.  Yes  No 
h) My friends saw a doctor when they had similar sickness.    Yes  No 
i) I must take care of my body.        Yes  No 
j) Others : ___________________________ 

 
8. Why did you NOT see a doctor?  

a) I might get sent back to my place for being sick.      Yes  No 
b) I don’t know wher1e to find a doctor.       Yes  No 
c) I don’t think Chennai health care system is good.     Yes  No 
d) I don’t know enough money to pay for visit to the doctor and medication.  Yes  No 
e) If I miss work, I might lose my job.       Yes  No 
f) I don’t think that my illness is serious.       Yes  No 
g) No one has told me to see a doctor if I am sick.      Yes  No 
h) I previously recovered without seeing a doctor.      Yes  No 
i) No one I know saw a doctor because of this.      Yes  No 
j) Others : ___________________________ 
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ANNEXURE 4 

 



Píh] ìPÇ·zuêÇPíh] ìPÇ·zuêÇPíh] ìPÇ·zuêÇPíh] ìPÇ·zuêÇ    
SECTION A : ë–êx ìPÇ·PÇë–êx ìPÇ·PÇë–êx ìPÇ·PÇë–êx ìPÇ·PÇ 

         ¶.Gs.:_______________ 
 

¶¤x   :      Ch£   : _______________ 
 

©ê|°£  :      ë©ê½ :______________ 
 

–ê±Ï£  : � Bs  � ë–s 
 

©u£   : � Q«áx¶¯ / Pzìuê±UP � C•x � ¡á²£ 
    � ©u£ Cµí° � ©ÍÈí¶:__________________ 
 

v−©n uSv  : � uÐ  � –«•x ¶êÁ–¶¯ � v−©n©êÏ¶¯ 
    � ©íÏ· C¼•u¶¯ � ©ÍÈí¶ : __________________ 
 

E[PÇ \£–Âzìuêk GzuíÏ {–¯PíÂ Eu¹QÊ¯PÇ: ____________________________ 
 

GzuíÏ Pê°©êP }[PÇ C•u Chzvµ ì¶í° ë\©QÊ¯PÇ: ____________________ 

 

Ph•u 3 ©êu[PÃµ : � J©±[  � í–si[   � ë¶µi[   � ©nµ/}¯ ¶izuµ 

¡UQ¤©êÏ ì¶í°   � í–—[   � ë©mhµ ë¶mkuµ � ŸÔ\êª ì¶í° 

    � ëPŸUPµ _zu£ ë\©uµ � C¤•vª[PÇ / ë–ê−zx£ 
    � ì©Í–ê¯í¶ ì¶í° � ©ÍÈí¶: _________________ 

 

Gx ¶íªUS£ Pµ· : � Pµ· Cµí° � Pµ´« � Bª£– –ÇÃ  

    � iœìÂê©ê  � E¤¯|í°œ –ÇÃ � –mh£ 

 

Aiœ–íh ©êu \£–Â£  : � 48 ©oUS SíÈ¶êP � 42&45 ©o � 45&48 ©o 
    � 48 ©oUS ì©°êPMore than 48 hrs 

 

J− {êíÂUS GzuíÏ ©o ì{ª£ ì¶í° ë\©QÊ¯PÇ :  
 

u[PÇ ì¶í° ì{ªzvµ Cíhì¶íÂ Eshê  : � B£ � Cµí° 

 

B£ GÐµ, Cíhì¶íÂ G»¶Â¹ ì{ª£ : ____________________ 

 

}[PÇ Cíhì¶íÂí¤ G»¶Â¹ ì{ª£ GkzxUëPêÇ¸¯PÇ? _____________________ 

 

ë\ÔíÏ ¶−¶uÍS ¡ÔÏ¯ E[PÅUS Ph•u ©−zx¶ ¶ª°êË: 
 
ìuêµ —ªa]íÏPÇ  (e.g. eczema)    �B£ �Cµí°    �ëu«¤êx 

~íª¦ªµ —ªa]íÏPÇ (e.g. eczema)    �B£ �Cµí°    �ëu«¤êx 

G³£™ /Tmk/uí\ —ªa\íÏPÇ    �B£ �Cµí°    �ëu«¤êx 

}sh Pê° ì{ê©PÇ (G.Pê. }«½¹, E¤¯ Cªzu A¿zu£) �B£ �Cµí°    �ëu«¤êx 

©ÍÈí¶ : ___________________________ 

 

}[PÇ ™íPœ—iœ◊¯PÂê?   � B£     � Cµí° 

©−zx¶©íÏ¥µ ¡ÔíÏ¤ AÒ©v? � B©ê£ GuÍPêP? _____________ � Cµí° 

ì¶í° uÂzvµ Pê¤[PÇ HÍ–mkÇÂuê? � B©ê£ GuÍPêP? _____________ � Cµí° 

ë\ÔíÏ¥µ ©−zx¶íª –ê¯zv−UQÊ¯PÂê? � B©ê£ GuÍPêP? ___________ � Cµí° 

 

SECTION B : Ehµ {° {£—UíP 

1. ì¶í° E[PÇ Ehµ {°zíu –êvzuêµ }[PÇ ©−zx¶íª –ê¯UP AvP©êP 
Bí\êœ–k¸¯PÂê      � B£ � Cµí° 

  



 

©−zx¶íª –ê¯œ◊¯PÂê? 

2. EÇ ëuêíh A−ìP A«œ™ C−•uêµ     � B£ � Cµí° 

3. ·ªµ {P —ªa]íÏPÇ C−•uêµ     � B£ � Cµí° 

4. íPPÇ A«œ–êP¹£ ¶±¤êP¹£ C−•uêµ    � B£ � Cµí° 

5. ìuê±Ô ì©µ ¶±US£ J− ]¶œ–êÏ Pmi C−•uêµ   � B£ � Cµí° 

 

6a. E[PÅUS C−©µ, ¢USa\Ã C−UQÈx. BÏêµ Pê©a\µ Cµí°, }[PÇ: 
• Gœì–êx£ ì–ê° ì¶í°US ì–ê¸¯PÇ    � B£ � Cµí° 

• ì©Í–ê¯í¶¤êÂ«h£ ëu«·œ◊¯PÇ     � B£ � Cµí° 

• ©−zx¶íª –ê¯œ◊¯PÇ      � B£ � Cµí° 
 

6b. ì©Í–ê¯í¶¤êÂ¯ ©−zx¶íª –ê¯UP ì¶shê£ GÔË ë\êÔÏê³£ ©−zx¶íª  
 –ê¯œ◊¯PÂê?         � B£ � Cµí° 
 

6c. }[PÇ ©−zx¶íª –ê¯zuêµ, ¤ê¯ –n£ Pmk¶ê¯? 

 � {êÔ Pmkì¶Ô � {êÒ£ |Ë¶Ï¡£ ì\¯•x Pmkì¶ê£  

 � |Ë¶Ï£ Pmk£ � GÏUS ëu«¤êx 
 

7a. ¢ÔË {êmPÅUS —ÈS, AvP Pê©a\±−•uêµ (38 iQ«á), C−©µ, ¢USa\Ã  
       ëuêh¯•v−•uêµ, }[PÇ: 

• Gœì–êx£ ì–ê° ì¶í°US ì–ê¸¯PÇ    � B£ � Cµí° 

• ì©Í–ê¯í¶¤êÂ«h£ ëu«·œ◊¯PÇ     � B£ � Cµí° 

• ©−zx¶íª –ê¯œ◊¯PÇ      � B£ � Cµí° 
 

7b. ì©Í–ê¯í¶¤êÂ¯ ©−zx¶íª –ê¯UP ì¶shê£ GÔË ë\êÔÏê³£ ©−zx¶íª  
 –ê¯œ◊¯PÂê?         � B£ � Cµí° 
 

7c. }[PÇ ©−zx¶íª –ê¯zuêµ, ¤ê¯ –n£ Pmk¶ê¯? 

 � {êÔ Pmkì¶Ô � {êÒ£ |Ë¶Ï¡£ ì\¯•x Pmkì¶ê£  

� |Ë¶Ï£ Pmk£ � GÏUS ëu«¤êx 

 

8a. PÏ©êÏ ë–ê−Ç E[PÅíh¤ Pê±Ô ì©µ ·¿•xÇÂx. {hUP ¡iQÈx BÏêµ ¶±    
      ŸP AvP£ }[PÇ: 

• Gœì–êx£ ì–ê° ì¶í°US ì–ê¸¯PÇ    � B£ � Cµí° 

• ì©Í–ê¯í¶¤êÂ«h£ ëu«·œ◊¯PÇ     � B£ � Cµí° 

• ©−zx¶íª –ê¯œ◊¯PÇ      � B£ � Cµí° 
 

8b. ì©Í–ê¯í¶¤êÂ¯ ©−zx¶íª –ê¯UP ì¶shê£ GÔË ë\êÔÏê³£ ©−zx¶íª  
 –ê¯œ◊¯PÂê?         � B£ � Cµí° 
 

8c. }[PÇ ©−zx¶íª –ê¯zuêµ, ¤ê¯ –n£ Pmk¶ê¯? 

 � {êÔ Pmkì¶Ô � {êÒ£ |Ë¶Ï¡£ ì\¯•x Pmkì¶ê£  

 � |Ë¶Ï£ Pmk£ � GÏUS ëu«¤êx 
 

9a. PÏ©êÏ ë–ê−Ç Pê±Ô ì©µ ·¿•x ¢ÔË {êmPÇ Ph•xÇÂx. Cœì–êx {hUP 
 ¡i¤·µí°, }[PÇ: 

• Gœì–êx£ ì–ê° ì¶í°US ì–ê¸¯PÇ    � B£ � Cµí° 

• ì©Í–ê¯í¶¤êÂ«h£ ëu«·œ◊¯PÇ     � B£ � Cµí° 

• ©−zx¶íª –ê¯œ◊¯PÇ      � B£ � Cµí° 
 

9b. ì©Í–ê¯í¶¤êÂ¯ ©−zx¶íª –ê¯UP ì¶shê£ GÔË ë\êÔÏê³£ ©−zx¶íª  
 –ê¯œ◊¯PÂê?         � B£ � Cµí° 
 

9c. }[PÇ ©−zx¶íª –ê¯zuêµ, ¤ê¯ –n£ Pmk¶ê¯? 

 � {êÔ Pmkì¶Ô � {êÒ£ |Ë¶Ï¡£ ì\¯•x Pmkì¶ê£  

 � |Ë¶Ï£ Pmk£ � GÏUS ëu«¤êx 

 



SECTION C : Ehµ {° Eu· {êk£ –¼UP[PÇ 

 

1. }[PÇ ë\ÔíÏ¥µ ì¶í° ë\©¤ Bª£—zuv±−•x, Gœì–êuê¶x Pê¤[PÇ     
    HÍ–mkÇÂuê? ì{ê©¶ê©œ–mj¯PÂê? � B£ � Cµí° (Section D ë\µ°¹£) 

 

2.  Píh]¤êP Gœì–êx Pê¤£ –mj¯PÇ / ì{ê©¶ê©œ–mj¯PÇ? 

� Ph•u ¢ÔË ©êu[PÃµ  � ¢ÔË ©êu[PÅUS ¡•v 

 

Aœì–êx E[PÅUS 

3.  Pê©a\µ?         � B£  � Cµí° 

4.  C−©µ?         � B£  � Cµí° 

5.  ¢USa\Ã?        � B£  � Cµí° 

6.  ëuêsíh ¶±?        � B£  � Cµí° 

7.  ¶¥ÍË¶±?        � B£  � Cµí° 

8.  Ehµ ¢mk ¶±?        � B£  � Cµí° 

9.  Pê¤[PÇ?         � B£  � Cµí° 

10.  ìuêµ —ªa]íÏPÇ (e.g. A«œ™, ¶±)     � B£  � Cµí° 

11.  ©ÍÈí¶: ____________________ 

 

12.  C•u \£–¶£ G»¶Â¹ ì©ê\©êP C−•ux GÔË }[PÇ |íÏUQÊ¯PÇ? 

 
1 

 
2 

 
3 

 
4 

 
5 

ì©ê\£ Cµí° ëPêg\£ ì©ê\£ AvP ì©ê\£ ŸP¹£ ì©ê\£ ŸS•u ì©ê\£  

 

13.  ©−zx¶ Bì°ê\íÏ ë–ÍÈuÍS ¡Ô GzuíÏ {êÇ Pêzv−•w¯PÇ? 

 � 3 {êmPÇ Aµ°x SíÈ¶êÏ   � 3 {êmPÇ & 1 ¶êª£  

 � 1 ©êuzvÍS SíÈ¹ BÏêµ 1 ¶êªzvÍS ì©µ � 1 ©êu£ Aµ°x ì©°êP 

� GÏUS ëu«¤êx     � ©−zx¶íª –ê¯UP·µí° 

 

14.  ì{ê©¶ê©œ–mhœì–êx }[PÇ: 
• –êª£–«¤©êÏ ©−•xPÇ Gkzw¯PÂê   � B£  � Cµí° 

• ë\ê•u ©−•xPÇ Gkzw¯PÂê    � B£  � Cµí° 

• {shÐhŸ−•x ©−•xPÇ Gkzw¯PÂê   � B£  � Cµí° 

• ì¶í°í¤ |ËzvÑ¯PÂê     � B£  � Cµí° 

 

15a. ì{ê©¶ê©œ–mhœì–êx }VUÇ ©−zx¶íª –ê¯zw¯PÂê � B£  � Cµí° 

 

15b. ©−zx¶íª G[ìP –ê¯zw¯PÇ? 

 � ë–êx ©−zx¶©íÏ / QÃÐU 

 � uÐ¤ê¯ / œíªì¶m QÃÐU 

 � ëâµz \¯¸á QÃÐU 

 

15c. ì{ê©¶ê©œ–mhì–êx ©−zx¶©íÏ¥µ AÒ©vUPœ–mj¯PÂê?  � B£  � Cµí° 

 

©−zx¶íª –ê¯zv©−zx¶íª –ê¯zv©−zx¶íª –ê¯zv©−zx¶íª –ê¯zv−•uêµ, 17 ë−•uêµ, 17 ë−•uêµ, 17 ë−•uêµ, 17 ë\\\\µ°¹£, 18 u·¯UP¹£µ°¹£, 18 u·¯UP¹£µ°¹£, 18 u·¯UP¹£µ°¹£, 18 u·¯UP¹£ 

©−zx¶íª –ê¯UP·µí° GÔÈêµ, 18 ë©−zx¶íª –ê¯UP·µí° GÔÈêµ, 18 ë©−zx¶íª –ê¯UP·µí° GÔÈêµ, 18 ë©−zx¶íª –ê¯UP·µí° GÔÈêµ, 18 ë\\\\µ°¹£, 17 u·¯UP¹£µ°¹£, 17 u·¯UP¹£µ°¹£, 17 u·¯UP¹£µ°¹£, 17 u·¯UP¹£ 

 

16a. HÔ }[PÇ ©−zx¶íª –ê¯zw¯PÇ?  

a) {êÔ Sn©íh¤·µí° GÔÈêµ GÔíÏ GÔ ë\ê•u F−US v−œ—  
AÒœ™¶ê¯PÇ.         � B£ � Cµí° 

b) ©−zx¶íªœ –ê¯zuêµ ì¶í°í¤ AvP ]Èœ–êP ë\©© ¡i§£ � B£ � Cµí° 

c) GÔ ì¶í°, yUP£, K©¹ –êvUPœ–mkÇÂx.     � B£ � Cµí° 



d) ©−zx¶¯ ë\êµ³£ Bì°ê\íÏí¤ ìPmì–Ô.   � B£ � Cµí° 

e) Cx J− B–zuêÏ `Á|í°, Cv±−•x CÈUPUTk£  � B£ � Cµí° 

f) Ehµ {°Ÿµí° GÔÈêµ ©−zx¶¯ –ê¯UP ì¶sk£ GÔË  
{s–¯PÇ / ¡u°êÃ ë\êÔÏê¯PÇ     � B£ � Cµí° 

g) ¡Ô™ Cìu ì{ê©¶ê©œ–mhì–êx GÔ {s–¯PÇ  
©−zx¶íª –ê¯zuê¯PÇ        � B£ � Cµí° 

h) Aìu ì{ê©¶ê©œ–mhœì–êx GÔ {s–¯PÇ  
©−zx¶íª –ê¯zuê¯PÇ        � B£ � Cµí° 

i) {êÔ GÔ Ehí° –ê¯zxUëPêÇÂ ì¶sk£    � B£ � Cµí° 

j) ©ÍÈí¶ : ___________________________ 

 

16b. C¶ÍÉµ Gx ¡UQ¤©êÏ Pêªn£?      (a/b/c/d/e/f/g/h/i/j) 

 

17a. HÔ }[PÇ ©−zx¶íª –ê¯UP·µí°?  

a) ì{ê¥Ô Pêªn©êP GÔ ë\ê•u F−US AÒœ™¶ê¯PÇ  � B£ � Cµí° 

b) ©−zx¶íª G[ìP ì–ê© –ê¯œ–x GÔË ëu«¤·µí°  � B£ � Cµí° 

c) ë\ÔíÏ¥µ ©−zx¶¯ ì\í¶ {µ°vµí° GÔË |íÏUQìÈÔ� B£ � Cµí° 

d) ©−zx¶ Bì°ê\íÏUS£ ©−•xPÅUS£ Pmk¶uÍS GÏUS  
–nŸµí°        � B£ � Cµí° 

e) ì¶í°US ë\µ°ê·mhêµ ì¶í°¥±−•x }UPœ–kì¶Ô � B£ � Cµí° 

f) GÔ Ehµ {°£ A»¶Â¹ ì©ê\©êP ëu«¤·µí°   � B£ � Cµí° 

g) Ehµ {°Ÿµí° GÔÈêµ ©−zx¶¯ –ê¯UP ì¶sk£ GÔË  
{s–¯PÇ / ¡u°êÃ ¤ê−£ AÉ¹íª ëPêkUP·µí°  � B£ � Cµí° 

h) {êÔ ¡Ô™ J− ©−zx¶¯ –ê¯UPê©µ Sn©íh•ìuÔ  � B£ � Cµí° 

i) GÏUS ëu«•u¶¯ ¤ê−£ C•u ©êv«¤êÏ ì{ê©US ©−zx¶¯  
–ê¯zuvµí°  � B£ � Cµí° 

j) ©ÍÈí¶: ___________________________ 

 

17b.  C¶ÍÉµ Gx ŸP ¡UQ¤©êÏ Pêªn£?    (a/b/c/d/e/f/g/h/i/j) 

 

SECTION D : uí\ Tmk —ªa\íÏPÇ: 

 

1.  Ph•u ¢ÔË (3) ©êu[PÃµ, C[ìP ¶± C−•v−UQÈuê?  
 � P¿zx � ¡xS � ìuêÇ � Ckœ™ � íPPÇ   

 � PêµPÇ / –êu[PÇ  � ¶± Cµí° (Section E ë\µ°¹£) � ©ÍÈí¶_____ 

 

2.  GzuíÏ {êmPÅUS C•u ¶± C−•ux?___________________ 

3.  ¶±¥Ïêµ ì¶í°¥±−•x K©¹ Gkzw¯PÂê?    � B£ � Cµí° 

4.  ì¶í°¥Ïêµ C•u ¶± HÍ–mhx GÔË }[PÇ |íÏUQÊ¯PÂê?  � B£ � Cµí° 
5.  C•u \£–¶£ G»¶Â¹ ì©ê\©êP C−•ux GÔË }[PÇ |íÏUQÊ¯PÂê?   

          � B£ � Cµí° 

 
1 

 
2 

 
3 

 
4 

 
5 

ì©ê\£ Cµí° ëPêg\£ ì©ê\£ AvP ì©ê\£ ŸP¹£ ì©ê\£ ŸS•u ì©ê\£  

 

  



 

SECTION E : ìuêµ —ªa]íÏPÇ: 

1.  Ph•u ¢ÔË (3) ©êu[PÃµ E[PÅUS ìuêµ —ªa]íÏPÇ HÍ–mkÇÂuê? 
       � B£ � Cµí° (Section F ë\µ°¹£) 

2.  Eh±µ G•u –Sv¥µ C•u —ªa]íÏPÇ HÍ–mhÏ? 

 � íPPÇ  � –êu[PÇ  � Ehµ � PêµPÇ/Pª[PÇ 
 � ¡P£  � EÇëuêíh  � ©ÍÈí¶ _______________ 

 

3.  G•u ©êv«¤êÏ —ªa]íÏ? 

 � ¶±  � A«œ™ � ]¶œ–êuµ  � ¸UP£ �©ÍÈí¶  

 

4.  C•u \£–¶£ G»¶Â¹ ì©ê\©êP C−•ux GÔË }[PÇ |íÏUQÊ¯PÇ? 

 
1 

 
2 

 
3 

 
4 

 
5 

ì©ê\£ Cµí° ëPêg\£ ì©ê\£ AvP ì©ê\£ ŸP¹£ ì©ê\£ ŸS•u ì©ê\£  

 

SECTION F : Pê©a\µ: 

Ph•u ¢ÔË (3) ©êu[PÃµ, 
1) Pê©a\µ HÍ–mkÇÂuê?     � B£ � Cµí° 

2) C−©µ HÍ–mkÇÂuê?     � B£ � Cµí°  

3) ¢USa\Ã HÍ–mkÇÂuê?    � B£ � Cµí° 

4) ¢a_ ·h PÝhœ–mj¯PÂê?    � B£ � Cµí° 

 

5) C•u \£–¶£ G»¶Â¹ ì©ê\©êP C−•ux GÔË }[PÇ |íÏUQÊ¯PÇ? 

 

 
1 

 
2 

 
3 

 
4 

 
5 

ì©ê\£ Cµí° ëPêg\£ ì©ê\£ AvP ì©ê\£ ŸP¹£ ì©ê\£ ŸS•u ì©ê\£  
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