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I. BACKGROUND

Political Crisis and Displacement

The military coup in Myanmar on February 1, 2021, marked a sharp reversal in the country’s
democratic course, leading to a severe humanitarian crisis. The junta’s forceful crackdown on
dissent, widespread human rights abuses, and ongoing armed conflict have resulted in mass
displacement and instability. By early 2025, Myanmar was ranked among the world’s most
violent countries, with persistent fighting between the military and resistance groups (Human
Rights Watch, 2024).

Conflict and Displacement: As of February 2025, an estimated 3.5 million people were
internally displaced within Myanmar, representing a 72% increase in one year. Only a
small fraction resides in formal camps; most endure precarious conditions in informal
shelters or forests, facing acute shortages of food, water, and healthcare (European
Commission, 2025).

Refugee Flows to Thailand: The crisis has driven tens of thousands across the border.
Even before the coup, about 90,000 refugees from Myanmar were registered in nine
shelters along the Thai-Myanmar border, with civil society estimates placing the total
closer to 100,000 due to daily arrivals and unregistered migrants. Many settles in the Mae
Sot region, drawn by proximity to Myanmar and relative economic and security stability
(UNHCR, 2024; Sheehan, 2025).

Economic Impact and International Response

Economic Collapse: Myanmar’s economy has suffered catastrophic losses, with GDP
contracting by 10% in 2024, widespread unemployment, and disrupted supply chains
pushing millions into poverty (Passeri, 2025).

International Response: Efforts by ASEAN, including the Five-Point Consensus, have
been largely ineffective, hampered by the bloc’s non-interference principle and the
junta’s intransigence. Western sanctions have also failed to alter the regime’s behavior
(Saha, 2024).

Legal and Social Challenges for Displaced Persons in Thailand

Legal Status and Protection: Thailand is not a signatory to the 1951 Refugee
Convention, leaving Myanmar refugees without formal legal protection. Most are
classified as “illegal migrants,” making them vulnerable to arrest, deportation, and
exploitation (UNHCR, 2024).

Employment and Exploitation: Displaced persons often work in informal, low-wage
sectors such as construction, agriculture, and fisheries. The lack of legal documentation
exposes them to unsafe working conditions, reduced wages, and human trafficking
(Suwanvanichkij, 2008; Jirattikorn, 2017).

Access to Services: Barriers to healthcare, education, and legal recourse are pervasive.
Many displaced persons are unable to access public services due to their undocumented
status or lack of resources (UNHCR, 2024).



Physical and Mental Health Challenges
Dominant Physical Health Issues

e Communicable Diseases: There has been a surge in malaria, tuberculosis, and HIV
among Myanmar migrants in Thailand, linked to overcrowded shelters, poor living
conditions, and limited access to preventive care (International Rescue Committee,
2024).

e Non-Communicable Diseases (NCDs): Displacement-induced stress, poor nutrition,
and lack of physical activity have led to rising rates of diabetes, hypertension, and
cardiovascular diseases among migrants (Artingstoll, 2021).

o Co-Existing Physical and Mental Health Traumas: Many displaced persons suffer
from injuries related to conflict, including amputations and untreated wounds. These
physical traumas often coincide with severe psychological distress, yet services for
comprehensive care are deficient. (United States Institute of Peace, 2024).

Mental Health and Psychosocial Support (MHPSS) Needs

o Prevalence of Mental Health Issues: Nearly 12% of Myanmar migrants in Thailand
reported depression and/or anxiety, with young workers particularly affected by
workplace, security, and living stressors (Artingstoll, 2021).

o Barriers to Accessing MHPSS:

o Language Barriers: Limited Thai proficiency and a lack of interpreters impede
access to healthcare and psychosocial services (UNHCR, 2024).

o Undocumented Status: Fear of arrest or deportation discourages service-seeking,
especially for those traveling to clinics (Jirattikorn, 2017).

o Stigma: Cultural and social stigma within Myanmar communities inhibits
acknowledgment of mental health issues and help-seeking behavior (United
States Institute of Peace, 2024).

o Limited Services and High Costs: There is a shortage of specialized trauma care
and psychiatric medications; high costs further restrict access (Artingstoll, 2021).

o Co-Existing Needs: Individuals with physical injuries, such as amputees, often
have untreated mental health needs, as physical care is prioritized and mental
health remains underfunded (United States Institute of Peace, 2024).

Service Provision and Gaps
Local Service Providers

e Resource Constraints: Local organizations like Mae Tao Clinic (MTC) and Suwannimit
Foundation (SNF) provide vital health and psychosocial support but face severe funding
shortages, high staff turnover, and capacity limitations (@sheehanj920, 2025).

o Workforce Shortages: There is a lack of Burmese-speaking mental health professionals
and psychiatrists in border areas. MTC’s reliance on a volunteer psychiatrist is
insufficient to meet rising demand (Artingstoll, 2021).



Burnout and Role Overload: Mental health workers often double as social workers,
addressing legal, educational, and livelihood needs, leading to burnout and reduced
quality of care (United States Institute of Peace, 2024).

MHPSS Training and Coordination

Training Initiatives: Local organizations have prioritized MHPSS training since the
2021 coup, using models such as “SAFE TEAMS” (aligned with WHO Psychological
First Aid) to train community volunteers and reduce stigma (United States Institute of
Peace, 2024).

Coordination Networks: The Shin Than Yar MHPSS Network facilitates online
meetings to coordinate support, but the absence of a comprehensive service map and
activity timeline leads to duplication and inefficiencies.

Gaps in Meeting Health Needs

Physical-Mental Health Integration: Services for those with co-existing physical and
mental health challenges, such as amputees, are insufficient. Mental health needs are
often neglected when physical injuries are prioritized, despite the clear intersection of
trauma and psychological distress (United States Institute of Peace, 2024).

Funding Instability: Most donor funding for MHPSS is short-term (3—12 months),
undermining the ability to retain staff and ensure continuity of care (@sheehanj920,
2025).

Fragmented Service Delivery: The lack of standardized protocols and comprehensive
mapping of services results in fragmented care, with many displaced persons falling
through the cracks.

Table 1. Challenges for Myanmar Displaced Persons in Thailand

Category Challenges

Physical Health High rates of communicable and non-communicable diseases,
injuries, amputations

Mental Health High prevalence of depression, anxiety, trauma, limited MHPSS
access

Service Barriers Language, cost, stigma, lack of interpreters, limited specialized care

Service Provider Funding instability, skillful staff shortages, burnout

Constraints

Digital Divide Financial and security barriers to online support

The Myanmar political crisis has created one of the world’s most acute humanitarian
emergencies. Displaced persons in Thailand face a complex web of legal, economic, physical,
and mental health challenges. The intersection of physical injuries and psychological trauma is
especially pronounced, with amputees and those with co-existing conditions often unable to
access comprehensive care. Despite the efforts of local organizations, critical gaps remain in
service provision, workforce capacity, and sustainable funding.



II. METHODOLOGY

Objective of the Assessment

The primary objective is to analyze existing data to evaluate the scope, effectiveness, and gaps
in mental health and psychosocial support (MHPSS) services for refugees and migrants from
Myanmar (Burma) in Mae Sot and surrounding areas along the Thailand-Myanmar border.

Study Design

This assessment employs a mixed-methods approach, integrating retrospective secondary data
analysis with qualitative analysis of key informant interviews. This dual methodology enables a
comprehensive understanding by combining quantitative trends from existing records with
qualitative insights from stakeholders.

Retrospective Secondary Data Analysis

e Purpose: To systematically review pre-existing documents—such as program reports,
client records, and training evaluation forms from SNF and MTC’s MHPSS programs—
to answer new research questions and validate previous findings.

e Advantages: This approach is efficient, leveraging existing data to generate new insights
without the need for additional data collection.

e Quality Assurance: Researchers will evaluate the reliability, relevance, and context of
each data source, mindful of potential biases or incomplete records. Ethical standards,
including data anonymity and adherence to original consent agreements, will be strictly
maintained, especially when handling sensitive mental health information.

e Process:

Defining Objectives: Clearly state the research questions to guide the analysis.

Data Selection: Identify documents based on criteria such as time frame,
geographic coverage, and program relevance.

Data Extraction: Use standardized templates to systematically collect key
information.

Data Synthesis: Analyze extracted data using statistical or thematic methods, as
appropriate.

Interpretation: Contextualize findings within the broader mental health
literature, acknowledging any limitations of the secondary data.

Qualitative Analysis of Key Informant Interviews

e Purpose: To complement quantitative data with in-depth perspectives from key
stakeholders, including MHPSS trainers, community counselors, and consultant
psychiatrists.



e Approach: Semi-structured interviews will be conducted to elicit detailed accounts of
personal experiences, contextual factors, and challenges that may not be documented in
written records.

o Analytical Framework: Thematic analysis will be used to code and categorize interview
data, identifying recurring patterns and core themes.

e Process:

Data Collection: Conduct interviews using open-ended questions.
Transcription: Convert audio recordings into text for analysis.
Coding: Assign codes to segments of text based on emerging concepts.
Theme Development: Group related codes into broader themes.

Validation: Enhance credibility through member checking (sharing findings with
participants) and triangulation (cross-verifying with secondary data).

Integration of Methods

The combination of retrospective data analysis and qualitative interviews provides both breadth
and depth. Quantitative data reveals service trends and outcomes, while qualitative insights offer
context and highlight nuances, resulting in a holistic understanding of the MHPSS landscape.

Key Constructs in MHPSS Program Assessment

The assessment focuses on three foundational constructs:

e Service Delivery:

Types of Services: Clinical care, community-based support, crisis interventions,
tailored for specific populations and delivered through various modes.

Numbers of Services: Quantitative metrics such as sessions delivered, clients
served, and operational facilities.

Accessibility: Physical, financial, cultural, and systemic factors influencing
service uptake.

o Capacity:

Capacity Building: Training, supervision, and resource allocation to strengthen
service delivery.

Confidence: Community counselors’ self-assurance in performing MHPSS tasks.
Skills: Technical and interpersonal competencies developed through targeted
training.

e Network:

Sustainable Structures: Systems for long-term program viability, including
funding and governance.

Referral: Pathways for directing clients to appropriate services, enhancing care
continuity.

Trauma-Informed Rehabilitation: Approaches that recognize trauma, prevent re-
traumatization, and promote recovery.



Sample Size, Justification, and Sampling Technique

Retrospective Secondary Data Analysis: The sample includes all available and relevant
MHPSS records, reports, and training documents. This comprehensive inclusion ensures
a robust representation of service usage and training outcomes, capturing the full range
of variability and minimizing selection bias.

Qualitative Key Informant Interviews: The number of interviews is determined by data
saturation—the point at which no new themes emerge. This ensures that the qualitative
findings are both rich and representative.

Justification:

Comprehensiveness: Analyzing all existing records provides a complete picture of
service delivery, usage patterns, and training impacts.

Relevance: The sample is sufficient to address all assessment questions, as it
encompasses the full spectrum of available data and key stakeholder perspectives.

Practicality: Utilizing existing data maximizes efficiency and aligns with the
retrospective nature of the study, with the sample size constrained by data availability
rather than statistical power calculations.

Data Analysis

The data analysis in this review was performed using Microsoft 365 Excel, R version 4.5.1 "Great
Square Root" Remdr Version 2.9-5, and BlueSky Statistics 10.3.4.



III1. RESULT
Secondary Data Analysis of SNF-MHPSS Service Records (2022-2024)

This section presents a comprehensive analysis of Mental Health and Psychosocial Support
(MHPSS) consultations provided by the Suwannimit Foundation (SNF) from 2022 to 2024. The
analysis focuses on demographics, referral sources, and the main issues reported by clients, with
an emphasis on trends over the three-year period.

Table 2. Client Demographics 20222024
Year Consultations Female Male Median Age Mean Age (SD)

2022 867 62.0%  38.0% 32 34.5 (£11.5)
2023 1,015 61.7%  383% 35 37.0 (£11.7)
2024 1,196 67.3%  32.7% 36 37.0 (£10.6)

Figure 1. The number of consultations by gender from 2022 to 2024

2022 2023 2024
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Trends:

e Gender: The proportion of female clients increased steadily from 62% in 2022 to 67.3%
in 2024, indicating growing service utilization among women and the need for gender-
sensitive programming.

e Age: The client base shifted from a youth-heavy demographic in 2022 (median age 32)
to a more middle-aged profile by 2024 (median age 36). The 30-39 and 40—49 age groups
became increasingly prominent.



o Status: Displaced persons consistently made up the majority of clients reflecting the
intensifying displacement crisis post-2021 coup in Myanmar.

Table 3. Age Distribution

Age Group 2022 2023 2024
Under 20 5.7% 2.8% 2.4%
20-29 32.4% 28.4% 24.7%
30-39 31.0% 29.6% 33.7%
4049 18.7% 23.7% 25.9%
50-59 9.6% 10.4% 10.3%
60+ 2.7% 5.1% 3.0%
Figure 2. Age Distributions of Client Consultatations from
2022-2024
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Trends: The proportion of clients aged 3049 increased over time, while the 20-29 and under-
20 groups declined, indicating a shift toward serving more middle-aged adults

Table 4. Referral Sources

Referral Source 2022 2023 2024
Self-Referred 81.7% 77.4% 94.3%
Community Leaders 7.4% 6.3% 0.7%
Training/Community 3.2% 5.0% 1.4%
Awareness

Friends & Family 3.6% 4.2% 0.3%
Online/Phone Information 2.4% 3.3% 0.8%
Local CSOs 1.7% 3.7% 2.5%



Trends:

e Self-Referrals: Remained the dominant pathway, peaking at 94.3% in 2024, suggesting
increased awareness and trust in SNF and Shin Thar Network services.

e Community and Social Networks: Referrals from community leaders and personal
networks declined sharply in 2024, indicating possible gaps in community engagement
or changes in social dynamics.

e Outreach and CSOs: Referrals from training, awareness sessions, and local CSOs
fluctuated but remained low overall, highlighting the need for strengthened outreach and
partnerships.

Table 5. Client Problems and Complaints

Problem/Complaint 2023 2024 Change (pp)
Physical Safety 35.2% 39.0% +3.8
Emotional Safety 33.9% 73.5% +39.6
Financial Security 28.2% 37.5% +9.3

Esteem 13.9% 28.4% +14.5
Attachment 11.5% 43.8% +32.3
Fairness 10.8% 18.1% +7.3

Figure 3. Clients' Problems and Complaints
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Safety emerged as the most pressing concern in 2024, with a dramatic increase,
suggesting heightened psychological distress, likely due to ongoing displacement,
trauma, and instability.



Attachment Issues also rose sharply, reflecting the impact of disrupted family and
community ties.

Physical and Financial Security remained significant, underscoring the
interconnectedness of safety, economic hardship, and mental health.

Esteem and Fairness issues, while less frequent, increased notably, pointing to growing
challenges around self-worth and perceptions of injustice.

Key Findings

Rising Demand: The number of MHPSS consultations increased each year, with a
notable surge in female clients and displaced persons.

Shifting Age Profile: The client base has shifted toward middle-aged adults, with
declining engagement from youth and older adults.

Referral Patterns: Self-referral has become the overwhelmingly dominant pathway,
while community-based and organizational referrals have diminished.

Evolving Client Needs: Emotional safety and attachment have become the most
common issues, reflecting the deepening psychosocial impact of displacement and
instability. Physical and financial security remain persistent concerns.

Training Delivery and Implementation

The SNF delivers three tailored training programs designed to equip participants with essential
skills for supporting conflict-affected communities.

Table 6. Types of trainings

Training Type  Duration Format Components
MHPSS 3 days (standard) In-person Core MHPSS skills training;
Training 2 days (condensed with optional clinical treatment
extended hours) component for extended
5 days (with clinical sessions

treatment component)

Resilience 2 days (in-person) In-person or Workshop-based skill-building
Training 3 hours (online) online for resilience in conflict-

affected communities

Basic 6 months total, In-person Comprehensive counseling
Counseling including: skills development: intensive
Skills Course - 8-day intensive block course, reflection, case reports,

course supervision

- 30-day reflection

journal

- 5 case reports
- 10 peer supervision
sessions
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These programs are tailored to the needs and contexts of participants, ranging from brief
workshops to in-depth, skill-building courses that promote both immediate and long-term
capacity for psychosocial support.

Challenges in Delivering MHPSS Trainings

Emotional Impact on Participants: A significant challenge in MHPSS training is the emotional
toll on participants. The curriculum often covers sensitive topics such as trauma, stress, and
psychosocial adversity, which can trigger intense emotional reactions. Some participants may
relive personal traumas or confront unresolved issues, sometimes resulting in visible distress or
emotional breakdowns during sessions. Trainers must therefore be highly skilled in recognizing
signs of distress and ready to provide immediate support or de-escalation, ensuring participant
safety and maintaining the integrity of the training environment.

“In the trainings, we address intense topics such as trauma, stress, and psychosocial issues.
These discussions can deeply affect participants, sometimes causing some to become visibly
anxious.... we have to be prepared to provide immediate counselling.”

Lack of Systematic Long-Term Follow-Up: Another key challenge is the absence of a
systematic follow-up mechanism. Many participants are highly mobile, frequently moving
between locations, which makes sustained engagement and monitoring difficult. This mobility
limits the ability to reinforce training outcomes, offer ongoing support, and assess the long-term
impact of the training on participants’ practice and well-being.

Resource Constraints: Short-term and fragmented funding is a persistent barrier, leading to
uncertainty in planning and implementation. Organizers often need to pool resources from
multiple sources, which is time-consuming and can disrupt the regular scheduling of trainings.
Resource constraints also limit the availability of qualified trainers, essential materials, and
support services, all of which are critical for delivering high-quality MHPSS interventions.

Logistical and Security Issues: Security concerns, especially for participants with precarious
legal status, present additional logistical challenges. Some may face risks due to their
immigration status, hindering their ability to travel or participate openly. Ensuring safety requires
careful venue selection and strict confidentiality, adding complexity to the organization and
delivery of trainings.

Participants’ Learning and Outcomes

Acquisition of Knowledge and Skills: Participants engaged deeply with the training content,
which included the SAFE Model, stress responses, the relationship between thoughts, emotions,
and behavior, mindfulness exercises, and Psychological First Aid (PFA) principles. Many
reported significant gains in both knowledge and practical skills, finding the material directly
applicable to their daily lives and community contexts.

Alignment with Expectations: Feedback indicates that the trainings met or exceeded
participants’ expectations. The focus on actionable tools—such as PFA techniques and self-care
practices—was particularly valued, as these addressed the real-world challenges faced by
displaced and conflict-affected individuals.

Reduction in Stress Levels: Prior to training, many participants reported moderate stress. Post-
training assessments showed a notable reduction in stress levels, attributed to the introduction of
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mindfulness and self-care strategies. These tools enabled participants to reframe their stress and
adopt healthier coping mechanisms.

Increased Confidence in Stress Management: Participants expressed increased confidence in
managing both their own stress and that of others. Practical frameworks like the TEAM Model
and techniques for understanding the interplay of thoughts, emotions, and behaviors empowered
them to approach challenges with greater assurance and resilience.

Survivor-to-Counselor Model: The SNF program emphasizes empowering survivors to
become peer counselors, motivational speakers, and group facilitators. This approach not only
builds community resilience but also ensures sustainability, cultural relevance, and adherence to
ethical standards such as the "do no harm" principle. Survivors receive ongoing support through
fortnightly lay counseling sessions and online peer supervision, which helps maintain counselor
well-being and ethical practice.

“We empower survivors to become skillful community counselors. We have trained individuals
who have faced challenges to support their communities through peer-to-peer counseling,
motivational talks, and interest groups, all while ensuring cultural sensitivity and ethical
practices.”

For example, one participant who struggled with depression and anxiety after fleeing to Thailand
now leads group discussions and delivers motivational speeches, helping others in her
community address mental health challenges and fostering collective well-being.

The SNF’s multi-tiered training approach is vital for strengthening the capacity of conflict-
affected communities to address their psychosocial needs. Despite significant challenges—
including emotional distress, resource constraints, and logistical barriers—the trainings have
demonstrated clear positive outcomes in knowledge, stress management, and community
empowerment. Continued adaptation, systematic follow-up, and resource mobilization are
essential to maximize the long-term impact and sustainability of these efforts.

Role and Motivation of Community Counselors

Motivation to Become Community Counselors

The Shin Than Year (STY) Network’s community counselor program reveals a profound
transformation among its participants, primarily driven by personal experience and a recognized
gap in mental health services. In many communities, while physical health services are
accessible, mental health support remains notably inadequate. This disparity leaves individuals
with psychological challenges underserved.

Participants often enter the program with a personal interest in mental health and psychology,
seeking solutions for their own struggles. For example, one participant described initially lacking
motivation but, after being introduced to mental health training opportunities by friends, found
renewed purpose and a safe space for self-expression. Engagement in culturally sensitive and
ethically grounded training sessions fostered a shift from reluctance to passion, ultimately
inspiring participants to become lay counselors. Through this journey, individuals not only
developed skills to manage their own mental health but also became empowered to support

12



others, fulfilling the program’s mission to transform survivors into skilled community
counselors.

"I've observed that while services for physical health are readily available, there's a significant,
often obvious, absence when it comes to mental health support.”

"My motivation towards becoming a community counselor was due to personal feeling, stemming
from a recognition of a critical gap in support within our communities and my own experiences."

"4 turning point came through friends who shared information about mental health trainings of
the SNF. This sparked an interest, and as I joined these trainings, my initial reluctance
transformed into a passion to become a counselor."”

These findings underscore that personal struggles, combined with accessible and relevant
training, are pivotal in motivating individuals to address community mental health needs.

Training Experience and Application

The training curriculum emphasizes resilience building, with participants receiving
comprehensive instruction in:

e Mental Health and Psychosocial Support (MHPSS): Equips individuals to address
mental health conditions and promote psychosocial well-being through counseling,
community support, and resilience-strengthening activities, particularly relevant in crisis
or post-crisis contexts.

o Psychological First Aid (PFA): Provides immediate, practical interventions following
traumatic events, focusing on safety, comfort, and connecting individuals to resources
without requiring them to recount their experiences.

e Mindfulness Training: Offers techniques for present-moment awareness, stress
reduction, and emotional regulation, supporting long-term emotional stability and
adaptive coping.

This holistic approach ensures that community counselors are prepared to operate in high-stress
environments, such as humanitarian aid, healthcare, or community support settings, where
exposure to trauma is common.

"Most of us got training in Mental Health and Psychosocial Support, Psychological First Aid,
motivational counseling, and mindfulness."

"Psychological First Aid training was great! It really showed us how to step in right after
someone goes through a traumatic event... sharing them with online resources to help them."”

Support and Supervision

A critical component of the program is its robust support and supervision structure. Participants
are not expected to manage the challenges of their roles in isolation. Instead, they benefit from:

e Regular Group Discussions: Every one to two weeks, counselors participate in group
sessions where they share experiences, discuss challenges, and seek advice from trainers
and peers. These forums foster a supportive environment, enabling participants to process
emotional burdens and learn from collective experiences.

13



e Functional Support Network: The program ensures access to practical resources,
including food and hygiene kits, which are vital for the well-being of both counselors and
the communities they serve.

o Referral Systems: For cases requiring specialized intervention, counselors can refer
individuals to partner organizations, such as MTC, ensuring clients receive appropriate
expert care.

"Every week or two weeks, participants took part in group discussions where they could talk
about their work, share challenges, and get advice from trainers and peers."

"We often found that we couldn’t provide everything clients needed. During the discussions, we
could try to find out which organizations could provide these services."

This comprehensive support system encompassing regular supervision, peer and trainer
guidance, and access to both basic and specialized resources; equips community counselors with
the confidence and capacity to perform their roles effectively, knowing they are supported by a
strong and responsive network.

Shin Than Yar Network: Border-Based MHPSS Alliance

The Shin Than Yar Network meaning "Thrive Network" serves as a collaborative alliance
along the Thailand-Myanmar border, with its central hub in Mae Sot. This network unites 17
Civil Society Organizations (CSOs) and Ethnic Health Organizations (EHOs), including SNF
(lead), MTC (co-lead), AAPP, Rise Center, Excel Hub, Mind Myanmar, JRS, Fortitrider, FED
Joy House, IRC Myanmar, KDHW, Jue Jue Safe Place, Four Rivers ACTS, Handicap
International, WHF, MSF, and CPI. Its core mission is to strengthen mental health resilience,
deliver accessible psychosocial support, and develop sustainable, community-based care systems
for displaced persons, migrants, and community volunteers—always upholding the "Do No
Harm" principle.

Capacity Development and Standardized Training

Shin Than Yar places a strong emphasis on outcome-based capacity building through
standardized MHPSS (Mental Health and Psychosocial Support) training programs across Mae
Sot, Mae Sariang, and Mae Hong Son. Key features include:

e Training Programs Offered:
e MHPSS training
e Resilience training

e Motivational counseling skills (in partnership with the Border Health Learning
Center at Mae Sot Hospital)

e Para-social work training (in collaboration with Por Mor Jaw- Thai Social
Development and Human Security)

o Target Groups: Displaced persons, migrants, community volunteers, MTC staff, and
EHO personnel.
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o Standardization Efforts: The alliance is actively developing standardized curricula and
clinical care guidelines, with clear Intended Learning Outcomes (ILOs) to ensure
consistent skill levels among service providers. This tiered approach guarantees quality
and uniformity across all training initiatives.

Supervision and Coaching

To uphold high standards in service provision, Shin Than Yar has established robust supervision
and coaching systems:

e Biweekly Online Peer Supervision: Conducted via Zoom, these sessions provide
regular support for community counselors.

o Monthly Face-to-Face Supervision: For providers needing additional guidance, these
sessions are co-facilitated by MTC’s MHPSS manager and psychiatrist, with facilitation
rotating among partner organizations. This structure promotes sustainability, shared
responsibility, and strict adherence to ethical standards, including the "Do No Harm"
principle.

MHPSS Service Delivery

The alliance offers a comprehensive range of MHPSS services, both in-person and through
telehealth:

e Clinic-Based Services (MTC): Individual and group counseling, including ward-based
sessions, delivered by community counselors working 4-5 days per month.

o Community Support (SNF): Psychological First Aid (PFA), counseling, and material
or financial assistance for vulnerable clients and families, provided by incentivized
community counselors and social workers under mandatory peer supervision.

e Psychiatric Outpatient Department: Operates weekly, offering medications and
transportation support to ensure access to mental health care.

e Referral System: Especially for Gender-Based Violence (GBV) cases, MTC provides
initial care and refers clients to SNF for legal support through the Mae Sot One Stop
Center.

Gender-Based Violence (GBV) Prevention and Case Management

e Prevention Initiatives: SNF’s Women and Child Protection and Empowerment team
leads awareness and protection activities through women’s and men’s groups.

o Case Management: SNF facilitates legal processes for survivors pursuing justice, in
collaboration with the Mae Sot One Stop Center. MTC provides initial care and refers
survivors to SNF for further legal assistance, ensuring a seamless continuum of care.

Community Engagement and Peer Support
Shin Than Yar empowers local volunteers to spearhead community-driven MHPSS initiatives:

e Peer-to-Peer Support: SNF assists volunteers in organizing both one-off and ongoing
community activities, often in partnership with other network members.
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Vocational Training: Programs, particularly for women, provide skills such as stitching
and nail spa/manicure, combining economic empowerment with psychosocial support.

Networking and Resource Sharing

Bimonthly Network Meetings: Co-facilitated by SNF and MTC’s psychiatric team,
these meetings enhance coordination and collaboration among partner organizations.

Service Mapping: Focused efforts to map MHPSS services in ethnic areas help identify
gaps and opportunities.

Resource Sharing: The network distributes standardized MHPSS educational materials
and offers technical consultations to integrate MHPSS into various CSO and EHO
projects, maximizing reach and impact.

Staff Well-Being and Continuous Learning

Recognizing the demanding nature of MHPSS work, Shin Than Yar prioritizes staff support and
professional growth:

Well-Being Initiatives: SNF staff participate in regular group counseling and ongoing
training.

Professional Development: Both SNF and MTC offer continuous learning opportunities
through workshops, conferences, and networking events.

Academic Collaboration: The alliance partners with Assumption University to host
counseling students, bringing fresh perspectives and skills into the network.

Shin Than Yar exemplifies a coordinated, multi-sectoral approach to mental health and
psychosocial support along the Thailand-Myanmar border, ensuring high-quality, accessible, and
sustainable care for vulnerable populations.
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Specialized care at Mae Tao Clinic

The Mae Tao Clinic (MTC), a cornerstone of healthcare for displaced people from Myanmar in
the border region, has long provided essential medical services to an underserved and diverse
population. In response to the increasing mental health needs of the community, MTC has
expanded its mission by establishing a dedicated Counseling Center, offering both counseling
and psychiatric treatment.

Staffing and Services for Mental Health

The Counseling Center is staffed by a highly qualified team, including one Consultant
Psychiatrist with extensive expertise in managing severe mental health conditions, providing
advanced diagnostic and treatment services, a medical doctor trained in psychiatry, and four
counselors trained by SNF to offer counseling support and client screening. Patients with severe
mental health conditions are referred to the in-house psychiatrist for specialized evaluation and
treatment, ensuring complex cases receive expert care.

Outpatient and Referral System

Operating as an outpatient facility, the Counseling Center is designed for individuals who do not
require overnight hospitalization. For patients needing inpatient treatment (IPD), MTC has
established a referral system with Mae Sot Hospital. However, logistical, financial, or other
barriers sometimes prevent access to Mae Sot Hospital. In such cases, MTC admits these patients
to its general medical ward, which, while not specifically equipped for mental health inpatient
care, serves as a temporary solution to ensure some level of support. A staff member noted: “For
patients whose conditions are severe and require inpatient IPD treatment, we don’t have the
facilities here at the MTC to accommodate them. In those cases, we have to refer them to Mae
Sot Hospital....” Sometimes, some patients could not go to Mae Sot Hospital. We have to admit
them at our medical ward. It’s not ideal, as our medical ward isn’t specifically equipped for
mental health inpatient care, but it serves as a temporary solution to ensure patients receive
some level of support when referral isn’t an option.”

Common Conditions and Treatment Approach

The most commonly encountered mental health conditions include trauma and stress related
disorders, anxiety, depression, drug and alcohol addictions and psychotic disorders like
schizophrenia. Treatment involves medications tailored to individual patient needs, balancing
clinical efficacy, safety, and logistical considerations. Medications are prescribed in one-week,
two-week, or two-month supplies. Short-term supplies allow close monitoring for patients with
unstable conditions, while longer supplies accommodate stable patients who face challenges
accessing frequent clinic visits. This approach ensures personalized, compassionate, and
practical long-term mental health management. However, a critical gap remains in the absence
of comprehensive rehabilitation programs, which are essential for recovery through life skills
training, social skills development, and community engagement, such as joining local groups and
participating in activities. MTC’s mental health treatment program adheres to The Maudsley
Prescribing Guidelines in Psychiatry, a globally recognized, evidence-based handbook for safe
psychotropic prescribing.
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Addressing Resource Constraints

Mental health issues, including mental, neurological, and substance use (MNS) disorders, pose
significant challenges for MTC due to limited resources, a shortage of specialized mental health
professionals, and high demand for primary care. To address this, MTC has adopted the World
Health Organization’s Mental Health Gap Action Program (mhGAP), an evidence-based
framework that equips non-specialist health workers to deliver effective mental health
interventions in primary care settings. The mhGAP training is tailored to MTC’s operational
realities, including high patient volumes, language diversity (Burmese, Karen, and English), and
limited access to psychotropic medications. It leverages simplified, evidence-based algorithms
to guide non-specialists.

Analysis of Mental Health Cases in 2024

This analysis examines data from a cohort of 560 clients at a mental health clinic, providing
insights into the gender, age, geographic locations, and diagnostic profiles of the clients.
(Table.7). The client cohort exhibits a significant gender disparity, with 344 females (61.4%) and
216 males (38.6%). This predominance of female clients may indicate higher engagement with
mental health services among women, potentially due to greater awareness, social acceptability,
or a higher prevalence of conditions necessitating care in this population. Distribution and the
density of cases by age and gender by using Jittered Box Plot is shown in Figure 4.

The age profile of the cohort spans a wide range, with a median age of 33 years and a mean age
of'35.2 (£13.6) years, indicating a relatively young client base. The largest age group, comprising
345 individuals (61.6%), falls within the 25-49-year-old range, representing working-age adults
likely navigating occupational, familial, and personal stressors. Youth and young adults (15-24
years) constitute the second-largest group, with 116 clients (20.7%), reflecting challenges
associated with identity development, academic pressures, or early career transitions. Middle-
aged adults (50—69 years) account for 77 clients (13.8%), while children and adolescents (0—14
years) and older adults (70+ years) are less represented, with 14 (2.5%) and 8 (1.4%) clients,
respectively. The age range, from 7 to 81 years, underscores the clinic’s role in serving diverse
developmental stages. Geographically, the majority of clients (491, 87.7%) reside in Thailand,
reflecting the clinic’s primary service area. A notable minority, 64 clients (12.3%), are from
Myanmar, suggesting the clinic serves cross-border communities.

The diagnostic categories reveal a spectrum of mental health conditions, with trauma and
stressor-related disorders being the most prevalent, affecting 176 clients (31.4%). This high
prevalence may reflect significant environmental or personal stressors, such as socioeconomic
challenges, displacement, or regional instability, particularly among the Thai and Myanmar
populations. Anxiety or fear-related disorders are the second most common, diagnosed in 139
clients (24.8%), indicating a substantial burden of anxiety-driven conditions, which may intersect
with trauma-related disorders.

Mood disorders, including depression and bipolar disorder, affect 78 clients (13.9%),
underscoring the prevalence of affective disorders within the cohort. Disorders due to substance
use or addictive behaviors account for 70 cases (12.5%), highlighting the intersection of mental
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health and addiction, a critical area for intervention. Neurocognitive disorders, diagnosed in 49
clients (8.8%), likely reflect conditions such as dementia, particularly among older clients.
Schizophrenia or other primary psychotic disorders affect 35 clients (6.3%), indicating a need
for specialized psychiatric care. Less common diagnoses include sleep-wake disorders (5 clients,
0.9%), neurodevelopmental disorders (4 clients, 0.7%), and other unspecified conditions (4
clients, 0.7%). Distribution and the density of cases by age and gender by using Jittered Box Plot

is shown in Figure 5.

Table 7. Demographic characteristic of cases at the Mental Health Center

- Number(n=560) _______Percentage |

Gender
Female 344 61.4%
Male 216 38.6%
Age in Year
0-14 years Children and Adolescents 14 2.5%
15-24 years Youth and Young Adults 116 20.7%
2549 years Adults 345 61.6%
50—-69 years Middle-aged Adults 77 13.8%
70+ years Older Adults 8 1.4%
Median= 33, Mean = 35.2+13 .4 Min= 7 Mix=81
Clients’ Location
Thailand 491 87.7%
Myanmar 64 12.3%
Diagnosis Categories
Trauma and Stressor related disorder 176 31.4%
Anxiety or fear related disorders 139 24.8%
Mood Disorder 78 13.9%
Disorders due to substance use or 70 12.5%
addictive behaviors
Neurocognitive Disorder 49 8.8%
Schizophrenia or other primary 35 6.3%
psychotic disorders
Sleep Wake Disorder 5 0.9%
Neurodevelopmental disorder 4 0.7%
other conditions 4 0.7%
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Figure 4. Distribution and the density of cases by age and gender
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Figure 5. Distribution and the density of cases by age and diagnosis
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Association Between Gender and Psychiatric Diagnosis

A Pearson Chi-Square test was performed to examine the association between gender and various
diagnosis groups among 560 individuals (344 females, 216 males). The test resulted in a chi-
square statistic of 136.38 with 8 degrees of freedom and a highly significant p-value (p <0.001).
This indicates a strong association between gender and diagnosis group, rejecting the null
hypothesis of independence. Notably, females showed a higher prevalence of trauma and
stressor-related disorders (42.73% in females vs. 13.43% in males) and anxiety or fear-related
disorders (28.20% vs. 19.44% in males), while males had a higher proportion of disorders due to
substance use/addiction (28.70% vs. 2.33% in females) and neurocognitive disorders (14.81% in
males vs. 4.94% in females). The highly significant x> = 136.38, and p-value (p <0.001) indicates
a strong association between gender and the distribution of psychiatric diagnoses.

Diagnosis Group
Anxiety or fear related disorders
Disorders due to substance use /addiction
Mood Disorder
Neurocognitive Disorder
Neurodevelopmental disorder
other
Schizophrenia or primary psychotic disorders
Sleep Wake Disorder

Trauma and Stressor related disorder

Count
% within Gender
Count
% within Gender
Count
% within Gender
Count
% within Gender
Count
% within Gender
Count
% within Gender
Count
% within Gender
Count
% within Gender
Count
% within Gender

Total Count

% within Gender
Statistical Test
Test Value d.f Asyp.Sig Odds ratio
Pearson Chi Square 136.38 8 1.34e-25 NA
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Gender
Female Male
97 42
28.20 19.44
8 62
2.33 28.70
49 29
1424 13.43
17 32
494 14.81
2 2
0.58 093
3 1
0.87 046
16 19
465 8.80
5 0
1.45 0
147 29
4273 1343
344 216
100 100

Total
139
24.82
70
12.50
78
13.93
49
8.75

0.71

0.71
35
6.25

0.89
176
31.43
560
100

95% Confidence interval

NA

NA



Age-related differences in the distribution of mental health diagnoses

A Pearson Chi-Square test was conducted to investigate the relationship between age groups and
mental health diagnosis categories among 560 individuals, distributed across five age groups: 0—
14 years (Children and Adolescents, n=14), 15-24 years (Youth and Young Adults, n=116), 25—
49 years (Adults, n=345), 50-69 years (Middle-aged Adults, n=77), and 70+ years (Older Adults,
n=8). The test yielded a chi-square statistic of 95.73 with 32 degrees of freedom and a highly
significant p-value (p < 0.001), indicating a strong association between age group and diagnosis
category, rejecting the null hypothesis of independence. Notable patterns include a higher
prevalence of anxiety or fear-related disorders in children and adolescents (35.71%) and
youth/young adults (30.17%), while adults aged 25-49 showed a higher proportion of disorders
due to substance use or addictive behaviors (16.81%). Trauma and stressor-related disorders were
most common across all age groups, particularly among youth/young adults (38.79%) and
middle-aged adults (33.77%). These findings highlight significant age-related differences in the
distribution of mental health diagnoses. (y*> = 95.73).

Diagnosis Age Group

0-14 15-24 2549 50-69 70+ Total
Anxiety or fear related 5 35 86 11 2 139
disorders
% within age group 35.71 30.17 24.93 14.29 25 24.82
Disorders due to substance 0 4 58 8 0 70
use or addictive behaviors
% within age group 0 3.45 16.81 10.39 0 12.50
Mood Disorder 1 13 49 15 0 78
% within age group 7.14 11.21 14.20 19.48 0 13.93
Neurocognitive Disorder 1 12 26 8 2 49
% within age group 7.14 10.34 7.54 10.39 25 8.75
Neurodevelopmental disorder 2 1 0 1 0 4
% within age group 14.29 0.86 0 1.30 0 0.71
Other conditions 0 0 2 2 0 4
% within age group 0 0 0.58 2.60 0 0.71
Schizophrenia or other 1 6 20 6 2 35
primary psychotic disorders
% within age group 7.14 517 5.80 7.79 25 6.25
Sleep Wake Disorder 0 0 4 0 1 5
% within age group 0 0 1.16 0 12.50 0.89
Trauma and Stressor related 4 45 100 26 1 176
disorder
% within age group 28.57 38.79 28.99 33.77 12.50 3143
Total 14 116 345 77 8 560

100 100 100 100 100 100

Statistical Test
Tests Value d.f Asyp.Sig Oddsratio 95% Confidence interval
Pearson Chi Square 95.73 32  2.84e-08 NA NA NA
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IV. DISCUSSION
Discussion of The Suwannimit Foundation MHPSS service Findings (2022- 2024)

The Suwannimit Foundation (SNF), Mae Tao Clinic (MTC), and Shin Than Yar (STY)
Network’s Mental Health and Psychosocial Support (MHPSS) services offer critical insights into
the psychosocial needs of displaced populations along the Thailand-Myanmar border,
particularly following the 2021 Myanmar coup. The findings align with global research on
mental health interventions in humanitarian settings while highlighting unique regional
challenges and opportunities for enhancing service delivery.

Gender Disparities in Mental Health Service Utilization

The increase in female clients (from 62% in 2022 to 67.3% in 2024) mirrors global trends
identified by Charlson et al. (2019), who note a higher burden of mental disorders among women
in conflict-affected settings due to gender-specific stressors like gender-based violence (GBV),
caregiving responsibilities, and economic marginalization. This underscores the necessity of
gender-sensitive MHPSS programming, as emphasized by the Inter-Agency Standing Committee
(IASC, 2007), which advocates for tailored interventions addressing women’s unique
psychosocial needs. SNF’s focus on GBV prevention and case management, through
partnerships like the Mae Sot hospital One Stop service Center (OSCC), aligns with UNHCR’s
(2021) best practices for integrated care pathways for GBV survivors. However, the lower
proportion of male clients (32.7% in 2024) suggests barriers to engagement, with Chikovani et
al. (2015) indicating that stigma and cultural norms around masculinity often deter men from
seeking mental health support in conflict zones. Targeted outreach, such as male-focused
community programs, could enhance male participation, as recommended by Kohrt et al. (2018).

Age-Related Trends and Accessibility Challenges

The shift toward a middle-aged client base (30—49 years, increasing from 49.7% to 59.6%)
reflects the prolonged impact of displacement, with middle-aged adults facing compounded
economic and social stressors, as noted by Porter and Haslam (2005). These stressors align with
SNF’s reported increases in emotional safety and attachment issues, consistent with Silove et
al.’s (2017) ADAPT model, which identifies disrupted safety and attachment as core challenges
in conflict-affected settings. The decline in younger (under 20) and older (60+) clients raises
accessibility concerns. For youth, competing priorities like education or work may limit
engagement, as Betancourt et al. (2013) suggest, advocating for youth-focused MHPSS
integrated with community structures. For older adults, mobility issues or stigma may impede
access, with Siriwardhana et al. (2014) recommending age-specific outreach to ensure
inclusivity.

Referral Patterns and Community Engagement

The dominance of self-referrals (94.3% in 2024) indicates strong community trust in SNF and
STY services, aligning with IASC (2007) guidelines that emphasize community-driven MHPSS
for sustainability. However, the sharp decline in referrals from community leaders (7.4% to
0.7%) and social networks suggests weakening social cohesion, a common issue in displaced
populations, as noted by Betancourt et al. (2013). Kohrt et al. (2018) recommend participatory
approaches, such as co-designing interventions with local leaders, to strengthen community
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engagement and reverse this trend. The low referral rates from training and civil society
organizations (CSOs) highlight the need for enhanced partnerships, as Jordans et al. (2016)
advocate for multi-sectoral collaboration to expand MHPSS reach.

Psychosocial Needs and Integrated Interventions

The dramatic rise in emotional safety (33.9% to 73.5%) and attachment issues (+32.3 percentage
points) reflects the ongoing trauma and instability post-Myanmar coup, compounded by family
separations and community fragmentation (European Commission, 2025). These findings align
with Silove et al.’s (2017) ADAPT model, emphasizing disrupted safety and attachment as core
psychosocial challenges. Persistent concerns around physical and financial security (+3.8 and
+9.3 percentage points) underscore the interconnectedness of material and mental health needs,
as Miller and Rasmussen (2010) advocate for integrated interventions addressing both. SNF’s
vocational training and material support programs reflect this approach, aligning with Hobfoll et
al.’s (2007) conservation of resources theory, which emphasizes restoring personal and social
resources to mitigate chronic stress. The moderate increases in esteem and fairness issues point
to emerging challenges around self-worth and perceived injustice, further highlighting the need
for holistic interventions.

Survivor-to-Counselor Model and Workforce Challenges

SNF’s survivor-to-counselor model is a cornerstone of its success, reflecting WHO’s (2010)
endorsement of task-shifting to address mental health workforce shortages in low-resource
settings. By training survivors as lay counselors, SNF ensures cultural relevance and
sustainability, as seen in similar programs in Uganda (Murray et al., 2014). However, challenges
like emotional distress among trainees and lack of long-term follow-up echo Murray et al.’s
(2014) findings, which stress the need for robust supervision to prevent burnout. SNF’s biweekly
peer supervision and monthly face-to-face sessions align with Akesson et al.’s (2020) evidence
on the efficacy of peer support in Jordan’s refugee settings. Nonetheless, participant mobility
remains a barrier to systematic follow-up, with Tol et al. (2011) recommending mobile health
technologies or community-based monitoring to track outcomes.

Multi-Sectoral Coordination and Resource Constraints

The STY Network’s multi-sectoral approach, including standardized training and GBV case
management, aligns with UNHCR’s (2021) recommendations for coordinated MHPSS in refugee
settings. Its emphasis on peer supervision, vocational training, and resource sharing mirrors
successful models like Jordan’s Psychosocial Support Program (Akesson et al., 2020). However,
resource constraints and security issues, particularly for participants with precarious legal status,
are pervasive, as noted by Jordans et al. (2016), who suggest innovative funding models like
pooled donor resources and safe access strategies such as virtual training. SNF’s collaboration
with Assumption University offers a promising avenue for capacity building, as academic
partnerships can enhance training quality, as seen in programs evaluated by Ventevogel et al.
(2015).

Future Directions for Enhanced Impact

To strengthen its impact, SNF could adopt digital tools for follow-up, as Naslund et al. (2019)
highlight the potential of telehealth and mobile apps in low-resource settings, particularly for
mobile populations. Integrating trauma-informed care frameworks, as proposed by Herman
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(2015), could enhance emotional safety for trainees and clients, addressing reported distress
during sessions. Expanding outreach to youth and older adults through peer-led groups or mobile
clinics, as recommended by MHPSS.net (2020), could address their underrepresentation. Finally,
developing a comprehensive service map with the STY Network could reduce service duplication
and improve efficiency, aligning with Jordans et al.’s (2016) recommendations for coordinated
MHPSS delivery.

Discussion of Mae Tao Clinic (MTC) Mental Health Findings (2024)

The 2024 data analysis from the Mae Tao Clinic’s (MTC) Counseling Center provides critical
insights into the mental health needs of displaced populations along the Thailand-Myanmar
border, particularly in the context of the post-2021 Myanmar coup. The findings highlight
significant gender and age disparities, diagnostic trends, and service delivery challenges, aligning
with global research on mental health in humanitarian settings while underscoring unique
regional dynamics.

Gender Disparities and Mental Health Needs

The cohort of 560 clients at MTC’s Counseling Center shows a marked gender disparity, with
61.4% female and 38.6% male clients. This aligns with global trends observed by Charlson et al.
(2019), who noted that women in conflict-affected settings experience a higher burden of mental
disorders due to gender-specific stressors such as gender-based violence (GBV), caregiving
responsibilities, and economic marginalization. The significantly higher prevalence of trauma
and stressor-related disorders (42.73% in females vs. 13.43% in males) and anxiety or fear-
related disorders (28.20% vs. 19.44%) among female clients at MTC reflects these stressors,
likely exacerbated by the ongoing displacement crisis and regional instability post-Myanmar
coup (Human Rights Watch, 2024). The Inter-Agency Standing Committee (IASC, 2007)
emphasizes the need for gender-sensitive mental health and psychosocial support (MHPSS)
programming, which MTC addresses through its counseling services and partnerships with
organizations like the Suwannimit Foundation (SNF) for GBV case management.

Conversely, the lower engagement of male clients (38.6%) and their higher prevalence of
substance use/addiction disorders (28.70% vs. 2.33% in females) highlight barriers to male
mental health service uptake. Chikovani et al. (2015) suggest that cultural norms around
masculinity and stigma often deter men from seeking mental health support in conflict zones,
instead leading to maladaptive coping mechanisms like substance use. MTC could enhance male
engagement through targeted outreach, such as community-based male support groups, as
recommended by Kohrt et al. (2018), who advocate for culturally adapted interventions to
address gender-specific barriers.

Age-Related Patterns and Diagnostic Trends
The age profile, with a median of 33 years and 61.6% of clients aged 25-49, indicates a
predominantly working-age client base facing occupational, familial, and displacement-related

stressors. The high prevalence of trauma and stressor-related disorders (31.4% overall, 38.79%
in youth/young adults, 33.77% in middle-aged adults) aligns with Silove et al.’s (2017) ADAPT
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model, which identifies disrupted safety and attachment as core challenges in conflict-affected
populations. These findings reflect the ongoing trauma from the Myanmar crisis, including
family separations and community fragmentation (European Commission, 2025). The significant
presence of anxiety disorders (24.8% overall, 35.71% in children/adolescents, 30.17% in
youth/young adults) among younger groups underscores the impact of identity development and
socioeconomic pressures, as noted by Betancourt et al. (2013).

The underrepresentation of children/adolescents (2.5%) and older adults (1.4%) raises
accessibility concerns. For youth, competing priorities like education or work may limit
engagement, as highlighted by Betancourt et al. (2013), who recommend integrating MHPSS
into community structures like schools. For older adults, mobility issues and stigma may impede
access, as Siriwardhana et al. (2014) suggest, advocating for age-specific outreach such as home-
based interventions. The higher prevalence of neurocognitive disorders in older adults (25%) and
middle-aged adults (10.39%) points to the need for specialized care, which MTC’s limited
resources struggle to address (United States Institute of Peace, 2024).

Service Delivery and Resource Constraints

MTC’s adoption of the WHO’s mhGAP framework to train non-specialists aligns with global
best practices for addressing mental health workforce shortages in low-resource settings (WHO,
2010). This task-shifting approach, also employed by SNF’s survivor-to-counselor model,
ensures cultural relevance and sustainability, as seen in similar programs in Uganda (Murray et
al., 2014). However, the reliance on a single volunteer psychiatrist and limited psychotropic
medication supplies highlight critical gaps, as noted by Artingstoll (2021). The absence of
comprehensive rehabilitation programs for conditions like addiction and schizophrenia further
limits recovery, as Hobfoll et al. (2007) emphasize the importance of social and life skills training
for long-term mental health outcomes.

The referral system to Mae Sot Hospital for inpatient care is a vital mechanism, but logistical and
financial barriers often force MTC to admit severe cases to its general medical ward, which is
not equipped for mental health care. This reflects broader challenges in humanitarian settings,
where fragmented service delivery and funding instability hinder comprehensive care (Jordans
et al., 2016; Sheehan, 2025). The use of The Maudsley Prescribing Guidelines ensures evidence-
based treatment, but sourcing medications from Myanmar introduces logistical vulnerabilities,
as supply chains are disrupted by conflict (Passeri, 2025).

Addressing Barriers and Future Directions

The strong association between gender and diagnosis (¥*> = 136.38, p < 0.001) and age and
diagnosis (> = 95.73, p <0.001) underscores the need for tailored interventions. MTC’s flexible
medication supply strategy (one-week to two-month prescriptions) addresses access challenges
for stable patients, and Burmese-speaking staff and local interpreters overcome the language
barriers, as noted by UNHCR (2024). Digital tools, such as telehealth platforms, could improve
follow-up and access, as suggested by Naslund et al. (2019), particularly for mobile populations.
Integrating trauma-informed care frameworks, as proposed by Herman (2015), could enhance
emotional safety for clients and trainees, addressing distress reported during counseling sessions.
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To bridge service gaps, MTC could strengthen coordination with the Shin Than Yar Network to
develop a comprehensive service map, reducing duplication and improving efficiency, as
recommended by Jordans et al. (2016). Innovative funding models, such as pooled donor
resources, and partnerships with academic institutions could enhance capacity, as seen in
programs evaluated by Ventevogel et al. (2015). Targeted programs for youth and older adults,
such as peer-led groups or mobile clinics, could address their underrepresentation, aligning with
Help Age International (2020) recommendations for age-inclusive interventions.
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V. RECOMMENDATION

Data Management

To enhance the efficiency and effectiveness of mental health and psychosocial support (MHPSS)
services, implementing a digital MHPSS Case Report Form and an integrated database is
recommended. This involves designing a patient-centric digital form that captures demographics,
clinical data, and consultation tracking with standardized fields, a user-friendly interface, and
secure protocols. A scalable database should be developed to aggregate form data, enabling the
generation of reports on service utilization, retention rates, and care gaps. Engaging a technical
team to design the form and database while incorporating counselor feedback is essential. The
process includes pilot testing the form, providing training on data entry and confidentiality, and
deploying the system with ongoing technical support and monitoring to ensure robust data
management.

Service Enhancement

Addressing evolving client needs based on data trends from 2022-2024 requires tailored
interventions across gender, age, referrals, and presenting complaints. Gender-specific outreach
should be developed to increase male engagement and expand female-specific services, such as
those addressing gender-based violence (GBV) and economic empowerment. Programs should
be customized for middle-aged clients (30—49) to focus on career, family, and mental health
challenges, while peer groups and migrant learning centers can engage younger clients (20-29
and under 20). Strengthening self-referral channels through digital platforms and revitalizing
community-based referrals via training for community leaders and partnerships with civil society
organizations (CSOs) are critical. Interventions should be expanded to address Emotional Safety
(trauma counseling, anxiety workshops), Attachment (group therapy, peer support), Financial
Security (job training, financial counseling), and Physical Safety (referrals to shelters, legal aid).

Supervision and Quality Care

A robust supervision framework is vital to ensure counselor well-being, ethical practice, and
quality care. This involves formalizing supervision contracts that outline roles, ethical guidelines,
agendas, case notes, and feedback mechanisms, with secure storage. Supervision should occur
monthly for one-on-one sessions, bi-monthly for peer sessions, and include ad-hoc emergency
support. Annual capacity assessments are recommended for counselors with over six months of
service. Secure virtual platforms should be used for remote supervision, supported by training.
Supervisors must be trained in supervision models, ethics, and cultural competence, with ongoing
professional development encouraged. Peer supervision groups should include diverse
participants and trained facilitators, integrating reflective practices. Counselor self-care plans,
wellness initiatives, and vicarious trauma workshops are essential. Annual ethics and cultural
sensitivity training with case studies, along with protocols for resolving ethical dilemmas, should
be mandated. Supervision should be evaluated biannually, tracking outcomes like job
satisfaction, retention, and client outcomes, with anonymous feedback loops to ensure continuous
improvement.
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Network Capacity Building

Enhancing the capacity of the Shin Than Yar Network involves developing standardized
Counseling Certification and Parasocial Work curricula in collaboration with stakeholders such
as Mae Sot Hospital, Thai institutions, CSOs, and ethnic health organizations (EHOs), aligning
with IASC Guidelines and local contexts. Curricula should cover trauma-informed care, GBV
prevention, and be accessible in Burmese, Karen, English, and Thai, with efforts toward
accreditation. A train-the-trainer model and a centralized repository for training materials should
be adopted. Bimonthly online and quarterly in-person MHPSS network meetings with diverse
representation are recommended to map services, share resources, and coordinate referrals.
Standardized referral protocols, volunteer training, and digital tools for tracking referrals while
ensuring data privacy are critical. Technical assistance should be provided to mainstream
MHPSS in health, education, and protection programs. Monitoring meeting outcomes, referral
completion rates, and service access for underserved groups is essential. Long-term Psychiatric
Rehabilitation Programs (PRPs) should be established to address functional, social, and
emotional needs for comprehensive support.

Sustainability

Ensuring the long-term viability of MHPSS services requires diversified funding, resource
allocation, and community engagement. Partnerships with NGOs, CSOs, and diverse donors
should be pursued to fund supervision, training, and technology, while advocating for MHPSS
inclusion in public health strategies. Organizational budgets should allocate funds for supervision
and training, with additional resources secured through grants and community campaigns.
Empowering CSOs and EHOs to take ownership of curricula and coordination will enhance local
sustainability. Networking events and mentorship programs can foster a professional community,
while recognition programs celebrating counselor achievements will boost morale. Additionally,
rehabilitation programs for chronic mental health patients should be prioritized to ensure ongoing
support for those with long-term needs.
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