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ABSTRACT

Thailand is facing major mental health challenges due to a constellation of
factors including rapid socio-economic changes and pressures on
vulnerable populations. These cause many Thais to experience stress,
anxiety, depression, isolation and suicidal ideation. Mental health is a
public health priority; yet, mental health and psycho-social support services
(MHPSS) are failing to meet some specific basic needs in mental health
promotion, prevention and responsive care. MHPSS efficacy is limited by
significant gaps in addressing the mental health needs of four overlapping
key populations: LGBTQI+, sex workers, migrant workers and drug users.
Adolescents and youth from these are a particular concern. Currently, these
key populations are effectively excluded from the National Plan for
Mental Health (2018-2037). Because they are at higher risk of HIV
exposure, the deficit in MHPSS is detrimental to epidemic control and
ending AIDS by 2030.

To better understand the mental health needs of the four abovementioned
key populations, we conducted a rapid situation analysis of mental health
issues that they experience. We used an analytical framework to
investigate the salient factors shaping their mental health in terms of four
social domains. These are as follows: i) the family and home; ii) the school;
iii) the workplace; and iv) the community. We also conducted a rapid
assessment of MHPSS in relation to access and uptake of services by the
four key populations. Data were obtained through qualitative research
involving key informant interviews enhanced by a literature review of
mental health among key populations in Thailand.

The four key populations experience a range of common stressors such as
stigma, discrimination, social exclusion, gender-based violence and
increased vulnerability to HIV infection. Each population faces a specific
combination of stressors across social domains and the life course, with
varying mental health outcomes as well as specific barriers to accessing
responsive care. Our findings reinforce the need for developing
differentiated mental health promotion, prevention and care services for
these excluded populations within the national policy framework for mental
health. Improving mental health literacy more broadly and countering
discrimination against marginalised groups will confinue to be
indispensable prerequisites for a successful public mental health response.
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Introduction

Mental health is a fundamental human right and
increasingly recognised as "a universal human asset,
indivisible from other public health priorities".” Mental
disorders are the leading cause of sickness, absence and
long-term work incapacity in most developed countries.2
They also co-occur significantly with leading causes of
morbidity, such as heart disease, hypertension, diabetes,
eating disorders, cancer and HIV, in a pernicious,
mutually reinforcing relationship that complicates and
further raises the costs of management, treatment and
recovery.34 Mental health programming is clearly
indispensable to an effective public health response.>

In Thailand, public, private and non-governmental
providers deliver MHPSS. In the public sector, institutional
responsibility for mental health is distributed across
several ministries; however, the Department of Mental
Health in the Ministry of Public Health assumes the most
prominent operational role, including issuing guidelines

Figure 1: The key tiers of MHPSS actions (UNICEF)
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SYSTEMS STRENGTHENING

Ensuring an enabling
and safe environment

The national HIV epidemic is characterised by
concentrated incidence among younger key populations
of LGBTQI+, people who use drugs, migrants and sex
workers and migrant sex workers who are most
vulnerable to HIV, sexually transmitted infections (STls)
and workplace discrimination.® These key populations
face heightened mental health risks due to a complex
interplay of identity-based stigma, discrimination,
systemic marginalization and otherization. Individuals,
situated at the intersection of overlapping stigmatised
identities by belonging to two or more of these key
populations, would be subjected to amplified systemic
discrimination.? Minority stress theory anticipates their
chronic psychological duress as they struggle to conceal
or own identities defined by discrediting attributes that
discount their personhood.'® Exacerbating their struggle
are intersectional social determinants of health such as
poverty, unemployment, displacement, gender-based
violence and limited access to health and social services,
of which they are disproportionately affected.!!

In 2024, a process was initiated to develop the case for
tailored MHPSS for the four key populations at

PREVENTION

for service provision.® Although national mental health
policy, strategy and planning guarantee services to all in
need and provide for promotion, prevention and care, in
practice, treatment services predominate. Over 80% of
the 2020 mental health budget was spent on psychiatric
hospitals and psychotropic medication supply.” In
contrast, mental health promotion and prevention efforts
are severely underfunded and there is no meaningful
differentiation of publicly funded mental health
promotion, prevention and care for specific populations.

This pattern of investments is radically different from the
approach prescribed by WHO (See figure 1). It is
essentialy an inversion of the WHO model in which the
base of the MHPSS reflecting scale of activity is allotted
to mental health promotion followed by prevention with
responsive care at the apex of the pyramid. A key
challenge for Thailand is to allocate increased resources
for effective mental health promotion and prevention
interventions for the general population as well as key
populations to complement investment in responsive care.

MENTAL HEALTH '
PROMOTION

heightened risk of HIV exposure and infection - LGBTQI+,
drug users, migrants and sex workers - as well as those
who are further marginalised by identities that overlap
across these. The evidence informing the case from
primary research activity and a synthesis of material from
secondary sources is presented in this article. While
presented with specific reference to Thailand, we contend
that it is relevant wherever distinct minority key
populations are at heightened risk of exposure to HIV
infection and poor health outcomes.

Methods

Data were collected to assess the mental health needs
and demand for MHPSS among four key populations, as
well as the availability, accessibility and affordability of
services. The study consisted of two components,
distinguished by the focus on primary or secondary dataq,
as outlined below.

Qualitative methods. Primary data were obtained
through 30 stakeholder key informant interviews in
March-June 2024 with systematically identified
stakeholders, including mental health service providers
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and representatives of the key populations of interest.
These involved in-depth conversations with individuals
selected for their specialized knowledge of mental health
and key populations. A set of open-ended questions were
developed covering MHPSS implementation investigating
current challenges, access and quality of services.
Discussion was focused on what needs to happen for key
populations to be included in MHPSS policy and service
delivery responding to the mental health needs identified
in the desk research. The findings from these interviews
inform the discussion on MHPSS reform.

This method was used to gain expert insights, understand
perspectives and gather descriptive information that was
not be available through other means, such as
understanding sensitive issues. The interviews were semi-
structured, to allow for a more comprehensive and
detailed conversation. Field visits were made to
community and public health facilities delivering MHPSS
in Bangkok, Chiang Mai (northern Thailand), Nakorn
Ratchasima (north eastern Thailand), Pattaya (eastern
Thailand) and Ranong (southern Thailand).

Participant sampling. Purposive sampling was used.
Selection was based on intentional selection of
participants with specific characteristics to meet the study
objectives i.e their specialized knowledge of mental
health and key populations. This method relies on
researcher judgment to choose "information-rich"
stakeholders that can provide valuable, in-depth dataq,
rather than using random selection. This approach is
useful for focusing on a specific group with particular
knowledge or experiences.

Data collection and analysis. The key informant
interviews were recorded and transcribed verbatim. The
data analysis process included organizing and
transcribing the data, identifying common themes and
summarizing the findings to answer the research
questions, using a matrix analysis to ensure
consistency. Thematic analysis was used to identify
recurring themes, categories and patterns that emerged
from the interviews.

Literature review. The secondary data component
consisted of a literature review covering published
research on key population mental health disorders and
their causes. This explored published research on the
mental health situtation and MHPSS needs of the four key
populations. Documents with international, regional and
Thai-specific content were all included but prioritised for
relevance to the Thai context. Rather than being
delimited by a list of prescribed terms, searches were
broad but favoured PubMed-, SCOPUS- and Google-
referenced academic literature in health, sociology and

psychology.

Analytical framework. Data analysis was guided by an
ecological interpretive framework that arranged factors
shaping mental health into the social contexts in which
their influence is exerted, based on the literature review.
These are: i) the family and home; ii) the school and
education; iii) the workplace; and iv) the community (See
figure 2). Our rationale was that this approach better
differentiated the mental health profiles of the four sub-
populations and increase the value of the study for
designing interventions tailored to the realities each key
population experiences within each social context.

Figure 2: Analytical framework: 4 key domains that influence mental health among key populations

4 KEY DOMAINS

THAT INFLUENCE MENTAL HEALTH AMONG KEY POPULATIONS

FAMILY AND
HOME

Family/home provides
the essential
foundations for the
journey throughout the
life course with
potential adverse
experiences begining
early in life for many at
the margins of the
society.

WORKPLACE

The workplace can be

a place of fulfilment

or stress and

discomfort. Some

forms of work are
inherently stressful,
particularly those

which are usually

illegal and @
criminalized.

SCHOOL AND
EDUCATION

The school is a critical stage
in human development.
Schools can be a social

setting that includes notable

risks and stressors for the
vulnerable and
disadvantaged - including
experience of gender-based
violence - verbal, physical
and/or sexual as well as
jgma and discrimination.

COMMUNITY

The community is an all
embracing term and which
can include all social life
outside of the family,
school and the workplace
with a multiplier effect on
the various stressors
encountered by key
populations.
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Results

MHPSS Needs

The four key populations in this study have abundant
MHPSS needs. Research consistently demonstrates that
the mental well-being of sexual minorities is affected
across all social contexts.'213 Drug use is a recurring
intersectional feature of migrant, sex worker and
LGBTQI+ mental health conditions, complicating the
mental health profiles of these key populations.14.15.16

The relationship between physical and mental well-being
is mediated by social determinants that favour or hinder
positive health outcomes.? In the context of HIV, studies
consistently demonstrate the significant negative impact
of mental health comorbidities on health-seeking
behaviours and HIV outcomes, while also revealing
intersectional correlations between the severity of mental
health conditions and factors such as income, housing
stability and social support.# Importantly, such mediating
factors differ across key populations of people living with
HIV. For example, access to treatment and retention in
care for HIV positive youth are compromised by forms of
discrimination and internalised stigma that differ from
those confronting adults'”.'® and which are exacerbated
by LGBTQI+ identities and sexual orientations that
diverge from dominant cultural expectations.!'® The lesson
from HIV programming is clear: a prerequisite for
equitable care and improved mental well-being is
responsiveness to the specific needs, experiences and
social contexts of the populations being served.! When
services fail to acknowledge and address the unique
constellation  of  challenges and  vulnerabilities
experienced by populations of people living with HIV, the
care offered is less likely to be appropriate, accessible,
or effective.520

The interconnectedness of physical health, mental well-
being and social determinants is reinforced in the context
of substance use disorders (SUDs). According to the
National Household Survey on Drug and Alcohol Use in
Thailand (2016), an estimated 5.8% of the total
population aged 12—-65 years have used at least one
addictive substance in their lives and 2.8% reported
using one or more substances “within the past 12
months”.2! Individuals abusing substances have an
elevated risk of mental illness?2.23 and often present with
co-occurring mental health conditions, necessitating
integrated approaches to mental health service
delivery.24 The relationship between substance abuse
and mental health is also reciprocal, with substance use
exacerbating mental health conditions and vice versa.2?5

LGBTQI+ experience mental health conditions at higher
rates than their non-minority peers, including higher rates
of anxiety, depression, suicidal ideation and attempted
suicide.26,27.28,29 The mental health of young LGBTQI+
(15-24 years) is a concern, with available survey results
indicating very high rates of at least mild anxiety and
depression and higher rates of severe depression,
suicidal ideation and non-suicidal self-harm, when
compared to non-minority peers3® In a 2018
survey, transgender women reported particularly high
rates of attempted suicide (over 20%), followed by non-

binary individuals (19.6%) and those identifying as
'other’ (18.9%).31

Mental health stressors can be found in experiences of
discrimination and exclusion which are widespread across
the family, school, work, healthcare, housing and financial
services.31:32 Experiences of discrimination and exclusion
are mediated by factors such as socio-economic status,
with low income linked to higher vulnerability and an
increased likelihood of suicidal ideation;28:31.33 and
severely exacerbated by traumatic experiences
including bullying at school, physical violence, forced sex
and sexual assault.30.34,35

Sex workers suffer from depression, anxiety and post-
traumatic stress disorder3437 at rates higher than the
general Thai population.3® Being female, older,
unemployed, HIV positive, a survivor of trauma, a
habitual drug user and lacking meaningful social support
are all characteristics that exacerbate poor sex worker
mental health.39.40

The threat of incarceration due to criminalisation of sex
work is a significant stressor with almost 10% (n=1,511)
of a survey of sex workers in 7 provinces reported having
been incarcerated in their sex work career. High rates of
gender-based violence were also reported (35% of
respondents). These experiences contribute to a climate
of fear (Vannakit R, Clarke D, et al. unpublished dataq,
2025).

Increased sexual health risks both exacerbate and are
exacerbated by mental health  vulnerabilities,
particularly for sex workers living with HIV. Depression
and anxiety are the most prevalent mental health
conditions among people living with HIV. In one study,
approximately half of the sampled people living with HIV
met diagnostic criteria for one or more mental health
disorders because of adapting to life with a chronic
condition, experiencing or anticipating stigma and
managing life stressors. HIV is also associated with
neurocognitive conditions, including dementia and motor
disorders.#! These mental health issues affect not only the
well-being and quality of life of individuals, but
aggregated, have implications for HIV management and
transmission prevention.

Over half of sex workers surveyed in a MHPSS needs
assessment indicated that mental health (58%) and
counselling services (64%) are desperately needed.38
However, the ubiquitous stigma sex workers encounter in
the community and the discrimination they experience in
health care settings make them reluctant to seek care.??
Mental health conditions reinforce the aversion to
mainstream health services and further reduce treatment
adherence, contributing to higher morbidity and,
ultimately, mortality rates.39.42

Migrant workers. Several studies document anxiety,
depression and other mental disorders among migrant
workers, noting higher prevalence rates compared to the
general Thai population.#344 Their compromised mental
well-being is linked to several stressors unique to the
migrant experience. The acculturative stress of adapting
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to a new culture, language and social environment
aggravates the trauma of their initial displacement and
the alienating living conditions they are often forced to
endure.45 This is amplified by the continuous, casual
discrimination that widespread stigmatised stereotypes
tend to trigger.

People who use drugs have an elevated risk of mental
illness224¢ and often present with co-occurring mental
health conditions.'# The relationship between substance
abuse and mental health is also reciprocal, with substance
use exacerbating mental health conditions and vice
versa.4’

Mental health stressors

There is a need to better understand the constellation of
mental health stressors that particularly affect the
abovementioned key populations through the life course
in the family, the school, the workplace and the
community. Mental health stressors are encountered
differently by each key population.

The Family. For adolescent LGBTQI+, family
relationships can produce significant mental health
stressors. In the family, these include a lack of parental
and sibling understanding and acceptance, pressure for
filial duty and traditional gender norms, lack of
opportunity for disclosure, discrimination and violence
and experience of tolerance accompanied by
exclusion.30,34,48

People who use drugs face multiple mental health
stressors involving the family, including weak family and
social support, severe social stigma and economic
vulnerability. These factors create a cycle of mental
distress that can both lead to and be worsened by
substance use. Poor family relationships are a consistent
finding in studies on the mental health of substance users
in Thai rehabilitation centres. Lack of communication and
visits from family members is significantly associated with
mental distress. Family relationships and school
participation do not appear as significant mental health
stressor environments for sex workers or migrant workers.
Research is, however, very limited in this regard.

Family conflict, parental attitudes towards drugs, drug
use by family members and easy access to illicit drugs in
the family context are all predictors of drug use.*?
Adverse childhood experiences, including those that are
family-situated, have also been linked to the initiation of
substance use.’° During adolescence, when substance
misuse typically presents, susceptibility to addiction
increases to the extent that substance abuse is common
within  peer groups in educational settings or
workplaces.>! Low drug literacy is also considered a
contributing factor to this vulnerability.46

For migrant workers, a notable stressor is the financial
demand of providing for their accompanying family,
including paying for social services, to which access may
be restricted due to their migrant status.2244 Migrants
may also be responsible for supporting family members
still residing in their home country, who depend on
remittances. In a study of undocumented migrant workers

from Myanmar, mental health conditions were found to
be worse among single children supporting elderly
parents through remittances.24 Family back home is not
just a source of stress, however. Social support is a crucial
buffer ameliorating migrants’ mental burdens and family
in the home country is often a source of comfort. While
communicating with family back home is an important
coping mechanism, fellow migrants are typically the
primary source of tangible and emotional social
support.22

The School. In school, LGBTQI+ experience mental health
stressors that include bullying, discrimination, verbal
harassment and stigma as a result of their identity being
recognized by their peers.52 These are compounded by
factors such as low self-esteem and a lack of family or
sibling support. Some students also experience a fear of
rejection and feel the need to conceal their identity.
Transgender females face unique challenges related to
school dress codes.

The workplace. In the workplace, mental health stressors
are experienced by all four key populations. Minority
stress is the main mental health stressor for LGBTQI+
individuals in the workplace, encompassing stigma, direct
discrimination and the fear of prejudice.4©¢ LGBTQI+
individuals are frequently confronted with discriminatory
practices that exclude their participation, limit their
opportunities, victimise or endanger them.3253 Key
workplace stressors for LGBTQI+ employees include
harassment, refusal to promote and restrictive dress
codes. Acts like unfair firing, harassment, or denial of
opportunities are still experienced by many LGBTQI+
workers despite legal protections.’0 There is subtle
discrimination and microaggressions which can include
offensive jokes, exclusionary "banter," or invalidating
comments. Transgender and gender-diverse individuals
face exceptionally high levels of discrimination, including
misgendering (using the wrong pronouns or former name),
harassment and exclusion.43 Many LGBTQI+ employees
lack confidence that harassment or bullying claims will be
handled effectively by management. Discrimination can
come from clients, customers and contractors not just
colleagues. Many LGBTQI+ employees, particularly
those in less accepting environments, conceal their identity
to avoid prejudice, which can be immensely mentally
draining. Expending energy to hide a core part of one's
identity can lead to social isolation, loneliness and
psychological distress. Employees risk having their sexual
orientation or gender identity disclosed without their
consent, which can damage their psychological safety.

Sex work is hazardous, marked by heightened risk of
sexually transmitted diseases, violence, abuse and
harassment from clients and others in the workplace.’4
The illegal and stigmatized nature of sex work in
Thailand creates numerous mental health stressors for
workers, which also increase their vulnerability to
violence, economic instability and social exclusion. Sex
workers face high rates of violence from clients, police
and even intimate partners. Many workers experience
exploitative conditions, including low autonomy, pressure
to perform unsafe sexual acts and long hours without
paid leave.55 The fear of being criminally charged for
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their work prevents many sex workers from reporting
violence to the police, leaving them with little to no legal
recourse or protection. The fears of exposure, public
shaming and arrest are compounded for those with
intersecting LGBTQI+ or migrant identities. Migrant sex
workers, already subject to the additional stressors of
acculturation,*? report fearing deportation due to the
criminalisation of sex work and their insecure legal
status.3¢

Key mental health stressors for migrant workers
include exploitation, low wages and poor conditions, job
insecurity, discrimination, cultural and language barriers,
limited access to social support and healthcare and fears
related to legal status.434445 These factors can lead to a
higher prevalence of mental health problems such as
depression, anxiety and psychological distress compared
to the general population. Migrant women in domestic or
service jobs are vulnerable to abuse, harassment and
discrimination from supervisors and employers. Migrant
workers often face prejudice and xenophobia.
Acculturative friction is amplified by the continuous,
casual discrimination that widespread stigmatised
stereotypes tend to trigger. Due to discriminatory
treatment, many migrants adopt a "separation” strategy,
isolating themselves from the host community.45 This social
exclusion contributes to mental health problems and
prevents them from integrating positively.

Many migrants have limited Thai language proficiency,
which creates challenges in communicating with
healthcare providers, accessing important information
and navigating daily life. The stress of adapting to a new
culture can be a major mental health risk. This is often
compounded by homesickness, cultural differences in the
workplace and perceived discrimination. A lack of
understanding of Thai laws and policies can prevent
migrants from accessing health benefits and other
entitlements, especially under the Social Security Scheme.

The community. There appears to be limited research
into the community dimensions of mental health. The
effects seem to be particularly strong in relation to
people who use drug. In rural and remote communities,
drug abuse can lead to community distress, fighting and
theft, which further isolates people who use drugs and
weakens community bonds.5'5¢  Studies in northern
Thailand have noted a lack of leadership and community
skills to manage substance abuse issues, leaving families
without adequate support.57:58 Thailand's history of
punitive drug policies, which have included compulsory
treatment in rehabilitation centres, creates significant
mental health challenges. Research indicates that the
strict, controlled nature of this treatment is associated with
a higher rate of abnormal mental health among
participants.25

Discussion

The need. All stakeholders including community-based
organisations, UN Agencies and bi-lateral agencies
consulted recognise that mental health issues are rising in
prevalence and are increasingly prominent in key
population programming. The various mental health
stressors and conditions are reasonably well researched

and mapped for the four key populations in this study.
However, there is a greater quantity of research
involving LGBTQI+ than sex workers, for example and
there remains a need for further research with these and
people who use drugs. The prime focus needs to be on
research that can inform delivery of MHPSS. Better
understandings are needed of key populations.

Lack of policy and strategy. Stakeholders identified the
lack of a clearly defined MHPSS policy and strategy for
key populations as constituting a significant barrier to the
delivery of appropraite services provision. MHPSS is
currently designed for the general population. Specific
entitlements and mechanisms for key populations are
missing in Thailand’s National Strategy (2018-
2037) which includes a mental health component focused
on enhancing the well-being of the Thai population by
promoting mental health knowledge, preventing mental
health risk factors, creating supportive environments and
developing public health systems. This puts at risk, not
only the wellbeing of these vulnerable and marginalized
populations, but also the reputation of national mental
health services. A direct consequence of the policy gap is
the lack of specific systems and programming to meet the
special mental health needs of the range of key
populations including where they need support. These
have not yet been adequately assessed and therefore
interventions to address needs have not yet been
designed or appropriately resourced. As a result, key
populations are excluded and do not have meaningful
access to MHPSS. There is a need to develop policy and
programming that covers mental health promotion,
prevention as well as responsive care.

Need for key population-tailored MHPSS. There was
stakeholder consensus that key population-tailored
MHPSS should be developed across various settings,
including general hospitals, primary health care facilities
and community-based organisations. Key population
stakeholders from diverse backgrounds and experiences
should be involved in the design, implementation and
evaluation of MHPSS interventions. These include those
with lived experience of mental ill-health, or experience
of supporting peers with mental ill-health.5? Medical staff
should receive training on the specific needs of key
populations, including sensitivity training. Expanding
inclusive clinics and addressing rural infrastructure
challenges is essential, alongside exploring task-shifting
approaches and improving coordination with community
service providers. A strategic approach will be needed
to respond to the MHPSS needs and mental health
stressors experiencced by the four key populations as
identified in the results section.

MHPSS mental health promotion needs investment to
promote a safer society for better mental wellbeing of
key populations. Key population-focused strategic
frameworks should be developed to enhance safe
environments in families, schools, workplaces and
communities. This includes programmes to promote mental
health literacy, increase awareness of stigma and
discrimination and develop specific mental health
education packages tailored to the need of each key
population. Advocacy programmes are needed to
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improve workplace safety, addressing gender diversity,
equality, inclusion, gender-based violence, stigma and
discrimination.

Prevention programming for key populations needs to
focus on gender-based violence, stigmatization and
discrimination in relation to all four key populations in this
study. Mental health conditions are stigmatized. Social
stigma can limit the provision and uptake of HIV services
for prevention, treatment and care. It typically supports
discrimination and can interact with other forms of
stigmatization of social identities such as gender and
sexual orientation. Consideration should be given to
decriminalizing sex work. The criminalization of sex work
and drug use has an additional stigmatizing effect that
creates significant barriers to HIV prevention and care
service delivery.

HIV and MHPSS. HIV should be integrated as a cross-
cutting issue in MHPSS. Exposure to HIV infection among
key populations is increasingly understood to be linked
with mental health issues. This is particularly relevant to
sex workers and people who use drugs, populations with
recognized HIV needs across the cascade. Mental health
programming is now being introduced into HIV
programming. The challenge now is to include HIV in
MHPSS policy and planning.

Critical role of community-based organisations. The
community-based organisations consulted reported that
they are not adequately equipped to provide
comprehensive MHPSS and are just beginning to initiate
mental health capacity building in their organisations.
Some public health infrastructure is in place to provide
MHPSS in urban settings. Rural settings, however, face
significant challenges in delivering MHPSS for everyone
in need. The only LGBTQI+ specific services currently
provided in hospital facilities are mental health screening
for transgender women with certification for good mental
health to be used for military conscription purposes.

Investments are needed to build the role and capacity of
community-based organisations to assist MHPSS delivery
for key populations. Although community-based
organisations working with and for key populations have
an abundance of expertise, this needs further
strengthening in relation to scaling up mental health
promotion, prevention and responsive care. Efforts need
to be made to enhance the active participation of
concerned key population communities for better mental
health. Community-based organisations can be tasked
with disseminating information on mental health and
facilitating access to services. Increasing mental health
awareness is important as well as interventions aimed at
reducing stigma and discrimination in general and
specifically regarding MHPSS. Stigma reduction in the
community is also urgently needed, working with families,
community leaders and developing linkages/referral
support.

The mental health care providers consulted greatly
recognised the need to work with community-based
organisations that are currently providing services to key
populations. A critical role will be to provide information

to key populations for mental health promotion, screening
and linking those in need to the health facilities for clinical
care. More resources are urgently needed. The state of
mental health financing in Thailand is currently at a low
level. The most recent figure available is 2.3% of
government health spending, reported for the year
2020.5° This needs to be increased to meet the needs of
currently excluded key populations.

Capacity building. Capacity needs to be built to enable
MHPSS programming for the four key populations. There
is a scarcity of professional staff for MHPSS in general.
In the South, the shortage of trained staff is particularly
acute. The professional staff that are available are not
adequately trained to address the specific needs of the
four key populations in this paper and their emerging
mental health needs. Key informant interviews revealed
a demand among mental health professionals for
improved knowledge of key population mental health
issues, better data, guidance and specific training on how
to provide services to key populations, particularly
LGBTQI+. There is some professional infrastructure in
place to provide services to people who use drugs, which
can be expanded.

Monitoring and evaluation (M&E). Stakeholders raised
the issue of M&E and the lack of data with regard to
MHPSS for key populations. Problems of misreporting,
underreporting and a lack of understanding of the need
for data and data quality at the community level are
reported by community-based organisations and health
care providers. There is a lack of understanding of
LGBTQI+ population level data and a lack of ability to
disaggregate data. It is, therefore, critically important to
enhance strategic information systems to improve the
national MHPSS programme M&E framework to include
key populations. This will need to include selection of
indicators, appropriate data capture methods and data
disaggregation specific to key populations.

Stigma and discrimination. Stakeholders commented on
the pervasive negative effects of stigma and
discrimination that affect each of the four key
populations. It will be important to identify effective
interventions that can reduce stigma against key
populations and people with mental health disorders. This
should include support for the family, schools, workplaces
and communities to enhance their knowledge and skills for
identifying risks and providing support. Workplace
policies and programmes should integrate mental health
into occupational safety and health, with training for
employers and peers to detect mental health issues and
provide peer support.

Awareness raising. The issue of lack of awareness of
mental health and service provision among the general
population was raised in several key informant
interviews. This also applies to each of the key
populations in this study. There is a need to improve
mental health literacy within the key populations, focusing
on risk factors, stressors and access to MHPSS. The
participation of key populations and community-based
organisations needs to be enhanced in mental health
promotion and stigma reduction, along with strengthening
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access to counselling services, including peer support
systems and helplines.

Conclusions

Ensuring meaningful access to MHPSS of the 4 key
population groups will require a strategic approach
involving both demand and supply side interventions.
Increasing demand for services will require the
development of key-population friendly services,
demand generation activities and the active participation
of key population representatives at all stages. On the
supply side, further reform of MHPSS is needed to
accelerate the transition of service delivery to community
health facilities, invest in capacity building of staff and
improved monitoring of service delivery. A better
balance of investments is needed for key populations to
support mental health promotion, mental health disorder
prevention strategies as well as responsive care
provision.

There is considerable enthusiasm among the mental health
facilities to develop MHPSS for key populations. All
stakeholders are keen to advance MHPSS for populations
that are not currently catered for. While MHPSS have
long been established in Thailand and largely available
in formal health settings, there is an urgent need to bring
in reforms that address the exclusion of key populations
and move more towards effective delivery of community-
based services. There is existing capacity, skills and
systems in place that can be expanded and oriented to
better meet key population needs. Increased investment
is needed in mental health promotion and prevention with
the general population and key populations in particular.

There is a need to develop participatory situation-
response analyses for MHPSS with each key population
in this study. This study has identified a set of common
mental health issues, but these need to be validated with
key population representatives for each group. On the
basis of validated findings, differentiated MHPSS
strategies should be developed with and for each key
population within the policy framework set by the
National Mental Health Plan 2018-2037. These
strategies should include i) mental health promotion, ii)
prevention and iii) affordable, quality, responsive care,
implemented within the appropriate social contexts.
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