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ABSTRACT

Mental disorders such as Post-Traumatic Stress Disorder (PTSD) are highly prevalent
among displaced populations, however, evidence remains limited among Myanmar migrant in
Thailand, despite their heightened exposure to conflict, displacement, and post-migrant stressors.
This study aimed to estimate the prevalence of PTSD and determine associated factors among
Myanmar migrants living in Mae Sot district, Tak province, Thailand.

A cross-sectional study was conducted among Myanmar migrants residing in Mae Sot,
Mae Tao, and Tha Sai Luad sub-districts. Data were collected using a self-developed, validated
questionnaire. PTSD symptoms were assessed using the Posttraumatic Stress Disorder Checklist
for DSM-5 (PCL-5), with a cut-off score of 33 or higher indicating PTSD. Chi-square tests were
conducted for preliminary analyses, and logistic regression was performed to determine factors
independently associated with PTSD.

A total of 360 Myanmar migrants participated; 64.2% were female. The prevalence of
PTSD was 31.7%. After adjustment for potential confounders, higher odds of PTSD were observed
among females, younger migrants, those originating from conflict-affected areas, and individuals
who were unemployed or engaged in professional/freelance work. Social structural vulnerabilities-
including living apart from family, shorter duration of residence in Thailand, language difficulty,
perceived discrimination, and perceived social exclusion were also independently associated with
PTSD. In addition, substance use (tobacco and other substances) was strongly associated with PTSD.

A substantial proportion of Myanmar migrants in Mae Sot experience PTSD, reflecting
significant unmet mental health needs. These findings highlight the urgent necessity for inclusive
public health responses, including the integration of mental health services into health insurance

benefit packages and the development of culturally adapted, accessible mental health



interventions. Addressing post-migration stressors and structural exclusion is essential to

mitigating the invisible wounds experienced by migrant communities.

Keywords: Post-traumatic  Stress Disorder, Myanmar Migrants, Border Health,

Migrant Mental Health, Prevalence, Associated Factors
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CHAPTER 1

INTRODUCTION

1.1 Background and Rationale

Mental health refers to how we feel, think, and cope with life's challenges, which
is crucial to our overall well-being (1). Poor mental health can affect various aspects of life,
such as relationships, work, and longevity, while increasing risks such as suicide and hu-
man rights violations, all with significant economic implications (2). In 2019, approxi-
mately 1 in 8 people worldwide, or 970 million individuals, were affected by mental disor-
ders, a number that rose significantly during the COVID-19 pandemic (3). In 2010, mental
disorders cost the global economy $2.5 trillion, with indirect costs ($1.7 trillion) exceeding
direct costs ($0.8 trillion). These costs, which are higher in proportion to those of other
major diseases, are expected to double by 2030 (4). Those who are exposed to traumatic
events, such as warfare, accidents, natural disasters, or sexual violence, can endure condi-
tions like posttraumatic stress disorder (PTSD), depression, anxiety, or substance use dis-
orders that persist for months or years in some individuals. Around 70% of people world-
wide will face a potentially traumatic event in their lives, but only about 5.6% will develop
post-traumatic stress disorder (PTSD) (5).

Posttraumatic Stress Disorder (PTSD) is a serious mental health condition charac-
terized by symptoms that involve re-experiencing the traumatic event, avoidance, changes
in beliefs and emotions, and heightened physiological arousal following the event. Like
other mental health disorders, PTSD arises from a combination of biological, psychologi-
cal, and social factors including personality traits, previous mental health issues, female
gender, sociodemographic characteristics, and specific alterations in gene expression. The
characteristics of the traumatic event also influence the likelihood of developing PTSD; for
instance, experiencing prolonged or repeated traumatic events, sustaining a serious physi-

cal injury, or witnessing harm to others can all heighten the risk (5-7).



The prevalence of PTSD commonly differs depending on the geographical loca-
tion, across different populations, and context, which reflects the impact of trauma expo-
sure. The established prevalence was 3.4 to 57.6% in adult irregular immigrants (IMs) to
Europe (8), 31% in adult Syrian refugees resettled in high-income Western countries (9),
19.8% to 94% among refugees, asylum seekers, and migrants from African countries (10),
3.8% to 42.37% in Serving Military and Veteran Populations (11), 48.4% in the Ethiopian
population dwelling in war-affected communities (12), and 40.8 % for of migrants living
in limbo(13). Recent studies show a significantly high prevalence of PTSD among military
personnel, veterans, migrants, refugees, and communities affected by war. Most of these
studies focus on personal information and social factors. However, this study emphasizes
psychosocial factors, as PTSD can also stem from psychological elements.

The psychosocial model of mental health emphasizes the interplay between an in-
dividual’s psychological state and social environment, focusing on socio-economic condi-
tions, relationships, and life experiences rather than biological causes. It addresses social
determinants like poverty, trauma, and social exclusion, providing a holistic framework that
spans emotional, social, cognitive, and spiritual dimensions. Key features include prioritiz-
ing therapy, peer support, and community involvement while promoting human rights and
reducing stigma. Widely applied across healthcare, education, and community services, it
informs practices such as trauma-informed care and mental health education. This model
is well-suited to the study as it integrates psychological and social factors, such as trauma
exposure, housing, and discrimination, to explore PTSD among Myanmar migrants and
guide community-level interventions (14, 15).

Migrants are individuals who move to a foreign country to live or work, and are
also known as immigrants who have arrived from abroad by the hosts (16). Approximately
1 billion people live outside their country of birth, including 281 million international mi-
grants and 82.4 million forcibly displaced individuals (17,18). Migration is a complex, on-
going process influenced by social, political, and personal factors, and the experience dif-
fers depending on whether it is forced or voluntary (19). Migrants, particularly refugees,
are often exposed to adversity and show higher rates of mental health disorders compared
to host populations (18). These risks are exacerbated by traumatic events, which can be

experienced at various stages of migration: pre-migration (e.g., conflict, violence), during



migration (e.g., dangerous journeys), and after migration (e.g., socio-economic challenges)
(16).

Thailand has a long history of hosting hundreds of thousands of people from neigh-
boring countries fleeing from war, internal conflict, or national instability, while also suc-
cessfully promoting and deploying many workers abroad, especially from Cambodia, Lao
PDR, and Myanmar.(20). According to the IOM data from October 2023, Mae Sot in Tak
province, Thailand, hosts 81,000 Myanmar migrants (21), but the number is still underes-
timated for many reasons. Following Myanmar's coup in February 2021, there has been a
significant increase in migrants at the Thai border, including laborers, displaced persons,
political refugees, and vulnerable groups (22). Previous studies on migrants have high-
lighted trends in PTSD prevalence. A 2015 study in Uganda found that the prevalence of
PTSD was 11.8% seven years after the conflict, indicating that the effects of trauma can
persist for years (23).Additionally, a five-year longitudinal study in Canada revealed that
the PTSD rate among visible minority immigrants was 7.5%, which is double that of the
host population (24). Furthermore, a meta-analysis of communities affected by the Ethio-
pian war reported an alarmingly high PTSD prevalence of 48.5% (12). However, research
on the PTSD prevalence of PTSD within the Myanmar migrant community in Thailand
remains limited.

PTSD, categorized as a mental disorder, has not been widely studied among My-
anmar migrants, even though the high prevalence of mental health issues (like anxiety and
depression) exists. A few studies have explored their mental health. A 2021 cross-sectional
study conducted among Myanmar migrants in the Samut Sakhon district, Bangkok, re-
vealed that 11.9% of participants reported symptoms of depression and/or anxiety (25).
Another recent study in the Samut Prakan district, Bangkok, found that 47.9% of young
Myanmar migrant workers experienced depressive symptoms, which were associated with
workplace, security, and living stressors, as well as self-esteem issues (26). It is crucial to
have information about PTSD among Myanmar migrants, as Mae Sot is the most populated
migrant area with a high-risk population.

Untreated PTSD in migrants has significant impacts across various levels. At the
individual level, it can lead to chronic psychological distress, depression, anxiety, substance
abuse, and an increased risk of self-harm or suicide. This not only affects the individuals

but also strains family relationships, as emotional withdrawal, irritability, and aggression



often arise. In communities, individuals with untreated PTSD may withdraw from social
engagement, further isolating themselves. On a societal scale, the rising demand for mental
health care due to untreated PTSD can strain healthcare resources. Economically, untreated
mental health conditions, including PTSD, cost economies billions of dollars annually in
lost productivity and healthcare expenditures, which also affects the mental well-being of
the host population.(27).

The context of PTSD and migrants' health issues is complex and still under debate.
However, research demonstrates that post-migration living conditions significantly influ-
ence migrants’ mental health. This study utilizes the psychosocial model to comprehen-
sively address the social, personal, and psychological needs of individuals while also pro-
moting the prevention of mental health issues.

The study aimed to identify significant risk factors contributing to PTSD, including
psychological factors (substance use, alcohol consumption, and number of traumatic
events), social factors (housing stability, neighborhood safety, social support, discrimina-
tion, and legal status), and demographic factors (gender, age, marital status, and employ-
ment). Demographic factors can be used to identify higher-risk groups, while associated
factors can help modify existing interventions and implement new effective health promo-
tions. Furthermore, this study aimed to address the mental health challenges faced by My-
anmar migrants by providing data-driven insights that can inform public health policies and
interventions in border regions such as Mae Sot. The actionable insights from this study
will help policymakers, NGOs (non-governmental organizations), and healthcare providers
prioritize mental health within migrant programs. It also advocates for increased funding
and enhanced access to mental health services in areas like Mae Sot.

Additionally, the findings offer evidence-based recommendations for mental health
interventions tailored to the unique needs of Myanmar migrants, aiming to enhance mental
health outcomes. Furthermore, the study proposes strategies for community-level support
systems, emphasizing improved social inclusion, reduced discrimination, and better access

to healthcare services.



1.2 Objectives

The study has two objectives:
1. To estimate the prevalence of PTSD among Myanmar migrants living in Mae
Sot, Tak province, Thailand.
2. To identify the factors associated with PTSD among Myanmar migrants liv-

ing in Mae Sot, Tak province, Thailand.

1.3 Operational Definitions

1.3.1 Gender is about the roles, behaviors, expressions, and identities that society
assigns to people based on their perceived or assigned sex. It differs from biological sex,
which refers to physical and physiological traits. Cultural, social, and personal factors in-
fluence gender. However, gender will be recorded as a nominal variable with options for
male and female,

1.3.2 Age is defined as the length of time an individual has lived, typically calcu-
lated in years from their birth date to the data collection date. Age will be collected as con-
tinuous data and later categorized into age groups.

1.3.3 Marital status refers to a person's legal relationship and includes various cat-
egories based on their current situation. Marital status categories include single, married,
widowed, divorced, and separated.

1.3.4 Religion is the belief system or faith practice that a person identifies with. It
includes spiritual beliefs, rituals, and traditions that can affect how they cope with chal-
lenges, interact with others, and maintain their mental health. Religion will be categorized
into commonly observed options such as Buddhism, Christianity, Islam, and others.

1.3.5 Ethnicity is how participants identify their cultural, language, or ancestral
group. It shows their shared heritage, traditions, and social identity. Ethnicity will include
groups like Karen, Mon, Burmese, Shan, Kachin, and others.

1.3.6 Place of origin means the last place where the participant lived or was part of

a community in Myanmar before moving to Thailand. This indicates their geographical and



cultural background. Region of origin will be open-ended, and later categorized into My-
anmar states or regions.

1.3.7 Education is the highest level of formal schooling the participant has com-
pleted when they took the survey. This level of education can impact their awareness, cop-
ing strategies, and access to resources., Education levels will be grouped into illiterate, pri-
mary school, middle school, high school, and graduate and higher. Income will be collected
as continuous data and categorized during analysis

1.3.8 Employment Status shows the participant's current work situation. It tells
whether they are employed, unemployed, or doing informal work. Employment status will
have options such as employed and unemployed Data will be collected primarily through
binary (yes/no) or multiple-choice questions, with options for further details where appli-
cable.

1.3.9 Occupation means the main job or activity a participant does to earn money
during the survey. This can affect their economic status, stress levels, and access to re-
sources... while occupation will reflect common migrant jobs like factory labor, domestic
work, agriculture, shopfront selling, construction, and others.

1.3.10 Income is the total money a participant earns from all sources, such as
wages, self-employment, or remittances, over a specific period, like a month. This total can
influence their access to resources and overall well-being.

1.3.11 Housing means having a secure and permanent place to live. It looks at
whether a person has adequate shelter or is facing housing instability, which can include
frequent moves, homelessness, or overcrowding. Housing conditions will be assessed by
identifying participants' places of residence, categorized as rented dormitories, work com-
pounds, shared housing, or others, to determine stability.

1.3.12 The number of family members living together is the total count of family
members, like parents, children, or close relatives, who share the same home as the partic-
ipant. This number can affect the participant's social support and emotional well-being.

1.3.13 Length of stay in Thailand means how long the participant has lived in Thai-
land since arriving, measured in years or months. This duration can impact how well they
adapt, integrate socially, and maintain their mental health. The duration of stay will be open-

ended and recorded as continuous data.



1.3.14 A language barrier is people's difficulty communicating in languages while
seeking health services.

1.3.15 Legal status means how a person is officially classified in the country where
they live. This classification affects their access to rights, services, and legal protections.
For migrants, legal status can include being an asylum seeker, refugee, undocumented mi-
grant, or legal resident. Legal status will be categorized into documented or undocumented.

1.3.16 Ability to access health services refers to the participant's actual ability to
obtain healthcare in their current living environment.

1.3.17 Health insurance card refers to the official documentation that entitles an
individual to access health care services, including medical treatment, either through a pub-
lic or private health insurance. Having a health insurance card can significantly influence
an individual’s ability to receive necessary care, especially regarding financial support and
accessibility. Information about health insurance will be collected through a binary question
(yes/no), with further categorization into schemes such as the Social Security Scheme, Mi-
grant Health Insurance Scheme, M-Fund (widely used in Mae Sot), or others.

1.3.18 Smoking means that participants report using tobacco products, like ciga-
rettes, chewing tobacco, cigars, etc., which can affect their physical and mental health.

1.3.19 Alcohol drinking refers to how much alcohol (beer, wine, spirits, etc.) the
participant reports drinking in the past month

1.3.20 Substance use refers to the participant's self-reported use of cannabis, co-
caine, amphetamine, inhalants, sedatives or sleeping pills, hallucinogens, or opioids within
the past month.

1.3.21 Perceived neighborhood safety is about how safe and secure people feel in
their homes and surrounding areas, and will be collected as binary responses (yes/no). This
includes their awareness of crime, violence, and other dangers nearby. Feeling unsafe can
lead to stress and trauma, which can worsen mental health issues like PTSD.

1.3.22 Perceived social exclusion is when a person does not receive enough emo-
tional, practical, or informational support from their social network, which includes family,
friends, and community members. Perceived social exclusion will be collected as binary
responses (yes/no).

1.3.23 Perceived discrimination means maltreating people based on their race, eth-

nicity, nationality, religion, gender, or legal status. Migrants often face discrimination in



places like work, healthcare, schools, and daily interactions in their communities. This un-
fair treatment can harm their mental health and lead to symptoms of discrimination. Dis-
crimination will be collected as binary responses (yes/no).

1.3.24 Perceived social support refers to the individual's perception from 3 sources:
family, friends, and a significant Other, which is assessed by the Multidimensional Scale of
Perceived Social Support (MSPSS) with a mean score of 1-7.

1.3.25 Post Traumatic Stress Disorder (PTSD) refers to a mental disorder classified
under stress and trauma-related disorders in the DSM-5 [33,34], which is assessed by the
Posttraumatic Stress Disorder Checklist for DSM-5 (PCL-5) with a score of 33 or higher
plus at least one traumatic event in life.

1.3.26 The number and type of traumatic event exposures count how many differ-
ent traumatic events a person has experienced. It doesn't matter if the events are similar or
different. This count helps show the total trauma someone has faced, which can affect how
severe their PTSD symptoms might be. Traumatic events range from large-scale crises
(war, terrorism, natural disasters) to personal tragedies (violent assault, chronic illness, or
the death of a loved one).

1.3.27 Myanmar migrants are people who have moved from Myanmar to another
country, like Thailand. They may stay temporarily or permanently. They migrate for differ-
ent reasons, including seeking better job opportunities or escaping political and social prob-
lems. This group includes refugees, asylum seekers, labor migrants, and other Myanmar

nationals who leave due to various challenges in their home country.



1.4 Conceptual Framework

and investigate the factors associated with it among Myanmar migrants in the Mae Sot
district of Tak province. The research focuses on the interaction of psychological and social

factors, including pre-migration trauma, post-migration stressors, and demographic char-

This study adopted a psychosocial framework to estimate the prevalence of PTSD

acteristics, to understand how they influence PTSD.

Demographic characteristics

Sex

Age

Marital status

Religion

Ethnicity

Place of origin

Education

Employment Status

Occupation

Income

Housing

Number of family members who are
staying together

Length of stay in Thailand
Language barrier

Legal status

Ability to access Health services

Health insurance card

Psychological factors

Smoking
Alcohol drinking

Substance use

Social factors

Perceived neighborhood safety
Perceived social exclusion
Perceived discrimination

Perceived social support

Post Traumatic

-' Stress Disorder

Figure 1.1 Conceptual Framework
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CHAPTER 2

LITERATURE REVIEW

This chapter reviews existing theories and research related to post-traumatic stress
disorder (PTSD) among migrant populations. It highlights the various factors that contrib-
ute to the prevalence of PTSD within this group. The section is organized under the follow-
ing headings:

2.1 Concept of Human Migration and Health

2.2 Migration and Mental Health

2.3 Post-Traumatic Stress Disorder

2.4 Relevant research findings

2.1 Concept of Human Migration and Health

Migration is defined as the movement of individuals across the globe, typically to
establish permanent or semi-permanent residency. This phenomenon has been a fundamen-
tal aspect of human civilization, dating back to early migrations from East Africa and re-
maining a defining feature throughout history. Migration occurs in various forms, ranging
from short-distance movements within local areas to extensive relocations between coun-
tries (28, 29).

Migration involves various purposes, including everyday activities such as com-
muting, shopping, traveling, and longer-term relocations. While these short-term moves
provide valuable insights, they differ from more permanent migrations, which are often
motivated by economic, social, or personal factors. The potential for greater stability influ-
ences the decision to migrate, as do better job opportunities or improved living conditions,

all contributing to the steady increase in migration rates worldwide (28).
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2.1.1 Types of Migration
Migration manifests in several forms, each distinct based on its motives and char-
acteristics:

1. Internal Migration: This occurs when individuals move within the borders
of their own country, relocating from one city or region to another.

2. External Migration: Movement across national borders, known as external
migration, includes both immigration and emigration, representing the departure from one
country and settling in another.

3. Emigration and Immigration: Emigration involves leaving one country to
reside in another, while immigration refers to entering a new country from abroad.

4. Forced Migration: Forced migration occurs when governments or authori-
ties compel large populations to relocate, often due to race or religion, and is also known
as population transfer or involuntary migration.

5. Impelled Migration: People leave their homeland due to adverse condi-
tions, such as war, political instability, or religious persecution, although they are not di-
rectly forced.

6. Voluntary Migration: In voluntary migration, individuals choose to relo-
cate, often motivated by prospects of better living conditions or job opportunities.

7. Refugees and Asylum Seekers: Refugees are those who flee their home
country due to persecution, fear, or severe threats, and generally arrive in a new country
with minimal belongings. Asylum seekers, similarly, leave their country to seek protection
in another (28, 30).

This study will focus on Myanmar migrants living in the Mae Sot district for at
least six months due to various reasons for migration.

2.1.2 Causes of Migration

Everett Lee’s theory explains migration as a selective process influenced by push
and pull factors. Push factors compel people to leave their homes due to unfavorable con-
ditions, such as poor living standards, political instability, environmental hazards, or social
and economic decline. In contrast, pull factors are attractive aspects of a new location that
draw people in, such as improved living standards, better employment opportunities, and
stable social conditions (29). Both push and pull factors encompass a variety of social, po-

litical, economic, and environmental influences.
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2.1.3 Effects of Migration on Health

Migration impacts both origin and destination locations, contributing to changes in
population dynamics, resources, and healthcare needs. Generally, these moves are seen as
helpful for the places that welcome migrants (31). Migration can simultaneously introduce
challenges for migrants themselves, particularly regarding health. Migration and health are
increasingly recognized as global public health priorities, as the scale and complexity of
migration grow. Migrants, particularly those from conflict zones, war-torn regions, or areas
facing environmental crises, often face a high risk of infectious diseases due to inadequate
resources, crowded living conditions, and limited access to healthcare. In reception and
settlement areas, factors like crowded shelters can lead to outbreaks of respiratory and gas-
trointestinal infections. Following resettlement, latent and untreated infections, such as tu-
berculosis, viral hepatitis, HIV, and parasitic diseases, may remain prevalent, leading to
ongoing health challenges (32,33). Non-communicable diseases (NCDs) also vary based
on migrant demographics, settlement countries, and types of conditions, including cardio-

vascular diseases, diabetes, and cancers (34).

2.2 Migration and Mental Health

In 1932, Odegaard studied the relationship between migration and mental health,
showing that migration can be a precipitating factor for mental illness. Vulnerable individ-
uals may experience increased risks of mental health issues post-migration due to the nu-
merous barriers encountered during migration and post-migration adjustment. Migrants of-
ten face stressors such as discrimination, language barriers, social isolation, and cultural
adjustment challenges, which can increase the likelihood of developing mental health dis-
orders (30).

2.2.1 Mental Health

The Mental Health Foundation explains that mental health encompasses individu-
als’ thoughts and feelings about themselves and their lives. It affects their ability to manage
stress, adapt to adversity, and function effectively in family, work, and community settings.
Mental health is closely tied to physical health, impacting the other in interconnected ways

(35).
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2.2.2 Common Mental Disorders and Migration

The World Health Organization and meta-analysis studies indicate that the most
prevalent mental disorders among migrant populations are anxiety disorders, depressive
disorders, and post-traumatic stress disorders.

1. Anxiety Disorders: Anxiety disorders are characterized by intense fear and
worry that disrupt daily life. These disorders include generalized anxiety disorder, panic
disorder, social anxiety disorder, and separation anxiety disorder. Globally, anxiety disor-
ders affect approximately 4.05% of the population, with rates rising over the past three
decades. They are more prevalent in high-income regions and are more common among
women (3, 36).

2. Depressive Disorders: Depressive disorder goes beyond temporary mood
changes, presenting as prolonged sadness or loss of interest in activities. It often includes
symptoms like low self-esteem, suicidal thoughts, sleep disturbances, and appetite changes.
Depression increases suicide risk, but effective treatments, including therapy and medica-
tion, are available based on severity and age. Major depressive disorder (MDD) and per-
sistent depressive disorder (PDD) share similar symptoms and causes, influenced by ge-
netics, neurotransmitter imbalances, and environmental factors such as work-related stress.
Treatment mainly involves medication and cognitive therapy. (3, 37).

3. PTSD: PTSD may arise after exposure to traumatic events, with symptoms
like intrusive memories, flashbacks, avoidance of reminders, and a constant sense of threat.
These symptoms must persist for several weeks to impact functioning significantly, and
effective psychological treatments are available (3).

2.2.3 Impact of mental disorders among migrant populations
Mental health disorders, including PTSD, have significant impacts on migrants at
various levels

1. Individual level: Migrants are at a greater risk of developing post-traumatic
stress disorder (PTSD) due to experiences such as conflict, persecution, and perilous jour-
neys. Mental health disorders can result in symptoms like flashbacks, nightmares, and in-
creased anxiety, all of which can disrupt their daily functioning and diminish their quality
of life. If these issues go untreated, they may lead to significant problems such as substance

abuse and suicidal thoughts (38, 39).
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2. Family and community level: Stigma surrounding mental health is often
heightened for migrants, who may already face discrimination in host communities. This
stigma can prevent individuals from seeking support and strain relationships with family
and community members, impacting their ability to form stable social networks (40, 41).

3. Economic Impact: The human capital approach measures the economic im-
pact of mental disorders by separating costs into two categories: direct costs and indirect
costs. Direct costs include visible expenses such as diagnosis, treatment, medication, and
hospitalization. In contrast, indirect costs encompass invisible losses, such as decreased
income due to mortality, disability, and absenteeism from work (4). Migrants with mental
health disorders often struggle to maintain stable employment due to persistent symptoms,
leading to economic instability. Despite this, migrant workers contribute to the host coun-
try’s economy in the same way as local workers. This financial burden impacts not only
the affected individuals but also strains the healthcare systems in host countries (42).

The high prevalence of mental health disorders among migrants has highlighted the
urgent need for specialized mental health services. Effective interventions are essential, as
untreated mental health issues can exacerbate illness, deepen existing health inequalities

within migrant populations, and result in significant indirect costs.

2.3 Post-traumatic Stress Disorder (PTSD)

The impact of trauma on mental health has been noted throughout history, espe-
cially among soldiers. In the 18th century, Joseph Auenbrugger described PTSD-like symp-
toms such as exhaustion and depression in homesick troops. Terms like “irritable heart” in
the Civil War and “shell shock” in the World Wars reflect early attempts to understand
trauma responses. However, they weren’t yet unified under a single diagnosis. Today,
PTSD is formally recognized as a unique disorder, classified under "Stress and Trauma-
Related Disorders" in the DSM-5, not as an anxiety disorder. Civilian PTSD is common,
with triggers like accidents and assault, especially among adolescents, where trauma expo-
sure is high (43, 44).

Post-traumatic stress disorder (PTSD) is a complex condition triggered by exposure

to traumatic events, whether single or repeated, such as war, terrorism, natural disasters,
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violent assaults, and serious accidents. People with PTSD often experience intense, persis-
tent fear memories and may feel emotionally numb, especially when untreated, which can
lead to severe consequences like substance abuse and depression, posing risks to their well-
being (1, 45). Symptoms of PTSD must persist for several weeks to significantly impact
daily functioning. Fortunately, effective psychological treatments are available to help man-
age these symptoms (1, 46).

2.3.1 Signs and Symptoms

PTSD is a complex condition often triggered by traumatic events. Its symptoms are
divided into distinct clusters: re-experiencing, avoidance and numbing, and arousal. Re-
experiencing involves the involuntary reliving of trauma through flashbacks and night-
mares, often triggered unexpectedly. Avoidance and numbing refer to behaviors aimed at
avoiding trauma-related thoughts or places, as well as emotional detachment, which can
impair relationships. Arousal symptoms reflect a heightened state of alertness, manifesting
as hypervigilance, irritability, and insomnia (45, 46).

The DSM-5 refined PTSD’s classification, relocating it from anxiety disorders to
Trauma and Stressor-Related Disorders, grouping it with conditions like Acute Stress Dis-
order and Adjustment Disorders. This update also removed the requirement for immediate
emotional responses, such as fear or helplessness, in diagnosing PTSD. The DSM-5 ex-
panded the symptom criteria from three to four clusters: intrusion (flashbacks and unwanted
memories), avoidance (of trauma-related reminders), negative changes in mood and cog-
nition (emotional numbness and detachment), and hyperarousal (insomnia and hypervigi-
lance) (43).

These symptoms disrupt daily functioning, with emotional numbness often strain-
ing relationships, while insomnia and hypervigilance lead to chronic exhaustion and anxi-
ety. This revised understanding of PTSD’s symptomology highlights the disorder’s wide-
reaching impact on mental and physical well-being, emphasizing the importance of accu-
rate diagnosis and tailored treatment approaches (43, 45, 46).

2.3.2 Comorbidity

PTSD frequently coexists with other mental health conditions, making its diagnosis
and treatment more complex. Depression, anxiety, and substance abuse are the most com-
mon comorbid disorders. Studies reveal that more than half of men with PTSD also struggle

with alcohol misuse, followed by depression and conduct disorders. At the same time,
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women with PTSD most often experience depression, specific phobias, and social anxiety.
Nearly half of women with PTSD also report issues with alcohol, though the prevalence is
lower than in men. PTSD’s comorbidities can significantly impair individuals’ ability to
function, leading to greater risks of unemployment, divorce, social isolation, and a higher
chance of involvement in domestic issues, all of which underscore the need for compre-
hensive treatment strategies that address the full range of comorbidities (43, 46).

2.3.3 Etiology and Causes of PTSD

Post-traumatic stress disorder (PTSD) is increasingly understood as a complex psy-
chological condition that arises from a failure of recovery following traumatic experiences.
Understanding altered fear learning is crucial. This term describes the difficulty in stopping
reactions to things that remind a person of their trauma. This struggle can lead to ongoing
and distressing symptoms that affect individuals in many ways (43). Following exposure
to trauma, it is common for individuals to experience PTSD symptoms, indicating that these
reactions are almost universal among those who have faced such events (45).

Research suggests that around 60% of men and 50% of women will encounter a
traumatic experience in their lifetime. Although most individuals exposed to trauma may
exhibit some symptoms of PTSD in the immediate after-effects, the severity and duration
of these symptoms can vary significantly. For some, symptoms may resolve quickly, while
others may face more persistent challenges (40).

The reasons behind the development of PTSD are complex and multifaceted, with
ongoing research exploring the biological, psychological, and social factors that contribute
to its onset. For instance, data from the World Mental Health Surveys (WMHS) conducted
by the World Health Organization (WHO) reveal that between 25% and 40% of individuals
diagnosed with PTSD will recover within the first 12 months, often resolving within the
initial six months after the traumatic event. However, meta-analytic studies indicate that
nearly 50% of those with PTSD may develop a chronic condition, particularly if the disor-
der is left untreated (47).

Understanding these various elements is key to developing effective prevention and
intervention strategies. Continued research into the etiology of PTSD will aid in identifying
at-risk populations and tailoring treatments that address the specific needs of individuals
coping with the lasting effects of trauma.

2.3.4 Assessment of PTSD
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Post-traumatic stress disorder (PTSD) can be assessed by using various tools to
evaluate symptoms and responses to trauma. There are two main types of measures used to
assess PTSD:

Structured Interviews involve a standardized set of questions that an interviewer
(licensed expert) asks the participant.

Self-report questionnaires are printed questionnaires that participants fill out on
their own. This measure typically takes less time to complete and can complement infor-
mation gathered from structured interviews.

2.3.4.1 The Clinician-Administered PTSD Scale (CAPS-5)

The CAPS-5 (Clinician-Administered PTSD Scale for DSM-5) is the gold
standard tool for assessing PTSD. This 30-item interview helps diagnose PTSD for both
lifetime and current (past month) occurrences and evaluate symptoms over the past week.
It examines 20 DSM-5 PTSD symptoms, including their onset, duration, and impact on
daily life, such as work and relationships. The tool also measures overall PTSD severity,
changes in symptoms over time, and dissociative symptoms like depersonalization and de-
realization. Designed for clinicians or trained professionals with PTSD expertise, the inter-
view takes 45-60 minutes, providing a thorough and standardized assessment of PTSD
(48).

2.3.4.2 PTSD Symptom Scale Interview for DSM-5 (PSS-I-5)

The PSS-I-5 (PTSD Symptom Scale Interview for DSM-5) is a 24-item inter-
view designed to evaluate PTSD symptoms over the past month and determine a diagnosis
based on DSM-5 criteria. The assessment is to identify a specific trauma, especially when
multiple events are reported. It measures the frequency and intensity of 20 PTSD symptoms
across four categories: intrusion, avoidance, negative mood, and hyperarousal. Each symp-
tom is rated on a 5-point scale, from 0 (not at all) to 4 (severe or occurring six or more times
a week), with symptoms considered present if rated 1 or higher. The total score, ranging
from 0 to 80, reflects overall symptom severity. A PTSD diagnosis requires at least 1 intru-
sion symptom, 1 avoidance symptom, 2 negative mood symptoms, and significant distress
or functional impairment, defined as a score of 2 or higher on specific items. Additional
questions assess symptom onset, duration, distress, and how symptoms interfere with daily
life (49).

2.3.4.3 PTSD Checklist for DSM-5 (PCL-5)
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One common self-report tool is the PTSD Checklist for DSM-5 (PCL-5), which
consists of 20 items directly linked to DSM-5 criteria. The PCL-5 is useful for screening
and tracking symptom changes during treatment (43). Self-report assessments are cost-ef-
fective and quick, making them helpful for initial screenings and complementing structured
interviews.

However, self-report measures have limitations and should not be used alone
for diagnosis due to potential biases and inaccuracies. These measures merely indicate the
likelihood or "cases" of a mental disorder, serving as a preliminary screening tool that ne-
cessitates further clinical assessment. Additionally, self-report measures often lack details
about the specific traumatic event or the clinical significance of the reported symptoms (47)

Reliability and validity of PCL-5: The PCL-5 has demonstrated strong diag-
nostic performance across different contexts. In one study, an optimal cut-score of 30 pro-
duced a sensitivity of 94.37% and a specificity of 93.89%. When applied to intentional
injuries, the best cut-score was 34, yielding a sensitivity of 91.18% and a specificity of
97.37%. For non-intentional injuries, a cut-score of 22 resulted in 100% sensitivity and
92.25% specificity (50). According to the U.S. National Center for PTSD, a PCL-5 cutoff
score between 31 and 33 is generally considered indicative of PTSD. Furthermore, a recent
study among female Filipino migrant workers showed that the PCL-5 has excellent psy-
chometric properties in migrant populations. The scale demonstrated high internal con-
sistency, with a Cronbach’s alpha of 0.95, indicating that all items reliably measure PTSD
symptoms. It also showed strong convergent validity by correlating well with other tools
that assess similar constructs (51).

In this study, the PTSD Checklist for DSM-5 (PCL-5) will be used as a screen-
ing tool to assess post-traumatic stress disorder (PTSD). Recognized for its reliability and
validity, the PCL-5 aligns with DSM-5 criteria and can be adapted for various settings,
including Mae Sot, where participants may have diverse literacy levels and language pref-
erences. The tool is available in multiple languages; for this study, the researcher has trans-
lated it into Burmese to ensure cultural relevance and comprehension among Myanmar
migrants. As a free and efficient tool, the PCL-5 is ideal for estimating the prevalence and
severity of PTSD, which supports the study’s goal of identifying PTSD and its associated

factors in the target population.
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2.3.5 Epidemiology of PTSD

Post-traumatic stress disorder (PTSD) is prevalent, with an estimated 6.8% of
Americans experiencing it in their lifetime. Women (9.7%) are more than twice as likely to
develop PTSD compared to men (3.6%). Annually, about 3.6% of U.S. adults (approxi-
mately 5.2 million people) have PTSD. Among those who have experienced a traumatic
event, around 8% of men and 20% of women go on to develop PTSD, with roughly 30%
of these cases becoming chronic. Common trauma sources for men include rape, combat
exposure, and childhood abuse, while for women, they include rape, sexual molestation,
and physical attacks (46).

The rates of PTSD vary based on the nature of the trauma. For instance, a 2009
study found that 47.9% of individuals reported traumatic experiences, with a lifetime PTSD
prevalence of 34.9% and a current prevalence of 15.1%. This study highlighted the high
rates of PTSD among people in conflict zones and the lack of treatment options (52).

In a 2015 study in Uganda, PTSD prevalence was 11.8% seven years post-conflict,
showing that it remained years after trauma, with significant factors including exposure to
war trauma, childhood trauma, and food insecurity (23). A 2024 meta-analysis found a
PTSD prevalence of 48.4% in war-affected Ethiopian communities, identifying risk factors
such as witnessing violence and experiencing depression (12).

Additionally, the 2017 WHO World Mental Health Surveys indicated that interper-
sonal violence traumas had the highest PTSD risk, with rape and other sexual assaults being
particularly impactful. (7). A 2023 umbrella review of 59 studies suggested that PTSD prev-
alence is lower when assessed through structured clinical interviews compared to self-re-
port instruments. Still, no significant differences were noted between interpersonal and
non-interpersonal trauma assessments (47).

In summary, the prevalence of PTSD varies significantly among different popula-
tions and is influenced by demographic factors such as age and gender. The timing of prev-
alence measurements is crucial, as estimates can shift over time. Additionally, it is essential
to recognize that prevalence is dynamic, changing across individuals, communities, and
circumstances. Previous studies on migrants have identified significant trends in PTSD
prevalence. A 2015 study conducted in Uganda revealed that the prevalence of PTSD stood
at 11.8% seven years after the conflict, highlighting the long-lasting impact of trauma (23).
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In addition, a five-year longitudinal study in Canada found that the PTSD rate among visi-
ble minority immigrants was 7.5%, which is twice that of the host population (24). Further-
more, a meta-analysis of communities affected by the Ethiopian war reported an alarmingly
high PTSD prevalence of 48.5% (12). However, research on PTSD prevalence within the
Myanmar migrant community in Thailand is still limited.

2.3.6 Treatments for Post-Traumatic Stress Disorder (PTSD)

The primary treatments for PTSD include psychotherapy and medication, both of
which aim to help individuals cope with the emotional and psychological aftermath of trau-
matic events. Seeking professional help can be essential for effectively managing PTSD,
and it is possible to find relief even many years after the trauma has occurred, highlighting
that it is never too late to seek assistance (45).

Psychotherapy, or "talk therapy," is often the first line of treatment for those with
PTSD. It involves working with trained mental health professionals who provide support
and develop effective strategies to address emotional challenges. In cases of severe or per-
sistent PTSD, a combination of psychotherapy and medication may be recommended (46).
Cognitive Behavioral Therapy (CBT) is a particularly effective form of psychotherapy for
PTSD. It focuses on helping individuals manage their issues by altering their thought pat-
terns and behaviors. Trauma-focused CBT employs various techniques to assist individuals
in processing and coming to terms with their traumatic experiences. Another promising
therapy is Eye Movement Desensitization and Reprocessing (EMDR), which has shown
effectiveness in reducing PTSD symptoms (45).

In addition to psychotherapy, medications such as antidepressants may also be pre-
scribed to treat PTSD. Some commonly used medications include paroxetine, mirtazapine,
amitriptyline, and phenelzine. Among these, paroxetine is the only one specifically licensed
for PTSD treatment, while the others have also demonstrated effectiveness and are fre-
quently recommended (45).

Overall, PTSD can be effectively treated through various forms of psychotherapy
and medication. While there is no single best treatment, cognitive-behavioral therapy
(CBT) has shown auspicious results, encompassing techniques like cognitive restructuring,

exposure therapy, and EMDR (46).
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2.3.7 Conceptual models

When applied to PTSD, these conceptual models offer valuable insights. The Bio-
Psycho-Social Model highlights the need to address biological factors (such as neurochem-
ical imbalances), psychological factors (like intrusive memories and avoidance behaviors),
and social factors (including support systems and environmental stressors) in treatment (53,
54). The Cognitive Behavioral Model supports therapeutic approaches that modify nega-
tive thought patterns related to trauma (55, 56). The Diathesis-Stress Model underscores
the importance of both inherent vulnerabilities and traumatic experiences in the develop-
ment of PTSD (57, 58). The Social Determinants of Health (SDH) and Ecological Models
also advocate for broader societal interventions to reduce risk factors and enhance protec-
tive factors for individuals exposed to trauma (59-63). The psychosocial model of mental
health emphasizes the importance of understanding mental health problems within the con-
text of an individual's life circumstances, social environment, and lived experiences (64).

Psychosocial Model

The psychosocial model of mental health emphasizes the interaction between an
individual's psychological state and their social environment. It highlights that mental
health is shaped by various factors such as socio-economic conditions, life experiences, and
relationships, rather than being solely determined by biological or genetic causes. This ap-
proach focuses on addressing broader social determinants of mental health, including pov-
erty, trauma, and social exclusion, as essential steps to promote recovery and well-being
(64). The psychosocial health model offers a comprehensive view by defining mental well-
being across various dimensions, including sexual, emotional, social, environmental, cog-
nitive, religious, moral, and spiritual satisfaction. It offers a comprehensive framework for
understanding and assessing mental disorders, going beyond traditional diagnostic ap-
proaches (15).

Key features of the psychosocial model include its holistic perspective, focusing on
therapy, peer support, and community involvement instead of relying solely on medical
interventions. It prioritizes respecting human rights, ensuring informed consent, and foster-
ing self-determination for individuals facing mental health challenges. Additionally, it em-
phasizes the role of families, communities, and social networks in creating inclusive and

supportive environments that promote mental health and reduce stigma (64).
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The psychosocial model is applied across various sectors, including healthcare, ed-
ucation, and community-based services. It informs practices such as peer-support pro-
grams, trauma-informed care, and community mental health initiatives. Examples of its
application comprise the development of community mental health services, school-based
mental health education, and workplace programs aimed at fostering supportive and inclu-
sive environments for mental health recovery (64).

The psycho-social model suits this study as it integrates psychological and social
factors like trauma exposure, housing, and discrimination, offering a comprehensive frame-
work to explore PTSD among Myanmar migrants and guide community-level interven-

tions.

2.4 Relevant Research Findings

Following a thorough review of the existing literature, the researcher undertook an
examination of the factors associated with post-traumatic stress disorder. These factors
were selected due to their relevance to both pre-migration and post-migration trauma, as
well as their alignment with the psychosocial model of mental health.

2.4.1 Demographic factors

2.4.1.1 Gender

In 2021, a cross-sectional study was conducted among Syrian refugees living
in a camp in Turkey to assess the prevalence of PTSD. The diagnosis of PTSD was carried
out through face-to-face psychiatric interviews following the DSM-IV-TR criteria. The
study found that the prevalence of PTSD was significantly higher in women (44.1%) com-
pared to men (18.1%), with an overall prevalence of 30.7%. (65). Interviews were con-
ducted with 157 consenting participants from non-South African associations to explore
the relationship between the total number of traumatic events and post-traumatic stress.
The findings indicated that a higher number of traumatic life events experienced by women
was associated with an increased risk of post-traumatic stress disorder (f = 1.48; p <0.001)
(66).



23

2.4.1.2 Age

A systematic review conducted in 2022 analyzed 34 studies involving a total of
15,549 migrants and found that specific characteristics of the migrant population, particu-
larly a younger average age, were associated with an increased prevalence of post-traumatic
stress disorder (PTSD). Specifically, younger age was linked to a higher likelihood of hav-
ing current PTSD, with an odds ratio of 0.95 (95% confidence interval: 0.90-0.99) and a
p-value of less than 0.01 (67). Additionally, a study on PTSD symptoms during the 2023
Israel-Hamas war revealed that older adults exhibited lower rates of PTSD compared to
younger adults, with an odds ratio of 3.52 and a p-value of 0.001 (68).

2.4.1.3 Marital Status

In a Canadian longitudinal study on mid-age and older immigrants, widowed,
divorced, or separated individuals showed significantly higher odds of PTSD (aOR 1.39,
95% CI 1.20-1.62, p < 0.001) compared to those married or living with a partner (69).
Conversely, a 2024 cross-sectional study of Ethiopian refugees found no significant impact
of marital status on PTSD prevalence (70). This suggests that marital status's influence on
PTSD may vary by population and context.

2.4.1.4 Religion

A 2019 qualitative study conducted in Singapore examined how foreign do-
mestic workers (FDWs) coped with migration-related stressors. The research, part of a
cross-sectional survey examining the effects of social and occupational stress on health and
quality of life, highlighted several adaptive strategies. These included relying on religion
(such as prayer, singing, reading religious texts, and attending church), seeking social sup-
port, practicing positive reframing to maintain a positive outlook, and setting aside time for
self-care through leisure activities, adequate sleep, and relaxation (71). However, studies
conducted in Uganda, Ethiopia, and Turkey did not find any significant association with
PTSD.

2.4.1.5 Ethnicity and Place of Origin

In a 2018 study, Arab Iraqi refugees, most of whom were presumed to be Mus-
lim, displayed notably higher levels of PTSD symptoms compared to Chaldean Iraqi refu-
gees and increased odds of potential PTSD, with an odds ratio of 3.83 (95% CI 0.75-19.64)
(72). A 2021 study, conducted over three years, examined post-traumatic stress disorder

(PTSD) in middle-aged and older adults, focusing on its connections to nutrition, ethnicity,
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and immigrant status. Compared to Canadian-born white individuals, visible minority im-
migrants showed significantly higher odds of PTSD (OR 1.47, 95% CI 1.14-1.90, p-value
<0.001). These results emphasize the need to consider ethnicity and immigrant status when
studying PTSD in these age groups (69).

2.4.1.6 Education

In 2008, a study conducted in Diyarbakir, Turkey, a conflict-affected region,
identified education as a predictor of current PTSD, with individuals having higher educa-
tion levels showing reduced odds of PTSD (OR = 0.230, 95% CI=0.076-0.695, p = 0.009)
(52). Similarly, a community-based cross-sectional study in Tigray, Ethiopia, conducted
among 2,132 internally displaced family heads in August 2021, found that primary and
secondary school attendance was significantly associated with higher odds of PTSD (aOR
=2.1,95% CI=1.344-3.279; and aOR = 1.697, 95% CI = 1.067-2.7) (73).

2.4.1.7 Employment status, income, and occupation

In a 2012 study conducted in Italy, 391 immigrants were enrolled, and 10.2%
of them exhibited PTSD symptoms. The study found that the most frequent post-migration
living difficulties (PMLDs) were "no permission to work" (38.6%) and "poverty" (34.5%).
The study concluded that an increased number of PMLDs significantly heightened the like-
lihood of developing PTSD, along with the broader literature, where economic and social
challenges following migration, such as limited work opportunities and financial insecurity,
are associated with higher rates of PTSD among migrant populations (74).

A cohort study using baseline data from the Canadian Longitudinal Study on
Aging (CLSA) (2012-2015) found that immigrants earning less than a specified annual
income were significantly more likely to develop PTSD, with odds ratios ranging from 1.39
to 2.58 (p < 0.001) (24). In contrast, a cross-sectional study conducted on Ethiopian refu-
gees found that the prevalence of PTSD was higher among farmers (53%) compared to
merchants (21%). The study concluded that merchants were 59% less likely to experience
PTSD than farmers, with an adjusted odds ratio (adjOR) of 0.41 (95% CI: 0.02—-0.85), sug-
gesting that occupation is associated with PTSD risk (70).

2.4.1.8 Housing and Number of Family Members Living Together

A 2020 cross-sectional survey conducted in a Ugandan refugee camp analyzed

factors related to mental health, revealing that family care was associated with a higher
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odds ratio (OR =2.00, P = 0.035) and access to housing also showed a significant relation-
ship (OR = 1.83, P =0.04) (75). Additionally, a study in Tigray, Uganda, found that inter-
nally displaced persons with family sizes greater than six had a significantly higher risk of
developing PTSD, with an adjusted odds ratio (aOR) of 1.821, a 95% confidence interval
(CI) of 1.124-2.950, and a P value of less than 0.05 (73). Overcrowding and inadequate
housing conditions have consistently been linked to poorer mental health outcomes, includ-
ing PTSD.

2.4.1.9 Length of Stay

A longer duration since displacement has been associated with a lower lifetime
prevalence of PTSD, with an odds ratio of 0.88 (95% CI 0.81-0.95), indicating that PTSD
prevalence decreases over time among migrants (76). However, a systematic review high-
lighted that the duration of residence, considered a component of postmigration stressors
related to living and working conditions, is positively linked to PTSD symptoms among
refugees and asylum seekers. Despite this connection, the strength of associations varied
across studies, suggesting that other contextual factors may influence this relationship (77).

2.4.1.10 Language barrier

A 2023 study in Germany involving Arabic- or Farsi-speaking asylum seekers
and refugees revealed that lower perceived social support was significantly linked to higher
PTSD symptom severity (p =—0.18, t=—3.58, p < 0.001) (78).

2.4.1.11 Healthcare access (Legal Status, ability to access proper healthcare,
Health insurance card)

A qualitative analysis of migrants across multiple countries, including China,
Germany, the Netherlands, Romania, and South Africa, indicates that healthcare access is
often restricted due to migrants' citizenship status. Many nations tie healthcare eligibility to
legal status, which makes undocumented migrants particularly vulnerable when their ap-
plications for services are denied (79). Additionally, undocumented migrants report feelings
of fear that prevent them from leaving their homes, moving freely, establishing social con-
nections, or seeking healthcare, as they fear being reported to the authorities (13). A study
conducted in the USA in 2013 further supports this, showing that having legal immigration
status was linked to better PTSD outcomes, with a significant association (p-value <0.001)
[79]. The absence of health insurance is associated with PTSD among internally displaced

migrants in Turkey (OR=2.445, CI=2.643-5.735, P=0.007) (52). These findings highlight
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the critical role legal status plays in both healthcare access and mental health outcomes for
migrants.
2.4.2 Psychological factors

2.4.2.1 Smoking

A 2022 study found that individuals with nicotine dependence had significantly
higher odds of developing PTSD (OR = 1.59; 95% CI: 1.09-2.32; p =.017) compared to
non-dependent individuals (75). Similarly, a Canadian longitudinal study on middle-aged
and older immigrants found that those with a history of smoking also showed higher odds
of reporting PTSD (aOR = 1.22; 95% CI: 1.09-1.37; p =.001) (69). This highlights a po-
tential link between smoking behaviors and increased PTSD risk across different popula-
tions.

2.4.2.2 Alcohol and Substance Use

The association between substance use and PTSD among forced migrants has
been explored in various studies. A systematic review found that the prevalence of hazard-
ous or harmful alcohol use ranged from 17% to 36% in camp settings and 4% to 7% in
community settings, indicating a notable concern regarding alcohol use in these popula-
tions (80). Furthermore, a study in Nakivale camp, Uganda, found a strong positive asso-
ciation between PTSD and substance use disorder, with an adjusted odds ratio (aOR) of
5.13 (95% CI: 2.32-11.33, p < 0.001), reinforcing the links between PTSD and substance
use among refugees (75).

2.4.3 Social factors

2.4.3.1 Neighborhood safety

A 2020 cross-sectional survey in a Ugandan refugee camp, involving 387 resi-
dents from nine countries, found that PTSD was significantly associated with several com-
munity factors. These included safety and protection for women (OR = 2.35, P = 0.011)
[72]. As well, exposure to neighborhood violence was correlated with PTSD symptoms (r
=0.396, P =0.007), though this finding was from a study on community-dwelling adults,
not specifically migrants (81).

2.4.3.2 Social and community factors (Social support, Discrimination, and

social exclusion)
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Social factors can act as either stressors or protective factors for mental health.
Social exclusion and discrimination, either by host communities or other migrants, can ex-
acerbate mental health issues, including PTSD. Conversely, social connections and com-
munity support can serve as protective factors. A recent meta-analysis among the Ethiopian
population in war-affected communities found that poor social support was significantly
associated with PTSD (OR =4.4,95% CI: 1.1, 18.7) (12). Also, a longitudinal study among
migrants in Australia identified loneliness (AOR 1.8: 1.5-2.2) and discrimination (adjOR
1.7: 1.3-2.2) as key factors contributing to elevated psychological distress (79).

In conclusion, this study aims to thoroughly investigate the various factors associ-
ated with Post-Traumatic Stress Disorder (PTSD) among Myanmar migrants. By examin-
ing the social, economic, and psychological influences that these individuals face, we seek
to better understand the specific challenges and trauma experiences that contribute to the
prevalence of PTSD within this population. This research will not only highlight the con-
nection between these factors and mental health outcomes. Still, it will also contribute to a

deeper comprehension of the overall well-being of Myanmar migrants.
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CHAPTER 3

MATERIALS AND METHODS

This chapter presents the research design, study setting, study population, sample
size, research tools, and their development, testing of instrument validity and reliability,

data gathering process, data analysis, and ethical considerations.

3.1 Study Design

A cross-sectional study design was conducted to obtain data to estimate the preva-
lence and factors associated with PTSD among Myanmar migrants in Mae Sot district, Tak

province, Thailand.

3.2 Study Setting

The study setting was Mae Sot, Mae Tao, and Tha Sai Luad sub-districts in Mae
Sot district, Tak province, a culturally diverse town in western Thailand’s Tak Province,
near the Thai-Myanmar border. Known for its ethnic diversity and the presence of large
Burmese, Karen, and other minority communities, these three sub-districts have historically
been a hub for trade, cultural exchange, and migration. Burmese, Karen, and Thai lan-
guages are widely spoken, with local markets and shops displaying signs in multiple lan-
guages, including Thai, Burmese, and Chinese. Due to its strategic location, these three
sub-districts have become an essential center for commerce, with trade heavily influenced
by Chinese and Muslim communities from Myanmar.

Mae Sot, Mae Tao, and Tha Sai Luad sub-districts also play a significant role as a
base for non-governmental organizations (NGOs) focused on providing healthcare, educa-
tion, and social support to Burmese refugees and migrants who cross the border, often due
to political and economic turmoil in Myanmar. This complex social and cultural landscape

makes Mae Sot, Mae Tao, and Tha Sai Luad sub-district a unique and insightful setting for
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studying migrant and refugee issues, especially in public health contexts, as the town re-

flects the challenges and resilience of displaced communities.

-

Figure 3.1 Study area map: (A) Tak province, Thailand, (B) Mae Sot district, (C)
1=MaeSot, 2=Mae Tao, and 3=Tha Sai Luat subdistricts.

3.3 Study Population

Population: According to the IOM data from October 2023, Mae Sot in Tak prov-
ince, Thailand, hosts 81,000 Myanmar migrants (21). The main reasons for longer-term
arrivals include visiting family or friends, finding work, and enjoying a lower cost of living,
Some come due to conflict in their home countries. Most longer-term arrivals plan to work
in manufacturing, especially women. The number of undocumented long-term arrivals has
increased over the years. Most respondents come from Kayin State, Mon State, and the
Bago (East) region (82).

3.3.1 Inclusion Criteria:

1. Adults from Myanmar, both males and females, aged 18 years and older,

regardless of any type of documentation.
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2. Myanmar migrants residing in the Mae Sot district for at least six months.
(It is important to ensure that they are not individuals who frequently cross the border for
daily activities; the investigators want to include only those migrants who have a specific
reason for their migration.)
3. Myanmar migrants who are willing to participate in the study.
3.3.2 Exclusion Criteria:
1. Individuals with severe mental health and physical health conditions that
prevent independent participation or comprehension of the study
2. Individuals with a language barrier that prevents effective communication
or understanding of the survey questions.
3.3.3 Withdrawal criteria

Individuals who have not finished the questionnaire

3.4 Sample Size Estimation

A total of 360 was taken for this study to estimate PTSD prevalence. The sample
size was calculated using the formula (83) for an infinite population, considering a propor-
tion of PTSD for migrants with pre-migration exposure to armed conflict as 31% derived
from a previous study (76).

Z2P(1-P)
d2

Where;

n = estimated sample size estimation of Myanmar migrants in Tak province

P = estimated proportion of meta-analysis with premigration exposure to the arms
conflict in 2022 (P =31%) (76).

d = desired percussion set by the researcher (d=0.05)

7 = 95% confidence level set by the researcher (Z=1.96)

1.9620.31(1-0.31)
(0.05)2

n = 328.63
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According to the calculations, the determined sample size was 328. An additional
10% was added to account for potential incomplete responses and withdrawals from the

study, resulting in a final required sample size of 360.

3.5 Sampling Method

Step 1: Stratification and selection of subdistricts

Mae Sot district consists of eight subdistricts. For this study, the researcher em-
ployed stratified random sampling, in which each subdistrict serves as a stratum. Three
subdistricts, Mae Sot, Mae Tao, and Tha Sai Luad, were randomly selected from the eight
strata using the Excel formula =RANDOMBETWEEN (1,8). This approach ensured that
the sample reflected diversity across different migrant dense areas within the Mae Sot dis-
trict.

Step 2: Formation of sampling frames within each selected subdistrict

Within each selected subdistrict, key community clusters were identified with the
support of the community leader and health volunteer. These clusters were used to form
operational sampling frames representing different migrant groups, such as communities
near health posts, migrant housing areas, factory-adjacent communities, and health-seeking
locations.

Step 3: Participant recruitment within each stratum

Within the selected data collection, each stratum, convenience sampling was ap-
plied to recruit eligible participants due to feasibility constraints and the presence of un-
documented or hard-to-reach populations.

To minimize selection bias at this stage:

1. The researcher visited the Madinah community health post during office
hours and conducted visits in hidden communities during evenings and weekends to
reach both home-based migrants and daytime workers.

2. In Mae Tao subdistrict, recruitment was also conducted in collaboration
with civil society organizations (CSOs) and factory-adjacent communities due to the high

concentration of migrant workers.
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3. Inthe Tha Sai Luat subdistrict, the Mae Tao Clinic served as a major re-
cruitment site to reach health-seeking migrants.
4. Community leaders and health volunteers assisted in reaching undocu-
mented migrants and individuals reluctant to disclose their location.
A total of 360 participants across the selected subdistricts who met the inclusion

criteria were recruited.

3.6 Research Tools and Development

Based on the psychosocial model, a self-developed questionnaire was utilized. The
questionnaire was informed by similar studies and reviewed by three external experts. The
study's outcome variable will be PTSD, determined by PCL-5 according to DSM-5 criteria

In Part 1, the researcher collected demographic information from participants using
a structured questionnaire that consisted of closed-ended questions. This questionnaire cap-
tured various variables, including gender, age, marital status, religion, ethnicity, region of
origin, education level, employment status, occupation, income, housing, number of family
members, length of stay, language barrier, legal status, ability to access health services, and
health insurance coverage. This comprehensive data helped characterize the study popula-
tion and served as independent variables for analyzing the outcome variable, PTSD. Va-
lidity of instruments in part 1 was assessed using Item Objective Congruence (I0C), with
three experts, 0.98, as shown in Appendix K.

In Part 2, participants' psychological factors, essential for understanding the devel-
opment of PTSD, were assessed. This section includes individual and migration-related
factors. Smoking, alcohol drinking, and substance use within the past month were meas-
ured using closed-ended yes/no questions. Validity of instruments in part 2 was assessed
using Item Objective Congruence (IOC), with three experts, 0.85, as shown in Appendix
K.

In Part 3, the study focuses on social factors that participants encounter after mi-

gration, including neighborhood safety, discrimination, and perceived social support.
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Neighborhood safety, perceived social exclusion, and perceived discrimination were eval-
uated using closed-ended questions and additional explanations for clarity. Validity of in-
struments was 1.00, as shown in Apendix K.

The multidimensional scale of perceived social support (MSPSS) was used to eval-
uate the social support index. This 12-item tool measures perceptions of support received
from family, friends, and significant others, and MSPSS utilizes a 7-point Likert scale (84).
Scoring of MSPSS: To calculate the total score, Sum across all 12 items. This total score
can also be calculated as a mean score (divided by 12). Any mean scale score ranging from
1 to 2.9 could be considered low support; a score of 3 to 5 could be considered moderate
support; a score from 5.1 to 7 could be regarded as high support [83, 84]. Reliability of
MSPSS: The Burmese version of the MSPSS was tested on 30 Burmese migrants in Chiang
Rai before data collection and scored 0.86.

In Part 4, PTSD Assessment: PCL-5 (PTSD Checklist for DSM-5): A validated 20-
item self-report measure that assesses PTSD symptoms. Each item is rated on a 5-point
Likert scale, with a total score determining symptom severity. This tool is widely used and
validated for diverse populations, is quicker to administer, requires fewer resources, and is
ideal for large sample sizes. A total score is calculated as the sum of the 20 items with a
range of 20-100.

Cut-Off Scores: The optimal cut-off score for identifying PTSD can vary based on
the context; however, a score of 33 or higher is frequently used as a threshold for diagnosing
PTSD, but clinical confirmation is necessary for a definitive diagnosis. According to the
DSM-5 criteria, individuals without at least one traumatic event will be assumed to have a

negative PTSD screening.
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Table 3.1 Criteria for interpretation of prevalence

Traumatic Event Types PCL-5 Result
Positive (+) Positive (+) Positive (+)
Positive (+) Negative (-) Negative (-)
Negative (-) Positive (+) Negative (-)
Negative (-) Negative (-) Negative (-)

Note Traumatic Event Types Positive (+) = individual with at least one traumatic event
Traumatic Event Types Negative (-) = individual without any traumatic event
PCL-5 Positive (+) = PCL-5 score > 33
PCL-5 Negative (-) = PCL-5 score <33

Reliability of PCL-5: A Cronbach’s alpha of the Burmese version of the PCL-5 was tested
on 30 Burmese migrants in Chiang Rai before data collection, and scored 0.85. Addition-
ally, the number of traumatic events experienced, which may contribute to prolonged
PTSD, will be recorded as an open-ended response in numerical format. These data provide

valuable insights into the factors that enable the development of PTSD.

3.7 Process of Data Gathering

The study was conducted in the following steps:

Step 1: After obtaining ethical approval from Mae Fah Luang University, the Re-
searcher contacted Myanmar migrant community leaders to identify the locations of mi-
grants. and tried to get the ethical approval from the Community Ethics Advisory Board
(CEAB) at the Mae Tao Clinic in Mae Sot.

Step 2: Because Myanmar migrants are a hidden population, participants will be
recruited using convenience sampling. After explaining the study's objectives, informed
consent will be obtained from the Myanmar migrant.

Step 3: The data collection process was conducted in Burmese to ensure that par-
ticipants fully understood and felt comfortable. Face-to-face interviews were conducted at
either the participants' workplaces or homes, depending on their availability, and will be

conducted privately, away from others. To maintain privacy and safety, especially regarding
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sensitive questions, participants had the option to skip any questions they preferred not to
answer.

Step 4: If a participant feels increased panic or anxiety from the questionnaire,
which may trigger unwanted memories, the researcher, who is a medical doctor, is available
to offer counseling and reassurance.

Step 5: Daily checks were conducted during data collection to ensure data quality.

3.8 Data Analysis

The collected data were cleaned, coded, and analyzed using IBM's Statistical
Package for the Social Sciences (SPSS) Version 20. Descriptive statistics such as
frequencies, percentages, means, standard deviations, maximum, and minimum values
were incorporated into the analysis. Appropriate summary statistics were utilized to
describe the data: continuous data were summarized using either the mean and standard
deviation or the median and interquartile range, depending on the normality of the data
distribution. Categorical data were summarized using frequencies and percentages. These
statistics provide a summary of the demographic characteristics of the participants. The
prevalence of PTSD among Myanmar migrants in the Mae Sot district of Tak province
was estimated using the PCL-5, which was included in the questionnaire.

Inferential statistical analyses, chi-square tests, were conducted to examine the
relationships between potential factors and PTSD, with a significance level set at o <0.05.
Logistic regression was used to detect the associations between variables in both
univariate and multivariate models. The backward LR method was used to get the final
model of multivariate analysis with a significance level set at o < 0.05. These analyses
will provide insights into the specific factors that contribute to PTSD among Myanmar

migrants in Mae Sot district, Tak province.

3.9 Ethical Consideration

The research protocol and tools were approved by the Ethical Committee on Hu-

man Research at Mae Fah Luang University (EC 25042-18) and the Community Ethics
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Advisory Board (CEAB) at the Mae Tao Clinic in Mae Sot (CEAB-2025-006), ensuring
adherence to ethical standards for studies involving human participants. The ethical ap-

provals are attached in Appendix A-F.
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CHAPTER 4

RESULTS

This chapter presents the findings of the study on the prevalence and associated
factors of Post Traumatic Stress Disorder (PTSD) among Myanmar migrants residing in
Mae Sot, Tak Province, Thailand. The analysis is organized to provide a comprehensive
understanding of the participants’ demographic, psychological, and social characteristics,
followed by their relationship with PTSD outcomes. The results are presented in three sec-
tions:

1. Descriptive analysis of demographic, psychological, and social character-
istics of the study population.

2. Comparison of these factors in relation to PTSD.

3. Identification of factors associated with PTSD through inferential statistical

analysis.

4.1 Descriptive Analysis

4.1.1 Demographic Factors

A total of 360 Myanmar migrants participated in the study. Among them, 31.9%
were male, 63.3% female, and 17 individuals identified as non-binary. The majority were
<30 years, with a median age of 31 years (IQR: 2141 years). More than half of the partic-
ipants were single, and most identified as Buddhist. In terms of ethnicity, 65% reported
being Bamar, and a large proportion originated from the Bago region of Myanmar (30%)
(Figure 4.1). Educational attainment varied, with 30.6% holding a university degree, while
39.4% reported being unemployed. Of all participants, 22.5% worked in factories, farming,
or construction (Table 4.1)

Regarding income, 40.6% earned more than 5,000 Thai Baht per month, with a
median income of 4,000 (IQR: 0—7,000). Almost half (49.7%) lived in rented rooms while

the remainder stayed at their workplaces or in shared housing. About 32% were separated
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from their families, and 70% had resided in Thailand between six months to four years
(migrants between 2021 to 2024). Language barriers were common, with 65% reporting
difficulties in seeking health services, while 66.1% held some form of legal status. In terms
of healthcare access, more than half (52.8%) of the participants pursued services at the Mae
Tao Clinic, and 38.1% were covered by health insurance, most frequently through the M-

Fund scheme (n = 67) (Table 4.1)
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Table 4.1 Demographic factors (n=360)

Characteristics n %

Gender

Male 129 35.8

Female 231 64.2
Age

<30 179 49.7

31-40 88 244

41-50 53 14.7

=251 40 11.1

Median=31 years (IQR=21-41), Min=18, Max=75

Marital Status
Single 163 453
Married 160 44.4
Widow 16 44
divorced 21 5.8
Marital Status
Single, separated individuals 200 55.6
Married, having a partner 160 44.4
Religion
Buddhist 288 80
Christian 36 10
Islam 22 6.1
Others 14 39
Ethnicity
Burmese (Bamar) 234 65.0
Karen 69 19.2
Others 33 9.2
Shan 14 3.9

Mon 10 2.8




Table 4.1 (continued)

Characteristics n %
Place of Origin

Bago 108 30
Yangon 89 24.7
Mon 46 12.8
Ayeyarwady 37 10.3
Kayin 28 7.8
Mandalay 24 6.7
Shan 7 1.9
Rakhine 6 1.7
Sagaing 6 1.7
Kachin 4 1.1
Tanintharyi 4 1.1
Kayar 1 0.3

Originating from conflict-affected areas
Generally safe area 262 72.8
(Bago, Yangon, Ayeyarwady, Mandalay, Tanintharyi)
Conflict zones 98 27.2
(Kayin, Kayar, Mon, Shan, Sagaing, Rakhine, Kachin)

Education
[lliterate 13 3.6
Primary 65 18.1
Middle 68 18.9
High 104 28.9

Graduated 110 30.6
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Characteristics

%

Employment Status
No
Yes
Factory worker
Domestic worker
Farmer
Vendor
Construction
Office
Professional/freelance
Income (Thai Baht)
0
1-5000
5001-10000
10001-15000
=15001
Median=4000 (IQR=0-7000), Min=0, Max=45000
Place of residence
Dormitory
Shared room
Work compound
Stay with family
No
Yes
Number of family members staying together
0
1-5
=6
Median=3 people (IQR=0-5), Min=0, Max=10

142

218
57
14

24
15
37
62

133
77
105
26
19

179
151
30

116
244

116
194
50

39.4
60.6
15.8
39
2.5
6.7
4.2
10.3
17.2

36.9

21.4

29.2
7.2
53

49.7
41.9
8.3

322
67.8

322
539
13.9
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Characteristics n %

Duration of living in Thailand

6 months-4 years 252 70.0

>4 years 108 30.0

Median = 2 years (IQR=1-7), Min=6months, Max=40

years
Difficulty in the Language of Health-Seeking

No 125 34.7

Yes 235 65.3
Legal Status

No 92 25.6

Yes 238 66.1

Preferred not to answer 30 8.3
Place of health-seeking

Mae Tao Clinic 190 52.8

Pharmacy 63 17.5

Hospital 56 15.6

Private clinics 24 6.7

Do nothing 27 7.5
Health Insurance

No 223 61.9

Yes 137 38.1
Type of Health Insurance

No 223 61.9

M-Fund 67 18.6

SSS 45 12.5

MHIS 25 6.9
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4.1.2 Psychological factors

Regarding psychological factors and health-related behaviors, 35.8% of partici-
pants reported tobacco use, including smoking and betel quid chewing with tobacco paste.
Alcohol consumption within the past month was reported by 30.6% of participants. The
majority (94.4%) indicated no use of psychoactive substances such as cannabis, cocaine,
amphetamines, inhalants, sedatives, hallucinogens, or opioids (Table 4.2).

With respect to traumatic experiences, 46.7% of participants reported no history of
traumatic events, while 53.3% reported exposure to at least one traumatic event in life.
Among participants who reported exposure to a traumatic event, the majority had the ex-
perience of war-related trauma (Table 4.2).

Table 4.2 Psychological factors

Psychological factors n %
Tobacco used
No 231 64.2
Yes 129 35.8

Alcohol consumption

No 250 69.4

Yes 110 30.6
Substance used

No 340 94.4

Yes (marijuana/Glue/amphetamine/sleeping pills) 20 5.6
Number of Traumatic events in life

No 168 46.7

Yes 192 533

Cumulative traumatic events (n=192)

levent 123 342
2 events 32 8.9
3 events 27 7.5
4 events 10 2.8

Median = 1 event (IQR= 0-1), Min = 0, Max =4
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Psychological factors n %
Type of traumatic event in life (n=192)
War-related trauma 97 26.9
Physical abuse 37 10.3
Sexual abuse 23 6.4
Others (accident, natural disaster, loss of a loved one) 35 9.7

4.1.3 Social factors

The descriptive analysis of social factors among the 360 participants revealed

mixed experiences. A large majority of participants, 78.9%, reported feeling safe within

their neighborhoods. Most respondents (86.4%) indicated that they did not feel ex-

cluded from social activities. However, 33.3% of respondents noted perceived discrim-

ination, primarily from host Thai individuals or longer-term residents. Regarding sup-

port, 50.3% of participants reported high levels of support (MSPSS), while only 7.5%

reported low levels (Table 4.3).
Table 4.3 Social factors

Social factors n %

Perceived Neighborhood Safety

No 76 21.1

Yes 284 78.9
Perceived discrimination

No 240 66.7

Yes 120 333
Perceived social exclusion

No 311 86.4

Yes 49 13.6
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Social factors n %
MSPSS
Low (mean score of 12 - 35.9) 27 7.5
Moderate (mean score of 36 — 60) 152 42.2
High (mean score of 60.1-84) 181 50.3

Mean=57.8, SD =13.5, Min= 19, Max= 84

4.1.4 Number and Type of Traumatic Events

Among the 360 participants, 192 reported having experienced at least one traumatic

event in their lifetime. Of this group, 123 had experienced a single traumatic event, while

97 reported exposure to war-related trauma in the past (Table 4.4).

Table 4.4 Number and Type of Traumatic Events

Number of Traumatic events in life n %
No 168 46.7
Yes 192 53.3
Cumulative traumatic events
1 event 123 34.2
2 events 32 8.9
3 events 27 7.5
4 events 10 2.8
Median = 1 event (IQR= 0-1), Min =0, Max =4
Type of traumatic event in life
War-related trauma 97 26.9
Physical abuse 37 10.3
Sexual abuse 23 6.4
Others (accident, natural disaster, loss of a loved 35 9.7

one)
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4.1.4 Prevalence of PTSD

The estimated prevalence of PTSD among Myanmar migrants who are residing in
the Mae Sot district is 31.7%.
Table 4.5 PTSD prevalence

PTSD n %
No 246 68.3
Yes (PCL-5 2 33 and having at least one traumatic 114 31.7

event in life)

4.2 Comparison of Factors in Relation to PTSD

4.2.1 Comparison of demographic factors in relation to PTSD

Significant differences in the prevalence of PTSD were found across various socio-
demographic factors. Individuals who were younger, single or separated, from conflict-
affected areas of Myanmar, held a university degree, were unemployed, worked as free-
lancers, and earned a monthly income exceeding 15,000 Thai Baht, exhibited a higher prev-
alence of PTSD compared to their counterparts. Additionally, participants who lived alone,
had been residing in Thailand for less than four years, or had M-fund health insurance, also
reported higher rates of PTSD.

In contrast, a lower prevalence of the issue was observed among older individuals,
married or living with a partner, originated from relatively safe regions of Myanmar, had
lower educational attainment, held stable jobs in formal sectors, had lower incomes, lived
with their families, had been in Thailand for more than four years, and were covered by
insurance through the Social Security Scheme (SSS) and the Migrant Health Insurance
Scheme (MHIS) (Table 4.6).
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Demographic factors PTSD %2 p-value
No Yes
246(68.3%) 114(31.7%)
Gender
Male 93(72.1) 36(27.9) 1.31 0.252
Female 153(66.2) 78(33.8)
Age
<30 121(67.6) 58(32.4) 8.25 0.041%*
31-40 57(64.8) 31(35.2)
41-50 33(62.3) 20(37.2)
>51 35(87.5) 5(12.5)
Marital Status
Single, separated indi- 127(63.5) 73(36.5) 4.86 0.028*
vidual
Married, having a part- 119(74.4) 41(25.6)
ner
Religion
Buddhist 204(70.8) 84(29.2) 6.23 0.101
Christian 23(63.9) 13(36.1)
Islam 13(59.1) 9(40.9)
Others 6(42.9) 8(57.1)
Ethnicity
Karen 47(68.1) 22(31.9) 0.72 0.948
Mon 6(60.0) 4(40.0)
Burma 160(68.4) 74(31.6)
Shan 9(64.3) 5(35.7)
Others 24(72.7) 9(27.3)
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Demographic factors PTSD %2 p-value
No Yes
246(68.3%) 114(31.7%)
Place of origin
Conflict zones 59(60.2) 39(39.8) 4.11 0.043%*
(Kayin, Kayar, Mon,
Shan, Sagaing,
Rakhine, Kachin)
Generally safe areas 187(71.4) 75(28.6)
(Bago, Yangon,
Ayeyarwady, Manda-
lay, Tanintharyi)
Education
[lliterate 11(84.6) 2(15.4) 16.13 0.003*
Primary 55(84.6) 10(15.4)
Middle 48(70.6) 20(29.4)
High 69(66.3) 35(33.7)
Graduated 63(57.3) 47(42.7)
Employment Status
No 87(61.3) 55(38.7) 5.41 0.020*
Yes 159(72.9) 59(27.1)
Types of Occupation
Unemployed 87(61.3) 55(38.7) 23.30 <0.001*
Factory, farmers & con- 70(86.4) 11(13.6)
struction
Domestic workers & 31(81.6) 7(18.4)
merchants
Office 23(62.2) 14(37.8)
Professional/freelance 35(56.5) 27(43.5)
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Demographic factors PTSD x2 p-value
No Yes
246(68.3%) 114(31.7%)
Income (Thai Baht)
0 83(62.4) 50(37.6) 16.04 0.003*
1-5000 53(68.8) 24(31.2)
5001-10000 85(81.0) 20(19.0)
10001-15000 17(65.4) 9(34.6)
>15001 8(42.1) 11(57.9)
Place of residence
Dormitory 120(67.0) 59(33.0) 2.07 0.356
Shared house 102(67.5) 49(32.5)
Work compound 24(80.0) 6(20.0)
Stay with family
No 69(59.5) 47(40.5) 6.13 0.013*
Yes 177(72.5) 67(27.5)
Number of family members staying together
0 69(59.5) 47(40.5) 6.204 0.045*
1-5 141(72.7) 53(27.3)
>6 36(72.0) 14(28.0)
Duration of living in Thailand
6months - <4 years 157(62.3) 95(37.7) 14.12 <0.001*
>4 years 89(82.4) 19(17.6)
Difficulty in the Language of Health-Seeking
No 83(66.4) 42(33.6) 0.33 0.565
Yes 163(69.4) 72(30.6)
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Table 4.6 (continued)

Demographic factors PTSD x2 p-value

No Yes
246(68.3%) 114(31.7%)

Legal Status
No 64(69.6) 28(30.4) 0.11 0.946
Yes 162(68.1) 76(31.9)
Preferred not to answer 20(66.7) 10(33.3)
Place of health-seeking
Do nothing 17(63.0) 10(37.0) 5.45 0.244
Hospital 33(58.9) 23(41.1)
Mae Tao Clinic 138(72.6) 52(27.4)
Private clinics 18(75) 6(25.0)
Pharmacy 40(63.5) 23(36.5)
Health Insurance
No 154(69.1) 69(30.9) 0.14 0.706
Yes 92(67.2) 45(32.8)
Type of Health Insurance
No 154(69.1) 69(30.9) 4.99 0.172
SSS 34(75.6) 11(24.4)
MHIS 19(76.0) 6(24.0)
M-Fund 39(58.2) 28(41.8)

Note* Statistically significant level at p-value < 0.05.

4.2.2 Comparison of psychological factors in relation to PTSD

Tobacco use and substance use emerged as significant factors influencing the prev-
alence of PTSD. Individuals who used tobacco products demonstrated a higher proportion
of PTSD compared to non-users (Table 4.7).
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Table 4.7 Comparison of psychological factors in relation to PTSD

Psychological factors PTSD 12 p-value

No Yes
246(68.3%) 114(31.7%)

Tobacco used
No 171(74.0) 60(26.0) 9.65 0.002*
Yes 75(58.1) 54(41.9)

Alcohol consumption
No 174(69.6) 76(30.4) 0.61 0.436
Yes 72(65.5) 38(34.5)

Substance used
No 238(70.0) 102(30.0) 7.86 0.005*
Yes 8(40.0) 12(60.0)

Note* Statistically significant level at p-value <0.05.

4.2.3 Comparison of social factors in relation to PTSD
Within the domain of social factors, a significantly higher proportion of participants
who perceived discrimination from host communities, as well as those who felt excluded

from community activities, were found to have PTSD.
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Table 4.8 Comparison of social factors in relation to PTSD

Social factors PTSD x2 p-value

No Yes
246(68.3%) 114(31.7%)

Perceived neighborhood safety

No 46(60.5) 30(39.5) 2.71 0.100
Yes 200(70.4) 84(29.6)

Perceived discrimination
No 177(73.8) 63(26.2) 9.76 0.002*
Yes 69(57.5) 51(42.5)

Perceived social exclusion
No 222(71.4) 89(28.6) 9.81 0.002*
Yes 24(49.0) 25(51.0)

Perceived social support
Low 19(70.4) 8(29.6) 0.70 0.706
Moderate 107(70.4) 45(29.6)
High 120(66.3) 61(33.7)

Note* Statistically significant level at p-value <0.05.

4.3 Identification of Factors Associated with PTSD Through Inferential
Statistical Analysis

4.3.1 Univariate analysis to identify factors associated with PTSD

In the univariable logistic regression analysis. Thirteen variables were found to be
associated with PTSD: age, marital status, religion, place of origin, occupational status,
type of occupation, income, stay with family, duration of stay in Thailand, tobacco use,
substance use, perceived discrimination, and social exclusion.

In our study, those Individuals who were aged 30 or less, 31-40, and 41-50 had
higher odds of developing PTSD than those who were aged 51 or older with OR = 3.36
(95%CI: 1.25-9.01), OR = 3.81 (95%CI: 1.35-10.71), and OR = 1.82 (1.43-12.61), corre-
spondingly. Those who were single or separated had an OR = 1.67 (95% CI: 1.15-2.85),
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indicating greater odds of PTSD than those with partners. Those who practice any other
religion than Buddhism had OR = 3.24 (95% CI: 1.09-9.62), with higher odds of PTSD.
Migrants originating from conflict-affected areas of Myanmar had OR = 1.65 (95% CIL:
1.02-2.68), showing greater odds than those from relatively safe regions (Table 4.9)

Employment status was significantly associated with PTSD. Unemployed partici-
pants had more than twice the odds of developing PTSD compared to those who were em-
ployed (OR: 1.71, 95% CI: 1.08-2.67). When divided into each occupational group, unem-
ployed individuals still had a higher risk (OR = 4.02, 95% CI: 1.96-8.26), those in office
jobs (OR =3.87,95% CI: 1.54-9.71), and those working professional/freelance (OR =4.91,
95% CI: 2.18-11.04). These groups were more likely to experience PTSD than factory
workers, farmers, and construction workers. Regarding income, individuals earning less
than 15,001 THB per month had a lower risk of PTSD compared to those earning more.
Living arrangements were strongly associated with PTSD. Individuals not staying with
family members had greater odds than those living with family (OR =1.80, 95% CI=1.13-
2.87). Migrants who had lived in Thailand for between 6 months-four years or less were at
higher risk (OR = 2.83, 95% CI: 1.62-4.94) than those with longer residence (Table 4.9)

Behavioral and trauma-related factors also showed strong associations. Tobacco
users (smoking or betel quid with tobacco) had higher odds of PTSD compared with non-
users (OR = 2.05, 95% CI: 1.29-3.24). Those who used substances (marijuana/Glue/am-
phetamine/sleeping pills) had higher odds than those who did not. (OR = 3.50, 95% CI =
1.39-8.81).

Additionally, social and structural vulnerability experiences were significant. Indi-
viduals who reported feeling discrimination had higher odds of PTSD (OR =2.07, 95% CI:
1.31-3.30), and those who experienced social exclusion were also more likely to develop

PTSD with OR = 2.60 (95%CI: 1.41 — 4.80) (Table 4.9)
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Table 4.9 Univariate analysis to identify factors associated with PTSD

Characteristics PTSD cOR 95%CI  p-value

No Yes
246(68.3%) 114(31.7%)

Gender
Male 93(72.1) 36(27.9) 1.00
Female 153(66.2) 78(33.8) 1.32 0.82- 0.252
2.11
Age
<30 121(67.6) 58(32.4) 3.36 1.25- 0.016*
9.01
31-40 57(64.8) 31(35.2) 3.81 1.35- 0.011*
10.71
41-50 33(62.3) 20(37.2) 424 1.43- 0.009*
12.61
>51 35(87.5) 5(12.5) 1.00
Marital Status
Single, separated 127(63.5) 73(36.5) 1.67 1.06- 0.028*
individual 2.64
Married, having a 119(74.4) 41(25.6) 1.00

partner
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Table 4.9 (continued)
Characteristics PTSD cOR 95%CI  p-value
No Yes
246(68.3%) 114(31.7%)

Religion
Buddhist 204(70.8) 84(29.2) 1.00
Christian 23(63.9) 13(36.1) 1.37 0.66- 0.392
2.84
Islam 13(59.1) 9(40.9) 1.68 0.69- 0.251
4.08
Others 6(42.9) 8(57.1) 3.24 1.09- 0.034*
9.62
Ethnicity
Karen 47(68.1) 22(31.9) 1.00
Mon 6(60.0) 4(40.0) 1.42 0.37- 0.611
5.56
Burma 160(68.4) 74(31.6) 1.00 0.55- 0.967
1.76
Shan 9(64.3) 5(35.7) 1.19 0.36- 0.780
3.96
Others 24(72.7) 9(27.3) .801 0.32- 0.636
2.01
Place of Origin
Conflict zones 59(60.2) 39(39.8) 1.65 1.02- 0.044*
2.68

Generally safe 187(71.4) 75(28.6) 1.00

arcas




Table 4.9 (continued)

56

Characteristics PTSD cOR 95%CI  p-value
No Yes
246(68.3%) 114(31.7%)
Education
Illiterate 11(84.6) 2(15.4) 1.00
Primary 55(84.6) 10(15.4) 1.00 0.19- 1.000
5.209
Middle 48(70.6) 20(29.4) 2.29 0.47- 0.308
11.29
High 69(66.3) 35(33.7) 2.79 0.59- 0.198
13.28
Graduated 63(57.3) 47(42.7) 4.10 0.87- 0.075
19.40
Employment Status
No 87(61.3) 55(38.7) 1.71 1.08 0.021*
2.67
Yes 159(72.9) 59(27.1) 1.00
Types of Occupation
Unemployment 87(61.3) 55(38.7) 4.02 1.96-  <0.001*
8.26
Domestic workers 31(81.6) 7(18.4) 1.43 0.51- 0.494
& merchants 4.05
Office 23(62.2) 14(37.8) 3.87 1.54- 0.004*
9.71
Professional/free- 35(56.5) 27(43.5) 491 2.18- 0.001%*
lance 11.04
Factory, farmers 70(86.4) 11(13.6) 1.00

& construction
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Table 4.9 (continued)

Characteristics PTSD cOR 95%CI  p-value
No Yes
246(68.3%) 114(31.7%)

Income (Thai Baht)
0 83(62.4) 50(37.6) 0.44 0.17- 0.097
1.16
1-5000 53(68.8) 24(31.2) 0.33 0.12- 0.035*
0.92
5001-10000 85(81.0) 20(19.0) 0.17 0.06- 0.001*
0.48
10001-15000 17(65.4) 9(34.6) 0.39 0.14- 0.124
1.30
>15001 8(42.1) 11(57.9) 1.00
Place of residence
Dormitory 120(67.0) 59(33.0) 1.97 0.76- 0.162
5.07
Shared house 102(67.5) 49(32.5) 1.92 0.74- 0.181
5.01
Work compound 24(80.0) 6(20.0) 1.00
Stay with family
No 69(59.5) 47(40.5) 1.80 1.13- 0.013*
2.87
Yes 177(72.5) 67(27.5) 1.00
Number of family members staying together
0 69(59.5) 47(40.5) 1.75 0.85- 0.127
3.60
1-5 141(72.7) 53(27.3) 0.97 0.48- 0.923
1.93

<6 36(72.0) 14(28.0) 1
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Table 4.9 (continued)

Characteristics PTSD cOR 95%CI  p-value
No Yes
246(68.3%) 114(31.7%)

Duration of living in Thailand

6 months - <4 157(62.3) 95(37.7) 2.83 1.62-  <0.001*
years 4.94
>4 years 89(82.4) 19(17.6) 1.00
Difficulty in the Language of Health-Seeking
No 83(66.4) 42(33.6) 1.15 0.72- 0.565
1.82
Yes 163(69.4) 72(30.6) 1
Legal Status
No 64(69.6) 28(30.4) 1.00
Yes 162(68.1) 76(31.9) 1.07 0.64- 0.793
1.80
Preferred not to 20(66.7) 10(33.3) 1.14 0.47- 0.766
answer 2.75

Place of health-seeking

Do nothing 17(63.0) 10(37.0) 1.00

Hospital 33(58.9) 23(41.1) 1.19 0.46- 0.725
3.05

Mae Tao Clinic 138(72.6) 52(27.4) 0.64 0.28- 0.301
1.50

Private clinics 18(75.0) 6(25.0) 0.57 0.17- 0.358
1.90

Pharmacy 40(63.5) 23(36.5) 0.98 0.38- 0.962

2.49
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Characteristics PTSD cOR 95%CI  p-value
No Yes
246(68.3%) 114(31.7%)
Health Insurance
No 154(69.1) 69(30.9) 0.92 0.58- 0.706
1.45
Yes 92(67.2) 45(32.8) 1.00
Type of Health Insurance
No 154(69.1) 69(30.9) 1.00
SSS 34(75.6) 11(24.4) 0.72 0.35- 0.386
1.50
MHIS 19(76.0) 6(24.0) 0.71 0.27- 0.475
1.84
M-Fund 39(58.2) 28(41.8) 1.60 0.91- 0.100
2.81
Tobacco used
No 171(74.0) 60(26.0) 1.00
Yes 75(58.1) 54(41.9) 2.05 1.29- 0.002*
3.24
Alcohol consumption
No 174(69.6) 76(30.4) 1.00
Yes 72(65.5) 38(34.5) 1.208 0.75- 0.436
1.95
Substance use
No 238(70.0) 102(30.0) 1.00
Yes 8(40.0) 12(60.0) 3.50 1.39- 0.008*

8.81
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Table 4.9 (continued)

Characteristics PTSD cOR 95%CI  p-value
No Yes
246(68.3%) 114(31.7%)
Perceived neighborhood safety

No 46(60.5) 30(39.5) 1.55 0.92- 0.101
2.63
Yes 200(70.4) 84(29.6) 1.00
Perceived discrimination
No 177(73.8) 63(26.2) 1.00
Yes 69(57.5) 51(42.5) 2.07 1.31- 0.002*
3.30
Perceived social exclusion
No 222(71.4) 89(28.6) 1.00
Yes 24(49.0) 25(51.0) 2.60 1.41- 0.002*
4.80
MSPSS
Low 19(70.4) 8(29.6) 1.00
Moderate 107(70.4) 45(29.6) 0.99 0.48-  0.998
2.84
High 120(66.3) 61(33.7) 1.21 0.50-  0.675
2.92

Note* Statistically significant level at p-value <0.05.

4.3.2 Multivariate analysis to identify factors associated with PTSD

After adjusting for potential confounding variables, thirteen variables were inde-
pendently associated with PTSD: Gender, age, religion, place of origin, occupational status,
type of occupation, stay with family, duration of residence in Thailand, difficulty in the
language of health seeking, tobacco use, substance use, perceived discrimination, and per-

ceived social exclusion (Table 4.10).
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Female participants were significantly more likely to develop PTSD than males
(ajOR =2.34, 95% CI: 1.25-4.40). Those who were 30 or less (agjOR =4.76, 95% CI: 1.40-
16.16), in their 30s (agjOR = 6.04, 95% CI: 1.71-21.32), and in their 40s (.5jOR =4.01, 95%
CI: 1.11-14.45) had higher odds of developing PTSD compared to those age 51 or older.
Christian (ajOR = 3.12, 95% CI: 1.14-8.63), Islamic (.;OR = 6.86, 95% CI:1.78-26.49),
and other religions (agjOR = 5.88, 95%CI: 1.28-26.94) have a higher chance of developing
PTSD than Buddhist migrants. Migrants originating from conflict-affected areas of Myan-
mar also had higher odds compared with those from generally safe regions (.jOR = 2.69,
95% CI: 1.32-5.47). Individuals without employment had higher odds of reporting PTSD
compared with those who had a job (ajOR = 7.42, 95% CI: 3.00-18.38). Those who are
doing professional/freelance work had higher odds than those working in the formal sector
(such as factory workers, farmers, and construction workers) (adjOR = 6.12, 95% CI: 2.26-
16.63).

Those who did not stay with their family have higher odds than those who did (aq-
JOR = 1.94, 95% CI: 1.04-3.61). The shorter duration of stay in Thailand was also signifi-
cant; migrants who had lived in the country for between six months to four years were at a
substantially higher risk than those with longer residence (.jOR = 7.81, 95% CI: 1.04—
3.61). Those who reported no language difficulty in seeking health services had greater
odds than those who faced barriers to health seeking (.jOR = 3.03, 95% CI: 1.41-6.54).
Tobacco use was strongly associated with PTSD, with users having higher odds than non-
users (agjOR =3.09, 95% CI: 1.70-5.60). Also, those who reported that they used some kind
of substance (marijuana/Glue/amphetamine/sleeping pills) were at a higher risk than those
who did not (ajOR = 3.26, 95% CI: 1.07-9.99).

Finally, perceived discrimination (ajOR= 2.43, 95% CI: 1.32-4.49) and perceived
social exclusion (agjOR= 2.90, 95% CI: 1.32-6.39) also remained significant predictors of
PTSD in the adjusted model than those who did not.
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Characteristics Crude Adjust p-value
OR 95%Cl1 OR 95%Cl1
Gender
Male 1.00 1.00
Female 1.32 0.82- 2.34 1.25- 0.008*
2.11 4.40
Age
<30 3.36 1.25- 4.76 1.40- 0.012*
9.01 16.16
31-40 3.81 1.35- 6.04 1.71- 0.005*
10.71 21.32
41-50 1.82 1.43- 4.01 1.11- 0.034*
12.61 14.45
>51 1.00 1.00
Religion
Buddhist 1.00
Christian 1.37 0.66- 3.12 1.14- 0.027%*
2.84 8.63
Islam 1.68 0.69- 6.86 1.78- 0.005*
4.08 26.49
Others 3.24 1.09- 5.88 0.023*
9.62
Place of origins
Conflict zones 1.65 1.02- 2.69 1.32- 0.006*
2.68 5.47
Generally safe areas 1.00 1.00
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Characteristics Crude Adjust p-value
OR 95%ClI OR 95%Cl1
Occupational status
No 1.71 1.08- 7.42 3.00- <0.001*
2.67 18.38
Yes 1.00 1.00
Type of occupation
Jobless 4.02 1.96 -
8.26
Domestic workers & 1.43 0.51-
merchants 4.05
Office 3.87 1.54-
9.71
Professional/freelance 491 2.18- 6.12 2.26- 0.001*
11.04 16.63
Factory, farmers & 1.00 1.00
construction
Stay with family
No 1.80 1.13- 1.94 1.04- 0.037*
2.87 3.61
Yes 1.00 1.00
Duration of living in Thailand
6 months -4 years 2.83 1.62- 7.81 3.19-  <0.001*
4.94 19.13
>4 years 1.00 1.00
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Table 4.10 (continued)

Characteristics Crude Adjust p-value
OR 95%ClI OR 95%Cl1
Difficulty in the language of health seeking
No 1.15 0.72- 3.03 1.41- 0.005*
1.82 6.54
Yes 1.00 1.00

Tobacco use

No 1.00 1.00
Yes 2.05 1.29- 3.09 1.70-  <0.001*
3.24 5.60
Substance use
No 1.00 1.00
Yes 3.50 1.39- 3.26 1.07- 0.038*
8.81 9.99
Perceived discrimination
No 1.00 1.00
Yes 2.07 1.31- 2.43 1.32- 0.004*
3.30 4.49
Perceived social exclusion
No 1.00 1.00
Yes 2.60 1.41- 2.902 1.32- 0.009*
4.80 6.39

Note* Statistically significant level at p-value < 0.05.
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CHAPTER 5

DISCUSSION AND CONCLUSION

This chapter presents the discussion, conclusion, and recommendations of the
study. The study aimed to estimate the prevalence of PTSD among Myanmar migrants in

Mae Sot and identified factors associated with PTSD.

5.1 Discussion of the Findings

This cross-sectional study examined the prevalence and associated factors of post-
traumatic stress disorder (PTSD) among Myanmar migrant workers in Mae Sot, Thailand.
The findings revealed several demographic, occupational, behavioral, and social factors
that were significantly associated with PTSD. These results provide new insights into the
mental health challenges faced by Myanmar migrants in border areas. They can be com-
pared with previous studies conducted among both migrant and conflict-affected popula-
tions.

5.1.1 General characteristics

The demographic data from our study population, which was predominantly fe-
male, aligns with broader trends noted in the Mae Sot region. Several studies indicate that
women constitute approximately half of the total migrant population in this area (25), and
official statistics report a slightly lower proportion of female migrant workers. However,
the actual number is likely higher due to the significant presence of undocumented women
(21). Many of these women are crucial financial providers for their families in Myanmar,
often working in sectors such as domestic labor and agriculture. The restrictive nature of
migration policies often pushes these jobs into the informal economy, contributing to the
underrepresentation of female migrants in official data (85).

Our findings indicate that most participants were under 37 years of age (68.1%), a
demographic trend likely influenced by the political situation in Myanmar. The recent en-

actment of a national conscription law by the military junta has become a powerful push
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factor, driving many young people to migrate to Thailand to escape mandatory military
service (86). This context helps to explain the youthful age distribution observed in our
study population.

Buddhism is the most common religion among the study participants, reflecting
Myanmar's predominantly Buddhist population. While Mae Sot is close to Karen State,
most participants in this study were Burmese (Bamar), particularly from the Bago and Yan-
gon regions. This finding is consistent with previous research on migrants in the Samut
Sakhon district, Thailand (25).

The high level of education among our participants, with most holding a bachelor's
degree, is a notable finding that distinguishes our study from previous research on migrant
workers in Samut Sakhon and Samut Prakan (25, 26). This difference can be attributed to
the unique circumstances of migrants in Mae Sot. Unlike many documented migrant work-
ers who arrive via Memorandums of Understanding (MOUs), a significant portion of Mae
Sot's migrant population is migrating due to political situations. This influx of educated and
higher-income individuals is a direct result of two primary factors. First, the political per-
secution and the widespread Civil Disobedience Movement (CDM) following the 2021
coup have compelled many professionals and educated youth to flee Myanmar and to seek
better business and work opportunities abroad (87). The occupations reported by our par-
ticipants support this idea; a majority are engaged in freelance work, such as online teaching
or remote work, which leverages their education and skills and reflects their unique migra-
tion motivations.

Most of the participants, 66.1%, have a kind of legal document to stay in Thailand,
but 61.9% claimed that they don’t have any type of health insurance. These findings are
irrelevant and need to be explored further, with more research needed on their legal status
and health insurance for a better understanding.

Our findings reveal that the language barrier isn’t a challenge for participants seek-
ing healthcare in Mae Sot. Most of them seek health services at the Mae Tao Clinic (MTC),
a well-established, community-based organization located on the border with Myanmar.
Founded in 1989 by Dr. Cynthia Maung, the clinic provides essential and free healthcare
to displaced individuals, including refugees and migrant workers from Myanmar (88). So
that they can communicate with the Burmese and Karen languages about their health prob-

lems.
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In terms of health insurance types, many participants opted for M-Fund, a non-
profit, low-cost health protection scheme. This scheme operates on a low monthly premium
model, offering coverage at a network of partner clinics and hospitals along the border (89).
The preference for M-Fund highlights the need for affordable and accessible healthcare
options that are specifically tailored to the vulnerabilities of this migrant population.

5.1.2 Post-traumatic stress disorder prevalence

The prevalence of PTSD among Myanmar migrants in Mae Sot is 31.7%, which is
a finding that is remarkably consistent with several major meta-analyses. For instance, a
review of Syrian refugees resettled in high-income Western countries found a pooled PTSD
prevalence of 31% (9). A comprehensive meta-analysis of migrants with pre-migration ex-
posure to armed conflict also reported a current PTSD prevalence of 31% (67). This places
our findings squarely within the expected range for refugees with significant trauma expo-
sure. It is higher than the overall PTSD prevalence found in an umbrella review of 59 meta-
analyses, which was 23.95% (47), that review included a wide variety of trauma types.
However, lower than the prevalence found in other highly distressed groups, such as mi-
grants "living in limbo" (asylum seekers, undocumented migrants), who have a pooled
PTSD prevalence of 40.8% (13), and the 57.7% PTSD prevalence among internally dis-
placed persons in Tigray, Ethiopia, following intense civil war, provides another high-end
benchmark (73). The finding of 31.7% is highly unlikely, higher than the 11.9% prevalence
of depression and/or anxiety symptoms found among Myanmar migrant workers in Samut
Sakhon, Thailand (25). The Samut Sakhon sample consisted of more stable factory and
fishery workers, who were further removed from the border conflict zones. Most of our
sample is from the civil war-affected border region.

5.1.3 Factors associated with PTSD

This study investigated the factors associated with PTSD among Myanmar migrant
workers in Mae Sot. Out of the 25 variables initially examined, 13 showed associations in
univariable analysis, and 13 remained significant after adjustment in the multivariable
model. The key predictors included sex, age, religion, marital status, place of origin, occu-
pational status, type of occupation, duration of residence in Thailand, difficulty in language
of health seeking, tobacco use, substance use, perceived discrimination, and perceived so-

cial exclusion. These findings highlight the complex interplay between sociodemographic,
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behavioral, and psychosocial factors in shaping the mental health outcomes of migrant pop-
ulations.

5.1.3.1 Gender

In our study, women were more likely to experience PTSD than men, with a
prevalence of 33.8% among females compared to 27.9% among males. This pattern aligns
with findings from other migrant and displaced populations, including studies in Ethiopia
(12), among Syrian refugees in Turkey (9), and among migrants in Australia (78). Similarly,
in Thailand, research on Myanmar migrant workers revealed that women were 4.75 times
more likely to experience mental health challenges such as anxiety and depression than
men (25). In Mae Sot, many women support their families in Myanmar by working in
physically demanding or unstable jobs such as domestic labor and agriculture. Because of
restrictive migration policies, these jobs are often part of the informal economy, which
makes women’s contributions less visible in official statistics (85). This also explains why
the male-to-female ratio in our study was not balanced.

Additionally, a recent study suggests that the lower reported rates of mental
disorders among men, as well as their reduced likelihood of seeking support, are strongly
shaped by social expectations of masculinity (89). In Burmese culture, men are typically
expected to provide for their families, protect their communities, and show resilience. Traits
like emotional restraint, self-reliance, and physical strength are valued, while expressing
fear, sadness, or vulnerability is often viewed as weakness or not manly. Because of these
norms, men's mental distress is frequently hidden or unreported in most of the studies,
meaning the true prevalence in our study may be underestimated due to the masking effect
of masculinity and social expectations.

5.1.3.2 Age

In terms of age, our findings revealed that individuals under 50 years old were
more likely to experience PTSD compared to those age 51 and over. This pattern highlights
a paradox often noted in the many studies that both younger and older age can serve as
predictors of PTSD, depending on the context. A meta-analysis of migrants exposed to
armed conflict reported that younger individuals face a higher risk of PTSD, a finding that
resonated from war-affected populations such as those impacted by the Isracl-Hamas con-
flict (67, 68). In our study, older adults were rarely represented, which reflects Myanmar’s

current political reality. Since the 2021 military coup, the newly enforced conscription law
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has become a major push factor, driving countless young and middle-aged people to flee to
Thailand in search of safety and stability (86). Many of them left behind their families,
professions, and identities, stepping into an unfamiliar world filled with uncertainty.

They are old enough to carry family responsibilities yet young enough to still
be chasing the dreams they had before the crisis. Losing their professional identity, endur-
ing the stress of displacement, and facing unfulfilled expectations after migration can
deeply compound their emotional strain. It is not only the trauma they fled that haunts them,
but also the loss of who they once were and the uncertainty of who they might become.

5.1.3.3 Religion

The findings of this study indicate that Christian, Muslim, and other religions
Myanmar migrants have a higher risk of mental health problems, including PTSD, com-
pared to Buddhist migrants. This difference may be explained by a combination of cultural,
social, and environmental factors rather than religion alone. Buddhist migrants may benefit
from culturally congruent coping strategies, such as mindfulness and meditation, as well as
reduced acculturative stress due to shared religious practices, dietary habits, and social
norms with the Thai host population (71). Living in communities with similar religious
values may also strengthen social support networks, which are known protective factors for
mental health.

5.1.3.4 Place of origin

The most direct link between place of origin and PTSD is exposure to conflict.
Research consistently demonstrates that populations from war-torn or conflict-affected re-
gions bear a substantially higher burden of mental disorders. For example, a study of inter-
nally displaced persons during the war in Tigray, Ethiopia, reported high rates of PTSD
(73), while a survey conducted in Diyarbakir, Turkey, a region with a long history of armed
conflict, also revealed elevated prevalence (52). These findings underscore that originating
from a conflict-affected area is a major pre-migration risk factor, which is consistent with
our study.

In our sample, participants from Kayin, Mon, Shan, Sagaing, Rakhine, and Ka-
chin were considered to be conflict regions. In contrast, those from Yangon, Mandalay,
Bago, Ayeyarwady, and Tanintharyi were classified as originating from relatively safe ar-
eas. However, it must be acknowledged that civil war affects the entire country to some

extent. Migrants originating from conflict-affected areas of Myanmar were more than 2



70

times likely to develop PTSD compared with those from generally safe regions. This sug-
gests that pre-migration exposure to violence and instability plays a significant role in in-
creasing vulnerability to mental health problems.

5.1.3.5 Employment status

In our study, individuals without employment had higher odds of reporting
PTSD compared with those who were employed. This finding aligns with evidence from
other displaced and migrant populations. For example, a study of immigrants in Turkey
identified unemployment or being unqualified as predictors of current PTSD (52), while a
systematic review and meta-analysis of displaced populations in Africa similarly found that
unemployment was significantly associated with PTSD, nearly doubling the odds (90).

The relationship between unemployment and poor mental health is multifacto-
rial. Lack of employment can result in financial hardship, reduced self-esteem, social iso-
lation, and diminished opportunities for social participation, all of which serve as chronic
stressors that may precipitate or intensify PTSD and depression (30). Moreover, unemploy-
ment, underemployment, and precarious working conditions are consistently highlighted
as major post-migration stressors that predict poor mental health outcomes, including
PTSD, across diverse migrant and refugee populations.

5.1.3.6 Type of occupation

An unexpected finding from our study is that individuals working in profes-
sional or freelance roles were at a higher risk of PTSD compared to those employed in
factories, agriculture, or construction. This contrasts with many previous studies, for in-
stance, research among Ethiopian refugees reported higher PTSD prevalence among farm-
ers (70). There are two key reasons why professionals and educated migrants may suffer
more in our study population. First, many leave their home country with hopes of using
their skills and building a better future. When reality in the host country falls short of these
expectations, the resulting disappointment can be emotionally damaging. A recent study
among Nigerian migrants highlighted this expectation—reality gap, showing that skilled mi-
grants often end up underemployed or unable to work in their trained professions due to
structural barriers (91). Second, our study context is shaped by political instability. A large
portion of our participants are educated individuals and professionals who fled Myanmar

following the 2021 military coup. The political persecution and widespread Civil Disobe-
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dience Movement (CDM) forced many teachers, civil servants, and skilled workers to es-
cape in search of safety and opportunities abroad (87). These individuals did not migrate
purely for economic reasons; they left behind careers, credibility, and social status.

Carrying the weight of forced displacement, uncertainty, and interrupted pro-
fessional identity may place them at greater risk than those who have always worked in
manual labor sectors. In this sense, trauma is not only shaped by the work people do, but
also by what they lost, what they expected, and what they can no longer become.

5.1.3.7 Stay with family

The finding in our study is consistent with other studies in similar populations.
A study in Ugandan refugee camps found that family care was associated with higher odds
of psychological distress, suggesting that caregiving burdens in resource-limited settings
may exacerbate stress (75). In contrast, studies among Ebola survivors and their families in
Uganda demonstrated that individuals living in households with two or more members had
a significantly lower prevalence of PTSD compared with those living alone, with solitary
living consistently linked to higher rates of anxiety and PTSD (92). Similarly, among inter-
nally displaced persons in Tigray, loss of contact with family members markedly increased
the likelihood of developing PTSD (73). Separation from family and the inability to return
home were also identified as key post-migration stressors associated with higher PTSD
symptom scores, highlighting the protective role of family presence and social support in
buffering trauma-related mental health problems.

5.1.3.8 Duration of living in Thailand

Duration of stay in Thailand was also significant; migrants who had lived in
Thailand between six months to four years were more likely to develop PTSD compared
to those with a longer residence. Previous studies of Myanmar migrants in Samut Sakhon
and Samut Prakan found that duration of stay was not a significant predictor of mental
health problems, anxiety, or depression (25, 26). However, the populations studied were
different from ours. Other research has shown that a longer duration since displacement is
linked to a lower prevalence of PTSD, suggesting that the longer migrants remain in the
host country, the less likely they are to experience PTSD (76). This is also aligned with the
context of the military coup and civil war, which has been ongoing since 2021, marking a
challenging period of four years. Individuals who came to Thailand before 202 1might not
be affected by political instability.
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5.1.3.9 Difficulty in the language of health seeking

In Mae Sot, most people seek healthcare at Mae Tao Clinic because they can
receive services without a translator and because their legal status is not a barrier. Mae Tao
Clinic (MTC) is a well-established, community-based organization located on the border
with Myanmar. Founded in 1989 by Dr. Cynthia Maung, the clinic provides essential and
free healthcare to displaced individuals, including refugees and migrant workers from My-
anmar (88). So that they can communicate with the Burmese and Karen languages about
their health problems.

As a result, many participants with PTSD reported no language difficulties
when accessing care there. Thus, we cannot conclude that people without language barriers
are at higher risk of PTSD. These observations apply specifically to the Mae Sot context
and should not be generalized beyond it.

5.1.3.10 Tobacco and substance use

In Myanmar culture, many people consume tobacco by chewing betel with to-
bacco paste, regardless of gender. During data collection, we observed that many women
had stained teeth and that some women also smoked. Among the younger generation, mix-
ing marijuana or weed with tobacco has become increasingly common. In our study, par-
ticipants who were dependent on nicotine had a higher likelihood of developing PTSD
compared to those who were not. Similarly, a 2022 study in Uganda reported an association
between nicotine dependence and PTSD, and a Canadian longitudinal study on immigrants
also found that a history of smoking was linked to PTSD. These findings are consistent
with our results (69, 75).

5.1.3.11 Perceived discrimination and social exclusion

Discrimination and social exclusion are not merely unpleasant experiences;
they are harmful stressors that undermine mental health and increase the risk of PTSD
through several mechanisms. For individuals who have already endured pre-migration
trauma such as war, persecution, or violence, post-migration discrimination can function as
a secondary traumatic event. A mixed-methods review identified social exclusion, stigma-
tization, and the threat of deportation as the most prominent stressors for migrants with
precarious legal status. Restrictive policies often prevent meaningful participation in soci-

ety, leaving individuals feeling like “passive recipients who just exist” (13). This context
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closely mirrors the situation of our study participants. In our study, individuals who re-
ported feeling discriminated against and lacking social activities (self-limiting and ex-
cluded) had more than twice the risk of developing PTSD compared to others.

In summary, this study found that PTSD among Myanmar migrant workers in
Mae Sot was shaped by a combination of sociodemographic, behavioral, and psychosocial
factors. Women were significantly more vulnerable than men, resonating with global evi-
dence of higher female susceptibility to trauma-related disorders. Adult migrants from con-
flict-affected regions of Myanmar faced more than double the risk compared to those from
safer areas. Unemployment, single or separated individuals, lack of family living together,
and shorter duration of residence in Thailand (between 6 months to four years) were also
linked to higher PTSD risk, reflecting the importance of stability and social support in post-
migration contexts, and most of the participants claimed that they have not a language bar-
rier in seeking health services since they go to the Mae Tao clinic. Psychological behavior
risks, such as nicotine dependence, further increase vulnerability. At the same time, per-
ceived discrimination and social exclusion acted as secondary traumas, further compound-
ing mental health risks. Together, these findings highlight the multifaceted and cumulative

nature of PTSD risk among Myanmar displaced and migrant populations.

5.2 Strengths and Limitations of the Study

This study is the first to investigate PTSD among Myanmar migrants in Thailand,
offering new insights into a highly vulnerable and under-researched population living in
the border area. The use of a cross-sectional design was both cost-effective and time-effi-
cient, enabling data collection within limited resources. Using a quantitative approach fa-
cilitated a systematic examination of related factors and provided evidence that can im-
prove understanding of PTSD among Myanmar migrants in Mae Sot. Significantly, data
collection was completed without missing responses, which enhances the reliability of the
results. Additionally, participants received brochures with information on mental health
counseling services at Mae Tao Clinic and Mae Sot Hospital, ensuring ethical consideration

and offering potential support to those in need.
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This study has a few limitations. First, the cross-sectional design shows results from
only one point in time. Since migrants are a moving population, the prevalence and related
factors may change over time. The PCL-5 is a self-report instrument and may not capture
all diagnostic criteria or clinical impairment required for a formal PTSD diagnosis. Conse-
quently, the reported prevalence reflects probable PTSD rather than confirmed clinical
cases. Nevertheless, the instrument is well-validated and widely used in community-based
and migrant research, supporting the reliability of the associations identified in this study.

Apart from those limitations, this study would help to better understand the mental

health of Myanmar migrants in border areas.

5.3 Conclusion

Myanmar migrants in Mae Sot have a high prevalence of PTSD, which is strongly
associated with social and psychological factors, yet many remain unaware of their mental
health conditions. Seeking support is often avoided due to fear of being scrutinized, evalu-
ated, or judged by others. The community remains culturally sensitive and requires more
services to foster effective coping mechanisms. PTSD can persist for years if untreated, and
its effects extend beyond the individual. When trauma is left unaddressed, its weight can
quietly transfer, aftecting families, weakening communities, and touching even those who
were not directly exposed. Later, it impacts physical health, economic stability, lifestyle,
and even the mental well-being of the host population. Just as infectious diseases can spread
from one person to another, psychological distress can also be passed on. Therefore, tai-
lored mental health interventions for migrants are urgently needed. We cannot change the
experiences they had (pre-migration trauma) in the past; however, we can improve their

mental health by reducing post-migration stressors and offering migrant-friendly services.

5.4 Recommendations

This study estimated the prevalence and identified the factors associated with PTSD
among Myanmar migrants in Mae Sot. According to these findings, the following recom-

mendations are made.
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5.4.1 Recommendations to participants

Seeking mental health support or speaking openly about mental health is not taboo.
Just as our body can become sick from unhealthy habits or difficult situations, our mind
also cannot always remain in a stable state. When we feel physically unwell, we visit a
doctor; in the same way, it is completely normal and sometimes necessary to seek counsel-
ing or mental health support when we experience prolonged emotional distress. Supporting
one another by building a warm, non-judgmental community and encouraging participation
in social activities can greatly improve our overall well-being and quality of life.

5.4.2 Recommendations to local and international aid organizations

Organizations often focus on strengthening health systems and providing essential
support to vulnerable migrant populations. However, mental health screening and support
services remain very limited in border regions. There is a pressing need to prioritize cultur-
ally adapted mental health interventions and ensure that services reach even the most hid-
den and underserved communities. One practical approach would be to establish mental
health screening programs in high-traffic areas, such as Mae Tao Clinic, in collaboration
with community-based organizations (CBOs), such as Rise Center.

5.4.3 Recommendations to the district health level

Mental health screening should be incorporated into primary healthcare settings,
with training provided for primary care staff and migrant health volunteers (MHVs) in
community hospitals and outpatient facilities to routinely assess conditions such as depres-
sion, anxiety, and PTSD. Using simple and validated screening tools that are culturally and
linguistically adapted for Myanmar migrants can make this process feasible and effective.
To strengthen support systems, partnerships with community-service organizations (CSOs)
should be formalized, ensuring better coordination of care. Additionally, developing a clear,
visual, and multilingual directory of available mental health services within Mae Sot.

5.4.4 Recommendations to policymakers

Policymakers at the district level should prioritize a more inclusive and strategic
approach to migrant health. This involves advocating for a faster and more affordable doc-
umentation process to reduce the number of undocumented migrants who are currently
excluded from formal healthcare systems. Additionally, implementing cross-cultural train-

ing programs and formal interpreter services within the public health system is essential for
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overcoming language and cultural barriers, thereby ensuring that migrant populations have
equitable access to care.

Simultaneously, the Thai Migrant Health Insurance Scheme (MHIS) does not have
a specific mental health package. These studies recommend that there is an urgent need to
enhance the mental health benefits within MHIS for migrants.

Finally, it is crucial to establish a formal mechanism for the Ministry of Public
Health to provide sustainable funding to trusted community-based organizations and
NGOs, such as the Mae Tao Clinic. This collaboration would leverage the existing and
essential services provided by these groups.

5.4.5 Recommendations for further study

Further research is needed to fully understand the complexities of the migrant pop-
ulation in Mae Sot. A longitudinal study is recommended to track changes in mental health
over time and to gain a better understanding of how migration impacts well-being in the
long term. To explore the underlying reasons for specific health issues, such as PTSD, qual-
itative research, like in-depth interviews, should be conducted to provide a deeper under-
standing of migrants' lived experiences. Finally, to see if the trends observed in our study
are unique to Mae Sot or are more widespread, similar research should be conducted in

other border areas of Thailand for a comparative analysis.
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Information Sheet and Informed Consent

Research Project Title: PREVALENCE AND FACTORS ASSOCIATED WITH POST
TRAUMATIC STRESS DISORDER (PTSD)} AMONG MIGRANTS FROM MYANMAR/ BURMA IN
MAE SOT, TAK PROVINCE, THAILAND

Principal investigator: Arkar Mann Kyaw

Affiiation: School of Health Science, Mae Fah Luang University

Advisor: Asst, Prof. Dr.Pilasinee Wongnuch %

Source of Research Funding/Sponsor: Mae Fah Luang University

1. Introduction and Project Summary

My name is Mr. Arkar Mann Kyaw, and | am a master’s student in Public Health at Mae
Fah Luang University in Thailand, Currently, | am researching the prevalence of post-traumatic
stress disorder (PTSD) and the factors associated with it among Migrants from Myanmar/ Burma
in Mae Sot, Tak Province, Thailand. | want to share information about the research and invite
you to participate. Participation is completely voluntary, If you decide not to participate, it
will not affect your healthcare or any rights you are entitled to. Once you choose to
participate, you can withdraw anytime if you change your mind. If you hava any questions or
need clarification, please ask; | am here to help.

The purpases of this study are to estimate the prevalence of PTSD among Migrants
from Myanmar/ Burma in Mae Sot, Tak Province, Thailand, and to identify the key factors
contributing to its ocourence.

Post-Traumatic Stress Disorder (PTSD) is a mental health condition that can develop
after someone experiences or witnesses a traumatic event, such as a natural disaster, a serious
accident, or violence, People with PTSO may have upsetting memories, feel anxious or afraid,
or have trouble sleeping. It's important to remember that experiencing these symptoms after
2 traumatic event s normal, but if these symptoms. persist for more than a few weeks and
interfere with daily life, it may-be a sien of PTSD,

The tentative duration of the study in the participants and the involvement of the
research process and procedures will entail completing a questionnaire, which should take
approximately 30 minutes to complete. Survey research by questionnaires and face-to-face
interviews will be carried out by the principal investigator and two trained research assistants.
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There are no anticipated risks associated with participating in this research. While
answering the guestionnaire, you may experience some discomfort, but since it will be
conducted in a private setting, this is unlikely to occur. However, if you do feel uncomfortable
at any point during the process, you have the option to stop answering the questions and
withdraw from the study. The debriefing sessions after participation to discuss emotions and
coping strategies are offered and mental health support referrals to Mae Sed Hospital/Mae
Tao clinic also offer if needed.

Participating in this research may not directly benefit you, but it will contribute to
providing insights into the mental health needs of Migrants from Myanmar/ Burma, tailoring
the development of strategies and interventions to enhance access to mental healthcare
services and promote better mental health outcomes for Migrants from Myanmar/ Burma in
the study area.

If you do not want to participate in a research study as a participant, you can inform
the researcher. The refusal of participation will not affect your rights.

2. A statement indicating that this is a research project and that participation in this
research Is voluntary

You are invited to participate in this research. Please take time to read this
document as it provides information about yodr involvement in-the research. The decision
to participate is entirely voluntary. If you choose not to participate, your healthcare and the
rights you are entitled to will not be changed.

Your participation in this research is based on your voluntary decision.
®  You have the freedom to decide whether to participate in this research or not.
®  You can consult with your family or your physician before making the decision. You may
also ask any questions; the researcher will provide explanations and answers until you
have a clear understanding.

® After deciding to participate in this research, you still have the right to withdraw at any
time.

3. Rationale and Significance of the Research

This research focuses on the mental health challenges faced by Migrants from
Myanmar/ Burma in Mae Sot, particularly the prevalence and factors associated with PTSD.
Migrants often experience pre-migration trauma and post-migrati

01 MAY 2025
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significantly impact their mental health and well-being. Currently, mental health services for
migrants are limited, with bariers such as lack of access, cultural differences, and stigma
preventing effective care. By providing data-driven insights, this study aims to address these
gaps, guiding public health policies and interventions to improve mental health outcomes and
overall quality of life for this vulnerable population.

4. Qualifications and Number of Participants

Individuals who meet the criteria as adults from Myanmar, both males and females,
18 years and older, regardless of their legal status, residing in the Mae Sot district,
specifically in the sub-districts of Mae Sot, Mae Tao, and Tha Sai Luat, for at least six months
(regular migrants), and are willing to participate in the study. A total of 360 participants were
interviewed by the research team and included in the research. Data will be collected
through face-to-face interviews by the research team with participants, using a structured
questionnaire.”
5. Research Objectives

1. To estimate the prevalence of PTSD among Migrants from Myanmar/ Burma in Mae
Sot, Thailand.

2. To identify the psychological, social, and demographic factors associated with PTSD
in this population

3. To generate evidence-based policy recommendations to improve mental
health/social services for migrants in collaboration with stakeholders,

6. Research Design

Survey research using questionnaires and face-to-face interviews is conducted to
estimate the prevalence of PTS0 and identify associated factors among Migrants from
Myanmar/ Burma in Mae Sot, Thailand. And to generate evidence-based policy
recommendations to improve mental health/social services for migrants in collaboration
with stakeholders
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Migrants from Myanmar/ Burma aged 18 and older, residing in the Mae Sot, Mae Tao,
and Tha Sai Luat sub-districts, Mae Sot district of Tak province, Thailand, are invited to
participate in this study. Your participation will involve completing a questionnaire that will
take approximately 30 minutes to fill out independently. A face-to-face interview will be
conducted by the principal investigator and two trained research assistants. Please rest assured
that the information you provide will be kept strictly confidential and will not be shared with
anyone
8. Potential Risks and Discomfort from Participating in Research

Participation in this research involves minimal anticipated risks. While completing the
questionnaire, you may experience some discomfort; however, since the session will take
place in a private setting, this is unlikely to happen. If you do feel uncomfortable at any point
during the process, you have the option to stop answering questions and withdraw from the
study. If you experience heightened panic or anxiety due to the questionnaire, which may
trigger unwanted memories, the researcher, who is also a medical doctor, will be available to
provide counseling and reassurance. The mental health support refemals to Mae Sod
Hospital/Mae Tao clinic also offer if needed.

9. Potential Benefits of Participating in the Research

Participating in this research may not provide immediate benefits to you, but it will
contribute to us achieving the research objectives. While there may not be direct societal
advantages at this moment, the findings will enhance our understanding of the prevalence of
post-traumatic stress disorder (PTSD). This knowledge is crucial for doctors and public health
officials, as it enables them to understand the extent of the problem better. With this
information, they can plan more effective healthcare services, allocate resources where they
are most needed, and work on_preventing more cases of PFTSD and RRs associated factors.
Ultimately, this research will contribute to collective progress and inform the development of
healthcare policies and programs tallored to the needs of those affected.

10. Alternatives if Choosing NOT to Participate

Participation in this research is entirely voluntary, and chogsing not to participate will
not affect your access to healthcare or other services. If you choose not to take part, you can
still seek mental health support or PTSD assessment through the addr
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11. Guidelines for Managing Situations that May Arise during the Research

—_— -—

. if y decide o wkaw during Participants have the right to withdraw from the
the research research at any point. If you choose to
withdraw, please inform the researcher as soon
as possible. Your de<ision to withdraw will be
respected, and any data collected up to that
point will be treated confidentially and not

included in the study.
® |f there is new information If any new information arises during
regarding the research or your research that may impact your safety or
safety the nature of the study, the researcher will

promptly inform you. You will then have the
opportunity to decide whether you wish to
continue participating in the research or
withdraw. Your safety and well-being are of
the utmost importance, and any concemns will
be

addressed promptly.

12. Potential Benefits after the Completion of the Research

After the completion of the research, there may not be direct potential benefits for
the participants. The researcher will notify you of the results once the research has been
completed,

13. Confidentiality of Data and Limitations

We assure you that allinformation about you will remain confidential and will not be
shared with anyone outside the research team, All data collected in this research project will
be kept private. Each participant will be assigned a unigue number instead of using names,
and only the résearcher will have access to the corresponding numbers, which will be securely
stored on a. password-protected computer. The precise-tocation of each participant’s
residence will not be revealed or shared. e o MAE FAH LUANG UNIVERSITY
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When presenting the research results, we will ensure that no identifying information
about participants is disclosed. However, certain individuals or groups—such as the ethics
committee, research coordinators, research supervisors, and authorized personnel from
governmental institutions or organizations responsible for audits—may have access to your
data to verify the accuracy of the data and research procedures.

The research findings will be disseminated publicly through seminars or publications,
allowing professionals, implementers, and policymakers to leam from and apply relevant
insights. Rest assured, confidential information will not be disclosed or shared in any form,

14, Reimbursement for Participation

The participants will receive a brochure about PTSD to enhance their understanding.
Apart from this, participants will not receive any monetary or material compensation for their
participation in the study.
15. Expenses that the participants must bear

There are no expenses that the participants must bear in this study.

16. Care and Compensation Guidelines if the participants experience harm or adverse
effects from participating in the research-

If the individual experiences increased panic or anxiety due to the questionnaire, which
may trigger unwanted memories, the research team will help them connect with appropriate
care and support.

The first step is to discuss the results in a non-judemental and supportive manner. It’s
important to emphasize that a high score indicates a need for further evaluation but does not
serve as a definitive diagnosis of PTSD. If the individual experiences increased panic or anxiety
due to the questionnaire, which may trigger unwanted memorias, the researcher, who is also
a medical dactor, will provide counseling. As a certified professional, he is qualified to discuss
mental health Issues and offer reassurance,

Next, a referral to a qualified mental health professional for a formal diagnostic
assessment is critical. This.can involve using structured interviews like the CAPS-5 (Clinician-
Administered. PTSD-Scale) to confirm the diagnosis. Connecting the individual with local
resources, such as Mae Tao clinics or Mae Sot Hospital.
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All participants will receive a brochure designed to enhance their understanding of
PTSD and other mental health conditions. The brochure will cover signs and symptoms,
coping strategies for managing mental health issues, and recommended contact information
for resources, such as Mae Tao Clinic and Mae Sot Hospital.

17. Contact Person in Case of Questions or Concerns
If you have any questions or concemns regarding the research or safety during
participation, you can ask the researcher directly.

Principal Investigator

Name: Arkar Mann Kyaw

Mobile: 0927689311

Email: drarkarmannkyaw job@gmail.com

Adbvisor

Name: Asst. Prof, Dr Pilasinee Wongnuch

Mobile: +66 (0) 5391 6921

Email: pilasinegwon@mfuac.th

If you have questions regarding your rights, you can contact the Mae Fah Luang
University Ethics Committee on Human Research at the Academic Service building (AS), a*
floor, tel. (053) 917-170 to 1 or (053) 916-551, fax. (053) 917-170, or e-mail: ;rechuman@mfuacth
to ensure that your rights, your safety, and your well-being are protected under the
international standards of human-research ethics.
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Informed Consent Form

I, , have decided to participate in [the
title of the research project]. | have received information and explanations about this
research, and | have had the opportunity to ask questions and receive satisfactory
answers. | have had sufficient time to read and understand the information provided in
the documents thoroughly and have decided to participate in this research.

| understand that | have the freadom to choose not to participate in this research,
and | can withdraw from this research at any time without any impact on my care or
rights that | am entitled to.

By signing this docurnent, | do not waive any rights that | am entitled to under the
law, and after signing, | will receive a copy of the information sheet and the informed
consent.

Participant’s Signature Date
( )

cvsnnns (FOF illiterate participants who can understand through listening) .....

| cannot read, but-the 1esearcher has read this infermation sheet and informed
consent form to'me, and | understand it well. Therefore, | veluntarily sign or place my
fingerprint.

e s G ==

Participant’s signature/fingerprint

Signature of the person requesting consent Date
( )

Testimony of a witness who s not a stakeholder in the research (If the participant
cannot read but can understand through listening) THE MAE FAH LUAND UN'VE 351 ¥
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| have been present during the consent request process and confirm that the person
requesting consent has read/explained the information sheet to
. The aforementioned person had the opportunity to ask
questions and decided to participate voluntarily after understanding the information in this
document,

Witness's signature Date
( )

THE MAE FAH LUANG UNIVERSITY
FTMCS COWMITTER O MUMAN RESEARCH

01 MAT 2025
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APPENDIX F

INFORMED CONSENT (KAREAN VERSION)
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APPENDIX G

QUESTIONNAIRE (ENGLISH VERSION)

Title — Prevalence and factors associated with Post Traumatic Stress Disorder(PTSD)

among Myanmar migrants in Mae Sot, Tak province, Thailand

Questionnaires
Community.........ccc0..
Research Code......... .....
EIERVIBWEY .o csouusivanior
Date.....ccconeie
Part | : Demographic characteristics
Part 2 : Psychological factors
Part 3 : Social factors
Part 1. Demographic characteristics
1. Gender
1. MaleD 2, FemaleO
2. Age..4...4 Years
3. Marital Status
1. SingleDd 2. MarriedO 3. WidowD
4. DivorceO 5. Separated
4. Religion
1. BuddhismO 2. ChristianO 3. IslamO
4, Other( (please specify) ..........
5. Ethnicity
1. KarenO 2.Mon O 3. BurmeseO
4. Shan O 5.KachinO 6. OtherO
(please specify)

6. Which state/region in Myanmar are you originally from? ...............

7. Education

1. WiterateO 2. Primary schoolO 3. Middle schoolO

4. High ScheolO 5. GraduateO THE WAE FAH LUANG UNIVEASITY
LTHCS COMMITTER O HUNMAN RESEARCYH

01 MaT 2005

! APPROVED
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8. Are you employed?
1. YesO
9. What is your occupation?
1. Factory LaborO

2.NoO

2. Domestic workerd 3. AgricultureQ
4. Shop front sellerD 5. Construction

6. OtherO(please specify)

10. Monthly income ............... Thai Baht per participant.

11. Place of residence
1. Ren! dormitorydl
3. Shared housingO

2. In work compoundC
4. OtherO(please specify)

12. How many family members arc staying together?...............

13. How long have you stayed in Thailand?

14. 7. Do you face difficulties communicating in the local language when seeking healthcare

services?
1. YesD
15. What is your legal status?
1. Documented]

2. NoO

2. Undocumentedd

16. Where do you usually go when you need health care services?

1. HosaitalO
3. Private clinicsO)
5. No/Do nothingO

17. Do you have health insurance?
1. YesQ

If Yes, what kind of insurance do you have?
1. Social Security SchemeC
3. M-Fundd

Part 2. Psychological factors

2. Community Center()
4. Buy medicine from pharmacyQ)
6. Other O(please specify) ....ooovvvennns

2.NoD

2. Migrant Health Insurance SchemeO
4. OthersO (please specify)

THE MAE FAH LUANG UNIVERS:*
mmmm-a:

01 war 205
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1. In the past months, have you ever used

The substances listed

No Yes

1. Tobacco products (cigarettes, chewing tobacco, cigars, etc.)

2. Alcoholic beverages (beer, wine, spirits, etc.)

3. Cannabis (marijuana, pot, grass, hash, etc.)

4. Cocaine (coke, crack, etc.)

5. Amphetamine-type stimulants (speed, meth, ecstasy, ctc.)

6. Inhalants (nitrous, glue, petrol, paint thinner, et¢.)

7. Sedatives or slecping pills (diazepam, alprazolam, flunitrazepam,
midazolam, etc.)

8. Hallucinogens (LSD. acid, mushrooms, trips, ketamine. etc.)

9. Opioids (heroin, morphine, methadone, buprenorphine, codeine, etc.)

10. Other ~ specify:

2. Which of the following types of events have you experienced in your life? Please select

Types of events No Yes
1. Physical assault O o
2. Sexual assault o ]
3. War and arms conflict o o
4. Others (please specify) u] D

................................

Total traumatic cvents exposure

¥ AH LUANG UNIVERSITY
i ::,':?:-nnuwm

01 May 05

APPROVED
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Part 3. Social factors
1. Do you feel safe in your neighborhood?
1. YesO 2.NoDO
If *No", what is your safety concern?...............
2. Do you feel excluded from social activities in your community?
1. YesO 2.NoO
3. Have you ever felt unfairly treated in your host country?
1. YesO 2.NoO
If *Yes”, would you like to share more details about your experience of discrimination?

sassssnns Shesssasssaansssssnasssanntannn D

4. The multidimensional scale of perceived social support (MSPSS)

Instructions: We arc inferested in how you feel about the following statements. Read cach
statement carefully. Indicate how you feel about each statement.

Circle the 1" if you Very Strongly Disagree

Circle the “2" if you Strongly Disagree

Circle the 3™ if you Mildly Disagree

Circle the “4” if you ars Necutral

Circle the “5™ if you Mildly Agrce

Circle the “67 if you Strongly Agree

Circle the “7” if you Very Strongly Agree

1. There is a special person who is 1 2 3 4 5 6 7
around when I am in need.

2. There is a special person with whom 1 | O u] o 1o D |go |o
can share joys and sormows.

3. My family really tries to help me. = O/|j0+-0 |0 (O |O

4.1 get the emotional help & support 1 o a Jo01o 0o |OoO
need from my family.

“THE WAE TEN LUANG UIVERSITY
Fracs on

01 Mar 2005

4 APPROVED




5. I have a special person who is a real

source of comfort 1o me.

6. My friends really try to help me.

7. 1 can count on my friends when things

8. I can talk about my problems with my
family.

9. I have friends with whom I can share

my joys and sorrows.

10. There is a special person in my life
who cares about my feelings.

11. My family is willinz to help me
make decisions.

12. I can 1alk about my problems with
my friends.

PTSD Checklist for DSM-5 (PCL-5)

Version date: 29 August 2023

Reference: Weathers, F. W, Litz, B. T,, Keane, T. M., Palmieri, P. A., Marx, B. P, & Schnurr,

P.P. (2013).

The PTSD Checklist for DSM-5 (PCL-5) — Standard [Measurement instrument]

Available from https:/wwwiptsd.va.gov/

Instructions: Below is a list of problems that people sometimes have in response to a very
stressful experience. Keeping your worst event in mind, please read cach problem carefully

THE MAE FAH LUANG UNIVERSITY
ETM S COMMITTEE OM MUMAN RESEARCH

§ 1 Mar 2005

APPROVED
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and then select one of the numbers to the right to indicate how much you have been bothered
by that problem in the past month.
Your worst event:

In the past month, how much | Not atall | Alittle | Moderately | Quitea | Extremely

were you bothered by: =0 bit=1 |=2 bit=3 | =4
1. Repeated, disturbing, and | O ] (] (] |
unwanted memories of the

stressful experience?

2. Repeated, disturbing (m] (s} (m} (m} =]
dreams of the stressful

experience?

3. Suddenly fecling or acting | O o ) (m} m}
as if the stressful experience
were actually happening
again (as if you were
actually

back there reliving it)?

4, Feeling very upset when | O (m] O (] (m]
something reminded you of
the

stressful experience?

5. Having strong physical 0 a m] ] (m]
reactions when something

reminded you of the stressful
experience (for example,
heant pounding, trouble
breathing, sweating)?

FTaCh COMMITTEE

81 Mar 2025
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6. Avoiding memories,
thoughts, or feclings related
to the

stressful experience?

7. Avoiding external
reminders of the stressful
experience

(for example, people, places,
conversations, activities,

objects, or situations)?

8. Trouble remembering

important parts of the
stressful

experience?

9.Having strong negative
beliefs about yourself, other
people, or the world (for
cxample, having thoughts
such as:

I am bad, there is something
seriously wrong with me, no
one can be trusted, the world
is completely dangerous)?

10. Blaming yourself or
someone else for the
stressful

experience or what

happened after it?

‘“ﬂu! FAH me

81 Mar 2025

APPROVED
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11. Having strong negative
feclings such as fear, horror,
anger,

guilt, or shame?

12. Loss of interest in
activities that vou used to
enjoy?

13. Feeling distant or cut off
from other people?

14. Trouble experiencing
positive feelings (for
example,

being unable to feel
happiness or have loving
feelings for

people close to you)?

15. Irritable behavior, angry
outbursts, or acting
aggressively?

16. Taking 100 many risks or
doing things that could cause
you harm?

17. Being “superalert™ or
watchful or on guard?

18. Feeling jumpy or easily
startled?

0

19. Having difficulty
concentrating?

o o

MAE FAR LUANG N 3515

Enacs sLafCH

1 Mar 2005

APPROVED
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APPENDIX H

QUESTIONNAIRE (MYANMAR VERSION)
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PTSD Checklist for DSM-5 (PCL-5)

c

023962 4038 - )¢ 23995 JoR

Reference: Weathers, F. W., Litz, B. T., Keane, T. M., Palmieri, P. A., Marx, B. P., &
Schnurr, P. P. (2013).

The PTSD Checklist for DSM-5 (PCL-5) — Standard [Measurement instrument]

Available from https://www.ptsd.va.gov/
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APPENDIX I

BROCHURE (ENGLISH VERSION)

Version 2 Date 9.4.2025 Brochure_PTSD_Englishversion
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Version 2 Date 9.4.2025 Brochure_PTSD_Englishversion

9.04.2025
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APPENDIX J

BROCHURE (BURMESE VERSION)
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APPENDIX K

VALIDITY ASSESSMENT OF QUESTIONNAIRE

The validity of the questionnaire was rigorously assessed by three experts utiliz-
ing the Item-Objective Congruence (I0C) method. The questionnaire has been thought-
fully structured into three distinct sections: demographic factors, psychological factors,

and social factors.
Expert 1

Asst.Prof.Dr.Maliwan Rueankam
Institution: Dean of Faculty of Physical Therapy, Mahidol University

E-Mail: maliwan.rue@mahidol.ac.th
Expert 2

Asst.Prof.Dr.Sittichai Thongworn
Institution: Head of Society and Health Department, Faculty of Social Sciences and Hu-
manities, Mahidol University

E-Mail : sittichai.tho@mahidol.ac.th
Expert 3

Lect.Dr.Supat Sanjamasai
Institution: Director of National Institute for Child and Family Development, Mahidol
University

E-Mail: supat.san@mahidol.ac.th



Part 1: Questionnaires on Demographic Factors
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Items | Expert 1's g

opinion ore ore

score

-1 [0 [ +1 1 +1 1 0 3/3=1 |Good
1 v v v B 3/3=1  |Good
2 v v v B 3/3=1 |Good
3 v v v B 3/3=1 |Good
4 v v v B 3/3=1 |Good
5 v v v B 3/3=1 |Good
6 v v v B 3/3=1 |Good
7 v v v B 3/3=1 |Good
8 v v v B 3/3=1 |Good
9 v v v B 3/3=1 |Good
10 v v v BB 3/3=1 |Good
11 v v v B 3/3=1 |Good
12 v v v B 3/3=1 |Good
13 v v v B 3/3=1 |Good
14 v v v B 3/3=1  |Good
15 - v v B 3/3=1 |Good
16 v v v BB 2/3=0.7 |Good
17 v v v B 3/3=1 |Good

Where;
IOC:1+1+1+1+1+1+1+1+1+1+1+1+1+1+0.7+1+1
17
I0C =0.98
Remark

Question number 1 was revised according to the expert’s suggestion.
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Question number 16 was revised according to the expert’s comment



Part 2. Questionnaires on psychological factors
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Expert 1's Expert 2’s Expert 3’s Total Score [OC Result
Items | opinion score |opinion score |Opinion score
-1 (O |[+1 1 0 H1 1 0 1
1 v v v 2 2/3=0.7 | Good
2 v v v 3 3/3=1 | Good
Where;
10C - 0.7+1
2
I0C =0.85
Part 3: Questionnaires on social factors
Expert 1's Expert 2’s Expert 3’s Total Score [OC Result
Items | opinion score |opinion score |Opinion score
-1 |0 |41 |1 |0 H1 |1 0 {1
1 v v v 3 3/3=1 | Good
2 v v v 3 3/3=1 | Good
3 v v v 3 3/3=1 | Good
4 v v v 3 3/3=1 | Good
Where;
1+1+1+1
10C = DTN

I0C=1
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