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Abstract

Background: This randomized controlled trial (RCT) had two objectives: 1) to evaluate the efficacy, safety, and efficiency of the Healing Drawing 
Procedure (HDP) group trauma treatment intervention in reducing posttraumatic stress disorder (PTSD) symptoms among gender-based 
violence (GBV) survivors and sex workers living in Yangon, Myanmar, and 2) to explore the efficacy, safety, and efficiency of non-specialized 
mental health providers (MHPs), also referred to as frontline workers, administering the HDP group trauma treatment intervention after 
receiving training in the treatment intervention through the Trauma Healing Training Program (THTP). 23 adult women with a mean age of 
38.15 years old participated in the study. A two-arm longitudinal RCT design was applied, comparing a treatment group (TG) and a waitlist 
control group (CG) at three time points. 

Repeated measures ANOVA indicated a significant main effect of time, F (2, 42) = 12.75, p < .001, η² = 0.378, but no significant interaction 
between time and group was found. The Treatment group (n = 10) showed a large reduction in PCL-5 scores from pre-treatment assessment 
(M = 42.00, SD = 16.97) to post-training assessment (M = 32.00, SD = 13.89), with a continued decrease at follow-up assessment (M = 31.00, 
SD = 13.26), indicating sustained effects of the intervention. In the Control group (CG) no significant differences were observed throughout the 
different measurements. The results of the study examining the effectiveness of the HDP program in reducing PTSD symptoms among women in 
Yangon, Myanmar, revealed significant effects in the Treatment group (TG) compared to the Control group (CG). Findings highlight the success 
of non-specialized MHPs in the provision of the treatment intervention, resulting in the reduction of individuals’ PTSD symptoms within two 
populations where the need for mental health treatment is very high and resources are quite low.

Keywords: Healing Drawing Procedure (HDP); Trauma Healing Training Program (THTP); posttraumatic stress disorder (PTSD); non-specialized 
mental health providers (MHPs); frontline workers; mental health psychosocial support (MHPSS); low-and-middle-income countries (LMIC); 
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Introduction	

Gender-based violence (GBV) remains a pervasive issue 
across Myanmar, with some estimates suggesting that half of all 
people identifying as women and girls having experienced at least 
one form of GBV in their lifetime [1,2]. GBV can include physical, 
emotional, sexual, and financial abuse, including intimate partner 
violence (IPV), enacted based on an individual’s gender or sexual 
orientation [1]. It can occur in a range of settings, including within 
the home and workplace, particularly for individuals engaged in 
informal or stigmatized labor such as sex work. While sex work 
is not necessarily violent, many sex workers face legal and social 
marginalization, which increases their vulnerability to GBV and 
creates to barriers to protection both within their personal and 
work life [3].

Myanmar, a country of approximately 54 million people, is un-
dergoing significant demographic and economic shifts, including 
climate-related displacement, and rising poverty, with more than 
two-thirds of the population considered economically insecure, 
subsequently accelerating rural-to-urban migration [4]. These 
shifts are felt acutely in the urban center of Yangon, the economic 
and cultural hub of the country, which has a population of over 5 
million [5]. These overlapping dynamics have disproportionately 
affected the lives of women, girls, and gender-diverse individuals, 
leading to chronic stress and heightened exposure to GBV [6]. This 
is especially true for women working in the informal economy, in-
cluding sex work [3]. 

Exposure to GBV is strongly associated with mental health 
challenges, including increased symptoms of anxiety, depression, 
suicidal ideation, and post-traumatic stress disorder (PTSD) [7]. 
Research from Myanmar consistently shows that exposure to vi-
olence, combined with social, political, and economic stressors, 
is associated with clinically significant rates of mental health 
conditions [8-12]. One population study estimated that one in 
three people in Myanmar experience symptoms consistent with 
a mental health disorder [13]. One study focusing on sex workers 
identifying as women in Yangon found that exposure to violence 
by clients and employers, especially economic abuse, was signifi-
cantly associated with symptoms of anxiety and depression [14]. 
Similar findings have been reported among individuals exposed 
to IPV in the Yangon region [15], suggesting that the association 
between GBV exposure and mental health distress in Myanmar is 
comparable with global research findings [16].

The link between GBV exposure and posttraumatic stress 
disorder (PTSD) is well-documented in the literature [7,16-19]. 
According to the ICD-11, PTSD is defined as exposure to a high-
ly distressing or events, including sexual violence, followed by 
symptoms such as intrusions, flashbacks, nightmares, insomnia, 
emotional numbness, self-isolation, hypervigilance, and avoid-
ance of internal and external triggers that resemble aspects of the 
traumatic event(s) [20]. In attempts to manage the distress asso-
ciated with the trauma, many individuals turn to substance use, 
which can create additional health burdens [21].

Despite the scale of mental health need, the health infrastruc-
ture in Myanmar is significantly insufficient to meet this demand. 
According to the WHO [22], Myanmar only has one specialized 
mental health provider (specialized MHP) for every 100,000 peo-
ple. Untreated PTSD and related conditions can pose a significant 
economic burden due to both direct costs, such as emergency 
health care, and indirect costs, including reduced workforce par-
ticipation and lost wages [23]. These realities underscore the 
need for innovative strategies to expand access to care. 

Task-sharing offers one such strategy. It refers to “the formal-
ized redistribution of care typically provided by those with more 
specialized training (e.g. psychiatrists, psychologists) to individu-
als, often in the community, with little or no formal training (e.g., 
community/lay health workers, peer support workers)” [24]. 
Both the WHO and the International Society for Traumatic Stress 
Studies (ISTSS) recognize task–sharing as a promising approach 
to addressing PTSD in low-and-middle-income countries (LMICs) 
[25,26]. Trauma-focused interventions that trained lay profes-
sionals have demonstrated effective in these LMICs [25,27,28]. 

The AIP Theoretical Model

The Adaptive Information Processing (AIP) model posits 
that memory networks of stored experiences are the basis of 
both mental health and pathology across the clinical spectrum 
[29]. When experiences are adequately processed and adaptively 
stored, they form adaptive long-term memory networks, which 
then become the foundation for learning and resilience in 
the future [29]. When adverse experiences are inadequately 
processed and maladaptively stored (due to concurrent elevated 
sympathetic nervous system arousal states), they form pathogenic 
memories, and are stored in pathogenic memory networks, with 
other memories similar in their components. This results in 
present-day symptoms being “triggered” by aspects of the adverse 
experience(s) (e.g., PTSD, anxiety, depression, irritability, and 
emotional reactivity) [29]. These pathogenic memory networks 
can be targeted and reprocessed through the facilitation of 
the patient’s innate Adaptive Information Processing system, 
resulting in the subsequent modification of the memory, allowing 
for integration with existing adaptive memory networks. The net 
result is decreased symptomology and enhancement of adaptive 
learning and mental health [29]. The AIP theoretical model is the 
foundation of all treatment interventions in the THTP.

Posttraumatic Stress Disorder

Posttraumatic stress disorder (PTSD) is a pervasive mental 
health disorder causing extreme psychological and physiological 
distress. PTSD symptoms include intrusion symptoms (night-
mares and flashbacks), avoidance symptoms, negative alterations 
in cognitions and mood, and arousal symptoms, resulting in de-
terioration in daily functioning, with symptoms developing or 
being exacerbated after the experience of a Criterion A traumatic 
event(s) [30]. Increased arousal and intrusion symptoms related 
to PTSD also correlate with sleep disturbances and overall lower 
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quality of life [31,32]. These functional impairments often lead 
to a deterioration of personal and professional relationships, 
additional health problems, and may result in devastating and 
long-lasting impacts on individuals, their families and conse-
quently, on society as a whole [33].

The Trauma Healing Training Program 

This study was conducted as part of the development of the 
Trauma Healing Training Program (THTP). With task-sharing at 
the core of this training program, the THTP is being developed to 
contribute task-sharing solutions to the global mental health care 
crisis, particularly in LMICs. This training is being developed spe-
cifically to equip non-specialized mental health providers (MHPs) 
with high-quality training and supervision in AIP-informed trau-
ma processing interventions to administer these treatment inter-
ventions to affected populations safely and effectively. With quali-
ty training and effective tools, the intention is for non-specialized 
MHPs to begin narrowing the gap between the desperately need-
ed mental health services and the availability of mental health ser-
vices within their communities. 

The THTP is a two-week training program that includes 
training and supervision in a suite of two AIP-informed group 
trauma treatment interventions, and two AIP-informed individ-
ual trauma treatment interventions. The THTP is comprised of 
the Acute Stress Syndrome Stabilization for Groups (ASSYST-G) 
and the Healing Drawings Procedure (HDP) as group interven-
tions, and the Acute Stress Syndrome Stabilization for Individu-
als (ASSYST-I) and the Protocol for Paraprofessionals (PROPARA) 
as individual interventions. The suite of these four interventions 
empowers non-specialized MHPs to offer a symptom-based tra-
jectory stepped care approach to bringing vital mental health 
treatment interventions to local affected populations within their 
communities. 

Fieldwork is conducted with all interventions taught within 
the THTP. This also includes in-person supervision and support 
of the THTP trainer, a specialized MHP. Specifically, trainees re-
ceived a two-day in-person training in the HDP, which includes a 
demonstration of the HDP, a didactic portion defining trauma and 
recognizing its impact, learning self-soothing skills, and an under-
standing of the window of tolerance and working memory theory. 
The training also includes practicum experience where the train-
ees practice the HDP with each other before going into the field to 
provide the intervention with community members under the su-
pervision of and with the support of the THTP trainer. In-person 
supervision and feedback from the trainer is provided throughout 
the training as well as during all fieldwork. All trainees collabo-
rated with the THTP trainer regarding how to make the adminis-
tration of the HDP, along with other tools taught within the THTP, 
successful within the Myanmar context and culture in general, and 
more specifically for GBV survivors and sex workers. 

Healing Drawing Procedure Group Treatment 
Intervention

The HDP is modeled exclusively after the evidence-based Eye 
Movement Desensitization and Reprocessing Integrative Group 
Treatment Protocol for Ongoing Traumatic Stress (EMDR-IGTP-
OTS) developed and rigorously field-tested by Jarero, et al. [34-
37]. Similar to the EMDR-IGTP-OTS, the HDP is a scripted inter-
vention incorporating elements of art therapy and utilizes the 
EMDR-Butterfly Hug method as a form of self-administered bilat-
eral stimulation (BLS) to process traumatic material [38,39].

Previous Treatment Intervention Studies

The EMDR Group Treatment Protocol adapted for Ongoing 
Traumatic Stress (EMDR-IGTP-OTS,) upon which the HDP is mod-
eled, was initially developed by members of the Mexican Associ-
ation for Mental Health Support in Crisis (AMAMECRISIS) when 
they were overwhelmed by the extensive need for mental health 
services after Hurricane Pauline ravaged the coasts of Oaxaca and 
Guerrero in 1997 [35]. This study is the third research study de-
signed to demonstrate the effectiveness of the HDP provided by 
non-specialized MHPs participating in the THTP [39, 40]. How-
ever, there are numerous published studies demonstrating the 
safety and efficacy of the EMDR-IGTP-OTS [34-37], including the 
EMDR-IGTP-OTS being provided by frontline workers, or non-spe-
cialized MHPs [40-41]. 

One study that is also a part of the development of the THTP, 
examined a training of non-specialist MHPs in the THTP and their 
successful provision of the ASSYST-G with Syrian refugees in Leb-
anon. [42]. The development and implementation of task-sharing 
focused protocols in the field of trauma treatment is of paramount 
significance, given the breadth of impact from trauma on a global 
level. This is particularly urgent need in many high-need, low-re-
sourced areas where social and political instability exacerbate the 
already adverse conditions [43,44]. 

Objective

This randomized controlled trial had two objectives: 1) to 
evaluate the efficacy, safety and efficiency of the Healing Draw-
ing Procedure (HDP) group trauma treatment intervention in re-
ducing posttraumatic stress disorder (PTSD) symptoms among 
adult survivors of gender-based violence and sex workers living 
in Yangon, Myanmar, and 2) to explore the efficacy, safety, and ef-
ficiency of non-specialized MHPs being trained in and administer-
ing the HDP group trauma treatment intervention as part of the 
task-sharing focused Trauma Healing Training Program (THTP).

Method

Study design

To measure the effectiveness of the HDP on the dependent 
variable, PTSD symptoms, this study used a two-arm longitudi-
nal randomized controlled trial (RCT) design. For ethical reasons 
(providing the treatment intervention to all participants), a wait-
list/delayed treatment control group design, comparing imme-
diate treatment and waitlist/delayed treatment groups, was se-
lected. PTSD symptoms were measured at three time points for 
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all participants in the study: Time 1, pre-treatment assessment; 
Time 2, post-treatment assessment (seven days after the last ad-
ministration of the treatment intervention was provided to the 
TG); Time 3 follow-up (30 days after the last administration of 
the treatment intervention was provided to the TG).  For ethical 
reasons, the HDP was provided to all participants in the Control 
group (CG) after all participants completed Time 3 follow-up as-
sessments. 

Ethics and Research Quality

For this study, the research proposal was reviewed and ap-
proved by the EMDR Mexico International Research Ethics Re-
view Board (also known in the United States of America as an 
Institutional Review Board) in compliance with the Internation-
al Committee of Medical Journal Editors recommendations, the 
Guidelines for Good Clinical Practice of the European Medicines 
Agency (version 1 December 2016), and the Helsinki Declaration 
as revised in 2013. 

Participants

This study was conducted between February 26 and April 4, 
2025, in the city of Yangon, Myanmar. A total of 23 adult females 
ages 20-55 years old (M= 38.15) living in or near Yangon, Myan-
mar, met inclusion criteria and were able to complete full partici-
pation in the study. Women were recruited for this study through 
a team of blind-to-the-study social workers affiliated with a local 
humanitarian organization operating throughout the city of Yan-
gon. This partner organization has requested that their name 
be withheld from this publication as they wish to continue their 
work anonymously to protect themselves and the women who 
participated in this study. 

The partner organization offers varying types of assistance to 
survivors of GBV as well as sex workers throughout Yangon. All 
the women recruited for the study also participate in programs 
and services offered though the partner organization, and recruit-
ment of participants was conducted through these programs. All 
the women participated voluntarily, and written informed con-
sent that was translated from English to Burmese was signed. 
Research assistants read the consent to participants to ensure an 
understanding of the study” with “to ensure comprehension of the 
study’s purpose, procedures, potential benefits, and risks as liter-
acy levels of the participants varied widely. Participants were of-
fered the chance to ask any questions they had about the consent 
or the research study in general. Due to the length of travel for the 
women from various locations within the city to the research site, 
all participants were provided with a small transportation allow-
ance for each time they traveled to the research site, either for one 
of the assessment times or to receive the HDP treatment interven-
tion. Participants assigned to the CG were also provided the trav-
el allowance to receive the HDP treatment intervention after the 
conclusion of the study. Participants were advised that they would 
not receive any compensation for their participation in the study. 
All participants signed the written consent in accordance with the 
Mental Capacity Act 2005.

The inclusion criteria for the study were: (a) being an adult 18 
years old or older, (b) being a participant of the programs and ser-
vices offered by the partner organization, (c) having experienced 
GBV or experience as a sex worker (d) voluntarily participating in 
the study, (e) not receiving other specialized trauma therapy, and 
(f) not receiving psychopharmacotherapy for PTSD symptoms. 
Exclusion criteria were: (a) ongoing self-harm/suicidal or homi-
cidal ideation, (b) diagnosis of schizophrenia, psychotic, or bipo-
lar disorder, (c) diagnosis of a dissociative disorder, (d) organic 
mental disorder, (e) a current, active chemical dependency prob-
lem, (f) significant cognitive impairment (e.g., severe intellectual 
disability, dementia), (g) presence of uncontrolled symptoms due 
to a medical illness.

Instrument for Psychometric Evaluation

To measure PTSD symptom severity and treatment response, 
we used the Posttraumatic Stress Disorder Checklist for DMS-5 
(PCL-5) provided by the National Center for PTSD (NCPTSD), with 
the time interval for symptoms to be the past week. This weekly 
administered version of PCL-5 is largely comparable to the origi-
nal monthly version [45]. The PCL-5 was translated into Burmese 
by native Burmese speakers through the Yangon School of Social 
Work, and blind-to-the-study research assistants were trained in 
the administration the measurement tool. The time interval for 
symptoms focused on the past week. The screening tool contains 
twenty items and respondents indicated how much they have 
been bothered by each PTSD symptom over the past week, us-
ing a 5-point Likert scale ranging from 0=not at all, 1=a little bit, 
2=moderately, 3=quite a bit, and 4=extremely. A total-symptom 
score of 80 can be obtained by summing the items. The sum of 
the scores yields a continuous measure of PTSD symptom severity 
and can serve as a screening tool for detecting a probable PTSD di-
agnosis. While the PCL-5 does not contain full diagnostic capabili-
ty, a score of 31-33 or higher suggests a probable determination of 
a PTSD diagnosis based on DSM-5 diagnostic criteria [46].

Procedure

Enrollment, Assessments, Data Collection, and 
Confidentiality of Data

Ten blind-to-the-study research assistants (RAs) were recruit-
ed by the Yangon School of Social Work and volunteered to work 
as RAs for this study. The RAs were trained by the corresponding 
author of this study in completing the consent form, the Burmese 
language PCL-5, as well as how to help participants identify the 
worst memory of their experiences either as a GBV survivor or 
as a sex worker. RAs worked with participants in a one-on-one 
interview format for all three assessment times. 

A manual simple randomization with a 1:1 allocation ratio was 
used to divide all participants into the Treatment Group (TG) of 10 
individuals or the waitlist Control group (CG) of 13 individuals. 
For ethical reasons, the participants in the CG received the same 
HDP intervention, conducted by trainees from the HDP training, 
after all three assessment times had been completed and this 
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study had been concluded. During Time 1, pre-treatment assess-
ment, RAs met with each participant individually to explain the 
project and ensure they understood all elements of the informed 
consent form before signing it. Participants were informed that all 
participation was voluntary and that they could withdraw from 
the study at any time without fear of repercussion. Participants 
were informed that they would receive a small transportation al-
lowance, but otherwise would not be compensated for their time 
and participation in any way other than to receive the HDP treat-
ment either as part of the TG or one month later as part of the CG. 

To identify the worst memory of their experiences as a GBV 
survivor or as a sex worker, they would focus on for the study, the 
RAs asked participants to play a mental movie of, or to review, 
all “...participants to play a mental movie of, or review, all of their 
experiences with GBV...” their experiences with GBV or as a sex 
worker, and to select their worst memory (the Index Event). The 
Index Event was written down on a note card in Burmese to aid in 
ensuring participants were able to focus on the same memory and 
answer the assessment instruments during all three assessment 
times as well as during the HDP treatment intervention. Demo-
graphic information, age, gender, contact information, and how 
long ago the memory occurred were also recorded. 

For all assessment times, the RAs used the same notecards 
with the written Index Event to ensure participants were answer-
ing the PCL-5 questions and measuring the severity of their symp-
toms, within the previous week, based on the same previously 
identified worst memory of their experiences with GBV or as a sex 
worker. Time 1 pre-treatment assessment was obtained the week 
before the TG received the HDP intervention. Time 2 post-treat-
ment assessment was conducted with all participants seven days 
after the TG received the HDP treatment intervention, and Time 3 
follow-up was conducted 30 days after the TG received the HDP. 
The CG received the HDP treatment intervention several days af-
ter Time 3 data was collected. All data was collected, stored, and 
handled in full compliance with the EMDR Mexico International 
Research Ethics Review Board requirements to ensure confiden-
tiality. Each study participant gave their consent to collect their 
data, which was strictly required for study quality control. All 
procedures for handling, storing, destroying, and processing data 
were in compliance with the Data Protection Act 2018. All people 
involved in this research project are subject to professional con-
fidentiality.

Treatment

Over the course of two days, participants received six admin-
istrations of the HDP treatment intervention as a group to repro-
cess pathogenic memories that were an average of 94.1 months 
old (7.8 years old). Participants received a total of six hours of 
treatment. All administrations of the intervention were done in 
Burmese with native Burmese speakers. A different team member 
from the THTP training team volunteered to administer each set 
of the HDP while three to four other team members served as the 

Emotional Protection Team (EPT), per the 1:10 adult participant 
to EPT ratio required for the HDP treatment intervention. The re-
maining team members who were not participating either as the 
leader or part of the EPT observed or assisted with administrative 
tasks. Throughout both days, all team members served either as 
the leader, or as an EPT member, and many served in both roles. 

Non-specialized MHPs and Treatment Fidelity

The team of 16 non-specialized MHPs, who participated in 
the THTP, are MHPSS workers within the partner organization or 
are associated with the Yangon School of Social Work to provide 
services within their communities. The provider team successful-
ly administered the HDP intervention to two separate participant 
groups, the TG and the CG, as part of the fieldwork portion of the 
THTP. The THTP trainers are licensed mental health professionals 
in the United States, EMDRIA Approved Consultants, and EMDR 
Therapy Basic Trainers. The HDP intervention provided to the TG 
was supervised and supported by the THTP trainers to ensure fi-
delity to the training. Consequently, the provider team was able 
to successfully provide the HDP intervention to the CG without 
supervision. 

Treatment Safety

Treatment safety was defined as the absence of adverse ef-
fects, events, or worsening of symptoms. Participants were in-
structed to inform providers or RAs immediately if they expe-
rienced adverse effects, events, or worsening of symptoms. No 
adverse reactions were reported or identified by the providers 
during the treatment intervention administration, nor by the RAs 
during subsequent post-treatment assessment times. 

Examples of the Pathogenic Memories Treated with the 
HDP

Examples of pathogenic memories treated during the HDP 
sessions included many experiences of: a) “being beaten by my 
husband,” b) memories of being beaten and/or cheated out of 
money by clients, and c) contracting HIV. 

Trainees’ Experience with the HDP Treatment Inter-
vention

Very often, discussion and publications of utilizing task-shar-
ing to address the very large gap between mental health services 
needed and services available focus on whether non-specialized 
MHPs or frontline workers can safely and effectively provide men-
tal health treatment interventions [47]. As Sangraula et al. [47] 
point out, the impact of this approach on the non-specialized 
MHPs must also be considered. In their review of the literature, 
Sangraula et al. noted mixed results regarding the personal im-
pact on non-specialized MHPs, though they found the pressure to 
provide services within very high need - low resource settings to 
be the main issue when dissatisfaction was expressed. They also 
found that many non-specialized MHPs identified various positive 
personal impacts related to their being trained in different mental 
health interventions. [47].
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As a standard part of the THTP, trainees complete a pre-train-
ing/post-training survey to measure the impact they experience 
after taking part in THTP training. Data from this team trained in 
Yangon showed that the number of trainees indicating they felt “a 
little prepared, but I need more” to help their clients with trauma, 

reduced from 69.2% to 60%, and those indicating that they felt 
very equipped to help their clients with trauma rose from 7.7% to 
40%. Responses to this same question indicating “Not at all,” or “A 
little bit,” fell to 0% (Figures 1 & 2).

Figure 1

Figure 2

When asked to reflect on their own levels of vicarious trauma 
from their work, and rate the statement “I feel like I have a lot 
of vicarious (secondary) trauma from the work I do, and I don’t 
know what to do about it,” those reporting either, “Yes, that’s true,” 
or “I feel like I have a lot of vicarious trauma, but I know how to 
manage it,” fell from 15.4% to 0%. Those reporting, “I have effec-
tive tools for helping myself to avoid vicarious (secondary) trau-
ma from affecting me,” rose from 30.8% to 70% (Figures 3 & 4).

Statistical Analyses 

A repeated measures analysis of variance (ANOVA) was con-
ducted to compare changes in PTSD over time between the Treat-
ment group (TG) and the Control group (CG). The effect size for 
the ANOVA was reported using partial eta squared (η²). To fur-
ther examine differences between and within groups, indepen-
dent samples t-tests (between groups) and paired samples t-tests 
(within groups) were performed at each time point. Cohen’s d was 
calculated to estimate the standardized effect size for these com-
parisons, with values of 0.2, 0.5, and 0.8 indicating small, medium, 
and large effects, respectively.
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Figure 3

Figure 4

Results  

Repeated measures ANOVA indicated a significant main effect 
of time, F (2, 42) = 12.75, p< .001, η² = 0.378, suggesting overall 
symptom reduction across both groups, but no significant inter-
action between time and group was found. Independent Samples 
t-tests comparing groups showed no significant difference be-
tween groups at pre-treatment assessment. Independent samples 
t-tests revealed that the Treatment group (TG) scored significant-
ly lower than the Control group (CG) at post-treatment assess-
ment (t (21) = –2.78, p = .011, Cohen’s d = –1.11) and at follow-up 
assessment (t (21) = –2.45, p = .023, Cohen’s d = –0.98), demon-
strating large effect sizes. Paired comparisons within the Treat-
ment group (TG) also showed significant decreases in symptoms 

with large effect sizes between T1 and T2: (t (9) = -3.61, p =.00, 
Cohen’s d = –0.72); and between T1 and T3: (t (9) = -3.16, p = .011, 
Cohen’s d = –1.00). The Treatment group (n = 10) showed a large 
reduction in PCL-5 scores from pre-treatment (M = 42.00, SD = 
16.97) to post-treatment (M = 32.00, SD = 13.89), with a contin-
ued decrease at follow-up (M = 31.00, SD = 13.26), indicating sus-
tained benefits of the intervention. In contrast, the Control group 
(n = 13) demonstrated minimal change across time points, with 
scores remaining relatively stable (T1: M = 47.00, SD = 10.62; T2: 
M = 46.00, SD = 11.42; T3: M = 43.00, SD = 11.19). See Table 1 and 
Figure 1. Age did not differ significantly between groups, with an 
overall mean age of 38.15 years (SD = 7.55).
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Table 1: PTSD mean scores (M) and standard deviations (SD) for Treatment Group (TG) and Control Group (CG) by time. 

Time/ group
Time 1Pre-treatment

M (SD)

Time 2Post-treatment

M (SD)

Time 3Follow-up

M (SD)

TG - Treatment group (n=10) 42.00 (16.97) 32.00 (13.89) 31.00 (13.26)

CG - Control group (n=13) 47.00 (10.62) 46.00 (11.42) 43.00 (11.19)

Discussion

This randomized controlled trial had two objectives: 1) to 
evaluate the efficacy, safety, and efficiency of the Healing Drawing 
Procedure (HDP) group trauma treatment intervention in reduc-
ing posttraumatic stress disorder (PTSD) symptoms among sur-
vivors of GBV and sex workers living in Yangon, Myanmar, and 2) 
to explore the effectiveness, safety, and efficiency of non-special-
ist MHPs being trained in and delivering the HDP group trauma 
treatment intervention. This project was done as part of the de-
velopment of the task-sharing focused Trauma Healing Training 
Program (THTP), which is being developed to bring safe and effec-
tive mental health treatment interventions to high-need, low-re-
source contexts, specifically in low-and-middle-income countries 
(LMICs). 

A total of 23 adult female participants met the inclusion cri-
teria and participated in the study. Participants’ ages ranged from 
20-55 (M=38.15 years old). Repeated measures ANOVA revealed 
a significant main effect of time, indicating that PTSD symptoms 
decreased significantly over time for both groups. There was also 
a marginally significant main effect of group, suggesting that the 
treatment group had lower overall symptom levels compared to 
the control group. However, the interaction between time and 
group was not statistically significant, indicating that both groups 
followed similar trajectories of improvement over time.

Independent samples t-tests showed no significant differ-
ence between groups at pre-treatment assessment, confirming 
comparable starting levels. At post-treatment and follow-up as-
sessments, the Treatment group (TG) demonstrated significantly 
lower symptom scores than the Control group (CG), with large ef-
fect sizes (Cohen’s d = - 1.11 and Cohen’s d = -0.98, respectively). 
These findings suggest that the HDP program led to meaningful 
reductions in PTSD symptoms immediately following the inter-
vention and these effects were largely maintained at follow-up. 
Within-group analyses revealed a large reduction in symptoms 
from pre-treatment to post-treatment for the Treatment group 
(Cohen’s d = - 0.72), with continued improvement at follow-up 
(Cohen’s d = -1.00). In contrast, the Control group showed min-
imal changes. 

The results of this study support that this project was suc-
cessful in training non-specialized MHPs to effectively and safely 
provide the HDP group trauma treatment intervention, and that 
the trainees were successful in the provision of the HDP treatment 
intervention, reducing participants’ posttraumatic stress disorder 
(PTSD) symptoms. Due to the transient nature of many individu-

als in Myanmar at this time, and the costly distances required to 
meet with and follow up with these participant populations, it is 
quite difficult to explore more qualitative information from par-
ticipants to provide a solid explanation of these subtle and inter-
esting differences.

Regarding this study’s secondary objective, exploring the ef-
ficacy and safety of non-specialized MHPs being trained in and 
delivering the HDP group trauma treatment intervention as part 
of the task-sharing focused THTP, the study results highlight the 
success of non-specialized MHPs in the provision of the treatment 
intervention, resulting in the reduction of individuals’ PTSD symp-
toms within two populations where the need for mental health 
treatment is very high and resources are quite low. Also, regarding 
the safety of the THTP trainees themselves, not only were they 
able to safely provide the HDP intervention to the study partici-
pants, but also reported high rates of feeling well equipped to con-
tinue helping clients with suffering from the impacts of trauma, as 
well as feeling that they have tools to avoid developing vicarious 
trauma.  These factors also contribute to the safety element of this 
study. 

Conclusion, Limitations, and Future Directions

This study’s results show that the provision of the HDP group 
trauma treatment intervention by non-specialized MHPs effec-
tively reduced the severity of PTSD symptoms for adult females 
with pathogenic memories associated with GBV and sex work. 
While the PCL-5 does not have full diagnostic capability, accord-
ing to [46], a score of 31-33 or higher suggests a probable deter-
mination of a PTSD diagnosis based on DSM-5 diagnostic criteria. 
In this study, participants in the TG had an average PCL-5 score of 
42 at Time 1 pre-treatment assessment, indicating that if given 
a diagnostic assessment they would most likely meet criteria for 
a diagnosis of PTSD. In the TG, the average PCL-5 score reduced 
to 32 at Time 2, seven days after the final HDP treatment inter-
vention administration, and to an average score of 31 at Time 3, 
the thirty-day follow up. This shows promising signs for non-spe-
cialized MHPs to substantially reduce the severity of participants’ 
PTSD symptoms. It is relevant to mention that the sample size was 
small, which may have limited statistical power, particularly for 
detecting interactions.

The study also showed that non-specialized MHPs safely pro-
vided the HDP group trauma treatment intervention. Participants 
reported no adverse effects or events during the treatment inter-
vention administration or at any of the assessment times. None of 
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the participants showed clinically significant worsening/exacer-
bation of symptoms according to their PCL-5 scores or self-report.

Reports in a pre/post impact survey completed by THTP train-
ees also suggest that the HDP is a provider-friendly treatment 
intervention that can be successfully applied by non-specialized 
MHPs, yielding positive treatment results. Non-specialized MHPs 
successfully administering the HDP treatment intervention result-
ing in the reduction of the participants’ PTSD symptoms also fa-
cilitates provider confidence and motivation. This emphasizes the 
feasibility of non-specialized MHPs providing trauma treatment 
interventions to high-needs, low-resourced populations in LMICs, 
where the prevalence of and access to specialized MHPs is limited, 
while also having a positive impact on the non-specialized MHPs.

Due to the unpredictable and transient nature of living in 
Myanmar, utilizing a larger sample size, or conducting a six- or 
twelve-month follow-up was not possible. Therefore, to further 
enhance the robustness of this study, we recommend future ran-
domized controlled trials to include a larger sample size along 
with a longer follow-up period whenever possible to evaluate the 
long-term impacts of this treatment intervention by non-special-
ized MHPs. It should also be taken into the consideration that re-
cruited participants were already engaged in some capacity with 
social services provided by the partner organization. There is a 
possibility that these specific participants may be qualitatively 
different than others in the population, due to the fact that they 
were accessing social, and material supports, therefore potential-
ly skewing the generalizability of the intervention’s effectiveness 
to others in this population. Lastly, there is potential for social 
desirability bias as it is possible that participants may alter their 
responses to appear more favorable or more compliant, especially 
if they have a pre-existing relationship with the organization who 
provides supports.

The research team attempted to limit these issues by recruit-
ing independent RAs who were unknown to the participants and 
not affiliated with the partner organization or any of their services 
in any way. Also, as part of the informed consent that was read to 
all participants before they signed it, participants were informed 
of how their responses to the assessments would be kept confi-
dential by the RAs and the research team and that no one from the 
partner organization would have access to any of their responses 
or information.
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