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[bookmark: _Toc406425360]Executive Summary
Many Liberians are still attempting to manage the emotional and psychological consequences of war in the context of post-conflict vulnerability.[footnoteRef:1] The need for strengthened mental health services of young people was made even more prominent following the psychosocial impacts of the 2014-2016 outbreak of Ebola Virus Disease (EVD).[footnoteRef:2] In response to these needs, The Carter Center’s Mental Health Program in Liberia has implemented Supporting Psychosocial Health and Resilience in Liberia,  [1:  Abramowitz, Sharon Alane, 2010, “Trauma and Humanitarian Translation in Liberia: The Tale of Open Mole”, Cult Med Psychiatry 34: p. 355.]  [2:  Cheung, Eliza, 2015, An Outbreak of Fear, Rumours and Stigma: Psychosocial Support for the Ebola Virus Disease Outbreak in West Africa, Intervention 13 (1): 45-84.] 

Together, The Carter Center, Japan Social Development Fund (JSDF), and World Bank are working with the Government of Liberia (GoL) to respond to the intermediate psychosocial and mental health impact of the EVD crisis and to build long-term psychosocial health and resilience at the individual and community levels in project target areas,[footnoteRef:3] by: training and capacity building of new and existing cadres of mental health providers: mental health clinicians (MHCs), social workers, psychosocial workers, and general community health volunteers (gCHVs); implementation of psychosocial and mental health interventions at the individual, family, and community levels; and supporting project management and monitoring and evaluation to guide project implementation. [3:  The Carter Center, 2017, Project Implementation Manual: Supporting Psychosocial Health and Resilience in Liberia, First revision, June 2017, pp. 4-5.] 

This is an external final evaluation of the project for the purposes of project accountability, as well as programmatic and organizational learning. The evaluation was guided by accepted standards for conducting evaluations in international development; notably it focuses on measuring project effectiveness and impact, two of the Organization for Economic Co-operation and Development – Development Assistance Committee’s (OECD-DAC’s) “Criteria for Evaluating Development Assistance.”[footnoteRef:4] Other criteria such as relevance and sustainability are considered in coming up with conclusions and recommendations for the evaluation. It utilized both primary (such as key informant interviews (KIIs) and focus group discussions (FGDs) and secondary sources of research.  [4:  OECD-DAC, “DAC Criteria for Evaluating Development Assistance” http://www.oecd.org/dac/evaluation/daccriteriaforevaluatingdevelopmentassistance.htm (9 September 2018).] 

Relevance
The project was implemented in the context of profound mental health needs in Liberia stemming from the legacy of conflict, EVD, and persistent deprivation. Firstly, it contributes to Liberia’s commitment and international efforts towards the Sustainable Development Goals.[footnoteRef:5] Further, mental health is one of six focus areas that make up Liberia’s Basic Package of Health Services (BPHS) [footnoteRef:6] The Essential Package of Health Service (EPHS) that followed the BPHS calls for the scaling up national capacities to deliver quality mental health services.[footnoteRef:7] The project also clearly supports the country’s new Mental Health Policy and Strategic Plan 2016-2021, which is the cornerstone of provision of mental health services in Liberia.[footnoteRef:8] Specifically, programming supported a number of strategic objectives of the Policy, including: increasing the clinical capacity of mental health professionals, training community-based workers in mental health, and sensitizing communities about mental health and illness and encouraging families to be involved in the care and management of their loved ones.[footnoteRef:9] Another avenue created by the project to expand access to care were SBCs. The Mental Health Policy calls for school-based mental health services to be provided at schools and early care and learning facilities. [footnoteRef:10] At the heart of the model lies: the ability to meet the health and mental needs of children across a continuum of need; to foster and model appropriate health seeking behaviors and to address mental health needs in a non-stigmatizing manner. [5:  UNDP, “Good Health and Well-being”, http://www.undp.org/content/undp/en/home/sustainable-development-goals/goal-3-good-health-and-well-being.html#targets (1 December 2018).]  [6:  GoL, 2008, Basic Package of Health Services for Liberia, pp. 26-27.]  [7:  GoL, 2011, Essential Package of Health Services, p. 16.]  [8:  Indeed, The Carter Center’s Mental Health Program played an important role in drafting this policy.]  [9:  GoL, 2016, Mental Health Policy and Strategic Plan for Liberia 2016-2021, pp. 17-18.]  [10:  GoL, 2016, Mental Health Policy and Strategic Plan for Liberia 2016-2021, p. 21.] 

Further, the wide range of stakeholders that were included under the programming model resulted in a holistic approach to strengthening mental health. For example, including communities is vital to reducing stigma.[footnoteRef:11] Traditional and religious leaders are another relevant stakeholder group. Aside from the health care system, persons living mental health issues in Liberia most often seek care from religious leaders, with some also going to traditional healers.[footnoteRef:12] Finally, the distribution of the women’s health kit, and associated socioeconomic activities responded to the mental health needs of vulnerable women.  [11:  Van Bortel, et al., 2016, “Psychosocial Effects of an Ebola Outbreak at Individual, Community and International Levels”, Bulletin of the World Health Organization 94: p. 211.]  [12:  Kisa, Rose, et al., 2016, Pathways and Access to Mental Health Care Services by Persons Living with Severe Mental Disorders and Epilepsy in Uganda, Liberia and Nepal: A Qualitative Study, BMC Psychiatry 16, p. 310.] 

Effectiveness and Impact
According to project progress reports, at the time of the evaluation the project had served a total number of 20,956 beneficiaries. Of all beneficiaries, approximately 54.5 per cent of whom were female. The following sections highlight key aspects of project effectiveness and impact.
First Responders
Over the course of the project, 369 EVD first responders received training in culturally relevant self-care and stress-relief techniques, to help them adapt to the stresses associated with their work in EVD response – more than the project goal of 350. Trainers worked with first responders in adopting ways to address the signs of stress and trauma, including activities that support awareness and control of the distress through mindfulness, self-care, and stress relief. FGDs with first responders suggested that many continue to apply training in the present-day. Techniques that participants mentioned during focus groups included: mindfulness (such as breathing and meditation exercises), personal stress-coping strategies (such as walking, exercising, and dancing), social and peer support strategies, etc. 
Training and Capacity-building of Cadres of Health Staff
The project also worked with County Health Teams (CHTs) in Montserrado and Margibi to develop a cadre of health workers at community level with competency in mental health.  These health care workers with diverse professional competencies received training to provide services in mental health and psychosocial support in communities highly affected by EVD. In total, 838 people were trained through the project, including: 32 officers in charge (OICs), 71 MHCs, 102 child and adolescent mental health clinicians (CAMHCs), 45 midlevel health staff, 158 social workers, twelve psychosocial workers, 80 gCHVs, 93 service-users and peer workers, 45 teachers,[footnoteRef:13] and two hundred religious and traditional leaders [13:  Training was on-going at the evaluation time.] 

MHCs’ skill sets were expanded beyond post-basic training. They received additional specialized training through this project in: counseling and listening skills, facilitating community healing dialogues, specific evidence-based interventions such as interpersonal group therapy, dialectical behavioral therapy and children accelerated trauma treatment, as well as, skills in facilitating support groups, substance use disorder training, and resilience training. Though the focus of the project was Montserrado and Margibi Counties, the intervention also impacted the rest of country. CAMHCs came from and returned to work in all fifteen counties. After their training, CAMHCs are deployed to health facilities, hospitals, schools, and other locations across Liberia’s fifteen counties to provide much needed mental health services. Additionally, they received opportunities for continuing education.  Each year of the project provided eight continuing education opportunities for certified MHCs and CAMHCs. Interviews conducted for the evaluation found that the expansion and deepening of mental health skills was generally considered to be the project’s most important impact. Of the health staff just mentioned, many reported receiving multiple trainings. The trainings represented different aspects of health care, including clinical competency in evidence-based interventions, interventions to address burnout, and training in proper record-keeping and data management. In addition to multiple trainings in mental health care theory and techniques, health providers also received resilience training like that given to first responders. As part of such training, midlevel health staff, MHCs, social workers, and gCHVs learned about resilience, including self-reflection on stress indicators and self-care strategies. 
Supervision, Support, and Coordination
In order to support service delivery, monthly case consultation meetings were held with service providers in each of the two counties. The case consultation meetings provided an opportunity for providers to come together and discuss challenging cases that they have encountered, enabling them to learn from each other and improve their skills and review important topics, including: referral pathways, depression in adolescents, patient outcome forms, and post-traumatic stress disorder. Supervision visits were another important part of improving the quality of mental health care. During such visits, supervisors worked to build capacity by examining the strengths and weakness of the facilities, as well as mental health care provided there. A total of 831 supervision visits were made to the 45 health facilities throughout the project.[footnoteRef:14]  [14:  As a result of data cleaning (for example, for inaccurate, incomplete, or duplicated data), evaluation calculations may vary slightly with those in progress reports.] 

Psychosocial Response to EVD
Over the three years of the project, 141 communities received at least one community level intervention – including community healing dialogues, peer support groups, group counseling, and individual counseling – exceeding the project target of 131 communities. Of the total 141 that received an intervention, 21 were in Margibi County and 110 in Montserrado County. Community healing dialogues were formed in communities highly affected by EVD and are considered an effective and contextually appropriate way of promoting post-EVD recovery. Internal project monitoring found that communities that participated in the community healing dialogues had lower levels of stigma than the comparable communities who did not receive this intervention. With higher numbers representing lower levels of stigma,[footnoteRef:15] the mean score in the intervention communities was 7.7, or 63.9 per cent, while the mean score in the comparison communities was 7 or 58 per cent. [15:  The community stigma scale from the community health dialogues study ranged from 0 to 12.] 

Also, throughout the project, there were a total of 1,423 total individuals receiving direct support from peer groups and individual or group counseling. Of these, almost three-quarters (71.7 per cent) were female. Peer counseling groups were facilitated by MHCs, social workers, or psychosocial workers. Those individuals interviewed as part of the evaluation that had benefited from counseling suggested that this activity also raised awareness about mental health to families, and to a lesser extent to communities – further helping end-users can thrive socially and as personally.
Training and Capacity-building of Cadre of CAMHCs 
CAMHC training is an important complement to the mental health services in Liberia, due to the dearth of clinical expertise on children and adolescent mental health in Liberia. At the time of the evaluation, 41 CAMHCs were supporting some 33 schools. Additional school support was provided to trained teachers and administers. Four of the CAMHCs trained through the project are working in the four project-funded SBCs. This project component increases the number of SBCs in Liberia, as well as the number of health and social welfare workers trained to assess, treat, and manage childhood social, emotional, and behavioral problems. It also trains teachers and school administrators to identify and refer children and adolescents with social, emotional, and behavioral problems; promote positive development; and support learning. Unlike community settings, SBCs allow for prolonged and deeper contact with youth. There at total 4,329 cases[footnoteRef:16] seen at the four project-supported SBCs. Of these, there were 1,295 cases seen in Montserrado County and 3,034 seen in Margibi County. About two-thirds of cases seen were female, and approximately one-third were new visits.  [16:  Discrepancies between data in evaluation and that in progress reports may be due to difference in cleaning of data. For example, composite school-based data used for the evaluation excluded all entries not attributed to a particular SBC. ] 

Though a relatively small percentage of school populations utilized the SBCs, it is possible that use of SBCs by students will improve as the effects of teacher training are felt. In order to better support SBCs and other school-based mental health activities, teachers and school administrators received training on how to identify and support children at risk. Training supported the activities of CAMHCs, including those at SBCs. Training was carried out using the Liberian adaptation of the WHO Eastern Mediterranean Regional Office (WHO EMRO) Manual of School Mental Health. Though the WHO Manual of School Mental Health, the manual has been applied successfully in the Eastern Mediterranean Region to improve mental health literacy and self-efficacy among school teachers,[footnoteRef:17] it has never been adapted for use in Africa.  [17:  Imran, Nazish, et al., 2018, “World Health Organization “School Mental Health Manual”-Based Training for School Teachers in Urban Lahore, Pakistan: Study Protocol for A Randomized Controlled Trial”, Trials 19(290).] 

Identification, Referral, and Treatment of Mental Illness
As a result of these activities, there was a total of 28,992 mental health cases reported project-supported facilities, according to monthly reporting. There were 6,076 new cases. Approximately, 53.8 per cent were reported to be female, and about 21.5 per cent where under eighteen. A number of different conditions were noted. Epilepsy, developmental disorder, depression, and psychosis were the most-often treated mental health issues. Two-thirds of patients showed improvement after treatment exceeded the 40 per cent baseline target. Another important component of the project was facility-wide anti-stigma activities. Stigma is one of the most destructive features of mental illnesses. It was wide-ranging detrimental effects on patients, caregivers, and communities.[footnoteRef:18] Another key project focus was to strengthen the mental health system so that individuals in need of additional mental health care are identified and referred accordingly, using existing pathways. Project progress reports indicate that 2,218 referrals have been reported over the course of the intervention – from gCHVs, health care workers, social workers, etc. Of these 64.0 per cent are completed referrals from gCHVs to social workers to MHCs.[footnoteRef:19]  [18:  Shamsaei, Farshid, et al., 2018, “The Effect of Training Interventions of Stigma Associated with Mental Illness on Family Caregivers: A Quasi-Experimental Study”, Annals of General Psychiatry 17(48).]  [19:  The referral pathway is a triangular system of transferring a patient from one level of care to another. Community health workers, midlevel health workers and MHCs refer patients in a triangular pattern from community, to primary health care facilities then to a tertiary level of care and vice versa.] 

Training Religious Leaders and Traditional Healers
Through the project, a total of one hundred religious leaders and one hundred traditional healers participated in training through which they learned: how to identify individuals in acute mental distress, appropriate referral mechanisms, and basic information on mental health, mental illness, and stigma. Further, as part of conducting on-going identification and referral, training participants were encouraged to implement anti-stigma activities in their communities
Liberian Wellness for Women Health Promotion Project
The Liberian Wellness for Women Health Promotion Project was part a sub-grant that was implemented as part of this project in a collaborative effort between Carter Center, LAPS, and HPRT. It consisted of training on the Liberian Women’s Health Promotion Project: Scientific Manual contained extensive information on selected topics that publicize the most common health and mental health issues affecting Liberian women: menstruation, general hygiene, foot care, menopause, sexually transmitted diseases (STDs), family planning, depression, and posttraumatic stress disorder. An internal evaluation showed that fewer trained women experience open mole, feeling down and depressed, and having no interest in going about their daily activities. After training, women were less likely to say that: pain interferes with their normal work, they have health problems that interfere with normal work, or worries that interfere with normal work. The project evaluation also found that all the trained women had higher levels of confidence after training, with more reporting the following behaviors: brushing of teeth twice a day, use a condom, and breathing exercises to deal with anxiety. Thus, there were notable improvements in the physical and mental health of the women trained.
Sustainability
Supporting Psychosocial Health and Resilience in Liberia has made important contributions to mental health in Liberia. Health and social workers trained under the project are also busy providing mental health services in health facilities. Interviews conducted with trained teachers, and the administrators supporting them, also indicated that this group of stakeholders are currently applying in the classroom the skills and knowledge they acquired in mental health. For the most part, however, this group of teachers have not yet began formally training their colleagues. There is some indication that new capacities are passing informally, with trained educational staff advising others according to the understandings of mental health they have acquired through training. Government participation in project design was important in this regard, as the human resources developed through the project will continue to be supported under the existing health system infrastructure. The adapted WHO Manual of School Mental Health was used for the first time in the African context. 
Nonetheless, there are threats to the sustainability of project achievements. If further changes in Ministry of Health and Education staff take place, and high-level champions of mental health are no longer in government, the GoL’s growing commitment to mental health may also wane amid the many competing health and development priorities facing Liberia. Funding for mental health is not assured. Structural issues are a key threat to the sustainability of the project. Many facilities also lack electricity and running water, creating difficulties in service provision. A related problem is that supplies of medications – for instance, psychotropic medications – are inconsistent. Staff attrition is another problem facing sustainability of mental health capacities at the facility level. It was also noted that only a small number of those trained have moved. Moreover, though the project includes some community level staff that have been integrated as CHAs, most gCHVs are still unregistered volunteers whose incentivized activities are contingent upon project funding. Without continued funding, it is unlikely that community level activities will continue. 
Key Lessons Learned
In general, the project has made important contributions to strengthening the capacity of the Liberian health and education sectors to address child and adolescent mental health. The following are a few important lessons from the project experiences: 
· Given the nascence of mental health in Liberia, there is a strong argument to be made for continued international support in mental health. It is important to build on successes already made through this project. Partnership with government in this regard is as important for its advocacy role as it is for programming activities.
· Through the Ministry of Health (MOH) GoL must make develop a well-defined sustainability plan for mental health that makes financial commitments to support its legislative and rhetorical promises. To accomplish this, it should continue to work with national partners, as well as key international partners like Carter Center, World Bank, and JSDF. 
· MOH must continue to work with other governmental stakeholders, as well as key national and international non-governmental partners to strengthen child and adolescent health in Liberia. The importance of expanding and capacitating Liberia’s mental health cadres was already mentioned above. 
· The model developed under this project – and others like it – provides a replicable blueprint for future interventions, in this regard. In particular, additional training for teachers and administrators WHO Manual of School Mental Health can support facility-based efforts with additional classroom-based interventions and resources.
· Subsequent designs of the project could encourage communities to periodically collect funds from community residents as incentives for the gCHVs. In places where such strategies are pursued, interventions work strengthen community health structures such as Community Health Committees to start up “social funds” for collective health initiatives.[footnoteRef:20] This community-based funding strategy could also be applied to incentivize for peer support groups, most of the groups’ activities were also discontinued. [20:  Maternal and Child Survival Program, 2018, “It Takes a Village: Community Loans are Saving Lives in Mozambique”, 9 November https://www.mcsprogram.org/it-takes-a-village-community-loans-are-saving-lives-in-mozambique/ (14 December 2018).] 

· At the community level, shared learning could be useful in identifying and systematizing the most effective community messaging strategies used across the project – standardizing activities used for awareness raising and referral for gCHVs and traditional and religious leaders.  
Efforts made under Supporting Psychosocial Health and Resilience in Liberia must now be continued, drawing on government funding and continued international commitments. In doing so, they can contribute to holistic system of mental health care, through which all citizens are entitled to services that support their psychological wellbeing, through adequate prevent and treatment of mental health issues.
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[bookmark: _Toc406425361]Introduction
Liberia’s health infrastructure was all but flattened by civil war, with approximately 95 per cent of health facilities thought to have been destroyed or rendered non-functional.[footnoteRef:21] Since the end of the conflict, rebuilding health capacities was made a priority. To date, despite major investments in the health care system significant health system challenges remain. A system for mental health services is one challenge. The need for strengthened mental health services was made even more prominent following the psychosocial impacts of the 2014-2016 outbreak of Ebola Virus Disease (EVD).[footnoteRef:22] The psychological impact of more than a decade of civil conflict and an EVD outbreak, exacerbated mental health problems and sharply exposed the impacts of the shortage of adequate mental health care in the country. An international news report that provided coverage of The Carter Center’s Mental Health Liberia Program stated that, “To say the west African country was left ill-equipped to heal the mental health wounds left by the conflict would be an understatement”.[footnoteRef:23] [21:  IRIN (Integrated Regional Information Networks). 2009. “War Wounds Left to Fester.” 12 January. http://www.irinnews.org/Report.aspx?ReportId=82322 (14 October 2013).]  [22:  Cheung, Eliza, 2015, An Outbreak of Fear, Rumours and Stigma: Psychosocial Support for the Ebola Virus Disease Outbreak in West Africa, Intervention 13 (1): 45-84.]  [23:  Burress, Jim, 2014, “Building a Mental Health Infrastructure in Liberia”, Pulitzer Center 11 April https://pulitzercenter.org/reporting/building-mental-health-infrastructure-liberia (14 December 2018).] 

In response, The Carter Center’s Mental Health Liberia Program implemented Supporting Psychosocial Health and Resilience in Liberia. It is a community-based project that aims to address the psychosocial and mental health impact of EVD outbreak at both the individual and community levels, whilst also building capacity for long-term resilience and psychosocial health. The USD 2.75 million project is funded by the Japan Social Development Fund (JSDF), through a trust fund administered by the World Bank, and was implemented from February 2015 to December 2018. Prior to project completion (between October and December 2018), The Carter Center commissioned an external final evaluation for the project consistent with the terms of the grant, to ensure project accountability, as well as programmatic and organizational learning. This report is an outcome of that evaluation. Following this introduction, it outlines the project background, context, and methodology, and uses the evaluation findings to draw conclusions and lessons learned for use by the Government of the Liberia, the World Bank, and implementing agencies in health in Liberia as well as other partners and stakeholders.
[bookmark: _Toc406425362]Project Background
The Carter Center works to prevent and resolve conflicts, enhance freedom and democracy, and improve health, according to a fundamental commitment to human rights and the alleviation of human suffering.[footnoteRef:24] The organization’s current interventions in Liberia build on years of engagement that include conflict mediation from 1992 through 1997, strengthening civil society institutions, and observing elections in 1997.[footnoteRef:25] Since 2010, The Carter Center Mental Health Program (TCC-MHP) has partnered with the Ministry of Health (MOH) to strengthen the national mental health system to:  [24:  The Carter Center, “About Us: Our Mission”, https://www.cartercenter.org/about/index.html (22 November 2018).]  [25:  The Carter Center, “Countries: Liberia”, https://www.cartercenter.org/countries/liberia.html (22 November 2018).] 

· Train a sustainable and credentialed mental health workforce
· Assist the Ministry of Health (MOH) in establishing and implementing the National Mental Health Policy
· Reduce stigma by supporting the formation of advocacy groups and by empowering service users and their family caregivers
By 2015, TCC MHP secured JSDF funding administered by the World Bank to respond in the immediate aftermath of the EVD outbreak in Liberia,[footnoteRef:26] which includes considerable financial and in-kind contributions.[footnoteRef:27] It also builds on World Bank’s significant long-term efforts working in Liberia. The World Bank portfolio in Liberia is currently comprised of fourteen active International Development Association projects with a net commitment of USD 710.51 million.[footnoteRef:28]  [26:  APA News, 2015, “World Bank, Liberia to Work with Japan to Launch Psychological Support Project”, 25 February https://apanews.net/en/news/world-bank-liberia-to-work-with-japan-to-launch-psychological-support-project (22 November 2018).]  [27:  Government of Japan, 2015, Japan’s Response to the Ebola Outbreak, 17 July.]  [28:  World Bank, 2018, “The World Bank In Liberia”, https://www.worldbank.org/en/country/liberia/overview#2 (22 November 2018). ] 

Together, The Carter Center, JSDF, and World Bank are working with the Government of Liberia (GoL) to respond to the intermediate psychosocial and mental health impact of the EVD crisis and to build long-term psychosocial health and resilience at the individual and community levels in project target areas.[footnoteRef:29] This project development objective will be achieved through:  [29:  The Carter Center, 2017, Project Implementation Manual: Supporting Psychosocial Health and Resilience in Liberia, First revision, June 2017, pp. 4-5.] 

· Training and capacity building of new and existing cadres of mental health providers: mental health clinicians (MHCs), social workers, psychosocial workers, and general community health volunteers (gCHVs) 
· Implementation of psychosocial and mental health interventions at the individual, family, and community levels
· Supporting project management and monitoring and evaluation to guide project implementation
Progress towards the aforementioned objectives will be driven by:
· Increasing service providers’ levels of competence, skills, and confidence
· Decreasing depression, post-traumatic stress disorder (PTSD), and poor functioning among project beneficiaries
· Lowering stigma against individuals with mental illness
· Decreasing stigma against EVD-affected individuals and households
· Increasing trust at the community level
The project emphasized the role of strengthening protective factors as a means of promoting long-term health and resilience – for example, by the training of EVD first responders and MHCs and child and adolescent mental health clinicians (CAMHCs). Resilience refers to good mental health and developmental outcomes despite exposure to significant adversity. Individuals who are resilient are more likely to demonstrate an adaptive stress response, have the ability to recover rapidly from stressful events, and be less susceptible to stress-related psychopathologies and poor mental health.[footnoteRef:30] Resilience not only results from an individual’s attributes, but also by his or her interactions with the broader environment, such as those with family, peers, school and work, community resources, and social structures, and institutions. Communities can also be described as resilient if they benefit from a host of protective factors.  [30:  Ialongo, Nicholas, et al., 2006, “A Developmental Psychopathology Approach to the Prevention of Mental Health Disorders”, In Dante Cicchetti and Donald Cohen (eds). Developmental Psychopathology, Vol. 1. pp: 968-1018.] 

[bookmark: _Toc406425363]Project Context
Since the end of Liberia’s fourteen-year civil war the country has made significant progress to rebuild. Notably, the country held its three national elections, the last of which included a peaceful transition of power during the project’s duration, in late 2017.[footnoteRef:31] Post-conflict, the country has also progressed economically. Gross domestic product expanded from 2.6 percent in 2004, to 10.9 percent in 2010,[footnoteRef:32] decreasing to between 2.5 and 3.2, in 2017 and 2018.[footnoteRef:33] During that time, Liberia’s Human Development Index (HDI) has also showed gradual improvement from 0.301 in 2005 and 0.388 in 2012,[footnoteRef:34] to 0.435 in 2017.[footnoteRef:35] However, Liberia still ranks among the poorest countries in the world, with an HDI rank of 181 out of 187 countries with comparable data. In 2007, the last year for which data was available, an estimated 83.8 per cent[footnoteRef:36] of Liberians lived below the poverty line and 94.8 per cent lived below USD 2 per day.[footnoteRef:37],[footnoteRef:38] Job opportunities are scarce, unemployment particularly among the youth remains high and a major challenge for the government.[footnoteRef:39] Other indicators also betray low levels of development. For example, lack of access to education has been a persistent problem since the end of the Liberian civil war,[footnoteRef:40] and still leads to low illiteracy rates – especially for women and girls.[footnoteRef:41]  [31:  Clair MacDougall, Clair, and Helene Cooper, 2017, “George Weah Wins Liberia Election”, New York Times 28 December https://www.nytimes.com/2017/12/28/world/africa/george-weah-liberia-election.html (22 November 2018)]  [32:  World Bank, “Liberia at a Glance”, http://devdata.worldbank.org/AAG/lbr_aag.pdf (22 November 2018).]  [33:  World Bank, “Global Economic Prospects - Forecasts”, https://data.worldbank.org/country/liberia?view=chart (22 November 2018).]  [34:  UNDP, 2013, “Liberia, Country Profile: Human Development Indicators”, http://hdrstats.undp.org/en/countries/profiles/display_xls_output.cfm?country_iso3=LBR&lang=en (22 November 2018).]  [35:  UNDP, 2017, Human Development Indices and Indicators: 2018 Statistical Update, Briefing note for countries on the 2018 Statistical Update, Liberia, http://hdr.undp.org/sites/all/themes/hdr_theme/country-notes/LBR.pdf (22 November 2018).]  [36:  UNDP, 2013, “Liberia, Country Profile: Human Development Indicators”, http://hdrstats.undp.org/en/countries/profiles/display_xls_output.cfm?country_iso3=LBR&lang=en (22 November 2018).]  [37:  The 2007 poverty headcount ratio at $2 a day, at PPP, as a percentage of the total population.]  [38:  World Bank. “Data: Liberia,” http://data.worldbank.org/country/liberia (22 November 2018).]  [39:  World Bank, “Liberia Overview,” http://www.worldbank.org/en/country/liberia/overview (22 November 2018).]  [40:  Republic of Liberia, 2008, Poverty Reduction Strategy, p. 32.]  [41:  UNESCO, “Liberia”, http://uis.unesco.org/en/country/lr (22 November 2018).] 

As mentioned, approximately 95 percent of health facilities were thought to have been destroyed or rendered non-functional during the civil war.[footnoteRef:42] Liberia’s Poverty Reduction Strategy, stated that “poor health contributes significantly to poverty in Liberia, and health systems are in a state of disrepair in the aftermath of the conflict.”[footnoteRef:43] From a mental health perspective, many Liberians are still attempting to manage the emotional and psychological consequences of war in the context of post-conflict vulnerability.[footnoteRef:44] Though progress has been made on key health indicators, such as increasing the number of functioning health facilities and decreasing child mortality,[footnoteRef:45] Liberia’s life expectancy at birth is still one of lowest in the world, at 62 years for males and 64 years for females.[footnoteRef:46] Many other health indicators are also low for adults[footnoteRef:47] and children.[footnoteRef:48] Appropriately, rebuilding health capacities was – and still is – a major national priority for Liberia’s MOH, though Liberia remains dependent upon foreign aid for the delivery of primary and tertiary healthcare.[footnoteRef:49] [42:  IRIN (Integrated Regional Information Networks). 2009. “War Wounds Left to Fester.” 12 January. http://www.irinnews.org/Report.aspx?ReportId=82322 (14October 2013).]  [43:  Republic of Liberia, 2008, Poverty Reduction Strategy, p. 30.]  [44:  Abramowitz, Sharon Alane, 2010, “Trauma and Humanitarian Translation in Liberia: The Tale of Open Mole”, Cult Med Psychiatry 34: p. 355.]  [45:  WHO, Country Cooperation Strategy: At A Glance.]  [46:  WHO, “Countries: Liberia”, https://www.who.int/countries/lbr/en/ (22 November 2018).]  [47:  WHO, “Countries: Liberia”, https://www.who.int/countries/lbr/en/ (22 November 2018).]  [48:  UNICEF, “At a Glance: Liberia”, http://www.unicef.org/infobycountry/liberia_statistics.html (22 November 2018).]  [49:  WHO, 2017, Culture and Mental Health in Liberia: A Primer, WHO/MSD/MER/17.3, p. 19.] 

The 2014-2016 West African EVD outbreak exacerbated Liberia’s already-pressing health situation. In all, Liberia experienced 10,675 EVD cases – of which 4,809 were fatal.[footnoteRef:50] But measures of the impacts of the EVD outbreak extend far beyond just total cases and mortality rates. The outbreak, for instance, has had a serious negative effect on economic development.[footnoteRef:51] Restrictions on travel and public gatherings, implemented as part of the government response to EVD, severely impeded many economic and social activities, as well as those of organizations carrying out international development work.[footnoteRef:52] From a mental health perspective, the traumas of war were further compounded by an EVD outbreak that had profound psychosocial implications at individual, community and national levels.[footnoteRef:53] As a result, mental health disorders are extremely prevalent in Liberia, and should be considered a top chronic disease priority.[footnoteRef:54] Despite the great need for mental health care, few Liberians have access to appropriate services.[footnoteRef:55] The government has included mental health is one of six focus areas that make up Liberia’s Basic Package of Health Services (BPHS), but a dearth of mental health resources undermines service provision across the country.[footnoteRef:56] For example, Liberia has only three psychiatrists to meet the needs of at least 300,000 Liberians suffering from mental illnesses.[footnoteRef:57] Further, the country has only one in-patient psychiatric hospital – the ES Grant Mental Health Hospital, with 80 beds and outpatient services and a stepdown unit for women run by the Sisters Hospitaliers .[footnoteRef:58] Outside of the health system capacities that The Carter Center is helping build, there is a broad but inconsistent network of trauma-healing, gender-based violence counseling, and psychosocial services included in international development, gender, and health programs across the country.[footnoteRef:59] Some of these programs do not meet the level of clinical competency or capacity to address serious mental illness.  Moreover, many people believe mental illnesses to be caused by witchcraft, which cannot be cured by western health care.[footnoteRef:60] This prevents many people from seeking professional help, opting for traditional medicine instead.[footnoteRef:61] Making matters worse, considerable stigma and negative attitudes exist towards persons with mental health issues, who are often referred to insultingly as “crazy”, “mad people”, and “cracky”, and are mistreated in their families and communities.[footnoteRef:62] Among the drivers of this some of this stigma is the belief that It PWMHDs were ex-combatants and that their illness represents deserved punishment for past deeds. It is amid the context of these considerable sociocultural, economic, infrastructural challenges that Supporting Psychosocial Health and Resilience in Liberia is being implemented. Before detailing the project’s effects and impacts, the following section outlines the methodology used to evaluate the project. [50:  WHO, “Ebola: Current Situation,” http://apps.who.int/ebola/en/current-situation (20 March 2018). ]  [51:  UNDP, 2014, Assessing the Socio-economic Impacts of Ebola Virus Disease in Guinea, Liberia and Sierra Leone – The Road to Recovery, December, p. 17.]  [52:  ACAPS, 2014, Briefing Note: Potential Impact of Ebola on Food Security, 10 November.]  [53:  Van Bortel, et al., 2016, “Psychosocial Effects of an Ebola Outbreak at Individual, Community and International Levels”, Bulletin of the World Health Organization 94: p. 211.]  [54:  Lee, Patrick, et al., 2011, “An Analysis of Liberia’s 2007 National Health Policy: Lessons for Health Systems Strengthening and Chronic Disease Care in Poor, Post-conflict Countries”, Globalization and Health 7(37): p. 10.]  [55:  WHO, 2017, Culture and Mental Health in Liberia: A Primer, WHO/MSD/MER/17.3, p. 8.]  [56:  GoL, 2008, Basic Package of Health Services for Liberia, pp. 26-27.]  [57:  The Carter Center, 2018, “Liberia Ramps Up Resources to Improve Mental Health for Children and Adolescents”, 30 March https://www.cartercenter.org/news/pr/liberia-033018.html (28 November 2018)]  [58:  WHO, 2016, “ES Grant Mental Health Hospital in Liberia: Striving to Help People with Mental Illness Get Well”, 4 April http://www.who.int/news-room/feature-stories/detail/e-s-grant-mental-health-hospital-in-liberia-striving-to-help-people-with-mental-illness-get-well (22 November 2018).]  [59:  WHO, 2017, Culture and Mental Health in Liberia: A Primer, WHO/MSD/MER/17.3, p. 37.]  [60:  Kisa, Rose, et al., 2016, Pathways and Access to Mental Health Care Services by Persons Living with Severe Mental Disorders and Epilepsy in Uganda, Liberia and Nepal: A Qualitative Study, BMC Psychiatry 16, p. 310.]  [61:  Kruk, Margaret, et al., 2016, “Population Preferences for Health Care in Liberia: Insights for Rebuilding a Health System”, Health Services Research 46(6): p. 2059.]  [62:  Gwaikolo, Wilfred, et al. 2017, “Health System Preparedness for Integration of Mental Health Services in Rural Liberia”, BMC Health Services Research 17(508): p. 7.] 

[bookmark: _Toc406425364]Evaluation Methodology
The evaluation was guided by accepted standards for conducting evaluations in international development; notably it focuses on measuring project effectiveness and impact, two of the Organization for Economic Co-operation and Development – Development Assistance Committee’s (OECD-DAC’s) “Criteria for Evaluating Development Assistance.”[footnoteRef:63] Other criteria such as relevance, efficiency, and sustainability are considered in coming up with conclusions and recommendations for the evaluation.  The evaluation was also designed and implemented according to established good practices outlined in the, Principles for Evaluation of Development Assistance[footnoteRef:64], for the purposes of programmatic monitoring and evaluation (M&E) to support evidence-based evaluation that allows The Carter Center to demonstrate the impact of its work to donors. Further, conclusions and recommendations focusing on lessons learned can also be used for purposes of organizational learning to inform project design and implementation of similar projects in the future.  [63:  OECD-DAC, “DAC Criteria for Evaluating Development Assistance” http://www.oecd.org/dac/evaluation/daccriteriaforevaluatingdevelopmentassistance.htm (9 September 2018).]  [64:  OECD-DAC, 1991, Principles for Evaluation of Development Assistance, Paris: OECD.] 

The evaluation utilized both primary and secondary sources of research. As described below, secondary research was used to inform the evaluation design, situate the projects in their relevant social, cultural, historical, and political context, and to measure project performance in areas of effectiveness and impact, as well as to gauge relevance, efficiency, and sustainability. Specifically, monitoring data from the project was used for the purposes of assessing effectiveness and impact. Otherwise, the following project documents were used as part of secondary research to inform the evaluation design and triangulate evaluation data: the Project Implementation Manual, progress reports, as well as other relevant project documents. 
Primary research relied largely on qualitative methods, to triangulate through the experiences of different project stakeholders’ monitoring data and study the qualitative processes and the processes related to the programming models. This approach can efficiently leverage existing quantitative data that may be used to measure performance indicators and qualitative data to determine the underlying causal and explanatory factors affecting the project’s performance. The evaluation involved analysis of the intervention’s process logic to identify those factors positively and negatively affecting programmatic success and sustainability. 
The research methodology was designed to be complementary and mutually reinforcing; that is, design and implementation were carried out to validate responses from one method by triangulating it with others. Where possible, data was disaggregated by gender to evaluate the project’s effectiveness in serving the specific mental health needs of women and girls. Detailed descriptions of the methods that this evaluation used are provided below. The final design of the evaluation plan was the responsibility of the consultant, with input from The Carter Center. Importantly, it must be noted that participatory input from The Carter Center was necessary at all stages of the evaluation.
The selection of the number of sites visited balanced time in-field relative to an estimate of how many sites would have to be visited to evaluate project-wide indicators. There are no set rules for these types of methodological designs, as there are when attempting to generate reliable data. The final number was agreed upon after consultations with The Carter Center. The evaluation sampled twelve project health facilities and two school-based clinics (SBCs), focusing on research activities in those areas. Considerations were made to ensure geographical distribution for evaluation activities, with six health facilities and two school-based clinics (SBCs)s visited in each project county. In Montserrado County, the following facilities were included: Devine Joy Community Clinic, Mount Barclay Health Center, Bromley Clinic, Redemption Hospital, Gardnersville Community Clinic, and Kingsville Community Clinic. The SBC at Tubman High School was also included in fieldwork conducted in Montserrado.[footnoteRef:65] Health facilities visited as part of Margibi-based evaluation activities were: Weala Community Clinic, New Destiny Clinic, CH Rennie Hospital, Cotton Tree Health Center, Dolo Town Health Center, and Schefflin Clinic; the SBC at Kakata Rural Teacher Training Institute (KRTTI) Demonstration School was also included.[footnoteRef:66]  [65:  Though the four SBCs included in fieldwork spanned both the JSDF / World Bank and UBS projects, data collected SBCs and teacher/administrator training is thought to be generalizable between projects.]  [66:  Fieldwork was also conducted at Liberian Market Association (LMA) School in Montserrado County and RS Caufield School in Margibi County, two SBCs implemented by The Carter Center under a project supported by UBS Optimus. Fieldwork at these two schools was also used to help understand issues facing SBCs supported under Supporting Psychosocial Health and Resilience in Liberia.] 

Primary research focused on semi-structured key informant interviews (KIIs) and focus group discussions (FGDs), which were conducted with key stakeholders in Monrovia and at each project location listed previously. A final list of research participants was representative of a broad range of the direct and indirect beneficiaries and project stakeholders. To choose specific research participants, the study relied on a combination of two forms of purposeful sampling: convenience and maximum variation sampling. Those key informants and focus group participants that were available for the evaluation were accessed through convenience sampling. However, convenience samples were stratified by key characteristics to ensure maximum variation facilities and persons sampled. KIIs and FGDs solicited insights into relevant impact- and process-oriented variables. This means, that firstly, the selection of key informants and discussion participants was driven by the information it was deemed that each could provide to the evaluation.
The evaluation methodology outlined here allowed for evaluation of impact- and process-oriented project variables. Importantly, a strong evaluation of process based on qualitative primary research maximized organizational learning from the intervention, whereas quantitative analysis of secondary sources helped measure of the projects’ effectiveness and impact. Further, using KIIs and focus group discussions, it is still possible to gauge perceptions of change among interviewees. This method also allows for a step-by-step mapping of the qualitative processes of change. Where possible, change was quantified through monitoring data.
[bookmark: _Toc243811544][bookmark: _Toc406425365]Secondary Research
The evaluation also required a desk review of relevant secondary sources. As mentioned, secondary research was used to inform the evaluation design. Sources that were used for this purpose, included: the project proposals, funding agreements, workplans, intermediate reports, monitoring data, as well as other relevant project documents. Such sources also provided insight into elements of the project’s effectiveness and impact, as well as its relevance, efficiency, and sustainability. Other sources included reports by the GoL, the United Nations, and civil society organizations. Particularly important were strategy health documents produced by the GoL, such as the National Health and Social Welfare Policy 2011-2021[footnoteRef:67] and National Mental Health Policy.[footnoteRef:68] Secondary sources like these were used to ascertain necessary contextual information and further inform as assessment of project relevance. [67:  GoL, 2011, National Health and Social Welfare Policy 2011-2021.]  [68:  GoL, 2016, Mental Health Policy and Strategic Plan for Liberia 2016-2021.] 

Data Sets
Monitoring data was used for the purposes of generating comparative analysis.[footnoteRef:69] Monitoring data was essential for understanding quantitative measures of effectiveness and impact in relation to project outputs and outcomes. At the facility level, data collected for project monitoring represents a significant source of secondary data for measuring availability of services, overall utilization rates, and utilization for mental health services. For the quantitative data already on hand, most indicators are collected separating males and females, thus allowing for disaggregation by gender.  [69:  Data sets included: data from facilities (supervision forms, monthly facility data, Patient Health Questionnaire-9 (PHQ-9) patient follow-ups, assessment of compliance with tenets of mhGAP, etc), training data (pre- and post- tests trainings and assessments of clinical competency), service delivery data, and data from SBC (number of students reached, reasons for their visits, diagnosis, treatment received, etc.)] 

[bookmark: _Toc243811545][bookmark: _Toc406425366]Primary Research
As mentioned, the evaluation utilized KIIs and FGDs as the main primary methods of research.
[bookmark: _Toc243811546]Key Informant Interviews
KIIs were semi-structured, using both standardized close-ended questions and standardized open-ended questions to collect data on measures of project relevance, effectiveness, and partnership. However, semi-structured interviews allowed for non-standardized follow-up questions that varied between key informants, so as to conduct an in-depth analysis of key points, as they arise. For instance, interviews examined: if the project design was relevant to national and county health needs, whether specific project components had been implemented effectively, if they had the expected impact, if there had been any significant challenges during implementation, if partnership and capacity building activities had been implemented successfully and sustainability, etc. Specific questions were asked to gauge how programming addressed different types of mental health issues – for example, mental, neurological and substance use disorders – and, in particular, taking into account pre- and post-EVD issues. KIIs were also used to gauge stakeholders’ perceptions of project effectiveness and impact. 
At total of 67 persons were interviewed as part of the evaluation. Interviewees were representatives of the: The Carter Center Mental Health Program management and staff (four interviewees), MOH from the central ministry (three interviewees), County Health Teams (CHTs) from Montserrado and Margibi Counties (seven interviewees), World Bank (one interviewee), Liberia Association of Psychosocial Services (LAPS) (one interviewee), and Harvard Program in Refugee Trauma (HPRT) (one interview). In addition, end-users were identified through community-level staff. At the facility level, KIIs were conducted with 38 interviewees from mental health cadres: MHCs, CAMHCs (including clinicians at SBCs), psychosocial counselors, social workers, and gCHVs. Eight teachers and school administration at SBCs were also interviewed. In addition, interviews included fifteen end-users, including students from SBCs. Narratives captured from these services produced case studies, which were included as success stories within the evaluation. In some instances, they also highlight challenges to programming. An effort was made to include key informants of both genders. KIIs were not used to generate benchmark quantitative data but were used to examine explanatory and causal factors and a qualitative review of the program strengths and weaknesses. KIIs were led by the consultant, though in some instances support was required for translation.
[bookmark: _Toc243811548]FGDs
The objectives and interview structure of FGDs followed that outlined under KIIs. As such, FGDs emphasized issues outlined through monitoring data, project reporting, and other primary research, probing these to gauge explanatory and casual factors affecting the project. Additionally, FGDs were utilized to measure strengths and weaknesses of community-based activities, as well as any non-project threats and opportunities that may have affected these throughout the project lifecycle. Collective stories of impact were also drawn from FGDs. FGDs where carried out with first responders, traditional and religious leaders, and MHCs and CAMHCs. A total of six FGDs (two for each group) were carried out, with 35 total persons – twelve males and 23 females. FGDs were made up of 6-8 persons. Using 6-12 persons per discussions is standard practice for such a method. The lower end of this spectrum was chosen to allow for a deeper analysis of the project through discussion. Those included as focus group participants were chosen according to a combination of convenience and maximum variation. FGDs were stratified by sex and age.
[bookmark: _Toc243811549][bookmark: _Toc406425367]Data Capture, Analysis, and Reporting
Evaluation data was captured through notetaking and tape recording. Conclusions from all research were drawn from the identification of generalizable patterns and trends through the analysis of quantitative and qualitative data. These were compared to relevant project literature and indicators. As mentioned, case studies were used to capture characteristics and processes associated with significant changes and challenges related to the interventions. For quantitative data, this was done via statistical analysis, using Excel. For qualitative primary research, this was specifically undertaken through content analysis. A participatory approach was used to address conflicting views, focusing on the points at which opinions diverged. Preliminary findings were presented in an initial draft report. The draft report was then circulated among relevant stakeholders for feedback and revision. This definitive final report then integrated feedback and revisions. 
[bookmark: _Toc406425368]Limitations
Overall, the end line evaluation was implemented well and faced few challenges and limitations. Those that were faced are noted below here and should be taken into account when considering the evaluation findings. In some project locations, it was not possible to access all stakeholders. Where this happened, research activities were undertaken with those stakeholders that were present, which were then triangulated with fieldwork conducted in other locations and with key project documents. Further, due to financial and time constraints, it was not possible to conduct a quantitative survey of project impact. Instead, monitoring data was complemented with qualitative perceptions of change – as articulated through KIIs and FGDs. It should also be mentioned that, the study produces measures of change, rather than ‘attributable change’ or ‘impact.’ Importantly, the research lacks a control group to compare to the treatment group of program participants. This means that changes measured in this evaluation do not directly control for external factors, such as cultural and social variables. That being said, every possible effort was made to complement monitoring data with perceptional qualitative data to determine if factors external to the project are playing a role in changes to project indicators.
[bookmark: _Toc243811562][bookmark: _Toc406425369]Ethical and Security Considerations
Ethical considerations were central to the effective and fair implementation of this evaluation, especially where privileged medical information was concerned. In particular, the following topics were included in ethical considerations covered under this study: voluntariness, confidentiality, safety and security, asking sensitive questions, and principles of ethical research. Some of the main ethical considerations of the evaluation can be summarized as follows: all evaluation data remained confidential, all research participants were provided clear information about the research and how it was used, respondents had the right to refuse to participate in any aspect of the evaluation at any time, care was taken to avoid distress to respondents, and all sensitive questions respected respondents’ privacy and refusal to answer. Input was always solicited from local Carter Center staff to ensure that the evaluation design was appropriately adapted to the local context. By applying these and other considerations throughout the study, the evaluation was conducted in an ethical manner.
[bookmark: _Toc243811550][bookmark: _Toc406425370]Key Findings
As per the evaluation terms of reference,[footnoteRef:70] research focused on generating conclusions and recommendations by analyzing the effectiveness and impact of the projects; to see the evaluation terms of reference and reporting obligations and deadlines, see Annexes A and B. According to these terms, obligations, and deadlines, the findings of this evaluation are presented below. Additional OECD-DAC evaluation criteria of relevance and sustainability was also considered.[footnoteRef:71] [70:  The Carter Center, 2018, Terms of Reference and Scope of Services: Implementation Completion Evaluation Report Consultant for: Supporting Psychosocial Health and Resilience project and Improving Child and Adolescent Mental Health in Liberia project.]  [71:  Too little data was captured on project efficiency, for a meaningful analysis of this evaluation criteria.] 

[bookmark: _Toc406425371]Relevance
The project was implemented in the context of profound mental health needs in Liberia stemming from the legacy of conflict, EVD, and persistent deprivation. Firstly, it contributes to Liberia’s commitment and international efforts towards the Sustainable Development Goals; targets under Goal 3 call for the promotion of mental health and wellbeing and the strengthening of the prevention and treatment of substance abuse, including narcotic drug abuse and harmful use of alcohol.[footnoteRef:72] Untreated mental health disorders are one of the most significant barriers to Liberia’s health and development.[footnoteRef:73] One key informant from the MOH spoke from personal experience about the relevance of mental health programming in the Liberian context: “I had post-traumatic stress from the war, and EVD compounded this. You can only imagine what the needs are across the country [for mental health services]”.[footnoteRef:74] In response to the EVD outbreak, the GoL drafted an investment plan for rebuilding a resilient health system in Liberia. The Investment Plan for Building a Resilient Health System in Liberia does not mention investments in mental health specifically, it does call for a focus on improving access to and utilization of quality Essential Package of Health Services (EPHS), of which mental health is part.[footnoteRef:75] Appropriately, the intervention design called for project sites to be chosen where the severity of EVD was greatest. As the country progressed from EVD response to recovery, so too did the project design move from providing support for the mental health and psychosocial impact of the EVD crisis to building the long-term mental health and psychosocial resilience at the individual and community levels.  	 [72:  UNDP, “Good Health and Well-being”, http://www.undp.org/content/undp/en/home/sustainable-development-goals/goal-3-good-health-and-well-being.html#targets (1 December 2018).]  [73:  Gwenigale, Walter, 2010, Broadening the Response: The Role of Academic Medical Centers in Global Health, Massachusetts General Hospital Center for Global Health Inaugural Symposium, 12 November, Boston, MA.]  [74:  KII, MOH, 2 November 2018.]  [75:  GoL, 2015, Investment Plan for Building a Resilient Health System in Liberia 2015 to 2021: In Response to the EVD Outbreak of 2014-2015, pp. 16 and 43] 

As mentioned, mental health is one of six focus areas that make up Liberia’s BPHS.[footnoteRef:76] The EPHS that followed the BPHS calls for the scaling up of national capacities to deliver quality mental health services; this includes ensuring the ability and availability of MHCs to provide services, social workers to do follow-up, gCHVs to carry out referral and public awareness in communities, and teachers to identify and refer students.[footnoteRef:77] There is a clear alignment between the community-to-clinic design of the Supporting Psychosocial Health and Resilience in Liberia Project and each of the mental health priorities identified by the EPHS. Both call for a holistic and systemic approach to mental health in Liberia that builds the capacities of key project stakeholder groups: MHCs, social workers, gCHVs, communities, and teachers. Further, because there were not funds allocated to mental health care in EPHS – nor was mental health funding included in large subsequent initiatives, such as Liberia Rebuilding Basic Health Services – allocations made through this project filled an important funding gaps to expand and strengthen mental health care in Liberia. [76:  GoL, 2008, Basic Package of Health Services for Liberia, pp. 26-27.]  [77:  GoL, 2011, Essential Package of Health Services, p. 16.] 

Looking further at key government documents shows other important symmetries between Liberia’s policy priorities and Carter Center programming. Importantly, the project is in line with the goal of the National Mental Health Program, which is to provide quality mental health services by improving the accessibility and availability of quality treatment at all levels of health care provision and to minimize stigmatization and negative behaviors toward people with mental illness.[footnoteRef:78] The project also clearly supports the country’s new Mental Health Policy and Strategic Plan, which is the cornerstone of provision of mental health services in Liberia.[footnoteRef:79] This was repeatedly expressed during KIIs. For example, one MOH interviewee stated that “a strength of the [The Carter Center] project is it that it fits into the objectives of the Mental Health Policy”.[footnoteRef:80] Specifically, programming supported several strategic objectives of the Policy by:[footnoteRef:81] [78:  GoL, 2011, National Health and Social Welfare Policy and Plan 2011–2021, p. 49.]  [79:  Indeed, The Carter Center’s Mental Health Program played an important role in drafting this policy.]  [80:  KII, MOH, 13 November 2018.]  [81:  GoL, 2016, Mental Health Policy and Strategic Plan for Liberia 2016-2021, pp. 17-18.] 

· Increasing the clinical capacity of mental health professionals
· Training selected professionals to identify, manage, and refer to primary level persons living with mental health issues
· Training community-based workers to recognize signs of mental illness and make referrals to the appropriate health providers and facilities. 
· Sensitizing communities about mental health and illness and encouraging families to be involved in the care and management of their loved ones. 
· Preparing mental health promotion and prevention policies 
Working in these strategic priority areas contributes to the policy vision of comprehensive mental health care services, whereby all Liberians are entitled to services to promote and support their mental and psychological wellbeing, to prevent mental health conditions, and to treat neuropsychiatric disorders; see the project results chain in the figure below.
Figure 1: Project Result Chain
Component 1: Support for the Intermediate Psychosocial Impact of the EVD
Component 2: Support to Build Long-Term Psychosocial Health and Resilience at the Individual and Community Level
(a) Training, capacity building on resilience for select cadres of providers
(b) Development of new cadre of providers for children and adolescents (CMHCs) 
(c) Deployment of CMHCs to schools and to selected communities.
(d) Identification, referral, and treatment of seriously mentally ill vulnerable groups. 


Respond to the intermediate psychosocial health impact of the EVD crisis and build long-term psychosocial health and resilience at the individual and community levels in project target areas.
(a) Design and implement a culturally effective self-care program for EVD workers.
(b) Training and capacity-building to strengthen skills to respond to the psychosocial impact of EVD for specific cadres of health workers.
(c) Implementation of a set of psychosocial interventions that respond to the psychosocial impact of EVD at the individual and community levels.
(d) Identification, referral, and treatment of seriously mentally ill. 

Another key project focus was SBCs. The Mental Health Policy calls for school-based mental health services to be provided at schools and early care and learning facilities. [footnoteRef:82] However, it was suggested that though “SBCs are also in the [Mental Health] Policy, but the government didn’t have budget for these”.[footnoteRef:83] Therefore, programming activities are complementarily targeted at these important gaps in government mental health provision to children and adolescents. Youth in Liberia continue to endure the harsh social, economic and material conditions of everyday life in a protracted post-conflict state.[footnoteRef:84] Further, the wide range of stakeholders that were included under the programming model resulted in a holistic approach to strengthening mental health. For example, including communities is vital to reducing stigma. In this regard, World Health Organization (WHO) research has highlighted that EVD outbreak response efforts should work with communities to address psychosocial needs, to rebuild health systems and trust, and to limit stigma.[footnoteRef:85] In fact, following the EVD outbreak, WHO hosted conference in mental health for Liberia, Sierra Leone, and Guinea, which laid the ground for investments by WHO and World Bank in mental health in the three countries.[footnoteRef:86]  [82:  GoL, 2016, Mental Health Policy and Strategic Plan for Liberia 2016-2021, p. 21.]  [83:  KII, MOH, 13 November 2018.]  [84:  Borbaa, Christina et al., 2016, “A Mental Health Needs Assessment of Children and Adolescents in Post conflict Liberia: Results from A Quantitative Key-informant Survey”, International Journal of Culture and Mental Health 9(1): p. 64.]  [85:  Van Bortel, et al., 2016, “Psychosocial Effects of an Ebola Outbreak at Individual, Community and International Levels”, Bulletin of the World Health Organization 94: p. 211.]  [86:  Inter-agency Standing Committee Reference Group on Mental Health and Psychosocial Support in Emergency Settings, 2015, Mental Health and Psychological Support in Ebola Virus Disease Outbreaks: A Guide for Public Health Programmers.] 

Traditional and religious leaders are another relevant stakeholder group. Aside from the health care system, persons living mental health issues in Liberia most often seek care from religious leaders, and traditional healers.[footnoteRef:87] Thus, effectively including this group in project activities is important to its success. Finally, the distribution of the women’s health kit, and associated socioeconomic activities responded to the mental health needs of vulnerable women. Women and girls in Liberia are vulnerable to social disempowerment,[footnoteRef:88] economic marginalization and exploitation,[footnoteRef:89] and physical violence. [footnoteRef:90] The trauma of war, and the post-conflict socioeconomic effects it created, exacerbated already-existing patriarchal structures and practices that are based largely on male-dominated gendered power relations and the subordinate position of women in the family and the community.[footnoteRef:91] Economic vulnerability can also force women, and especially girls, into transactional sex and situations where they are likely to be sexually exploited.[footnoteRef:92] Therefore, targeted activities that focus on combatting the multiple marginalizations facing females in Liberia is an important addition to programming. [87:  Kisa, Rose, et al., 2016, Pathways and Access to Mental Health Care Services by Persons Living with Severe Mental Disorders and Epilepsy in Uganda, Liberia and Nepal: A Qualitative Study, BMC Psychiatry 16, p. 310.]  [88:  Dziewanski, Dariusz, 2011, Peace without Security: VAWG in Liberia, Liberia Armed Violence Assessment: Issue Brief 2, Geneva: Small Arms Survey, p. 16.]  [89:  UNMIL, 2008, Research on Prevalence and Attitudes to Rape in Liberia, September to October 2008, Monrovia: UNMIL, p. 28; on forced marriages, also see Monekosso 2010.]  [90:  Republic of Liberia, 2007, Liberia Demographic and Health Survey 2007, Monrovia: Republic of Liberia, p. 233.]  [91:  Sarkar, Madhumita, 2008, Combating Gender Based Violence in Liberia, environmental scan to improve response and prevention of sexual and gender-based violence, p. 3.]  [92:  Omanyondo, Marie-Claire, 2004, SGBV and Health Facility Needs Assessment (Montserrado and Bong Counties) Liberia, report for the WHO, Monrovia: WHO, p. 43.] 

[bookmark: _Toc406425372]Effectiveness and Impact
[bookmark: _GoBack]The section below analyzes the effectiveness and impact of key project outputs. During the first two years of the project, The Carter Center focused on building Component 1 activities, which provided support for the intermediate psychosocial and mental health impact of the EVD crisis. The expected outcomes of this project component included: improved mental health and psychosocial outcomes among first responders and other EVD-affected individuals and increased capacity among the different cadres of Liberia’s mental health workforce to address the psychosocial impact of the EVD crisis at the individual and community levels. Component 2 of the project built on the first component, but also emphasized the long-term psychosocial health and resilience at the individual and community levels. The expected outcomes of the second project component included: the development of a system of interventions and trained providers that can identify and addresses psychosocial needs, the distribution of the women’s health toolkit, and the development of a cadre of CAMHCs that can identify children and youth who are particularly vulnerable, or are showing signs of serious emotional distress, and provide appropriate support. 

Table 1: Beneficiaries by Activity
	
	Beneficiaries
	Percentage Female

	Treated at facilities
	6,258
	47%

	Community dialogues 
	463
	61.8%

	World Health Days
	3,157*
	51%*

	First responders trained
	369
	42%

	Receiving counseling and peer support
	1,423
	72%

	Students getting care at SBCs
	4,329
	65.3%

	People reached through facility-based anti-stigma
	865
	54%

	Women’s health kit training and distribution
	300
	100%

	* Estimated


According to project progress reports, at the time of the evaluation the project had served a total number of 20,956 beneficiaries; see the table above. Of all beneficiaries, approximately 54.5 per cent of whom were female. The following sections consider further the effectiveness and impact of the main activities in the two project components. 
[bookmark: _Toc406425373]Training First Responders
First responders were central to EVD response and prevention of further outbreaks during the crisis in Margibi, Montserrado, and other counties. But their role on the frontlines of the pandemic put them at significant risk of physical and psychosocial trauma. Many died as a result of the work they did.[footnoteRef:93] For others, frequent exposure to death resulted in a high frequency of PTSD.[footnoteRef:94] Many first responders dealt with the trauma they experienced by using drugs and or alcohol. According to monitoring data captured through the CAGE questionnaire, alcohol assessments administered over three quarters approximately, 61.9 per cent of respondents are at high risk of alcoholism.[footnoteRef:95] This is lower than the project baseline of 67.2 per cent.[footnoteRef:96] The average CAGE score across the three quarters was 2.4, with a score of 2 or above indicating risk of alcoholism.[footnoteRef:97] Support services were made available to those that showed a need for assistance with alcohol-related problems: some participated in recovery groups, and all engaged with the training on self-care and stress management. Looking at recovery groups, participants commit to attending recovery group meetings each week for 12-15 weeks. Each group uses the Alcoholics Anonymous Big Book, which outlines the basic tenets of recovery, including the power of admission and recognition and the importance of peer group support. An assessment of levels of social support of people participating in the recovery groups indicated 85 per cent had high levels of social support (a score of 4 or higher on the Multidimensional Scale of Perceived Social Support) at follow up, compared to a baseline assessment of 71 per cent. [93:  Thomson Reuters, 2014, “Ebola Outbreak: High Death Toll among Health Worker 1st Responders, 9 August, https://www.cbc.ca/news/health/ebola-outbreak-high-death-toll-among-health-worker-1st-responders-1.2732076 (28 November 2018).]  [94:  Paladino, Lorenzo, et al., 2017, “Reflections on the Ebola Public Health Emergency of International Concern, Part 2: The Unseen Epidemic of Posttraumatic Stress among Health-care Personnel and Survivors of the 2014–2016 Ebola Outbreak”, Journal of Global Infectious Diseases 9(2): p. 45.]  [95:  In Quarters 4, 7, and 8, 58.3 per cent, 75 per cent, and 52.4 per cent of respondents were at high risk of alcoholism, respectively. Though the number of persons assessed in each quarter varied, the in evaluation weighted each quarter equally.]  [96:  It is important to note that these CAGE respondents are different than those used to derive the baseline score.]  [97:  In Quarters 4, 7, and 8, the average CAGE score 2.7, 2.7, and 1.9, respectively. Again, the in evaluation weighted each quarter equally.] 

Over the course of the project, 369 EVD first responders received training in culturally relevant self-care and stress-relief techniques, to help them adapt to the stresses associated with their work in EVD response – more than the project goal of 350. Those trained included: clinical personnel, burial team members, ambulance drivers, disinfectors and hygienists, paramedics, case managers, contact tracers, and crematorium workers. Evaluation of first responder training indicated that it was generally implemented effectively, without notable challenges. Interviews with trainees did reveal some suggestions: longer training durations, refresher trainings, training certificates, etc. Although implementing such suggestions could perhaps have improved the project design, their absence did not seem to be significantly detrimental to project effectiveness and impact. 
FGDs indicated a benefit to first responders, especially in the absence of other opportunities for psychosocial counseling and self-care training. As stated by one first responder trained by The Carter Center: “after Ebola, we didn’t go through counseling. But through the training we learned how to deal with the trauma and stress of the situations we were facing”.[footnoteRef:98] In response to such issues, trainers worked with first responders in adopting ways to address the signs of stress and trauma, including activities that support awareness and control of the distress through mindfulness, self-care, and stress relief. FGDs with first responders suggested that many continue to apply training in the present-day. Techniques that participants mentioned during focus groups included: mindfulness (such as breathing and meditation exercises), personal stress-coping strategies (such as walking, exercising, and dancing), social and peer support strategies, etc. The following statement is indicative of the broader conversations had in this regard: “the things that we learned, I can apply to my work. But I can also now use it for my own life – to not isolate myself when I feel stress and to even do breathing [techniques]”.[footnoteRef:99] Importantly, training included approaches for responders to manage how work experiences with trauma impacted their feelings of personal control, social connection, and overall sense of meaning. Further, many of those trained still work as Environmental Health Technicians for CHTs, meaning that the training they received will be retained in a professional (and personal) capacity within the health system at the county level.  [98:  FGD, first responders, 14 November 2018.]  [99:  FGD, first responders, 14 November 2018.] 

[bookmark: _Toc406425374]Training and Capacity-building of Cadres of Health Staff
The project also worked with CHTs in Montserrado and Margibi to develop a cadre of health workers at community level through training for service delivery in mental health and psychosocial support in communities highly affected by EVD. The health personnel trained totaled 488, as per the table below. In total, 838 people were trained through the project.
[bookmark: _Ref406334595]Table 2: Trainings Completed as Part of the Project
	
	Trainings Received
	Number Trained

	OICs
	Mental Health Gap Intervention Guide (mhGAP-ig)
	32

	MHCs 
	Counseling and listening skills, facilitating community healing dialogues, Interpersonal group therapy, facilitating support groups, substance use disorder training, and resilience training.
	71

	CAMHCs
	Post-basic child and adolescent mental health course, WHO Manual of School Mental Health training-of-trainers, and CATT
	102

	Midlevel health staff
	mhGAP and resilience training
	45

	Social workers
	Family psychoeducation and counselling and listening skills, facilitating support groups, resilience training, and WHO Manual of School Mental Health training-of-trainers
	158

	Psychosocial workers
	Family psychoeducation and counselling and listening skills
	12

	gCHVs
	Anti-stigma, Community Informant Detection Tool, psychological first aid, and resilience training
	80

	Service-users/peer workers
	Facilitating peer support groups
	93

	Teachers
	Family psychoeducation and counselling and listening skills, and WHO Manual of School Mental Health training-of-trainers
	45*

	Religious and Traditional Leaders
	Acute stress identification, anti-stigma, collaborative care, and referral pathways
	200

	Total
	
	838

	* Training was on-going at the evaluation time.


MHCs’ skill sets were expanded beyond post-basic training. They received additional specialized training through this project in: counseling and listening skills, facilitating community healing dialogues, interpersonal group therapy, facilitating support groups, substance use disorder training, and resilience training, as shown in the previous table. Though the focus of the project was Montserrado and Margibi Counties, the intervention also had important impacts for the rest of country. CAMHCs, who came from and returned to work in all fifteen counties. After being trained, CAMHCs have been deployed to health facilities, hospitals, schools, and other locations across Liberia’s fifteen counties to provide much needed mental health services. It is particularly important that remote counties in the north (like: Lofa and Nimba Counties) and in the southeast (like: Sinoe, Grand Gedeh, Grand Kru, and Maryland Counties) now have trained staff providing mental health services. In a news article that reported on the graduation of 19 CAMHCs in Margibi, Vice President Jewel Howard-Taylor stated that “the presence of the newly trained workers would foster and sustain the advocacy against discrimination, stigmatization, and provide adequate health care for people living with mental illness across the country”[footnoteRef:100].Every Liberian county now has at least three MHCs. While there remains considerable need to build up services in places with immense treatment gaps, national expansion of mental health is an important project impact.  [100:  Ballah, Zeze, 2018, “Mental Health Trainings Work to Boost Clinicians’ Skills”, Bush Chicken 11 April https://www.bushchicken.com/mental-health-trainings-work-to-boost-clinicians-skills/ (14 December 2018).] 

	Box 1: Dolo Town Clinic Case Study
John’s* parents took him to numerous traditional healers and health facilities in Margibi for treatment for epilepsy. The eighteen-year-old from Margibi recalls, “I got many pills. But it was no help. Even the country doctor tried with herbs – same thing [no result]. I even stopped with school, because I couldn’t concentrate “for fear of falling down [with seizures]”. I didn’t know what was happening to me”. Eventually, John went as far as Freetown to seek help. “That didn’t help too”, he said. “I don’t know what medicines they gave me. But nothing could help”. After returning to Liberia, a neighboring family suggested that John seek treatment at the Dolo Town Clinic, where a project-trained MHC successfully diagnosed and treated another boy his age with epilepsy. Now John is also receiving treatment: “since a few months now, I am taking the pills they give me. Now it is better at school. I play football. I can do everything”.
* All names have been changed for the purposes of anonymity.


The project also made important contribution to building skills in mental health through trainings. Interviews conducted for the evaluation found that the expansion and deepening of mental health skills was generally considered to be the project’s most important impact. Trained clinicians like those described in the text box above are providing necessary mental health care to patients who may otherwise be provided care through inappropriate means – for instance, treating physical symptoms of mental illness, instead of their underlying conditions. As indicated by one trained health staffer, “before I would treat patients for other disease conditions – like typhoid and malaria. But now I know enough to probe about their life and their problems. So it’s like this that I can come to identify depression cases [for example]”.[footnoteRef:101] As said by another, “I would see patients again and again; and still I would send them away with medication for physical illness. Now I there is greater awareness about these mental health issues, and holistic treatment of also the mental with the physical”.[footnoteRef:102] These are two examples of sentiments that were shared widely by other health staff that had received WHO mhGAP training, which was a training program designed to assist non-specialist health staff appropriately address patients’ mental health needs. Moreover, almost all interviews indicated that prior to training, health services focused largely on physical care of patients, neglecting holistic service provision that also offered mental health treatments. Interviews with health staff also revealed high rates of stigma within the health systems, indicating that before the project it was common for health staff to refer to mental health patients as ‘crazy’ or ‘witched’; another common stigma was the belief that epilepsy is contagious. As indicated by one MHC, “before if you asked the health staff – even me – if epilepsy is contagious, everybody would say ‘yes’. Even in the training we were all shocked when we learned it wasn’t, and then learned the types of epilepsy and how to treat them”.[footnoteRef:103] Anecdotes like these were common throughout fieldwork and serve as an indication of the lasting transfer of knowledge and skills made to the health system through trainings.  [101:  KII, New Destiny Clinic, 6 November 2018.]  [102:  KII, Redemption Hospital, 8 November 2018.]  [103:  KII, Cotton Tree Health Center, 7 November 2018.] 

Additionally, increased awareness about mental health was noted across all key informants as noted as another key project impact. For example, the project “increased medical staffs’ understanding of what mental health is. So, they know it is not just ‘severe’ issues that you can [easily] see [the symptoms of]. But it is also [illnesses like] depression and anxiety”.[footnoteRef:104] This is an important achievement, since a lack of awareness undermines the effectiveness of treatment and can result in negative and stigmatizing attitudes within the health system. The stigmatizing attitudes of others may also discourage people with mental disorders from seeking treatment – for many, there is perceived shame associated with mental illness.[footnoteRef:105] Stigma and exclusion are major contributors to the burden for those living with mental health issues.[footnoteRef:106] Therefore, reducing the stigma is key to improving quality of life for this vulnerable population. [104:  KII, The Carter Center, 5 November 2018.]  [105:  World Health Organization, 2017, Improving Access to and Appropriate Use of Medicines for Mental Disorders, p. 40.]  [106:  de Boer, Hanneke, 2010, Epilepsy Stigma: Moving from A Global Problem to Global Solutions, Seizure 19, p. 630.] 

As part of training and capacity building, MHCs received training in a range of specific manualized and non-manualized psychological intervention[footnoteRef:107] including psychosocial training that builds knowledge and skills related to counseling, with additional training given to address EVD-related trauma and infection protection and control protocols. Some MHCs were also trained on facilitating community healing dialogues and providing guidance and support for peer support groups. Approximately twenty MHCs received additional training on supervision, leadership, and quality assurance to enhance their supervision skills. Mid-level clinicians (19 from Montserrado and 26 from Margibi) were trained using mhGAP, which is designed to help non-specialists appropriately address their patients’ mental health needs. Those that have received the training have been implementing mhGAP in their facilities since then. They gained skills to better recognize the signs of mental illness or psychosocial problems and to refer accordingly. The training also covered the psychosocial effects of EVD, anti-stigma activities, and collaborative care. Social workers were also trained on basic psychosocial intervention skills for social workers, including basic listening and counseling skills, family psychoeducation for children and adolescents and completed referrals.[footnoteRef:108] Training also included content on: use of referral forms, proper referral follow-up, home visits and accessing Liberia’s existing mental health referral pathway. Social workers and psychosocial workers also received training on facilitating support groups and worked together with MHCs in the implementation of support groups. Eighty gCHVs also received training on: EVD anti-stigma and awareness, psychological first aid, and training to help gCHVs respond to individuals in acute crisis. Another important part of the work of the gCHVs in the system of care is the role of case finding using the Community Informant Detection Tool, which is an innovation in Liberia.[footnoteRef:109] The Community Informant Detection Tool, which helps the gCHVs to identify and refer individuals who need mental health support. Focusing on gCHVs from project-supported catchment areas was the most effective strategy for strengthening localized mental health system services and support. However, it was noted in KIIs that the size of catchment areas generally poses challenges for gCHVs; most gCHVs believe that catchment areas were too large for 1-2 gCHVs allocated to them. [107:  Among the interventions that MHCs became competent in were Dialectical Behavioral Therapy, Interpersonal Therapy and Cognitive Behavioral Therapy.]  [108:  TCC developed and validated a manual for this purpose, Family Psychoeducation Manual for Children and Adolescents.  This was widely used in the trainings.  ]  [109:  CIDT was adapted from a tool used in Nepal.  In addition to the Community Informant Detection Tool, other innovations in service delivery in Liberia included: triplicate forms to improve monitoring, psychological first aid for entire community health teams, training of all members of system of care, and planning retreats on mental health for key government stakeholders.] 

Of the health staff just mentioned, many reported receiving multiple trainings, as shown in Table 2 above. The trainings represented different aspects of health care, including clinical competency in evidence-based interventions, interventions to address burnout, and training in proper record-keeping and data management. In addition to multiple trainings in mental health care theory and techniques, health providers also received resilience training like that given to first responders. As part of such training, midlevel health staff, MHCs, social workers, and gCHVs learned about resilience and provider burnout, including self-reflection on stress indicators and self-care strategies. As indicated in evaluation interviews with The Carter Center, this is part of a strategy to embed a holistic set of skills in the health care system, rather than just providing individual trainings to more people. One risk of such a strategy is that trained health workers will exit the health system for other opportunities. Of course, this is a risk facing any training endeavor. But those that produce fewer staff are most susceptible to attrition of human resources. Conversations with Carter Center management and staff suggested that at the time of the evaluation, turnover of mental health providers was low. If that remains to be the case in the long-term, a concentrated training and capacity-building strategy is likely to prove more effective than a more diffuse strategy. 
Supervision, Support, and Coordination
In order to support service delivery, monthly case consultation meetings were held with service providers in each of the two counties. The case consultation meetings provided an opportunity for providers to come together and discuss challenging cases that they have encountered, enabling them to learn from each other and improve their skills and review important topics, including: referral pathways, depression in adolescents, patient outcome forms, and post-traumatic stress disorder. Case consultation also had a quality of care function.  Providers presented challenging cases and how they handled these and in a non-threatening way their colleagues were able to provide feedback.  Supervision visits were another important part of improving the quality of mental health care. During such visits, supervisors worked to build capacity by examining the strengths and weakness of the facilities, as well as mental health care provided there. Working with CHTs to conduct supervision and support can help to most effectively institutionalize quality mental health care in Liberia. There was a total of 831 supervision visits were made to the 45 health facilities throughout the project.[footnoteRef:110] There was significant increase in supervision for MHCs and CAMHCs; between the Quarter 5 and Quarter 14, supervision increased from 61 visits to 114 visits – an increase of 86.9 per cent. Over this period, facilities received an average of 18.5 visits. But there was significant variation in the number of times any facility was visited. For example, two facilities were visited over thirty times, while several others received less than fifteen supervision visits. KIIs indicated that hard-to-reach health facilities were a challenge for supervision, as well as the timely collection of data to document those visits. That longer distances had to be traveled made such activities more costly and time-consuming, while some areas were only accessible by motorbike. Unlike many health programs in Liberia that have many sources of funding, the mental health program does not have specific vehicles for facilitating supervision and access to data. However, it was also noted that (according to government health data), Montserrado and Margibi Counties collected more data on mental health than the other counties. Thus, even with the aforementioned data collection and supervision challenges, monitoring capacities seem to have increased in the two counties under the project. The Project Advisory Committee (PAC) was important in helping to identify and address issues related to the collection and analysis of monitoring data and helping to resolve them. In response to data discrepancies between the central ministry and the counties, Carter Center staff liaised with CHT data staff and the central ministry’s data personnel to improve data collection, analysis, and reporting.[footnoteRef:111] This led to the establishment of a Mental Health Evaluation focal point person at the MOH to monitor mental health data coming into the ministry. This position was identified and staffed through project activities, but it was initially funded by The Carter Center outside of the scope of the project.  [110:  As a result of data cleaning (for example, for inaccurate, incomplete, or duplicated data), evaluation calculations may vary slightly with those in progress reports.]  [111:  KII, The Carter Center, 2 November 2018.] 

	Box 2: Cotton Tree Health Center Case Study
Jordan is 35-year old male and works as a money-changer. He has suffered from epilepsy for several years, but one day he had a seizure at work. His community took him to sick-bush and to church for treatment, but his seizures continued, and he was unable to work. Due to the stigma of epilepsy, his girlfriend left him. Recently, he heard about the services offered at Cotton Tree Health Center and decided to seek treatment. After three months of treatment for his epilepsy, the frequency of seizures significantly reduced, and he was able to return to work.


Improving monitoring data for mental health activities in this way institutionalizes accountability of these activities at the county and central ministerial levels, improving quality of service provision for end-users like the one in the text box above. If mental health data collection is incorporated into government M&E systems, accountability in the provision of mental health services becomes embedded in service provision. But many respondents also expressed the concern that if data collection is not incentivized, quantity, quality, and timeliness of monitoring activities will decrease. For instance, one key informant stated, “there are other things to do in facilities, and data may only be a priority with incentives”.[footnoteRef:112] Indeed, incentives can be a powerful motivating force for action, which in some cases can undermine institutional relationships. As told by another interviewee: “at one [time sic] there was a perception that MHCs were reporting to [The] Carter Center, because that is where funding from their incentives was coming from”.[footnoteRef:113] Their opinions indicate potential problems with sustainability of quality data collection following project completion. At the time of the evaluation, there were no commitments to continue incentives through MOH to facilitate service provision and data collection that sustains future programming at project levels.[footnoteRef:114] [112:  KII, World Bank, 19 November 2018.]  [113:  KII, Margibi CHT, 6 November 2018.]  [114:  The challenge will be to develop incentives that maybe non-monetary such as awards that incentivize health care workers to incorporate data collection and reporting as a routine part of their practice.] 

Overall, it was reported that project support and supervision were facilitated through the coordination mechanism of quarterly PAC meetings,[footnoteRef:115] which were used to discuss the project’s direction and progress. Key informants said that meetings were an effective mechanism for also improving project transparency, as well as building of synergies between the stakeholders by improving coordination and collaboration, and thereby helping to avoid duplication of activities. PAC meetings rotated between Montserrado and Margibi Counties, offering updates on the status of mental health provision in project areas, as well as a forum for the discussion of problems challenges and possible solutions, troubleshooting project-related issues and holding the team members accountable for successes.  Montserrado County Health Team also had monthly coordination meetings for all programs and partners in health and TCC as well as the County Mental Health Team were required to attend and report on activities.  Additionally, there were yearly retreats with the county health teams to review the prior year and plan for the following year. Thus, in addition to serving as a mechanism for improving project effectiveness, the meetings were useful for identifying and addressing gaps and shortfalls in availability of mental health service provision in project areas. For instance, local organizations were able to use their extensive community networks to identify gaps in drug supply, which they were able to communicate directly to the CHT representatives through the PAC.[footnoteRef:116] Further, for local organizations such as LAPS, participation in the PAC was an opportunity to increase credibility and capacity.[footnoteRef:117] Even outside of the Project Advisory Committee (PAC), The Carter Center was able to work with government on different issues. For example, The Carter Center participated in CHT retreats to integrate the project activities into county health planning for mental health service provision. Other important coordination activities included: participation in county coordination meetings, attendance of district health meetings, and regular meetings with County M&E Officers and District Data Clerks. The Carter Center also reported monthly to the Technical Coordinating Committee for Mental Health chaired by the Assistant Minister responsible for mental health, [115:  PAC membership included representatives from: representation from central level Ministry of Health, Ministry of Education, Ministry of Gender, representation from CHTs from Montserrado and Margibi Counties, as well as representatives from the following organizations: The Carter Center, Cultivation for User Hope, International Medical Corps, Liberian Association of Psychosocial Workers, Liberia Board for Nursing and Midwifery, Liberia National Physician Assistant Association, National Ebola Survivor Network, World Health Organization.]  [116:  KII, LAPS, 5 November 2018.]  [117:  KII, LAPS, 5 November 2018.] 

While overall support and coordination was said to be effective, there were areas where project coordination could have been improved. For instance, interviews with the Mental Health Unit suggested that more efforts were needed for better coordination with the central ministry – especially as the project moved from planning towards implementation. As this shift occurred, interviewees from the Mental Health Unit suggested that partnership activities also shifted focus to the CHTs. As said by one interviewee: “in the beginning, central ministry was involved a lot [with The Carter Center] – for planning, approval, and such things. But later, we didn’t see them so much, and weren’t always informed by the counties what was happening”.[footnoteRef:118] These experiences indicate that it cannot be assumed that coordination always effectively exists within government hierarchies. In this case, not all activities at the county level were communicated to, and coordinated with, the central Ministry. [118:  KII, MOH, 13 November 2018.] 

[bookmark: _Toc406425375]Psychosocial Response to EVD
Over the three years of the project, 141 communities received at least one community level intervention – including community healing dialogues, peer support groups, group counseling, and individual counseling – exceeding the project target of 131 communities. Of the total 141 that received an intervention, 21 were in Margibi County and 110 in Montserrado County. 
Community Healing Dialogues
Community healing dialogues were formed in communities highly affected by EVD. Dialogue participants were survivors, and other EVD-affected family and community members. Introduced during the height of the EVD outbreak, community healing dialogues provide an effective way for survivors with “a forum to share their daily struggles during and after the Ebola outbreak and to help one other to rebuild their lives”.[footnoteRef:119] Continuing this proven initiative can be considered an effective and contextually appropriate way of promoting post-EVD recovery. Community leaders selected individual members to participate in the dialogues. Dialogues had 12-15 members and lasted twelve weeks. Individuals identified as needing extra help were referred to individual or group counseling accordingly. In order to evaluate the impact of the dialogues on community stigma against EVD-affected individuals and households, as well as to measure other indicators, Carter Center conducted a matched comparison study; communities with similar characteristics to those that received the community healing dialogues were selected as a comparison against the intervention communities, in order to determine the effect of the dialogues on the communities’ levels of stigma against EVD-affected individuals and households. The study found that communities that participated in the community healing dialogues had lower levels of stigma than the comparable communities who did not receive this intervention. With higher numbers representing lower levels of stigma,[footnoteRef:120] the mean score in the intervention communities was 7.7, or 63.9 per cent, while the mean score in the comparison communities was 7 or 58 per cent. [119:  WHO, 2016, “Building Back Better”, 29 March, http://www.who.int/news-room/feature-stories/detail/mental-health-services-in-liberia-building-back-better (22 November 2018).]  [120:  The community stigma scale from the community health dialogues study ranged from 0 to 12.] 

Individual and Group Counseling
As evidenced through end-user success stories, on an individual level the project demonstrated that with the right support, those with mental health issues can live empowered, dignified, and fulfilled lives. Throughout the project, there were a total of 1,423 total individuals receiving direct support from peer groups and individual or group counseling. Of these, almost three-quarters (71.7 per cent) were female. Persons participating in individual counseling were referred in several ways, including: via gCHVs and community organizations, as well as through community-based activities such as peer group support sessions or community dialogues. Individual counseling was conducted by MHCs and social workers at project-supported facilities, though in some instances counseling was said to be provided in the community or in the home. Persons participating in group-based counseling sessions were referred by health providers and through community-based activities. The groups were facilitated by MHCs, social workers, or psychosocial workers. Those individuals interviewed as part of the evaluation that had benefited from counseling suggested that this activity also raised awareness about mental health to families, and to a lesser extent to communities – further helping end-users can thrive socially, as well as, personally.
	Box 3: Peer Support Group Case Study
Mark, a 32-year old male client, was frequently smoking and drinking, and as a result he was suffering from severe headaches. He tried taking medication for the pain, but to no avail. One day, one of his sisters visited the clinic and she had the opportunity to listen to a health talk about mental illness. She recognized many of the signs and symptoms that were mentioned and realized that her brother might be suffering from mental illness. She encouraged him to visit the health facility for treatment. Mark was assessed and diagnosed with anxiety, and he began receiving treatment, including individual counselling and participating in a peer support group. After a few months, he began recovering, and went back to work at a small business. He decided to join the Diversity Lottery Program and as a result he recently moved to the United States. Even after moving, he still communicates regularly with his mental health clinician in Liberia, and he is doing well. 


Peer Support Groups
Peer support groups were formed in many project communities. Participation in support groups was open to anyone and not referral-based. Peer support groups were led by service-users and supported by MHCs and social workers. Groups came together for twelve-week sessions, with approximately twelve participants attending each week. Membership of some of the groups was focused on specific conditions, while others are open to individuals with a variety of conditions. Most importantly, the support groups were service-user-led, with the thematic composition of topics discussed varying depending on the needs and preferences of participants. Discussions ranged from the sharing of mental health experiences, discussing effects and side effects of treatment, peer education, and support and encouragement for service usage. KIIs suggested that a user-driven approach had an empowering effect for the groups’ participants. In addition to the therapeutic benefits of peer counseling, those participants interviewed through the evaluation indicated feelings of greater agency and reduced stigma through participating in peer support. It was also noted by health staff and gCHVs that peer support participants were sometimes able to refer non-participants for treatment. Indeed, it was said that “even those patients that are not in peer [support] groups can bring people with the same conditions”.[footnoteRef:121] Though it is unclear how often such referrals took place, these experiences point to the potential of user-led referral. Empowering patients as ambassadors for mental health referral, offers an opportunity for greater project impact and community based-project sustainability – as will be described below in greater detail.  [121:  FGD, CAMHCs, 10 November 2018.] 

[bookmark: _Toc406425376]Training and Capacity-building of Cadre of CAMHCs 
In order to address specific issues related to child and adolescent mental health, the project trained groups of CAMHCs. The CAMHC training, developed by Medical University of South Carolina’s Dean of Nursing Dr. Gail Stuart, was a six-month post-basic training in child and adolescent mental health that included didactic and practical training. The CAMHC curriculum builds on work by Carter Center that pre-dates Supporting Psychosocial Health and Resilience in Liberia. Cohorts of trainees rotated between Monrovia (urban) and Kakata (peri-urban) and experienced clinical training in school-based clinics, community health centers, a maternity hospital, a group home for adolescents,[footnoteRef:122] a prison practice and a specialty mental health facility. The CAMHC training is an important complement to the mental health services in Liberia, due to the dearth of clinical expertise on children and adolescent mental health in Liberia. The last cohort of CAMHCs was trained in October 2018. In commenting on a cohort of CAMHCs trained under Supporting Psycho-social Health and Resilience in Liberia, a local news report stated the following: [122:  During training there is a Saturday clinic to provide students the opportunity to work with children and youth in different settings.  The SOS Children’s village group home was the practice in Monrovia and the Kakata Central Prison was the practice in Margibi.  Margibi did not have a comparable practice setting as Monrovia. ] 

“Since 2010, mental health clinicians trained by The Carter Center have made a lasting impact in their communities by establishing new services at the ground level… This new cohort of child and adolescent mental health clinicians is assisting in these efforts by providing specialized care to Liberian youth. Over 20 schools now have clinicians in their clinics or have regular visits by mental health clinicians”.[footnoteRef:123] [123:  Jackson, Omari, 2018, Liberia Ramps Up Resources to Improve Mental Health for Children and Adolescents, Daily Observer, 2 April https://www.liberianobserver.com/news/liberia-ramps-up-resources-to-improve-mental-health-for-children-and-adolescents/ (14 December 2018).] 

The article speaks to the impact made through CAMHC training. The 102 trained and accredited CAMHCs, and currently working in hospitals, clinics, and schools across Liberia.
Across fieldwork for this report, it was widely indicated that community-based mental health activities were not always effective in identifying and referring child and adolescent mental health cases. For instance, one CAMHC indicated: “the gCHVs are important for [increasing] referrals, but they most of the time bring adults. So, it is important that we [the CAMHCs] have skills to identify and treat children and young people”.[footnoteRef:124] Additionally the perception that children and adolescents can have social, emotional and behavioral problems and that are not “born bad” or “just bad” is new to many people.  Therefore, integrating effective child and mental health services through CAMHCs is important to helping ensure that all Liberians – even the very young – are able to access appropriate mental health care. As said by another MHC that was trained in child and adolescent mental health:  [124:  FGD, CAMHC, 10 November 2018.] 

“Many times, if a [medical] staff is not trained in child and adolescent health, it is difficult to detect mental illness. Even MHCs do not have the competencies we have [as CAMHCs] to relate to children and young people, to detect mental health problems early, and to treat them – like, with counselling or psychotropic medications”.[footnoteRef:125] [125:  FGD, CAMHC, 10 November 2018.] 

Poor mental health can have important effects on the wider health and development of adolescents and is associated with several health and social outcomes such as higher alcohol, tobacco and illicit substances use, adolescent pregnancy, school dropout, and delinquent behaviours.[footnoteRef:126] As a result, healthy development during childhood and adolescence contributes to mental health and can prevent mental health problems, and supports a healthy and thriving population: “training for this group of [CA]MHCs is important. The youth are the future for Liberia – for this country to develop.”[footnoteRef:127] Another CAMHC reinforced this sentiment, by saying: “the [mental health] problems here are great, and Liberia must have clinicians that can work with child and adolescent mental health illnesses in the medical workforce.”[footnoteRef:128] [126:  Friedman, Robert, and Krista Kutash, 1992, “Challenges for Child and Adolescent Mental Health”, Health Affairs 11(3).]  [127:  FGD, CAMHC, 10 November 2018.]  [128:  FGD, CAMHC, 10 November 2018.] 

The CAMHC curriculum modeled the MHC curriculum developed by Carter Center and other stakeholders in 2010. The full-time training lasts six months and comprises classroom and clinical hours. Thus, in addition to theoretical knowledge on child and adolescent mental health, CAMHCs gained practical experience on: assessing patients, prescribing psychotropic medications, and doing follow-up and referring. Some CAMHCs also received training in CATT, to better provide health support for children and adolescents experiencing psychological trauma or PTSD. As part of training, which extended in clinical practice, students wrote clinical blogs where they shared case experiences, and these were used as an effective mutual learning technique. The faculty review weekly clinical blogs based on students’ clinical rotations this allows the faculty to assess their levels of competency weekly in the practical components of assessment, diagnosis and treatment.  While on completion of their training CAMHCs take a state credentialing examination that assesses their knowledge there is a need to also test their clinical competency.  The ENACT (ENhancing Assessment of Common Therapeutic factors) was used to evaluate the competency and practical skills of CAMHC cohorts. Averaged over five cohorts ENACT pre-test scores increased from an average of 29.8 to an average post-test score of 41, for an increase of 37.6 per cent.[footnoteRef:129] The adjusted percentage improvement was even higher, moving from 32.9 per cent to 63.8 per cent, for a positive change of 93.9 per cent.[footnoteRef:130] What is more, while 15 per cent of CAMHCs had adequate clinical competency (as measured by a score of 37 or higher on the ENACT assessment) in their baseline or pre-training assessment, 67.7 per cent had adequate clinical competency at the post-training assessment.  [129:  In cohorts 1-5, average pre-test scores were 32.5, 31.7, 30.3, 24.2, and 30.5, respectively. Post-test scores were 38.1, 45, 36.1, 47.4, and 38.2 for cohorts 1-5, respectively. Though the number of persons assessed in each cohort varied, the in evaluation weighted each cohort equally.]  [130:  In cohorts 1-5, average adjusted pre-test percentages were 40.2 per cent, 38.0 per cent. 34.3 per cent, 17.3 per cent, and 34.6 per cent, respectively. Post-test adjusted percentages 55.8 per cent, 74.9 per cent, 50.4 per cent, 81.7 per cent, and 56 per cent for cohorts 1-5, respectively. Each cohort was weighted each quarter equally.] 

During each six-month training for CAMHCs, there were a minimum of 4 CEU opportunities for CAMCs and MHCs who were practicing.  At least two of these in-services each semester were child and adolescent specific.  
Deployment of CAMHCs to Schools and Communities
The Carter Center worked with Liberia’s Ministry of Education (MOE), county education officers, and the Ministry of Gender, Children, and Social Protection to identify schools in need of CAMHCs. Some of these schools are participating in the CAMHC training as clinical placement sites with SBCs established through the project. Many trained CAMHCs are now based in hospitals and clinics, and some provide regular support to local schools. At the time of the evaluation, 41 CAMHCs were supporting some 33 schools. Additional school support was provided to trained teachers and administers. If CAMHCs continue to be supported by the government, then impact of increasing child and adolescent mental health services will persist beyond the project’s lifecycle. Four of the CAMHCs trained through the project are working in the four project-funded SBCs: Tubman High School and BW Payne School in Montserrado County and Lango Lippaye School and Demonstration Kakata Rural Teacher Training Institute (KRTTI) School in Margibi County, and an additional three CAMHCs trained through the project as working in SBCs funded through another grant, with two additional SBCs in Montserrado County and one in Margibi. 
This project component increases the number of SBCs in Liberia, as well as the number of health and social welfare workers trained to assess, treat, and manage childhood social, emotional, and behavioral problems. It also trains teachers and school administrators to identify and refer children and adolescents with social, emotional, and behavioral problems; promote positive development; and support learning. Finally, The Carter Center works with Liberian institutions responsible for ongoing training, policy, and anti-stigma efforts. Carter Center is working closely with partners such as Liberia Board of Nursing and Midwifery and the Liberia National Physician Assistants’ Association, to help ensure that by the end of 2018 mental health training will be fully integrated into Liberia's national curriculum for nursing schools, and the training of a specialized mental health workforce will be led by MOH.
SBCs are an important project impact. Many interviewees suggested that it was difficult to identify children and adolescents with mental health issues in community settings. Though gCHVs stated that it was possible to bring forward cases of epilepsy, they stated that it is more difficult to identify issues such as depression and anxiety. Unlike community settings, SBCs allow for prolonged and deeper contact with youth. The following table indicates that there at total 7,302 cases seen at the six SBCs. Four of these SBCs (B.W. Payne, Tubman, Lango Lappaye, and KRTTI) were directly funded under this project, while two additional SBCs (LMA and R.S. Caulfield were funded under a complementary project but staffed by CAMHCs trained under this project. A third SBC (Paynesville Community School) opened at the end of September, and data had not yet been collected on students seen at this final SBC. 
Table 3: Students seen in school-based clinics
	
	Total Students
	Percentage Female
	Percentage Male
	Percent Unidentified

	BW Payne
	567
	53.1%
	45.7%
	1.2%

	Tubman
	715
	56.1%
	42.7%
	1.2%

	Lango Lappaye
	2,478
	58.6%
	40.8%
	.6%

	KRTTI
	2,282
	59.3%
	39.8%
	.9%

	LMA
	438
	52.7%
	46.1%
	1.1%

	R.S. Caulfield
	822
	52.9%
	46.1%
	1%

	TOTAL
	7,302
	57.1%
	42%
	.9%


Overall, it can be said that a relatively small percentage of the total population of students come to seek treatment at the SBC. Some schools have very large student populations. Still, it must be noted that for those students that do get treatment, it is impactful; see for example Box 4, below, for one student’s story. As stated by one student, “there are many problems that students can have that they need help with to help them behave and do better in school. If I feel down or upset, I can come to this clinic”.[footnoteRef:131] Many learners like the one described in the text box are able to receive effective treatment of depression, anxiety, behavioral control issues, etc. Even students who seek treatment for physical ailments offer the CAMHC an opportunity to screen for social, emotional and behavioral problems and conflicts with families and friends that impede a students’ well-being. The CAMHCs at SBCs indicated their belief that this model of service delivery is especially useful for developing a rapport with learners, over long-term contact that consolidates trust in a way that would not be possible at community-based health facilities; as said by clinician: “it’s not just about treatment, it’s about getting involved in peoples’ lives”.[footnoteRef:132]  [131:  KII, KRTTI Demonstration School, 6 November 2018.]  [132:  FGD, CAMHCs, 10 November 2018.] 

	Box 4: KRTTI Demonstration School SBC Case Study
Anthony, a sixteen-year-old student at KRTTI Demonstration School, is dealing with anger issues. “Last year I fought twice in class [with other students]”, he explains. “I just get very vexed, and then it happens that I can’t control what I do. And that’s how the fighting happens”. He experienced similar issues outside of school, as well: “I even fought on old woman there in my community. I believe she insulted me. I was angry, and we hit each other. So, people came to see me as a boy that causes problems”. Anger issues at school led to a suspension, and the threat of expulsion. But instead of being expelled, Anthony was sent to the SBC to meet with the CAMHC. She has worked with him through individual counseling and directed him in group counseling. Through these counseling sessions, Anthony says he has learned several anger management techniques that he applies inside and outside of school. “The first thing you can do is breathe. The breathing exercises I can do, will make me more calm. Also, [I learned] you can change your location, or weight the pros and cons of a situation”, he explains. In this way, Anthony has managed to avoid confrontations. He says: “now I feel like I can be more in control of myself, and better in my life”.


It is possible that use of SBCs by students will improve as the effects of teacher training are felt. In order to better support SBCs and other school-based mental health activities, teachers and school administrators received training on how to identify and support children at risk. Training supported the activities of CAMHCs, including those at SBCs. Training was on-going at the time of the evaluation, with the expectation to reach its goal of training 180 teachers and school administrators in sixty schools across the two project counties.[footnoteRef:133] Training was carried out using the Liberian adaptation of the WHO Eastern Mediterranean Regional Office (WHO EMRO) Manual of School Mental Health. The adaptation was completed under the guidance of WHO Child and Adolescent Mental Health Consultant, Dr. Laura Pacione, a child and adolescent psychiatrist. Teachers interviewed as part of the evaluation indicated that participating in training gave them increased understanding of a number of important mental health and related issues, including: childhood development, behavioral management strategies for the classroom, life-skills education, as well as guidance on identification and referral of students for mental health care to SBCs and other health facilities. [133:  Training for teachers includes the project counties, and 5 other counties with CAMHCs (Grand Gedeh, Maryland, Sinoe, Nimba and Grand Bassa.  ] 

Though the WHO Manual of School Mental Health, the manual has been applied successfully in the Eastern Mediterranean Region to improve mental health literacy and self-efficacy among school teachers,[footnoteRef:134] it has never been adapted for use in Africa. Though this first adaptation created delays in project implementation through an adaptation and validation workshop and additional refresher training after curriculum finalization, as the first use of the Manual of School Mental Health in Africa these efforts could offer important lessons for further uses of the school-based curriculum in Liberia. An evaluation of the manual is underway. There is also the potential to inform other countries regionally and across the African continent from work done as part of this project. What is more, time taken to get approval with both the MOH and MOE makes it more likely that government buy-in has been created to adopt the curriculum for roll out in other counties in Liberia.  [134:  Imran, Nazish, et al., 2018, “World Health Organization “School Mental Health Manual”-Based Training for School Teachers in Urban Lahore, Pakistan: Study Protocol for A Randomized Controlled Trial”, Trials 19(290).] 

Delays in teacher training likely reduced the ability to assess the overall impact of the project in time for this reported, as the rollout trainings were implemented later and over a smaller part of the project duration. That being said, at all four of the SBCs visited during the evaluation, there was a perception that corporal and labor-based punishments have decreased since training. Generally, there is a perception that there is less focus on punitive behavioral control – such as by removing students from class or school, or having them perform work around the classroom or school groups – to working with students, parents, CAMHCs, teachers, and administration to help identify and address underlying issues of behavioral problems. As said by one trained teacher: “us teachers have more idea that [learners’] problems are deeper than the classroom, and they [the students] need help not to be punished or made to work”.[footnoteRef:135] This sentiment was echoed by other teachers that were interviewed: “when you learn more about the problems that young people can have, you can think how better to help them – maybe send them to the clinic here, instead of out of the class or to work”.[footnoteRef:136] Further, some teachers and CAMHCs indicated a belief that training had a multiplier effect that extended to even those teachers that had not been part of trainings, as mental health awareness was passed to this group informally from those that had been trained. These opinions could not be verified, but if true, are an indication of potential for project benefits that extend beyond expected impact. [135:  KII, RS Caufield SBC, 7 November 2018.]  [136:  KII, LMA, 12 November 2018.] 

It should be noted that it was not only WHO Manual of School Mental Health teacher training that created behavioral change. As part of their activities, all CAMHCs interviewed reported conducting classroom-based interventions to educate teachers about mental health issues. Upon opening, for example, the SBCs undertook awareness raising and sensitization campaigns with teachers about rights of students, and the roles of teachers and clinicians in the availability of mental health services at the SBCs. These are thought to have created a greater awareness among the teaching staff to child and adolescent mental health issues. However, despite WHO Manual of School Mental Health training and other sensitization activities, interviewees at all levels reported that there were still teachers that maintained old behaviors – punishing (often corporally) students as before. Both teachers and CAMHCs suggested that the vast majority of trained teachers had improved their behaviors towards learners, however, there is still an overall persistence of punitive actions that connects to cultural stereotypes of perceived experiences of children in Liberia. As said by one trained teacher, “some of the teachers can still become vexed. They think, in a western society these human rights approaches might work… But the African child is difficult and needs discipline”.[footnoteRef:137] Others noted that because most teachers have not been trained, there might an overall resistance to adopting new teaching techniques. In particular, there were a number of instances of resistance to perception of a “human rights”[footnoteRef:138] narrative that empowers students and disempowers teachers. An interesting debate arose in some discussions about more being done to include administrative figures, and especially principals, in training to create greater buy-in. Though some principals were included in the training, this was often not the case. On one hand, a classroom-based intervention has a more direct impact on the lives of leaners. On the other hand, administrative buy-in creates a sense of buy-in at the school level that can be important to helping ensure that project effects can be more easily institutionalized across all school activities. Administrators are an important authoritative voice in endorsing change in classrooms – for instance, when new behavioral techniques come into conflict with old punitive measures. Such efforts might especially important given that structural impediments may make it more likely that overstretched teachers resort to punishing students, rather than seeking deeper long-term solutions to behavioral issues. All interviews at project-schools indicated that over-population of classes is a significant problem for teachers, with too few teachers to give adequate individual attention to students. An upcoming evaluation specifically on the WHO Manual of School Mental Health training is expected to shed greater light on the effects of the training.   [137:  KII, RS Caufield SBC, 7 November 2018.]  [138:  KII, Tubman High SBC, 8 November 2018.] 

It is also important that, in addition to counseling, CAMHCs also undertake other activities that create awareness about mental health services. For example, classroom-based sensitization and learning sessions were reported as a useful tool for raising awareness about mental health in schools. Clinicians also described participating in other valuable activities, such as peer group discussions and home visits. It was suggested by some CAMHCs that the overall workload is considerable and can lead to burn out. In particular, there were concerns that this workload would increase in the future, if the Mental Health Assistants supported by the projected were not retained by the government. Assistants working at SBCs are not on the government payroll. it is unclear whether the MOH would continue to support this role. Interviews with members of the CHT suggested that this role is unlikely to be continued after the project closes. The opinion of the CHTs is that because the project did not adequately institutionalize the roles of Mental Health Assistants, the activities of this group will not be folded into government activities. According to the one Montserrado CHT member: 
“We were not informed in planning for the Mental Health Assistants, so in a way we are not aware of this role and cannot take it forward. If it had been done differently, the county could have assign the [Assistant] role and then taken responsibility [for it after project completion]”.[footnoteRef:139] [139:  KII, Montserrado CHT, 5 November 2018.] 

Though less of an issue with children and adolescents compared to adults, shortages of medication were reported to be a problem that limited the effectiveness and impact SBCs – as they did at non-school-based facilities. Overall, lack of resources is a major impediment across Liberia’s health and educational systems. However, simply providing resources is unlikely to be an answer to such problems outside of the lifecycle in any given project. In a poignant example of this, Lango Lappaye SBC: “the generator is just sitting in the storeroom, because we don’t have fuel”.[footnoteRef:140] Without sustained support for fuel and maintenance, the impacts of resource transfers are likely to be short-lived. Despite such obstacles, the clinic was still working, and students were still getting services because, even though there is no electricity in the entire school. What these experiences indicate it that simply providing infrastructural and equipment, cannot solve resource shortfalls in the long-term, unless resources can be maintained. However, even in the absence of appropriate equipment, services can continue, through the adaptability and persistence of clinicians and support staff. Thus, building human resources would seem the more sustainable investment for improving health care in Liberia. [140:  KII, Lango Lappaye SBC, 6 November 2018.] 

To support the activities of the school-based clinics, Parent Advisory Groups (PAGs) have been established at each of the four schools with a SBC. PAGs were said to be important to promoting holistic solutions to behavioral issues among learners. PAGs aimed to increase parent and caregiver involvement in students’ school-based mental health activities by discussing important issues in schools and SBCs in a conversation between parents (and caregivers), teachers, and students. Interviewees noted that such groups typically discussed school issues on a case-by-case basis and were able to cite a number of instances of impact on the lives of specific learners. It is unclear whether they were similarly successful in addressing larger systemic issues in schools. Future implementation of PAGs may require a greater focus on the identification and solving of more generalizable problems affecting mental health at the school level. The evaluation also indicated some concerns about the sustainability of PAGs. Because PAGs were incentivized through the provision of snacks and transportation, many PAGs are now inactive. In some cases, it was noted that issues previously covered as part of PAG meetings have been taken over in Parent-Teacher Association (PTA) meetings, since PTA groups meet anyway. However, two issues prevail.  There is a question of confidentiality when the wider parent body is involved with the clinics and the lack of student and clinician representation at PTA meetings which means that their may be perspective lost if the PTA substitutes for the PAG. One option is to advocate for the inclusion of student and CAMHC representation within the PTA. Another is that parents and students are included during monthly review meetings at health facilities.
[bookmark: _Toc406425377]Identification, Referral, and Treatment of Mental Illness
As a result of these activities, there was a total of 28,992 mental health cases reported project-supported facilities, according to monthly reporting. There were 6,076 new cases. Approximately, 53.8 per cent were reported to be female, and about 21.5 per cent where under eighteen. Several different conditions were noted. The figure below indicates that epilepsy, developmental disorder, depression, and psychosis were the most-often treated mental health issues. 
Figure 2: Frequency of Mental Health Issue

Cumulatively, of the 875 individuals with baseline scores for the Patient Health Questionnaire (PHQ-9), which was used in the 45 participating health facilities to screen for depression over Quarters 11-14, only one hundred had follow-up scores; of these one hundred individuals, 66 per cent improved from baseline to follow up. That two-thirds of patients showed improvement after treatment exceeded the 40 per cent baseline target. 
An important component of the project was facility-wide anti-stigma activities. Stigma is one of the most destructive features of mental illnesses. It was wide-ranging detrimental effects on patients, caregivers, and communities.[footnoteRef:141] In speaking to health staff, they indicated that stigma was still a problem among providers, and that staff themselves were guilty of discriminating against those with mental health issues. As said by one key informant: “even among ourselves [in the medical profession] we stigmatize each other. You can be called a ‘crazy person doctor’ [if you’re working in mental health]”.[footnoteRef:142] Thus, working with health providers to reduce stigma was an important project activity. Clinician stigma against persons with mental illness was measured using the Social Distance Scale. According to this metric, for 2016, 85.4 per cent of clinicians’ post-test social distance scores fell into low levels of stigma. This number fell slightly to 79.6 per cent for 2017. Looking at a comparison of average pre-test and post-test scores, stigma decreased for both years; that is, during it social distance dropped by 22.2 per cent in 2016, and by 11.8 per cent in 2017. [141:  Shamsaei, Farshid, et al., 2018, “The Effect of Training Interventions of Stigma Associated with Mental Illness on Family Caregivers: A Quasi-Experimental Study”, Annals of General Psychiatry 17(48).]  [142:  KII, Montserrado CHT, 8 November 2018.] 

Another key project focus was to strengthen the mental health system so that individuals in need of additional mental health care are identified and referred accordingly, using existing pathways. The project provided training to midlevel health staff, MHCs, social workers, gCHVs and others on different aspects of the referral pathway. The project also worked with community in the project counties, as well as with partners across the country, to combat the stigma associated with mental illness though a variety of training activities. Project progress reports indicate that 2,218 referrals have been reported over the course of the intervention – from gCHVs, health care workers, social workers, etc. Of these 64.0 per cent are completed referrals from gCHVs to social workers to MHCs.[footnoteRef:143] An important part of this was the training of gCHVs, who were trained as part of the project and live and work in communities attached to the mhGAP trained facilities. The gCHVs also educate families and community members to support and include people living with mental illness in the community. Including families was important, as the choice of mental health care often depends upon family’s perceptions of the cause of illness. For instance, if the family felt witchcraft was the cause of mental illness, they were more likely to seek care from a traditional healer.[footnoteRef:144]  [143:  The referral pathway is a triangular system of transferring a patient from one level of care to another. Community health workers, midlevel health workers and MHCs refer patients in a triangular pattern from community, to primary health care facilities then to a tertiary level of care and vice versa.]  [144:  Kisa, Rose, et al., 2016, Pathways and Access to Mental Health Care Services by Persons Living with Severe Mental Disorders and Epilepsy in Uganda, Liberia and Nepal: A Qualitative Study, BMC Psychiatry 16, p. 310.] 

	Box 5: Gardnersville Community Clinic Case Study
“I’ve been with this sickness for a long time”, says a 28-year-old Gardnersville resident named Patience, who has epilepsy. “I first went to the country doctor, and even to the pastor. I spent lots of money – but nothing [helped me]”. Last year, she was referred to Gardnersville Community Clinic by a project-supported gCHV working in her community. Once there she was screened, diagnosed, and treated, and has been receiving treatment ever since: “when I first came for treatment, I didn’t think it would be better. But it has helped me a lot. I do feel like I can live my life”. However, although the Carbamazepine she received originally was effective, inconsistent supply of the drug created difficulties. Patience says: “sometimes it is not available. And when I get other medicines, the seizures can come back. It’s like this that you can get discouraged”. As noted in other KIIs, inadequate or inconsistent drug supply can decrease demand for mental health services, as patients have their treatment interrupted. Addressing structural issues related to national supply of psychotropic medications must be priority for the GoL and its partners.


Evaluation fieldwork confirmed that many users were referred by gCHVs and other uses who had successfully received treatment for the same condition. A common approach for referral is for mental health awareness raising to be undertaken collectively, and then be followed up by one-on-one work with patients that identify themselves after hearing community messages. The use of success stories was a commonly cited strategy to promoting mental health awareness among communities and families. Overall, gCHVs indicated that they adapted community messaging through trial and error but indicated that they could benefit from additional training about how to better conduct awareness raising. Given this, a shared-learning refresher workshop could be helpful to systematize the most effective community messaging. This could also help to standardize strategies and activities used for awareness raising. Moreover, many gCHVs (and some social workers) interviewed for the evaluation suggested that they did not have sufficient skills to identify child and adolescent mental health issues. For instance, gCHVs said that it is difficult to identify cases of childhood depression at community, due both to insufficient training and skills and limited extended contact with children. The difficulties associated with community-based provision in child and adolescent mental health services gives even greater importance to school-based interventions supported through The Carter Center’s Mental Health Program.
The community-based activities of gCHVs are important to anti-stigma and referral. As noted above, interviews suggested that catchment areas were too large for 1-2 gCHVs allocated to them. The evaluation found that referrals can require considerable work from community-based staff. Imparting information on mental health and services was not sufficient to complete referrals. Successful referrals often require a number of follow-up visits before patients or caregivers can be convinced to seek care at a facility. Often patients would need to be accompanied to facilities. Patients also requested transportation or funds for transportation. Given the level of engagement required to complete referrals, it is likely that decreases in activities at community level after project completion – for instance, if gCHVs cannot be incentivized to continue providing support – will also result in lower levels of referral. Referrals are an important part of increasing use of appropriate mental health services, whether it is from communities to primary health facilities, or from primary care to secondary care, as in the text box below.
As mentioned above community stigma, this indicator was assessed upon completion of the community healing dialogues in Quarter 7. Comparisons of community stigma found that communities that participated in the community healing dialogues had lower levels of stigma than the comparable communities who did not receive this intervention.[footnoteRef:145] Similarly, communities that participated in the community healing dialogues were found to have slightly higher levels of community trust than the communities who did not receive the intervention.[footnoteRef:146]  [145:  The community stigma scale ranged from 0 to 12, with higher numbers representing lower levels of stigma. The mean score in the intervention communities was 7.67, while the mean score in the comparison communities was 6.96.]  [146:  The community trust scale ranges from 0 to 16, with higher scores indicating higher levels of trust at the community level. The average score for the intervention communities was 10.57, while the average score for the comparison communities was 9.95.] 

	Box 6: Gardnersville Community Clinic Case Study
Stephen became severely depressed when he was fired from his job. He isolated himself for months, refused to eat, and stopped participating in his usual activities. His family became concerned and brought him to CH Rennie, where he was referred to the Mental Health Department for treatment. At the time that he was brought in, Stephen was unresponsive and kept his eyes closed. His family gave the mental health clinician his health history and described his symptoms. Stephen was put on treatment for depression, and within two weeks was attending the clinic by himself and talking to the clinician about what had happened to him. After four months of treatment, Stephen recovered, and he is now back to work at a small business.


It should be mentioned, however, that awareness-raising is a component of behavioral change around social norms but does not necessarily address the embedded nature of discrimination. Norms are collective expectations.[footnoteRef:147] Anti-stigma initiatives should therefore be understood as one important element of a set of comprehensive measures aimed at the attitudes in the home, community, and society, which determine the acceptability of ostracizing and punishing those that live with it. Because of this, breaking the dynamics that drive stigma requires more than increasing knowledge about mental health, or merely convincing individuals that stigmatizing behavior is wrong. Effective communication for development strategies must work holistically to target the social ecology of that reinforces discrimination.[footnoteRef:148] One option to promote changes in social norms is to further leverage community leadership, to support stigma-free communities, using a collective approach adopted by entire communities such as that used in Open Defecation-Free Communities initiatives.[footnoteRef:149]  [147:  Coleman, James, 1987, “Norms as Social Capital,” In Economic Imperialism: The Economic Approach Applied Outside The Field of Economics, edited by Gerard Radnitzky and Peter Bernholz, pp. 135-36.]  [148:  UNICEF, MODULE 1:  What are the Social Ecological Model (SEM), Communication for Development (C4D)? https://www.unicef.org/cbsc/files/Module_1_SEM-C4D.docx (1 December 2018).]  [149:  Odagiri, Mitsunori, et al., 2017, “Enabling Factors for Sustaining Open Defecation-Free Communities in Rural Indonesia: A Cross-Sectional Study”, Int J Environ Res Public Health 14(12): 1572-99.] 

Training Religious Leaders and Traditional Healers
Another key identification and referral and anti-stigma activity in Component 1 was the training of religious leaders and traditional healers. A total of one hundred religious leaders and one hundred traditional healers participated in training through which they learned: how to identify individuals in acute mental distress, appropriate referral mechanisms, and basic information on mental health, mental illness, and stigma. Further, as part of conducting on-going identification and referral, training participants were encouraged to implement anti-stigma activities in their communities. These were implemented as part of their usual responsibilities at the community-level. FGDs indicated that following training, leaders would include mental health topics in their religious messaging. However, in only a few cases was this messaging sustained in the long-term. The religious leaders that sustained awareness-raising activities believed these to be an effective way of providing information about mental health. Others suggested that the momentum created by initial trainings had a short-term effect but needed additional engagement to sustain anti-stigma endeavors. It should be noted though that most trainees also participated in dedicated anti-stigma activities – for example, 175 in Montserrado and Margibi Counties participated in designing, planning, and implementing activities to commemorate World Mental Health Day in 2016. 
Significantly, the efforts made to recruit religious leaders through the CHTs, from communities within catchment areas served by facilities with project-trained mhGAP health staff, helped to strengthen the system of care and support for persons with mental illness in these communities. Those trained included pastors, priests, Imams, traditional healers, traditional midwives, and senior community leaders. A study conducted to examine the impact of mental health training activities implemented with religious and traditional leaders found that the vast majority believed they: could identify people with mental health needs, could refer individuals to health services, and could providing counseling to community members.[footnoteRef:150] However, evaluation fieldwork suggested that few referrals by religious and traditional leaders have been made. Facility- and community-based staff believed referrals by religious leaders peaked following training, and subsequently decreased. This opinion was echoed in discussions with traditional and religious leaders: “to be honest, after the training we were motivated for referrals. But since then, activity has dropped. Maybe it would help if we meet about this more regularly – to motivate us all”.[footnoteRef:151] For instance, after a handful of referrals in in previous years from traditional or religious leaders, Kingsville Community Clinic had not seen any referrals in the year preceding the evaluation.[footnoteRef:152] [150:  The Carter Center, 2017, Supporting Psychosocial Health and Resilience in Liberia (TF019188): Quarter 11 Project Progress Report, pp. 2-3.]  [151:  FGD, traditional and religious leaders, 13 November 2018.]  [152:  FGD, Kingsville Community Clinic, 13 November 2018.] 

FGD participants revealed that each had referred 1-2 people a year to a health facility for mental health in the last two years. The vast majority of these were said to be epilepsy referrals. While key informants at different levels corroborated reports of referrals from religious leaders, popular sentiment among evaluation participants was that it is unlikely that traditional healers will refer patients, as “it is like taking money from their own pocket”.[footnoteRef:153] There were no reports during the evaluation of such referrals taking place. Overall, many people still go traditional healers or religious leaders before receiving treatment at facilities. Patients were often brought to health facilities after traditional or spiritual ‘care’ options were exhausted. Perhaps creative community-based options for incentivizing or fining those traditional healers that treat mental health issues without referring, as has been done with Traditional Birth Attendants to promote facility-based deliveries.[footnoteRef:154] Doing so would require considerable buy-in from community leaders from the outset of the project.  [153:  KII, CH Rennie, 6 November 2018.]  [154:  Mayevskaya, Yana, et al., 2017, Final Report Evaluation of Big Belly Business Program Pilot in Liberia, Report prepared for the Open Society Foundations London, UK, 20 October, p. 13.] 

When it comes to referral, most religious leaders stated a belief that mental health care requires a combination of medical treatment with spirituality. The following statement is representative of others expressed by religious leaders: “we do refer patients. But they need spiritual counseling, as well. Without god, even the treatment wouldn’t work. God is key”.[footnoteRef:155] Thus, the project approach of working in concert with spiritual beliefs seems an effective one – as opposed to, for example, confronting and pushing away religious groups. A potential entry point for engaging religious and traditional leaders may be the appropriate institutional structures for each. Such groups may include: Liberian Council of Churches, National Muslim Council of Liberia, Traditional Medicine Federation of Liberia, etc. This may provide greater authority to institutionalizing mental health messaging in the long-term into the activities of religious and traditional leaders.  [155:  FGD traditional and religious leaders, 13 November 2018.] 

There was some disagreement in discussions with religious leaders about what types of mental health cases should be referred. From these discussions it seems as if the danger exists that traditional and religious leaders perceive themselves to qualified to undertake mental health counseling, instead of simply identifying and referring cases. As stated in one discussion: “not all cases can be referred. There are some types of cases that only need spiritual counseling. Severe cases with violence, and epilepsy, and deep depression should go to the clinic”.[footnoteRef:156] Thus, additional oversight is needed to ensure that these groups are applying training properly. As with gCHVs, a shared-learning refresher workshop might help systematize community-based activities for this group by standardizing strategies and activities used for awareness raising. It could also provide for a forum to ensure that messaging is being appropriately communicated by religious leaders, and other related groups.  [156:  FGD traditional and religious leaders, 13 November 2018.] 

Structural Constraints
Project impact was likely reduced by structural issues such as drug shortages. Within many interviews it was mentioned that increased demand for mental health services increased pressure on health facilities to deliver these services, and in turn to provide psychotropic medications. Lack or delays in resupplies and undersupplies were noted throughout the evaluation. The lack of a sustained supply of medicines for mental health treatment is an ongoing challenge throughout Liberia, the causes for which may include: the lack of a supply system and funds, unwillingness to import medicines, and hesitation among health staff to prescribe.[footnoteRef:157] It is clearly beyond the scope of the project to support Liberia’s National Drug Service (NDS), and it is reasonable to make the programmatic assumption that NDS can supply health facilities, including SBCs, with necessary medications. But outside of this project Carter Center’s Mental Health Program is making efforts to support NDS. In partnership with MAP International and MOH, Carter Center is working to increase the sustainable supply of psychiatric medications in Liberia.[footnoteRef:158] But it must also be noted that drug shortages can be reasonably expected to have negatively affected impacts of the delivery of mental health services. Experiences from other fragile settings, for instance, have found that increasing demand for services requires ensuring that the supply end functions to meet such demand.[footnoteRef:159] Patient perceptions of adequacy of care are increasingly recognized to influence demand for and appropriate utilization of services.[footnoteRef:160] Lost confidence in formal health care can cause people to turn to the informal sector for their needs.[footnoteRef:161]  [157:  WHO, 2016, “Building Back Better”, 29 March, http://www.who.int/news-room/feature-stories/detail/mental-health-services-in-liberia-building-back-better (22 November 2018).]  [158:  The Carter Center, 2018, “MAP International and Liberia Ministry of Health Team Up to Combat Mental Health Crisis in Liberia”, 13 March https://www.cartercenter.org/news/pr/mental-health-liberia-031318.html (13 December 2018).]  [159:  Joint Consortium on Gender Based Violence, Effective Responses for Gender Based Violence Addressing GBV in Post-Conflict & Fragile States: A Case Study of Sierra Leone, Learning Brief No. 7, p. 6.]  [160:  Kruk, Margaret, et al., 2010, “Rebuilding Health Systems to Improve Health and Promote State building in Post-conflict Countries: A Theoretical Framework and Research Agenda”, Social Science and Medicine 70: 89–97.]  [161:  Svoronos, Theodore, Rose Jallah Macauley, and Margaret Kruk, 2015, “Can The Health System Deliver? Determinants of Rural Liberians’ Confidence in Health Care”, Health Policy and Planning 30, p. 828.] 

	Box 7:  Weala Community Clinic Case Study
A couple of years ago, Christine went to a traditional healer for treatment. “I could not eat or sleep. The stress was too much. I had too many headaches.” The symptoms she was experiencing were the result of problems present in her marriage. As she explained, “the [country] doctor put a leaf on my head for the ‘open mole’”.[footnoteRef:162] But after traditional medicine failed to help her, Christine went to Weala Community Clinic. She was diagnosed with depression and prescribed anti-depressants that were effective in addressing the symptoms of her depression. “I come for the medicine now, and it helps me sleep and live normal without headaches. I come again and again to get the medicine”. Christine is also receiving individual counseling. During her visits to the clinic, the mhGAP-trained Officer in Charge discovered that her depression was also the result of lingering trauma from a rape she experienced when she was eighteen. Now 33-years-old, Christine is moving forward with her life through medication and counseling she receives. Of her situation, she says: “it is not easy to make these problems go away. But at the clinic here they are doing their best to help me”. [162:  While its defining symptom is the soft spot on top of the skull, Open Mole is commonly associated with many symptoms, including: severe headache, neck pain, back pain, fatigue, weakness, nightmares, troubled sleep, loss of appetite and social withdrawal.] 



Indeed, across interviews at all levels, unavailability and inconsistency of medications was noted as a significant issue, undermining the long-term demand for mental health services. Patients seeking care are likely to be discouraged in future health-seeking endeavors if they cannot access medications, or if they cannot access their preferred medications. As a result, there was a noted level of relapse among existing patients due to a lack or inadequacy of medications. Though the project is not directly focused on working with NDS, project coordination activities – for example, through the PAC – were important to identifying structural problems and attempting to find appropriate solutions to them – even if this was not always possible. 
Other structural factors also greatly affect the demand for mental health services. Even if proper medication is available at health facilities, some might not be able to access it. The demand for treatment is affected by many factors, including the cost of services and geographical distance from health care providers.[footnoteRef:163] Factors such as these were mentioned as key impediments to service demand across all evaluation activities; as stated in one health facility: “people need treatment or refills, but don’t have transport money. You have to go to them and bring them to the clinic, or even have the clinic staff visit them”.[footnoteRef:164] [163:  World Health Organization, 2017, Improving Access to and Appropriate Use of Medicines for Mental Disorders, p. 40.]  [164:  KII, Dolo Town Health Center, 7 November 2018.] 

[bookmark: _Toc406425378]Liberian Wellness for Women Health Promotion Project
The Liberian Wellness for Women Health Promotion Project was part a sub-grant that was implemented as part of this project in a collaborative effort between Carter Center, LAPS, and HPRT. Important efforts were also made to help ensure that activities under this part of the project were integrated into the broader intervention, Supporting Psychosocial Health and Resilience in Liberia. For instance, the women that were trained under Liberian Wellness for Women Health Promotion Project received referral lists for MHCs and CAMHCs in their areas that they could use and share with the women they trained. Further, LAPS was the local partner implementing training under this phase of the project and participated regularly in the PAC related to other parts of Supporting Psychosocial Health and Resilience in Liberia.
For its part in the larger project, Liberian Wellness for Women Health Promotion Project played an important role in working with vulnerable women. Specifically, it was focused on training groups of women on the Liberian Women’s Health Promotion Project: Scientific Manual contained extensive information on selected topics that publicize the most common health and mental health issues affecting Liberian women: menstruation, general hygiene, foot care, menopause, sexually transmitted diseases (STDs), family planning, depression, and PTSD. raining and distribution were also done for a Women’s Health Kit that was used as a health promotion tool, which was meant to contributed to the resilience and psychosocial health of women who participated in the project. Among other items, each toolkit included visual aids and a solar power MP3 player to support community messaging. A total of three hundred women were reach through this part of the project: sixty women trainers were able to successfully train four women each (240 total), as well as providing them with a health promotion toolkit. Working directly with women proved an empowering model of intervention, with internal project evaluation data indicating increases in feelings of self-efficacy and confidence among the women that were trained. This evaluation data also shows other important benefits accrued by project participants: as shown in the following tables, all participants showed considerable decreases in depression and PTSD symptoms as a result of the trainings. 
Table 4: Depression Symptoms Pre- and Post-test
	
	60 Women in Training-of-trainers
	240 Women Trained by Trainers

	
	Pre-test
	Post-test
	Pre-test
	Post-test

	Experiencing open mole
	6.7%
	1.7%
	11.7%
	2.1%

	Feeling down and depressed
	78.3%
	38.3%
	70%
	32.9%

	Have little interest in doing things
	78.3%
	45%
	66.7%
	45.4%


Both tables indicate differences between pre- and post-tests for both the sixty women initially trained as trainers, as well as for the 240 women subsequently trained by them. In both cases, there are fewer trained women experiencing open mole, feeling down and depressed, and having no interest in going about their daily activities, as shown in the table above. Interviews conducted as part of the evaluation also suggested improvements among trainees’ health and wellness, as well as other benefits. As stated by a LAPS representative: “the women were motivated by the training and saw decreases in depression and other mental illness. Even after, the women continued to make their messages available to their family and community”.[footnoteRef:165] According to a final project report, many of the woman reported ongoing door-to-door “informal” training, reaching out to many women and men within their communities.[footnoteRef:166] The project evaluation also found that all of the trained women had higher levels of confidence after training, with more reporting the following behaviors: brushing of teeth twice a day, use a condom, and breathing exercises to deal with anxiety. Thus, there were notable improvements in the physical and mental health of the women trained. The table below also indicates that, after training, women were less likely to say that: pain interferes with their normal work, they have health problems that interfere with normal work, or worries that interfere with normal work. [165:  KII, LAPS, 5 November 2018.]  [166:  HPRT, 2018, HPRT Final Report to The Carter Center: Report Overview: The Liberian Women’s Toolkit Health Promotion Project.
] 

Table 5: PTSD Symptoms Pre- and Post-test
	
	60 Women in Training-of-trainers
	240 Women Trained by Trainers

	
	Pre-test
	Post-test
	Pre-test
	Post-test

	Pain interferes with normal work
	75%
	33.3%
	67.9%
	45%

	Health problems interferes with normal work
	68.3%
	31.7%
	59.6%
	41.2%

	Worry interferes with normal work
	63.3%
	36.7%
	64.6%
	43.8%

	Physical health problems interfere with normal work
	55%
	38.3%
	60%
	36.7%


Further, ten of the three hundred women were trained in micro-enterprise activity making reusable and affordable sanitary pads for teens and young women. The ‘Pad4Girls’ production training focused on: tailoring skills for pad production, menstrual hygiene management, and marketing strategy for sustainability. As indicated interviews during evaluation fieldwork, follow-up micro-enterprise training related to the Liberian Wellness for Women Health Promotion Project was not originally part of the intervention model. Ultimately, the inclusion of micro-enterprise training was included as a means of testing options for scaling the project. Successful implementation of this project adaptation offered some important opportunities for project sustainability, as will be described below.
[bookmark: _Toc406425379][bookmark: _Toc243811555][bookmark: _Toc243811556]Sustainability
This section outlines important gains in project sustainability, as well as a number important challenges to sustaining project effectiveness and impact, including: lack of government funding for mental health, competing health priorities, structural factors, staff attrition, and lack of incentives. 
[bookmark: _Toc406425380]Sustainability Gains
Despite challenges to sustainability, Supporting Psychosocial Health and Resilience in Liberia created an important blueprint for what could be a replicated for building up mental health capacities in Liberia in the future. It is the first comprehensive model of mental health service delivery in the country. Evidence of sustainability is present in the fact that project activities are still on-going, despite decreased direct financial and technical assistance. Most notably, MHCs and CAMHCs who were trained to provide mental health interventions for individuals and groups have continued to provide these services in the counties. MHCs trained through the project have been working in counties around Liberia, helping to expand and strengthen mental health services around the country. Training received through the project helped to support the continuing education and further development of clinicians’ skills, reinforcing capacities for mental health care in Liberia. Government participation in project design was important in this regard, as the human resources developed through the project will continue to be supported under the existing health system infrastructure. Experiences beyond the facilities that this project has supported, both in project counties and beyond, show that the GoL has been able to maintain and support previously-trained MHCs and CAMHCs. Further, interviews with MOH suggested a continuing government commitment to sustaining project activities by integrating improvements in mental health capacities into future primary health provision; for example, it was suggested: “the project is using existing workers, which are on payroll. So the government will continue to have support these workers and the skills they have gained”.[footnoteRef:167] It is significant to note that Liberia’s new Mental Health Policy 2016 – 2021 explicitly mentions the Phebe School of Nursing as a designated training center for MHCs, and commits to the further training of MHCs specializing in child and adolescent mental health, presumably at Zwedru Midwifery School.[footnoteRef:168] However, it is unclear how these training activities will be sustained. As noted by one interviewee from the MOH: “CAMHC training moved to Phebe [School of Nursing] and CAMHC training was moved to Zwedru [Midwifery School]. But there are still no financial commitments from governments for these”.[footnoteRef:169] Without such commitments, the long-term sustainability of mental health capacities is not possible. In the short-to-medium-term two cohorts have already been completed at Phebe School of Nursing with funding from John Snow, Inc., and training of a third cohort is underway. The Carter Center has committed to supporting the funding and technical assistance for Zwedru Midwifery School for the first cohort, to get the project started, though there is not yet a commitment from GoL for funding beyond that. [167:  KII, MOH, 2 November 2018.]  [168:  GoL, 2016, Mental Health Policy and Strategic Plan for Liberia 2016-2021.]  [169:  KII, MOH, 13 November 2018.] 

Micro-enterprise training conducted under the Liberian Wellness for Women Health Promotion Project also presents interesting opportunities for project sustainability. An interview with HPRT reveals plans to continue working with the three hundred women that received training under the project by offering all additional microenterprise training and supporting them by building two centers for training and marketing social enterprises and providing mental health support. Importantly, market-based solutions to provide community-driven health commodities offer an opportunity to use profits as a motivation for health messaging. Within this model, health messaging doubles as marketing for the sale of commodities such as: menstrual pads, toothbrushes, and the like.
Overall, project sustainability has been strengthened through important gains to mental health legislation in Liberia. Contributions made by The Carter Center to government policy – most notably through participation in drafting of the Mental Health Policy – have helped to further institutionalize GoL commitments to mental health. However, there is clear complementarity between efforts to improve legislation and programming activities. The Mental Health Policy is an important policy step that will continue to positively impact people with mental illness across Liberia in the future. The policy also establishes oversight of mental health care through the MOH and creates a national advisory body on mental health issues, while also protecting people with mental illness from discrimination. 
The Carter Center was also instrumental in the passage of the Mental Health Law that forms part of the Public Health Law. It provided technical support for the drafting of the law.  Liberia’s first law to protect the human rights of people with mental illness also promises access to mental health care in all fifteen counties. However, much remains to be done.  These include, but are not limited to, establishing a mechanism for addressing issues of guardianship, involuntary commitment, emergency holds and persons with mental illness who crimes that may label them as dangerous to others.  The next step is regulation, and the administrative legal scaffolding for the full impact of the law to be experienced.
Lack of Funding for Mental Health
Despite this important legislative win, there are threats to the sustainability of project achievements. Turnover of ministry staff was identified as a future threat to sustainability. The impact of turnover was evidenced following the 2017 Liberian presidential election; new ministerial staff were appointed at the MOE and MOH, both at the central ministries and in the counties. It took additional time to familiarize these new staff with the project, as The Carter Center engaged them over time to update them on project activities and progress and to generate buy-in for mental health. However, as the project is completed, this type of advocacy will no longer be possible. If further changes take place, and high-level champions of mental health in government are replaced, the GoL’s growing commitment to mental health may also wane in the midst of the many competing health and development priorities facing Liberia. One key informant summarized the situation by saying:
“Mental Health is 100 per cent a priority – even for the CHT [staff] it is a priority. But there are many competing priorities, and without international assistance the Ministry [of Health] cannot support mental health. At this point, the government cannot not even think about sustainability. The issue of sustainability is zero”.[footnoteRef:170] [170:  KII, Montserrado, 5 November 2018.] 

The implication is that building mental health capacities in Liberia is still largely – almost exclusively – contingent upon international funding. There are signs that the donor funding that Liberian gross domestic product is still largely dependent upon may decrease in the coming years.[footnoteRef:171] Should international funding decrease, then it is unlikely that the country will be able to continue to address its mental health objectives.  [171:  African Development Bank, 2017, “Liberia Economic Outlook”, https://www.afdb.org/en/countries/west-africa/liberia/liberia-economic-outlook/ (22 November 2018).] 

Competing Health Priorities
Even if development funding continues, international research shows a tendency to underestimate mental health problems in low-income countries, meaning that they receive less attention and funding, so that mental health remains largely neglected and left off of international and national agendas.[footnoteRef:172] Thus, for funding that does go to health services, mental health has to compete with other health priorities and there is still a great need to build and sustain awareness among government stakeholders about the need for more expansive quality mental health services. Currently, GoL key informants indicated that there has been a greater awareness among government stakeholders about mental health issues in Liberia, and funds have been allocated to build another psychiatric facility in the country.[footnoteRef:173] This perhaps creates an opportunity to advocate for the continued importance of mental health in the future. Notwithstanding gains made creating awareness about mental health among government stakeholders, mental health in Liberia is a nascent health issue and is caught among many other competing government and donor priorities. A number of other key informants expressed skepticism about the government strategy – suggesting, for instance, that “it is a political issue that is more concerned with showing that it is addressing the ‘problem’ of street people and substance use, rather than an evidence-based policy”.[footnoteRef:174] One option to help institutionalize evidence-driven mental health services is by incorporating mental health indicators into the World Bank’s performance-based contracting health programming. However, at the time of the evaluation, mental health was not being considered in health-related performance-based indicators.[footnoteRef:175] An additional way forward would be to ear-mark a proportion of all health funding to support mental health service delivery. For the purposes of sustainability and further advocating for and institutionalizing mental health programming within the Liberian health system, it may be important to reconsider whether mental health could be included in this regard.  [172:  Lee, Patrick, et al., 2011, “An Analysis of Liberia’s 2007 National Health Policy: Lessons for Health Systems Strengthening and Chronic Disease Care in Poor, Post-conflict Countries”, Globalization and Health 7(37): p. 10.]  [173:  KII, MOH, 2 November 2018.]  [174:  KII, The Carter Center, 2 November 2018.]  [175:  KII, World Bank, 19 November 2018.] 

Structural Issues
Structural issues are perhaps the main threat to the sustainability of the project. Overall, the lack of sufficient resourcing for CHTs was said, by key informants and FGD participants at all levels, to be an impediment to overall service delivery, frequency of supervision, and the quality and timeliness of data collection. This under-resourcing is likely to continue in the short-to-medium-term post-project and is the most pressing question regarding the sustainability of project achievements. In an under-resourced health system, medical personnel are often not paid on time. Many facilities also lack electricity and running water, creating difficulties in service provision. A related problem is that supplies of medications – for instance, psychotropic medications – are inconsistent. Sometimes medications are not available. While The Carter Center has a partnership with MAP International that brings in psychotropic medications, it is not with the frequency and volume required by the pharmaceutical supply chain. The Carter Center has served as a bridge MAP International and to ROW Pharmaceuticals who have been in conversations with the MOH. As mentioned, the lack of a sustained supply of medicines for mental health treatment is an ongoing challenge throughout Liberia. Though it is understood that supply of drugs is beyond the remit of this project, it must be acknowledged that this is a key structural impediment to the effective and impactful provision of mental health treatment in Liberia.
Staff Attrition
Staff attrition is another problem facing sustainability of mental health capacities at the facility level. It was also noted that only a small number of those trained have moved. However, thus far, the project has only been operational for a short period, and as time progresses this problem may become more pronounced. If staff move to other health facilities, then the capacities they acquired through training will move with them within the health system – though they will no longer be embedded in and supported by a systemic community-to-facility approach to mental health provision. The worst-case scenario – in terms of attrition of project impacts – is having a large number of trained mental health staff leave the Liberian health system altogether. Indeed, without support from the project, and extra incentives provided to support facility-based mental health activities, staff attrition may increase.
Lack of Incentives
Moreover, though the project includes some community level staff that have been integrated as CHAs, most gCHVs are still unregistered volunteers whose incentivized activities are contingent upon project funding. Without continued funding, it is unlikely that community level activities will continue. Both gCHVs and other project stakeholders indicated that many health volunteers have been trained and incentivized by previous health projects to support various community health issues, only to have their work cease after project activities and funding stopped. These experiences indicate the tenuous nature of the sustainability of any programming model that relies on referrals from gCHVs. At the community level, some project activities are being sustained. After receiving incentives to meet for twelve weeks, many groups have lapsed into inactivity, even those that have been handed over to partners organizations such as Cultivation for Users Hope. Cultivation for Users Hope is the only Liberian organization established and run by mental health service users in Liberia.[footnoteRef:176] They work in the interest of persons living with mental illnesses at all levels through advocacy, capacity building, empowerment, awareness, and stigma reduction. As part of their provision of psychosocial support and peer counseling the organization works with persons with mental illnesses, families, and communities to improve social relations and psychological wellbeing. They promote transit homes for abandoned users’ in wellness. While Cultivation for Users Hope has the knowledge and networks to take over project-related peer support groups, community-based organizations in Liberia are often under-resourced constraining the efficacy of their work.  [176:  Liberia Center for Outcome Research on Mental Health, “Cultivation for Users Hope”, http://www.licormh.com/cultivation-for-users-hope (13 December 2018).] 

Despite challenges with sustainability of peer support activities, it was reported during fieldwork that some peer support groups have continued to meet, even though they no longer receive direct funding or support from the Carter Center. In some cases, such groups had been raising their own funds to support meetings and emergency drug purchases. For example, the Peer Support Group connected to Cotton Tree Health Center would collect LRD 25 from each member every meeting to collect funds to support treatment – in case medications shortfalls at the health facilities necessitated that medications be purchased privately. The initiative taken by these peer groups indicates proactive efforts that extend beyond planned project activities, and which could be harnessed to promote project sustainability. One strategy for promoting sustainability of peer support may be to formalize the groups by registering them with the government and orienting them towards raising awareness about mental health issues at community level. Though service provision is a government responsibility, in an under-resourced health system innovative approaches are necessary. Some community-based health activities can be taken up by community structures, while government capacities are built – for example, taking over some incentivizing and oversight of gCHVs. 
[bookmark: _Toc406425382]Conclusions
This section summarizes the findings throughout this evaluation and outlines conclusions according to each of the key evaluation: relevance, effectiveness, impact, and sustainability. These conclusions, and subsequent lessons learned, can be used to inform other similar interventions – whether in Liberia, or in other countries. In order to maximize learning, it will be important to distribute the evaluation widely –something that was recommended during evaluation fieldwork. 
[bookmark: _Toc406425383]Relevance
The project was implemented in the context of profound mental health needs in Liberia stemming from the legacy of conflict, EVD, and persistent deprivation. It contributes to important international commitments such as the Sustainable Development Goals. It supports EPHS. It is also in line with the country’s National Mental Health Program and National Health and Social Welfare Policy and Plan. Importantly, the project has made key contributions to Liberia’s new Mental Health Policy and Strategic Plan, which is the cornerstone of provision of mental health services in Liberia, supporting key of strategic objectives by: increasing the clinical capacity of mental health professionals to identify, manage, and refer to primary level persons living with mental health issues, training community-based workers in identification and referral of mental health cases, and sensitizing communities about mental health. The plan is an important policy success that affirms the GoL’s commitment to mental health in the long-term. 
[bookmark: _Toc406425384]Effectiveness and Impact
In general, the Supporting Psychosocial Health and Resilience in Liberia was implemented effectively, reaching most of its output indicators. The project helped support relevant efforts in providing mental health services in the response to EVD, and then subsequently also had an important impact in post-EVD recovery. Moreover, the project played an important part in the deepening and expansion of the mental health services in the two project counties, while making key contributions in child and adolescent mental health resources to other parts of Liberia, as well. Leveraging existing human resources and building on skills of MHCs makes it more likely that gains made through the project will be retained in the long-term. Other project activities related to stigma reduction, community-based referral, healing dialogues, and peer support also had an important impact during the project cycle. 
[bookmark: _Toc406425385]Sustainability
However, a lack of health resources and the many competing health priorities within the Liberian health system may make it difficult to sustain project effects and impacts. There are legislative commitments made by the government to sustaining mental health, as well as a rhetorical affirmation made by government key informants about the importance of mental health services within the Liberian health system. Yet, no funding has been allocated to specifically support mental health activities, outside of possible funding for a new psychiatric facility. Without tangible commitments by the GoL to mental health, it is unclear whether the aforementioned project successes can be sustained into the future. Other key threats to sustainability include: staff attrition, structural issues, and lack of incentives.
[bookmark: _Toc406425386]Lessons Learned
Through the MOH, the Liberian Government must develop a well-defined sustainability plan for mental health that makes financial commitments to support its legislative and rhetorical promises. To accomplish this, it should continue to work with national partners, as well as key international partners like The Carter Center and donors like The World Bank. 
Given the nascence of mental health in Liberia, there is a strong argument to be made for continued international support in mental health. It is important to build on successes already made through this project. It has built robust support for the full system of mental health care, which will be difficult to for the GoL to sustain in project counties or replicate in other counties. Thus, given the vast mental health needs in Liberia, mental health services must continue to be deepened in areas where these already exist, and expanded in those places that they do not. Mental health capacities in Liberia are almost totally reliant on international funding and will remain so in the future. Further strengthening mental health services may bring them to a level where they are more likely to be sustained. Partnership with government in this regard is as important for its advocacy role as it is for programming activities. 
Continuing to work with the MOH at central ministry will further create champions for mental health at the top levels of government, while further strengthening the Mental Health Unit makes it more likely that it can itself advocate for mental health priorities. At the county level, continued work with CHTs can further provide technical skills for strengthened supervision and support of health facilities and staff. Continued action in mental health also allows for a more ‘mature’ follow-up to provide support of commitments made under the Mental Health Policy 2016-2021, and efforts towards sustainable programming through support for mental health training activities being carried out at Phebe School of Nursing and to be developed at Deanna K Isaacson School of Midwifery in Zwedru.
In general, the project has made important contributions to strengthening mental health capacities in Liberia. Building on these successes through further engagement that gives greater autonomy to government could further strengthen the Mental Health Unit and CHTs to lead future project activities, with sufficient supports to monitor progress to help ensure that project successes are entrenched and expanded. In particular, key contributions to data quality were already made through project. Even greater improvement of data collection at the facility level would be useful for the purposes of the monitoring and planning. More reliable data can be used to monitor mental health performance of individual facilities – both longitudinally and comparatively. As monitoring capacities are further built, it will also then be important to also build capacities of MOH – both at the central ministry and in the CHTs – to analyse and use data. More robust data-driven decision-making can strengthen accountability and interventions, while also improving reporting to key government stakeholders that might be unaware of the importance of mental health.
Improving medication supplies are another important area of future focus. Although structural problems within NDS cannot be fully addressed, problems with national supply of medications experienced through this project cannot be ignored and must be made a priority in coming years. Among the challenges is the need to replace the tracer medications for mental health with only one medication.  There needs to be a set of tracer medications for mental health and epilepsy that represent the spectrum of mental health disorders.  There is a need for better monitoring of use and future stock outs of medications at facility level. An assessment of the system of purchase and distribution of psychotropic medications should be undertaken to identify and address bottlenecks; such efforts could, for example, be carried out in conjunction with work currently being done by The Carter Center and MAP International to provide neuropsychiatric medicines and supplies in Liberia.
Moreover, to ensure that holistic mental health services available, through a full system of care, cadres of health workers must continue to be supported at the facility level and in communities. This means ensuring adequate training and staffing of MHCs, CAMHCs, social and psychosocial workers, and gCHVs. The latter offers a telling case study in the importance of GoL and its partners to continue to fund mental health: past experiences using gCHVs indicate that their activities are likely to be sustained only in so far as they are incentivized. As mentioned, there are many gCHVs that have been trained in other areas of health care that are no longer active at the community level. GoL has a responsibility to incentivize all mental health staff, whether community-based or facility-based, and must work to do so. This means continuing support to clinicians and their support staff and incorporating trained gCHVs into the government structures as Community Health Assistants. 
Further, MOH and MOE must continue to work with other governmental stakeholders, as well as key national and international non-governmental partners to strengthen child and adolescent health and mental health in Liberia. The importance of expanding Liberia’s pool of CAMHCs was already mentioned above. To help ensure young people have access to mental health care additional SBCs and school-based interventions are required. Not all youth are in schools and ensuring that CAMHCs and MHCs at the facility and community levels also receive the support that this program has demonstrated works should be a key part of the MOH’s fulfilment of the requirements laid out in the National Mental Health Policy and Strategic Plan.  The model developed under this project – and others like it – provides a replicable blueprint for future interventions, in this regard. In particular, additional training for teachers and administrators WHO Manual of School Mental Health can support facility-based efforts with additional classroom-based interventions and resources.
Overall, sustainability of the health components of the project could be additionally strengthened if community-driven health development can be promoted at the local level. Subsequent designs of the project could encourage communities to periodically raise funds from community residents as incentives for the gCHVs. Peer support groups, for instance, can be formalized and mobilized in this regard. Models used in Bong County by Save the Children may be instructive in this regard. For instance, community-driven referral systems and community-funded emergency transport schemes.[footnoteRef:177] In places where such strategies are pursued, interventions work strengthen community health structures such as Community Health Committees, and motivate communities to start up “social funds” (as well as, savings and loan programs) by having individuals contribute small amounts of money each week to a community box for collective health initiatives.[footnoteRef:178] Funds allocate fixed amounts that serve as contributions to the community to focus on social issues – for example, to fund gCHVs, or other community-based mental health endeavors – with community structures having autonomy to determine how the fund is used. If such a strategy is employed, it should be worked into the project life cycle of subsequent iterations of the project and phased-in gradually before the close of the project.  [177:  See, for example: Save the Children, 2014, End Of Project Evaluation for Save The Children and Department For International Development, Unpublished Evaluation, Monrovia: Save the Children – Liberia. ]  [178:  Maternal and Child Survival Program, 2018, “It Takes a Village: Community Loans are Saving Lives in Mozambique”, 9 November https://www.mcsprogram.org/it-takes-a-village-community-loans-are-saving-lives-in-mozambique/ (14 December 2018).] 

This community-based funding strategy could also be applied to incentivize for peer support groups, most of the groups’ activities were also discontinued. Indeed, peer support groups could also potentially be leveraged to take on some awareness raising roles at the community level. It was noted that participants in peer counseling communicated feelings of greater agency. Empowering peer support members as ambassadors for mental health referral is an opportunity for community based-project sustainability. Their success stories are often referenced as a catalyst for driving demand among others for mental health services. Though community structures do not have the primary responsibility for mental health provision – which rests with duty bearers – community-based efforts can help while the GoL builds towards its stated goal of increasing the accessibility and affordability of health services in the country. If community efforts do prove successful, these can eventually be tied back into community-activated, but government-supported, approaches to health provision.[footnoteRef:179]  [179:  The Government of Ethiopia is implementing a three-pronged maternal, newborn, and child health strategy based on scaling up the coverage of community-based newborn care, which includes sepsis treatment; immediate essential newborn care in health centers and district hospitals; and neonatal intensive care units in hospitals. As a result, Ethiopia achieved MDG 4 three years ahead of schedule by cutting under-five mortality from 205 per 1,000 live births in 1990 to 68 per 1,000 in 2012. Ethiopia’s progress illustrates that countries can achieve dramatic declines in child mortality, despite constrained resources. See: UNICEF ESARO, 2015, Key Child-Related Research in East And Southern Africa, p. 12.] 

Also, at the community level, there is a need for oversight for stakeholders involved in anti-stigma activities and referral especially, gCHVs, social workers, and religious leaders – in shared-learning refresher workshops. As mentioned, most community stakeholders indicated that they adapted community messaging through trial and error. Shared learning could be useful in identifying and systematizing the most effective community messaging strategies used across the project – standardizing activities used for awareness raising and referral. The use of experience sharing in this way can be an effective way to transfer knowledge and promote project effectiveness and impact. Bringing project stakeholders together gives them an opportunity to learn from other beneficiaries and share their own experiences. Cross-visits offer an opportunity for exchange of experiences between communities. Within the project, this may also be a way of recognizing high-performing stakeholders that can similarly motivate others. When it comes to working with religious and traditional leaders, a possible point for engagement can be the appropriate institutional structures for each. Participation by groups such as the Liberian Council of Churches, National Muslim Council of Liberia, Traditional Medicine Federation of Liberia, etc. may provide greater authority to institutionalizing mental health messaging in the long-term into the activities these stakeholders.
It is important to reiterate the notable gains made in strengthening the system of mental health care in Liberia. Through Supporting Psychosocial Health and Resilience in Liberia, The Carter Center, JSDF, and World Bank, worked with the GoL to expand and deepen mental health services in Liberia. These efforts must now be continued, drawing on increased government funding and continued international commitments. In doing so, they can work towards a comprehensive system of mental health care, through which all citizens are entitled to services that support their psychological wellbeing, through adequate prevent and treatment of mental health issues. This, after all, is the vision called for by Liberia’s new Mental Health Policy.[footnoteRef:180] In pursing this vision, the hope is that Liberia can eventually developed a mental health system that promotes recovery, wellness, and resiliency for all its people. 
 [180:  GoL, 2016, Mental Health Policy and Strategic Plan for Liberia 2016-2021, p. 17.] 
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Implementation Completion Evaluation Report Consultant for:
Supporting Psychosocial Health and Resilience project
and
Improving Child and Adolescent Mental Health in Liberia project



A. Background	
Liberia is a fragile, post-conflict country. Although restoration of some basic health services and increasing coverage of immunizations have helped to improve a number of health outcomes, significant health system challenges remain.  A system for mental health services is one challenge.   Recognizing the importance of addressing the psychosocial and mental health needs of its population, the GOL developed a National Mental Health Policy (NHMP) in 2009-2015.  In 2016, a new policy that extended to 2021 was drafted and approved.  The NMHP prioritizes an integrated and decentralized approach to the delivery of mental health care and focuses on the following objectives: (i) prevention of mental illnesses; (ii) improved accessibility and availability of psychosocial and mental health services; (iii) provision of services for particularly vulnerable groups; (iv) provision of rehabilitative services and; and (v) the provision of social services. Achieving these objectives through a community-based approach is one of the pillars of the GOL’s strategy to address the mental health and psychosocial needs of the population.
Among the legacies of the civil war, in addition to the poor state of the health care system, is unaddressed trauma.  This trauma was compounded by the Ebola Virus Disease (EVD) outbreak that began in Liberia in March 2014.  The outbreak also reversed many of the health system gains and exacerbated service delivery challenges.  Liberia was declared Ebola-free by the World Health Organization on January 14, 2016.  The health system in Liberia embarked on a robust strategy to improve the proficiency and quality of testing for infectious diseases to meet International Health Regulation Standards, improve its disease surveillance infrastructure in all 91 health districts, establish rapid response teams in every county all now under the auspices of a new Public Health Institute.  Despite these gains, the impact of this crisis has left deep and pervasive trauma and continues to be felt economically and socially.  
The Carter Center’s Mental Health Liberia Program has benefited from funding by the Japan Social Development Fund (JSDF) (administered by The World Bank) and from the UBS Optimus Foundation since 2015, as outlined below. Both projects are working in Margibi and Montserrado counties of Liberia, which were most affected by EVD. The Carter Center is commissioning final evaluations for both projects which conclude in December 2018.
Projects to be evaluated:
1. “Supporting Psychosocial Health and Resilience in Liberia” is a JSDF/World Bank-funded community-based project developed to address the psychosocial health impact of the EVD outbreak at both the individual and community levels, whilst also building long-term resilience and psychosocial health. Its technical design emphasizes the role of strengthening protective factors as a means of promoting resilience. The Project Development Objective (PDO) is to respond to the intermediate psychosocial and mental health impact of the EVD crisis and to build long-term psychosocial health and resilience at the individual and community levels in project target areas. The PDO will be achieved through: (i) the training and capacity building of new and existing cadres of mental health providers (i.e. mental health clinicians (MHCs), psychosocial counselors, social workers, and general community health volunteers (gCHVs), now called community health workers and community health assistants; (ii) the implementation of psychosocial/mental health interventions at the individual, family and community levels; and (iii) supporting project management, and monitoring and evaluation to guide project implementation. 

2. “Improving Child and Adolescent Mental Health in Liberia” is a community-based project funded by the UBS Optimus Foundation that aims to improve the well-being of vulnerable children and adolescents in Liberia. This project builds on The Carter Center’s work in Liberia to assist the Ministry of Health in developing the country’s public mental health service delivery system. The “Improving Child and Adolescent Mental Health in Liberia” project leverages investments in the JSDF/World Bank project outlined above, to increase the number of schools with clinics and further bolster the number of health, social welfare and education professionals (in Health, Social Welfare and Education) equipped to support the mental health needs of children and adolescents. 

The project goal is to improve the well-being of vulnerable children and adolescents in Liberia by strengthening a national system of mental health care for children and adolescents in need of services. This is accomplished through: (i) training health and social welfare professionals on child and adolescent mental health and development, (ii) training teachers on the science of brain development to support developmentally appropriate teaching and learning strategies and to recognize child and adolescent mental health or distress signs and symptoms, (iii) establishing and supporting school-based clinics that provide services, improve access to health and mental health and foster life-long positive health-seeking behaviors.
The consultant will complete an external final evaluation for each of the two grant-funded projects. The consultant will write a final report for each project, detailing results and conclusions based on examination of project accomplishments. 

B. Scope of Work 
The World Bank and UBS Optimus Foundation each require a final evaluation, in the form of an “Implementation Completion Report” (for the World Bank) and a final evaluation (for UBS Optimus Foundation). 

These evaluations will examine the effectiveness and impact of the two projects in question.

Final reports will need to meet these funders’ requirements, which will have been negotiated by TCC, but may be subject to change. It is hoped that the evaluation results can be translated to publications that highlight project accomplishments. Findings will also inform future project design for the Mental Health Program in Liberia.  

The Implementation Completion Report (ICR) Consultant will be responsible for the following:
· Review all progress reports and project data for the two grant-funded projects being implemented by The Carter Center Mental Health Program in Liberia
· Design and carryout appropriate research methodologies to address evaluation questions and ensure that the change stories of beneficiaries are included
· [bookmark: _Hlk514758983]Write a detailed Implementation Completion Report for the “Supporting Psychosocial Health and Resilience in Liberia” project that adheres to World Bank requirements for final evaluation reports and describes project background and design as well as outcomes, outputs, and activities. 
· Write a detailed final evaluation for the “Improving Child and Adolescent Mental Health in Liberia” project that details project background and design as well as outcomes, outputs and activities.
· Research and support findings with current literature, including gray literature, government and non-governmental documents where available.
· Work, as needed, with the project team to ensure accurate representation and interpretation of the project activities, outcomes, and implications of the work.
· Develop graphs, charts and datasheets to inform reporting, presentations and public information work.


Qualifications
The Carter Center (TCC) Liberia Mental Health Program seeks an experienced professional or team of professionals with global health and child and adolescent mental health training and experience, as well as proven skills in monitoring, research and evaluation, to complete the final evaluation of the projects “Supporting Psychosocial Health and Resilience in Liberia” and “Improving Child and Adolescent Mental Health in Liberia.” Experience working with an international team is required as well. The consultant should be available to communicate regularly with TCC staff and other partners in Monrovia, Liberia and Atlanta, GA throughout the evaluation process, as well as travel to Liberia as needed for evaluation activities.
The consultant should have:
· A Masters or PhD in public health, psychology, mental health, child and adolescent health or developmental psychology, social work, or a related field and 5 years of evaluation experience
· Extensive experience in behavioral health research, evaluation research, and global health and mental health research
· Knowledge of the principles and current approaches to monitoring and evaluation of health programs with a focus on international programs
· Technical skills in qualitative and quantitative research design, data analysis, and program monitoring and evaluation
· Small and large dataset management, analysis and reporting experience
· Knowledge/experience in child and adolescent mental health
· Familiarity with World Bank reporting requirements
· Experience conducting evaluations in low and middle-income settings and low-resource environments/settings preferred
· Comprehension of the organization of mental health services in low income settings generally, or Liberia in particular
· Experience working in different cultures and/or with individuals from different cultures (Liberian/West African/African preferred)
· Qualified consultants in Liberia or the sub-region will be given priority consideration.
The consultant is expected to be independent from any organizations that were involved in designing, executing or advising on any aspect of the projects that are the subject of the evaluation.
The consultancy will be part time for the duration of the contract, which is approximately 2 months, with an estimated 40 total days of work. The ICR consultant will report to the Project Lead, Dr. Janice Cooper, and coordinate planning for logistics and submission of deliverables with Sarah Yoss in TCC’s Atlanta office.

C. Deliverables
The following are indicative and will be agreed at time of contracting. Final Report completion dates are not negotiable due to donor requirements.
a. Inception report for the two evaluations: indicating how each evaluation question will be answered by way of proposed methods, proposed sources of data, sampling methodology, and data collection procedures. A schedule of tasks, activities and deliverables will be included and should include requests for TCC staff involvement (with a lead name to be specified by TCC)  
b. Two draft evaluation reports: 
· Implementation Completion Report of the “Supporting Psychosocial Health and Resilience in Liberia” project
· Final evaluation report of the “Improving Child and Adolescent Mental Health in Liberia” project
c. Two final evaluation reports
d. Summary Memo: outlining recommendations from each evaluation report and highlighting key points of overlap
e. All data, forms, and other research materials produced by the consultant transferred in appropriate electronic form to TCC

The consultant will report to the Project Lead and coordinate planning for logistics and submission of deliverables with Sarah Yoss in TCC’s Atlanta office.

D. Inputs
The Consultant will be remunerated upon delivery of the agreed outputs, at the agreed fee rate for the agreed number of days of professional fees chargeable. In addition, the Consultant will receive the following benefits:
a) Direction and support from Project Lead and Project Staff

b) Access to research and content materials to complete deliverables

E. Special Terms and Conditions
N/A


[bookmark: _Toc406425388]Annex B: Consultant’s Reporting Obligations
Table 6: Estimated Reporting Obligations and Deadlines
	Description of Reports
	Deadline

	Evaluation Plan
	19 October 2018

	Draft of Implementation Completion Report for the “Supporting Psychosocial Health and Resilience in Liberia” project
	18 November 2018

	Draft of evaluation report for the “Improving Child and Adolescent Mental Health in Liberia” project
	18 November 2018

	Final Implementation Completion Report for the “Supporting Psychosocial Health and Resilience in Liberia” project
	1 December 2018

	Final evaluation report for the “Improving Child and Adolescent Mental Health in Liberia” project
	1 December 2018*

	Summary Memo: outlining recommendations from each evaluation report and highlighting key points of overlap
	1 December 2018*

	All data, forms, and other research materials produced by the consultant transferred inappropriate electronic form to TCC
	1 December 2018*

	* Final reports, memos, data, etc. were delivered 2-3 weeks after the estimated deadlines due to delays in the evaluation.
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